MISSISSIPPI DIVISION OF

MEDICAID

fl

Updated

State Medicaid Health Information Technology Plan
(SMHP)

April 15, 2013

State of Mississippi

Division of Medicaid



! MISSISSIPPI DIVISION OF L. Update(! . April 15,
4 MEDICAI D State Medicaid Health Information Technology Planning 2013

Document

Table of Contents

1 EXECULIVE SUMIMAIY ciiiiiiiiiiititietettteteteteteteteetteeeeeeeeeeeseteaeteeeteteseeee.t...........................................—.......—.—... 5
2 INtrodUCtioN @N0 OVEIVIEW ....oocveeiiiiriiiiiieiie ettt sttt ettt e s e st st s bt s b e e bt e beesmeesmeeemeeeteeneens 7
3 Current HIT Landscape Assessment — The “As-IS” ENVIroNmMEeNt.........ccceeeiieeeciiiiieeee e ceeciiieeeee e e 10
3.1 Overview of Provider Environmental SCan .........coceiriiieiieiiiiieree e 10
3.1.1 Eligible Hospital Environmental SCan .......cccccovvciiiiiiiiiie e 10

3.2 MMIS Capabilities ASSESSIMENT ....ccccciiieeeiiiieeeciiree e ecite e e ecte e e e eetre e e setreeessataeeesanteeeesantaeeesnntaeeesans 19

3.3 Feasibility of Incentive Payment Methodology .......cc.veviiciiieiiciiiec e 21

3.4 Current MEHRS STtUS ....ouiiiiiiiiiiiiiiiic et e 27

3.5 CUrrent IMITA STAtUS .oeiiiiiiiiiiec et e e e s 29

3.6 Current Broadband INitiatiVes .......ceocueeeiiiiiiee ettt s 30

3.7 Coordination with Medicare and Federally Funded, State Based Programs .........ccccceevcuvveeennne 31

3.8 Coordination with the Statewide Health Information Exchange ..........ccccevvcieeiiiiiee e 31

3.9  Current Public Health INitiatives........cooeiiiiiiiiieeeee e 32
3.10 Federally Qualified Health Centers /Rural Health ClINICS ......c..cocvveeiiieeciieeciee e 33
3.11 Department of Defense and Veteran’s Administration........ccccceviveiieiiiiiiiee e 33
3.12 INdian HEalth SEIVICES ..c...eiiiiiieiieeee ettt sttt e st e s b e sneeesaris 34

N Ko R Tl o T I I T o [ or- T o RPNt 35
4.1 FUtUre ViSion fOr PrOVIAEIS ... .coiuiiiiiiieieeeeteeeee ettt st sttt sbe e s saeeeneeas 35

4.2 FUture MES Capabilities.....cueiiiiciiie ettt ettt e e ettt e e e et e e e e sata e e e earaeeeennaeeaan 38

4.3 Future Vision fOr MEHRS/@SCIIPE. .uiiiiiiitie et eetee ettt ettt et eetee e te e e eteeesaveeebeeestaeesbeeensneens 39
4.3.1 Upgrade to an ONC Certified MEHRS/€Script SYyStem.......cccevverereeiveeeiieccreeeeree e 41

4.3.2 Involvement in State Health IT ENVIroNmMeNnt ........cooceeviiiiiieinieeneeeic et 43

4.3.3 Impact of Update to Exchange Standards: .........cccveieiiiiiecciiee e 43

N [ (Yo - Tt o 1Y/ L R 44

4.4 Future AIgnment WIth MITA ...t e e et e e e ra e e e et ae e e eeneaeeeennsaeeaan 44

4.5 Future Broadband INItiatives .......cocueruiieiiiiieicee e e 47

4.6  Future Vision for Medicare and Federally-Funded, State-Based Programs........cccccoecvveeeernnenn. 49

Pagei



MISSISSIPPI DIVISION OF L. Update(! . April 15
4 MEDICAID State Medicaid Health Information Technology Planning !

Document 2013

ST R |V 1= To [Tor= T < TRV TPROTS 49

4.6.2  CDC COOrdiNAtiON ...eeeeuiiieiiiiesiee ettt ettt ettt sb e bt esab e e sne e e sab e e sbeeesmeeesaneeesnneas 49

4.6.3  CIMS/ASPE COONTINATION w.vveiieeiieeeeeeeeeeee e e eeeeeet et e e e e e e ee et eeeeeseseeassaeereesseseassneeeeesssesanns 49

4.6.4  HRSA COOrdiNAtioN c...eeveeriieiieiieeteeieesieeete ettt sttt sme e st e b e e 50

4.7 Future Vision for the Statewide Health Information Exchange..........ccccceveiveiivciiee e, 50
4.7.1 DOM Enterprise Master Patient INdeX (EMPI) ......cccveeiiieiiiiecee e 51

4.7.2  MS-HIN GOVEIMNANCE ....ceeiiiiiiiiiiiiiiiiti ettt e e s sraa e e e e s s s aens 51

4.8 Future Vision for the Public Health Initiatives.........ccoeviieiiiiiiiie e 53
4.9 Future Vision for Federally Qualified Health Centers/Rural Health Clinics.......ccccccevveeveeenenn. 53
4.10 Future Vision for DOD and VA ...ttt ettt et sttt et b e sb e s s saee s 54
4.11 Future Vision for Indian Health SEervices ..o 54
5 Provider Incentive Program BIUEPIINt.......ccioiciiiiiiiiiii ettt e e e e s s sbee e s s enee e s areeas 55
5.1 INErOTUCTION ettt ettt st e s bt e e s bt e e sab e e s bt e e sabeesabeeeneeesareeennnes 55
5,101 OVBIVIBW ettt ettt ettt e st e s st e e s sne e e e s snee e e s sneeeessaneneessaneeeessneneesaanee 55

0 B A 0 o o To 1Y - U U T TP 55

5.2 Eligibility: Provider Type, Eligibility Period, and Patient Volume ..........ccceeeeiiieiiiiiee e 58
5.2.1  EH Elibility Crit@ria cocuveeeeieieee ettt ettt et e e e etee e e sata e e e snta e e e sntaeeeeanes 58

oI A = e 141 oY L AV @ 1 LT o - PRt 61

5.3 Provider Registration and Verification .......cccoccuiiiiiiiiii i 66
5.3.1 CMS Registration & Attestation System Registration ........cccoeecuiiieeeiiiiiiiiiiieeeeeininns 66

5.3.2 CMS Registration & Attestation System/MS SLR Data Validation Process ................... 67

5.3.3  MPIP MS SLR Registration ......ccoeeveiiiiiiiiii 69

5.4 MPIP MS SLR ATEESTAtION ...ciiiiiiiii it 71
5.4.1 Adoption, Implementation, or UPgrade........cccoccveiiiiiiieiiiiiiee e screee e ssveee e sevee e e 72

5.4.2  MeEANINGFUIL USE....uiiiiiiiiie ittt sttt sttt e e s ste e e s stae e e ssntaee e sanseeeessnbaeeesnes 73

5.4.3  Changes 10 EXCIUSIONS. ....ccccuiiiiiiiieie ettt ettt ettt eeette e e e et e e e e ebeeeesentaeeeseabaneesearaneenanes 77

5.5 MPIP MS SLR Payment Calculation/Verification ...........ccccveeeueieeiiieiiieceee e e 77
5.5.1 Payment CalCUlation ........ccccuiiiiciiiee ettt ettt e et e e e e ebae e e e eaba e e e s ebaeeeeaes 77

5.5.2  CMS VEerifiCatioNn .oueeeiiieeiiie ittt sttt et e e esne e sare e 82

5.6 MPIP Payment ENtry/PrOCESSING ....ccveeiveeeteeeetee ettt eeeeeeeteeeetreeeereeeeteeeesteeeeaeeeesseeetesenseeesnseeennes 83
5.7  MPIP MS SLR Payment COMPIETE ..cuuviiei ittt e st e e st e e s sbae e e ssaraeeesaes 83



!A MISSISSIPPI DIVISION OF L. Update(! . April 15,
4 MEDICAID State Medicaid Health Information Technology Planning 2013
= Document
5.8  MPIP IMS SLR INQUITY ceiieiieiiieieeeeeeeeeee ettt ettt et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e aaaaaaaaaaaes 83
5.9  MPIP MS SLR Update and RiSKS ......ccecuuiiiiiiie ittt e e e e e e nrre e e e e e e e e 84
Lo O I oY= { = T s O YT Y F=d o | U SSURR 85
5.10.1 MPIP MS SLR Prepayment Verification ........cccccovueeiieiie i 85
5.10.2 FinancCial REPOITING .....uviiiiiiiee ettt et e e e e eatre e e e ate e e e s eatee e s enaaeeeennees 93
Lo R A YU T 1 Y 4 1 =T = PRSPPI 95
5.11.1 Pre-Payment AUCitS.....cccovcuiiiiieiiee ettt riee e s ee e s ree e s s e e e s s e e e e nnes 95
5.11.2 POSt- PAymMeENnt AUGILS ..eeiiiiiiieeieiiie ettt e s e s e e s s be e e s s nrae e e enees 95
5.11.3  Fraud @nd ADUSE ...coueiiieieeeeeeee ettt 96
5.12 Administrative Redetermination and Appeal Plan .........c..ooviiiiiicciiie e 97
5.12.1 Miscellaneous Provider Issues and Complaints.........cccceeeeciireieciieeeeciiee e e 98
5.13 MPIP MS SLR POSt Payment ProCESSING....cccouviuiiiiiiieiieeeiiiiteeee e e ettt e e e e s esiirrree e e e e s sanneeeeee s 98
5.14 Quarterly Reporting to CIMIS ......oiii ittt sttt e et e e st e e s sbte e e s sbtae e s sntaeessnaaeeesanes 98
I o 1 S ¥e T=To [ o - o T PSPPIt 100
6.1 Major Activities and Milestones Moving from “As-Is” to “To-Be” .......cccovuvrereiieeeeiiieeeecieeenn, 100
T A Y- - 1 4T o FO R 102
6.3 Assumptions and DEPENUENCIES.........eeiecuuiiiiiiiiie et e et e e erre e e ertre e e serae e e esraeeesensaeeeenssaeeaans 103
6.4 Participation in the State Health Information Exchange (e.g., MS-HIN) .......ccccceviiveiieenciennns 104
6.5 Participation in the Nationwide Health Information Network...........ccccceeeveiiiivieeee e, 105
6.5.1 Alignment with MITA Mission, Goals, and Objectives..........ccccecvvireeieeeeiiiiiiiieeeeee e, 105
6.5.2 Nationwide Health Information NetWOrk...........ccceeveerieniiniiineeeeeeeeee e 106
6.5.3  NWHIN Gat@WaYS oo ie e e e e e e e 107
6.5.4  Coordination With NWHIN ......ccioiiiiiiiie et 108
ORI T €] oY T=Tot {1V | Y PP PTPPUPPTRTN 109
6.5.6 Integrating the Healthcare Enterprise Statement and Standards Integration to Drive
Y N oY1 0] o 1= 1 s Lox Y 28U 111
6.6 Meaningful Use Provisions with Exchange Components ........cccceeeccuveeeeciieeeeceee e 112

Page iii



Updated

MISSISSIPPI DIVISION OF L. X . April 15,
MEDICAID State Medicaid Health Information Technology Planning 2013
= Document
Table of Appendices
Appendix A:  Acronyms
Appendix B: Glossary
Appendix C: HIE Readiness Assessment Focus Group Results
Appendix D: Mississippi Hospital Association — IT Survey
Appendix E:  DOM Medicaid Provider Survey Results
Appendix F:  House Bill 941
Appendix G: PIP Calculators
Appendix H: Impact of Incentive Payments
Appendix I:  Meaningful Use Requirements
AppendixJ: Post-Payment Audit Strategy for Meaningful Use
Appendix K:  Meaningful Use Screenshots
Appendix L: DOM Connectivity and Interoperability Strategy
Table of Figures
Figure 1: Mississippi Hospital Association Survey — Reported EMR/EHR Distribution.................. 12
Figure 2: Eligible Professional Survey — Respondents by Classification.......cc.cccccevviieeiiniienennee. 14
Figure 3: Eligible Professional Survey — Current HIT USAgE ......c.ccuerviierieeiiieeniieeniieenieesnireesveeens 14
Figure 4: Internal Process Flow - Professional Elgibility........cccccveiviiiiiiniiiiie e 24
Figure 5: Internal Process Flow - Hospital Eligibility ........ccccceviiiiiiniiiiiiieee e 25
Figure 6: MS-HIN Organization STFUCTUIE .........ccoiiiiiiiiiiiiiece et e s 52
Figure 7: Mississippi Provider Incentive Program SolUtion .........cccovevieeiniiieniniiene e 57
Figure 8: MPIP MS SLR Eligibility Validation .........ccoovuiiiiiiiiiiiiiiiee e 571
Table of Tables
Table 3-1: Internal Solution v. XeroxX SOIULION .......cciviiiiiiiiiiiiiiee e 26
Table 4-1: Total Payment Counts (Actual and Projected).........ccceeeeuieiiieiieeiiecieeeceee e 36
Table 4-2: Performance Measures for EH/EP and EHR GOalS......ccoovevieeiiieeeiieieeee e eeeeee e 36
Table 5-1: State REASON COUES.....ccuuiiriiiiiieiiee sttt sttt ste e st e et e sbe e ssate e sabe e sbaessabeesabeesnees 69
Table 5-2: Medicaid EP Payment Table ..........uuviiiiiiieeee ettt e e 78
Table 5-3: Checklist of Iltems for Pre-Payment Verification.........ccccoccveveiicieeiicceee e 89
Table 5-4: Additional Financial Oversight REPOIS........cc.uueieeiii i 94
Table 6-1: Master Milestones/SCREAUIE ... . .eveeeieeeee ettt e et e e e e e s e e esaeereeeee s 100
Table 6-2: MU PrOVISIONS .ecc.viiiiieeiiiiiiieesite et ettt stee st e bt essbae e sabeessbbeesabaesbaessabeesbseenaseas 113

Page iv



MISSISSIPPI DIVISION OF o Updated .
4 MEDICAID State Medicaid Health Information Technology April 15,2013
) Planning Document

1 Executive Summary

The State of Mississippi Division of Medicaid (DOM) is participating in the Centers for Medicare and
Medicaid Services (CMS) Electronic Health Record (EHR) system incentive payment program for its
Medicaid eligible professionals (EPs) and eligible hospitals (EHs), collectively providers. The Mississippi
Provider Incentive Program (MPIP) provides incentive payments to Mississippi Medicaid providers that
adopt, implement, or upgrade to (A/I/U) or meet the Meaningful Use (MU) criteria of Certified
Electronic Health Record Technology (CEHRT). The incentive payments are part of the American
Recovery and Reinvestment Act (ARRA) health care initiative to promote the use of Health Information
Technology (HIT) to improve the health care outcomes and provide cost saving efficiencies in the health
care system. Mississippi Medicaid providers are benefitting from this program and had access to the
incentives as soon as CMS was ready to make the payments. This State Medicaid HIT Plan (SMHP)
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 HIT Roadmap presenting the direction that DOM plans to take to
achieve the HIT vision described in this document.

As part of its strategic planning effort, in the fall of 2010 DOM carefully considered the current EHR
usage and capacity and completed an Environmental Scan of the State of Mississippi to ascertain the
level of readiness of its providers. DOM also considered its current data sharing partners and evaluated
the level of readiness to expand its current data sharing capacity. DOM coordinated this strategic
Medicaid planning effort with the strategic planning effort for the statewide Health Information
Exchange (HIE). This effort resulted in comprehensive knowledge of the HIT landscape at that time
within the State of Mississippi. The HIT landscape, begun in 2010 and updated in 2012, is discussed in
this document in Section 3 — Current HIT Landscape Assessment — The “As-Is” Environment.

Once DOM obtained a good understanding of the current EHR landscape, its planning effort for this
update focused on the vision of DOM’s HIT for the next five years, with an emphasis on the next three
years (2013 — 2015). DOM has specific goals to achieve a new Medicaid Management Information
System (MMIS) within the next four years as a part of a new Medicaid Enterprise System (MES). With
that effort, DOM will: 1) achieve greater interoperability with its providers; 2) continue to provide an
EHR system with enhanced health record sharing functionality; and 3) promote adoption of CEHRT for
its providers with the goal of promoting coordinated health care for its beneficiaries and better health
care outcomes. The effort to promote electronic exchange of health care data, or Health Information
Exchange (HIE) for the benefit of the patient will be enhanced by the improvement of access to
broadband technology for the citizens of Mississippi. Discussion of DOM'’s future vision of HIT and HIE
can be found in this document at Section 4 — To-Be Landscape.

Using DOM'’s strategy as defined by the To-Be Landscape, DOM defined the Mississippi HIT Roadmap for
achievement of its future vision. The HIT Roadmap articulates the major milestones and activities that
DOM will achieve as it moves from its current environment (As-Is) to its future vision (To-Be). One of
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DOM’s first milestones was achieved in the submission of this SMHP and the Implementation Advanced
Planning Document (IAPD) to CMS for funding. Additional important milestones achieved include
accepting provider registrations for the incentive program payments and making incentive payments to
providers. DOM continues to work toward the milestones of sharing data with the statewide HIE and
enhancing the capabilities of the Medicaid EHR System (MEHRS) and e-Prescribing (known as eScript).
Discussion of DOM’s HIT Roadmap is found in this document in Section 6 — HIT Roadmap.

As one of the key elements to this SMHP, DOM underwent a comprehensive technical, business and
operational planning endeavor to be ready to pay Mississippi Medicaid providers incentive payments
under the MPIP as quickly as possible. DOM made the commitment to its providers to be ready to pay
as soon as the funding was able to be released from CMS. This commitment resulted in Mississippi
being one of the first states in the nation to make incentive payments to its providers. DOM carefully
considered and incorporated all program integrity elements for the MPIP. DOM has implemented
rigorous administration and oversight of the MPIP, including beginning A/I/U post payment audits, and
continues to promote the adoption of CEHRT for its providers. As part of its promotion efforts, DOM has
implemented a communication plan to inform providers of the availability of the incentives and will
continue to conduct provider outreach and education. The discussion of the MPIP and its processes is
found in this document in Section 5 — Provider Incentive Program Blueprint.

In addition to the submission of an updated SMHP, DOM submitted an updated IAPD o to CMS in
December 2012, requesting implementation funding for only federal fiscal year (FFY) 2013. The updated
SMHP and IAPD were approved in January 2013.

DOM is pleased to submit this updated SMHP dated April 15, 2013, 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 of HIE. An updated IAPD is being
submitted in conjunction with this SMHP update, to adjust the FFY 2013 funding and request
implementation funding through FFY 2015.
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2 Introduction and Overview

DOM submits an updated SMHP annually to provide CMS with a summary of the activities that DOM has
completed and expects to undertake in the future 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 B.

In order to submit this FFY 2013 SMHP update, DOM has completed a rigorous planning process
designed to consider and incorporate all of the requirements for implementation of its HIT promotion
program. These requirements include payment of the incentives for A/I/U and MU of CEHRT for
Mississippi Medicaid providers.

DOM carefully analyzed the current technology, business, and operational environment and,
subsequently, methodically planned the changes required to effectively administer the MPIP. DOM'’s
strategic planning process entailed coordination with the statewide HIE planning efforts and a series of
informational meetings of the essential DOM organizational participants and DOM stakeholders.

The results of DOM’s meticulous planning process are incorporated into this SMHP update, including all
of the elements required by the CMS. This document includes a description of the following elements
required by CMS:

e The current and future vision for the MMIS;

e A re-assessment of the current HIT environment in the State of Mississippi through
an environmental scan;

e The State of Mississippi’s HIT To-Be landscape, taking into account the activities that
have been completed since the original SMHP submission;

e The State of Mississippi’s HIT Roadmap and plan, including a complete
Interoperability Strategy found in Appendix L;

o A description of how the SMHP was designed and developed,;

e The MPIP payment system and how the MMIS has been considered in developing
the HIT Roadmap;

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

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

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

e The process for improvements in health outcomes, clinical quality, or efficiency
resulting from the adoption of CEHRT by DOM Medicaid providers, including the
methods by which DOM will measure success;
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e The method by which DOM will support the integration of clinical and
administrative data;

e 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;

e Alist of specific actions completed to implement the MPIP; and
o A Blueprint of the MPIP.

Section 5 — Provider Incentive Program Blueprint, of this SMHP update details the following processes
used by DOM for oversight and administration of the MPIP, as required by CMS:

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

0 Compliance based upon their participation year;

Enrollment eligibility criteria;

Patient volume requirements;

EH incentive payment calculations remain consistent with CMS rules;
A/1/U and MU requirements are met prior to payment;

Monitoring and validation information; and

© O O O O O

A process for combating fraud and abuse;

e 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;

e Assurance that no amounts higher than 90 percent FFP will be claimed by DOM for
administrative expenses in administering the MPIP;

e 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 that incentive payment reassignments to an entity
promoting the adoption of CEHRT as validated by DOM are voluntary for the
provider involved;

e Assurance that providers receive only one incentive payment per program year;

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

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

e Assurance that MPIP payments are made for no more than a total of six years;

e Assurance that no provider begins receiving payments after 2016 and incentive
payments cease after 2021;
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e Assurance that an EH does not receive payments after fiscal year 2016 unless the
hospital has received an incentive payment in the prior fiscal year;

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

e The MPIP appeals process.

As DOM continues to refine this plan and provide updates to CMS, DOM will conduct operational and
business planning to provide the following information:

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

e 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 IV-E foster care children, individuals in long term care
settings, and the aged, blind, and disabled.

In addition to developing elements for the SMHP update, DOM has also been working with the
statewide HIE and the Regional Extension Center (REC), eQHealth, to promote the use of CEHRT to
providers throughout the State of Mississippi as well as educate providers on the MPIP.

DOM plans to keep CMS informed of anticipated changes to activities, scope, or objectives. DOM will
provide annual updates and as-needed updates to CMS as its plan evolves over the next five years.
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3 Current HIT Landscape Assessment - The “As-Is” Environment

This section describes the original environmental assessment of the State of Mississippi’'s Medicaid
providers and the readiness for EHR adoption and Medicaid incentive payments. Updates to the SMHP
will be completed in the To-Be, MPIP, and Roadmap sections of this document. This section provides
the assessment documents, the tools used, the analysis applied, and the outcomes. This landscape
assessment provides an understanding of the HIT/HIE issues and serves as source data for the
development of the To-Be Landscape and completion of the HIT Roadmap and the IAPD.

3.1 Overview of Provider Environmental Scan

DOM has conducted several ongoing, 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, 2012. For the purposes of this document, HIT refers to
information technology (IT) that a provider might use, including practice management, health
management records, EHRs, and electronic billing. The mechanisms utilized to collect this data
included interviews, surveys, and focus groups. The entities interviewed or surveyed included
all types and sizes of providers in a cross section of urban and rural settings, as well as providers
in Federally Qualified Health Centers (FQHCs), Rural Health Clinics (RHCs), and Tribal settings.
This report includes information gathered specifically for the SMHP, as well as information
gathered for the Statewide HIE Strategic and Operational Plan (SOP), and other HIT related
initiatives. The HIE SOP Environmental Scan relies on surveys and interviews that may not be
precisely representative of the HIT landscape for Medicaid providers. As reflected in the
information contained in Appendix H, DOM concludes that the incentive program is a strong
motivational factor for the adoption of CEHRT.

3.1.1  Eligible Hospital Environmental Scan

The HIE Readiness Assessment was conducted in June 2010 for the Mississippi Department of
Information Technology Services (ITS) for its SOP effort. The assessment included interviews
with representatives of 27 facilities across the State of 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
such as hospital clinics, FQHCs, and the Indian Tribe. In addition, the Environmental Scan
includes the results of a survey conducted in December 2009 by the Mississippi Hospital
Association (MHA). The MHA survey, which is attached hereto as Appendix D, gathered data
from Critical Access Hospital (CAH) and Acute Care Hospitals.
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3.1.1.1 Eligible Hospital Surveys

All organizations participating in the surveys described above report using an electronic system
for their billing and administrative functions. Data gathered from both surveys indicates a
current low level of data exchange by the survey participants. Other similarities included that
Certification Commission for Health Information Technology (CCHIT) is the most sought after
certification for HIT technology, and that there is a strong interest by providers to implement an
Electronic Medical Record (EMR) system if and when it is financially feasible. The providers with
the highest adoption rates are FQHCs, hospitals, and the Indian Tribe. Dentists have the lowest
adoption rate of 44.4 percent, with the overall adoption rate of 72.3 percent across provider
types. On average, pharmacies currently benefit the most from data exchanges, with 75.9
percent of respondents currently exchanging data with them. In contrast, only 48.2 percent of
providers share data with government agencies. These surveys have been included as
Appendices C and D to this document.

3.1.1.2 Eligible Hospital Focus Groups

During the ITS HIE Readiness Assessment performed for the SOP, the interview team learned
that many facilities without EMR or EHR system capability often have a billing management
system in place. The primary reasons cited by the facilities for not implementing an EMR/EHR
are:

1. The upfront cost involved; and

2. The uncertainty over whether or not the chosen vendor will meet the
certification requirements necessary for ARRA funding.

This interview data identifies capital and ongoing costs as major barriers to implementation or
expansion of an EMR or EHR.
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Mississippi Hospital Association
Reported EMR/EHR Distribution

E Blue Ware
HCPSI

i McKesson
H Meditech

i Custom System
Note: 21% of respondents reported

Figure 1: Mississippi Hospital Association Survey - Reported EMR/EHR Distribution

The data shown above indicates that a variety of vendors have been chosen for the EMR/EHR
implementations. With the exception of one respondent that developed a custom system for a
hospital, all vendor systems identified in the interviews and surveys are either CCHIT compliant
based on prior year requirements or the vendor expressed intent to achieve CCHIT compliance.

The organizations expressing readiness or plans to exchange data within the next year have
identified not only the technology but also the vehicles through which they would conduct the
exchange. These vehicles fall into three general categories:

e A private network of homogeneous or heterogeneous provider facilities utilizing
the same vendor/platform (e.g. McKesson’s RelayHealth);

e An organization interested in connecting their standards-based system with an
existing Regional Health Information Organization (RHIO) or HIE (see Section
4.3.1); or

e A future statewide HIE (see Section 4.7).

All organizations that plan to or are currently sharing data intend to continue their efforts to
implement and use EHR technology.

3.1.1.3 Eligible Hospital Environmental Scan Conclusions

The two main sources of data for this report — in-person interviews and electronic surveys —
provide a snapshot of the current state of HIT adoption among Mississippi EHs. The data
supports that EHs intend to move forward with implementing EHR technology and the exchange
of information.
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Based on these results, DOM’s conclusions are that:

e Hospitals are becoming increasingly aware of the benefits of EHR technology
and its positive impact on the quality of care for their patients;

e The exchange of electronic data between hospitals and their providers is
necessary for improvement of patient care and controlling costs;

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

e The success of participation in exchanges relies on vendor ability to achieve
certification;

e The Nationwide Health Information Network (NwHIN) and the State HIE will
provide the mechanisms to facilitate the secure exchange of patient data
regardless of the location of the patient and his/her health records; and

e HIEs (e.g., the Mississippi Coastal Health Information Exchange (MSCHIE)),
RHIOs, and system-wide record sharing will continue to increase in parallel with
a statewide HIE effort. The establishment of standards is critical to
interoperability and alignment with the existing exchanges.

3.1.14 Eligible Professional Environmental Scan

The assessment of the current state of HIT among Medicaid EPs included a provider survey that
was conducted between July and early September 2010. In addition, a series of focus groups
with providers from various locations in Mississippi was conducted in August 2010. These
activities provided data and information specific to the current level of HIT adoption across the
EP environment in the State of Mississippi.

3.1.1.5 Eligible Professional Survey

The Medicaid EP survey was launched in July of 2010 and consisted of a multi-part questionnaire
that was made available online through the DOM Website and the MMIS Website through
September 2010. (The survey results are included in Appendix E.) The questionnaire consisted
of 22 questions, both in multiple choice and text entry format, concerning the present and
planned use of HIT among EPs in the State of Mississippi.
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Respondents by Classification
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Figure 2: Eligible Professional Survey - Respondents by Classification

Reported Usage of HIT/Software

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

Figure 3: Eligible Professional Survey - Current HIT Usage
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While 88 percent of respondents report currently using practice management software and 43
percent report currently using an EMR software product, 72 percent report planning to add or
upgrade EHR software in the future. Additionally, a full 83 percent reported that they intend to
apply for incentive payments under the Medicaid program.

In terms of their current and planned level of health data exchange with various entities, 27
percent of practices indicated that they currently exchange data with hospitals, and 33 percent
indicated that they plan to exchange data with hospitals in the future. These percentages are
based on the number of practices responding regardless of the size of the practice. Of the
responding practices, 16 percent reported that they currently exchange data with other
physicians and government agencies, 46 percent expect to exchange data with other physicians
in the future, and 35 percent expect to exchange data with government agencies. Based on the
survey results, practices are focused on exchanging data: 1) first with hospitals and pharmacies;
2) second with other physicians, labs, and radiology; and 3) last with governmental agencies.

Computerized Physician Order Entry (CPOE) features such as patient problem lists, allergies,
drug interaction, and electronic prescribing are among the most popular features reported by
users of this generation of EHR software products. All of these features show immediate,
readily-visible benefits of improving the quality of care given by the provider. Although the
providers initially do not anticipate any cost savings as a result of the implementation of HIT,
they understand the future potential in improved health care provided and the possibility of
future cost savings to the health care industry.

An important data point is that 56 percent of all respondents reported that they expect to
exchange data with labs or diagnostic imaging centers in the near future. While providers are
implementing EHR systems that have those capabilities, they are first focusing on implementing
features that will immediately improve the quality of care in their practice and allow the
exchange of data with other practices or hospitals.

3.1.1.6 Eligible Professional Focus Groups

Two provider focus group meetings were conducted in Mississippi in August of 2010. A total of
42 participants representing various provider organizations participated. Each group was asked
the same basic set of questions. Based upon the responses to the initial questions, follow-up
questions were asked for clarification and additional information. The results from the focus
group sessions were very similar to one another and have been reported as a collective
response. See Appendix C.

Thirty-three participants of the August 2010 group meetings reported using an EMR/EHR
application. Although one practice reported having used their application for two years, most
were relatively new users of their electronic systems. Most participants described their
experience as ultimately positive; however, the responses varied significantly by age of the
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participant, with younger participants generally reporting higher levels of satisfaction.
Participants reported that the desire to improve the quality of care was a motivating factor in
adopting EMR/EHR technology. Some participants registered concerns that the adoption of the
technology could result in “check box medicine.”

Participants that had not yet adopted EMR/EHR technology reported that they would consider
utilizing an EMR/EHR because of the incentive payments; and some reported they are looking
for a solution or guidance from the REC. In terms of the types of features these participants
were seeking in a product, they reported ease of use and suitability to their specialty as being
the primary characteristics.

Participants reported a fairly limited understanding of the requirements of MU and a low
awareness of the specifics of the overall Medicare/Medicaid incentive programs.

3.1.1.7 Eligible Professional Environmental Scan Conclusions

To arrive at hypotheses or conclusions from the results of the survey, it is important to bear in
mind that the survey was targeted to Medicaid providers. The survey was voluntary and made
available through the DOM Website, the MMIS Website, and targeted e-mails to Medicaid
providers. Practices responding included 18 counties with designated urban areas and 20
counties with populations less than 50,000. The respondents self-selected, indicating that the
results of the survey may not constitute a statistically representative sample of the total
population. Based on the survey and related sessions, DOM’s conclusions are that:

e Providers have a strong interest in improving their patients’ quality of care;
e Providers are focused on first exchanging data with hospitals and pharmacies;

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

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

e The large majority of respondents indicated they intend to apply for the
stimulus payments in 2011. Most respondents intend to upgrade or replace
their systems;

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

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

Based on these findings, it is clear that providers have a high level of interest in adopting EHR
technology, but the high cost of the systems and the lack of a statewide HIE hinder their efforts.
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Cost of implementation of the EHR systems will be partially overcome by the Medicaid EHR
incentive program. However, the lack of understanding of the Medicaid EHR incentive program
creates another barrier to adoption; therefore, a provider outreach and education program is
needed to inform providers about the program and its requirements. The development of the
education and training program in collaboration with the REC is a necessity to achieving the
adoption and use of EHR technology.

The major conclusions drawn from the focus group participants include:

e Enthusiasm for moving to technology and obtaining the associated benefits
among the participants, but a need for assistance along the way;

e Significant disparity among those participants who were familiar with MU and
the incentive program and those who were not. The range of knowledge was
very wide;

e A need for significant outreach and education specific to the incentive programs
across the State of Mississippi;

e Mississippi’s extensive rural demographics will pose unique challenges for EHR
adoption;

e Many of the providers across the State will need significant educational
assistance from DOM and significant educational/technical assistance from the
REC in selecting and adopting an appropriate EHR system;

3.1.1.8 Provider Survey of Paper Medicaid Claims Submitters

In the summer of 2012, DOM conducted an electronic survey of CEHRT adoption (including
MEHRS/eScript adoption). The providers selected to receive this electronic survey (via email)
were those providers who were still submitting paper Medicaid claims to DOM, as of summer,
2012.

The selected group of paper submitting providers was refined to 643 providers after eliminating
any MEHRS/eScript users, Optometrists, and Dentists. 643 electronic surveys were then
emailed, with a focus on certified EHR technology adoption and utilization, Meaningful Use
knowledge and intention to attest for MU, and other related questions.

There were 64 provider respondents (roughly 10%) to the survey, with a majority of the
respondents completing the entire electronic survey.

Key data points on the Medicaid Survey responses:

e Meaningful Use Incentives and EHR implementation and usage:
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14 providers responded that they did not know if they qualified for
Meaningful Use incentives; these providers were flagged as needing
EHR and MU outreach and assistance from DOM and/or the REC;

15 Providers responded that they did not qualify for incentives,
however, 7 of these 15 responded that they planned on implementing
an EHR regardless of not qualifying for incentives;

37 providers responded that they qualified for incentives; 8 of the 37
had not implemented an EHR yet.

All 8 respondents who had not implemented an EHR yet stated that
they needed help either selecting an EHR or that they needed help with
training issues on technology/the EHR (or both);

There was no prominent EHR in use, however Greenway and NextGen
were in higher usage;

e ePrescribing implementations and usage:

(0}

(0}

A majority of the providers, 44 out of 64 provider respondents, had
implemented an ePrescribing solution;

The 20 respondents who had not implemented an ePrescribing system
stated that training issues or the difficulty of the integration of an
ePrescribing system into their current workflow was the issue (or both);
and

e Smart Card Pilot program and use-cases:

(0]

Nearly all the providers responded that they would want a Smart Card
with Medication History, eligibility data, immunization data, and
Medicaid service levels available.

3.1.1.9 Providers Environmental Scan Conclusions

There is a high level of interest in EMR/EHR among the State of Mississippi’s health care

providers. Providers realize the benefits that EHR systems offer in improving the quality of care

for their patients and the potential of cost savings to the health care industry. Providers have

worked together to achieve limited success with their local exchanges. However, p

e The EHR technology is new and still evolving. Availability and high cost of the
software has deterred implementation. Interoperability of software and the
need for further development of standards will continue to challenge the
exchange of data;

e The high bandwidths required to support the transportation of data in a timely
manner;

roviders

recognize the challenges in achieving the vision of a nationwide EHR network. Key challenges to
implementing the EHR software and developing a nationwide EHR network are as follows:
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e The lack of a State and national infrastructure to support the secure exchange of
data between authorized users;

e The lack of understanding surrounding the CMS funding opportunities and the
associated requirements has impacted both the commitment to spend funds on
implementing an EHR system; and

e The lack of standardized protocol or definition of what constitutes
EHR/Continuity of Care Documents (CCD).

No single entity can achieve the implementation of the CEHRT and the build out of the State and
national infrastructure needed to support the secure exchange of patient data. Each of the
challenges listed above are being addressed and roadmaps are being developed to overcome
the challenges. Initially, DOM'’s role is to: 1) facilitate the payment of incentives for adoption of
CEHRT,; 2) work with the State and national health networks in developing the exchange of data;
and 3) encourage its providers in the adoption of CEHRT. Medicaid’s role will continue to evolve
over time and change in accordance with the needs of its providers and State and national
networks.

3.2  MMIS Capabilities Assessment

Mississippi’s current MMIS is a three-tiered application architecture composed of:

1. Aclient 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 in a secure data center facility in Pennsylvania with
MMIS’ vendor Xerox. The 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, load-balancing, failover, and two-phase commit control over the database
transactions; and 3) additional business logic processing via PowerBuilder and Java objects. The
mainframe-based data tier uses IBM Customer Information Control System for transaction
processing and DB2 for relational database management.

The major components of the MMIS include:

e Data Entry

e (Claims
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e Financial
e Reference
e Management and Administrative Reporting
e Third Party Liability
e Provider
e Surveillance and Utilization Review
e Beneficiary
e Medicare Buy-In
e Automated Voice Response System
e Provider Lookup
e Bulletin Board System
e  WINASAP — Provider claims submission software
e Web Portal
e Electronic Data Interchange (EDI) Processing

e Computer Systems Request

The Decision Support System (DSS) and Data Warehouse (DW) components include:

e Data Warehousing
e Management and Administrative Reporting
e Surveillance and Utilization Review (J-SURS)

e Data Management Tools

Lastly, pharmacy claims processing include:

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

The State of Mississippi is currently working to procure: 1) a state-of-the-art MMIS; 2) a PBM
System; 3) DSS / DW solution, as supporting ancillary applications; and 4) Fiscal Agent services.
The procurement effort will emphasize vendor achievement and alignment of Medicaid
Information Technology Architecture (MITA) principles and goals as key outcomes of the
process.

Based on the MITA State Self-Assessment (SS-A) and Gap Analysis, there are several
opportunities for MITA level advancement in the Provider Management, Operations
Management, Business Relationship Management, and Program Integrity Management business
process areas. DOM will consider the appropriate solution during the re-procurement effort.
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3.3 Feasibility of Incentive Payment Methodology

The State of Mississippi studied two possible solutions for administering the MPIP — one
involving in-house development of a provider incentive payment system; and a second option
involving a standalone Web-based hosted solution developed by Xerox. DOM elected to use the
Xerox solution, which involved minimal changes to the current MMIS.

The Xerox solution was designed and implemented in conjunction with Xerox’s work on the
California replacement MMIS. Since 2011 it has been implemented in multiple states as a
Software as a Service (SaaS) solution. Xerox’s solution offers DOM a Web-based State
registration, attestation, and tracking system to support provider incentive payments for the
A/1/U and/or MU of CEHRT. This Web-based system was designed to provide a State Level
Registry (SLR) to document, track, and attest to the provider’s use of EHRs in support of A/I/U
and MU requirements. This SLR works in conjunction with and communicates with the CMS
Registration & Attestation System in accordance with the published CMS interface
specifications.

The Xerox solution 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/I/U and MU attestation 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.
However, 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:

e Medicaid patient volume percentage numerator and denominator to achieve
eligibility. This will also be analyzed for non-hospital based eligibility;

e Required A/I/U data (or MU data and percentage information, including
CQMs)); and

e Supporting documentation.

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 status of their application and payments online,
and view any messages from DOM.
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The State access portal provides a location where DOM-approved users can securely log in to
access provider attestation information and work queues. The work queues for DOM users are
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 payments and communicate with providers
through a messaging system. In this way, the State can communicate “directly” with the
providers on matters of approval or denial, or to request additional information.

Approved State users utilize the State access portal to:

e Review and approve provider attestation information and supporting materials;

e (Calculate and initiate a provider payment cycle using an automated interface to
the MMIS;

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

e Review provider quality metrics.

The following is an alternatives analysis that DOM used to compare the Xerox proposed stand-
alone solution with an effort to develop an in-house system to provide functionality needed for
issuing provider incentive payments.

The in-house 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 proposed new
process flow for EPs and the second set of figures represents the proposed new process flow for
EHs.
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Start DOM Pracess —Start of Medicaid Eligibility and Payment Process.

Objectives:

= Application and database must be flexible and easily modifiable to meet
current and future eligibility requirements.

*  All access will be via secure web interfaces.

Application must allow provider to input or attach all information

required for verification.

Application must allow for the capture of supporting decument in PDF,

DOC, of XLS formats. {Certain document may be allowed in POF only}

Application must be easy to use and minimize input time by provider

Application must be easy to use, provide required documentation and

minimize verification time by DOM staff.

System must maximize automation of the verification process.

MMIS will be used for veril of key provider i

MMIS payment processing system will be used for payment and

reporting of all provider incentives.

Application will track and report all incentive payments by individual

providers and their groups.

Security will restrict access to provider information to the provider and

appropriate DOM staff,

..

..

Notes:

+  NLR data will be auto populated and can not be altered by provider.

* Al NO decisions will flag the provider's account in the MS DOM EHR
Pravider Repository.

All Verifications include multiple items checked.

Required reject notices will be sent via email,

Eligible Providers can skip years — Maximum of six payments,

All DOM processes are automated and require no DOM staff time except
for items in Green.

LR

Pravider documents to be provided:

Request for payment with payment amount calculated.

Proof of Purchase - TBD - (Purchase Order, Contract, or Invoice)+
documented training cost.

..

+ Attestation in 1" year - Meaningful Use in years 2-6

+ Individual provider's notarized assignment of payment including
amount.

. ter of use and

other criteria as required by each year and stage.
HIPAA Compliance Statement
Software certification letter

!
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Figure 4: Internal Process Flow - Professional Eligibility
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Start DOM Process — Start of Medicaid Eligibility and Payment Process.

Objectives:

«  Application and database must be flexible and easily modifiable to meet
current and future eligibility requirements.

+  All access will be via secure web interfaces.

= Application must allow providers to input or attach all information
required for verification.

= Application must allow for the capture of supporting document in PDF,
DOC, of XLS formats. (Certain document may be allowed in PDF only)

+  Application must be easy to use and minimize input time by provider

« Application must be easy ta use, provide required documentation and
minimize verification time by DOM staff.

®  System must i ion of the il ion process.

+  MMIS will be used for verification of key provider information,

*  MMIS payment processing system will be used for payment and
reporting of all provider incentives.

= Application will track and report all incentive payments by individual
providers and their groups.

& Security will restrict access to provider information to the provider and
appropriate DOM staff.

Notes:

® NLR data will be auto populated and can not be altered by provider.

= All NO decisions will flag the provider’s account in the MS DOM EHR
Provider Repository.

All Verifications include multiple items checked.

Required reject notices will be sent via email.

Hospital must qualify every year or payment stops.

All DOM processes are automated and require no DOM staff time except
for items in Green,

“een

Provider documents to be provided:
Request for pay with pay amount
of the Amount (1 time
Provider Cost Report for year payment is requested.
System supporting of meaningful use and
other criteria as required by each year and stage.
« HIPAA Compliance Statement
+  Software Certification Letter

DY

Figure 5: Internal Process Flow - Hospital Eligibility
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The following table shows the comparison that DOM made between the internal solution and
the Xerox solution. As noted above, the Xerox option was used as an adjunct to the current
MMIS, requiring only minimal changes to the current MMIS. This option had several advantages
that are discussed below. Critical factors in DOM’s decision-making process were critical
timeline, availability of qualified staff, and investment in infrastructure.

Table 3-1: Internal Solution v. Xerox Solution

Considerations Internal Solution/Saa$S Solution

The State has indicated a desire to Internal Solution: The changes necessary for participating in
participate in Group 1 testing for the Group 1 testing will not be available in time.

provider incentive payments with
CMS. SaaS Solution: Vendor commits to meeting the required

timelines.

The State desires a solution that poses | Internal Solution: The State does not have the required
the least risk of schedule delay. resources necessary to successfully develop and implement
the solution.

SaaS Solution: The vendor is devoting significant resources to
creating a solution for multiple states.

The State desires a solution that Internal Solution: The required State resources will be
requires the least amount of limited significant under this scenario (support, maintenance,
State resources. development, program, help desk, project management, and

vendor oversight). The State would struggle to recruit
sufficient qualified resources in a timely manner.

SaaS Solution: The State’s required commitment of resources
is significantly decreased by focusing its limited resources on
the oversight of the proposed solution.

The State desires a solution that Internal Solution: An internal solution will be able to meet
meets all Mississippi-specific any Mississippi-specific requirements.
requirements.

SaaS Solution: The Xerox solution may not meet all
Mississippi-specific requirements. Small changes, such as
additional fields are included in the cost, but substantial
modifications may be expensive or time consuming.

The State desires a solution that Internal _Solution: An internal solution would require

conforms to all CMS requirements. additional manual processes for attestation and verification,
but will be able to meet all CMS requirements fully.
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Considerations

Internal Solution/Saa$S Solution

SaaS Solution: The Xerox proposal includes a Web-based
system to support the MU requirements, incentive
payments, and other ARRA HITECH Act requirements. This
solution provides a more automated solution for the
attestation and verification processes, therefore requiring
fewer DOM resources for the oversight of the attestation and
verification processes.

The State desires a solution that is
flexible, easily modifiable, and
maintainable.

Internal Solution: Building applications that are flexible, easy
to modify, and maintain is a challenge. The State may
struggle to create an internal solution to meet these
objectives while altering a legacy MMIS at the same time.

Saa$ Solution: The vendor states that the application will be
configurable for state specific requirements, but not enough
information is known to verify flexibility.

The State desires a solution that
provides as much automation as
possible for audit functions.

Internal Solution: An internal solution may be able to

automate audit functions fully; but design, development, and
implementation would take a significant amount of time
beyond the timeline for Group 1 or Group 2.

SaaS _Solution: The Xerox proposed solution provides
automation of audit functions. The full extent of those
automation capabilities is unknown at this point.

Based on a review of the alternatives, the State chose to pursue the Xerox Saa$ solution. The

State believed that the Saa$S offered the lowest risk and a lower cost alternative, long-term, than

developing a new internal solution.

The State worked closely with Xerox to finalize the

requirements for the State of Mississippi in the commercial off the shelf (COTS) offering using

configuration sessions and user group calls. Since implementation, the Xerox application has

successfully accepted provider attestations for A/I/U and MU and DOM continues to work on

shaping functionality within the Xerox solution to meet the needs of the MPIP and future stages

of the MU program.

3.4 Current MEHRS Status

With the use of funds from a Transformation grant, a provider Stabilization grant, and the MMIS

enhanced funding match, the State of Mississippi has implemented a system known as Medicaid

Page 27



MISSISSIPPI DIVISION OF o Updated .
4 MEDICAID State Medicaid Health Information Technology April 15,2013
) Planning Document

Electronic Health Record System and e-Prescribing (MEHRS/eScript). The MEHRS/eScript system
was launched in June 2010 and is available 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 approved by CMS in January 2009. CMS approved
a four-year contract term with two two-year renewals with the understanding that the renewals
would require further approval. The current contract includes development costs and support
for potential future requirements. The definition of these requirements is flexible in nature, and
could be used for changes in the definition of MU.

This system offers providers capabilities for:

e An EHR based on data from Medicaid claims, showing a rolling 36-month history
of procedures, diagnoses, and medications for each Medicaid beneficiary;

e E-prescribing, based on Medicaid formularies, with drug utilization review
alerts;

e Opportunities for care improvement when comparing a patient’s information
against evidence-based quality measures; and

e Entry of patient-reported allergies, immunizations, self-reported medications,
and vitals.

The goals for the MEHRS/eScript project include:

e Online provider access to Medicaid beneficiaries’ claims-based medical and
medication history;

e Identification and treatment of health problems at the point of care with the
potential for reduction of duplicated procedure expenses;

e Access to beneficiary history in situations where the beneficiary is unable to
communicate;

e Access to beneficiary history in times of disaster; and

e Reduction in prescription errors due to elimination of hand-written scripts.

DOM understands the needs of its providers and continually strives to supply them with the
tools needed to support their efforts. In recognition of those needs and the cost associated with
the implementation of EHR technology, DOM has implemented and will continue to provide its
MEHRS/eScript product to its providers at no cost for the product. Through Medicaid and State
partners, the MEHRS/eScript product is being deployed and providers trained on its use.

DOM contracted with the vendor Shared Health to provide a MEHRS/eScript for Mississippi
Medicaid providers in 2009. Shared Health subsequently rolled out MEHRS/eScript with over
3,200 Medicaid providers and practice staff users registering for the system, enabling electronic
health records with clinical data for over 600,000 Medicaid beneficiaries in MEHRS/eScript.
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Shared Health was scheduled to upgrade the currently deployed version of MEHRS/eScript
(Version 7) to an Office of the National Coordinator for Healthcare Information Technology
(ONC)-certified version, named MEHRS/eScript Version 8. MEHRS/eScript Version 8 was due for
delivery to DOM in late 2011, as mutually and contractually agreed by both DOM and Shared
Health; however it has not been delivered to date.

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

As DOM has providers who are relying on the MEHRS/eScript system for meeting the criteria of
Stage 1 Meaningful Use, DOM and Shared Health have, as of this date, entered into an
agreement to migrate/upgrade the MEHRS/eScript system to a commercially available solution,
through several new (subcontracted) vendors. This upgraded MEHRS/eScript solution will meet
all ONC certifications for an EHR and ePrescribing system, and also allow DOM to continue to
utilize the backend data and systems currently in place, including the clinical data and
longitudinal health record on over 600,000 Medicaid beneficiaries in the State of Mississippi.
Terms and negotiations with Shared Health (and subcontractors) is ongoing, however, the goal
is to have a certified EHR rolled out to providers by June 2013 to allow for providers on the
MEHRS/eScript system to attest to Stage 1 MU.

3.5 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
business-centric architectural framework that provides planning guidelines for states 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 MITA SS-A. Requests for FFP for MMIS
enhancements must include a formal SS-A which 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 care through 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 SS-A in 2008 and a subsequent Gap Analysis was completed in
June, 2010. The purpose of a completed SS-A is to identify the “As Is” state and “To Be” (target)
state of a state’s Medicaid business enterprise. The Mississippi Medicaid enterprise has many
business processes that are currently in the Level 1 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
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in the coming year 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:

e Implementation of the MEHRS/eScript system to deliver an EHR built from
administrative claim data. This EHR assists providers in appropriate treatment
of beneficiaries and reduces unnecessary testing.

e Receipt of a large percentage of claims through EDI.
e Electronic funds transfer (EFT) is used to payment nearly all providers.
e Widespread usage 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 the business 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 SS-A results are a valuable resource in planning for the MMIS replacement. DOM is
aware of the transition that must occur between the current MMIS RFP and the requirements
for MITA 3.0 in the MMIS reprocurement. Future plans will be coordinated to ensure the new
MMIS will support the Medicaid EHR Incentive Program.

3.6 Current Broadband Initiatives

The State of Mississippi has had a public mandate to improve access to broadband technology
since 2003 when the Mississippi Broadband Technology Development Act was passed (Miss.
Code Ann. § 57-87-1 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 time, 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 to be used 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 (BTOP) administered 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
Telecommunications and Information Administration (NTIA) awarded the State of Mississippi a
grant as part of the BTOP, under the ARRA. With this funding, Mississippi is eager to deploy the
Long Term Evolution (LTE) broadband network to better serve the citizens of the State. LTEis a
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next generation mobile broadband technology designed to support data applications that are
currently too bandwidth-intensive for the existing technology. Additionally, on August 18, 2010,
the State received a $7.1 million grant through the Broadband 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
S5 million for broadband planning and 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 State received in January 2010, allowing the extension of its current two-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 of the Mississippi Broadband Connect
Coalition, a non-profit, public-private partnership focused on producing a comprehensive
statewide strategic plan for improving digital literacy, increasing access to broadband and
enabling greater adoption 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 plan. This 125-
member public-private partnership met for almost 9 months to create the statewide strategic
plan titled, “Mapping Mississippi’s Digital Future,” a long-term plan that addresses
recommendations on how to improve broadband usage across several policy areas. The policy
areas included education, healthcare, workforce development, government performance and
public safety. The long-term plan identifies barriers to further broadband deployment in
Mississippi as well as why broadband is not more widely adopted. Finally, the plan looks at ways
to improve broadband access specifically with the Delta and Tribal communities in Mississippi.®

3.7 Coordination with Medicare and Federally Funded, State
Based Programs
DOM is participating with CMS to pay providers and is using the CMS Registration & Attestation
System and MS SLR to coordinate Provider incentive payments with Medicare.
3.8 Coordination with the Statewide Health Information Exchange

DOM participated in the Mississippi Statewide Health Information Network (MS-HIN) 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. DOM provided and will continue to provide

! Adopted from links on the Mississippi Broadband Connect Coalition’s website http://msbb.broadmap.com/
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information to stakeholders regarding the MEHRS/eScript solution and status, as well as the
impact of the MEHRS/eScript solution on the MS-HIN and MU.

The structure for Mississippi MS-HIN is set forth in Mississippi Statute. See Appendix F, House
Bill 941. The governing body is the MS-HIN 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
overall structure for MS-HIN is shown in Figure 6: MS-HIN Organization Structure in Section 4.7
below.

The MS-HIN Board of Directors maintains oversight responsibility for all HIE activities in the
State of Mississippi. MS-HIN has a broad representation of stakeholders. DOM is a member of
the MS-HIN Board of Directors and works in partnership with the MS-HIN, providing leadership
to assure that Medicaid beneficiaries are best represented and served by the MS-HIN. DOM is
providing leadership to assure funding for MS-HIN in accordance with the fair share principles
and cost allocation defined in guidance from CMS provided as part of the State Medicaid
Director Letter dated May 18, 2011.

DOM continues to coordinate efforts with MS-HIN to support interoperability and a non-
duplication of efforts, including ADT feeds to support the Medicaid providers using
MEHRS/eScript, the exchange of Immunization data and Immunization reporting to MSDH,
interoperability to support laboratory results, radiology results, the MSDH Patient Centered
Medical Home (PCMH), and clinical data exchange.

3.9 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 hospital discharge data
from each licensed health care facility in Mississippi. In addition to the hospital discharge data
collection and evaluation, the MSDH’s Office of Epidemiology interfaces to the HDS. The HDS
will also be used to support disease registry information relating to heart disease, stroke, and
asthma. With the future expansion of HDS, the MSDH is planning to interface the system with
the State’s Trauma Registry, as well as conduct syndrome surveillance and participate in
electronic laboratory reporting. 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 PHIN MS Rhapsody. MS-HIN is in
the process of evaluating connectivity options to MSDH to support Public Health reporting and
Stage 1 MU criteria. MS-HIN is considering the best alternative (price, scalability, etc.) for
connecting all MS-HIN stakeholders to MSDH to support these Public Health initiatives. MSDH
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has expressed the interest and forthcoming ability to exchange data with DOM (via the DOM-
MS-HIN connection).

DOM, MSDH and MS-HIN are continuing to coordinate on plans for additional future
connections with other federal public health and 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 (connectivity, interoperability, etc.)

3.10 Federally Qualified Health Centers /Rural Health Clinics

Mississippi’s FQHCs and RHCs are already working together and exchanging health care
information. A project connecting 14 of the 21 FQHCs is already in place. The Coastal Family
Health Center (CFHC) in Biloxi, Mississippi already hosts 11 of the FQHCs and another three are
planned for the last quarter of 2010. Additionally, CFHC is connected to MSCHIE, the
fully-operational HIE serving the Gulf Coast region of the State of Mississippi, and a core
component of the MS-HIN infrastructure.

Some of the FQHC’s in Mississippi have adopted the MEHRS/eScript system. As the outreach
team has worked with the FQHC’s they have encountered primarily e-Clinical Works installations
and Health Port installations.

3.11 Department of Defense and Veteran’s Administration

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 facility near Meridian. While the military has
expressed an interest in receiving information about off-base treatment of military personnel,
they have been unable to connect to the State to retrieve the information due to severely
restrictive security constraints. Plans to exchange military health care information will be
accomplished through coordination of Department of Defense (DoD) assets and facilities, in
coordination with NwHIN through the MS-HIN NwHIN connection, including connecting with the
DoD and DoD systems using secure protocols and standards, including Virtual Lifetime Electronic
Record (VLER) and DoD NwHIN Exchange Gateway, via the DOM - MS-HIN connection, and
subsequent MS-HIN NwHIN Exchange Gateway.

In addition to the two large Veterans hospital facilities in Mississippi — one in Biloxi and one in
Jackson, the Board of Veterans Affairs is located in Jackson, Mississippi. The DoD and the
Veterans Administration (VA) are currently developing the VLER. VLER will support future
connections to MS-HIN (and thus DOM) via NwHIN Gateways.

Page 33



MISSISSIPPI DIVISION OF o Updated .
4 MEDICAID State Medicaid Health Information Technology April 15,2013
) Planning Document

3.12 Indian Health Services

Choctaw Indians are the most prevalent minority 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 Services and anticipate connecting to DOM through MS-HIN and using NwHIN in
the future. Therefore, health care information exchange can be accomplished by connecting
with the Indian Health Service through the MS-HIN NwHIN Gateway using secure protocols and
standards.

Presently, the Mississippi Choctaw Reservation has eight communities: Bogue Chitto, Bogue
Homa, Conehatta, Crystal Ridge, Pearl River, Red Water, Tucker, and Standing Pine. Members
representing the Choctaw Indian Tribe attended the focus group workshop conducted August
18, 2010 in Jackson. The representatives attending the workshop expressed strong interest in
EHRs and HIE.
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4 To-Be HIT Landscape

This section aligns the current As-Is HIT Landscape with the vision of the DOM for adoption, promotion,
and enhancement of EHR technology for Medicaid providers and for promotion of electronic exchange
of health information for the Medicaid agency. This section also describes the goals and objectives and
additional functionality that is planned to promote interoperability, providing the greatest benefit from
the MMIS data and participation in the exchange of data with the MS-HIN and the DOM Interoperability
Platform.

DOM is planning to implement a DOM Interoperability Platform as a single connectivity methodology,
utilizing an integrated Enterprise Service Bus and NwHIN Exchange (CONNECT). The DOM
Interoperability Platform will provide connectivity and interoperability between the internal DOM
systems and services, and provide a standards-based NwHIN to NwHIN Exchange connection to MS-HIN.
This single connection to MS-HIN, using NWHIN to NwHIN Exchange (CONNECT) will facilitate DOM’s
connectivity needs to outside agencies, stakeholders, other States, other HIEs, and Federal Agencies.

4.1 Future Vision for Providers

A key component of the Mississippi HIT strategy is adoption and MU of EHR’s by providers. To
that end, DOM is offering a Web-based system for provider incentive payment attestations. The
MS SLR is a public-facing application available over the Internet 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 in further detail in Section 4.1.1.1, below, provides an easily
accessible, easy to use system for the providers participating in the MPIP.

DOM and the REC will be providing outreach to the provider community to enhance CEHRT
adoption rates and understanding of MU. Further information on these efforts can be found in
Section 6 — HIT Roadmap, of this document.

Table 4-1 shows DOM'’s goals for provider adoption and MU of CEHRT in Mississippi:
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Table 4-1: Total Payment Counts (Actual and Projected)

Payment Counts — Actual (FFY 2011 and 2012) and Projected (FFY 2013 — 2015)

FFY 2011 FFY 2012 FFY 2013 FFY 2014 FFY 2015 5-Year 5-Year MU
Adopted
Adopt | MU | Adopt | MU | Adopt | MU | Adopt | MU | Adopt | MU Total Total
Certified of | Certified | of | Certified of Certified of Certified of Payments Payments
EHR EHR EHR EHR EHR EHR EHR EHR EHR EHR
Hospitals 1 0 52 9 32 63 0 94 0 34 85 200
Physicians 93 0 757 65 334 850 386 850 414 850 1,984 2,615
Dentists 1 0 58 0 25 59 29 59 31 59 144 177
uipsz 53 0 336 23 149 389 172 389 185 389 895 1.190
Practitioners
Certified
Nurse 0 0 8 0 2 8 2 8 3 8 15 24
Midwives
Pediatricians
(Reduced 0 0 6 0 2 6 3 6 3 6 14 18
Payment)
FQHC/
RHC PA 0 0 1 0 0 1 0 1 0 0 1 2
Optometrists 0 0 0 0 3 0 3 0 2 0 8 0
TOTAL 148 0 1,218 97 547 1,376 595 1,407 638 1,346 3,146 4,226

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

Table 4-2: Performance Measures for EH/EP and EHR Goals

Performance Measure Method and Data Sources Target
Obtain a report from the MS SLR with the
number of unique EP’s by individual NPI, not
Group, that received at least one EHR Incentive
Payment for MU

Number of EHs who received | Obtain a report from the MS SLR with the
an EHR Incentive Payment for | number of unique EH’s that received at least one | 94
MU by the end of FFY 2015. EHR Incentive Payment for MU.
Number of providers
registered and trained on the | Utilize monthly registration and training report | 80
upgraded MEHRS/eScript v7.3 | from MEHRS system.
by June 2012.

Number of EPs who received
an EHR Incentive Payment for
MU by the end of FFY 2015

1,300
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41.1.1 Mississippi State Level Registry Application

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

e MSSLR registration and view of CMS Registration & Attestation System data;

Verification of Medicaid eligibility;
e Attestation to A/I/U or MU criteria;
e Review and approval; and

e Submission of payments.

The Current MS SLR functionalities are further detailed in Section 5 — Provider Incentive Program
Blueprint.

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

o Appeals — detailed appeals tracking and status reporting;
e Audits —initiation, tracking and reporting of provider audits; and

e Recoupments/adjustments — creation of the payment file (positive or negative)
for total recoupments or payment adjustments.

These functional areas are tentatively scheduled to be released in 2013. DOM staff is currently
working with Xerox on the all-State user group calls to develop specific capabilities in each area.
DOM currently tracks appeals, audits and recoupments/adjustments outside of the MS SLR due
to the limited capability within the Xerox application. Once these areas are fully developed and
implemented, DOM will begin to utilize the MS SLR to track, process and report audits and
recoupments/adjustments. Appeals are processed through an external system, in accordance
with state law.

Further changes to the MS SLR include changes pertaining to Stage 1 MU (implemented in early
2013) and new rules for Stage 2 MU (to be implemented in 2014). The Stage 1 MU changes
affect both EPs and EHs beginning in 2013. Several of the changes to Stage 1 MU impact the
provider attestation process in the MS SLR and must be revised to include items such as
definition changes, new eligibility parameters, and removed/combined objectives. Xerox has
completed the necessary revisions required for Stage 1 and released the changes into the
production environment of the MS SLR.

Stage 2 changes will be incorporated into the MS SLR during 2013 for hospital attestation
beginning October 2013 and eligible professional attestation beginning January 2014. These
changes include allowing providers to use a 90-day reporting period, regardless of the stage of
MU, for 2014 only. In addition, Stage 2 changes will include modifications to the Core and Menu
Objectives and the Clinical Quality Measures as required in the Final Rule.
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Future MES Capabilities

The State of Mississippi is currently in the process of procuring a new solution referred to as the
Mississippi Medicaid Enterprise System (MES) which will include: 1) a state-of-the-art MMIS; 2) a
PBM System; 3) DSS / DW solution, as supporting ancillary applications; and 4) Fiscal Agent

services to meet the business needs of DOM.

acquired MES.

It is the goal of DOM MES procurement to:

Improve communication and administration of the Medicaid Program;
Provide timely and accurate adjudication of Medicaid claims;

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

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

Meet the requirements of MITA Maturity Level 3 standards, such as Service
Oriented Architecture (SOA) using Enterprise Service Bus (ESB) infrastructure;
and

Allow for interface with the future DOM Interoperability Platform.

2017 is the targeted go live for the newly

The State has developed a request for proposals (RFP) designed to move DOM forward in its
vision of a Medicaid Enterprise that:

Meets CMS certification requirements;
Is aligned with the current MITA framework and future MITA frameworks?;

Is aligned with CMS Enhanced Funding Requirements: Seven Conditions and
Standards® (see DOM Connectivity & Interoperability Strategy Document
attached hereto as Appendix L for details);

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;

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

> CMS has issued new standards and conditions 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 Medicaid IT Supplement (MITS-11-01-v1.0),
https://www.cms.gov/Medicaid-Information-Technology-MIT/downloads/Enhanced-Funding-Requirement-Seven-

Conditions-and-Standards.pdf
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Provides support for an open, flexible, and cost effective Medicaid Enterprise
architecture;

e Utilizes an ESB for interfaces, including to the DOM Interoperability Platform,
the MEDS/X and/or new eligibility system, MS SLR, and other associated
systems and environments, SOA, and Web services technology to allow for
disparate system communication;

e Implements the latest technology standards - International Classification of
Diseases (ICD-10), NCCI edits, Health Level Seven (HL7 — including offering
increased support for the HL7 CCD), HIPAA version 5010 transactions, including
the HIPAA 278 transaction, and the National Council for Prescription Drug
Programs (NCPDP) Version 3.0 pharmacy claims;

e Uses a rules-based engine for ease of definition and update of eligibility and
operational rules processing;

e Presents a browser-based Medicaid Enterprise system for minimal desktop
footprint, ease of application update, and ubiquitous access for all users;

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

e Provides an interface to support the MEHRS/eScript system;

e Provides an interface to the remediated MEDS/X eligibility system. The new
MMIS could require a future interface to a new eligibility system if the
remediated MEDS/X is phased out over time; and

e Provides architecture for future interface to the DOM Interoperability Platform
with the support of both clinical and administrative transactions with DOM
trading partners, including MS-HIN.

4.3  Future Vision for MEHRS/eScript

As noted in the As-Is section, DOM has launched and is actively using the MEHRS/eScript
system. The MEHRS/eScript system, powered by Shared Health, offered providers an EHR that
could aid providers in meeting the MU criteria. The smart analytics and predictive modeling
enabled improvement of care for Medicaid beneficiaries, while concurrently managing and
reducing the cost of care.

MEHRS/eScript launched in June 2010 supporting over 775,000 beneficiaries and attained
community registration exceeding 2,000 providers and 2,200 clinical and staff users. The
adoption of this product for practices with and without an existing EMR exceeded DOM'’s goals
and expectations. The future versions of the MEHRS/eScript could have incorporated additional
standards-based transactions, transactions for clinical data, EHR certification for the product,
and integration opportunities for work flow and data integration with provider’s practice
management and other vendor EMR/EHR systems.
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In early 2012, DOM was informed that Shared Health would not be delivering Version 8 of
MEHRS/eScript, would not be delivering any ONC Certified Version of MEHRS/eScript, and that
Shared Health was stopping all development work on the MEHRS/eScript product and platform.

As DOM has providers who are relying on the MEHRS/eScript system for meeting the criteria of
Stage 1 Meaningful Use, DOM and Shared Health have, as of this date, entered into an
agreement to migrate the MEHRS/eScript system to a commercially available solution, through a
prime and subcontractor. This upgraded MEHRS/eScript solution will meet all ONC certifications
for an EHR and ePrescribing system, and also allow DOM to continue to utilize the backend data
and systems currently in place, including the clinical data and longitudinal health record on over
600,000 Medicaid beneficiaries in the State of Mississippi. The goal is to have a certified EHR
rolled out to providers by June, 2013 to allow for providers on the MEHRS/eScript system to
attest to Stage 1 MU.

The upgrade to MEHRS/eScript will support and provide:

e A complete, ONC Certified EHR/EMR that allows providers to attest for Stage 1
(and beyond) MU;

e A SureScripts certified ePrescribing system, integrated into the ONC certified
EMR;

e DIRECT Messaging, enabling MEHRS/eScript users to exchange, in an
interoperable fashion, CCDs and other clinical documents with users of MS-HIN
and other certified EHRs that support DIRECT;

e Migration from the existing MEHRS/eScript (Shared Health) Clinical Data
Repository (CDR) into an upgraded, standards-based CDR (CCD) repository
capable of data transformation, generating up to date CCDs on demand, and
consuming inbound CCDs (when DOM is prepared to accept inbound CCDs and
has acceptable data integrity and data sorting/matching policies and
procedures);

e Anintegrated analytics engine to allow DOM to query and perform deep
analytics on clinical data and user metrics;

e Seamless exchange and interoperability with the DOM Interoperability Platform,
thereby allowing system to system CCD and clinical data exchange between
DOM and MS-HIN, as well as other Agencies, HIEs and trading partners behind
MS-HIN (utilizing the DOM — MS-HIN single connectivity method);

e Support for future technologies, including Smart Cards, to allow for seamless
exchange of clinical information (CCDs) in a secure, but highly efficient manner
to improve care;
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The upgraded MEHRS/eScript System will require interoperability with existing and future DOM
internal infrastructure, as well as external trading partners. The DOM Interoperability Platform
will provide the ability for a standardized exchange of data both to internal DOM systems and
external trading partners, including:

e The upgraded MEHRS/eScript System and the new MES will require interfaces to
exchange data. Such interfaces should be provided by the appropriate vendor or
customized for this specific DOM workflow.

e The upgraded MEHRS/eScript System will require support of interoperability to
MSDH, including support of the bi-directional exchange of immunization registry
data with the MSDH Mississippi Immunization Information Exchange System
(MIIX) system, and interoperability with the MSDH Patient Centered Medical
Home.

e The upgraded MEHRS/eScript System will support the receipt of laboratory data
via: 1) the DOM Interoperability Platform; and 2) the Direct Project integrated
secure messaging. See the DOM Connectivity and Interoperability Strategy
attached hereto as Appendix L.

e The upgraded MEHRS/eScript System will require connectivity to the trading
partners discussed in this section and to potentially other external trading
partners, thus the upgraded MEHRS/eScript System will require a
connection/interface to the DOM Interoperability Platform for bi-directional
clinical data exchange.

4.3.1 Upgrade to an ONC Certified MEHRS/eScript System

The migration from the current MEHRS/eScript System to an ONC Certified EHR / EMR, allowing
providers to attest for Stage 1 Meaningful Use, will begin in March, 2013. The rollout of the
upgraded MEHRS/eScript System will be accompanied with training, outreach, and support staff,
to ensure that those providers who are currently using MEHRS/eScript have an opportunity to
upgrade and attest for Stage 1 Meaningful Use before July, 2013.

In conjunction with the deployment of the certified EHR / EMR, the backend MEHRS/eScript
upgrade will begin, including the upgrade of the Clinical Data Repository (CDR), allowing for the
existing clinical data, data load processes from DOM claims, and longitudinal health record to be
upgraded to a modern CDR with data transformation capabilities, analytics, and supporting CCD
exchange.  This upgraded and modernized CDR will then be interfaced with the DOM
interoperability platform, allowing for clinical data exchange with internal DOM systems and
external trading partners, in a standards-based, single connectivity methodology.

As the CDR upgrade of the MEHRS/eScript System is underway, a complete analytics engine and
system will be deployed and integrated to allow for deep data analytics on the clinical data in
the modernized CDR. This analytics engine and process will allow DOM the ability to run
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This ability to run

sophisticated analytics will allow DOM to have access not only to the data but utilize the data

for decision making, including the ability to target at-risk populations, evaluate care, look for

trends, and move to more of a Medicaid Accountable Care Organization (ACO) model.

The proposed value of an upgraded, certified MEHRS/eScript system is asserted by Shared

Health, as shown below:

Value to Providers:

ONC-certified EHR/EMR with ePrescribing is available at no cost for Medicaid
providers; the upgrade from the current Version 7 being utilized by the CY2010
and CY2011-adopters of MEHRS/eScript to the upgraded version will be free-of-
charge to the users;

Access to a complete longitudinal patient-centric health record on eligible
beneficiaries;

Electronic prescribing — DUR and Medicaid drug formularies have been features
of electronic prescribing since system inception and the addition of drug
formulary access for non-MEHRS/eScript users through the National Pharmacy
Hub is an objective of a future phase;

Disease management.; and

Interoperability via the integrated Direct Project secure messaging system in the
upgraded MEHRS/eScript System and clinical data CCD exchange via the
modernized CDR and DOM Interoperability Platform, allowing for the exchange
and coordination of clinical data.

Value to Patients:

Comprehensive health record data at point of care;
Increased communication for wellness and disease management; and

Informed providers, leading to a higher quality of care for patients.

Value to DOM:

Patient safety;
Reduced cost;

Population management for current and future clinical improvement programs;
and

Deep analytics on DOM clinical data for decision-making, predictive modeling,
etc.
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4.3.2 Involvement in State Health IT Environment

The upgraded MEHRS/eScript System will be an important part of the State of Mississippi’s
future HIT environment. MEHRS/eScript has a unique role in the Mississippi HIT environment
due to the promotion of the solution by DOM. This unique role means that the upgraded
MEHRS/ eScript solution will be promoted throughout the State of Mississippi in coordination
with the EHRs promoted through the local REC. Since the MEHRS/eScript system is available to
all Medicaid provider locations, all Medicaid patients at those locations will benefit from the use
of the MEHRS/eScript system. The availability of the upgraded MEHRS/eScript System to
Medicaid providers is significant because 30 percent of Mississippi’s population is currently
eligible for Medicaid and this percentage is expected to increase steadily over the next few years
as a result of the Healthcare reform initiatives.

The main role of the MEHRS/eScript system in the Mississippi HIT environment is to offer
Medicaid providers a certified EHR at no cost. The upgraded MEHRS/eScript System will aid
providers in meeting the requirements for a certified EHR/EMR under the MPIP.

One major goal in implementing the upgraded MEHRS/eScript System is improvement in the
care of Medicaid beneficiaries while reducing the cost of care via smart analytics and predictive
modeling.

4.3.3 Impact of Update to Exchange Standards:

The upgraded, certified MEHRS/eScript System will support the capability to exchange
(import/export) information using the CCD format, via the CDR. While this CCD exchange
capability will give the solution the ability to function as an HIE, DOM views the MEHRS/eScript
System as a CDR with certified EHR/EMR user interface, and as a component of the Mississippi
HIT landscape, not as an HIE solution. Once the CCD capability is available via the upgrade
process of MEHRS/eScript to a certified EHR/EMR, the MEHRS/eScript System will have the
ability to exchange information with a wide variety of organizations and disparate locations,
either via integrated Direct Messaging or the DOM Interoperability Platform.

The CCD is included as a standard for patient summary records in many important initiatives
such as NwHIN Exchange, the Direct Project®, and Integrating the Healthcare Enterprise (IHE).
Furthermore, the CCD standard is being promoted by the Federal Government (CMS, ONC, and
other federal agencies) as well as vendors, standards groups, and the health care community at
large. Providers with the upgraded MEHRS/eScript ONC-certified solution will be able to utilize
the CCD to exchange clinical data with other EHRs and provider information systems, in an
interoperable format.

* Note: Details in Section 6.6.2.
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DOM is considering piloting Smart Cards, in coordination with the upgrade to a certified
MEHRS/eScript System, to allow for basic clinical data on Medicaid beneficiaries to be deployed
to improve the healthcare and care coordination for all Medicaid Beneficiaries. By coordinating
with the upgraded MEHRS/eScript system, it is DOM’s vision that beneficiary CCD clinical data
could be quickly and securely downloaded or accessed by providers, including those providers
with limited access to technology and/or broadband communication.

4.3.4 Impact of MU

The deployment of an ONC certified MEHRS/eScript System beginning in March 2013, will allow
for those providers using the system to attest for Stage 1 Meaningful Use. Deploying an ONC-
ATCB certified MEHRS/eScript System will allow providers and users of the MEHRS/eScript
solution to potentially qualify for EHR incentive payments.

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
MES which combines the following: 1) a state-of-the-art MMIS; 2) PBM System; 3) DSS / DW
solution, as supporting ancillary applications; and 4) Fiscal Agent services that meet the business
needs of the DOM. A key component of this procurement is to acquire a Medicaid Enterprise
Solution for the State of Mississippi that aligns to and advances increasingly in MITA maturity for
business, architecture, and data and that includes MITA Maturity Level 3 standards, such as SOA
using ESB infrastructure.

The MITA-enabling guidelines, processes, and tools provide a framework for the continuous
improvement of service delivery and business processes based on efficient technology
utilization. The MITA framework depicts this evolution as a progression of maturity levels that
reflect DOM’s ability to execute business functions in the rapidly changing health care
environment. DOM will use the MITA framework as a tool to assist in the strategic application
of technology and enhancements that provide value and contribute to a continuous
improvement in the Medicaid program’s maturity.

The selected vendor must employ a SOA to take advantage of system components reuse across
business functions as services. SOA is an approach to loosely coupled, protocol independent,
standards-based distributed computing where software resources expose their functionality as
services and are available on the network. SOA requires the use of business services in addition
to technical services. The business services support business functions within the MS Medicaid
Enterprise and map all applicable MITA business processes within the MITA Business Process
Model, unless they are Mississippi-specific business processes. Each business service must meet
the MITA definition of a business service. The SOA architecture must also enable the agency
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business units to build business applications quickly and efficiently in the future by reusing
resident SOA infrastructure and application service components.

CMS requires a MITA roadmap that delineates how the proposed system enhancements for
eligibility and enrollment functions will fit into the states’ greater MITA framework. Such a
requirement will align CMS’ expectations to see states continuing to make measurable progress
in implementing their MITA roadmaps.

DOM is in the early stages of executing a remediation of the current MEDS/MEDSX eligibility
system under amendment to the existing contract with the current fiscal agent. DOM is
collaborating with Mississippi Insurance Department (MID) and Comprehensive Health
Insurance Risk Pool Association to determine future integration touch points with the Health
Insurance Exchange for eligibility determination.

DOM'’s roadmap will be aligned with MITA maturity target levels as follows:

e As-ls:

0 State Medicaid Agency complies with State regulations to maintain an
adequate Provider network and pay claims promptly to encourage
Provider participation and ensure access to care;

0 Many steps require manual intervention;
0 Data Content is nonstandard; and
0 Appropriateness of care is assessed retrospectively.

e Target MITA Maturity Levels 3 & 4 (5 years):

0 State Medicaid Agency coordinates with other payers to offer one-stop
shop entry points to applicants for service and provider enroliment,
provider reimbursement, and coordination of benefits;

0 Patients make personal healthcare decisions;

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

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

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

The SOA will feature:

e Technology Independence: The service components will be invoked from
multiple platforms and utilize standard protocols.
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Standards-Based Interoperability: The system will support multiple industry
standards, including, at a minimum: HL7; XML; Extensible Stylesheet Language
Transformation (XSLT); Web Services Interoperability (WS-1); WSDL; SOAP1.1 or
2.0; Universal Description, Discovery, and Integration (UDDI); Web Services
(WS)-BPEL; Representational State Transfer (REST) (in place of SOAP); and
WS-Message Transmission Optimization Mechanism (MTOM) Policy.

Life Cycle Independence: Each service component will operate in a separate life
cycle.

Loose Coupling: Service components will be defined independently, with the
interface components bridging the gap between components. For example, the
Service Consumer Component specification must be defined independent of the
Service Provider Component. The alignment of the two specifications is defined
in the interface component.

Invocable Interfaces: The Service interfaces will be invoked locally or remotely.

Communication Protocol: A Service will be invoked by multiple protocols. The
choice of protocol must not restrict the behavior of the service. Binding to a
specific protocol will take place at run-time/deployment-time, and not at the
design or development time.

Flexibility: The selected vendor will focus on the business processes that
comprise the systems, with the following in mind:

0 Ability to adapt applications to changing technologies;

O Easily integrate applications with other systems;

0 Leverage existing investments in desired legacy applications; and
0 Quickly and easily create a business process from existing services.

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

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

0 Development of a Common Data Model and Metadata using the MITA
HL7 methodology; and

0 Achievement of the SOA loosely coupled “separation of concern”
approach, by separating the data layer from the application layer to
more effectively and easily manage the data 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.
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e ESB: The MMIS Enterprise solution will include an ESB for data transport,
messaging, queuing, 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 end-to-end process. The
service layer is designed to handle both normal conditions and respond to
failures and adapt to changes.

e MITA Alignment: The MMIS Enterprise will 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 processes to the 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 messages; and

0 Adherence to the MITA governance process for newly developed
interfaces and messages.

In future phases of the MEDS/MEDSX project, DOM intends to collaborate with other State
agencies (e.g., Food Stamps (SNAP) and TANF regarding the possibility of shared services and
interfaces).

4.5 Future Broadband Initiatives

As described in Section 3.6 — 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 their long-term
strategic plan, “Mapping Mississippi’s Digital Future.” As a part of this effort, MBCC has
launched the Extension Broadband Education and Adoption Team (e-BEAT), which deployed
Regional Coordinators throughout Mississippi to work with elected officials, businesses,
educators and community leaders on developing tools to increase digital literacy and increase
broadband adoption. For example, e-BEAT is currently working on developing a map of
broadband availability for inclusion in a comprehensive plan aimed at moving Mississippi
towards greater access.

In addition to the ARRA broadband funding for expansion of broadband services, the State of
Mississippi continues to participate in broadband connectivity expansion specifically for
telehealth initiatives through the Federal Communications Commission (FCC) funding of the
University of Mississippi Medical Center (UMMC). UMMC also received a United States
Department of Health and Human Services (HHS) Health Resources and Services Administration
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(HRSA), Office for the 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 the MS-HIN
Board to coordinate growth and identify regulatory barriers to health IT adoption.
An outcome of this partnership may be to form a sustainable public-private
partnership with MS-HIN to support policy development in the field. This
partnership could document Mississippi’s efforts in EHRs, Health Exchanges,
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, including 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 medical imaging. 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 spectrum important. Once spectrum
is found and financed, it could be dedicated to use by hospitals or rural physicians,
and managed centrally.

Map availability of broadband to hospitals and rural physician groups. Hospitals
should be at the top of the list 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
broadband to the State’s hospitals.

Provision of Health IT-related 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
challenge is how to introduce citizens who may already be marginalized from
broadband usage to the concept of receiving healthcare from the Internet.
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4.6 Future Vision for Medicare and Federally-Funded, State-Based
Programs

4.6.1 Medicare

As Medicare and CMS are migrating towards NwHIN, it is essential for Mississippi to have direct,
NwHIN Exchange-based connectivity with Medicare and CMS. Therefore, the State of
Mississippi DOM will deploy a DOM Interoperability Platform that supports a variety of
communication and interoperability standards and protocols, including NwHIN Exchange (based
upon the CONNECT protocols) to enable connectivity with CMS/Medicare/CMS Agencies over
NwHIN for both clinical and administrative transactions. This DOM NwHIN Platform will
facilitate connectivity through MS-HIN as the preferred connectivity methodology, and then by
the MS-HIN NwHIN Gateway to CMS. Coordination and planning with MS-HIN is ongoing to
ensure a non-duplication of efforts.

4.6.2 CDC Coordination

A national initiative of CDC is to facilitate real time, interoperable data exchange between
organizations for the promotion of collaboration and rapid dissemination of critical information
in the organizations associated with public health. The integration and alignment of DOM with
the State of Mississippi, including Public Health, for Public Health related reporting and
surveillance to the CDC over NwHIN is important to improving health care outcomes for all
Mississippians. DOM will consider implementing the GIPSE profile and other CDC-based
reporting formats for interoperable data exchange with CDC over NwHIN Exchange, including
clinical and required (immunizations, syndromic surveillance, etc.) reporting. DOM is
collaborating with MS-HIN, and utilizing the DOM NwHIN to MS-HIN NwHIN Exchange
connectivity, to allow for immunization data exchange between the upgraded MEHRS/eScript
System and the Mississippi State Department of Health (MSDH). DOM is working with MSDH
and MS-HIN to collaborate on standards-based connectivity and interoperability to facilitate
reporting to MSDH and to further assist MSDH in reporting to the CDC, including using such
standards as GIPSE and NwHIN Exchange.

4.6.3 CMS/ASPE Coordination

Integration with CMS will enable electronic quality reporting over NwWHIN Exchange, as ordered
by the ARRA. Based on the recommendation of ONC, DOM is migrating toward utilizing NwHIN
and Federal Health Architecture (FHA) standards via the DOM Interoperability Platform to
coordinate with Medicare and federally funded, inter/intra-state based programs as they
become compliant with NwHIN and FHA standards. By implementing and integrating standards,
profiles, and interoperable infrastructure/technologies (including IHE, Healthcare Information
Technology Standards Panel (HITSP), and NwHIN standards, profiles, and technologies) through
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the DOM Interoperability Platform, DOM will drive towards and migrate upwards to the higher
levels of MITA and MITA compliance, as well as administrative simplification. DOM intends to
report any required quality data to CMS such as QRDA (via coordination and connectivity with
the statewide HIE, MS-HIN) via NwHIN Exchange. Accordingly, DOM plans to incorporate
standards, profiles, and interoperable infrastructure such as IHE, HITSP and NwHIN.

4.6.4 HRSA Coordination

HRSA is the primary federal agency for improving access to health care services for low income
and uninsured individuals. The CFHC in Biloxi received a HRSA grant to connect 21 FQHC's in
Mississippi together for the exchange of health care data. Lessons learned in the CFHC study
can be used to encourage EHR adoption in other Mississippi FQHCs.

4.7  Future Vision for the Statewide Health Information Exchange

DOM is planning to implement a DOM Interoperability Platform as a single connectivity
methodology, utilizing an integrated ESB and NwHIN Exchange (CONNECT). The DOM
Interoperability Platform will provide connectivity and interoperability between the internal
DOM systems and services, and provide a standards-based NwHIN to NwHIN Exchange
connection to MS-HIN. This single connection to MS-HIN, using NwHIN to NwHIN Exchange
(CONNECT) will facilitate DOM’s connectivity needs to outside agencies, stakeholders, other
States, other HIEs, and Federal Agencies.

DOM has identified several use cases that the NwWHIN to NwHIN (DOM to MS-HIN) connectivity
model can support, including:

e Direct messaging interoperability between the upgraded MEHRS/eScript System and
MS-HIN (HISP to HISP interoperability) to facilitate Direct messaging between MEHRS
users, Medicaid providers, and MS-HIN users;

e Interoperability with the MSDH MIIX System, including feeding MIIX data into the
upgraded MEHRS/eScript System;

e ADT Feed interoperability with MS-HIN to support MEHRS/eScript users and Medicaid
providers;

e Laboratory Result interoperability with MS-HIN and MS-HIN connected laboratories, to
support Medicaid providers and MEHRS users;

o Radiology Reports interoperability with MS-HIN and MS-HIN connected laboratories, to
support Medicaid providers and MEHRS users;

e Interoperability to support the MSDH Patient Centered Medical Home (PCMH); and
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e (Clinical data exchange with MS-HIN and MS-HIN users.

4.7.1 DOM Enterprise Master Patient Index (eMPI)

DOM is also planning on deploying an Agency-wide (Source of Truth) Enterprise Master Patient
Index (eMPI) to provide patient matching and coordination of patient records and clinical data
throughout DOM and across the DOM infrastructure, including for connectivity and
interoperability with MS-HIN. The upgraded MEHRS/eScript solution will deploy two MPI’s, and
the future MES will need an MPI. Given these future components within the DOM
infrastructure, it is critical to have a single, master ‘source of truth’ patient identifier for DOM
beneficiaries via an Enterprise Master Patient Index.

The DOM eMPI will allow for a limitation of duplicate beneficiary records, duplicate beneficiary
clinical data and administrative data, and allow 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, the upgraded MEHRS/eScript EHR, the Clinical Data Repository and Advanced
Analytics Engine, the DOM Interoperability Platform (and data exchange with MS-HIN, who also
has an eMPI), and other various services and systems. Coordination and alignment of the DOM
eMPI with the MS-HIN eMPI is critical, and will allow for streamlined and correctly matched
beneficiary clinical data exchange between DOM and MS-HIN.

4.7.2 MS-HIN Governance

The structure for MS-HIN is set forth in Mississippi Statute. See Appendix F, HB 941. The
governing body is the MS-HIN Board of Directors. The Board of Directors was appointed at the
end of September 2010 and the first meeting was held on October 20, 2010. The figure below
shows the overall structure for MS-HIN.
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Figure 6: MS-HIN Organization Structure

The MS-HIN Board of Directors adopted the following statement to describe its vision for the HIE
in Mississippi.

“The trusted source for secure, quality healthcare information — anywhere,
anytime — for a healthier Mississippi.”

In addition, the Board adopted the following mission statement for HIE in Mississippi.

“To provide sustainable, trusted exchange of health information to improve
the quality, safety, and efficiency of healthcare for all Mississippians.”

The MS-HIN Board of Directors maintains oversight responsibility for all HIE activities in the
State of Mississippi. MS-HIN has a broad representation of stakeholders. DOM is a member of
the MS-HIN Board of Directors and will work in partnership with the MS-HIN, providing
leadership, as appropriate, to assure that Medicaid beneficiaries are best represented and
served by the MS-HIN. In addition, Mississippi ITS staff members work directly with the MS-HIN
and are specifically chartered to ensure that MS-HIN is compliant with the State of Mississippi’s
laws and policies.
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DOM will work closely with both MS-HIN and the upgraded MEHRS/eScript System to ensure
that each system supports broad, standards-based, interoperable environments to maximize
DOM'’s investments in these efforts. Having this standards-based foundation allows DOM the
greatest flexibility moving forward.

Policy development, including providing advice and counsel, is a function of the MS-HIN Board
of Directors. The MS-HIN requires a majority of the total membership to approve all policy
decisions. MS-HIN may form special advisory groups on an as-needed basis to address specific
issues of importance.

The State HIT Coordinator is not a member of the MS-HIN Board, but coordinates the MS-HIN
Board meetings and acts as a liaison between ONC and the MS-HIN Board. The State HIT
Coordinator also works closely with the senior staff at DOM to coordinate activities across a
wide range of issues.

4.8 Future Vision for the Public Health Initiatives

DOM will utilize the DOM Interoperability Platform to connect to the MSDH, via a connection to
MS-HIN using NwHIN Exchange, for such use cases as:

e Bi-directional immunization data exchange between the MSDH MIIX and the
upgraded MEHRS/eScript System;

e Admissions, discharge, transfer (ADT) Feeds from MSDH into the upgraded
MEHRS/eScript System;

e Interoperability with the MSDH Patient Centered Medical Home.

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

FQHCs and RHCs are already working together and exchanging health care information. A
project connecting 14 of 21 FQHCs is already in place. The CFHC in Biloxi, Mississippi already
hosts 11 of the FQHCs and plans to have all locations connected. Additionally, CFHC is
connected to MSCHIE, the fully operational HIE serving the Gulf Coast region of the State.

The Delta Health Alliance in Greenville, Mississippi is a Beacon Community Grant recipient with
plans to connect all of the RHCs in the 18-county Delta region of the State. Based upon the
MEHRS/eScript system capabilities, DOM can provide targeted analytics, clinical data summaries
in CCD format, medication history, and disease management decision support to the FQHCs and
RHCs supporting the underserved citizens of the State of Mississippi.
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4.10 Future Vision for DoD and VA

There are three major military installations in the State of Mississippi: two are Air Force bases
near Columbus and Biloxi and a Navy facility near Meridian. The military has expressed an
interest in receiving information about off-base treatment of military personnel, but are unable
to connect to the State of Mississippi directly due to severe security constraints. Therefore, the
exchange of health care information will be accomplished through coordination of DoD assets
and facilities, in coordination with MS-HIN and NwHIN Exchange, including connecting with and
to the DoD and DoD systems using secure protocols and standards, including VLER and NwHIN
Exchange.

There are two large Veterans hospital facilities in Mississippi: one in Biloxi and one in Jackson.
The DoD and the VA are currently developing the VLER. VLER supports future connections to
MS-HIN, and subsequently DOM, via NwHIN Exchange (CONNECT). By connecting to the VA and
DoD, DOM 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 coordination.

4.11 Future Vision for Indian Health Services

Choctaw Indians are the most prevalent minority 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 Services and can connect to DOM through MS-HIN, via the DOM to MS-HIN
NwHIN Exchange connectivity. Therefore, the exchange of health care information can be
accomplished through MS-HIN utilizing NwHIN and connecting with the Indian Health Service
using secure protocols and standards.

DOM plans to support the Choctaw Indian Tribe by providing the upgraded MEHRS/eScript
System to the Tribe at no cost; thereby, giving them access to Medicaid beneficiary information
and medication history.

Page 54



MISSISSIPPI DIVISION OF o Updated .
4 MEDICAID State Medicaid Health Information Technology April 15,2013
) Planning Document

5 Provider Incentive Program Blueprint
5.1 Introduction

5.1.1 Overview

The Medicaid EHR Incentive Program, defined by the ARRA of 2009, was established to provide
incentive payments to eligible providers for their efforts to meaningfully use certified EHR
technology, including adoption, implementation, or upgrade (A/1/U). Through December 2012,
DOM has paid over $97,765,913.64 in incentive payments to 1,452 eligible professionals (EPs)
and 65 eligible hospitals (EHs) for attesting to A/I/U or Meaningful Use (MU).

This Provider Incentive Program Blueprint (Blueprint) describes the high-level requirements,
process flows, and technical requirements of the Mississippi Provider Incentive Program (MPIP)
to interface with the CMS Registration & Attestation System to enable providers to register for
Medicaid incentives, attest to their eligibility requirements in each year of the program, and
allow DOM to pay incentive payments in 2013 and subsequent years. The software application
supporting the MPIP is the Xerox solution, currently being offered to multiple states as a
software as a service (SaaS) solution. DOM'’s decision to implement a Saa$S solution has helped
the MPIP leverage resources across the participating states.

DOM has branded the Xerox solution as the Mississippi State Level Registry (MS SLR) to be
specific to the MPIP and DOM policies.

This Blueprint has liberally borrowed from efforts in other states and documentation from CMS.

5.1.2 Purpose

The purpose of this program is to capture and track provider attestations, evaluate eligibility,
and collect information in order to make timely incentive payments to qualifying providers for
A/1/U and MU of certified EHR technology. The goal of the program is to ensure the right
payment was made to the right provider at the right time.

The MS SLR has interfaced with the CMS Registration & Attestation System and is configured to
capture and document information regarding the following:

e Eligibility history;
e Payment history;
e Audit (to be implemented in 2013);

e Appeals (to be implemented in 2013); and
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e Recoupment and/or Adjustment (to be implemented in 2013).

DOM utilizes the MS SLR for storing, tracking and reporting on attestation data including all the
information listed above.

Figure 7 depicts the high level overview of the necessary components of the MPIP:
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Figure 7: Mississippi 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

EHs must meet the following criteria for the EHR Incentive Payment program. Please 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 MPIP, EHs must fall into one of the following hospital types:

e Acute Care Hospital:
0 The CCN has the last four digits in the series 0001 — 0879; and
0 The average length of patient stay is 25 days or fewer; or

e  Critical Access Hospital (CAH):
0 The CCN has the last four digits in the series 1300 — 1399; and
0 The average length of patient stay is 25 days or fewer; or

e Children’s Hospital: (None in Mississippi)

0 The hospital is separately certified as a children’s hospital - either
freestanding or a hospital within hospital and the CCN has the last four
digits in the series 3300-3399; 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 a CCN because they do not serve any
Medicare beneficiaries but has been provided an alternative number by
CMS for purposes of enrollment in the Medicaid EHR Incentive Program.

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

e Arepresentative, continuous 90-day, 3-month, 6-month or full year period from
the preceding fiscal year; or

Page 58



MISSISSIPPI DIVISION OF o Updated .
4 MEDICAID State Medicaid Health Information Technology April 15,2013
) Planning Document

e A representative, continuous 90-day period in the 12-month period directly
preceding the attestation date.

DOM requires that the eligibility period start on the first day of the month to ensure that patient
volume data self-reported in the eligibility period selected by the provider aligns with the
reporting periods of the data available in the MMIS. Once an eligibility 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 and CAHs must have at least a 10 percent Medicaid patient volume based on both
the inpatient and emergency room discharges. Children’s hospitals are not required to meet a
minimum Medicaid patient volume. To calculate Medicaid patient volume, an EH must divide
total Medicaid 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 per inpatient discharge and/or in an emergency department on any
one day where:

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

e Medicaid (or a Medicaid demonstration project approved under section 1115 of
the Act) paid for all or part of the individual’s premiums, co-payments, and/or
cost sharing; or

e The individual was enrolled in a Medicaid (or a Medicaid demonstration project
approved under section 1115 of the Act), regardless of payment liability, in
accordance with CFR §495.306.

As noted above, the optional EHR Hospital Patient Volume Calculator can be found at
http://www.medicaid.ms.gov. Also, see Appendix G attached hereto. Hospitals 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 required 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 EH attestations. Only MS DOM authorized data sources as described below will
be used to calculate the Medicaid share percentage.
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The authorized data source for the total Inpatient Discharges (POS 21) will be
the annual cost report for the hospital's fiscal year ending in the prior federal
fiscal year.

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.

The authorized data source 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 Medicaid (or 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 be attached
to the hospital's application. Upon 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.

The authorized data source 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 will be considered 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,
revenue and procedure codes, and paid amounts.

The authorized data source for the total Medicaid Secondary Payer Emergency
Room Discharges will be the hospital's emergency room accounting/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 application. Upon 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 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.

As noted above, hospitals have the option to complete the EHR Hospital Patient Volume

Calculator. The EHR Hospital Patient Volume Calculator will no longer be required for a

hospital’s attestation but may be uploaded with the hospital’s attestation as needed. However,
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all other authorized data sources must be attached to the hospital’s attestation as supporting
documentation.

5.2.2 EP Eligibility Criteria

Medicaid EPs must meet the following criteria to 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).

5.2.2.1 EP Provider Type

To be eligible for attestation to the MPIP, EPs must be licensed as one of the following:

e Doctor of Medicine;

e Doctor of Osteopathy;

e Doctor of Dental Medicine or Surgery;
e Optometrist;

e Nurse Practitioner; or

e Physician assistant (PA) when working at a Federally Qualified Health Clinic
(FQHC) or Rural Health Clinic that is so led by a PA.

EPs working in a FQHC or RHC will be determined based on prior year claims history for
“predominately” status. EPs with at least 50 percent of their encounters (claims) provided
through or in a FQHC or RHC environment will qualify as working “predominately” in a FQHC or
RHC. Professionals must also be currently performing services in a FQHC or RHC.

1 Physician Assistant Criteria

PAs are considered to be EPs if the PA is practicing predominately in an FQHC or RHC that is “so
led” by a PA. An FQHC or RHC is considered to be “so led” under the following circumstances:

e A PA is the primary provider in a clinic (for example, when there is a part-time
physician and full-time PA, the PA is the primary provider);

e A PAisaclinical or medical director at a clinical site of practice; or
e APAisanowner of an RHC.

A PA practicing predominately in a FQHC or RHC is eligible to use Needy Individual patient
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.
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5.2.2.1.2 Pediatricians

Pediatricians must be board certified or board eligible and must have the appropriate taxonomy
code in the MS SLR Provider Master File (PMF). Pediatricians may qualify for a reduced payment
if they have greater than 20 percent Medicaid patient volume, but less than 30 percent
Medicaid patient 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 volume must have at
least 30 percent Needy Individual patient volume.

5.2.2.1.3 Hospital Based EPs

Hospital based EPs are determined on the EP's services provided in service code areas 21 and
23. In accordance with the CMS Stage 2 Final Rule (2012), hospital based EPs are now eligible 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 reimbursement from an EH or CAH.

EPs will be deemed to be hospital based if 90 percent or more of total Medicaid encounters are
provided in service code areas 21 and 23. Total Medicaid encounters include both Medicaid and
Medicaid Managed Care encounters. The formula for the computation will be (Total Medicaid
encounters provided in service code areas 21 and 23) / (Total Medicaid encounters for all areas).

The MS SLR assists DOM in identifying non-hospital based EPs by requiring that EPs attest to the
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

For all program years, EPs may use an eligibility period that falls under the following criteria:

e A 90-day period, 3-month period, 6-month period or a full year period from the
preceding calendar year; or

e A 90-day period from the 12-month period directly preceding the EP’s
attestation date.

The length of the period will be identified during attestation in the MS SLR. The numerator and
denominator of the Medicaid patient volume equation must use the same eligibility period.
Once an eligibility 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. .
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DOM requires that the eligibility period start on the first day of the month to ensure that self-
reported patient volume data in the eligibility period selected by the provider aligns with the
reporting periods of the data available in the MMIS.

5.2.2.3 EP Patient Volume

DOM opted to offer the Medicaid fee for service (standard) calculation for EP Medicaid patient
volume. Patient volume can be aggregated from multiple locations or states.

EPs must demonstrate at least 30 percent Medicaid patient volume based on Medicaid
encounters and total encounters during a chosen eligibility period. To calculate Medicaid
patient volume, an EP must divide total Medicaid encounters (numerator) by total 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 to face) patient contact (telehealth),
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 calculations.

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

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

e Medicaid (or a Medicaid demonstration project approved under section 1115 of
the Act) paid for all or part of the individual’s premiums, co-payments, and/or
cost sharing; or

e The individual was enrolled in Medicaid (or a Medicaid demonstration project
approved under section 1115 of the Act), regardless of payment liability, in
accordance with CFR §495.306.

The EHR Professional Patient Volume Calculator can be found at http://www.medicaid.ms.gov.

There are two versions of the EHR Professional Patient Volume Calculator, one for EPs using
Medicaid patient volume only and the other for EPs practicing in FQHCs, RHCs, and IHS. Also,
see Appendix G attached hereto. A copy of the EHR Professional Patient Volume Calculator may
be attached with the MS SLR application as optional 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 encounters by the primary and secondary payer. Managed Care
patient encounters must be identifiable in the Medicaid and all payer encounter counts. DOM
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will verify that all providers have attached this required documentation with applications
submitted.

All Medicaid encounter counts are compared to the provider’s practice management or billing
reports (regardless of financial obligation) for verification of encounters claimed on their
application. Both the total and Medicaid primary and secondary encounters are verified.
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 entered by State and can accept multiple states.
Mississippi Medicaid encounters will be compared to the EP’s and/or Group’s claims data for the
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 post-payment 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. Needy Individual patient volume is calculated using the following formula:

((Needy Individual Patient Encounters + Medicaid Encounters)/Total Patient Encounters) x 100 = n%

To be considered a Needy Individual patient, a patient must meet one of the following criteria:

e Receives medical assistance from Medicaid;
e Receives medical assistance from the Children’s Health Insurance Program;
e Receives uncompensated care by the Provider; or

e Receives services at either no cost or reduced cost based on a sliding scale
determined by the individual’s ability to pay.

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 numerator and denominator during attestation in the MS SLR. Additionally,
encounters for Managed Care patients should be shown on a separate line in the EHR
Professional Patient Volume Calculator (if included in the attestation documentation).

5.2.2.3.3 Group Medicaid Patient Volume

EPs may opt to use Group patient volume as proxy for their individual patient volume. An EP
may use Group patient volume as a proxy for their own under the following conditions:
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e The clinic or group practice’s patient volume is appropriate as a patient volume
methodology calculation for the EP (for example, if an EP only sees Medicare,
commercial, or self-pay patients, this is not an appropriate calculation);

e There is an auditable data source to support the clinic or group practice’s
patient volume determination; and

e The clinic or group practice 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 others use the clinic-level
data).

The clinic or group practice must use the entire clinic or group practice’s patient volume and not
limit it in any way. EPs may attest to patient volume under the individual calculation or the clinic
or group practice proxy in any participation year.

If the EP works in the clinic as well as outside the clinic (or with and outside a group practice),
then the clinic or group practice level determination includes only those encounters associated
with the clinic or group practice.

In order to meet the requirements to use Group patient volume, including the requirement of
an auditable data source, Mississippi will require the clinic or group practice to include all
servicing providers’ claims regardless of the payer or whether or not they are eligible for the
incentive payment.

For purposes of calculating Group patient volume for EPs, the clinic or group should divide:

o The total eligible Medicaid encounters for all EPs in the clinic or group practice
in the continuous 90-day period, 3 month period, 6 month period, or full year
period, in the preceding fiscal year; or

e The total eligible Medicaid encounters in the clinic or group practice in the
continuous 90-day period in the 12-month period directly preceding the
attestation date; by

e The total encounters for the clinic or group practice for all servicing providers
not limited in any way for the same eligibility period.

For Mississippi, a Group will be defined as having the same NPl and TIN. All individual EPs and
clinics or group practices must be registered with the DOM with a current license, must be in
good standing with CMS, the DOM, and the State of Mississippi and must have an NPI and
Mississippi Medicaid provider number. Both the individual EP and Group must have an active
status in the DOM PMF, including active licenses, and all individual EP’s seeking an EHR incentive
payment which is assigned to the Group must be linked to the Group in the MMIS.
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5.3 Provider Registration and Verification

5.3.1 CMS Registration & Attestation System Registration

CMS has ownership of all processes concerning registration at the national level. A brief
description is provided here. More detailed information can be found in the document entitled
“HITECH Interface Control Document.” The most important aspect of the registration process
for the MPIP concerns the interface transaction sent from the CMS Registration & Attestation
System to the MS SLR once a provider has registered with CMS. More detail on this interface is
contained in this Blueprint in Section 5.2.2.1 — CMS Registration & Attestation System — States,
Provider Registration Data Interface (B-6) Process.

Regardless of the provider’s intent to attest with the Medicare or Medicaid EHR Incentive
Program, all providers applying for incentives must first register with CMS Registration and
Attestation System. The CMS Registration and Attestation System will capture basic information
such as provider type (EP or EH) and whether the provider is applying for Medicare, Medicaid, or
both (allowed for certain EHs). 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 establish their registration and has restricted the issuance of the Web accounts to one
per SSN/TIN.

If a provider chooses Medicaid, or both Medicaid and Medicare (EHs only), the provider must
identify the state selected for attestation. The CMS Registration and Attestation System will
check for a valid National Provider Identifier (NPI), TIN (if on record), and for any federal level
sanctions. For EHs only, the CMS Registration and Attestation System will also check for a valid
CMS Certification Number (CCN)®. Providers opting for Medicaid who are not included in the
Social Security Administration (SSA) Death Master File will be passed through to the Medicaid
state selected by the provider. If registration checks complete successfully, the new provider
information will be written to the CMS Registration & Attestation System and sent to the State
for validation in a data transaction defined by CMS named the “CMS Registration & Attestation
System — States Provider Registration Data Interface (B-6).”

Hospitals 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 send a C-5 record to 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 dually eligible hospitals that apply for an MU
incentive payment.

5 Please note that the CCN was previously known as the Medicare Provider number.
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The CMS Registration & Attestation System communicates the registration status back to the
provider.

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

This process will accept and parse the B-6 Interface. The purpose of the B-6 Interface is to
inform the states of new, updated, and inactivated Medicaid registrations. The CMS
Registration & Attestation System will send batch feeds to the states of new EPs and EHs that
registered for the EHR Incentive Program and selected or switched to Medicaid. The data also
includes any updates/changes to the EP or EH entries and any registration inactivation events. A
detailed description of this interface can be found in the document entitled “HITECH Interface
Control Document.”

This process will perform the following actions:

e Accept new transactions;
e Handle duplicate transaction exception; and

e Send back the Provider Registration Confirmation Interface (B-7 Interface)
immediately after the first time a B-6 Interface is received, parsed, and stored
for a given provider. The B-7 Interface will contain an Eligibility Status of
“Pending” and allow CMS to record the fact the B-6 Interface was received by
DOM before DOM determines the provider’s registration status with the State.

Processes to manage transactions that do not pass Exception Handling are not described
because the HITECH Interface Control Document states that CMS does not expect any
exceptions from the B-6 Interface.

If the transaction passes Exception Handling and Duplicate Check processing, the process named
“CMS Registration & Attestation System/MS SLR Data Validation” (described in this section) is
executed.

The CMS Registration & Attestation System/MS SLR data validation process supports the
requirements that provider data in the B-6 Interface be verified by the provider. Process
execution logic depends on several different scenarios:

e NPI from a B-6 Interface transaction being processed does not match a MS SLR
Provider Registration transaction: The B-6 transaction is stored in the MS SLR
awaiting MS SLR Provider Registration using the same NPI.

e NPI from a B-6 Interface transaction being processed does match a MS SLR
Provider Account transaction: The data from the B-6 transaction is matched
against the data input by the provider during MS SLR provider account creation.
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e NPI from a MS SLR Registration transaction being processed does not match a
B-6 Interface transaction: The MS SLR provider can create an account and can
complete the “About You” step. The provider will receive a hard stop after the
“About You” step and will be notified that he/she must complete his/her CMS
Registration and Attestation System application before proceeding in the MS
SLR. The receipt of the matching B-6 transaction will allow the provider to
proceed in the MS SLR.

e NPI from a MS SLR Registration transaction being processed does match a B-6
Interface transaction: The data from the MS SLR Provider Registration is
matched against the B-6 transaction. If all data matches, the provider can
proceed with the completion of their attestation.

In the event that the information entered by the provider and transmitted through the B-6
Interface cannot be validated, the provider may be asked to correct information entered at the
CMS Registration & Attestation System. The MS SLR will not allow any changes to the NPI, SSN,
CCN or TIN entered at CMS Registration & Attestation System. If an EP or EH needs to change
any of this information to proceed, the Help Desk staff will refer them to CMS Registration &
Attestation System where the EP or EH will be responsible for correcting the information. Upon
completion and update at the CMS Registration & Attestation System, the information will be
sent to and incorporated in the MS SLR electronically as an update.

State Reason Codes received on the B-6 transaction 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 & Attestation System. The following table lists the codes. The codes designated by
a “Hard Stop” will cause the provider’s eligibility to be rejected. If the B-6 transaction includes
one of the “Soft Stop” codes, it means the provider’s eligibility was rejected by another state.
This will not exclude the provider from being eligible in Mississippi. Normal eligibility
determination processes will still be performed.
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Table 5-1: State Reason Codes

State Reason

Key
Reason Code Description Code _ Hard Stop
Soft Stop

Eligible Hospitals

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

Eligible Professionals

Not Licensed / Credentialed EPO4
Hospital Based EPO5
Failed Patient Volume EPO6
Failed Practices predominantly at a FQHC EPO7
/ RHC with 30% needy individual patient

volume

No Certified EHR EPO8
Failed A/I/U EPO9S
Failed MU EP10

The B-7 Interface will be sent back to the CMS Registration & Attestation System the second
time as the Provider Final Registration Status Interface (B-7). At this time, the B-7 transaction
will contain an Eligibility Status of “Accepted” or “Rejected” notifying the CMS Registration &
Attestation System of the provider’s registration status with the MPIP. The rejection reason will
be communicated back to the CMS Registration & Attestation System using one of several
codes. Please refer to Table 5: State Reason Codes in Section 5.3.2. The Hard Stop/Soft Stop
designation has no meaning in this context; they all signify that provider eligibility was rejected.
Mississippi may use any of the State-specific codes to specify the reason the provider was
rejected.

5.3.3 MPIP MS SLR Registration

The MS SLR registration process will only accept registration requests from Mississippi Medicaid
Providers. A provider is considered a Mississippi Medicaid Provider if the provider has an active

Page 69



MISSISSIPPI DIVISION OF o Updated .
4 MEDICAID State Medicaid Health Information Technology April 15,2013
) Planning Document

Mississippi Medicaid Provider number. Providers who work in an FQHC or a Coordinated Care
Organization must also have a Mississippi Medicaid Provider number. Any provider who
attempts to register in the MS SLR without a Medicaid Provider number will be prohibited by
the application from proceeding with registration. DOM has emphasized the fact that the
Medicaid Provider number is a requirement for eligibility in the MPIP training for providers.

This process supports provider registration with the MS SLR. The provider verifies information
obtained via the CMS Registration & Attestation System interface and supplies additional
information the State may require for determining eligibility before the attestation process.
Areas of focus within the MS SLR for Mississippi registration and eligibility verification include:

e  Mississippi Medicaid Provider number;

e Professional license number — for 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;

e Provider type and any hospital, FQHC, or RHC affiliation; and

e Provider sanctions/exclusions; those checked at the State level by the MS SLR
include terminated licenses, expired licenses, State terminations, deceased
providers, legal actions, and voluntary terminations by the provider. Based on
the CPI Informational Bulletin, CPI-B11-05, 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) is generated from the MMIS and holds information on all EPs and
EHs that are potentially eligible for the MPIP. The MS SLR Registration Validation from the
MMIS and PMF includes the following checklist:

e Provider and Payee NPI are valid;
e Provider is not deceased;

e Medicaid Provider number is valid, including clinic or group practice Medicaid
Provider numbers;

e Providers have current licenses issued by the State of Mississippi;
e Provider is not sanctioned by Mississippi DOM; and

e Provider type is included in the attestation and is a valid code.
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MPIP MS SLR Registration Validation
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Figure 8: MPIP MS SLR Registration Validation

5.4 MPIP MS SLR Attestation

Once registration is complete, the provider’s next step in applying for the MPIP is to access the
MS SLR and answer a variety of questions attesting to the A/I/U or MU of certified EHR

Page 71



MISSISSIPPI DIVISION OF o Updated .
4 MEDICAID State Medicaid Health Information Technology April 15,2013
) Planning Document

technology. EP and EH attestations are subject to eligibility verification processes as described
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 review of cost reports and data sources prior to payment.

5.4.1 Adoption, Implementation, or Upgrade

Along with the attestation information described above for provider type, eligibility period, and
patient volume, providers also may attest to the A/I/U of certified EHR technology in the first
year. Providers must enter the CMS EHR Certification code from its EHR vendor to identify
their EHR software. 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/I/U attestations.

The definition of Adopt/Implement/Upgrade (A/1/U) in 42 CFR 495.302 allows a provider to
demonstrate A/1/U through any of the following: (a) acquiring, purchasing or securing access to
certified EHR technology; (b) installing or commencing utilization of certified 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, and training, or upgrade from existing EHR technology to
certified EHR technology per the EHR certification criteria published by ONC.

During the attestation process in the MS SLR, the provider is required to supply the following
attestation information to qualify for an A/I/U incentive payment:

e Select Adoption, Implementation, or Upgrade;

e Provide a brief textual description of how the provider meets the criteria for
Adoption, Implementation, or Upgrade of certified EHR technology;

e Attach external documents supporting Adoption, Implementation, or Upgrade
of certified EHR technology. DOM prefers that a signed contract is uploaded
demonstrating proof of a fiscal relationship between the vendor and the EP/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 End-User
License Agreement (EULA), or other evidence that sufficiently demonstrates
A/l/U.

e Certified EHR Technology: Enter ONC certification code. CMS publishes a list of
codes identifying all ONC certified EHR technology products. During attestation
the provider must enter the code from its EHR vendor to identify the EHR.

e Attestation Agreement: Sign and attach an Attestation Agreement indicating
A/1/U. Attestation Agreement must be executed by the Eligible Provider or the
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designated 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 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 demonstrating they are meeting
Meaningful Use criteria. Meaningful Users must meet the same certified EHR technology and
patient volume criteria as described for A/I/U. In addition, Meaningful Users must meet
required Core and Menu objectives and Clinical Quality Measures (CQM).

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 certified EHR technology 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 generate a report including the numerator, denominator, and
the resulting percentage for all percentage-based MU measures (specified in the certification
criterion adopted at 45 CFR 170.302(n)).

Please note that providers cannot use a non-certified system to calculate 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 measures are a product of a provider’s certified
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 function is currently available but not required until 2014. MS
SLR will validate that the requirements for MU have been met.)

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 (generally the second year of MPIP participation) providers
must meet MU requirements during a single 90-day reporting period within the current calendar
(EPs) or federal fiscal year (EHs) in order to receive the second payment. In subsequent years of
participation, the MU EHR reporting period is a full year, with attestation and payment occurring
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directly after the close of the calendar (EPs) or federal fiscal year (EHs). In some cases, EPs and
EHs may have attested to MU with 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 the same payment year must follow the Medicare guidelines for determining MU.

5.4.2.2 Meaningful Use - EHs

As described above, after attesting to 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 CAHs, “year” means the
federal fiscal year.

For Stage 1, EHs are required to meet a total of 17 MU objectives from a list of 22: 12 are
required core objectives; and the remaining five objectives may be chosen from the list of ten
menu set objectives. The final rule of the EHR Incentive Program gives states the opportunity to
choose any of the four menu set public health measures as a core requirement for Medicaid.
DOM will not require any additional MU criteria for EHs. Additionally, as a part of MU, EHs are
required to submit data on 15 CQMs. Appendix | contains the listing of Stage 1 MU core and
menu set objectives.

For Stage 2, EHs are required to meet a total of 19 MU obijectives, 16 of which are required core
objectives; and the remaining three objectives may be chosen from the list of six menu set
objectives. In addition, EH’s must report on 16 of 29 Clinical Quality Measures and must
electronically report those CQM’s.

During the attestation process in the MS SLR for Stage 1 MU, the provider is required to supply
the following attestation information to qualify for Meaningful Use incentive payment:

e Select MU (first MU submission only);

e Attach external documents supporting Meaningful Use of certified EHR
technology. DOM prefers that a signed contract 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 End-User License Agreement
(EULA), or other evidence that sufficiently demonstrates MU.

e Certified EHR Technology: Enter ONC certification code. CMS publishes a list of
codes identifying all ONC certified EHR technology products. During attestation
the provider must enter the code from its EHR vendor to identify the EHR.

e Using certified EHR technology, respond to the Meaningful Use Core, Menu, and
Clinical Quality Measures (CQM) objectives.
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e Attach the following supporting documentation (required by the MS Division of
Medicaid):

0 CPOE Report
O Problems List Report
0 Security Risk Questionnaire (optional)

e Attestation Agreement: Sign and attach an Attestation Agreement indicating
Meaningful Use. Attestation Agreement must be executed by the designated
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 verify 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 & Attestation System is sending Medicare hospital attestation
data to the State for dually eligible EHs via the Dually Eligible Hospital Attestation Data (C-5).
MPIP will evaluate the C-5 Interface Transaction attestation data to determine if the hospital has
been approved for Medicare payment. If the hospital is eligible for Medicare payment, then the
hospital will be deemed eligible to meet Medicaid MU requirements and will not have to
complete the MU validation questionnaire. As a result, the attestation agreement will show
that the hospital has been deemed a meaningful user by CMS. CMS still requires the State to
send the Medicaid Payment Request Response Interface (D-16) transaction prior to issuing
payment. EHs that are dually eligible will still have to meet the Medicaid patient volume
requirements.

5.4.2.3 Meaningful Use - EPs

After attesting to A/I/U with the MPIP, EPs will be required to attest to MU in subsequent
program years to receive incentive payments. For EPs, “year” means calendar year.

For Stage 1, EPs are required to meet a total of 18 MU objectives from a list of 23 MU
objectives: 13 are required core objectives; and the remaining five objectives may be chosen
from the list of ten menu set objectives. The final rule of the EHR Incentive Program gives states
the opportunity to choose any of the four menu set public health measures as a core
requirement for Medicaid. DOM will not require any additional MU criteria. Additionally, as a
part of MU, EPs must submit CQMs with their MU attestation. Appendix | contains the listing of
MU core and menu set objectives.

Some MU objectives are not applicable to every provider’s clinical practice, eliminating any
eligible patients or actions for the measure denominator. In these cases, the EP would be
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excluded from having to meet that measure. Examples of exclusions include dentists that do
not perform immunizations and chiropractors that do not e-prescribe.

For Stage 2, EP’s are required to meet a total of 20 MU objectives: 17 of the objectives are
required core objectives; and the remaining three objectives may be chosen from the list of six
menu set objectives (see Appendix I). EP’s must also report on 9 of 64 approved CQMs and must
electronically report their CQM data.

During the attestation process in the MS SLR for Stage 1 MU, the provider is required to supply
the following attestation information to qualify for Meaningful Use incentive payment:

e Select MU (first MU submission only);

e Attach external documents supporting Meaningful Use of certified EHR
technology. DOM prefers that a signed contract 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, EULA, or other evidence that
sufficiently demonstrates MU.

e Certified EHR Technology: Enter ONC certification code. CMS publishes a list of
codes identifying all ONC certified EHR technology products. During attestation
the provider must enter the code from its EHR vendor to identify the EHR.

e Using certified EHR technology, respond to the Meaningful Use Core and Menu,
objectives, including CQMs.

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

0 CPOE Report
O Problems List Report
0 Security Risk Questionnaire (optional)

e Attestation Agreement: Sign and attach an Attestation Agreement indicating
Meaningful Use. Attestation Agreement must be executed by the Eligible
Professional. 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 verify accuracy of information contained on the Attestation
Agreement, including the designated Payee.
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5.4.3 Changes to Exclusions

Beginning in 2014, EPs and EHs will no longer be permitted to count exclusions toward the
minimum of 5 menu objectives on which they must report if there are other menu objectives
that they can achieve.

EPs and EHs will not be penalized for selecting a menu objective and claiming the exclusion if
they are able to qualify for an exclusion on all remaining objectives. For example, EPs who
select the menu objective to submit data to an immunization registry and claim the exclusion on
it would also be able to claim the exclusion for the remaining public health objectives.

5.5 MPIP MS SLR Payment Calculation/Verification

At the successful completion of the registration and attestation verification of eligibility process,
DOM will begin to disburse incentive payments. The payment process involves a number of
important activities:

e Calculating the payment;

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

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

5.5.1 Payment Calculation

Payments are calculated differently for EPs and EHs.

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
automatically determine eligibility for the incentive payment. The EP Medicaid EHR incentive
payment (a fixed amount), based on the EP’s year of participation, is specified in the table
below. The table includes payment for A/I/U. The preliminary payment amount is subject to
DOM verification. In the event of an audit, the EP must have auditable supporting
documentation, such as reports from their practice management system, for each included line
item. Providers will be given the option of uploading or faxing the supporting information with
their attestation.

EPs may not receive EHR incentive payments from both the Medicare and Medicaid programs in
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 program. After
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an EP qualifies for an EHR incentive payment under one program before 2015, an EP may switch
between the Medicare and Medicaid programs one time. Upon 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 after attesting to MU of certified EHR technology for a
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.

Table 5-2: 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
Payment in 2011 Payment in 2012 Payment in 2013 Payment in 2014 Payment in 2015 Payment in 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

5.5.1.1.

Note: The total for pediatricians who meet the 20 percent patient volume but fall short of the 30
percent patient volume is 514,167 in the first year and 55,667 in subsequent years. This adds up
to a maximum Medicaid EHR incentive payment of 542,500 over a six-year period.

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 may 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
as a Group in the MMIS and the payee’s NPI, SSN, TIN, or Medicaid Provider Number must
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 cannot be changed at the State level.
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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 disbursed 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 as indicated.

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. Only CMS pre-approved 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:

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

e Medicaid Acute Inpatient Bed Days;

e Medicaid Managed Care Acute Inpatient Bed Days;
e Total Acute Inpatient Bed Days;

e Total Hospital Charges; and

e Total Hospital Uncompensated Care Charges.

DOM will verify the EH’s calculation of their overall EHR amount. The overall amount is the sum
over four 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 percent in year 2, 50 percent in year 3, and 25 percent in year 4. For
years 2-4 the rate of growth is assumed to be the previous 3 years' average. Note that if a
hospital’s average annual rate of growth is negative over the three year period, it will be applied
as such. Transition factors are applied to years one through four in the following amounts: Year
One — 100 percent; Year Two - 75 percent; Year Three - 50 percent, and Year Four - 25 percent.

Auditable data sources will be used to calculate the Medicaid aggregate EHR hospital incentive
amounts, as well as determining Medicaid incentive payments to these EHs. Auditable data
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sources for the calculation of the Medicaid EHR incentive amounts are the EH’s
Medicare/Medicaid cost reports.

For the purpose of calculating the Medicaid discharges for determining the annual Medicaid
patient volume percentage, DOM will allow EHs to count discharges when Medicaid is the
primary or secondary payer, regardless of payment liability on the discharge. This method is in
accordance with the instructions from CMS'’s Facts, Answers, and Questions section published
on the CMS Website.

The “Medicaid Share,” which is applied against the aggregate EHR incentive amount, is
essentially the percentage of an EH’s Medicaid inpatient days divided by the total inpatient non-
charity care days. This method is in accordance with the instructions from CMS’s Facts,
Answers, and Questions section published 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 any given payment year, no annual Medicaid EHR incentive payment to an EH may exceed 50
percent of the EH’s aggregate EHR incentive amount. Likewise, over a two-year period, no
Medicaid EHR incentive payment to an EH may exceed 90 percent of the aggregate EHR
incentive amount. A hospital cannot receive payments after 2016 unless the hospital received a
payment for the previous year. Prior to 2016, Medicaid EHR incentive payments to EHs can be
made on a non-consecutive annual basis.

Due to the high cost of hospital 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 (Year 1 - 50 percent, Year 2 — 40 percent, Year 3 — 10 percent). The entire EH payment
calculation is defined in the worksheet included in Appendix G.

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

e C(Calculate the average annual growth rate over three years using the
Medicare/Medicaid Cost Reports prior to the most current Cost Report.

e (Calculate the total Medicaid discharges using the Medicaid discharges in the
Medicare/Medicaid Cost Reports plus the discharges where Medicaid is the
secondary payer. Only discharges between 1149 and 23,000 per CCN will be
allowable discharges.

e C(Calculate each of the next four year’s total discharges by multiplying the
previous year’s discharges times the average computed growth rate.
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e C(Calculate the Medicaid Aggregate EHR Incentive Amount for each year by
adding (total discharges times $200) to the $2,000,000 base.

e Apply the appropriate transition factor to each year’s Aggregate EHR Incentive
Amount. (Year One — 100 percent, Year Two — 75 percent, Year Three — 50
percent, Year Four — 25 percent).

e C(Calculate the total Overall EHR Incentive Amount by adding the total of each
year with the transition factor applied.

e Apply the Medicaid Share percentage to the Overall EHR Incentive Amount.
(See Medicaid Share calculation below). This is the hospital’'s Medicaid
Aggregate EHR Incentive amount.

Calculation of the Medicaid Share percentage:

e Total Medicaid days includes both the total Medicaid Days and total Medicaid
HMO days from the Medicare/Medicaid Cost Report.

e (Calculate the non-charity percentage. Divide the (total hospital charges less
uncompensated care) by the total hospital charges.

e (Calculate the non-charity days by multiplying the non-charity percentage times
the total hospital days.

Calculate the Medicaid Share percentage by dividing the Medicaid days by the non-charity days.
DOM has created a calculation worksheet for EHs that mirrors the calculation in the MS SLR
application. The calculation worksheet is included as Appendix G: EHR Hospital PIP Calculator
and will be available on DOM’s Websites and made available through its outreach program.

Hospitals must use their filed and accepted cost report data only in the onetime calculation of
the EH's incentive payment amount. EHs are required to use the last four (4) consecutive years’
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 adjustments 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 2552-96 cost report, the authorized data sources are:

e Total Discharges - Worksheet S-3 Part 1, Column 15, Line 12
e Medicaid Days - Worksheet S-3, Part |, Column 5, Line 1 + Lines 6-10
e Medicaid HMO Days - Worksheet S-3, Part |, Column 5, Line 2

e Total Inpatient Days - Worksheet S-3 Part 1, Column 6, Line 1, 2 + Lines 6 -10

Page 81



MISSISSIPPI DIVISION OF o Updated .
4 MEDICAID State Medicaid Health Information Technology April 15,2013
) Planning Document

e Total Hospital Charges - Worksheet C Part 1, Column 8, Line 101
e Charity Care Charges - Worksheet S-10, Column 1, Line 30

0 DOM does not expect that any 2552-96 cost reports will be submitted
due to the change to 2552-10. However, DOM will accept the PDF
version of the 2552-96 cost reports for EHR Incentive Payments or the
hospital can use zero for the Charity Care Charges.

For hospitals filing the 2552-10 cost report, the authorized data sources are:
e Total Discharges - Worksheet S-3 Part 1, Column 15, Line 14
e Medicaid Days - Worksheet S-3, Part |, Column 7, Line 1 + Lines 8-12
e Total Inpatient Days - Worksheet S-3 Part 1, Column 8, Line 1, 2 + Lines 8 - 12
e Total Charges - Worksheet C Part 1, Column 8, Line 200
e Charity Care Charges - Worksheet S-10, Column 3, Line 20

For new hospitals or hospitals that have a change of ownership with a new CCN, CMS is 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 calculation. The hospital
must use the previous year’s cost report. For example, if cost report year 2008 contained 13
months, the hospital would have to use the cost reports for 2010, 2009, 2007, and 2006.

DOM will utilize the applicable statistics and financial data from the hospitals’
Medicare/Medicaid Cost Reports for the last four years to validate the initial calculation of the
incentive payment amount and to validate that the average length of stay does not exceed the
25-day maximum. This means that the hospital must submit four cost reports on their initial
application for the first payment. For subsequent years, the hospital’s cost report ending during
the previous federal fiscal year will be used, and only the most recent cost report will be
required.

5.5.1.2.1 Managed Care Payment Calculation
DOM'’s Coordinated Care program, MississippiCAN, began in January, 2011, and does not include
any inpatient services.

5.5.2 CMS Verification

Before payment can be distributed, a final CMS check must be performed to validate that the
provider can receive payment. The validation is done via the Medicaid Payment Request
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Response Interface (D-16) to the CMS Registration & Attestation System. The CMS Registration
& Attestation System will return a batch interface transaction via the Medicaid Payment
Request Response Interface (D-16) authorizing the payment or denying it with a Denial Reason,
such as a duplicate payment or federally excluded reason.

5.6 MPIP Payment Entry/Processing

DOM will use the existing MMIS system to make provider payments. The automated payment
interface from the MS SLR to the MMIS system is now operational and facilitates a streamlined
payment process 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. The MMIS will notify the MS SLR that a payment was made; allowing the MS SLR
to create the batch interface transaction notifying the CMS Registration & Attestation System
that payment is complete.

DOM is making EHR incentive payments from the MMIS on a weekly basis. DOM makes the
incentive payments to the provider, the employer, or a facility assigned the payments without
any reduction or rebate. DOM does not make incentive payments to any entities promoting the
adoption of certified EHR technology since none exist in Mississippi.

DOM will use existing MMIS capability to take advantage of existing reconciliation, accounting,
tracking, and reporting capability supporting provider reimbursement. Reporting capabilities of
the existing MMIS and Decision Support System/Data Warehouse (DSS) will be utilized to
facilitate the CMS-37 and CMS-64 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 current MMIS system will
be replaced during the life of the EHR incentive program.

5.7 MPIP MS SLR Payment Complete

As stated above, the MS SLR must send a Medicaid Payment Completion Interface transaction
(D-18) to the CMS Registration & Attestation System when the payment is distributed to the
Provider. The D-18 will be sent five business days after the payment is issued.

5.8 MPIP MS SLR Inquiry

The MS SLR allows inquiry processes for providers to track the progress of their incentive
payments, including if their attestation has been received, sent to CMS, or approved for
payment. Inquiry processes may also be used by Xerox Help Desk Support Representatives to
answer providers’ questions or provide guidance to providers to correct information. In addition
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to contacting the Xerox Help Desk, providers have the option to call DOM staff to inquire about
specific information contained outside of the MS SLR.

5.9 MPIP MS SLR Update and Risks

DOM is participating in a multi-state 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/I/U approval. Version 1 of MS SLR
also enabled verification of most of the pre-payment audit requirements for approval of
payment and captures the required documentation for additional manual review and/or audit of
the attestation.

Version 2 of the MS SLR was implemented in the 1* 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 may include the patient volume calculators found at
www.medicaid.ms.gov, contractual documents, reports from the EHR system and other

documents. See the CMS-approved screenshots pertaining to MU in Version 2 attached 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 will allow the DOM payment approver to see the attestation and all supporting
documentation. The Dashboard includes expanded tools and reporting to support the
additional pre- and post-payment audits, payment tracking and analysis of provider attestation
statuses.  Xerox is phasing in online post-payment audit tools and tracking of audit, appeals,
and recoupment/adjustment. The first phase is complete and subsequent functionality is
expected to be completed in 2013. 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 by Xerox.

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 multi-stakeholder approach has
created many challenges, including configuration and customization of the application for
Mississippi DOM-specific needs. For example, DOM has chosen to forgo implementing the
post-payment auditing function within the MS SLR until it is more robust. Although many states
are satisfied with the current functionalities available within the Xerox solution, DOM continues
to perform audit, recoupment and adjustment, and appeals processes manually outside of the
MS SLR due to the limited functionality.

Xerox has updated the system to incorporate Stage 1 2013 changes related to the Final Rule.
Xerox also plans to develop and implement changes required by the Stage 2 Final Rule in 2013.
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One potential risk relating to the MS SLR will be releasing updates within the deadlines set forth
by CMS for 2013, while maintaining the integrity of the software and current functionalities.

Another risk specific to the MS SLR relates to CMS'’s changes to the definition of a Medicaid
encounter. DOM foresees many challenges in verifying encounters that do not have an
associated claim searchable within the MMIS. DOM is concerned that this change will require
more robust post-payment audit requirements, increasing the need for resources and
potentially creating a larger burden upon providers to demonstrate proof through auditable
data sources.

5.10 Program Oversight

5.10.1 MPIP MS SLR Prepayment Verification

DOM is conducting a robust and comprehensive prepayment oversight program. The
prepayment oversight activities are led by the Office of Information Technology Management
(iTECH). The levels of prepayment oversight and monitoring include the review, tracking and
verification of provider attestations, including all of the information and documents necessary
for a Medicaid provider to receive an incentive payment for each program year. This process
ensures each provider meets provider registration, attestation, and eligibility criteria prior to
receiving their incentive payment. Prepayment verifications are primarily performed by the MS
SLR through configurable items within the application; however, iTECH staff members also
perform some manual verifications prior to releasing providers for payment.

5.10.1.1 Automated Prepayment Verification Process

As a part of the prepayment verification process, the automated MS SLR functions and the CMS
Registration and Attestation System are leveraged to assure that no duplicate Medicaid EHR
incentive payments are paid by more than one state or between the Medicaid and Medicare
programs. The MS SLR automated processes and manual stops will also ensure that the
incentive payments are made accurately, without reduction or rebate and will be made directly
to a provider or to an eligible third - party entity to which the provider has assigned payments.

DOM has created a PMF that consists of all EPs and EHs to compare to B-6 Interface information
during MS SLR Registration. The PMF excludes all providers whose licenses have expired, as well
as all OIG excluded providers and State of Mississippi exclusions. The PMF also includes those
EPs who qualify as “non-hospital” based and excludes all EPs listed on the State death registry.
The PMF is automatically 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 Mississippi
sanctions are updated daily.
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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 entered by providers aligns with
program rules and that required documents are attached.

The MS SLR will automatically verify the following items during the attestation process:
e Eligibility reporting period using dates entered by the provider;
e (EHs only) — Average Length of Stay is less than 25 days;

e Medicaid patient volume (or Needy Individual Patient Volume) using numerator
and denominator;

e ONC EHR certification number by matching the provider certification number
with the ONC Certified HIT Product List;

e A/I/U criteria or MU criteria, depending upon the attestation type; and
e Provider NPl and SSN/TIN and payee NPI 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 MS SLR 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 document. DOM currently uses a comprehensive attestation document that ensures
DOM and CMS that the provider meets the requirements for eligibility and incentive payment.
The attestation agreement will be automatically generated from the information entered into
the MS SLR by the provider and will vary based on provider type. The attestation agreement
includes the following statements that the provider:

e |s voluntarily participating in the Mississippi Medicaid EHR Incentive Payment
Program;

e Has met all of the eligibility requirements for the program for the payment year;

e 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;

e Agrees that any assignment of the EHR Incentive Payment is made voluntarily;

e 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;
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Understands that any falsification or concealment of material information may
result in the provider being declared ineligible to participate in this program or
any other Mississippi Medicaid program;

Understands that any incentive payments found to have been made based on
fraudulent information or attestation may be recouped by DOM, including all
collection costs and penalties that may be assessed by the State of Mississippi;

Understands that the EHR incentive payments are treated like all other income
and are subject to federal and state laws regarding income tax, wage
garnishments, and debt recoupment;

Certifies that information contained in the MS SLR and attestation agreement is
true, accurate, and complete; and

Understands that Medicaid EHR incentive payments submitted under this
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:

As a final step in the prepayment verification process, the MS SLR will work to prevent multiple

The above statement will appear directly above the provider’s signature or, if
they are printed on the reverse of the form, a reference to the statements must
appear immediately preceding the provider’s signature;

The provider’s signature;

The provider and provider’s name, NPI, SSN, and TIN appears on the attestation
agreement;

The provider is responsible for verifying both the provider and provider’s payee
information is correct on the attestation agreement; and

The provider attestation must be resubmitted upon any change in the provider’s
attestation and/or representative.

payments to providers by:

Indexing files using the CCN, NPI, and TIN as the key for EHs;
Indexing files using NPl 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 EPs — the Web account is only issued using the Provider’s SSN. The
individual Provider is only issued one account per SSN.
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0 EHs — the Web account is only issued using the hospital’s CCN. The
hospital is only issued one account per CCN.

5.10.1.2 iTECH Staff Prepayment Verifications

iTECH staff includes a combination of trained internal staff and new contracted staff to
administer the MPIP program. iTECH staff members are responsible for conducting manual
prepayment verifications and provider outreach. To ensure that staff levels are appropriate for
the MPIP program, quarterly reports are reviewed to assess attestation-to-payment time and
provider outreach efficiency. Over time, staff levels have been increased to support paying
incentives in a timely manner.

5.10.1.2.1 Manual Prepayment Verification Process
iTECH staff review every attestation prior to releasing for payment. Given that the MS SLR
cannot automatically verify all information, the iTECH manual verification process for all
providers includes:

e Ensuring that all documentation attached is correct and accurate as described
by the MS SLR;

e Verifying that the certified EHR technology contract is valid within the last 12
months;

e Ensuring that the attestation agreement is signed and valid according to DOM
regulations; and

e (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 provider's e-mail address with
instructions on how to correct.

In addition to verifying documentation, iTECH performs several other manual verifications on
EPs prior to payment. These verifications include:

e 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

e Verifying that the SLR payment report matches the SLR request for approval to
pay file.

Any exceptions are noted and researched for the reason for non-approval. The following is a
“checklist” of items that will be used by iTECH staff to verify attestations prior to payment.
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Table 5-3: Checklist of Items for Pre-Payment Verification

Requirement

Automated State Level Registry System /
Manual Process

Collect and verify basic information
to assure Provider enrollment
eligibility upon enrollment or re-
enrollment to the Medicaid EHR
payment incentive program.

Automated — MS SLR

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 documentation

Collect and verify basic information
to assure that PA EPs are practicing
predominantly in a FQHC or RHC and
are so led by the PA.

Automated — MS SLR

Assure that Medicaid providers who
wish to participate in the EHR
incentive payment program have or
will have a NPI and will choose only
one program from which to receive
the incentive payment using the NPI,
a TIN, and CMS' national provider
election database.

Automated — CMS Registration & Attestation
System and MS SLR

Manual — Review NPI, TIN and active license
for validity

Based on provider type, assure that
the provider meets all requirements
to be eligible to participate in the
EHR Payment Incentive Program as a
Medicaid Provider. “All
requirements” means all
requirements that can be verified
using external data sources available
to DOM.

Automated — MS SLR

Manual - Review of provider supporting
documentation
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Requirement

Automated State Level Registry System /
Manual Process

To eliminate long-term care
hospitals, ensure that a hospital
eligible for incentive payments has
demonstrated an average length of
stay of 25 days or less.

Automated — MS SLR will calculate the average
length of stay for all hospitals. The calculation
will be the total 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 average
length of stay is greater than 25 days.

Ensure all eligibility information is
verified at least on an annual basis.

Provider eligibility information is only
going to be verified when the
Provider requests a payment via the
MS SLR.

Automated — MS SLR

Manual - Review of Provider supporting
documentation

Verify the Provider has met the
certified EHR requirements, through
use of the ONC - certified EHR code
and attached vendor contracts,
purchase order, EULA or license
agreement.

Automated - MS SLR

Manual verification is required to ensure the
document attached is the type to which
attestation is made.

Based on Provider type, assure the
MU Core requirements have been
attested to and are accurate.

Automated - MS SLR

Manual — review specific objectives, including
CPOE, problem list and DOM security risk
analysis questionnaire

*The DOM security risk analysis questionnaire
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
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Requirement

Automated State Level Registry System /
Manual Process

Capture and verify clinical quality
measures from each Provider.

Automated —MS 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 six
years.

Automated — CMS Registration & Attestation
System and MS SLR

Assure a Provider does not receive
duplicate payments for any given
year.

Automated — CMS Registration & Attestation
System and MS SLR

Ensure that each Provider that
collects an EHR incentive payment
has collected an incentive 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 year
within the active program period.

Automated — MS SLR
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Requirement Automated State Level Registry System /
Manual Process

Assure that Medicaid EHR incentive Automated — MS SLR
payments are made without
reduction or rebate have been paid
directly to a Provider or to an
employer, a facility, or an eligible
third-party entity to which the
Medicaid Provider has assigned

payments.
Ensure that any existing fiscal Does not apply to MS providers. Incentive
relationships with providers to payments are made directly to the provider.

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 managed care
incentive payment rules at
§438.6(v)(5)(iii).

Ensure that only appropriate funding Manual - MMIS and State accounting
sources are used to make Medicaid processes.
EHR incentives.

DOM apportions money from the
proper account, via existing DOM
accounting processes, before the
money is disbursed.

5.10.1.3 MMIS Automated Audits

The MMIS conducts automated audits before payment is generated in the MMIS. MMIS audits
include:

e 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 to correct the problem;
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e Verifying that the provider’s Mississippi Medicaid ID is active; and

e (For EPs only) — Verifying that the EP’s license is active and valid.

5.10.2 Financial Reporting

MPIP Financial Reporting is conducted through iTECH and the Bureau of Finance and Accounting
by leveraging functions available in the MS SLR. The MS SLR incorporates reporting capabilities
for the incentive payment program, including pre-payment verification activities, post-payment
auditing activities, and incentive payment amounts by provider type. iTECH and the Bureau of
Finance and Accounting utilize these reporting capabilities, in addition to guidance from the
Final Rule, to report to CMS on oversight activities and financial activities.

DOM claims federal reimbursement in accordance with all applicable federal laws, regulations,
and policy guidance. More specifically, the Bureau of Finance and Accounting has a process in
place to ensure that its expenditures for administration of the MPIP will not be claimed at
amounts higher than 90 percent of the cost of such administration. A separate reporting
category, 039 SLR Incentive Payments, has been established to identify all direct costs related to
the Medicaid EHR incentive payment program. This category of service is tracked throughout
the following reports produced from the MMIS:

e RX045 — Final Payment Summary

e RXO047 — Financial Transaction Summary

e RX048 — Medicaid Register by Provider Type

e RXO051 — Preliminary Payment Summary

e RX053 — Remittance Activity Control Totals

e RX054 — Remittance Advice (RA)

e RX100 - Final Payment Estimation by Billing Provider
e RX124 — Weekly Category of Service Summary

e RX134 — New Financial Transactions Report

e RX141 - Financials by Category of Service

e RX241 - Monthly Financials by Category of Service
e RX245 — Monthly Final Payment Summary

e RX341 - Quarterly Financials by Category of Service
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e RX345 — Quarterly Final Payment Summary

Administrative costs are determined based on our agency accounting records. Expenses related
to HIT are designated with distinct reporting codes within the accounting system. Monthly and
quarterly account reconciliations and preparation of the quarterly CMS-64 reports identify all
administrative expenditures related to the Medicaid EHR incentive payment program, including
any expenditure erroneously claimed at an amount higher than 90 percent. The Bureau of
Finance and Accounting would take corrective action immediately if erroneous expenditures are
identified.

The Bureau of Finance and Accounting also has a process in place to ensure that it does not
claim amounts higher than 100 percent of the cost of such payments to providers. This control
process will be supported by reports based on data extracted from MMIS and the MPIP MS SLR
solution, which will be compared to estimated expenditures from the CMS-37.

Additional financial oversight reports include:

Table 5-4: Additional Financial Oversight Reports

Report Frequency
Reports showing payments pending by Weekly and Monthly
Provider.
Reports showing payments made by Weekly and Monthly
Provider.
Payment reconciliation reports to track Weekly and Monthly.
payment by NPI/Provider ID from MS SLR Dollars in the payment calculation of MS SLR by Provider.
to MMIS to MS SLR to the CMS Dollars input in to the MMIS system by Provider.
Registration & Attestation System. Payments made by MMIS to Provider.
Payments reported to the MS SLR by Provider.
Payments reported to the CMS Registration & Attestation
System by Provider.
Reports tracking the status of all Weekly and Monthly

applications in the redetermination or
appeals processes.

CMS Report with number of providers by Year One Report - Quarterly and Annually
type and location using A/I/U.

Aggregated Tables for A/I/U. Year One Report - Quarterly and Annually

CMS Report with number of providers by Year Two & beyond - Quarterly and Annually
type and location using MU.
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Report Frequency
Aggregated Tables for MU. Year Two & beyond - Quarterly and Annually
Quantitative data on how the incentive Quarterly and Annually

payment program addressed individuals
with unique needs, such as children.

DOM will create additional reports as necessary to administer, manage, and monitor MPIP.

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 pre-payment verifications of 100 percent
of all provider attestations and will follow a rigorous pre-payment verification process. As
noted above, certain pre-payment verifications are automated through the MS SLR, while other
pre-payment verifications are manually completed by iTECH staff. The verification workflow
begins after the provider completes registration and attestation. DOM has up to 60 days to
verify the provider’s eligibility and an additional 45 days to distribute payment. This 45-day
period starts after payment authorization is confirmed through the Medicaid Payment Request
Response Interface (D-16).

DOM Bureau of Compliance and Financial Audit (BCFA) staff members are responsible for
conducting post-payment audits on behalf of DOM. BCFA staff members will leverage all
existing data sources for post-payment verifications, including MMIS claims data for comparison
to a provider’s self-reported data.

Post-payment audits of providers that have attested to and been paid for A/I/U have already
commenced. BCFA will begin conducting post-payment audits of providers that have attested to
and been paid for MU in 2013. The post-payment MU audit strategy is included in Appendix J.
Appendix J is marked as confidential and will not be released as part of the public document.

5.11.1 Pre-Payment Audits

DOM conducts pre-payment 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 post-payment 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 post-payment verifications, for
A/1/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 in attestation 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 when the provider 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 abuse prevention includes the previously
described pre and post-payment verification and audit activities with additional investigation
that starts at the conclusion of the initial pre and post-payment audit processes. When DOM
determines that there is an issue related to payment that is more than a provider’s mistake or
error or negligence then the provider is referred to the Attorney General’s Medicaid Fraud
Control Unit (MFCU) for investigation. The MFCU has specific authority to investigate and
prosecute Medicaid 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

Xerox is in the process of developing and implementing the recoupment and adjustment
functionalities within the MS SLR. DOM anticipates that by 2013 the MS SLR will have the ability
to capture recoupment and adjustment information, including tracking
recoupments/adjustments and flagging providers that have been paid improperly in previous
program years.

Recoupments and adjustments of Medicaid EHR incentive payments will be handled in the same
fashion as all other Medicaid claims. DOM will use its current recovery process (MS Code 43-13-
121) to take corrective action regarding any improper payments to providers through the MPIP.
DOM recognizes the need to repay CMS all FFP received by providers in the event of an
improper payment, regardless of whether or not DOM has actually received the recoupment.

DOM plans to use the current MMIS functionality to track overpayments and will utilize MMIS
negative payment files to facilitate the recoupment or adjustment of incentive payments. To
date, DOM has not completed a recoupment or adjustment for any incentive payments that
have been distributed.
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5.12 Administrative Redetermination and Appeal Plan

This section of the SMHP describes the DOM appeals process regarding the MPIP appeal rights,
the valid reasons for an appeal, and types of provider eligible for an appeal. The
redetermination and appeal processes will proceed in accordance with the Mississippi state law
and the Division of Medicaid State of Mississippi’s Administrative Code Title 23, Part 300 —
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 determination of eligibility, including but not limited to the following DOM decisions:

e Measuring patient volume;
e Demonstrating MU; and
e Efforts to adopt, implement, or upgrade to certified EHR technology.

The first step in the appeals process is for the provider to request an informal reconsideration
prior to invoking a formal appeal. This can be achieved by contacting iTECH staff. iTECH staff
may grant the provider the opportunity to make changes to their MS SLR information after the
informal reconsideration 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 decision by filing a written notice for appeal with the
Bureau of Administrative Appeals within 30 days of the written receipt of the adverse decision.
State of Mississippi law requires 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 DOM. The notice of appeal is considered filed
when it is date stamped by the Bureau of Administrative Appeals. The notice must identify the
issues being appealed, explain the reasons why the provider disagrees with the adverse
decision, and include all supporting documentation.

DOM will manually update the status of all formal appeals in the MS SLR. This process allows
DOM to maximize the benefits of using the existing system for all appeals and minimizes
administrative costs of the program. Redeterminations will be an informal process and will be
documented within the MS SLR or an internal system depending on when the redetermination
request is made. Inquiry and reporting capability will be supported on all data collected within
the MS SLR. All transactions within the MS SLR will be logged for monitoring, tracking, and audit
purposes.
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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,
etc.). “Historical log” information will be stored in the 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 and track appeals,
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 assist in answering provider questions.

DOM has an existing relationship with the Mississippi Attorney General’s Office Medicaid Fraud
Control Unit and has incorporated this process as part of the MPIP oversight responsibilities.

The provider will receive a fair hearing in accordance with the Division of Medicaid State of
Mississippi’s Administrative Code Title 23, Part 300 — Appeals. DOM has not updated its appeals
process since program inception, but may reserve the right to do so in subsequent SMHP
updates based 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

DOM has established an e-mail address for provider issues and complaints. The e-mail account
is monitored daily and distributed to the appropriate person to resolve the issue. Mississippi
DOM assists providers in addressing all issues as quickly as possible. DOM will track the issue to
its final resolution and will maintain a log of ongoing and resolved issues. DOM will summarize
and categorize all provider issues received.

5.13 MPIP MS SLR Post Payment Processing

Whenever a provider’s incentive payment is adjusted due to an audit finding, the state will
notify CMS via a CMS Registration & Attestation System Medicaid Payment Adjustment
Interface (D18 — payment adjustment/recoupment) transaction.

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 these quarterly reports directly to CMS on or
before the required deadlines on the required CMS template. The template includes the
following items:

e State System - Dates

0 Registration Implementation
0 AlU Attestation Implementation

Page 98



! MISSISSIPPI DIVISION OF . . Updated .
J MEDICAID State Medicaid Health Information Technology April 15, 2013
= Planning Document

0 Payments Implementation
0 Audits Implementation
0 MU Attestation
0 |IAPD Expiration

e Provider Outreach — Number and Dates
0 Outreach Events
0 Phone Calls
0 Emails

e Auditing — Planned and Actual Dates
0 EP AIU Audits
0 EP MU Audits
O EH Audits

e State-Specific SMHP Tasks — Planned and Actual Dates
0 Conduct Year One post payment audits and analysis
0 Finalize audit plan for Year Two MU and other program requirements
0 Receive CMS APD approval for eligibility determination remediation
0 Develop requirements/release RFP for interface to the State HIE and NwHIN
0 Create RFPs for NwHIN platform consulting, IV&V, and implementation vendors
O Release MMIS system replacement RFP
0 Develop audit plan for year 2013 MU and other program requirements
0 Start development of required changes to the MS SLR
0 Share limited Medicaid data with local HIEs as agreed and requested (e.g.,

MSCHIE)

0 Finalize audit plan for year 2013 MU and other program requirements
0 Deploy ONC/ATCB-certified ASP version of MEHRS/eScript for all users

e Staffing Levels and Changes — Planned and Actual
0 Operational Staff
o IT Staff
0 Auditing Staff
0 New Staff This Quarter

e EP/EH Counts and Amounts Paid (Total since start of program)
O EPAIU Count
O EP AIU Paid Amount
0 EP MU Count
0 EP MU Paid Amount
O EH AIU Count
0 EH AIU Paid Amount
0 EH MU Count
0 EH MU Paid Amount

e Other Information

(0]

Additional tasks
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6 HIT Roadmap

6.1 Major Activities and Milestones Moving from “As-Is” to “To-Be”

The following table shows the major activities and milestones to move DOM from the “As-Is” to
the “To-Be” status. There are several recurring activities shown within the table that should be
pointed out. These activities show only one quarter, but continue throughout the Milestone
Schedule on a quarterly basis. The recurring activities include:

e Implementation of MU for EH and EP — Starting in the third quarter of FFY 2012,
the MS SLR began accepting MU attestations. Although this is shown as a
milestone that ended in Q3 of FFY2012, the MU functionality remains active in
the MS SLR;

e Post Payment Audit Implementation — In the fourth quarter of FFY2012, the post
payment audit program was initiated. As noted in Section 5 — Provider Incentive
Program Blueprint, post payment audits have commenced for A/I/U
attestations. Post payment audits will continue on a regular basis throughout
the program; and

e SMHP and IAPD Annual Updates — Beginning in the second quarter of FFY2012,
DOM has submitted annual updates of the SMHP and IAPD to CMS for approval.
Annual SMHP updates include changes to the “As-Is” and “To-Be” landscape,
policy changes to the MPIP, and a new HIT Roadmap. Annual IAPD updates
outline the requested funds for implementing HIT initiatives outlined in the
SMHP.

Table 6-1: Master Milestones/Schedule

MILESTONE START DATE END DATE STATUS
m_
State Level Registry (SLR) Upgrades Q2 FFY12 Q2 FFY14
Meaningful Use UAT Q2 FFY12 Q2 FFY12 Completed
Implementation of Meaningful Use for EH and EP Q3 FFY12 Q3 FFY12 Completed
First EP Payments for Meaningful Use Q3 FFY12 Q3 FFY12 Completed
Provider Training on Meaningful Use Q4 FFY12 Q4 FFY12 Completed
Post Payment Audit Implementation Q4 FFY12 Q4 FFY12 Completed
MMIS / SLR Payment Electronic Interface Implementation Q4 FFY12 Q4 FFY12 Completed
SMHP Update for Stage 2 Final Rule Changes Q1 FFY13 Q1 FFY13 Completed
Organization of EHR Unite (MEHRS and SLR) in iTECH Q1 FFY13 Q1 FFY13 | InProgress
SLR Release 2.4 - Stage 1 Changes for 2013 Implementation Q1 FFY13 Q1 FFY13 Completed
SLR Release 2.5 Q2 FFY13 Q2 FFY13
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MILESTONE START DATE END DATE STATUS
SLR Release 2.6 Q3 FFY13 Q3 FFY13
SLR Functionality for Audit, Recoupment & Adjustment, and Appeals Q3 FFY13 Q3 FFY13
SLR Release 2.7 Q4 FFY13 Q4 FFY13
SLR Release 3.0 - Stage 2 Meaningful Use Implementation for EH Q1 FFY14 Q1 FFY14
SLR Release 3.1 - Stage 2 Meaningful Use Implementation for EP Q2 FFY14 Q2 FFY14
SMHP and IAPD Annual Updates Q2 FFY12 Q1 FFY17
Meaningful Use of MEHRS - Medicaid EHR Replacement Q1 FFY13 Q1 FFY17
Implementation and upgrade of MEHRS to ONC Certified EHR Q2 FFY13 Q2 FFY14
Interface MEHRS with MS-HIN to support DIRECT Project Interoperability Q2 FFY13 Q3 FFY13
Interface MEHRS with DOM Interoperability Platform for bi-directional data Q4 FFY13 Q1 FFY14
exchange
Interface MEHRS to support ADT feeds from MS-HIN Q1 FFY14 Q1 FFY14
Interface MEHRS to support MIIX Immunization Data (Rhapsody Interface) Q2 FFY14 Q3 FFY14
Interface MEHRS to support laboratory results and radiology files from MS- Q3 FFY14 Q4 FFY14
HIN
Interface MEHRS to support outbound CCD exchange to MS-HIN Q4 FFY14 Q1 FFY15
Interface with Louisiana HIE to support the use-cases for CCD exchange Q2 FFY16 Q2 FFY16
Interface with Tennessee HIE to support the use-cases for CCD exchange Q2 FFY16 Q2 FFY16
Interface with the DoD to support the exchange of CCDs Q3 FFY16 Q3 FFY16
Interface with VA to support the exchange of CCDs Q3 FFY16 Q3 FFY16
Interface with Alabama HIE to support the use-cases for CCD exchange Q4 FFY16 Q4 FFY16
Interface with Arkansas HIE to support the use-cases for CCD exchange Q4 FFY16 Q4 FFY16
Implement with L.H.S. to support use-cases for CCD Q1 FFY17 Q1 FFY17
DOM Interoperability Platform Acquisition and Implementation
Procure Interoperability Staff Q1FFY13 Q3FFY13
Vendor analysis and review of offerings, including presentations, HIMSS Q2FFY13 Q2FFY13
meetings
Write RFP for Interoperability Platform Q3FFY13 Q3FFY13
Open bids for vendors Q3FFY13 Q3FFY13
Evaluate bids for vendors Q3FFY13 Q3FFY13
Negotiate contract with vendor Q3FFY13 Q3FFY13
Implement Interoperability Platform Q4FFY13 Q1FFY14
Interface MEHRS with the Interoperability Platform to support bi-directional Q4FFY13 Q1FFY14
data exchange
Interface to support ADT feeds from MS-HIN (Interoperability) Q1FFY14 Q1FFY14
Interface for the exchange of laboratory results and radiology (via CCD, MS- Q3FFY14 Q4FFY14
HIN, Interoperability)
Interface to MEHRS to support outbound CCD exchange with MS-HIN Q4FFY14 Q1FFY15
Statistical reporting with the MSDH Patient Centered Medical Home Q2FFY15 Q3FFY15
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MILESTONE START DATE END DATE STATUS

Upgrade Interface to MS-HIN NwHIN from Rhapsody for MIIX immunization Q1FF16 Q1FF16
data

Interface with Louisiana HIE to support the use-cases for CCD exchange Q2FFY16 Q2FFY16
Interface with Tennessee HIE to support the use-cases for CCD exchange Q2FFY16 Q2FFY16
Interface with the DoD to support the exchange of CCDs (MEHRS) Q3FFY16 Q3FFY16
Interface with VA to support the exchange of CCDs (MEHRS) Q3FFY16 Q3FFY16
Interface with Alabama HIE to support the use-cases for CCD exchange Q4FFY16 Q4FFY16
Interface with Arkansas HIE to support the use-cases for CCD exchange Q4FFY16 Q4FFY16
Implement with I.H.S. to support use-cases for CCD Q1FFY17 Q1FFY17
Interface to the new MES to support MEHRS clinical data exchange Q2FFY17 Q3FFY17

6.2 Legislation

Based on work done for Mississippi’s HIE SOP, the following State statutes may require review,

analysis, and opinion from the State Attorney General or an appropriate designee:

e Mississippi Statute 41-21-97, Confidentiality of Hospital Records and
Information; Exceptions

This statute makes the “hospital records of and information pertaining to
patients at treatment facilities or patients treated by physicians, psychologists...,
licensed master social workers or licensed professional counselors” confidential.
In relevant part, these records may only be released by the written
authorization of the patient or “when necessary for the continued treatment of
a patient.”

“Treatment facility” is defined under Mississippi Statue 41-21-61 as “a hospital,
community mental health center, or other institution qualified to provide care
and treatment for mentally ill, mentally retarded, or chemically dependent
persons.”

e Mississippi Department of Health, Part Il Office of Health Protection, Subpart
01—Health Facilities Licensure and Certification, Chapter 40, Minimum
Standards of Operation for Psychiatric Hospitals, Section 122 Patient Records
(Psychiatric Hospital Standards)

Section 122 of these regulations protects patient records created and
maintained in psychiatric hospitals in the State of Mississippi. Provisions from
this section that may impact the MS-HIN (and by extension, the State Medicaid
HIT Plan) include the following:

1. Section 122.02. Patient “records shall be kept confidential and only
authorized personnel shall have access to the record.”
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2. Section 122.03. “The facility shall have written policies and procedures
that protect the confidentiality of patient records and govern the
disclosure of the information in the records. The policies and
procedures shall specify the conditions under which information on
applicants or patients may be disclosed and the procedures for releasing
such information.”

3. Section 122.04. This section states a patient or his or her authorized
representative may consent to the release of information provided that
written consent is given on a form containing the following information:

e Name of the person;
e Name of the program;

e The name of the person, agency, or organization to which the
information is to be disclosed;

e The specific information to be disclosed;
e The purpose for the disclosure;

e The date the consent was signed and the signature of the
individual witnessing the consent;

e The signature of the patient, parent, guardian, or authorized
representative; and

e A notice that the consent is valid only for a specified period of
time.

4. Section 122.06 requires every consent for release of information shall
include the following in the patient’s record:

e The actual date the information was released;
e The specific information released; and

e The signature of the staff member who released the
information.

6.3 Assumptions and Dependencies

The following assumptions and dependencies may affect the SMHP as described in this
document:
e Assumptions - this plan assumes that:

1. The DOM Interoperability Platform Acquisition and Implementation will
be available for integration and testing per the schedule listed in the
table “Master Milestones/Schedule” above;
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2. Certification and implementation of EHR systems will be timely in
keeping with the MPIP schedule; and

3. Medicaid EHR Replacement will occur according to the schedule listed in
the table “Master Milestones/Schedule” above.

e Dependencies — this plan depends upon:

1. The SLR Upgrades activities listed in the table “Master
Milestones/Schedule” above are dependent on Xerox’s ability to meet
the timeline dictated by the proposed release schedule.

6.4 Participation in the State Health Information Exchange (e.g.,
MS-HIN)

The structure for MS-HIN is set forth in Mississippi Statute. See Appendix F, HB 941. The
governing body of MS-HIN is the Mississippi Health Information Network Board of Directors.
DOM is a member of the MS-HIN Board of Directors and will work in partnership with MS-HIN,
providing both leadership and funding support, as appropriate, to assure that Medicaid
beneficiaries are best represented and served by MS-HIN.

DOM will work closely with both MS-HIN and the upgraded MEHRS/eScript System to ensure
that each system supports broad, standards-based, interoperable environments to maximize
DOM'’s investments in these efforts. Having this standards-based foundation allows DOM the
greatest flexibility moving forward.

DOM expects the MPIP will encourage and advance the use and number of certified EHR
systems available and functioning throughout the State. DOM will participate in MS-HIN and
will closely coordinate with MS-HIN to align and leverage resources. Some of the anticipated
activities include:

e Coordinating with the MS-HIN to use existing HIT infrastructure and services,
such as offering the upgraded MEHRS/eScript System with integrated analytics,
etc., when possible;

e Coordinating with MS-HIN to assist providers in achieving MU; and

= Coordinating with the State HIT Director, the REC (eQHealth Solutions), the
Hinds Community College (Workforce Development), and Medicaid providers to
disseminate information about MS-HIN, Provider adoption and incentive
payments to providers.
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6.5 Participation in the Nationwide Health Information Network

6.5.1 Alignment with MITA Mission, Goals, and Objectives

CMS expects that the SMHP will be fully aligned with MITA’s mission, goals, and objectives that
support the Medicaid mission and goals. MITA and Medicaid’s mission and goals include:

e Adopt industry standards for data exchange;

Develop seamless, integrated systems;

e Promote flexible, reusable, and adaptable environment;

e Support interoperability, integration, and an open architecture;

e Provide data that is timely, accurate, useable, and easily accessible;
e Support integration of clinical and administrative data;

e Provide performance measurement;

e Promote an enterprise view and efficient/effective data sharing;

e Coordinate with Public Health and other trading partners; and

e Promote secure data exchange.

MITA and Medicaid’s mission and goals are also aligned with federal standards including the
FHA and the NwHIN initiative. Furthermore, CMS expects that states will bring their
business/technical capabilities in line with MITA Maturity Levels 3, 4, and 5, at which time states
will agree on common data standards, jointly developed business services, and adopt NwHIN
standards for interoperability and data.

e MITA Maturity Level 3[Clinical Data]: Data standards are adopted nationally.
Shared repositories of data improve efficiency of access and accuracy of data
used, resulting in better business process results.

e MITA Maturity Level 4[Clinical Data]: Access to standardized clinical data
through regional data exchange enhances the decision-making process. With
clinical evidence, decisions can be immediate, consistent, and decisive.

e MITA Maturity Level 5[National Interoperability/NwHIN]: Data exchange on a
national scale optimizes the decision-making capabilities of the state agency.

DOM has targeted achievement of MITA Maturity Levels 3, 4, and 5 by adopting and aligning
with federal standards, including NwHIN.
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6.5.2 Nationwide Health Information Network

The NwHIN comprises 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 accomplished to enable the exchange
of clinical data, such as summaries between providers. Considerable infrastructure has already
been defined at the national level to provide robust security, patient discovery, authentication
and authorization, and auditing support. The NwHIN is 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 appropriate use of health care
information beyond direct patient care.

Technical and policy activities over the course of the next several years will expand the value of
NwHIN standards, services, and trust fabric and extend the ability to securely exchange health
information to a larger audience. This expansion will support providers wishing to achieve MU
of CEHRT and qualify for incentives under the HITECH Act.

The ONC, along with federal agencies, state agencies, and HIEs, is facilitating the growth and
connectivity to NwHIN. As such, compliance with NwHIN/FHA is an important element of the
HIT Roadmap for the State of Mississippi.

NwHIN can facilitate the exchange of both clinical and administrative data between providers,
payers, patients, and other health care professionals. Agencies involved in NwHIN include CMS,
CDC, SSA, DoD, and VA. NwHIN supports a wide range of use cases for a wide range of users. A
list of common NwHIN use-cases is provided below:

e Provider to Provider: Providing the ability to locate providers, send referrals,
exchange patient medical history, and send messages for the administrative
coordination of care.

e Provider to Patient: Providing the ability to send patient reminders, send patient
medical history to a Personal Health Record (PHR), and to provide patient
medical summaries to patients.

e Laboratory to Provider: Providing the ability to send lab results to providers and
submit reportable lab results to public health.

e Provider to Federal Agencies: Providing the ability to send quality reports,
surveillance reports, and more to federal agencies.

e Provider to Pharmacy: Providing the ability to send electronic prescriptions for
medications and implement drug-drug, drug-allergy, and drug-formulary checks.

e Provider to Payer: Providing the ability to check eligibility, submit claims, receive
prior authorization, and submit patient information.
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The NwHIN initiatives include NwHIN Exchange, the Direct Project, and CONNECT. NwHIN
Exchange and the Direct Project are separate sets of standards and protocols used for
information exchange, while CONNECT is a set of software designed to facilitate information
exchange with the NwHIN Exchange and the Direct Project specifications. NwHIN Exchange is
meant to facilitate inter-HIE data exchange, while the Direct Project is meant to facilitate Intra-
HIE data exchange. NwHIN Exchange is used for states or large Provider organizations to
connect with the federal government and to communicate among HIEs.

The Direct Project is used for Provider-to-Provider messaging and communication among
smaller health care organizations. CONNECT is a federally funded, Open Source software
solution for NwHIN that allows for the secure and private exchange of health information. The
CONNECT software, referred to as a CONNECT NwHIN Gateway, is the “on ramp” to the NwHIN
network. However, the CONNECT software is not the only viable pathway to the NwHIN
network.

DOM is coordinating with MS-HIN on Direct Project use-cases, including interoperability
between the upgraded MEHRS/eScript system and MS-HIN to allow for physicians in either MS-
HIN or the MEHRS/eScript solution to natively use their Direct Project messaging, in their
existing system or workflow, to message one another (interoperability between MEHRS/eScript
and MS-HIN providers using the Direct Project). DOM is also examining Direct Project messaging
for MS-HIN providers to securely message DOM in regards to provider enrollment and other
administrative transaction related questions for DOM.

6.5.3 NwHIN Gateways

In order to connect to the NwHIN, organizations can utilize an “NwHIN Gateway.” An NwHIN
Gateway is a set of interfaces, adapters, and subsystems that facilitates connection to, and
exchange with, the NwHIN network. Existing NwHIN Gateways can be grouped into two basic
categories:

1. CONNECT-compliant gateways; and
2. Proprietary NwHIN gateways.

DOM has a goal of integrating an Interoperability Platform, supporting NwHIN Exchange
(CONNECT) into the DOM ecosystem. This Interoperability Platform, with full support of
standards such as NwHIN Exchange, as well as support for other standards and protocols, will
ensure coordination with the federal NwHIN initiative and connectivity among the providers,
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 MS-HIN to allow for DOM to MS-HIN connectivity, using NwHIN standards
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such as CONNECT, to allow for other Mississippi agencies to connect to MS-HIN or DOM and
have access to both MS-HIN and DOM.

6.5.4 Coordination with NwHIN

The vision for DOM is a DOM Interoperability Platform, with integrated NwHIN Module, in full
alignment with the goals and directions outlined in the SMHP and IAPD. The expectation of
DOM is to fully align with federal HIT-enabled health reform(s), including CMS MITA missions,
goals and objectives, while supporting the interoperable exchange of clinical and administrative
data with DOM internal and external state trading partners, and the full support of MU in
coordination with NwHIN.

DOM strategies have been developed in coordination with key stakeholders, including the
emerging MS-HIN, MSDH, the Mississippi Insurance Department, and other State and federal
trading partners.

The DOM Interoperability Platform should include:
e A comprehensive interoperability platform in compliance with CMS, CCIIO, and
ONC and used for internal/external connectivity, including NWHIN Exchange;
e Support connectivity for bi-directional data exchange with MS-HIN;
e An ESB for connecting disparate DOM systems;

e Support (as needed) for the State of Mississippi connectivity to the Federal Data
Services Hub;

e Support for the existing and future DOM MMIS/MES and eligibility system(s);
e Support for the upgraded MEHRS/eScript System; and
e Support for other State of MS agencies and stakeholders.

The foundation of the DOM Interoperability Platform should include:

e NwHIN Exchange;

e HL7 version 2.x and version 3 messaging;
e |HE profiles;

e Web services (SOAP or RESTful); and

e Others (HTTP/S, (M)LLP, FTP, DB, etc.).

The future vision for coordination with the NwHIN includes the acquisition of a DOM
Interoperability Platform, with support for standards and protocols such as NwHIN Exchange, in
a non-propriety deployment and architecture. The DOM Interoperability Platform may be used
for connection to: federal agencies, including CMS; the statewide HIE (e.g., MS-HIN) and other
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HIE initiatives, including other state’s HIE initiatives; and other networks, including neighboring
state Medicaid agencies and state agencies (State Departments of Health, etc.).

The DOM Interoperability Platform will also be utilized to connect to MS-HIN using standards
and protocols such as NwHIN Exchange. Acquisition of a DOM Interoperability Platform will
ensure DOM'’s ability to accomplish Medicaid-specific use cases (utilizing NwHIN and FHA
standards). In addition, DOM will develop and continue the coordination of efforts with federal
agencies, such as the SSA, CMS, CDC, VA, and DoD.

Based on the recommendation of ONC, DOM is migrating toward utilizing NwHIN and FHA
standards to coordinate with Medicare and federally-funded, State-based programs as they
become compliant with NwHIN and FHA standards.

6.5.5  Connectivity

DOM plans to include requirements for CONNECT NwHIN Exchange Gateway(s) Modules in the
DOM Interoperability Platform in the future Medicaid Health IT architecture, in order to
encourage connectivity between DOM, the statewide HIE (e.g., MS-HIN), neighboring HIEs and
state agencies/departments, and federal agencies. DOM may use the integrated NwHIN
Exchange Gateway(s) for the exchange of information with the following organizations, in
alignment with ONC/FHA and NwHIN use case of “Provider to Payer” connectivity:

The Mississippi Statewide HIE (MS-HIN):

The DOM Interoperability Platform, and integrated NwHIN Module, can support
connectivity and interoperability with MS-HIN and the Provider organizations within the
HIE, including the Provider locations receiving EHR Incentive Payments from DOM.
DOM has identified several use cases that the NwHIN to NwHIN (DOM to MS-HIN)
connectivity model can support, including:

e Direct messaging interoperability between the upgraded MEHRS/eScript System and
MS-HIN (HISP to HISP interoperability) to facilitate Direct messaging between MEHRS
users, Medicaid providers, and MS-HIN users;

e Interoperability with the MSDH MIIX System, including feeding MIIX data into the
upgraded MEHRS/eScript System;

e ADT Feed interoperability with MS-HIN to support MEHRS/eScript users and Medicaid
providers;

e Laboratory Result interoperability with MS-HIN and MS-HIN connected laboratories, to
support Medicaid providers and MEHRS users;

e Radiology Reports interoperability with MS-HIN and MS-HIN connected laboratories, to
support Medicaid providers and MEHRS users;
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e Interoperability to support the MSDH Patient Centered Medical Home (PCMH);

e Clinical data exchange with MS-HIN and MS-HIN users.
This DOM — MS-HIN connectivity can also be utilized to support:

e Other Mississippi State agencies and stakeholder connectivity and
interoperability needs, such as MSDH, 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 Security (MDES);

e Neighboring HIEs such as the Louisiana Statewide HIE, the Arkansas Statewide
HIE, the Tennessee Statewide HIE, the Alabama Statewide HIE;

o Neighboring state agencies such as state Medicaid agencies, State Departments
of Health; and

e Federal agencies such as the CMS, the Social Security Administration, the DoD,
the VA, the CDC.

The benefits of employing an Interoperability Platform with an integrated NwHIN Gateway(s)
Module for DOM are:

e The ability to interact with the aforementioned trading partners (MS-HIN,
states, federal agencies, HIEs);

e The ability to leverage a standards-based platform (NwHIN Exchange with an
NwHIN CONNECT compliant Gateway) for communication and interoperability;

e The ability to utilize NwHIN for both clinical and future administrative
transactions with multiple trading partners; and

e A decrease in dependence on other entities to provide connectivity and
interoperability with health care partners.

DOM is also planning on deploying an Agency-wide (Source of Truth) Enterprise Master Patient
Index (eMPI) to provide patient matching and coordination of patient records and clinical data
throughout DOM and across the DOM infrastructure, including for connectivity and
interoperability with MS-HIN. As DOM is planning on deploying or has deployed several,
disparate clinical and administrative technical infrastructure components, it is critical to have a
single, master ‘source of truth’ patient identifier on DOM beneficiaries.

The DOM eMPI will allow for a limitation of duplicate beneficiary records, duplicate beneficiary
clinical data and administrative data, and allow 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, the upgraded MEHRS/eScript EHR, the Clinical Data Repository and Advanced
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Analytics Engine, the DOM Interoperability Platform (and data exchange with MS-HIN, who also
has an eMPI), and other various services and systems. Coordination and alighment of the DOM
eMPI with the MS-HIN eMPI is critical, and will allow for streamlined and correctly matched
beneficiary clinical data exchange between DOM and MS-HIN.

6.5.6 Integrating the Healthcare Enterprise Statement and
Standards Integration to Drive MITA Compliancy

IHE was formed by the Healthcare Information and Management Systems Society (HIMSS) and
the Radiological Society of North America (RSNA). [IHE is an initiative by health care
professionals to improve the way health care information 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 care tasks, the specification of standards-based 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: IT infrastructure, Cardiology, Anatomic Pathology, 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.
NwHIN core services are developed based on IHE profiles, especially IT Infrastructure.

IHE, in general, is a standard way to share EHRs between providers and major HIT or EHR
systems that already are IHE compliant. IHE provides a proven solution to resolve health IT
interoperability challenges. The following are some core IHE Integration Profiles enabling data
sharing among disparate health information systems:

e PIX/PDQ (Patient Identifier Cross-Referencing and Patient Demographic Query):
Allows systems to query a central master patient index for patient
demographics and visit information;

e XDS (Cross-Enterprise Document Sharing): Queries/retrieves a list of clinical
documents located within a health care community such as RHIO;

e XDR (Cross-Enterprise Document Reliable 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
Repositories;

e XCPD (Cross-Community Patient Discovery): Locates communities for patients
and correlates patient identifiers (PID);
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e XCA (Cross-Community Access): Queries and retrieves data from partner
communities;

e XUA (Cross-Enterprise User Authentication): Provides a means to communicate
claims about the identity of an authenticated principal (user, application, and
system) in transactions that cross enterprise boundaries;

e ATNA (Audit Trail and Node Authentication): Secures access control via secure
nodes and request and retrieve audit logs from external communities;

e CT (Consistent Time): Ensures that system clocks and time stamps of computers
in a network are well synchronized; and

e 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 help providers utilize information more efficiently. According to IHE.net, an IHE profile is a
technical definition or standard that provides “a common language for purchasers and vendors
to discuss the integration needs of healthcare sites and the integration capabilities of healthcare
IT products.” To ensure that EHR systems comply with IHE profiles, the IHE hosts
“connectathons” to permit vendors to showcase their systems and technology as an IHE
compliant vendor.

Many EHR vendors and HIE vendors and suppliers worldwide, including foreign nations, are
participating in the IHE workgroups and adopting IHE standards. As participation and adoption
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 has providers 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 State of Mississippi HIE (MS-
HIN) stakeholders and other trading partners. By implementing and integrating standards,
profiles, and interoperable infrastructure/technologies (includingHL7/IHE/HITSP/NwHIN
standards, profiles, and technologies), DOM will drive towards and migrate upwards to the
higher levels of MITA and MITA compliance. Accordingly, DOM plans to incorporate standards,
profiles, and interoperable infrastructure such as HL7, IHE, HITSP and NwHIN.

6.6 Meaningful Use Provisions with Exchange Components

The table below enumerates each of the MU provisions described in the Final Rule. The table is
developed based on “CMS 45 CFR Part 170 (Health Information Technology: Initial Set of
Standards, Implementation Specifications, and Certification Criteria for Electronic Health Record
Technology; Final Rule).” Column 2 indicates whether the MU criteria can be supported by
NwHIN Exchange or by local health information systems (e.g., EMR or EHR). Column 3 identifies
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relevant standards to the MU criteria. Most are based on the recommended standards

mentioned in the final rule. Some advanced (well-developed) standards are recognized as
relevant standards, which can be supported by NwHIN Exchange.

Table 6-2: MU Provisions

Criteria NwHIN Relevant Standards | Comments
or Local

Core Provision

CPOE Local TBD Lower priority than other exchanges;
phase 1 requirement is only for
entering order into system, not to
transmit them.

Adverse event clinical decision Local TBD
support (drug-drug/drug-
allergy check).

E-prescribing NwHIN NCPDP; HL7

Record demographics. Local

Current diagnoses. NwHIN HITSP C32 Access to clinical summaries is part of
NwHIN.

Maintain active Local

medications/allergies.

Record and chart changes. Local

Record smoking status. Local

Implement one CDS rule. Local

Submit quality reports. NwHIN PQRI 2009 Registry | Base on PQRI work done to date;

XML Specification, | assume push of data for time being, no
QRDA (recognized query/retrieve support required.

as relevant
standard)
Provide patients a copy of their | NwHIN Structured: HITSP Use NwHIN if patient uses PHR service
electronic health information. or Local C32 etal. Provider to maintain data; messaging-
Unstructured: based standards may apply for some
HITSP C62 exchanges.
Summary of care for each NwHIN HL7 CCD Already supported by NwHIN.
transition of care and referral (Standard) HITSP
(discharge summaries). C32

(Implementation
Specification) et.

al.
Capability to exchange key NwHIN Structured: HITSP Already supported by NwHIN;
clinical information C32 et. al. messaging-based standards may apply
(coordination). Unstructured: for some exchanges.

HITSP C62
Appropriate security and NwHIN Not technically an exchange, but the
privacy. NwHIN must provide the appropriate

trust fabric to support the MU
provisions. Currently NwHIN Exchange
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uses a system-level trust model, and
should be reviewed to ensure that MU
requirements are accommodated.

Menu Provision

Drug-formulary checks. Local
Record advance directives. Local
Retrieve lab results. NwHIN HITSP C36 (HL7 Need to determine how HL7 v2
v2.5.1 message- messaging can be transported over
based); HITSP C37 NwHIN Web services.
(clinical document
architecture
exchange).
Generate lists of conditions. Local NwHIN support for analytic queries
down the road may be helpful.
Patient reminders. Local
Timely electronic access/ NwHIN Structured: HITSP Use NwHIN if patient uses PHR service
clinical summaries for each or Local C32 etal. Provider to maintain data; messaging-
visit. Unstructured: based standards may apply for some
HITSP C62 exchanges.
Patient education. Local
Medication reconciliation. Local Complete set of data for reconciliation
may require exchange to receive
medical history from other providers.
Summary of care for each NwHIN HL7 CCD Already supported by NwHIN.
transition of care and referral (Standard) HITSP
(discharge summaries). C32
(Implementation
Specification) et.
al.
Submit data to immunization NwHIN HITSP C72 (HL7 Upgrade available based on HL7 v2.5.1.
registries. bv.2.3.1)/C78
Submit reportable lab results to | NwHIN CcDhC
public health agencies. Implementation
Guide (based on
HL7 v.2.5.1)
Provide electronic syndromic NwHIN HL7 v2.3 and Already implemented in CDC pilot.
surveillance. v2.5.1, GIPSE
(recognized as next
generation
standard)
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Acronym | Stands For:

A/I/U Adopt, Implement or Upgrade

ACO Accountable Care Organization

ADT Admission, Discharge, Transfer

ARRA American Recovery and Reinvestment Act
ATNA Audit Trail and Node Authentication

BPPC Basic Patient Privacy Content

BFCA Bureau of Compliance and Financial Audit

BIP Broadband Initiatives Program

BTOP Broadband Technology Opportunities Program
CAH Critical Access Hospital

Ccb Continuity of Care Document

CCHIT Certification Commission for Health Information Technology
CDC Centers for Disease Control and Prevention
CEHRT Certified Electronic Health Record Technology
CFHC Coastal Family Health Center

CMS Centers for Medicare and Medicaid Services
COTS Commercial Off the Shelf

CPOE Computerized Physician Order Entry

cam Clinical Quality Measures

CcT Consistent Time

DMH Mississippi Department of Mental Health
DOC Department of Commerce
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DoD Department of Defense

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 Federal Financial 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 Insurance Portability and Accountability Act
HIT Health Information Technology

HITECH Health Information Technology for Economic and Clinical Health
HIX Health Insurance Exchange
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Acronym | Stands For:

HL7 Health Level Seven

IAPD Implementation Advanced Planning Document
ICD-10 International Classification of Diseases

IHE Integrating the Healthcare Enterprise

IT information technology

iTECH Office of Information Technology Management
ITS Information Technology Services

LTE Long Term Evolution

MBCC Mississippi Broadband Connect Coalition

MDES Mississippi Department of Employment Security
MDHS Mississippi Department of Human Services
MDOC Mississippi Department of Corrections

MDRS Mississippi Department of Rehabilitative Services
MEHRS Medicaid Electronic Health Record System

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 Information System
MPIP Mississippi Provider Incentive Program

MS SLR Mississippi State Level Registry

MSCHIE Mississippi Coastal Health Information Exchange
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MSDH Mississippi Department of Health

MS-HIN Mississippi Statewide Health Information Network
MTOM WS Message Transmission Optimization Mechanism
MU Meaningful Use

NCPDP National Council for Prescription Drug Programs
NwHIN Nationwide Health Information Network

NPI National Provider Identifier

NTIA National Telecommunications and Information Administration
OAT Office for Advancement of Telehealth

ONC Office of the National Coordinator for Healthcare Information Technology
PHR Personal Health Record

PIX Patient Identifier Cross-Referencing

PDQ Patient Demographic Query

REST Representational State Transfer

RFP Request for Proposals

RHC Rural Health Clinic

RHIO Regional Health Information Organization

Saa$ Software as a Service

SLR State Level Registry

SMHP State Medicaid Health Information Technology Plan
SOP Strategic and Operational Plan

uDDI Universal Description, Discovery and Integration
UMMC University of Mississippi Medical Center
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VA Veterans Administration

VLER Virtual Lifetime Electronic Record

WS-| Web Services Interoperability

XCA Cross-Community Access

XCPD Cross-Community Patient Discovery

XDR Cross-Enterprise Document Reliable Interchange
XDS Cross-Enterprise Document Sharing

XSLT Extensible Stylesheet Language Transformation
XUA Cross-Enterprise User Authentication
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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 January 1,
2012. http://www.ama-assn.org/ama/pub/physician-resources/solutions-
managing-your-practice/coding-billing-insurance/hipaahealth-insurance-
portability-accountability-act/transaction-code-set-standards/version-5010-
electronic.page?

501(c)(3)

Tax-exempt charitable organizations and non-profits -
http://www.irs.gov/charities/charitable/article/0,,id=96099,00.html.

Adopt, Implement, or Upgrade
(A/1/U)

Defined in CMS regulations at 42 CFR 495.302 as (1) Acquire, purchase, or
secure access to certified EHR technology; (2) Install or commence utilization
of certified EHR technology capable of meeting meaningful use requirements;
or (3) Expand the available functionality of certified EHR technology capable
of meeting meaningful use requirements at the practice site, including
staffing, maintenance, and training, or upgrade from existing EHR technology
to certified EHR technology per the ONC EHR certification criteria.

Reinvestment Act (ARRA)

Allscripts Vendor providing ePrescribing via the eScript solution with support for drug
interactions and contraindications
American Recovery and | An economic stimulus package enacted by the 111" Congress in February

2009, commonly referred to as the Stimulus or The Recovery Act.

Authentication

Authentication is a method or methods employed to prove that the person or
entity accessing information has the proper authorization. Generally used to
protect confidential information and network or application access.

Authorization

Authorization is a system established to grant access to information.
Authorization also establishes the level of access an individual or entity has to
a data set and includes a management component—an individual or
individuals must be designated to authorize access and manage access once
access is approved.

Broadband

A medium that can carry multiple signals, or channels of information, at the
same time without interference. Broadband Internet connections enable
high-resolution videoconferencing and other applications that require rapid,
synchronous exchange of data.

Centers for Disease Control and
Prevention (CDC)

Centers for Disease Control and Prevention - http://www.cdc.gov/

Centers for Medicare and

Medicaid Services (CMS)

Centers for Medicare and Medicaid Services - http://www.cms.gov/

Certification = Commission  for
Health Information Technology
(CCHIT)

A private not-for-profit organization functioning as an ONC-Authorized
Testing and Certification Body of electronic health records.

Children’s Health
Program (CHIP)

Insurance

http://www.cms.gov/home/chip.asp
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Comprehensive Health Insurance
Risk Pool Association

Comprehensive Health Insurance Risk Pool Association -

http://www.mississippihealthpool.org/

Computerized Physician Order

Entry (CPOE)

Computer-based systems that automate and standardize the clinical ordering
process in order to eliminate illegible, incomplete, and confusing orders.
CPOE systems typically require physicians to enter information into
predefined fields by typing or making selections from on-screen menus. CPOE
systems often incorporate, or integrate with, decision support systems.

Continuity of Care Document
(ccD)

An electronic document exchange standard for sharing patient summary
information, including the most commonly needed pertinent information
about current and past health status in a form that can be shared by all
computer applications, such as Web browsers and EMR/EHR software
systems.

CONNECT NwHIN Gateway Open Source Implementation of NwHIN Exchange -
http://www.connectopensource.org/
CORE Phase Il Certified Certification for HIPAA EDI Transaction Types -

http://www.cagh.org/CORE phase2.php.

Critical Access Hospital (CAH)

A hospital that is certified to receive cost-based reimbursement from
Medicare. The reimbursement that CAHs receive is intended to improve their
financial performance and thereby reduce hospital closures.

Data Warehouse (DW)

A large database that stores information like a data repository but goes a step
further, allowing users to access data to perform research-oriented analysis.

Decision Support System (DSS)

A computer-based information system that supports business or
organizational decision-making activities intended to help decision makers
compile useful information from a combination of raw data, documents,
personal knowledge, or business models to identify and solve problems and
make decisions.

De-identified health information

De-identified health information consists of individual health records with
data redacted or edited to prevent it from being associated with a specific
individual. See the HIPAA Privacy Rule for de-identification guidelines. The
term is defined at 45 C.F.R. § 160.103.

Department of Defense (DoD)

Department of Defense - http://www.defense.gov/

Department of Health and

Human Services (HHS)

United States Department of Health and Human Services -

http://www.hhs.gov/

EA Server

Server enabling existing applications to leverage SOA architectures, J2EE, and
CORBA.

EDIFECS Certified

EDIFECS Certified - http://www.edifecs.com/

Electronic Data Interchange (EDI)

Electronic Data Interchange — The electronic transmission of structured data
between organizations.

EHNAC Accredited

Electronic Healthcare Network Accreditation Commission -

http://www.ehnac.org/
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Enterprise Master Patient Index
(eMPI)

Master Patient Indices link smaller organizational level MPIs together to
identify, match, merge, de-duplicate, and clean patient records to create a
clear view of a patient’s medical record.

Electronic Health Record (EHR)

An electronic record of health-related information on an individual that
conforms to nationally recognized interoperability standards that can be
created, managed, and consulted by authorized clinicians and staff across
more than one health care organization.

Electronic Medical Record (EMR)

An electronic record of health-related information for an individual that can
be created, gathered, managed, and consulted by authorized clinicians and
staff within one health care organization.

Envision

Mississippi’s HIPAA compliant Medicaid Management Information System
(MMIS) developed by Affiliated Computer Systems (ACS).

e-prescribing

Practice in which drug prescriptions are entered into an automated data entry
system (handheld, PC, or other), rather than handwriting them on paper. The
prescriptions can then be printed for the patient or sent to a pharmacy via the
Internet or other electronic means. https://www.cms.gov/eprescribing/

Federal Health Architecture (FHA)

A collaborative body composed of several federal departments and agencies,
including the Department of Health and Human Services (HHS), the
Department of Homeland Security (DHS), the Department of Veterans Affairs
(VA), the Environmental Protection Agency (EPA), the United States
Department of Agriculture (USDA), the Department of Defense (DOD), and
the Department of Energy (DOE). FHA provides a framework for linking health
business processes to technology solutions and standards, and for
demonstrating how these solutions achieve improved health performance
outcomes.

Federally Qualified Health Center
(FQHC)

A health center that receives cost-based reimbursement for Medicare and
Medicaid patients as a mechanism to increase primary care services to high
risk populations in underserved areas.

Population Summary Exchange
(GIPSE)

Formulary A list of medications (both generic and brand names) that are covered by a
specific health insurance plan or pharmacy benefit manager (PBM), used to
encourage utilization of more cost-effective drugs. Hospitals sometimes use
formularies of their own, for the same reason.

Geocoded Interoperable | GIPSE is a data format created by the U.S. Centers for Disease Control and

Prevention (CDC) to allow the electronic exchange of health
condition/syndrome summary data that has been stratified by a number of
variables, including geography. GIPSE data will be utilized by public health
agencies in the U.S. to conduct situational awareness, including early event
detection and monitoring, for potential public health events.

Grablt

A tool provided by ACS that is able to search, read and download binary files

Health
(HIT)

Information Technology

The application of information processing involving both computer hardware
and software that deals with the storage, retrieval, sharing, and use of health
care information, data, and knowledge for communication and decision-
making.
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Health Information Technology
for Economic and Clinical Health
Act (HITECH)

Legislation enacted under Title XlIll of the American Recovery and
Reinvestment Act (ARRA) of 2009. The purpose of HITECH was to promote
spending to expand adoption rates of HIT.

Health Information

(HIE)

Exchange

The electronic movement of health-related information among organizations
according to nationally recognized standards. Health Information Exchange is
a term commonly used to describe a Regional Health Information
Organization (RHIO). The notion of HIE is the precursor to RHIO and is used
interchangeably when discussing RHIO.

Health Insurance Exchange (HIX)

As part of the Affordable Care Act (ACA), states are to establish, implement
and operate a Health Insurance Exchange by January 1, 2014 that acts as a
marketplace for individuals seeking affordable insurance options.
http://www.healthcare.gov/news/blog/health insurance exchanges.html

Health Insurance Portability and

A federal law intended to improve the portability of health insurance and

Review System (J-SURS)

Accountability Act of 1996 | simplify health care administration. HIPAA sets standards for electronic

(HIPAA) transmission of claims-related information and for ensuring the security and
privacy of all individually identifiable health information.
http://www.hhs.gov/ocr/privacy/

Health Level 7 (HL7) HL7 is one of several American National Standards Institute (ANSI)-accredited
standards-developing organizations operating in the health care arena.
Health Level 7’s domain is clinical and administrative data.

Healthcare Information | Sponsored by ANSI under a contract from ONC, HITSP is a public/private

Technology Standards Panel | partnership dedicated to facilitating the harmonization of consensus-based

(HITSP) standards necessary to enable the widespread interoperability of health care
information in the United States.

Indian Health Service (HIS) Indian Health Service - http://www.ihs.gov/

Integrating the Healthcare | An initiative by healthcare professionals and industry to improve the way

Enterprise (IHE) computer systems in healthcare share information. IHE promotes the
coordinated use of established standards such as DICOIM and HL7 to address
specific clinical needs in support of optimal patient care.

Interoperability HIMSS' definition of interoperability is "ability of health information systems
to work together within and across organizational boundaries in order to
advance the effective delivery of healthcare for individuals and communities."
For further information, visit HIMSS Interoperability Definition and
Background (PDF).

Java  Surveillance  Utilization | A suite of claims-based, data mining software applications designed to

identify potentially fraudulent or abusive practices by both those who provide
and receive healthcare service.

Meaningful Use (MU)

Meaningful Use -
https://www.cms.gov/EHRIncentivePrograms/30 Meaningful Use.asp
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Medicaid Information Technology
Architecture (MITA)

A federal, business-driven initiative that affects the Medicaid enterprise in all
states by improving Medicaid program administration, via the establishment
of national guidelines for processes and technologies. MITA is a common
business and technology vision for state Medicaid organizations that supports
the unique needs of each state.
https://www.cms.gov/MedicaidinfoTechArch/

Mississippi Coastal Health
Information Exchange (MSCHIE)

The predecessor HIE to MS-HIN.

Mississippi Coordinated Access
Network (MississippiCAN)

A Coordinated Care Program for Mississippi Medicaid beneficiaries to improve
access to needed medical services, improve quality care, and improve
efficiencies and cost effectiveness.

Mississippi Department of
Employment Security (MDES)

Mississippi Department of Employment Security - http://www.mdes.ms.gov/

Mississippi Department of Human
Services (MDHS)

Mississippi Department of Human Service - http://www.MDHS.state.ms.us/

Mississippi Department of Mental
Health (DMH)

Mississippi Department of Mental Health - http://www.dmbh.state.ms.us/

Mississippi Department of
Rehabilitation Services (MDRS)

Mississippi Department of Rehabilitation Services -

http://www.mdrs.state.ms.us/

Mississippi Division of Medicaid

Mississippi Division of Medicaid - http://www.medicaid.ms.gov/

Technology Services (ITS)

Mississippi  Health Information | The Mississippi Health Information Exchange.
Network (MS-HIN)
Mississippi Information | Mississippi Information Technology Services - http://www.its.ms.gov/

Mississippi Insurance Department
(MID)

Mississippi Insurance Department - http://www.mid.state.ms.us/

Mississippi State Department of
Health (MSDH)

Mississippi State Department of Health - http://www.msdh.state.ms.us/

Nationwide Health Information

Network (NwHIN)

The federal government's program to implement a national interoperable
system for sharing electronic medical records or EMRs (a.k.a. electronic
health records or EHR). NwHIN describes the technologies, standards, laws,
policies, programs and practices that enable health information to be shared
among health decision makers, including consumers and patients, to promote
improvements in health and healthcare. The development of a vision for the
NwHIN began more than a decade ago with publication of an Institute of

Medicine report, “The Computer-Based Patient Record”.
http://healthit.hhs.gov/portal/server.pt/community/healthit hhs gov natio
nwide health information network/1142
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National Coordinator for Health
Information Technology (ONC)

Previously referred to as ONCHIT, ONC provides leadership for the
development and nationwide implementation of an interoperable health
information technology infrastructure to improve the quality and efficiency of
health care and the ability of consumers to manage their care and safety.
http://healthit.hhs.gov/portal/server.pt/community/healthit hhs gov hom

e/1204

NwHIN Direct (Direct Project)

Provides point-to-point messaging over NwHIN between providers and other
healthcare related organizations — http://directproject.org

NwHIN Exchange

Provides system level (entity to entity) connectivity over NwWHIN — NwHIN
Exchange Specification (http://exchange-specifications.wikispaces.com/)

NwHIN Exchange Gateway

An implementation of NwHIN Exchange Specifications and Profiles.

Personal Health Record (PHR)

An electronic record of health-related information on an individual that
conforms to nationally recognized interoperability standards and that can be
drawn from multiple sources while being managed, shared, and controlled by
the individual.

Pharmacy Benefit Management
(PBM)

A third party administrator of prescription drug programs primarily
responsible for processing and paying prescription drug claims. They also are
responsible for developing and maintaining the formulary, contracting with
pharmacies, and negotiating discounts and rebates with drug manufacturers.

Physician  Quality
Initiative (PQRI)

Reporting

A voluntary program that provides a financial incentive to physicians and
other eligible professionals whoprofessionals who successfully report quality
data related to services provided under the Medicare Physician Fee Schedule
(MPEFS).

Portal

A Web site that offers a range of resources, such as e-mail, chat boards,
search engines, and content.

Prospective Payment System

A payment mechanism for reimbursing hospitals for inpatient health care
services in which a predetermined rate is set for treatment of specific
illnesses. The system was originally developed by the U.S. federal government
for use in treatment of Medicare recipients.

Provider

A provider is an individual or group of individuals who directly (primary care
physicians, psychiatrists, nurses, surgeons, etc) or indirectly (laboratories,
radiology clinics, etc) provide health care to patients.

In the case of this SMHP and the MPIP, provider refers to both Eligible
Professionals (EPs) and Eligible Hospitals (EHs).

Public Health

Public health is the art and science of safeguarding and improving community
health through organized community effort involving prevention of disease,
control of communicable disease, application of sanitary measures, health
education, and monitoring of environmental hazards.

Quality Reporting Document

Architecture (QRDA)

The emerging quality reporting architecture, based upon the HL7 CDA
document.

Real-Time Innovations (RTI)

A company that develops a middleware solution.
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Regional Extension Center (REC)

An organization that has received funding under the Health Information
Technology for Economic and Clinical Health Act to assist health care
providers with the selection and implementation of electronic health record
technology.

Regional Health Information

Organization (RHIO)

A health information organization that brings together health care
stakeholders within a defined geographic area and governs health
information exchange among them for the purpose of improving health and
care in that community.

Rural Health Clinic (RHC)

A clinic certified to receive special Medicare and Medicaid reimbursement,
intended to increase primary care services for Medicaid and Medicare
patients in rural communities.

Secure Sockets Layer (SSL)

A cryptographic protocol that enables secure communication over the
internet.

Shared Health

A vendor providing DOM with MEHRS/eScript products.

Software as a Service (Saa$)

A business model for software delivery in which software is hosted in the
cloud and accessed by users through a client.

Stakeholder

A stakeholder is any organization or individual that has a stake in the
exchange of health information, including health care providers, health plans,
health care clearinghouses, regulatory agencies, associations, consumers, and
technology vendors.

Telehealth

The use of telecommunications and information technology to deliver health
services and transmit health information over distance. Sometimes called
telemedicine.

Telemedicine

The use of telecommunications and information technology to deliver health
services and transmit health information over distance. Sometimes called
telehealth.

Transaction Types (EDI)

270/271 - EDI Healthcare Eligibility/Benefit Inquiry (270) and EDI Healthcare
Eligibility/Benefits Response (271)

276/277/277U — EDI Healthcare Claim Status Request (276) and EDI
Healthcare Claim Status Notification (277)

278 — EDI Healthcare Service Review Information (278)

820 — EDI Payroll Deducted and other group Premium Payment for Insurance
Products (820)

834 — EDI Benefit Enrollment and Maintenance Set (834)
835 — EDI Healthcare Claim Payment/Advice Transaction Set

837P/D/l1 — EDI Healthcare Claim Transaction Set (837), Professional (P),
Dental (D), and Institutional (1)

Transmission Control Protocol
and Internet Protocol (TCP/IP)

Commonly known together as the Internet Protocol Suite.
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Vendors Vendors are organizations that provide services and supplies to other
organizations. In the context of health information exchange, the term
usually refers to technology vendors who provide hardware or software, such
as electronic health records, e-prescribing technology, or security software.

Veteran’s Affairs Veteran’s Affairs - http://www.va.gov/

Virtual Private Network Provides secure and remote access to a private Local Area Network via the
Internet or other networks.

Xerox Vendor providing the Medicaid Management Information System (MMIS) to
provide core administrative capabilities for DOM. Xerox also provides the MS
SLR for tracking provider attestations to the MPIP.
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Appendix C: HIE Readiness Assessment Focus Group Results
HIE Readiness Assessment Focus Group Results

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 facilities 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, such as hospital clinics, FQHCs, and
the Indian Tribe.

Two provider focus group meetings were conducted in Mississippi on August 18" and 19th, 2010. The 18th
meeting was held in Jackson and had 20 participants representing 12 different providers. The 19" meeting
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 clarification and additional information. The results of each focus group
were similar. Therefore, these results are combined and shown as a collective response.

Question 1 — How many participants are using an Electronic Health Record application?

e 11 out of 20 in Jackson.
e 12 out of 21 in Hattiesburg.

Question 2 — What EHR application are you using?

Allscripts

Relay Health

Greenway

Epic associated with tertiary hospital
Practice Works

Question 3 — 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.

e On All Scripts (3 different responders).
0 Older physicians not as happy as younger physicians as their work flow is altered
0 Of 25 total physicians, 9 are fully using it while the rest are adjusting to the new system
0 One group was dissatisfied and looking to convert to tertiary hospital system
e Greenway user is having a positive experience and sees definite cost savings. No lost charts.
e Billing has become easier.
e Recent move to EPIC, 240+ physicians in locations over southern part of state are using the EHR and
the organization could not function without it.
0 Does not know how they would ever go back to paper record, but does not know how to
show meaningful use
e Some are using Voice recognition for clinical notes.
e Some physicians are using a point and click system with customized templates
o Customization of templates by each physicians is important
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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 about loss 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:
0 Improved quality of care
Difficult to manage volume of data with paper, they are running out of storage space
Federal requirement
Access information anywhere
Patient safety, easier to read notes and comments, prescription built in, automatic data
feeds to different applications
Ease of use
0 Needed to recruit new doctors

O o0o0ooOo

o

Question 6 — For those participants without an EHR application, what are your plans?

Have been looking for a year and hope to make a decision later this year

Tried one system but it did not integrate with existing practice management system so they are
continuing to look

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 at the end of the focus
group meeting)

Question 7 — 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 like labs

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

Question 8 — What are the primary resistance points for adoption of an EHR application?

Takes time to learn a new process

Physicians don’t like information they are getting. It seems template driven with a lot of irrelevant
data to wade through to get to the data physicians really need

Don’t like the templates, no time to customize

Don’t like the workflow structure

Medicine by check box, don’t like the built in intelligence

Change

Spending too much time looking at a computer and not enough face to face time with the patient
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Question 9 — 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 program (about 30 percent), they
indicated they would apply for Medicaid because it paid more than the Medicare program.

Question 10 — Does the incentive influence affect your decision making about acquiring an EHR application?

Most of the respondents were moving forward without the incentives and a majority was skeptical the
incentive program would actually pay them as promised.

Question 11 — When do you think you will apply for stimulus funds?

About half indicated they would apply in 2011. The remainder wereremainder were unsure when they
might apply because they did not know when they would convert to an EHR.

Question 12 — If you apply for Medicaid stimulus finds, Medicaid will be required to verify your eligibility.
What would make verification easiest on your practice?

e Know the requirements and expectations from the beginning
o Keep it simple with minimal impact on administrative staff which adds expense
e Educate people 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
0 Target audience to include public health
e Use random sampling for checking compliance and audits
e 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
e It should be as electronic as possible

Question 13 — Are you aware of Meaningful Use and what it may require?

e Most participants reported a limited understanding of Meaningful Use

e Most participants reported they were aware Meaningful Use was coming

e 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?

e Ability to bill every day with shorter turnaround times on reimbursement

e  Will improve the throughput success

e Get money faster from Medicaid

e Medicare not impacted due to having set schedule and cutoffs

e Easier to address billing audits

e Billing success based on type of service performed, primary OK, specialty may cause issues
e Coding level is enhanced and good EHR’s can suggest code based on various components
e Documentation is there to help patients

e Helps with correct diagnosis coding
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e From HIPPA standpoint, it helps track who is looking at records so there is better privacy and security

Question 15 — What is your experience with Medicaid in Mississippi?

o Do not like time it takes to approve claims. Denial two months after the treatment causes financial
problems for clinics

e Process OK, reimbursement rate is too low

e Provider enrollment takes too long, some clinics not aware they can back bill new enrollments

e Deal with CHIPS and Medicaid, you do not ever know what to expect out of them. They are
unpredictable

e (all center at Medicaid does not have the intelligence to deal with issues on phone. Frustrates the
clinic

e Must ask for extended visits for kids and prior authorizations. Creates a lot of extra work for
physicians

Question 16 — How many have heard about the Share Point EHR being offered by the Division of Medicaid in
Mississippi

e 2 of 21 in Hattiesburg

e 50f20inJackson

Participant questions for the Moderator
Participants were provided an opportunity to ask questions of the moderator. The questions included:

e What is the Medicaid six year span for incentive payments and what is the relationship to relation to
Meaningful Use?

e How do submit claims in the future without being ICD10 compliant? Does it require providers to
have a certified EMR?

e Can you explain the Medicaid and Medicare incentive and disincentive programs?

e Are private payers incenting EMR adoption as well as Medicaid?

e Incentives not helpful if providers do not have the money to invest in EHR up front. How can
Medicaid help financially strapped doctors get the money to get the technology

o Need to provide doctors a system to help doctors understand process and options

e States could tack on additional requirements for meaningful use. Is Mississippi planning on doing
that?

e How would | find out what program | should choose and how do | apply for the incentives?
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Electronic
Health
Record

Computerized
Physician
Order Entry

Lab
Information
System

Radiology
Information
System

Picture
Archiving
and
Comm.
System

Emergency
Department

April 15, 2013

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
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Lab
Information
System

Radiology
Information
System

Picture
Archiving
and
Comm.
System

Emergency
Department

April 15, 2013

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
General
Hospital

County

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

April 15, 2013

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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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 guestionnaire 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
5
Choctaw
]
Franklin
1]

Issaquena

0
Lamar
0
Marion
0

Pearl
River

3
Simpson
0
Union
2

Yazoo

0

Alcom
0
Claiborne
0
George
0

Itawamba

2
Lauderdale
9
Marshall
1

Perry
0
Smith
1
Walthall
1

Qut of
State

Amite
0
Clarke
1
Greene
0

Jackson

=)
Lawrence
0
Monroe
2

Pike
1
Stone
0
Warren
0

Response
Count

94

Altala
1
Clay
1
Grenada
1

Jasper

0
Leake
1
Montgomenry
0

Pontotoc

1
Sunflower
1
‘Washington
1

BEenton
0

Coahoma
0
Hancock
0

Jefferson

Lee
2
Neshoba
1

Prentiss

0
Tallahatchie
0
Wayne
0

2. Please enter your contact information or that of your designee.

Answer Options

Name:
Company:
Address:
Address 2:

Eclivar Calhoun
0 2
Copiah Covington
4] 0
Harrison Hinds
5 11
Jefferson
Davis Jones
4] 0
Leflore Lincoln
0 2
Newton MNoxubee
1 4]
Quitman Rankin
4] 4
Tate Tippah
2 0
Webster Wilkinsen
0 0

Response Percent

100.0%
100.0%
100.0%
33.0%
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Carroll
0

Desoto
4
Helmes
0

Kemper
0
Lowndes
3

Oktibbeha
1

Scott

0
Tishomingo
1
Winston
0

April 15, 2013

Chickasaw
1

Forrest
2
Humphreys
0
Lafayette

7
Madison
3
Pancla
0

Sharkey
1
Tunica
1
Yalobusha
0

Response Count

94
94
94
31
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City/Town: 100.0% 94
State: 100.0% 94
ZIP: 100.0% 94
Country: 96.8% a1
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 4|56 |7 |8[9]110 )11 )12 (13 |14 |15 |16 |17 |18 |19 |20 [ 20
Locations 063113 21411]1(0]0 3 0 0] 0 0 0 0] o] 0O 7
Physicians | 15 |20 |16 |10 |5 |22 ]2 ]2]|0 0 2 2 1 1 0 0j o] 0 4
Dentists 69 | 14 6 0jloj1]0folo0O 1 0 0] 0 0 0 0 0] o] 0 1
Physician

Assistants | 84 4 1 5|]0j0jJ0ojJojOo]0 0 0 0] 0 0 0 0] 0 0l o] 0 0
Nurse

Practitioner | 45 | 21 | 12 6132|111 ]0]0 1 0 0 1l 0 0 0] 0 0] o] 0 1
Nurse

Midwives 84 5 4 ojojf1jojojojo 0 0 0] 0 0 0 0] 0 0j o] o 0

Total Staff 0| 6] 5| 8|6 ]oj2|3]|6]6] 5] 2 31 2] 0] 2 1 2] 0] o] 1 25

4. Which of the following software products or services are you currently using?

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 M a2
Electronic Health Records 32 47 79
Clinical Quality Measures 18 54 72
Clinical Decision Support 15 57 72

answered guestion 94

skipped question 8
5. Which of your current software products or services are certified?
CCHIT Other Response

Answer Options Cortification Certiflcation No Certification  Not Used  Not Sure ]
Practice Management 26 0 8 10 47 91
Billing Services
Management 18 3 6 17 7 81
Electronic Prescribing 2 2 7 30 23 83
Electronic Medical 23 5 5 29 on a0

Records
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9. What is the cost range for your planned software upgrades? (Select amounts from drop-down list)

Minimum

Answer
Options $0
Estimated

Range 28

Maximum

Answer

Options $0

Estimated
Range

$10,000

23

$10,000

17

$20,000

10

$20,000

12

$30,000

$30,000

$40,000

$40,000

$50,000

$50,000

10

Skipped question 18
Over Response
$60,000 g5 000 Count
2 10 81
Over Response
LY $60,000 Count
5 14 Tl
Question
Totals
answered gquestion 81
skipped question 21

10. Does your practice exchange or plan to exchange health information with the following?

Answer Options

Hospitals
Pharmacies
Lab/X-ray

Other Physicians
Governing Agencies
Other

Other (please specify)

11. Does your practice use or plan to use Telemedicine?

Answer Options

Providing Care

Consultation with other physicians or hospitals

Yes-Currently

25
32
27,
15
14
1

Yes-Planned

30
36
28
42
30
4

Not Planned

36
25
36
34
41
46

answered question

17
25
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skipped question

No

69
60

Response Count

91
93
91
91
85
51
4

Response Count

86
85

April 15, 2013
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View patient information at home 23 58 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
shipped question 8

13. What are your practice specialties?

Answer Optlons Response Count

90

answered question a0
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)
Answer Optlons

Commercial
Carriers

Medicare
Medicaid
Private/Uninsured
Answer Options

Commercial
Carriers

Medicare
Medicaid
Private/Uninsured
Answer Options

Commercial
Carriers

Medicare
Medicaid
Private/Uninsured

Answer Options

Commercial
Carriers

Medicare
Medicaid
Private/Uninsured
Answer Options

Commercial
Carriers

Medicare
Medicaid
Private/Uninsured
Answer Options

Commercial
Carriers

Medicare
Medicaid
Private/Uninsured
Answer Options

Commercial
Carriers

Medicare
Medicaid
Private/Uninsured

1%
3
3
2
3

16%

o o o o

3N%

61%

o o o

(=3

76%

o o o

(=]

9%

o o o O

2%

W = a O

-
-

3%

o fp s -0 o

- =

B3
%

oo o o Bfococo o fggeooo

ooco o ffPoococ o@Fgooo o 2f=o0 =

15
20

11

)
Nwoo o

L8

o = o O

- =N

o Rfo oo o FRo —- o

P oco o RBocooco o B2 oo

=R = I = R = |

=

o #8200 o R2%o -0

o 20 0o Fffooo odB8oco0oc o220 o0 o
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- B c oo o

RPo oo o RPBo oo

ik
25%

12

40%

- W ®

L]

55%

70%

-

L= S B S

85%

o

owoo‘aegoo—h

11 12 13 14
% % % %
1 ] 0 ]
0 1 3 1
1 1 0 0
0 0 1 0
26 27 28 29
% % % %
0 1] 0 1
1 1 0 1
0 1 1 0
0 1 0
M 42 43 44
% % % %
1 2 a 0
0 0 0 1
0 0 1]} 0
Y] 0 2 0
56 57 58 59
% % % %
0 1 1] 0
0 0 0 0
0 0 1} 0
0 0 0
m 72 73 74
% % % %
0 0 1]} 0
0 0 0 0
0 0 0 0
0 0 0 0
86 87 88 89
% % % %
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 ]
answered guestion
Skipped question

2 RENvwww »~ FG

a0

o o o o

93

9
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15. What is your level of interest in the following:

Response
Answer Optlons High Medium Low S
Receiving updates on EHR information 53 20 17 90
Training on EHR Implementation 45 21 25 91
Available incentive payments 78 7 8 23
Open Forum Discussions 37 29 25 91
answered guestion 94
skipped question 8
16. Do you plan to apply for the Medicald 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
shipped guestion 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

Answer Ms AL AR LA ™ Other Response Count
Options

Applyin 82 0 0 0 0 1 83

Question Totals

answered guestion 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 Optlons Response Percent

April 15, 2013

Response Count

Yes 73.4% 69
No 26.6% 25
If yes, in what year do you plan to apply (2011 - 2014) 68
answered guestion 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 cholces per row are allowed)

56 768 1.5 6.0 25 50 Over Not Response
answeroptions None g kB MB MB MB MB 50MB  Sure Count
Cable 2] 2 1 1 3 0 0 1 12 29
Dedicated 13 1 0 1 1 0 0 2 11 29
DSL 10 4 1 = 1 0 [o] x 13 36
Ethernet 9 0 0 4 0 1 0 5 8 27
Satellite 14 0 1 ] 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 electronicall hanges 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 cholces per row are allowed)

L None g ks MB MB MB MB soMB sue
Cable 15 1 0 0 1 2 0 1 7
Dedicated 15 1 0 0 4 1 0 1 8
DSL 16 2 0 1 1 0 0 2 12
Ethemet 10 (1] 0 3 0 0 1 5] 9
Satellite 19 0 0 0 0 0 0 0 T
Dial up 19 0 0 0 0 0 0 0 6
Other 15 0 0 0 0 0 0 0 7
Please identify the hospital(s)
answered question
skipped question
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Response
Count

27
31
34
29
25
24
22
13

46
56
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maximum bandwidth shown) (Check all that apply - multiple choices per row are allowed)

Answer Options None
Cable 9
Dedicated 12
DSL 10
Ethernet 8
Satellite 18
Dial up 18
Other 11

Other (please specify)

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

Cable
Dedicated
DsL
Ethernet
Satellite

e o &~ ~ U

Dial up
Other

=
(=]

Other (please specify)
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50
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Over 50 Not
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22
16
3
20
12
13
13
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answered guestion
skipped question

Over 50 Not
MB Sure
a7
34
43
31
31
33
26

[= T = T = T = X R

answered question
skipped question

Response
Count

40
37
73
42
30
34
26
4

Response
Count

56
56
76
|
42
50
37
4

April 15, 2013

o
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Appendix F: House Bill 941

House Bill 941

AN ACT TO CREATE THE MISSISSIPPI HEALTH INFORMATION NETWORK ACT TO PROMOTE THE
USE OF HEALTH INFORMATION TECHNOLOGY AND EXCHANGE OF THAT INFORMATION TO
IMPROVE HEALTH CARE QUALITY AND EFFICIENCY; TO ESTABLISH THE MISSISSIPPI HEALTH
INFORMATION NETWORK AND PROVIDE THAT IT WILL BE GOVERNED BY A BOARD OF
DIRECTORS; TO PROVIDE FOR THE MEMBERSHIP OF THE MS-HIN BOARD; TO PROVIDE FOR
THE POWERS AND DUTIES OF THE MS-HIN BOARD; TO PROVIDE CERTAIN IMMUNITY FOR
MEMBERS OF THE MS-HIN BOARD; TO PROVIDE FOR PRIVACY OF HEALTH INFORMATION IN
THE NETWORK; TO REQUIRE ALL AGENCIES OF THE STATE ENGAGED IN THE DELIVERY OR
PROVISION OF HEALTH INFORMATION TECHNOLOGY SERVICES TO COORDINATE BETWEEN
THE SEVERAL STATE AGENCIES, WITH PRIVATE NONPROFIT CORPORATIONS, AND WITH
FEDERALLY FUNDED AGENCIES TO PREVENT UNNECESSARY DUPLICATION, WASTEFUL
EXPENDITURES OF STATE FUNDS; TO ENCOURAGE THE DEVELOPMENT OF AN
INTEROPERATIVE STATEWIDE SYSTEM OF HEALTH INFORMATION TECHNOLOGY; TO REQUIRE
STATE AGENCIES, BEFORE ACQUIRING ANY HEALTH INFORMATION TECHNOLOGY SYSTEM, TO
CONDUCT A SURVEY OF ALL HEALTH INFORMATION TECHNOLOGY SYSTEMS WITHIN THE
GEOGRAPHIC AREA FOR WHICH THE SERVICE IS INTENDED, AND ANALYZE THE BENEFITS OF
USING EXISTING PROVIDERS; TO REQUIRE THE MISSISSIPPI HEALTH INFORMATION NETWORK
TO REVIEW PROPOSALS AND PROVIDE GUIDANCE FOR HEALTH INFORMATION TECHNOLOGY
ACQUISITION; TO DIRECT THE PEER COMMITTEE TO MAKE CERTAIN REPORTS REGARDING
THE DEVELOPMENT OF ELECTRONIC HEALTH INFORMATION IN MISSISSIPPI; AND FOR
RELATED PURPOSES.

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MISSISSIPPI:
SECTION 1. This act shall be known and may be cited as the "Health Information Technology Act."

SECTION 2. The Mississippi Health Information Network is a public—private partnership for the benefit
of all of the citizens of this state.

SECTION 3. (1) The Mississippi Health Information Network is established, and is referred to in this
act 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 public-private and diverse
nature of the MS-HIN.

(3) The membership of the MS-HIN board of directors shall consist of the following:

(@) 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 Mississippi 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 an 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;

() 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;
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(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;

()) 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 appointing 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-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.

SECTION 4. (1) In furtherance of the purposes of this act, 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, non-physician providers, third-party
payers, self-insured employers, pharmacies, laboratories and other 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) Provide 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 manner that improves
guality, 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 to carry out its purposes and duties, including
the following:
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(@) To appoint an executive director, who will serve at the will and pleasure of the MS-HIN board.
The qualifications and employment terms for the executive director shall be determined by the 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 act or the rules and regulations promulgated under this act 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 private institution, or any individual in carrying out the
provisions of this act; and

(e) To discharge other duties, responsibilities, and powers as are necessary to implement the
provisions of this act.

(3) The executive director shall have the 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 derived 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 act.

SECTION 5. (1) All 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 and 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 act, or any other state law, or
duly adopted 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 rights 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 11-1-58
through 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 to use 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, which
provides an essential governmental function for the public health and safety.

SECTION 6. (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 participants 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
Accountability 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.
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(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 regulations
promulgated by the MS-HIN board.

SECTION 7. (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
Accountability 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 Records 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
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
construed 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 disclosures 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.

SECTION 8. For the purposes of this act, the following terms shall be 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, software 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 form 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 agencies, officers, departments, boards,
commissions, offices and institutions of the state, but does not include any agency financed entirely by
federal funds.

SECTION 9. (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 connect to MS-HIN.

(2) Where existing entities can be used to provide the proposed HIT system, in whole or in part, the
submission shall include letters of commitment, memoranda of agreements, or other supporting
documentation.
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(3) The MS-HIN shall review proposals for acquisition of HIT systems for the purposes contained in
Section 4 of this act, and provide guidance 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 the effective date of House Bill No. 941, 2010 Regular Session, is exempt from the
requirements of Sections 8 and 9 of this act.

SECTION 10. 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 records (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; and

(c) Evaluate the use of American Recovery and Reinvestment Act (ARRA) funds for electronic
health records system implementation in the State of Mississippi.

The PEER Committee shall make its report on or before December 1, 2010, including any
recommendations for legislation.

SECTION 11. This act shall stand repealed on July 1, 2014.

SECTION 12. This act shall take effect and be in force from and after its passage.
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Appendix G: Calculators
G1. Hospital EHR Patient VVolume Calculator (Revised 2013) — Form 2552-96

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 I, col. 6, lines 1,2,6,7,8,9,10 0
Total Hospital Discharges w/s S-3 part I, 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
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 Medicaid Total
Medicare 0 0
Third Part

Total POS 21 Discharges
Emergency Room - POS Code 23 - Discharges

Medicaid Primary Payer

All
Patients Data Source Medicaid Total
All Payers 0
Medicaid Primary Payer 0
Medicaid Secondary Payer
) D cdicaid ota
Medicare 0 0
Third Part 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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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)
Inpatient (POS 21) Discharges - Cost Reports from identified data locations.

a.
b.

Emergency Room (POS 23) Discharges - Billing management reports

Inclusions in Medicaid Encounter (Discharges) Counts:

a.

b.

Encounters include a Medicaid Eligible patient (regardless of payment Liability) New in 2013

Encounters paid through the Mississippi CAN program

Exclusions from Medicaid Encounter (Discharges) Counts:

a.
b.
c.

Each Emergency room visit will count as one encounter.

Encounters not resulting in a payment by Medicaid
All CHIP Encounters
Emergency Room encounters that result in admission to the hospital

can't be included in the patient discharges.)

(See 4.c. - Patients discharges into the hospital

G2. Hospital EHR Patient VVolume Calculator (Revised 2013) — Form 2552-10

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 I, col. 8, lines 1,2,8,9,10,11,12 0
Total Hospital Discharges w/s S-3 part I, 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 Prima

Medicaid

Data Source - 2552-10 Cost Report
w/s S-3 part I, col. 15, lines
1,2,8,9,10,11,12
w/s S-3 part I, col. 14, lines
1,2,8,9,10,11,12

Medicaid Secondary Payer - (Optional)(1l
Primary Payer - Discharges
Medicare

0 0
Third Par

Column 8
Discharges

Medicaid Primary Payer

Data Source Medicaid

Total POS 21 Discharges
Emergency Room - POS Code 23 - Discharges

Medicaid Prima
All
Patients

Data Source
Discharges

Medicaid Primary Payer
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Medicaid Seconda Optional)(1
Primary Payer Data Source Medicaid
Medicare 0 Y
Third Parti 0 0
Total POS 23 Discharges (0] 0
Total Encounters - SLR Application 0o o
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 management 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 hospital

can't be included in the patient discharges.)

G3. Professional EHR Patient Volume Calculator (Revised 2013) — Form 2552-96

Eligible Professional - Medicaid Percentage Calculation

White Areas require provider input

Provider Name: NPI:
Medicaid Qualifying Period
Patient Volume - Individual or Group Statistics used: (9) Individual
Duration -
Period Start Date (3) 00/00/00 Months
Period End Date (3) 00/00/00
Encounters - Medicaid Primary Payer (Required
All Patients Encounter Data Source Medicaid Total
All Payer Encounters 0
Medicaid FFS Encounters 0
Medicaid MS CAN Encounters 0

Encounters - Medicaid Secondary Payer (Optional
Primary Payer ‘ Encounter Data Source Medicaid Total
0

Medicare Encounters
Third Party Encounters 0

Total Encounters used in Application (o) (o)

0.0%

Medicaid Percentage

Appendix G: Calculators Page 154



MISSISSIPPI DIVISION OF o Updated .
4 MEDICAID State Medicaid Health Information Technology April 15, 2013
) Planning Document

Patient Volume Requirements

1 Eligible Professional must have a minimum of 30% Medicaid Encounters in the prior calendar year to qualify for the
Incentive Payment.

2 Eligible Pediatricians may qualify for a reduced incentive payment if they have at least 20% but less than 30% Medicaid
Encounters in the prior calendar year.

3 Medicaid Patient Volume calculation period must be in the year prior to the current program or payment year.
Professional must select one of the following periods:

a. Ninety day period starting on the first day of the month.

b. Greater than ninety day period starting on the first day of the month. Patient Volume period cannot exceed the full
calendar year.

c. Full calendar year
d. Any ninety day period within 12 months of Attestation - New in 2013

4 A patient encounter includes service rendered on any one day to a Medicaid-enrolled individual, regardless of payment
liability. This includes zero-pay claims and encounters with patients in Title XXI- funded Medicaid expansions, but not
separate CHIP programs. Provider patient volume includes CHIP encounters if part of Title XIX expansion or part of
Title XXI expansion (still cannot include CHIP stand-alone Title XXI encounters) - New in 2013

5 Patient Volume supporting documentation must be attached to the application. All data sources must be identifiable
and auditable (i.e. billing systems or practice management software). Supporting Documentation must identify the
encounter data by primary and secondary payer and must eliminate ineligible encounters.

6 EPs may use a clinic or group practice's patient volume as a proxy for their own under three conditions:

(1) The clinic or group practice's patient volume is appropriate as a patient volume methodology calculation for the EP
(for example, if an EP only sees Medicare, commercial, or self-pay patients, this is not an appropriate calculation);

Appendix G: Calculators Page 155



f

Updated

MISSISSIPPI DIVISION OF

MEDICAID State Medicaid Health Information Technology April 15, 2013

Planning Document

(2) There is an auditable data source to support the clinic's patient volume determination; and

(3) So long as the practice 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 others use the clinic-level
data). The clinic or practice must use the entire practice's patient volume and not limit it in any way. EPs may attest to
patient volume under the individual calculation or the group/clinic proxy in any participation year. Furthermore, if the
EP works in both the clinic and outside the clinic (or with and outside a group practice), then the clinic/practice level
determination includes only those encounters associated with the clinic/practice.

To be a meaningful EHR user, an EP must have 50 percent or more of their patient encounters during the EHR
reporting period at a practice/location or practices/locations equipped with certified EHR technology. For the purpose
of calculating this 50 percent threshold, any encounter where a medical treatment is provided and/or evaluation and
management services are provided should be considered a "patient encounter."
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G4. EHR Hospital PIP Calculator (Revised Jan 2013) — Form 2552-96

Hospital One Time Payment Calculation

Calculation of Medicaid Electronic Health Records (EHR) Incentive Payment using 2552-96 Cost Report
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 I, line 12, column 15 - Total discharges
Cost Report years used for one time calculations | PY | CcYy 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|, line 12, column 15 0 0
Discharges
Total Allowable Amount
Year 1 (allowed dischg - 1,149) x $200 0 0 SO
Year 2 ((allowed dischg - 1,149) x $200) 0 0 SO
Year 3 ((allowed dischg - 1,149) x $200) 0 0 S0
Year 4 ((allowed dischg - 1,149) x $200) 0 0 SO
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 year $2,000,000 $2,000,000 $2,000,000 $2,000,000
Years 1-4 discharge related amount (step 2) SO SO SO SO
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: I Compute the overall EHR amount for 4 years I $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 )
w/s S-10, line 30 Uncompensated care charges (negative amount) )
Total Hospital Charges - charity chgs SO
divided by Total Hospital Charges S0
Non-charity percentage 0.00%
w/s S-3 part |, col. 6, line 1,2,6,7,8,9,10 Total Hospital Days 0
Non-charity total Hospital Days 0
I (Total Medicaid and HMO Medicaid days) divide non-charity hospital days I 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%
I Medicaid Aggregate EHR Incentive Amount I $0.00

Step 8: Computation of Medicaid annual EHR incentive payout

Annual
Percentage |  Payment
[ Year 1 payment [ s500% | $0
[ Year 2 payment [ a00% | $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 used in 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,

it is 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 I, 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 I, 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 used in the Medicare hospital incentive calculation,
please see FAQ#10717.
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G5. EHR Hospital PIP Calculator (Revised Jan 2013) — Form 2552-10

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 l CcY 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 Yr 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, column 15 0
Discharges
Total Allowable Amount
Year 1 (allowed dischg - 1,149) x $200 0 0 SO
Year 2 ((allowed dischg - 1,149) x $200) 0 0 SO
Year 3 ((allowed dischg - 1,149) x $200) 0 0 SO
Year 4 ((allowed dischg - 1,149) x $200) 0 0 SO
Total 4 year discharge related amount S0
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 year $2,000,000 $2,000,000 $2,000,000 $2,000,000
Years 1-4 discharge related amount (step 2) SO SO SO SO
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: I 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 S0
w/s S-10, line 20 Uncompensated care charges (negative amount) S0
Total Hospital Charges - charity chgs SO
divided by Total Hospital Charges S0
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% | S0
| Year 2 payment | 40.0% | S0
| Year 3 payment | 10.0% | S0

CMS Reference - Authorized Data Sources for One Time Payment Calculation

Published 08/09/2011 09:32 AM | Updated 12/05/201101:45PM | 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 State s%ﬁfﬂggﬁi(ﬂélgatlggf%%ﬁoﬂity to ensure the integrity and regulatory compliance of the datha9€ 163
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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 I, 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 I, 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 used in the Medicare hospital incentive calculation, please

see FAQ#10717.
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Appendix H: Impact of Incentive Payments

April 15,2013

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 Providers who 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.
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Appendix I: MU Requirements (Updated 2013)

Requirements for Stage 1 of MU
For eligible professionals, there are a total of 23 MU objectives. Beginning in 2013, to qualify for an incentive
payment, 18 of these 23 objectives must be met, including at a minimum:

e 13 required base and core objectives (unless an exclusion applies);
e 5 objectives chosen from a list of 10 menu set objectives, including at least 1 public health objective; and

e 6 CQMs (3 core or alternate core plus 3 menu).

For eligible hospitals and CAHs, there are a total of 22 MU objectives. Beginning in 2013, to qualify for an
incentive payment, 17 of these 22 objectives must be met, including at a minimum:

e 12 required base and core objectives; and
e 5 objectives chosen from a list of 10 menu set objectives, including at least 1 public health objective; and

e 15 core CQMs.

Requirements for Stage 2 of MU

In order to meet Stage 2 requirements, you must have met the Stage 1 requirements of the EHR Incentive
Programs for a 90-day period in your first year of participation and a full year in your second year of
participation.

The earliest that the Stage 2 criteria must be met is in calendar year 2014 for EPs and federal fiscal year 2014 for
EHs and CAHs. Due to changes in CEHRT standards, in 2014 EPs, EHs and CAHs will be allowed a 90-day EHR
reporting period, regardless of EP’s, EH’s or CAH’s year of program participation.

To demonstrate MU under Stage 2 criteria EPs must meet a total of 20 objectives and report CQMs, including:
e 17 base and core objectives;
¢ 3 menu objectives that they select from a total list of 6; and

e 9 CQMs from a total list of 64.

To demonstrate MU under Stage 2 criteria EHs and CAHs must meet a total of 19 objectives:
e 16 base and core objectives;
¢ 3 menu objectives that they select from a total list of 6; and

e 16 CQMs from a total list of 29.

Explanation of base, core and menu Objectives

The difference between a base, core and menu objective relates to the ONC technical standards for CEHRT.
Base and core objectives are required to meet MU (unless an exclusion applies) and menu objectives allow
providers a choice of objectives to fulfill remaining MU requirements.
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Table | below outlines a crosswalk of MU base, core and menu objective requirements for EPs, EHs and CAHs
between Stage 1 and Stage 2, including those that qualify for exclusions.
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Table I: Crosswalk of Objective Requirements for Stage 1 and Stage 2 Meaningful Use (Revised 2013)

Record Demographics: More than 50% of all unique patients seen More than 80% of all unique patients seen by | None.
e Preferred language by EP or admitted to EH’s or CAH’s inpatient | EP or admitted to EH’s or CAH’s inpatient or

e Gender or emergency department have emergency department have demographics

e Race demographics recorded as structured data recorded as structured data

e  Ethnicity

e Date of Birth
e EH/CAH - Date & Preliminary Cause of
Death in even of mortality

Record and chart changes in vital signs For more than 50% of all unique patients For more than 80% of all unique patients Any EP who:
age 2 and over seen by the EP or admitted seen by the EP or admitted to the EH’s or 1. Sees no patients 3 years or
to the EH’s or CAH’s inpatient or emergency | CAH’s inpatient or emergency department older is excluded from recording
department have height, weight, and blood have: blood pressure;
pressure recorded as structured data e Blood pressure (ages 3 and over) 2. Believes that all three vital
e Height/length and weight (all ages) signs of height, weight, and blood
pressure have no relevance to
recorded as structured data their scope of practice is excluded

from recording them;

3. Believes that height and
weight are relevant to their scope
of practice, but blood pressure is
not, is excluded from recording
blood pressure; or

4. Believes that blood pressure
is relevant to their scope of
practice, but height and weight
are not, is excluded from
recording height and weight.
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Clinical Decision Support

Implement one clinical decision support rule

Implement drug-drug and drug-allergy
interaction checks

(Consolidated into Clinical Decision Support
for Stage 2)

EP/EH/CAH has enabled the functionality for
the entire EHR reporting period

EPs, EHs, and CAHs must satisfy both
measures in order to meet the objective:

e Implement 5 clinical decision support
interventions related to 5 Clinical Quality
Measures at a relevant point in patient
care for the entire EHR reporting period

e Enabled and implemented the
functionality for drug-drug and drug-
allergy interaction checks for the entire
EHR reporting period

None.

None.

Computerized Provider Order Entry

More than 30% of unique patients with at
least one medication in their medication list
seen by the EP or admitted to the EH’s or
CAH’s inpatient or emergency department
have at least one medication entered using
CPOE

Alternate measure: More than 30% of
medication orders created by the EP or
authorized providers of the EH’s or CAH’s
inpatient or emergency department during
the EHR reporting period are recorded using
CPOE. This alternative measure is optional
in 2013, but required in 2014.

Implement drug-formulary checks

(Consolidated into CPOE for Stage 2)

The EP/EH/CAH has enabled this
functionality and has access to at least one
internal or external drug formulary for the
entire EHR reporting period

More than 60% of medication, laboratory,
radiology orders created by the EP or
admitted to the EH’s or CAH’s inpatient or
emergency department during the EHR
reporting period are recorded using CPOE

Any EP who writes fewer than
100 prescriptions during the EHR
reporting period.
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Summary of Care

The EP, EH, or CAH who transitions or refers
their patient to another setting of care or
provider of care providers a summary of
care record for more than 50% of transitions
of care and referrals

Problem List

(Consolidated into Summary of Care for
Stage 2)

More than 80% of all unique patients seen
by the EP or admitted to the EH’s or CAH’s
inpatient or emergency department have at
least one entry (or an indication that no
problems are known for the patient)
recorded as structured data

Medication List

(Consolidated into Summary of Care for
Stage 2)

More than 80% of all unique patients seen
by the EP or admitted to the EH’s or CAH’s
inpatient or emergency department have at
least one entry (or an indication that the
patient is not currently prescribed any
medication) recorded as structured data

Medication Allergy List

(Consolidated into Summary of Care for
Stage 2)

More than 80% of all unique patients seen
by the EP or admitted to the EH’s or CAH’s
inpatient or emergency department have at
least one entry (or an indication that the
patient has no known medication allergies)
recorded as structured data

EPs, EHs, and CAHs must satisfy both
measures in order to meet the objective:

e The EP, EH, or CAH that transitions or
refers their patient to another setting of
care or provider of care provides a
summary of care record for more than
65% of transitions of care and referrals

e The EP,EH, or CAH that transitions or
refers their patient to another setting of
care or provider of care electronically
transmits a summary of care record using
Certified EHR Technology to a recipient
with no organizational affiliation and
using a different Certified EHR
Technology vendor than the sender for
more than 10% of transitions of care and
referrals

Any EP who does not transfer a
patient to another setting or refer
a patient to another provider
during the EHR reporting period
would be excluded from this
requirement.
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Timely Electronic Access to Health
Information
[EP Only]

(View, Download and Transmit to 3" Party
for Stage 2)

More than 10% of all unique patients seen
by the EP are provided timely (available to
the patient within four business days of
being updated in the certified EHR
technology) electronic access to their health
information subject to the EP’s discretion to
withhold certain information

There are 2 measures for this objective, both
of which must be satisfied in order to meet
the objective:

e More than 50% of all unique patients
seen by the EP during the EHR reporting
period are provided timely (within 4
business days after the information is
available to the EP) online access to their
health information subject to EP’s
discretion to withhold certain
information

e More than 10% of all unique patients
seen by the EP during the EHR reporting
period (or their authorized
representatives) view, download or
transmit to the third party their health
information

Any EP that neither orders nor
creates lab tests or information
that would be contained in the
problem list, medication list,
medication allergy list (or other
information as listed at 45 CFR
170.304(g)) during the EHR
reporting period.

Electronic Copy of Health Information

(View, Download and Transmit to 3" Party
for Stage 2)

More than 50% of all patients of the EP or
the inpatient or emergency departments of
the EHs/CAHs who request an electronic
copy of their health information are
provided it within 3 days

There are 2 measures for this objective, both

of which must be satisfied in order to meet

the objective:

e More than 50% of all patients who are
discharged from the inpatient or

Any EP who has no requests from
patients or their agents for an
electronic copy of patient health
information during the EHR
reporting period would be
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Electronic Copy of Discharge Instructions
[EH only]

(View, Download and Transmit to 3" Party
for Stage 2)

More than 50% of all patients who are
discharged from an EH or CAH’s inpatient or
emergency department and who request an
electronic copy of their discharge
instructions are provided it

emergency department of an EH or CAH
have their information available online
within 36 hours of discharge

e More than 10% of all patients who are
discharged from the inpatient or
emergency department of an EH or CAH
view, download or transmit to a third
party their information during the EHR
reporting period

excluded from this requirement.

Privacy/Security Conduct or review a security risk analysis per | Conduct or review a security risk analysis per | None.
45 CFR 164.308 (a)(1) and implement 45 CFR 164.308 (a)(1), including addressing
security updates as necessary and correct the encryption/security of data at rest in
identified security deficiencies as part of its accordance with the requirements under 45
risk management process 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 its risk management
process
Clinical Quality Measures Submit clinical quality measures through Clinical Quality Measures eliminated from the | None.

(This requirement has been removed as an
objective and has been incorporated
directly into the definition of MU)

attestation, either electronically or as
discussed in section 11(A)(3) of the final rule

core objective. However, EPs, EHs and CAHs
are still required to report CQMs to CMS or
the States in order to demonstrate
Meaningful Use of Certified EHR Technology
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ePrescribing
[EP Only]

More than 40% of all permissible
prescriptions written by the EP are
transmitted electronically using certified
EHR technology

More than 65% of all permissible
prescriptions written by the EP are compared
to at least one drug formulary and
transmitted electronically using Certified EHR
Technology

1. Any EP who writes fewer

than 100 prescriptions during the
EHR reporting period would be
excluded from this requirement.
2. Any EP who does not have a
pharmacy within their
organization and there are no
pharmacies that accept electronic
prescriptions within 10 miles of
the EP’s practice location at the
start of his/her EHR reporting
period would be excluded from
this requirement.

Smoking

Status

More than 50% of all unique patients 13
years old or older seen by the EP or
admitted to the EH’s or CAH’s inpatient or
emergency department have smoking status
recorded

More than 80% percent of all unique patients
13 years or older seen by the EP or admitted
to the EH’s or CAH’s inpatient emergency
department during the EHR reporting period
have smoking status recorded as structured
data

Any EP who did not see patients
13 years or older during the EHR
reporting period would be

excluded from this requirement.

Any EH or CAH that did not admit
any patients 13 years or older to
the inpatient or emergency
department during the EHR
reporting period.

Clinical S
[EP Only]

ummaries for Each Office Visit

Clinical summaries provided to patients for
more than 50% of all office visits within 3
business days

Clinical summaries provided to patients
within 24 hours for more than 50% of office
visits

Any EP who has no office visits
during the EHR reporting period
would be excluded from this

requirement.
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Lab Results into EHR

More than 40% of all clinical lab test results
ordered by the EP or by an authorized
provider of the EH or CAH for patients
admitted to its inpatient or emergency
department during the EHR reporting period
whose results are eitherin a
positive/negative or numerical format are
incorporated in certified EHR technology as
structured data

More than 55% of all clinical lab test results
ordered by the EP or by an authorized
provider of the EH or CAH for patients
admitted to its inpatient or emergency
department during the EHR reporting period
whose results are either in a
positive/negative or numerical format are
incorporated in certified EHR technology as
structured data

Any EP who orders no lab tests
who results are either in a
positive/negative or numeric
format during the EHR reporting
period would be excluded from
this requirement.

Patient Reminders
[EP only]

More than 20% of all unique patients 65 and
older or 5 years and younger were sent an
appropriate reminder during the EHR
reporting period

More than 10% of all unique patients who
have had an office visit with the EP within the
24 months prior to the beginning of the EHR
reporting period were sent a reminder, per
patient preference

Any EP who has no patients 65
years or older or 5 years old or
younger with records maintained
using CEHRT is excluded from this
requirement.

Patient Specific Education

More than 10% of all unique patients seen
by the EP or admitted to the EH’s or CAH’s
inpatient or emergency department are
provided patient-specific education
resources

[EP] Patient-specific education resources
identified by Certified EHR Technology are
provided to patients for more than 10% of all
office visits by the EP[EH/CAH] More than
10% of all unique patients admitted to the
EH’s or CAH’s inpatient or emergency
departments are provided patient-specific
education resources identified by Certified
EHR Technology

None.

Medication Reconciliation

The EP,EH or CAH performs medication
reconciliation for more than 50% of
transitions of care in which the patient is
transitioned into the care of the EP or
admitted to the EH’s or CAH’s inpatient or
emergency department

The EP, EH or CAH performs medication
reconciliation for more than 65% of
transitions of care in which the patient is
transitioned into the care of the EP or
admitted to the EH’s or CAH’s inpatient or
emergency department

Any EP who was not the recipient
of any transitions of care during
the EHR reporting period would
be excluded from this
requirement.
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Patient List

Generate at least one report listing patients
of the EP, EH or CAH with a specific
condition

Generate at least one report listing patients
of the EP, EH, or CAH with a specific condition

None.

Immunization Registries

Performed at least one test of certified EHR
technology’s capacity to submit electronic
data to immunization registries and follow
up submission if the test is successful (unless
none of the immunization registries in which
the EP, EH or CAH submits such information
have the capacity to receive the information
electronically)

Successful ongoing submission of electronic
immunization data from Certified EHR
Technology to an immunization registry or
immunization information system for the
entire EHR reporting period

1. An EP that does not perform
immunizations during the EHR
reporting period would be
excluded from this requirement.
2. Any EP who operatesin a
jurisdiction for which no public
health agency is capable of
receiving electronic immunization
information in the specific
standards required by CEHRT at
the start of their EHR reporting
period.

Lab Results to Public Health Agencies

[EH only]

Performed at least one test of certified EHR
technology’s capacity to provide electronic
submission of reportable lab results to
public health agencies and follow up
submission if the test is successful (unless
none of the public health agencies in which
the EP, EH or CAH submits such information
have the capacity to receive the information
electronically)

Successful ongoing submission of electronic
reportable laboratory results from Certified
EHR Technology to a public health agency for
the entire EHR reporting period

None.
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Secure Messaging

N/A

A secure message was sent using the
electronic messaging function of Certified
EHR Technology by more than 10% of unique
patients seen by the EP during the EHR
reporting period

1. Any EP who has no office
visits during the EHR reporting
period is excluded from this

requirement.

2. Any EP who conducts 50% or
more of his/her encounters in a
country that does not have 50%
or more of its housing units with
3Mpbs broadband accessibility
according to the latest
information available from the
FCC on the first day of their EHR
reporting period.

Imaging Results

N/A

More than 40% of all scans and tests whose
result is one or more images ordered by the
EP or by and authorized provider of the EH or
CAH for patients admitted to its inpatient or
emergency department during the EHR
reporting period are accessible through
Certified EHR Technology

1. Any EP who orders less than
100 tests that result in an image
during the EHR reporting period.
2.  Any EP who has no access to
electronic imaging results at the

start of the EHR reporting period.

Advance Directives
[EH only]

More than 50% of unique patients 65 years
old or older admitted to the EH’s or CAH’s
inpatient department have an indication of
an advance directive status recorded

More than 50% of unique patients 65 years
old or older admitted to the EH’s or CAH'’s
inpatient department during the EHR
reporting period have an indication of an
advance directive status recorded
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ePrescribing N/A More than 10% of hospital discharge

[EH only] medication orders for permissible
prescriptions (for new or changed

(Stage 2 - combined with Drug Formulary prescriptions) are compared to at least one

checking from Stage 1 Menu Set) drug formulary and transmitted electronically
using Certified EHR Technology

Electronic Medication Administration N/A More than 10% of medication orders created

Record (eMAR) by authorized providers of the EH’s or CAH’s

[EH only] inpatient or emergency department during
the EHR reporting period are tracked using
eMAR

Family Health History N/A More than 20% of all unique patients seen by | Any EP who has no office visits

the EP or admitted to the EH’s or CAH’s
inpatient or emergency department during
the EHR reporting period have a structured
data entry for one or more first-degree
relatives

during the EHR reporting period.
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Syndromic Surveillance

Performed at least one test of certified EHR
technology’s capacity to provide electronic
submission of syndromic surveillance to
public health agencies and follow up
submission if the test is successful (unless
none of the public health agencies in which
the EP, EH or CAH submits such information
have the capacity to receive the information
electronically)

Successful ongoing submission of electronic
syndromic surveillance from Certified EHR
Technology to a public health agency for the
entire EHR reporting period

1. Ifan EP does not collect any
reportable syndromic
information on their patients
during the EHR reporting period,
then the EP is excluded from this
requirement.

2. Any EP who operatesin a
jurisdiction for which no public
health agency is capable of
receiving electronic cancer case
information in the specific
standards required by CEHRT at
the start of their EHR reporting
period.

Specialized Registry
[EP only]

N/A

Successful ongoing submission of specific
case information from Certified EHR
Technology to a specialized registry for the
entire EHR reporting period

1. AnyEP who does not
diagnose or directly treat cancer.
2. Any EP who operates in a
jurisdiction for which no public
health agency that is capable of
receiving electronic cancer case
information in the specific
standards required by CEHRT at
the start of their EHR reporting
period.
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Cancer Registry
[EP only]

N/A

Successful ongoing submission of cancer case
information from Certified EHR Technology to
a specialized registry for the entire EHR
reporting period

1. Any EP who does not
diagnose or directly treat any
disease associated with a
specialized registry sponsored by
a national specialty society for
which the EP is eligible, or the
public health agencies in their
jurisdiction.

2. Any EP who operatesin a
jurisdiction for which no public
health agency or national
specialty society for which the EP
is eligible that is capable of
receiving electronic specific case
information in the specific
standards required by CEHRT at
the start of their EHR reporting
period.
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Appendix I: Post-Payment Audit Strategy for Meaningful Use
Appendix J will be submitted to CMS separate from this SMHP update to maintain confidentiality.
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Appendix K: Meaningful Use Screenshots

Department of Health & Human Services

Centers for Madicare & Madicasd Services m’

Consortium for Medscail and Claldren's R

133 Morth Michigan Avenue, Suite 800

Chicagn, Mhinois 0601

February |, 2012

Palricla Kness

SLR Product Manager

Government Healtheare Solutions

ACS, A Xerox Company

840 Stillwater Rel

West Sacramenia, CA 95605

Dear Ms. Kness,

Thank you fosr subwmitting screen shots developed by ACS to the Centers for Medicare & Modicaid

Servioes {CMS) on December |2, 200 1. The screen shots illustrie the atiestation process that

Madicad eligihle professsonals snd Modicasd eligible hospitals will complete in order to demonatrute

Stage | meaningfl we of certified clectronic health recond {EHR) technology under a Stafe's

Mudicaid EHR Incenfive Program. The screen shots were submitted by ACS on behalf of Alabamn,

Alasdes, Colorado, Missssippl, Missouri, Montana, and New Mexico.

(CMS spproves the screen shots on the date of this letier. Our appeoval is subject to provisions in

regulations af 43 CFR Pan 493, Subpant D. The States identified above may proceed with

implamenting the Stage | meaningfisl use attestation process for Medicaid cligible professionals and

Mudicasd eligible hospitals il hstrated by theae screen shots, A copy of ths letter wall be provided 1o

each State through the State's CMS Regional Office.

1f there are any questions concemning this information, please contact Messica Kahn st (410) 7869361,

or via email ot Fessica, g w
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Icon Legend

3. Attestation of EHR

Meaningful Use

Core Objectives
Select the Cortinue button to open each Core Objective Detall page in turn to complete the information for Mesningful Use stteststion. Sternatively, select any of the finks
helowe to complete that Objective's Detall page. Al chjectives must be answered

(Objective

IMeasure

Status

Wi
VIEW

Use computerized physician arder entry {CPOE) for medication
arders directly entered by any licensed healthcare professional
wha can enter orders into the medical record per state, local and
professional quidelines,

Implement drug-drug and drug-allergy interaction checks.

Maintain an up-ta-date problem list of current and active
diagnases.

Maintain active medication list.

Maintain active medication allergy list

Record all of the following demagraphics:

Record and chart changes in vital signs:

Record smaking status for patients 13 years old or alder,

Report hospital clinical quality measures to the States.

Implement ane clinical decision suppart rule related to a high
priarity hospital condition along with the ability ta track
compliance with that rule,

Provide patients with an electronic copy of their health
infarmation (including diagnostic test results, problem list,
medication lists, medication allergies, discharge summary,
procedures), upon request.

Provide patients with an electronic copy of their discharge
instructions at time of discharge, upan request.

Capability to exchange key clinical infarmation (for example,
prablem list, medication list, medication allergies, diagnastic test
results), amang praviders of care and patient autharized entities
electronically.

Protect electronic health infarmation created or maintained by
the certified EHR technalagy through the implementation of
appropriate technical capabilities.

WMare than 3% of all unique patients with atleast ane medication
intheir medication list admitted to the eligible haspital's or CAH's
inpatient or emerqency department (POS 21 or 13) have at least
ane medication order entered using CPOE,

The eligible haspital or CAH has enabled this functionality for the
entire EHR reparting periad.

WMare than 8% of all unique patients admitted to the eligible
haspital's or CAH's inpatient or emergency department (POS 21
ar 13) have at least one entry ar an indication that no problems
are known for the patient recorded as structured data,

WMare than 8% of all unique patients admitted to the eligible
haspital's or CAH's inpatient or emergency department (POS 21
ar 13) have at least one entry (or an indication that the patient is
not currently prescribed any medication) recarded as structured
data.

WMare than 8% of all unique patients admitted to the eligible
haspital's or CAH's inpatient or emergency department (POS 21
ar 13) have at least one entry (or an indication that the patient has
no known medication allergies) recorded as structured data.

WMare than 50% of all unique patients admitted to the eligible
haspital's or CAH's inpatient or emergency department (POS 21
ar 13) have demagraphics recorded as structured data,

For mare than 50% of all unique patients age 2 and over admitted
to the eligible hospital's or CAH's inpatient or emergency
department (POS 2Lar 23), height, weight and bload pressure are
recarded as structure data,

WMare than 50% of all unique patients 13 years old or alder
admitted to the eligible hospital's or CAH's inpatient or
emergency department (POS 2L or 13 have smaking status
recarded as structured data.

Provide aggregate numerator, denominatar, and exclusions
through attestation as discussed in section I{A)(3) of the final
Rule.

Implement one clinical decision suppart rule.

WMare than 50% of all patients of the inpatient or emergency
department of the eligible hospital or CAH (POS 21 or 13} wha
request an electranic copy of their health information are
provided it within 3 business days.

WMare than 50% of all patients who are discharged from an eligible
haospital ar CAH's inpatient department or emergency department
(POS 2L ar 23) and wha request an electronic copy of their
discharge instructions are provided it

Perfarmed at least one test of certified EHR technalagy's capacity
to electranically exchange key clinical information

Canduct or review a security risk analysis per 43 CFR 164,308 (a)(1)
and implement security updates as necessary and correct
identified secunity deficiencies as part of its risk management
process,

Please: select the Previous Screen’ button fo go back o the 'Continug! button to proceed

[Qz Previous Screen I

[ Continue = l
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Menu Objective Selection

stoebomt Meaningful Use Menu Measures
Frirt Reistration Atestation
Questionnaire
& 1. Bl Vi Instructions:
& 2. Confirm Medicaid Blgibiity Eligible hospitals must report on atotal of five (5) Meaningful Use Menu Measures, At least one of the five measures must be from the public health
menu measures, Should the ible hospital be able to successfully meet only one of these public health menu measures, the eligible hospital
B 3. Attestation of EHR: must select and report on that measure te CMS. Having met one public health menu measure, the eligible hospital must then select any other four
; measures from the Meaningful Use Menu Measures. In selecting the remaining four measures, the eligible hospital may select any combination
EHR Certification from the rem ) public health menu of from the additis i Use Menu inthe list below,
EHR Reporting Period If an eligible hospital meets the criteria for and can claim an exclusion for all of the public health menu measures, they must still select one public
[ MU Core Okjectives health menu measure and attest that they qualify for the exclusion. They must then select any other four measures from the menu measures,
which ¢an be any combination from the remaining public health menu measures or from the additional Meaningful Use Menu Measures in the list
CPOE below. CMS encourages ble hospitals to select menu measures on which they can report and to claim an exclusion for a menu measure only in
cases where there are no remaining menu measures for which they qualify or if there are no rem g menu measures on which they are able to
Drug-DrugiDrug-Allergy report,
Petient Clinical Summaries Select the Continue button to open each selected Menu Objective Detail page in turn to complete the information for Meaningful Use attestation.
Medication List Alternatively, select any of the links below to complete that Objective’s Detail page.

You must submit at least one Meaningful Use Menu Measure from the public health list even if an Exelu

napplies to all three measures:

Medication Allergy List

Record Demographics Objective Measure
il Slong Capahility to submit electranic data to immunization registries or Performed at least ane test of certified EHR technology's capacity to O
Smoking Stetus immunization information systems and actual submission accarding submit electranic data to immunization registries and fallow up
ta applicable law and practice. submission if the testis successful {unless nane of the immunization
Report Hospital Cal's tegistries to which the eligible hospital or CAH submits such
Clrical Decision Suppart information has the capacity to receive the infarmation electranically).
Fatiert Health Information Capability to submit electranic data an reportable {as required by State Perfqrmed at\eastonetest.ohemﬁed EHR technology capacity to O
or local law) lab results to public health agencies and actual provide electronic submissian of repartable lab results to public health
Petiert Discharge Instructions submissian in accordance with applicable law and practice. agencies and fallow-up submission if the test is successful {unless

naone of the public health agencies to which eligible haspital or CAH
submits such information have the capacity to receive the informatian
Protect Heatth Information electronically).

[E MU Men Objectives Capahility ta submit electranic syndromic surveillance datato public  Performed at least ane test of certified EHR technalogy's capacity to [}

Medication Reconciiation health agencies and actual submissian in accordance with applicable provide electronic syndramic surveillance data to public health

Exchange Clinical Information

law and practice. agencies and follow-up submission if the test is successful {unless
Summary of Care Record none of the public health agencies to which an eligible hospital or CAH
submits such information have the capacity to receive the information

Immunization Registry electronically)
bl

Public: Healfth Reporting
You must submit additional menu measure objectives until a total of five Meaningful Use Menu Measure Objectives have been selected, even if an
Exclusion applies to all of the menumeasure objectives that are selected (the total of five includes the public health menu measure objectives):

Syncromic Surveilance

[ Clinical Quslity Measures

Objective Measure
NGF 0495
TR Implemented drug-formulary checks, The eligible haspital ar CAH has enabled this functionality and has O
access to at least one intemal or extemal drug farmulary for the entire
NGF 0435 EHR reporting periad,
MGF 0438 Record advance directives for patients 65 years old ar alder, More than 50% of all unique patients 65 years old or older admitted to  []
TR Fhe.ehg\ble haspital's or CAH's inpatient department (POS 21} have an
indication of an advance directive status recorded as structured data,
NGF 0438
Incarparate clinical lab-test results inta certified EHR as structured Mare than 40% of all clinical lab tests results ardered by an authanzed O
NGF 0433 data. provider of the eligible hospital ar CAH for patients admitted to its
NOF 0440 inpatient ar emergency department (POS 21 ar 23} during the EHR

teparting period whose results are either in a positive/negative or
HGF 0441 numerical format are incarporated in certified EHR technology as
structured data.

NGF 0371
TR (Generate lists of patients by specific conditions to use for quality Generate at least one repart listing patients of the eligible haspital or O
impravements, reduction of disparities, research, or outreach. CAH with a specific condition.
NGF 0373 - . . . ’
Use certified EHR technology to identify patient-specific education More than 10% of all unique patients admitted to the eligible haspital’s  []
MGF 0374 resaurces and provide thase resources to the patient if appropriate. or CAH's inpatient or emergency department [Place of Service (POS) 21
or 23] during the EHR reporting periad are provided patient-specfic
NGF 0375 1 9 porting p P! P P
education resources.
NGF 0376
The eligible hospital ar CAH wha receives a patient from anather The eligible haspital ar CAH perfamms medication reconciliation for [}
setting of care o provider of care or believes an encounter is televant  more than 50% of transitions of care in which the patient is admitted ta
should perfarm medication reconciliation. the eligible hospital's or CAH's inpatient ar emergency department
(POS2Lor 23).
The eligible hospital ar CAH that transitions their patient to anather The eligible hospital or CAH that transitions or refers their patient to
con Legend setting of care or provider of care or refers their patient to another anather setting of care or provider of care provides a summary of care
pravider of care should provide summary of care record far each record far more than 50% of transitions of care and referrals,
& Complete transition of care or referral.
/A, Warming
@ Hard Stop Pleaze select the 'Previous Screen’ button to go back or the ‘Save & Continue’ button to proceed.

IQ! Previous Screen ] [ Save & Continue sﬁ]

Privacy  Terms Of Use  Accessibility

@ Copyright 2010-2011 Affiiated Computer Services, Inc. Al Rights Reserved
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Bkt Do 3 Mtestation of EHR

Frid Regatrafion Aftestaion ﬂ

Questionnaire (2 of5)
&1, Mt Yo

2 Coron Mo gy J # Rt ok ez & equied fil.

B 3 Medelinof Ofjctive; - Riecor v dvactes ot ptients 5 s i o O

EHR Certifcaton
B R Meastne: - blote thar A0% of llunicue patients B4 years old or older admifed it eliihle hosata's or CAH'S inpafient
AT depatenent (PO 21) e an indication of an advance divectioe stais recarded as stuctured daty.

B Wi #PATIENT RECORDS: Flease select whelherthe data used o suopor e measure was edracted fram ALL pafient

(PCE tec0rds 0r onlyrom paient records maintaingd using oartiied ERR technology.
LTI it e o ALL gaien oot nt st maiined sy o EHR ey,
Peient Clrical Summa ) ‘ L
RS Ot atawas et 0l o patient recards rnaintaingd using oeriiied EHR tarhnology.
Wedicaton Ligt
Weifcation &lery List Exclusion - Based on ALL patient records: An eficinle hospital or GAH that admied no nafients 65 years old or odgr
‘ (uring the EH reporting perind seoul b eyeluded rom this sequiremert. Excusion from tis requirement dogs not
i 1 oreet an el osptl o GAH fom actiedng mesringll use
Vs #Dngs his exlusion anplyto you?
Smokiny St »
Ors B
Reort Hospitl COM's
B Comples e ol nfomnaion
g Numerator = Humber of patients in e denarminatorsih an indiation of an advanced diedtive entered using
PaetDischatge hetucions sflitued dita
Exchange Clrcal Pfomalion Denominatar = Humber ofuniue padients age B8 o oider acmited o an efigile fospital's or CAH'S inpafient
deparnert (08 21) dlring the EHR reparting period.
Protect Heakh nformaion
] MU e Obecives i Hmerator; Please enter 2 nurmerator
gy (s  Deominator; Plesse anter 3 denominatr
Aetvanced ireclives
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«BktoDstboad 3. Attestation of EHR

Pt Resheon Aestation ﬂ

Questionnaire (3 of )
{1 St oy

2 o iy 4 4 Rl asterginaes aequned il

B 3 Meddinat R e, ogenrle il st sl ot oo KR 3 shued i

MR Cerfiation
SR Measture; - Horethan 40% of il cinical 3 ests resus oroered by an autharized promider ofthe slgole hospital ar CAH for pafients
gL admitec o s inpatentor ernergency deperment (POS 21 or 23] durng e EHR eporing perod viose resuts ars
B MCoe Qtetves aitherin & posivehiepative ornumental el are ioomorated i certfed ERR tecfnalogy as sirucured dats,
(FOE WPATIENT RECORDS: Fleasa salect hatier e data Used fo support e messie vas exvacted from ALL pafiert
tecarss oronly ram pfient recarcs maltaimed using cerified EHR lecinology
Dnuge g g-A ey
Bt Ciricd S s QTmsdatawasexTractedfmmALLpalientrewrdsnutjusnhusemaimamedusingtemﬂedEHRlechnu\ugy.
e L QThisdatawasexTramednnwrmmpaﬂemrecnrdsmaintamedusmgceniﬂedEHRtechnnlngv
Meclcaton Alery Lis
, Cormplets e fallwing iformatin
Record Demaysphics
i e ator = Number ofa et rests whose ests are rassed i a posiie or negahe afimation oras & number
el W A e 3 U .
Snikiny St

Deominatr = Npnfer of 3ftests orcered during the ERR reporing oeriod by authorzed poviders oftie sligihle
Rt Hoaphe OO Hosyital or CAH forpaents acmited 0 an e fiota s or CAR'sinpatientoretnergency deparment (PO 27 and
18] whose testts e exressed ina nosiie or negatie affmation oras a numier

(Ciice Declsion Siyppot

Pafert Hesth nfometin #Numierator;
et Ciacrae hetruchong o
Eychenge Clnical formatin

Fratect Heatn Dfarngfion .
+How warethe Ialnesu$|||@0||m|.1te(l a5 stuctured dafa?
B Wb e Sty
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hbisner 3. Attestation of EHR
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Questionnaire (4 of 5)
& 1. Bhout Vou
& 2. Confirm Meicad Eghily L4! # Reel ek ncicates & requived figd.

B 3. Mtestafion f EHR:

Patiert Clrical Summaries ) )
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Otes O
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SR meaningful use
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Summary of Care Record .
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) The folfowing attachments are optiona?
Fubiic Heath Renarting

+ Other Aftachment
B Clnicsl Quslty Measures

Objective;  Capabiityto submit electranic data to immunization registries or immunization infarmation systems and actual

EHR Cefcation slbmission according to applicable law and practice.
EFR Reparting Percd Weasure:  Performed atleast ane test of certied EHR technalony's capacityto submit electonic data fo immunization registries
o and follow up submission ifihe testis successful (unless none of the immunization registries to which the eligile
B W Core Otjecties hospital or CAH subimits such infarmation has the capacity to receive the infarmation electonicall).
(PO Exchision 1 - Based on ALL patientrecords: An eligihle hospital or CAH hat daes nat periam
rugDruglg-lry immunizations during the EHR reparing period would be excluded from this requitement, Exclusian from

this requitement does not prevent an eligihle hospital or CAH fram achigving meaningful use.

Exclusion 2 - Based an ALL patient records: Ifthere is no immunization registry that has the canacitrt
ital Signs recaive the information electranically then the eligible hospital ar CAHwould be excluded from this
requirement Exclusion fram this requirement does not prevent an eligihle hospital or CAH from achigsing

I & lefter was Jasued! fram the mmunization Regishy stating Fwas not possible b test cuning the Renarting Period or that

NGF 0435 .
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sputbbadiond 3. Attestation of EHR

Print Registration Attestation
Questionnaire (4 of 5)
& 1. Hhout Yau
& 2. confirm Mecicaid Eigiaiity L # Red asterisk indicates & reguired fisld.

[E 3. Atestation of EHR Objective:  Capability ta submit electronic data to Immunization registries or immunization information systems and actual

EHR Certification submizgion according fo applicable law and practice
EHR Reparting Period Measure:  Performed at leastane test of certified EHR technalogy's capacity to submit electronic data to immunization registries
o and follow up subrmission ifthe test is successul (unless none ofthe immunization ragistries to which the eligible
[E MU Core Objectives hospital or CAH submits such information has the capacity to receive the information electronically)
CPOE Exclusion 1- Based on ALL patient records: An eligible hospital or CAH that does not perfarn

immunizations during the EHR reporting period would be excluded from this requirement, Exclusion from

Drug-DrugDrug-Aller
BeE LRy this requirement does not prevent an eligible hospital ar CAH from achieving meaningful use.

Patient Clinical Summaries .
#Does this exclusion applyto you?

O(ES @ND

hledication List
Medication Alergy List

Fecord Demographics . . . n .
Exclusion 2 - Based on ALL patient records: Ifthere is no immunization registry that has the capacity to
Vitsl Signs receive the information electranically, then the eligible hospital or CAH would be excluded from this
Sinoking Stetus requirement. Exclugion from thi reguirement does not prevent an eligible hospital or CAH from achieving
meaningful use

Report Hospital COM:
e «D08s this exclusion applyto you?

Ores  @no

Clinizal Decizion Support
Patient Heafth Information
R R ELE D Complete the following information:

BEEER CHE A #Did you perform at least one test of certffied EHR technalagy's capacity o submit electronic data to

Protect Heaith Information immunization registries and follow up submission ifthe testwas successful (unless none of the
imrmunization registries to which the eligible hospital or CAH submits such information has the capacity o

(5] MU e Oigectives receive the infarmalion electronically)?

Patiert Education Resaurces -
Bires  Ono
Wledication Reconciiation
Summary of Care Recard
g Was the test successful?
Immunization Registry

Public: Heath Reporting OYES OND
[H Clinical Guslity Mezsures
NQF 0435 Please record the date andtime of the test,
NGF (497 e}
HEF 0435
HEF 0436 # Immunization Register or Information System:
- Required Field
HEF 0438
SRR If the test was successful, was there a follow-up submission?
NGF 0440 Ores Ono
NGF 0441
here £ lotiar was lssuect fom the (rumunization Regishy staing 1'was hot possibie to st ding the Reporting Penod, or that
NGF 0372 g lest failed, please gliach it using the Altach Files component on ihis page.
NGF 0373
NGF 0374 Attach Files
NGF 0373 The following sitachments are optional:
NGF 0378 « Other Attachment
File Mame Subject
Ma records to display.
lcon Legend [ AddFiles G| [ RemoveSelected ]
7 Complete
/4, Warming Please select the Previous Screen’ button to go back or the ‘Save & Cortinug' button to proceed
@ Hard Stop

I@ Previous Screen ] [ Save & Continue &]
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Menu Objective #9 — with exclusion selected

cBaklsiont 3. Attestation of EHR

Firt Rezgitrafion Aﬂesiaﬂun:g
Questionnaire (4 of 5)

¥ 1. At You
2 Canfim et gty
[ 3. Atestaton of R
AR Certfcation
EAR Reporting Perod

] W) Core Chectves

Protect Heath nformation
] MU Mena Cectives

Wetficatian Reconcligion

&) Cincal ulty Meseures

Exchiange ClinicalInformation

o] el etk ncicates & e fld

(bjective;  Capabiltyto submit electranic data an reportable (as renuinedt by State o local law) la resuts to publc heath
A0encies and actual subimission in accordance sith applicable law and practiee.

Measwre;  Performed atleast ong test of cerfied EHR technolooy tanacity o praovide elechronic submission of tenorahle lab
teslll to public hieafth anencies and llow-up sUbmission ifthe st successful (anless non of the public hesth
apencies fowhich eligible hosptal ar CAH submits such information have the capaciiyla receive the infomation

oE elecironicall).

L Ot gt e e bl
Paient Clnic Summares fospial or CAH would be exchuded from this requirement. Exclusion from this requirement dogs not
b aresertan elginle hospital or CAH frarn achieving meaningful use,

Tr— #00gs his exlusion applytoyou?

Record Demagyaphics @YES OND

Vil Signs

S s (i have chaimedt an Exclusion, whatvss the primany reason?

Renot Hasptal COMs el M

Clrical Decisian Supoor

PatHesth e Ifa e s it ey el s o sl o st gt Reporting P ot bt alad pleass ach !
Pl Dt i i the Afiach Fies component an s page.

Attach Files

Tt following alta:heents ane opfional

+ Other Aiachment

Sumenary of Care Record

Inmizeion gty Feane et
Pt Kt Reporng o records o dislay,

Syndramic Surveilance

l Adld Files 4:‘ I Remove Selected XI

LS Pezse aelectihe Previous Sereen' budton to o back orthe 'Save & Confrue’ butionto praceed,
G 0437

NOF D435 ’@ PrwiousSueen] [ Save &1 Continue s}‘

EF 0436
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Menu Objective #9

— with no exclusion selected

« Biack o Dashhoard
Print Recistration Attestation ﬂ

& 1. Ahot Vou
& 2. Confirm Mesficaid gty
B 3. Attestation of EHR
EHR Cerffication
EHR Reparting Period
[E MU Core Objectives
CPOE
Drug-DrugDrug-Bllergy
Patient Clinical Summaties
Medication List
Medication Allergy List
Record Demographics
Yital Signs
Smaking Status
Report Hospital COM's
Clirical Decision Support
Patient Heatth Information
Patiert Discharge Instructions
Exchange Clinical Information
Protect Heath Information
[E MU Menu Oljectives
Medication Recanclistion
Summary of Care Record
Immunization Registry
Public Heath Reparting
Syndromic Surveilance
[ Chnical Qualty Measures
MEF 0495
NEF 0497
NEF 0435
MEF 0436
MGF 0437
MGF 0433
MEF 0439
TEF 0440
MEF 0441
MEF 0374
MF 0372
NGF 0373
MGF 0374
MEF 0373
MEF 0376

Icon Leaend

3. Attestation of EHR

Questionnaire (4 of 5)

L7 # Reed aterisk indicates & required fisld

Objective: - Capahility to submit electronic data on reportable (as required by State or local law) |3k results to public health
agencies and achual submission in accordance with applicable law and practice.

Weasure:  Performed at least one test of cedified EHR technalogy capacity to provide electronic submission of reportabile lab
results to public health agencies and follow-up submission ifthe test s successiul (unless none ofthe public health
agencies towhich eligible hospital or CAH submits such information hawe the capacity to receive the information
electranicall).

Exclusion - Based on ALL patient records: If no public health ageney tawhich the eligible hospital or
CAH submits such information has the capacity to recaive the information electronically, then the eligible
hospital or CAHwould be excluded from this requirement. Exclugion from this reguirement does not
preventan eligible hospital ar CAH fram achieving meaningful use.

#Dioes this exclusion apply to you?

Ores  @no

Cormplete the following information

#Did you perform at least one test of certified EHR technalogy capacity to provide electranic submission of repartable
lah results 1o public health agencies and fallow-up submission ifthe testwas suecessful (unless nane of the public
health agencies to which eligible hospital or CAH submits such information have the capacityto receive the information
electranicall)?

Bes  Owo

Was the test successful?

Ores O

Please record the date and time of the test.
9]

Public Health Agency:

If the test was successful, was there a follow-up submission?

Ores  Owo

I a lefter was issued from the Agency stabing it was not possitle o test duing the Renorting Perod, or that a test faled, please altach It
daing the Altach Files component on this page.

Attach Files
The fallowing atiachments are optional

* Other Attachiment

File Name Subject

Mo records ta display.

l Add Files ﬂil [ Remove Selected x‘

Please select the Previous Screen’ button to go back or the ‘Sawve & Canfinue’ buttan to proceed.

[@ Previous Screen ] [ Save & Continue $|
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Menu Objective #10 — with no exclusion selected
Back to Dashoard H
CHLEE 3. Attestation of EHR
Print Resistration Aftestation =
Questionnaire (5 of 5)
& 1. Bbaut You
& 2. Cafrm Medicaid Eliy L % Redl asterisk indicates & required fied.
B 3 Ateaalinof 4R Objective:  Capabiliyto submit electonic syndromic surveilance data to public heatth aencies and actual submission in
EHR Certfcation accordance with applicable law and practice.
EHR Reporing Period Weasure: - Performed atleast ane test of certified EHR technolooy's capacity o provide electronic symdromic surveillance datato
! public healih agencies and follow-up submission ifthe testis successful (unless none of the public health agencies to
B M Core Objzctves siiich an eligible hospital or CAH submits such infarmation have the capacity to receiv the information electronically.
CROE Exclusion - Based on ALL patient records: If na public health agency to which the eligitle hospital or
Drug DrugDruge gy CAH submits such information has the capacily tu_ receive the information electronically, then the eligihle
hospital or CAH would be excluded from this requirement Exclusion from this requirement does not
Patient Cincal Summariea nrevent an eligible hospital or CAH from achieving meaningful use,
Medication List 4Does this extlusion apply o you?
Medication Allergy List
eclication Allergy Li OYES @NU
Fecord Demographics
Vital Signs Complete the following information:
Smoking Status #0idyou perform at [east one test of cerfified EHR technology's capacity to provide electronic syndromic surveillance
Reour Hosatl s datato public health agencies and follow-up submission ifthe testwas successful {unless none ofthe public health
PR agencias fo which an eligihle hosnital ar CAH submits such infarmation have the capacity to receive the information
Clnical Decision Sugpart electronically)?
Patient Heath Information @Yes ONO
Patiert Uischarge Instructions
Exchinge Clinical Information « Was the test siccessful?
Protect Heath Information
Oms  Om
[ MU Menu Objectives Required Feld
Patient Education Resources
WesealinReconction Please record the date andtime of the test,
Inmunization Reglstry .
_ 0
Public Heatth Reparting
Sntoni Sinelencz & Synndromic Surveillance Agency
[ Clinical Qualty Meaaures Required Field
MGF 0495
MGF 0497 & [fthe test was successful, was there afollow-up submission?
WGF 0435 OYES ONU
NGF 0436 Requiret Fikd
MGF 0437
MGF 0438
NGF 0439 Please select the Previous Soreen bution to 0o back or the ‘Save & Cartinug’ buttonto proceed
MGF 0440
NEF 0441 [Qa Previous Screen ] I Save & Continue sbl
MGF 0371
NGF 0372
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NQF 0495
Back to Dashioard i :
L Clinical Qualitty Measres
Print Recjetration Atestation =
Quesfionnaire (1 of 15)
1. Mot You
§ 2. Confim Medies lhity L # Redl asteriak incicates recuired field,
B & Aesttin of 3R Responses are required for the clinical quality measures displayed on this page
BRG] Meastre: - NOF 0495, Emereney Degartment (EC)-1
EH Reprg Perd Tite: - Emengency Depannent Thraughiat- adite patients Meclan fime o ED anrvl 1 ED denartue or atnied
[ MU Core Cbjectives pafients,
CPOE Description:  Madian tima from emergency department arival to fime of deparure from the emergancy room for patients adrmitted o
the facility frorn the emergeny depatment
DrugDrugDng-&leryy
Pafient Cliical Summaries ) ) -
E-1.1: ANED patients adhmited to the facility fom the ED
Medication List o .
Numerator = Median time (in mindtes) from ED amival tv ED departure for patients admitied t the facily from
Merfction Alerty Lit the ED. A postive whale number where NeD or NeD.
Record Denogychics Denominator = Al D patients adrited to e ey from the ED. A pasiive whale number,
el s Exchusion = Qlservation & Merital Heall Patisnls. A positve shole nuraber,
kg Helus <Numerator; “Danominator: ¥
Repar Hosptal COMs Exclusion:
Clnical Decizion Suport
Paflent Heath Informtion
e s EDH1 2 Obsenation ED patient strafification
" ' Numerator = Median fime (in minutes) from ED mivalto ED departure for patients admitied o the facilty fram
Exchanie Clnical Informat
PR the ED. A pasitive whole numberwhere N0 or heD.
Protect Heath infarmtion . ) . .
Denominator = ED Ohseneation patients admitied to the facily fram the ED. A positive whale number.
& MU Menw Ohictves .
“Numerator: Denominator;
Paflent Education Resaurces
Medlcation Reconcilistion
Summary of Care Record E0-1.3: Dy stratfication EO patients
Ininunizaton Fegjetry Numerator = Wedian fime {in minutes) from ED amival o ED departura for patients admited to the facilty fom
Y R —" the ED. A pasiive whole numberwhere N or NeD.
] Cincal Gy Nossaes Denominqlm = ED patients with 3 D of Paychiatric or Mental Health Disorder admited to the facility fom the
ED. A posilive whale number.
NGF D435
sNumerator: +Denominator:
WGF D457
NGF 0433
NGF 0436
NF 07 Plesse select the Previaus Soreen'button o go back or the ‘Save & Confinug' bution fo praceed
b IQA Previous Serzen l [ Save & Continue ¢|
MGF 0439
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NQF 0497
Back to Dashhoard [ A
L Clinical Quality Measures
Prirt Recistrafion Aftestation
Questionnaire (2 of 15)
& 1. Aot You
& 2 Canfim edicad Eghty Lo+ Rz asterisk inchcates & recuired figkt
B 3 Atesteon of R Responses are required for the clinical quality measures displayed an this page
S Cfeaion Measure:  NOF 0497  Emergency Department (D)2
ER FeoringPeud Tiles - Emengeney Dptment Theaghyut - acited yallents Adris o decsion fime 1 ED deanune e o adiited
[ WU Core Objectives nalients,
CPOE Description: - Median fime ftom adeit decision ime to time af deparure from the emergency depament of emergency depariment
nalients admifted to inpafisnt status
Druge DrgDrug-Bliergy
Petient Clinical Summaries .
E-2.1: AllED patients admitied to innatient status
Medication List ) _ ) ) _
Numerator = Median fime {in rminutes) fram adrmit decision time to time of deparure from the B far patients
Medicafion Alesay Li atmited to inpatient status. A posive whols numberwhere NeD or D,
Record Demogpapkics Denomiinator = All ED patients admitied to the faciityfiom the EO. A positiee whole number
il igng Exclsion = Obsenvation & Mental Heath Paliznts. A positie whole nurioer
E[ISE Numerator: aDanoninator: ¢
Report Hosptal COM's Exclusion:
Clnical Decision Support
Pafient Heath Information
Pt D sctins EQ-2.2; Obseneation ED patient stratification
) Numerator = hedian fime {in minutes) fram admit decision time to time of departure from the EO far patients
Exchange Clrica Informat
AR LI admitted to inpatient status. A postive whole numberwhere NaD o heD,
Pretect Heath nfornation . o ) .
Denominator = £0 Chservation patients admitied to the faciliy from the ED. A positive whole number,
B WU Menw Okjectves )
sNumerator: iDenominator:
Pefient Educafion Resoutces
Medication Recanclistian
Summery of Cate Record ED-2.3: D shrafification ED patients
muization Registry Numerator = Median tire {in minutes) fram adrit decision fime to fime of departurs from the ED for patiants
Pl et Rt amitied to inalient status. A positive whalz number wherg heD or D,
] i uskyMesowres Denominator = ED‘paNems wilth & Principal D of Paychiatrc or mental health disorder admited b the faciliy
from e ED. A positive whale number,
NGF 485 .
“Numerator: “Denomminator:
GF D437
NGF 1435
1GF 436
NF 5T Pleass selectthe Previows Screen' butionta go back o the ‘Save & Confinug! bution o procesd,
R l(}a Previous Screen ] ’ Save & Continue s;‘
NGF 433
NGF 440
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EHR Reporting Period
Back o Dashhoard ; ;
. EHR Reporting Period
Prirt Registration Atigstation
EHR Reporting Period
V1. b Yo (M2 reiires that providers meet the folowing regulations: for attesting to Meaningful Use:
¥ 2 Confm et Elghiy + 80% of unlque patlents must have records in the cerlfied EHR technology
[l 3 Atestation of EHR Enter the percentage of unique patient records In your cerified EHR technelogy:
' EHR Certification * Elighle Profissionals who work ot muiple locations but don't have cerdified EHR technalogy available t &l locations
miat:
&/ | BHR Reporting Period
v Have 0% af their total petient encourters & Incations where cerlified EHR technology is available
B & MU Core Ohjectives ] ‘ .
Numerator = Number of patient encountars i the denominator conducted at
¢ (POE locations where EHR technology is available.
& Drug-DrugDrug-lergy Denominator = Number of palient encounters In this State,
&/ Problem Lizt
¢ Wesication Lz Does tis
localion have 8
& Weddicatian Alergy List State | sNumerator: | sDenominator:  certfied EHR?
& Record Demograghics A ver O M 0
& Vel Signs i Yes ® b O
& Smoking Status
Repart Ambulstory COM:
(B + Base all meaningful use measures only on encourters that occurred! at lacations where certified EHR
& Clinical Decsion Support tecnuloy is avalable
& Pafiert Electrarnic Copy
| agree that | meet the sddfional CME requlstions for sftestingta
¢ Patert Clnical Sumnaries Weaningful Use. | uncerstand thet the State may chaoseto auct my
tiz o verify het | meet th Ietians.
& Exchange Clnical Informatian (eGSO VAT G mestTese egtons
Calendar Year Reporti
& Protect Heslth Infotmaton el el;zri?{ﬂ StatDate 1112010 End Dete
[ MU Meru Objectives 123
& Clnical Lah Resuts
& Coreon i Please select the Previous Screen' button ta oo back or the ‘Save & Continug' buton to pracesd.
& Blectronic Petient Access , ,
[(,‘a Pevious Sereen ] | Save & Continue ¢|
& Summary of Care Record
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Core Objectives Summary

« Back to Dashhoard
Print Recistration Attestation !

1. Aoout You
2. Confirm Mesicaid Eighiity
[ 3. Attestation of EHR
EHR Cerfication

EHR Regorting Period

CPOE
Drug-DrugiDrug-2llergy
Proklem List
E-Prescribing
Wedication List
Iesdication Allergy List
Recard Demographics
Wital Signs
Smoking Status
Report Ambulstory COM's
Cliniical Decision Support
Ptient Eleciranic Copy
Patignt Clinical Summaries
Exchange Clinical Information
Protect Heath Information
MU Menu Chjectives

B cam-core
HGF 0013
HGF 0028 [PGRI 114
hGF 0421 [PGRI 128

COb - Adeftional

Icon Legend
@ Complete
/1, Warning

@ Hard Stop

Privacy  Terms Of Use

3. Altestation of EHR

Meaningful Use

Core Objectives
Select the Cantinue button to open each Core Chjective Detal page inturn to complete the information for Meaningful Use sttestation. Atermatively, select any of the finks
helow o complete that Objective's Detail paoe. Al chiectives must be answered

Objective

IMeasure

Status

View

View

View

View

View

Use computerzed provider order entry (CPOE) for medication
arders directly entered by any licensed healthcare professional
wha can enter orders inta the medical record per state, local and
professianal guidelines.

Implement drug-drug and drug-allergy interaction checks

IMaintain an up-to-date prablem list of current and active
diagnases.

Generate and transmit pemissible prescriptions electranically
(R,

Maintain active medication list.

Maintain actve medication allergy list

Record all of the following demographics:

Record and chart changes in vital signs:

Record smaking status for patients L3 years old ar alder.

Repart ambulatary clinical quality measures to the State.

Implement ane clinical decision suppart rule relevant to specialty
ar high clinical priority along with the ability ta rack compliance
to that rule.

Provide patients with an electranic copy of their health
infarmation (including diagnostic test results, problem list
medication lists, medication allergies), upan request,

Provide clinical summaries for patients for each office visit.

Capability to exchange key clinical information (far example,
problem list, medication list, allergies, diagnastic test results),
amang praviders of care and patient autharized entities
electranically.

Protect electronic health infarmation created ar maintained by
the certified EHR technology through the impl. ion of

Iare than 30% of all unique patients with at least ane medication
intheir medication list seen by the EP have at least one
medication order entered using CPOE.

The EP has enabled this functionality for the entir EHR reporting
periad.

Iare than §0% of all unique patients seen by the EP have at least
ane entry or an indication that na prablems are known for the
patient recorded as structured data.

Iare than 40% of all permissible prescriptions written by the EP
are transmitted electronically using certified EHR technalogy.

Iare than §0% of all unique patients seen by the EP have at least
ane entry (or an indication that the patient is nat currently
prescribed any medication) recorded as structured data.

More than §0% of all unique patients seen by the EP have at least
ane entry {or an indication that the patient has no known
medication allergies) recorded as structured data.

Mare than 50% of all unique patients seen by the EP have
demagraphics recorded as structured data,

Iare than 50% of all unique patients age 2 and aver seen by the
EP height, weight and blaod pressure are recarded as structure
data.

Iare than 50% of all unique patients L3 years old r alder seen by
the EP have smaking status recorded as structured data,

Successfully repart to the State ambulatory clinical quality
measures selected by the State inthe manner specified by the
State.

Implement one clinical decision suppaort rule,

Iare than 50% of all patients who request an electranic copy of
their health information are pravided it within 3 business days.

Clinical summaries pravided to patients for mare than 50% of all
affice visits within 3 business days.,

Perfarmed at least one test of certified EHR technology's capacity
to electranically exchange key clinical infarmation.

Condluct or review a security risk analysis per 45 CFR 164,308 (a)(L}

appropriate technical capabilities.

andimpl security updates as necessary and correct
identified security deficiencies as part of its risk management
pracess,

Please select the Previous Screen' bitton to go back or the 'Continue' button to proceed

lQa Previous Screen I

[ Continue 5 ]

Accessibility

[ Copyright 2010-2011 Affiliated Computer Services, Inc. M Rights Reserved.
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«BackfoDeshooad 3 Mttestation of EHR

Prirk Reistreion Aestaton ﬂ

Questionnaire (1 of 15)
1, B Yo

¢ 2 Conim e gy 1 Rt s e el

B & Heslmat Objctive s omputzdproviler ot (CPOE o mediationorters et enteed by uensed et
B Cafcin ol o can nter sty el v e sttt snc ofessinalguideines
Ll Measure;  hore than 30% of all unique patients with & least one rmedicafion i their mecication list seen by the EF hiave ot east
B Wl Core Ot 0ne medication order entered Using CROE.
(RCE #PATIENT RECORDS: Plzaza selei! whether tha data usedt o supportine meastre teas extaited fam ALL pafiant
1eds ot ol from patientracords maintained Using oerified EHR technalogy.
g Drurug-Alergy
B L OThisdatawase:dractedfmmALLpaﬂemrewrdsnutjustthusemaimainedusmgcemﬁedEHRtechnu\ugy.
Efreatiiting OThisﬂatawase;dracleﬂunwrmmpaliemrecurdsmamtamedusingcemﬂedEHRlechnmugy
Weication List
- , Exchusion - Based on ALL patient records; Ary EF who vres fewrer than 100 preseripions duing te EHR reparting
B pin, Exeluson o i reuvenient does vt EP o scting eyl s,
i B #Dnes s eichusion aophito you?
Wil S o
Ors B

SMokin Status
PR e Complete e ellwing nfredion
Crc e ot Numgrator = The numbat of paierts in e denarinator that have af nactane mediiafion ander entered using CROE.
P B Denomningtor = Nuier of 2 pafiants il &t laast ane medicstion inthel medieation it sean by the EF dUing
Pelent Clica Summeres thie EHR reparting perad
bt oA  Mmierator; Plegse enter a numerator
Fratect Heath nfctmation

Wbt # Danominator; Please enter 3 denominatar

B C0-Core
LI
Plesse selectthe revinus Screen'bufton o oo back or the‘Save & Contrue butionto proceed,

R 002 /PR 11¢

NGF D2h IR 123 I(,&a Previus Sren l l Sove 1 Contiue 55‘
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Core Objective #4

B 3. Mtestation of EHR

Print egiatration Aftestetion ﬂ

Questionnaire (4 of 15)
¥ 1, ot You

¥ 2 Confim Mesicail Eighity L4+ R aaterisk incicates & recyie) fikd

Bl 3 MelsimofErft Objective: Generale and ansmil permissible preserinfions elechanically (eRy),

EHR: Certification
R Rpatng e Weasure: - ate than 40% of all nermissile prescrigtions witten by the EP are ransrmited electanicaly using cenified EHR
tachnology
B e s SPATIENT RECORDS: Please selectwhelher the data used to supparthe measure vias exracted from ALL patient
(PO Tecords or onk fom patient records maitained using certfied EHR f2chnalogy.

DL (i data s etante fom ALL paient records notJust Wose mantane using ceres EHR lextinoloey

Froklem List ) ' o . )
1 C‘Tmsdatawase;dracledun\yfmmpahemrecurdsmamtamedusmgcemﬂedEHRtechnulugy.
E-Prescibing
Medlcaton Lt Exclusion - Based on ALL patient records: Any ER whovtites fewer fhan 100 preseriptions during the EHR reparing
- ) perin would be excluded from this requirernent. Exclusian from this requirment dogs ot prevent an EP from
W E atiing eaningfuluse,
Rectd emogrptcs Tioes s sscluson appvio ou?
kel Signs -
Ons B
Shaking stats
R TR Complets e olowing iformaton
OnicalDeckin ot Nurmerator = humber of prescripions in the denominator generated and transrmited electonicaly
Patiert Electronic Ci ’ . ) . o '
allea Loty Dieniominator = hurmber of prestriptiong itien for drugs requiring & prestrigfion i arder 1 be dispensed ather than
Pefent Clrical Summaries torirolled subistances during the EHR reporing period.
Exchange Clirical Infarmti
IR TR s Numerator: Flease enier 3 numerstor
Fratect Heath nfannation
# Deniominator: Please enfer 3 denominator
MW M Ofecves ’
B COM-Care
Name o thie eRx Service:
N RequiedFeld
NGF (023 [ PORI 114
NGF (421 [PORI128
M- Addtiored # Name of One Phiarmacy that You Have Transmitted Prascriptions Ta:
Required Field
Plesse selectthe Previous Screen button o go back or the ‘Save & Canfinug' button to proceed.
Icon Legend
J Corgee IQ‘! Previaus Sereen ] ’ Save & Continu 5>‘
1\, Warning
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Core Objective #7

sttt 3, Aftestation of EHR

it egietration A\ﬂesﬂﬂionﬁ

Questionnaire (7 of 15)
§ 1. Bt You

2. Confm e gty ! Rt st indicats  requied fisk.

B 3 Metlinf B Objctiver - Recard l ofthe falowing demaraghics

il + e anguage
EHR Regorting Period -~
B M) Core Chectves -

o o Emicly
Drug-DrugDrug-Allry -
Froblem List
By Measiore: - ove than 50% of ol unige pafients sen by the EF have demograpfics revarded 39 shurtured data
Mesleaion L Complete e falowng nformafion:
Mefcation Aoy Lt Momeratar 1= Mumber of pafiants i the denarminatorha have 3l the demaraphics racorded a8 struchired e,
Recor Demectegtics Nmierator 2= urnber of pafiants ha have some informmaton reconded as stuctured data, futeiter declined o
s e ane orore elerments orfhe tegarding of an element i confiaty o Stafe e,
— Dernminator = Number of uniue padents seen iy the EF during the EHR reporting neriod
Repiot Azt COMs Mumerator 1. 00
Clnical Decision Spport P
Pefient Eectronic Copy
Peiert Clirical Sunmaries D

Exchenge Cliical nformation
ffttie Second Numerator is more than zera, whiat is the most cammion reason?

Prcteck Heath Infarmation
[ MU Wemu Ohectves
Pefient Exication Resouces

Please selectthe Previous Sereen’ btionto oo back orthe ‘Save & Confiue!bullon o procezd.
Wecleafion Recanclision

Sy of e eoard l@ PieviousScmenl ISave&Conhnue E{SI

Immunizafion Regitry

Synitomic Strveilance
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Backto Dashhoard 1
SR g 3 Aftetation of EFR
Print et afion Aftesfion =
Questionnaire (8 of 15)
1 Mook You
) 2 Confm e ity Lo e ot s e il
B 3 Meslinof R Objecive: - Record ani that hanges el s
Ef Cefcatin « el
EHR Reparting Perid Wit
[ M Core Cecives + Bord et
(RO
o Caloulate and disolay body mass indes BN,
Drg DnugCe -l
FHTE Pt g s e
Prabiem Lt
Efestring Meastre: - ore i 0% of i unicoe pafierts age 2 e e seen e £ et e and blocd pressire anerecorded ag
shuchne data,
Medon Liat
- . APATIENT RECORDS: Plese selectwhether the data used fo suporthe measure was eiracted o ALL pafient
Merkaton Ay L etons 00 o pent vtonds e using coifiedEHR el
Fecord Demoggaphics
OThisdatawasextraﬂedfmmALLpatiemrewrdsnuuustthusemaimamedusingcemﬂedEHRIEthnu\ugy.
¥t Sins
OThisﬁatawasexTratteduanmmpaﬂemremrdsmamtainedusingtemﬂed EHR tachnalogy.
Smaking et
et ity e Echusion 1 Based on ALL i recars: An R who sees noperts 2years o olfersoul be evude fom i
i e gt t et Excsion o i regutemet s natprsantan £F o aufing mesningfil Lz
Pl Bt Coy Doesthis exlusimn anpytojou?
Palet il unmares e On
Eschange Chnical Informain
Wt ol e alfol v clamed an Exlusion, vt was the wimanyreason’
Wl e Ot S | Remie P
[ COM-Core
MEF D012 Plesze ssect e Previnus Soreen baton o oo ek or the Save & Contiue bt b proced.
HEF 00723 /PERI 14
N 0421 PR 28 l{a Previaus ereen ] | Saye & Contine 5’)‘
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Core Objective #8 with second exclusion selected

s Do 3. Attestation of EHR

Frirt Registrafion Aftestefion ﬂ
Questionnaire (§ of 15)
1. bhot You
o 2 Confim Wedicad Eigoity 4 e ateisk ncicates & ey fi,

B 3 Ateston of B Ohjective: - Record and char changes invitd signs:

EHR Cerification + Height

EHR Reporting Period + g

[l MU Core Objectives + Bondessue

IconLegend IQ! Previous Screen ] ’ Save & Continu !‘p‘

¢ Complee

3
v Caleulate and display hody mass index (B
Drug-DrugyDrug-&lery : ) o
+ Plof and dislay oo charts for ehildren 220 vears, including BM1
Proklem List
Evesering Measure: - bore than 50% of all unique pafients aue 2 and mver sen biythe EP, height weight and hlood pressura are racorded as
shueture data.
Weclcation List
. . APATIENT RECORDS: Flease select whether the data usad to support the measura was edtacted from ALL pafient
Medcaon Alrgy L tecorfs o only o pafent ecars maltingd usig eertfied W echmolngy,
Record Demagraphics
OTmsdatawasextrattedfmmALLpatientrecnrdsnntjustthusemamtainedusmgcemﬁedEHRIEEhnmngv
ital dne
(OThis da s ettt onlfram patient records rmaintained using certfied EHR tachnolagy.
Siaking Stefus
Rt At o COMs Exclusion 1-Based on ALL patient records: n EP wino sees no patients 2 years or alder wauld be exeluded fom this
i Do St recUirement Bxclusion fram fhis requirement does not prevent an EP fom achisving meaningfll use.
Fatert Bl Copy #Does this exelusion apphvio you?
Patent Clrical Summies s Ong
Eychange Clirical nformafion
T — Exclusion 2 - Based on ALL patient records: An EF who belizves thal all three vitl signs of height, weight and blood
prassire have no relevance to their scone of prachice wauid be excluded fom this requirerent, Exclusion fram this
M M Okectives reguirment does not prevert & EP fom achiedng resningful use.
B oo-Coe #Does his exclusion applyta you?
NOF 0013 -
Bres Ow
NGF D028 /PORI14
NEF 0421 [PCRI28 #lfyau have claimed an Bxclusion, whatwas the primary reason?
(M - Adinel et 'w| Reguie Field

Plesse select the Previus Screen’ buftonta go back or the ‘Save & Cantinue' bution to proceed.
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Core Objective #8 with no exclusion selected

gl 3. Attestation of EHR
Print Regstration Aftestation
Questionnaire (8 of 15)
1 Mot You
& 2. Canfim Medicad Eighify L % Red asterisk indicates & required field

B 3 Atesteton of Erfe Objective: Record and chart changes invial signs

EHR Cerification + Height

EHR Renorting Period - Weight

i Cote Object
Bl M Core Otjectves + Blood ressute

(PO
+ Caloulate and display bady mass index (BMI)
Drug-DrugDrug-Alleray . .
+ Flot and display growth chars for children 2-20 vears, including B
Frablem List
Efresarking WMeastre:  Mare than 50% of all unigus patients age 2 and ower seen bivthe EP, height, weight and blood pressure are recorded as
stucture data
Meriication List
) #PATIENT RECORDS: Please selectwhether the data used to support the measure was extracted from ALL patient
Meiceton ety it DR O Oy o patient recards maintiined using erfied EHR fechnalagy,
Record Demagraghics . . .
(OThis datawas edracted fiom ALL patient recards natjust those maintained using certified EHR technology:
Vital Signs
OThis dats was edacted anlyfrom patient recards maintained using certfied EHR technalogy
Smoking Status
Regort Anketory COMH's Exclusion 1-Based on ALL patient records: An EPwho sees no pafients 2vears or older would be sxcluded fiam this
Ciice Deciion Supat reiuirament Exclusion fror this requirement does nat prevert an EP frorn achieving meaningful use.
Peient Elctroric Copy #Doesthis exclusion apply o you?
Patiert Cinical Sumnaries Oz ®no
Exchange Clinical Information
Protect Health Infarmation Exclusion 2 - Based on ALL patient records: An EP who believes that all three vital sians of height, waight, and bload
prassure hiave na relevance to their scope of practice would be sxcluded from this requirement. Exclusion from this
W Mem Obiectives eirament does not prewent an EF fiom achieving meaningful use
Bl cam- Cure #Does this exelusion applytoyou?
NGF 0013 ;
Otes Bhuo
NGF 0028 PCRI 114
T EEIE Complete the following information

Numerator = Hurnber of patients in the denominator wha have at least one enlry ofheir height weight and blood

CEM - Adhdtionl
pressure are recorded as structured data

Denoninator = Hurber ofunigue pafients age 7 ar auer seen bythe EF during the EHR teporing periad.

# Numerator; Please anter a numaratar.
Icon Legend # Denominator; Pleaze enter 3 denominator,
¢ Complete
A\ Werming Plezat seectthe Previnus Sereen’ button to oo back or the 'Save & Continug' button to proceed
@ Hard Stop

[(h Previaus Screen ‘ l Save & Continue $l

Prvacy  Tems Of e Accessibility

@ Copyright 20102011 Affiiated Computer $ervices, e, Al Rights Reserved.
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¥ 1. Aot o
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gt e it was it fom AL gaentecrde st ose e using e EHR by
Froem List ‘ ‘ I

i i s taced o gl s e usig el EXR by,
E-frescriing

Vedceton Lt Exclusion - Based on ALL patiert recans; An EFwha sees no patints 13 veats or aderwauld e eucludd fiom fis

- ‘ teuirarnent Bclusion fiom his requirement does nofureventan EF om achissing meaningl use.
Mecation Alergy Lit

s i s i

S — {J0gs s &0 lusion apalyto vou

Vil Ores B

soking s

(ompete e flowing infarmatian:

Report Anbuetory COMs

_ Bumerator = Sumber of patients i the denominator st smobing STtz recarded as hurtred deta
Clnical Dectsion Supoort

T Denomiator = N rnfer of nique oaients age 3 orolder sen by the EP during the EHR reporting period.
Patet Clical Summzs S Nmerato; Pleasa arter 3 nimerstr

Evchange Cinicl lnformation ) )

s[enominator Pllaza enter & danariingtor,
Fratect Hesth formefion
I Meny Objcives
I - Plesse selecthe Previous Screen butionta oo ack or the Save & Contiru utton o proceed,
NEF (013

NaF D0ERJPGR 114 ’GA Prevous Sceen l l S 0 Continue d)l

NEF 0421 1PERI 128

Appendix K: Meaningful Use Screenshots Page 241




£ MEDICATD

Updated
State Medicaid Health Information Technology
Planning Document

April 15,
2013

Core Objective #10

hil Reqistrﬂiun&ﬂeﬁaﬂunﬁ

1l

st ) et of EHR

Queslnete 10115

o it ¥Rt s e

3 tineE it Rt ol s e
A Measr Sl oo oGl ol s e oo s e gty
g Dedke
B e s (o e g

(HE 4 bl Moo
(s {‘4 .
FoenL
Ehet Pt e o D0yt e o e
il Rand P
i A it
Recr ey
e Bt e P o oo e S et
Stoinycidg

Rt Aty (3 ‘@ e ‘ ‘ e g S)‘

CnicaCecson gt

|

Appendix K: Meaningful Use Screenshots

Page 242




MISSISSIPPI DIVISION OF o Updated .
4 MEDICAID State Medicaid Health Information Technology

| Planning Document

April 15,
2013

Core Objective #11

e Mssttonof R

Pl g J&ﬁeswdiun,j

Quslomate 116/ 13
1 i

| Lot ity Lot s i

H ein (Ot - et oneclicl G onsuppo e s speal o ool o i e o
R (e el
By Nt et ke stppot e
B e it (ot e oy FEmaon
(N SH B e v i o n oot e s aon Il il i
stk gl ot e
(gl
”
il s O
Efvsng
sl Plassote 1 i of i il Do Sprt oy e et
Hdcalon Al L
e e
Vi e

Syl Pt e Pt St o gk Sk  Cnlg ndo rceed

et At CM ‘ ‘
‘(h P ‘ ‘ e Cont 53‘

(vl ecson Syt

I

Appendix K: Meaningful Use Screenshots

Page 243




‘ MISSISSIPPI DIVISION OF .. Updated . April 15,
4 MEDICAI D State Medicaid Health Information Technology 2013

Planning Document

Core Objective #12

<Ba o Dt 3. Attestation of EHR

it Reisttion Aftestefion ﬂ

Questionnaire (12 of 15)
¢ 1. ot Yoy

@ 2. Confm Medesi Bty (o1 e ek et a eyl

B 3 Aestlinof B Objectve P pants o electonic oy otheheath infrmzion rcuding zgnastc estesulls,prablem
BIR Catficain rediczon sk, edicaton &ergles), pon ezt
B e Measure;  ore than 50% of all adents wha request an elechonic copy of hei heaih infarmation are provided fiin 3 hugingss
Bl W Core lectves i35
(PE 4PATIENT RECORDS: Pleass selectwheher the data used to supporthe measura s eiracted from AL patient
1RC0rd or anly form patient ecards maintained using cerified ERR technalagy.
Drug-DrugDrgeAlergy
Broklen L i it s et o AL et et o hose et s cefied EXR oy
Ereaeriing Qi catawas ottt only from pafient records maintained using cerifed EAR technology
Wesication List
- } Exclusion- Based on ALL patient records: A EP who has na requests from pafiznts ar thelr agents far an elechionic
b0l 2 ooy af e g sl on g e SR reporing e would be st o s raguhennent Excusion
Reard Do fn i et does not prevent an EP fom achiiing mesningfl use.
Vi s Do this exclusion agplyto you?
SHoking Sas OYES @Nu
Riegiort Ameultary COMs
i Decon S Compete e fullowing formation
Pt Btz oy Numerator = Murmber of patients i e denamintor who raceie an elechonic copy of el electronic heath infarmation
iiinthreg usingss days.
Pefient Clirical Sunmeries:
3 ‘ Denominator = Numoer of patients ofthe EPho taquestan electranic capy of helr elechonic health nfurmation four
Exctge Cnca fmetn Husiness days o o the end ofthe ERR repoing period
Frotect Heath ntormtion
# Numerator; Please enter  numerator
L e Chectives
B CoH-Coe + Denominatar; Flease enter 3 denorminator
HGF I3
HGF (028 PRI 14

NOF 0421 R 198 Plesse select the revious Screert buton fo oo back or the Save & Cantinue'butionto procesd.

CO - Adfiorl

I(}a Previaus Screen l I Save &t Cantinye !ﬁ)‘
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¢ 1 Confm e gy Lo Rtk et & eqyved Bl
B 3 Atesonaf AR Ojective: P el summaes for et o st ofce vt
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B W Core Cecies ‘ o
recards or anlyfiom patientreoards maintained Using cedfied ERR tchnolagy
(ROE
OThisdalawase;dractedfmmALLpaﬂentrewrdsnmjusﬂhusemamtamedusingceniﬂedEHRtechnmugv‘
Dru D Drug-Slercy
— OThisdatawase;dractedun\vfmmpatiemrecurdsmamtamedusmgcemﬂedEHRtechnu\ugyt.
E-Presoriing . ' . o
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Mdcaton it s e from his ey nemnt, Exclusion o dis reguivernent dogs ot revent an EF fram achieving mearingf
Usg.
Wecaton Aoy Lit
s el i
— 0es s exclusion apobvio !
WS O Bho
Smoking Sgis
Carnplets the fallowing inforrnagion
Repart Anfuetory CEM3
o Numerator = Numfer o offoe isits inthe denominator forwhich a cinical summary i provide witin ree Usiness
Clnica|Deciaian Suppior s
Hi o Oy Denominator = Humber of ofice isits forthe EF during e EHR renorting period
Peert Clnical Sunmaries
b G o ¢ Numierator: Plegse enter 4 numersior.
Pt Healh omiton *#Denomindtar; Plaaze entera denamingtor,
U ey Objcives
B OEM-Core
HOF 0017 Plesce select e Presious Sereen bubtonto go hack or the S & Cantrue'aton o procegd.
HEF 028 /ORI 114
Presious Sreen Save & Confinue
HEF (421 [ROFI 128 [Q! ] I g;‘
Appendix K: Meaningful Use Screenshots Page 245




Updated

MISSISSIPPI DIVISION OF .. . April 15,
41 MEDICAID State Medicaid Health Information Technology 2013
- Planning Document
Core Objective #14
Backn sshhoand '
S g L Atesonof EHR
Pt Revihaion Aesaton =
Qlesfonnaie 14 of 15
¢ 1 A Vou
1t VPl e e
B 4 essinof Ot Capatly ohang el for g, e it e, s
B i e}, oo s o and gl a e el
B P Meastne - e et one st vt ER el capato ol schangs el fuaion,
B W) Coe s Cornlete e ooy omnaon
(iE 3w 00 e easton st f e EFR ol capatiy lecoonial evchanu e il
rmaton
g g ey
e B O
Efreauriing
i W et ongnization s the informnation exchanged N
Requred el
edcatn Ay Lo
Recond Cemiaphcs
Vi S A Was e tes tcesshl?
kg ez @YES ONU
Rt Aoy CEs
CliclDecion S
Petent Eechonc Copy ‘ ,
Pz ot PrsingsSoreet font g b orthe Save & ot Bt o proces,
Paent hnca Smmaes
Fotane i hfmeion ‘(a P S ‘ ‘ e Contee d)‘
Prntert Heath nfnnatinn
Appendix K: Meaningful Use Screenshots Page 246




MISSISSIPPI DIVISION OF o Updated .
4 MEDICAID State Medicaid Health Information Technology

| Planning Document

April 15,
2013

Core Objective #15

et Aedeon o EHR

hil Reqistrﬂiun&ﬂeﬁaﬂunl]

Queslonmare 1of )
/1 Ak

o it Rl i e

B Aesna O Pl e st o ey et e g
B i e i gl
R Measne: oot s s o 4 TR 64 0R T et s s s s
(O e G g A o mamagemen e
Bl W0 Ot
(oo B lwiny ko
(E
S0 L a4 CER G084 an oo st
Iy e cne e o o g !
Al
Ors Ou
EAetring
i it
i A it

Rl Mo et e P S o ook or e S o o proce

e Sipe

‘{a P e ‘ ‘ S o ﬁ)‘

Sty ks
Rt Antr s

(i Do St

I

Appendix K: Meaningful Use Screenshots

Page 247




£ MEDICATD

Updated
State Medicaid Health Information Technology
Planning Document

April 15,
2013

Menu Objective Summary

« Back to Dashboard
Print Redistration Atestation

& 1. Ahaut You
2 Confirm Medicaid Eligiilty
[ 3. Attestation of EHR
EHR Certification
EHR Reporting Period
[E MU Core Objectives
CPOE
Drug-DrugDrug-2lergy
Prabiem List
E-Prescribing
hiedfication List
Medication Allergy List
Record Demoraphics
Yital Signs
Smoking Status
Repart Ambulatory CaMs
Clinical Decision Support
Patiert Electronic Copy
Patiert Clinical Summaries
Exchanige Clinical Information
Protect Health Information
[ oM - Core
HGF 0013
WEF 0028 FPORI114
HGF 0421 JPCRI 28
CEb - Adcitional

Icon Legend
@ Complete
/4 Wekarming

@ Hard Stop

Meaningful Use Menu Measures

Questionnaire

Instructions:

EPs must repert on atotal of five (5) Meaningful Use Menu Measures. At least one of the five measures must be from the public heatth menu
measures, Should the EP be able to successfully meet only ene of these public health menu measures, the EP must select and report on that
measure to CMS. Having met one public health menu measure, the EP must then select any other four measures from the Meaningful Use Menu
Measures. In selecting the remaining four measures, the EP may select any combination of the remaining public health menu measure or from the
additional Meaningful Use Menu Measures in the list below,

If an EP meets the eriteria for and can elaim an exelusion for both of the public health menu measures, the EP must still select one public health
menu measure and attest that the EP qualifies for the exclusion, The EP must then seleet any other four measures from the menu measures, which
can be any combination of the remaining public health menu measure or from the additional Meaningful Use Menu Measures in the list below, CMS
encourages EPs to select menumeasures that are relevant to their scope of practice and to ¢laim an exclusion for a menu measure only in cases
where there are ne remaining menu measures for which they qualify or if there are no remaining menu measures that are relevant to their scope of

practice.

Seleet the Continue button to open each selected Menu 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.

You must submit at least one Meaningful Use Menu Measure from the public health list even if an Exclusion applies to both measures:

Objective

Measure

Capability to submit electronic data to immunization registries or
immunization information systems and actual submission in
accordance with applicable law and practice,

Capability to submit electronic syndromic surveillance data ta public
health agencies and actual submission in accordance with applicable
law and practice,

Performed at least one test of certified EHR technolagy's capacity to
submit electranic data to immunization registries and follow up
submission if the test is successful {unless none of the iImmunization
tegistries to which the EP submits such information have the capacity
to receive the informatian electranically).

Performed at least one test of certified EHR technolagy's capacity to
pravide electranic syndromic surveillance data ta public health
agencies and follaw-up submission if the test is successful {unless
none of the public health agencies to which an EP submits such
information have the capacity to receive the information
electronically).

Youmust submit additional menu measure objectives until a total of five Meaningful Use Menu Measure Obj

Exclusion applies to all of the menu measure objectives that are selected (the total of five includes the public heatth menu measure objectives):

Objective

Measure

ctives have been selected, even if an

Implement drug formulary checks,

Incarparate clinical lab-test results into EHR as structured data,

(Generate lists of patients by specific canditions to use for quality
improvement, reduction of disparities, research or outreach.

Send reminders to patients per patient preference for preventive follaw
up care,

Provide patients with timely electranic access to their health
infarmation (including lab results, problem list. medication lists and
allergies) within 4 husiness days of the infarmation being available to
the EP.

Use certified EHR technology to identify patient-specific education
resources and pravide those resources to the patient if appropriate.

The EP wha receives a patient fram another setting of care or provider
af care or helieves an encounter is relevant should perfarm medicatian
reconciliation.

The EP wha transitions their patient ta another setting of care or
pravider of care or refers their patient to anather pravider of care
should provide summary of care recard for each transition of care or
referral.

The EP has enabled this functionality and has access to at lzast ane
internal or external drug farmulary for the entire EHR reparting periad.

IMare than 40% of all clinical lab tests results ardered by the EP during
the EHR reparting period whase results are in eitherin a
pasitive/negative ar numerical format are incorparated in certified EHR
technology as structured data,

Generate at least one repart listing patients of the EP with a specific
candition.

Mare than 20% of all unique patients 65 years or alder or 5 years old or
yaunger were sent an appropriate reminder during the EHR reporting
periad.

Atleast 10% of all unique patients seen by the EP are provided timely
{available to the patient within four business days of being updated in
the certified EHR technology) electronic access ta their health
information subject to the EP's discretion to withhald certain
informatian.

IMare than 10% of all unique patients seen by the EP during the EHR
teparting periad are provided patient-specific education resources.

The EP performs medication reconciliation for more than 50% of
transitions of care in which the patient is transitioned inta the care of
the EP.

The EP wha transitions ar refers their patient ta anather sefting of care
or pravider of care pravides a summary of care record for mare than
50% of transitions of care and referrals.

[Qa Previous Screen ] [ Save & Continug &I

Privacy  Terms OfUse  Accessibility

@ Capyright 010-2011 Affilated Computer Services, he. Al Rights Reserved.

Please select the Previous Screen’ button to go kack or the Save & Cortinug' button to procesd.
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v gy teconds ar onlyfrom pafient vecords malained using cerified EHR fechnology.
Proklem List
(mhis eatavwas exratad fom AL nafient recards not just those maintained using certiied EHR technology.
Erescribing
(O7his datarwme eaciad onlyfrom patient records maintaingd using cerified EHR technology.
Wedication List
el it Eelision - Based on ALL patient records: A0y EPwho neitier orders nor restes b test orinformaion thatwould
Record Demogatics e cantained in e probler list medication fif, or medication allargy list during the EHR reporing periad would be
eicluded from this requirement, Exclusion from this requirement does not prevent an EP fiom achieving meaningful
el Signs 5.
ok Stz D0 i exclusion agpo vou?
Report Ambulatory COMs -
Ores B
Clinical Dectaion Suppart
Pt Elecroniz Copy Corplete the fllowing informafion:
Patent Clice Suntes unmerator = Murnor of patents i he derorinatarsho b Bmely (vl o he palintitin four ausiness days
B Ciclfamatn of heing updated in the cerified EHR technolagy) electronic accessta their health ifarmation anling,
Prctect Heelh nfamein Denoniinator = Numfer of unique patients seen by the EP during the EHR repoting penod.
B Mo Ogetes s Numerator; Please e1iet 3 urmerator.
Blectraric: Ptient Access
+ Denoninator: Flease enfar a denorminatar.
Patient Educafion Resources
Wedication Recanclision
Dies thie provider have a patient Portal?
Summary of Care Recarid
minization Reetry Ors Oho
B coN-Ore Redired Figlt
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Questionnaire (2 of )
§ 1. At Yo
¢ 2 Cofim e Bty Rl aserih el et il
3 3 Ml R Objectives  The EP who recaives a natisnt fiom another seffing of care or rovider of care or elieves an encountr s relesant
B Ceffcdin should et meclcaton econcliatn.
B ot e Meastne: - The EP perfoms medication reconeliaton for more than 0% ofianstions of eare i which e pafintis banstioned
[ Mo Ctectves Intothe cate ofthe EP.
(pE 4PATIENT RECORDS: Flaase selectwhelhar the data Used fo sunparthe massie s extracted fom ALL pafient
rec0nds 0ronly flom nafient records maintained using cetified ERR tachnalogy.
D DruyDrug-Alery
ek Lt (i s et fom AL piet s st e Usin e E4R gy
Efvestriing OThisdatawasemactedunwrrumpatientrewrdsmamtainedusingcemﬂedEHRtechnmngy.
Meddeation Lt
- , Exclsion - Based on ALL pafient 1ecords: An EPwhowas nof anthe receiving end of anybansion afcare during the
[ S EHR et o would beexcuded om s requrment, Exsion o i et does ol preventan EP
Recond Dmagagics from aehieying meaningfu use.
il S e i eihusion apaly o you?
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Ciia Deckin et Corimglet e followsg informaton
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0fthe biangition,
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S of Coe Rt e ot e v o g ek e S o oo
mrunizaton Regishy
Syl Srelee ’{a Preous Sreen ] [ Sive £ Confinuz 5}]
[ Ca- Core
Appendix K: Meaningful Use Screenshots Page 255




£ MEDICATD

Updated

| Planning Document

State Medicaid Health Information Technology

April 15,
2013

Menu Objective #8 with exclusion selected

gbackto Dashhit
Pt Reisafion fkﬂestaﬂunﬁ

¢ 1. ot Yo
{/ 2. Confim e Fghty
[ 3 Mesteion o R
EHR Cateton
EHf Repevting o
[ W) Core et
(RCE
Drug DD Alery
PrckenList
Efresoriing
Medcaton Lt
ecdcaton Alery Lt
Record Cemagpaphica
il Sis
Sinaking Sahuz
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Exchange Clnial lformefon

3, Aftestation of EHR

Questionnaire (3 of 5)
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¢ 2 Conim e gty L0 Rt etk e & equived fl,
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[ Klcare Ot recard for mote tnan 0% oftransidons of care and refemals.

(PCE APATIENT RECORDS: Flaase select wheter the data used 1o suppor e maasure was exracted from AL paient
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D CrugErug-Alergy
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Reaord Demagtics reuemet does ot reyet an EP fiom achieying meaningf uge.

Vit Sins 00es i agusion applyo vou?

Siking Saus OYES @ND
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Complete the fallowing ivfarmatior

ClnicalDeciion S.ppart
Numierator = Nurher ofvansidons of care and refamals inthe denominatar where & summan of care record vas

Pt Betronic Copy pioided

Patert Crisl umees Denominator = e fansfionsof e an el i e R repoting perie v he P s e
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Preot Heath nfametion “Nmerator: Pleage arfera numersor

B MM Ciecties _ .
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Patent Exucation Resources

Medication Reconclefion
Summary of Care Recond

Plae selectthe Previcus Sereen iton t o hack orthe ‘Save & Continue' uton fa praceed.
onuizzfion Registry
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Pirt Resgitrafion Aftestation =

Questionnaire (4 of 5)
¥ 1, bhwd Yoy

¢ 2. Cofin Nedcad bty |41 e ik ncicates ey feld

B 3 Moo of 4 Objective sty st eleconic o murzatcn regisiesorien_nizlion ifoeaton systms and acual

LR Cetfcet st in aceordance it applicable law and pracdica
B Reporing e Weastre:  Perfomied st least one festofceriec ERR technology's capatiiyto submt electionic data o immunization registries
N and follow ug subimission ifthe testis successful {unless nong ofthe immunization ragistizs o which the EP sUbrmits
[ M o Otctves suchinfornation have e eapaciyto recelve e forniion elechonicall)
i Exclusion 1 - Based on ALL patient records: An EP wha does not perfom immunizations durng the

EHR reporing period would be excluded from this requirement. Bxclusion fom ihis requirgment does ot

Drug-DrugDruag-Blergy O )
preirit an EP from achisving meaningful use,
FrobmList o
#0es s eclusion applytoyou?
E-Prescrbing
7
etin i Bies - Ot
Mechicafion Allergy List ) ) )
ifjouhave tiaimed an Exclusion, whatvas the primary reason?
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et |v] Requie Fied
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Summary of Care Recar

’ I Ald Fles 4:] [ Remove Selected XI
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Menu Objective #9 with second exclusion selected
Back to Deshboard H
cmhERE .3 Aftestation of EHR
Print Recyistration Aftestation
Questionnaire (4 of 5)
1. Abaut You
2. Confim Medcai Eigbity Laf # Red asterisk ineicates & reguired fied,
B Aestlin of 3 Objective; ~ Capahiliyto submit electronic data lo immunization registries or immunization information systems and actual
EHR Cerfficton subrrission in accardance with applicable law and practie.
EHR Repuring Peid Weasure:  Performed tleast one test of cerified EHR technologys capacityto subrmit elechronic data to immunization regisies
- and fallow up submizsion ifthe testis successful (unless none ofthe immunization registries towhich the EP submits
B MU Care Chieetves such information have the capaciy to receive the iamation electronicallj.
CROE Exclusion 1-Based on ALL patient records: An EP wha dogs not perform immunizzfions during the
D gD ety EHRrepumngperiudwuu}dbeexc\gdedfmmthisrequirement‘ Exclusion from this requirement dogg not
preient an EF fiom achieving meaningful use.
Prablem List : :
#Dnas this exclusion apphyto you?
E-Presctibing
edcaionLit Otes o
Wtecfication Allergy List . . o o .
Exclusion 2 - Based on ALL patient records: Ifthere is no imrmunization registy that has the capacityto
Fecord Demagraphics receive the infarmation electronically an EF would be sxcluded from this requirement Exclusion from this
o requirernent does nat prevent an EF fram achizving meaningiul use
Vil Signs
i i ?
Sl Sl #Dnas this exclusion applyto you
Feepcrt Ambulatory Cos Ore: Owo
Clnical Decizion Suppart
i i i ?
T #lfyou have claimed an Exclusion, whatwas the primary reason?
Pefiert Clirical Summaries ‘Se\ed - M Requied Fied
Exchange Clinical Informetion
Pritect Heakh nformation . L ) o . . . )
I3 lefter was fssuecl fom the Immunization Registy laling It was not posaibie i tel duning the Reporing Period, or thet
[l MU enu Oiectives & testfalled) please attach it using the Aliech Files component on tis page.
Patiert Exication Resources
Mezdcation Recanciiation Aﬂach F"ES
Sumneryof GReResod | e i atachments & optonsl
Immnization Registry  Olher e
Synckomic Surveilancs
[ M- Core File Name Subject
e 0013 Mo recards to display.
HGF 0028 PR 114 :
Add Files Remave Selected X
NGF 0421 1 PQRI1 28 [ H I X]
COM- Addtional
Please slectthe Previous Screen’ bution to oo back or the Save & Cantinug' btton to procesd,
IQ! Previous Sereen ‘ I Save & Continuz $‘
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Menu Objective #9 with no exclusion selected

«Backto Dashhoars 3. Attestation of EHR

Print Registration Atestation ﬂ
Questionnaire (4 of 5)

& 1. About You
& 2. Conflrm Medlicaic Elglbity L7 * Red asterisk indicates a required fisld
[l 3. Atteststion of EHR Objective:  Capability to submit electronic data to immunization registries of immunization information systems and actual
EHR Certificstion submission in accordance with applicable law and practice
EHR Reporting Period Measure: Performed at least one test of certified EHR technology's capacity to submit electranic data to immunization registries
) and follow up subrmission ifthe testis successful (unless none of the imrmunization registries to which the EP submits
Bl MU Core Objectives such information have the capacity to receive the information electronically).
CPOE

Exclusion 1- Based on ALL patient records: An EP who does not perform immunizations during the
Drug-DrusDrug-Allercy EHR reporiing period would be excluded from this reguirement. Exclusion from this reguirement does not
prevent an EF from achieving meaningful use.

Problem List
#Does this exclusion apply to you?

Oves  ®no

E-Preseribing
Medication List
Medication Allergy List B
Exclusion 2 - Based on ALL patient records: Ifthere is no immunization registry that has the capacity o
Record Demagraphics receive the information electronically, an EF would be excluded fror this requirernent Exclusion from this

Vital Signs reguirement does not prevent an EP from achieving meaningful use

o
Smoking Status sD0es this exclusion apply to you:
Report Ambulstory CGb's Oves  ®no

Clinical Decision Suppart

Peller Bectronic Copy Carmplete the following infarmation

=Did you perform at least one test of certified EHR technology's capacity to submit electronic datato
irnmunization registries and follow up submission ifthe testis successful (unless none ofthe
Exchange Clinical Information immunization registries towhich the EP submits guch infarmation have the capacity to receive the
infarmation electronically)?

Patient Clinical Summaries

Protect Health Infarmation
[El MU Menu Chiectives Elves Onn
Patient Ecucation Resaurces
Megication Reconciliation Was the test successful?
Summary of Care Record Oves Onn
Immunization Registry
Syndramic Surveilance
[El cam-core
NGF 0013

Please record the date and time of the test.

@

NQF 0028 fPGRI 114

# lmimt ation Register or Information System:
NGF 0421 /PRI 128 Required Figld

COM - Adidiional
« [f the test was successful, was there a follow-up submission?
Oves  Ono
Required Field

Icon Legend

& Complete If 2 iefler was ssued from the Immunization Reglisty stating it was not possible to test duning the Reporting Period, or that
Warnin a2 lest falled, please altach it using the Attach Files component on this page.

Ay il

@ Hard Stop

Attach Files
The foliowing attachments are optionar

= Other Attachment

File Name Subject

Mo recards to display.

AddFiles o] [ Remove Selected x|

Please select the Previous Screen’ button to go back or the 'Save & Continue’ button to procesd.

[ Previous Sereen | [ save & Cantinue = |
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Biack to Daghboad .
SR o 3 Aftestaion of EFR
Print Regisrafon Atestafion =
Questionnaire (5 of 5)
1 ko You
¢ 2 Conim edica gty 21+ R stk it & e fs
B 3 Attt of Objctives Gyt suliteleconic sy suvailence dita o publc hesth agencies and ekl submissionin
B Catfclion aocordanc with appliale law and practce,
EER e i Heasine; Perrqrmed Aleagt e fest ofcertfied EHR‘lephnqlugy's capaciw 1o rovid electonic synaramis guweiHance datg i]
N oublic heafh agencies and olloveup submission fFhe estis successhl (unless none ofthe publc heath agencies o
B MJCre Ot which an P submits such informnation hiave e capactyto receive dhe informafion electronicalh).
(eE Exclusion 1- Based on ALL patient racords; ffn EF dogs nat callsct anv reporable sndromi
O gD ey mfurmaﬂun on el pahems dqrmg thg EHR reporting pering, hen e EF iz exp\uded fmmh\s
reduterert Exclusian fom this vecuivement dogs nat prevent an EF fiom achiging meaningful use.
Prabien Lis o
D0z this sl sion apphvio you?
Eftescrbing
e L Ot Ou
Medicafon Alergy Lis ) ' ‘ ‘ ‘
Exclusion 2 - Based on ALL paient racords; fthere 12 no public health agency that hias the capaciv o
Reoord Demograptics racefve the informaion electranicall, hen the EF is exchuded fom this requiement Exusion from iz
reguirement dos notprevent an E fom achiedng meaningfuluse,
sl Sene i 4 ! d
iz marlgi i
— i0i0es this exlusion apphito you?
Report Amouleory QM s B Owo
Clical Decizion Suprod
you e ciimed an Exclusion, whatwas the primary reasin”
Patient Eectraic Copy ! ' bt
Pefert Clrical Summies . M R Pl
Exchange Clical Infarmation
Prctect Heath Information
[ MU Merw Objectives
S s Plezse selectthe Previous Screen'butonto go back o the Save & Continug' buton o procesd.
Meddcation Recanclis } :
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Menu Objective #10 with no exclusion selected

-« Back to Dashioard
Print Feeoistration Attestation A

& 1. bout Vou
& 2. Confirm Medicaid Eliikiity
[ 3. Attestation of EHR
EHR: Certification
EHR: Reparting Perioct
[E MU Core Otjectives
CROE
Drug-Drug/Drug-Alleray
Prablem List
E-Prescribing
Medication List
Medication Alergy List
Record Demogr aphics
Yital Signs
Smoking Status
Report Ambulatory COM's
Clinical Decizion Support
Patient Electranic Capy
Patignt Clinical Summaties
Exchange Clnical Information
Pratect Heafth Information
[E MU Menu Objectives
Patient Education Resources
Medication Reconciliation
Summary of Care Record
Immunization Registry
[E CoM-Care
MGF 0013
TGF 0028 /PORI 114
MGF 0421 FPGRI 125

COM - Adcftiana]

lcon Legend
@ Complete
/2, Warning

@ Hard Stap

3. Attestation of EHR

Questionnaire (5 of 5)

L4 # Red asterisk indicates a required field

Objective:

Weasure:

Capability ta submit electronic syndramic surveillance data to public health agencies and actual submiszion in
accordance with applicable law and practice.

Performed atleast one test of certified EHR technology's capacity to provide electronic syndromic sureillance data to
public health agencies and fallow-up submission ifthe testis successful iunless none ofthe public health agencies to
which an EF submits such information have the capacity to receive the information electranically).

Exclusion 1-Based on ALL patient records: If an EF does not callect any reportalle syndramic
information an their patients during the EHR reparting periad, then the EP is excluded fram this
requirement. Exclusion from this reguirement does not prevent an EP fram achieving meaningful use.

«#Does this exclusion apphy toyou?

Cres  Omo

Exclusion 2 - Based on ALL patient records: Ifthere is no public health ageney that has the capacityto
receive the information electronically, then the EP is excluded from this requirement. Exzlusion fram this
requirement does nat prevent an EF fram achieving meaningful use.

«Does this exclusion apply toyou?

Cres  Omo

Cormplete the fallowing information

«Didyou perform atleast one test of certified EHR technology's capacity to provide electronic syndromic
surveillance data ta public health agencies and follow-up submizsion ifthe testis successful (unless
none afthe public heatth agencies to which an EP subimits such information have the capacity to receive
the infarmation electronically)?

Gres  Omo

«#Was the test successful?

Oves Ono
Required Field

 Syndromic Surveillance Agenc
Rere

If the test was successful, was there afollow-up submission?

Gres  Omo

Please select the Previous Screen’ button to oo back or the 'Save & Canfinug' bution to proceed.

[(,‘! Previous Screen I l Save & Continue $l
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« Back to Dishhaard
Print Registrafion Attestation ﬂ

¢ 1. dbaut ou
2. Canfi Meclicaid Eighiity
[ 3. Atestslion of EHR
EHR Cerification
ERR Reporting Perioi
[E MU Care Chigctives
(POE
Drug-OrugDrug-Alergy
Prolem List
E-Prescribing
Wedicaion List
Weddication Allrgy List
Record Demagraphics
Yital Sions

Smaking Status

Clirical Declslan Support

Patiert Electronic Copy

Pritect Heatth Infarmafion

[E MU Men Chjectives

Wedication Reconciietion

Summary of Care Record

Immunization Registry

Syndramic Survellance
B ¢ CoM-Coe

& HeF 00t3

O 0008 1PORI 114

N 0421 (FGRE 128

[E CQM - Aternate

Fiepart Amhulatory COs

Patiert Clinical Sunmeries

Exchang Clinica Information

Paiert Educalion Resources

Altemnate Clinical Quality Measures

Questionnaire (1 of 3)

L/ 4 Red asterisk indcates a required iekd

TOF 0024
Title: Weight Assessment and Counseling for Childken anet Scolescents

Description: Percentage of patierts 217 vears of age who had an outpatient vist with s Primary Care Physician (PCP) or OBIGYN and whi had evidence of B
nercentile documentation, counseling for udrition and counsseing for physical activty during the measurement year.

Complete the following informatiar:

& Numerstar: # Denamingtar
Papulation Criteria 1:

ENumeratar: # Denomingtor:

ENumerstor: # Denominetor:

ENumerator: # Denomingtor:
Papulgtion Crteria 2

& Numerstar: # Denamingtar

ENumeratar: # Denomingtor:

ENumeratar: # Denomingtor:
Papulation Criteria 3

ENumerator: # Denomingtor:

& Numerstar: # Denamingtar

Please selectthe Previous Screen' button o go hack o the Save & Cortinug button to procesd

[q‘a Previous Sereen ] [ Save &t Continue s{)l
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4 Back to Dashbosrd
Print Redjstration Aftestation ]

& 1. Abaut Vou
& 2. Confirm Medlcaid Eighity
[l 3. Attestation of EHR:
EHR Cerification
EHR Reporting Perind
[E MU Core Chiectives
CPOE
Drug-DrugDrug-Allergy
Prablem List
E-Prescribing
Medication List
Medication &lergy List
Record Demographics
Vital Sigris
Stmoking Satus
Report Ambulatary COM's
Clinical Decision Support
Patiert Electroniz Copy
Patiert Clinical Summaries
Exchange Clirical Informestion
Pratect Health Information
[E MU Menu Ohjectives
Patient Education Resources
Medication Recanciliation
Summary af Cate Recard
Imtrunization Registry
Syndromic Surveilance
E & ca-Core
& NGF 003
& HOF 0023 [PQRI 114
& HOF D421 [PQRI126
[E COM- Aternate
HGF 0024
HGF 0041 /PARI110

COM - Addtional

Icon Legend

¢ Camplete
/4 Warning

@ Hard Stop

Alternate Clinical Quality Measures

Questionnaire (3 of 3)
L4 Reenf asterish indicates & recuired field.

HOF 0038

Title: Childhood Immunization Status

Deseription: Percertage of chiliren 2 years of age who had four disttheris, tetanus snd acellular pertussis (DTaP) three polio (PYY, one messles, mumps and rubella
(W), two Hinfluenza type B (HB), three hepattis B (Hep BY, one chicken pax (I, four pneumococcal conjugate (PCV), bwo hepatitis A (Hep A); two or three
ratavirus (RY), and two influenza (flu) vaceines by thelr second bithday. The measure calculstes a rate for each vacoine and two separate combination Fates

Complete the following informetion

Population Criteria 1:

Population Criteria 2

Population Criteria 3

Population Criteria 4:

Population Criteria 5

Population Criteria &:

Population Criteria T

Population Criteria &

Population Criteria 3

Population Criteria 10;

Population Criteria 11

Population Criteria 12,

[Qa Previous Screen ] [ Save & Continue Q]

Privacy  Tems OfUse  Accessibility

@ Copyright 2010-2011 Affiliated Computer Services, Inc. Al Rights Reserved

#Numerator.

# Numerator.

# Humerator.

# humerstor

# Numerstor.

# Numerator.

# Humerator.

# humerator.

# Numerstor.

#Numerator.

# Humerator.

# humerator.

# Denaminstor

# Denaminator

# Denaminator

# Denaminator

# Denaminator.

# Denaminator

# Denaminator

# Denominstor

# Denaminator.

# Denaminstor

# Denaminator

# Denominstor

Please select the ‘Previous Screen’ button to go hack of the Save & Continug’ button to proceed.
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cokotetl o Addltional Clinical Quaity Measures
Print Reedatrafion Attestetion -
Questionnaire
& 1. Bbout ou ' L ) ] :
Instrutions: Select three Additional Clinical fuality Measures from the list below. You will be prompted to enter numeratar(s), denominator(s), and
2. Canfirm Wil Eigalty exelusionis), if applicable, for all three Additional Clinical Quality Measures after you selget the CONTIHUE button below.
[ 3. Attestation of EHR. Y-
EHR Caticaion # Tl Descrptian
EHR Repurting Perind 000 Asthma Assessment Pecentaqe of patients aged 3 through 40 years with a diaqnosis of asthma and 0
o who have heen seen for at least 2 office vists, who were evaluated during at least
M ong office visit within L2 months for the frequency (numeric) of daytime and
CPOE nactumal asthma symptoms.
Drug DrugErug-Aleey 02 Apprapriate Testing for Chidren with Pharyngitis - Percentage of children 2- 16 years of age wha were diagnased with pharynits, O
: dispensed an antibiotic and received 3 group & stieptacaccus (stiep) test for the
Problem List gpitod:.
BRI W04 Tniation and Engagement of Alcoholand Other  Percentage of adolescent and adult patients with anew episode f lcahaland (]
Medication List Drug Dependence Treatment: (a) Intiation, (b)  other drug (AOD) dependence wha inifiate treatment through an mpatient AOD
Engagement admissian, ofpatient vist, intensive outpatient encounter or partial
LR haspitalization within 14 days of the diagnosis and wha intiated treatment and
Record emogsphics who had two ar mare additional services with an ACD diagnasis within 30 days
of the intiafion vist,
Vital Signs
01 Prenatal Care: Screening for Human Percentaqe of patients, reqardless of age, who gave birth duning a L-month 0
Smaking Stafus ! gl ! ! ! !
! Tmmunacleficiency Virus (HIY) periad who were screend for HIV infection during the st or second prenatal
Report Ambulstory COMs carevist,
Chicsl Decision Suppor W4 Prenatal Care: Anti-D Immune Globulin Percentaqe of D (Rh) neqative, unsensitized patients, reqardless of age, wha gave 0
) : irth luring a L-manth period wha received anti-D immune globulin at 26-10
Patient Electranic Cowy weeks gestaton
PRI 18 Contraling High Blood Pressure The percentage of patients 18-85 years of age who had a diagnosis of 0
Exchang Crical farmalion hypertension and whase BP was adequately controlled during the measurement
Vel
Pratect Heath Infarmation :

W Smakingand Tobacco Use Cessation Medical - Percentage of patiens 1 yers of age and older wha were cument smokersor [
assistance: 3. Advising Smakers and Tobacca— tabacco users, who were seen by a practitioner during the measurement year

Patiert Education Resources Users to Quit, b, Discussing Smaking and and wha received advice to quit smaking or tabacco use or whase practioner

Tabacco Use Cessation Medications, ¢, Discussing — recommendd or discussed smoking or tobaceo use cessation medications,

Smaking and Tabaceo Use Cessation trategies  methads or srategies.

[ WA eru Qjectives

Megication Reconclistion

ST e B Breast Cancer Screening Percentage o women 41-68years of age who had a mammogramtoscreenfor (]
Immunization Registry breast cancer.
Syndromic Surveilance 132 Cenvical Cancer Screening Percentage of wamen 21-84years of age, who received one or more Pap teststo 0
screen for cervical cancer,
B & co-Core
p 1033 Chlamydia Screening for Women Percentage of wamen 13- 14 years of age who were identified as senally active 0
HGF 0013

and who had afleast ane test for chlamydia during the meastement year,

/N 028 R 14 134 Colorectal Cancer Screening Percentag of adults 30-T5 years of age who had appropriate screening for 0
o N 0421 [RORI 128 colarectal cancer,
[ COM- Aerate 1036 Use of Appropnate Medicatians for Asthma Percenta of patients 3 - 50 years of age who were identried as having 0
persistent asthima and were appropriately prescribed medication during the
MEES measurement year. Report three age stratifications (3- LL years, 12-50 years, and
WGF 0041 /PARI 110 tatal)
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NGF 0038 104

COM - Addtional
004

0052

Icon Legend
¢ Complete 0055
0, Werning

@ Hard Stop

0056

0059

0061

0062

0064

0067

0068

0

04

0075

0061

0083

0054

Peumonia Vaccination Status for Oldder Adults

Asthma Pharmacalagic Therapy

Low Back Pain: Use of Imaging Studies

Diabetes: Eye bam

Diabetes: Foot Bxam

Diabetes: Hemaglobin Alc Paor Contral

Diabtes: Blood Pressure Management

Diabtes: Urine Screening

Diabietes Low Density Lipopratein (LOL)
Management and Contral

Coronary Artery Disease {CAD): Oral Antiplatelet
Therapy Prescribed for Patients with CAD

Tichemic Vascular Disease (VD): Use of Aspirin or
Anather Antithrombotic

Coronary Artery Disease {CAD): Beta-Blocker
Therapy far CAD Patients with Prior Myacardial
Tnfarction (M)

Tschemic Vascular Disease (IVD): Blood Pressure
Management

Coronary Artery Disease {CAD): Drug Therapy for
Lowering LDL-Chalesteral

Tichemic Vascular Disease (IVD): Camplete Lipid
Paneland LDL Control

Heart Failure {HF): Angiotensin- Canverting
Enzyme (ACE) Inhibitor or Angiotensin Receptor
Blocker (ARE Therapy for Left Ventricular Systalic
Dysfunction {LVSD)

Heart Failure {HF): Beta-Blacker Therapy for Left
Ventricular Systolic Dysfunction {LYSD)

Heart Failure {HF): Warfarin Therapy Patients with
Atrial Fibrillation

Percentage of patients 65 years of age and older wha have ever received a
pneumacaccal vaceine,

Percentage of patients aged 5 through 40 years with a diagnosis of mild,
maoderate, or severe persistent asthma wha were prescribed etther the preferred
long-term control medication {inhaled corticosteraid) or an acceptahle
alternative treatment.

Percentage of patients with a primary diagnosis of low back pain whe did not
have animaging study (plain x-tay, MRL CT scan) within 23 days of diagnosis.

Percentage of patients 1§ -75 years of age with diabetes {type Lortype 2 who
had a retinal or dilated eye exam or a negative retinal exam {no evidence of
retinapathy) by an eye care professional.

The percentage of patients aged 18 - 15 vears with diabetes ftype Lortype 2}
who had afaot exam (visual inspection, sensory exam with manafilament, or
pulse exam).

Percentage of patients 1 - 75 years of age with diabetes (type Lor type 2 who
had hemaglobin Al = 9.0%.

Percentage of patients 18 - 75 years of age with diabetes (type Lar type 2 who
had bload pressure <140/%9 mmHg.

Percentage of patients L - 75 years of age with diabetes (type Lar type 2 who
had a nephrapathy screening test ar evidence of nephrapathy.

Percentage of patients 1i-75 vears of age with diabetes (type Lor type 2 who
had LDL-C < 100 mg/dL}.

Percentage of patients aged L6 years and older with a diagnosis of CAD who
were prescribed oral antiplatelet therapy.

Percentage of patients 18 years of age and older wha were discharged alive for
acute myacardial infarction (AMD, coronary artery bypass graft (CABG) or
percutaneous transluminal coronary angiaplasty (FTCA) from January 1-
Navember L of the year prior to the measurement year, orwho had a diagnasis
of ischemic vascular disease (VD) during the measurement year and the year
prior to the measurement year and wha had documentation of use of aspirin or
anather antithrambatic during the measurement year,

Percentage of patients aged L8 years and older with a diagnasts of CAD and prior
MIwha were prescribed heta-hlocker therapy.

Percentage of patients L& years of age and older wha were discharged alive for
acute myacardial infarction (AMD, coronary artery bypass graft {CABG) or
percutaneous transluminal coronary angiaplasty (FTCA) from January 1-
Navember L of the year prior to the measurement vear, orwho had a diagnasis
of ischemic vascular disease (VD) during the measurement year and the year
prior to the measurement year and whase recent blood pressure is in contral

(= 140/90 mmHa).

Percentage of patients aged L8 years and alder with a diagnesis of CAD who
were prescribed a lipid-lowening therapy (based on current ACC/AHA
guidelines).

Percentage of patients L& years of age and older wha were discharged alive for
acute myacardial infarction (AMD, coronary artery bypass graft (CABG) or
percutaneaus transluminal angioplasty {FTCA) fram January L-NavemberL of
the year prior to the measurement year, or wha had a diagnasis of ischemic
vascular disease (IVD) during the measurement year and the year prior to the
measurement year and wha had a complete lipid profile perfarmed during the
measurement year and whose LOL-C <100 mg/dL.

Percentage of patients aged L8 years and alder with a diagnosis of heart failure
and LVSD (LVEF < 4%} who weere prescribed ACE inhibitor or ARB therapy.

Percentage of patients aged 18 years and alder with a diagnasis of heart failure
wha also have LVSD (LYEF < 40%) and who were prescribed beta-blocker
therapy.

Percentage of all patients aged 18 vears and older with a diagnosis of heart
Failure andl parazysmal ar chranic atrial fibrillation who were preseribed warfarin
therapy.
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06 Puimary Open Angle Grancoma POAGY Oyt Percentage o patents agee L s and olfer it a diagnosis of POAG who il
HereeEton b heen s Forat st oo ffce ists who have an optic nerve head
eyaluston duning ane or mare offce vists wthin L months,

0 Dbt enaphy: Documentin o reence - Ptcnage ofpatents aed e et s of e~ [
on Absence of laculrEdma and el of - rebmapathy who had a cllted macala arfundus eam perfamed which
Seyey of etinopithy il dacomenteion ofthe vl ofsverty of reiapiathy and the prsence
on absence of maculan edema duwing aneor o ofce it wthin L months,

R0 Dbt enaphy: Commuicationiththe ~ Ptcnage ofpatents aed e and ol s of e~ [
Physcan Managing Ongorg Disbetes Care - rebmapathy wh had a cllted macala afundus eam perfamed with
documentecommunication o the physican who manages the angoing cor of
he paient with it melltus vegarding the inings ofthe maculror
fundus esam atestonce within L months,

005 At-depresant medicaion mamgement (o) Percentage o pabents L yeansof age and ader wha were diagnosed wth a e 0
Efectve Acue Phase Trestnent, (o] itecive et o uordepresion estedwthanfdepressant medication, and who
Contimugton Phise Tretmert renned on an ndilepresant medicaion estment,

05 Oncalogy Colan Cancer: Chematherapy for tage - Percentage o pabents e 1 yeas and oldervth Sage A though IC colon 0
I Colon Cancer Patent cancer who are reened foradvant chematherapy, prescobed adjoant
chennotherapy, o have previously veceivd vt chennetherapy within th L1
month rporting period

W8T Oncalogy reastCancer: Hommonl Therapyfor— Percentage o fennle pafents aged 4 years and olferwith Sage I thraugh I, 0
e ICIC Estogen Recepto Progesterone—ER on PR i breast cancen who et prescnbe oo o vomntise
ReceptorER PR Postive reastCancer tor (1) g the Li-marhrzporting perod

B ProsteCancer Avidnce ofOvese f Bone. Pecentageof s v ofage with oo o potte et~ (]
Scan o eaqing Lok Prostae Cancer Pty Jow sk of recurence vecetving ntersctlprostate brachytherapy, O eteml
b radtherapy totheprosat, ORrdcal prosttectay, O arythepy
s did ot have 3 ban san perfrmned at any binesince dagnasi of prostte
el

015 Dishetes: Hemmoglobin Alc Conral {<0.0%)  The percentage of ptients 178 yeans ofage wth diabete type Lortype ) il
o e hemaglabin Al B

Piease seectthe revious Screen blton o o hack orthe ‘Save & Confiug! buton ta proceed,

[Q! Previus Seeen ] I Siwe B Continue ﬁS‘

Py Tems OfUse  Accessbity

) Copyrih 20104011 Afiaed Compuir Servives, e, Al Fights Resanvad,
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« Biack to Dashioard
Pt Resrelion A =

1. Akod You
2 Canfim Medcaid gty
[ 3. Mestson of EER:
R Centfcafion
EHR Reporting Perod
[ Ml Core Chjectves
(RoE
Drug DruuDrugelereyy
Problem List
E-Prescriting
Medication Lit
Mecicafion Allrey List
Record Demagyaphics
Vil Signs
Smoting Stetus
Report Anfuletary G
Clcal Decieion =g
Pefient Electronic Copy
et Clnicl S.mmies
Exchiange Clnicalnformation
Protzct Heath formtion
] MU Menu Oectves
Pefert Edacaton Resources
Medication Fecancliation
Sumenary of Care Record

mrnizaton Regishy

Curdramie Ciinailanra

Adltional Clinical Qualty Meastres

Questionnaire (3 of 3)

o+ el etk mocates a ey feld

H10F 004

Titles tion and Engagement of Alzohol nd Ciher Cruig Dependence Tresiment (3) ntetion, () Engagement

Deseription: Pecertage of axlescert and ot patierts wit & rew epizade of alcahal and cther g (AOD) dependence who nfite restment theouch an moatiert
A00 ackission, oulpatisn izt mensive outgatient encaunter or partal hospislization witin 14 days ofthe diaenasis and wha infited trestment and who had fwo or

move afdional services with an 0D dagnosis witin 30 deys of the infiion vit.

Complete the follswing informaion

#umerstar, B LEnomingor
Fapulefion Crieria 1

#umerstar, B LEnomingor

#umerstar, B LEnomingor
Fapulefion Crieria 2

#umerstar, B LEnomingor

# Numerstor # Dermingtor
Fapulefion Crieria 3
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1 Introduction and Overview

The State of Mississippi Division of Medicaid (DOM) is currently planning its interoperability strategy.
The emerging Nationwide Health Information Network (NwHIN) has been identified as a key component
of this strategy. As with any interoperability effort, coordination with internal and external stakeholders
is key to success. This document details the ongoing discussion and planning with stakeholders and
technology experts. This effort exists within the context of the recently approved State of Mississippi
State Medicaid HIT Plan (SMHP), and the results of this effort will be integrated with the updated SMHP
and Implementation Advance Planning Document (IAPD) documents, as required by the Centers for
Medicare and Medicaid Services (CMS).

The strategies outlined in this document have been developed in coordination with key stakeholders,
including the emerging State of Mississippi Health Information Network (MS-HIN), the Mississippi State
Department of Health (MSDH) and the Mississippi Insurance Department (MID). Coordination was
accomplished through status calls and in-person meetings during the development of this document as
well as communications sharing key diagrams, timelines and strategy points.

The DOM vision is an ecosystem (healthcare community, Figure 1 below) of connected, interoperable
Medicaid Providers, Medicaid trading partners and Medicaid stakeholders in the State of Mississippi.
The expectation of DOM is to fully align with the SMHP and IAPD, as well as federal HIT-enabled health
reform(s), including CMS Medicaid Information Technology Architecture (MITA) missions, goals and
objectives. DOM intends to support the interoperable exchange of clinical data with DOM Medicaid
providers, Medicaid trading partners, and Medicaid stakeholders, while improving care for Medicaid
beneficiaries.
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Figure 9: The DOM Healthcare Ecosystem

The DOM ecosystem is defined as a connected healthcare community of DOM and various DOM trading
partners and stakeholders. The DOM ecosystem is the ultimate outcome of DOM'’s transition from the
As-Is environment to the To-Be environment.
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Figure 10: The DOM Transition Roadmap from As-Is to To-Be

Ecosystem

The overall DOM goal is to implement a Service Oriented Architecture (SOA) based Interoperability
Platform to enable clinical data exchange (HIT) to support Medicaid providers, Medicaid trading
partners, and Medicaid stakeholders, while improving care for Medicaid beneficiaries in the State of
Mississippi.

There are both new and existing systems and stakeholders that will play a role in the data exchange with
DOM. For example, DOM staff, DOM systems, future DOM systems and services, approximately 625,000
Medicaid beneficiaries in the State of Mississippi and approximately 17,000 Mississippi-based Medicaid
providers will require access to DOM'’s clinical data in the DOM Clinical Data Repository (CDR). From a
trading partner perspective, the new Federally Facilitated Marketplace (FFM) and MS-HIN represent
new trading partners that will require connectivity to the DOM and DOM systems for clinical and
administrative data exchange in a bi-directional manner.

With the transition to MITA Maturity Level 3, as well as the implementation by DOM of a new Medicaid
Management Information System (MMIS) and eligibility systems DOM will have a standards-based
connectivity methodology is of critical importance. The Nationwide Health Information Network, or
NwHIN, represents a standards-based connectivity methodology, already implemented by federal
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agencies and supported by the Office of the National Coordinator for Health Information Technology as
well as state and local Health Information Exchanges (HIEs).

The exploration of these subjects has been divided into three core sections - the As-Is, the To-Be, and
the Roadmap. The As-Is Environmental assessment section describes the current status of DOM systems
and overall technical environment as of mid-2011, and the To-Be and Roadmap sections provide the
basis for the DOM technical roadmap, integration of trading partners, and a DOM Interoperability
Platform.
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2 DOM Connectivity and Interoperability Strategy - Assessment of As-Is
Environment

] —

DOM As-Is

Ecosystem

This section describes the environmental HIT landscape assessment of the State of Mississippi Division
of Medicaid as well as the DOM'’s trading partners’ and stakeholders’ current HIT environment. This HIT
landscape assessment provides a basis for understanding of the gaps between the current DOM HIT

landscape and DOM'’s To-Be Ecosystem. It also serves as a data source for the development of the To-Be
landscape and of the Roadmap.

2.1 As-Is DOM Infrastructure

2111 Background

DOM is located in Jackson, Mississippi, and currently has limited infrastructure physically on-site. DOM
is responsible for the overall administration of the Medicaid Program, and has contracted with a Fiscal
Agent for operation of the MMIS, Pharmacy Benefits Management (PBM), Decision Support System
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(DSS) and Data Warehouse (DW), and Medicaid Eligibility Determination System with Expansion
(MEDS/X). The Fiscal Agent maintains Medicaid provider and Medicaid beneficiary eligibility records,
processes claims, maintains reporting systems that enable DOM to monitor the program and enforce its
policies and procedures, as well as aids in agency decision-making. Following a competitive
procurement in 2005 for a takeover of the current operations with enhancements, Xerox Corporation
(note: Xerox acquired the current vendor Affiliated Computer Services, or ACS) was selected to provide
the MMIS and Fiscal Agent services for DOM.

The current MMIS system is hosted by Xerox in a data center in Pittsburgh, PA, while the MEDS/X
system is hosted in Hillsboro, OR, and the DSS is hosted in Jackson, MS. The Medicaid Electronic Health
Record System and e-Prescribing System (MEHRS/eScript) is hosted by Shared Health in a data center in
Chattanooga, TN while the State Level Registry (SLR) is hosted by Xerox in Tarrytown, NY. More
information about the MMIS system, MEDS/X system, and the MEHRS/eScript system can be found in
the following sections.

ACS

DOM Ecosystem As-lIs Tarrytown, NY Pittsburgh, PA Hillsboro, OR
[ SLR %‘:I A MEDS/X
Fiscal
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Agent PEM Jackson, M5
NLR Services \\
\‘
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Figure 11: DOM Ecosystem As-Is

2.1.1.2 Connectivity

Connectivity to the MMIS and MEDS/X systems by DOM are provided by a secured Virtual Private
Network by the State of Mississippi Information Technology Services (ITS). Connectivity to the
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MEHRS/eScript system is via a secured (Secure Sockets Layer or SSL) Internet connection, and all
interactions with MEHRS/eScript are browser-based.

ITS acts as an Internet Service Provider (ISP) (private network) which can be used by all State Agencies,
including DOM and DOM'’s trading partners, including the MSDH, the Mississippi Department of Human
Services (MDHS), and other State Agencies such as the Mississippi Department of Rehabilitation Services
(MDRS), Mississippi Department of Corrections (MDOC), the Mississippi Department of Mental Health
(DMH) and the Mississippi Department of Employment Security (MDES).

Currently there is limited data exchange between DOM and DOM trading partners using the ITS
network, however, there is a desire by DOM for additional data exchange with the other State Agencies,
MS-HIN, other HIEs, and federal agencies.

2.2  As-Is MMIS, MEDS/X Eligibility Systems, and SLR

2211 Background

The current MMIS is a solution called Envision, a 3-tier architecture currently provided by Xerox hosted
in the Xerox data center in Pittsburg, Pennsylvania. Xerox is the current fiscal agent for DOM.

Envision components include the current MMIS and interfaces with the PBM/Prescription Drug Card
System (PDCS). The MMIS also interfaces to a DSS/DW. The system is a federally-certified MMIS, eligible
for enhanced Federal Financial Participation (FFP) matching rate of 75 percent for operations costs
retroactive to October 6, 2003.

The MMIS system provides core administrative capabilities for DOM and Medicaid providers, including
Medicaid claims processing, Medicaid claims status, and other administrative transactions. Electronic
Data Interchange (EDI) transactions that can be supported by the current Xerox MMIS are 270/271,
276/277/277U, 278, 820, 834, 835, 837P/D/I. All production administration transactions are in 5010
format as of January 1, 2012. The current Xerox MMIS is EDIFECS Certified, EHNAC Accredited, CORE
Phase Il Certified, and MHCC Certified.

The Envision MMIS system utilizes the Xerox State Healthcare EDI Clearinghouse to provide Health
Insurance Portability and Accountability Act (HIPAA) compliant transaction handling. Each MMIS core
module receives, processes, and returns those HIPAA-mandated attributes that are utilized in the MMIS
implementation of the DOM policy and edits. The EDI Clearinghouse maintains a complete record of all
HIPAA transaction attributes received, along with necessary identifiers to correctly associate incoming
transaction attributes to MMIS-generated transactions to construct outgoing transactions. Xerox, and
subsequently DOM, is now HIPAA 5010 compliant.

2.2.1.2 Connectivity

Envision utilizes a three-tier application deployment architecture. The three tiers are:
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1. Client work stations.
2. Sybase Enterprise Application Server middle tier.
3. Mainframe back-end.

The hardware comprising the Envision system middle tier and back-end is located in a secure Xerox data
center located in Pittsburgh, Pennsylvania. This data center is connected to the Xerox Mississippi FA
offices and to the DOM network by the Xerox internal Wide Area Network (WAN) comprised of leased
frame relay lines.

Mississippi Envision Online Production Environment

Client Workstations Middle Tier
Sybase EA Server ‘I:\:A;Sdle Tier Server Platform

FowerBuilder Clients Intel Architecture Windows Certified Processors

Multiple Single Processor Units

2GB RAM Each
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Installed Software

Windows 2000 Server - Service Pack 4
Sybase EASarver 5.5

Axis - Web Application

PowerBuilder WM 10.2.0

IBM DBZ2 Connaect 8
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Mississippi
Network File Server
OClLoader
Envigion Master Application Files

Figure 12: Mississippi Envision Online Production Environment

The current Xerox MMIS does not support clinical data or clinical data exchange, however, the MMIS is
interfaced with the MEHRS/eScript system (see Section 2.3 for more details) and data from the MMIS
claim files, member files, and provider files are used to populate the MEHRS/eScript system. Current
interoperability between the MMIS and MEHRS/eScript is provided via an SSL secured Internet
connection, using the Grablt tool. Grablt pulls the above mentioned MMIS data for MEHRS/eScript from
an intermediate staging environment.

The current Xerox MMIS is planned to be replaced and upgraded over the next several years via a State
procurement process. In the future, important clinical standards such as the Continuity of Care
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Document (CCD) should be supported by the roadmap architecture. One goal of DOM’s procurement of
a new MMIS is compliance with MITA Level 3 and beyond, as set forth by CMS guidelines and
specifications, including supporting a SOA architecture and using an ESB infrastructure. It is likely the
Request for Proposals (RFP) for this new MMIS procurement will be delivered to the public by the 2nd
quarter CY2013, with responses and vendor selection likely taking place by end-of-year 2013. After
vendor selection, implementation of the new MMIS will take place over roughly the next three years,
including running the new MMIS simultaneously with the current MMIS, for testing, prior to go-live.
2017 is the targeted goal for go-live of the newly acquired MMIS. After go-live and acceptance of the
new MMIS, the current Xerox MMIS will be retired.

Questions remain on how and what transactions will be supported by the current MMIS and newly
acquired MMIS with MS-HIN. While it is expected that there will be bi-directional clinical (CCD format)
and administrative transaction exchange and support, the roadmap for interoperability between DOM
and MS-HIN is still developing, and as such, the finalization of a roadmap for DOM and MS-HIN
interoperability will be forthcoming.

2.2.1.3 MEDS/X Eligibility System

The MEDS/X system is a Xerox provided eligibility system running in conjunction with the Xerox MMIS to
provide core eligibility determination for Medicaid and the Children’s Health Insurance Program (CHIP)
beneficiaries. The MEDS/X system is hosted in Hillsboro, Oregon and uses a web services call to a RTI
middleware solution, running on EA Server systems. The web services call uses CORBA to communicate
with the EA Server to access the MMIS data. The MEDS/X system is being remediated to align with the
CMS Enhanced Funding Requirements: Seven Conditions and Standards.

2214 Mississippi Provider Incentive Program and State Level
Registry

The current Xerox MMIS system interfaces with the SLR, also Xerox provided and hosted product, for the
determination of eligible providers under the Mississippi Provider Incentive Program (MPIP) and the
processing of MPIP payments under this plan. Mississippi’s SLR is live and paying provider incentive
Medicaid payments.

Providers access a web portal to input data in the SLR, which in turn verifies eligibility for Mississippi
Provider Incentive Payments, Electronic Health Record (EHR) Incentive Program Registration and
Attestation System, also known as the National Level Repository (NLR) and initiates payment from the
MMIS.
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2.3 As-Is MEHRS/eScript - Medicaid Electronic Health Records System
and e-Prescribing System

2.3.1.1 Background

DOM acquired the MEHRS/eScript product from the vendor Shared Health, providing electronic health
record and e-Prescribing services for the Medicaid providers in the State of Mississippi. The
MEHRS/eScript solution is currently running version 7, offered in a hosted, Software as a Service (SaaS)
model from the Shared Health data center. The MEHRS/eScript solution resides in the Shared Health
data center in Chattanooga, Tennessee. Medicaid providers securely access the MEHRS/eScript system
via an Internet connection and a web browser, and can access the features and functionality of an EHR
and e-Prescribing service.

Current features of the MEHRS/eScript solution include:

e Aclaims-based clinical record, including procedures, diagnosis, medications, and
immunizations (performed by Medicaid providers);

e Self-reported immunizations via an integrated portal;

e Self-reported medications via an integrated portal;

e Portal-entered vital statistics, including blood pressure, BMI, weight, blood type, etc.;

e Portal-entered allergies;

e Secure provider messaging from MEHRS/eScript provider to MEHRS/eScript provider;

e C(linical analytics, including identifying health conditions and care opportunities for each
Medicaid beneficiary; and

e e-Prescribing via the eScript (Allscripts) solution with support for drug interactions and
contraindications.

As of July 2011, MEHRS/eScript has a significant adoption rate among Medicaid providers after less than
one year of being in production (MEHRS/eScript went into production in summer, 2010); out of
approximately17,000 Mississippi-based Medicaid providers, 2,006 providers and approximately 2,200 of
their clinical staff are registered for the MEHRS/eScript solution.

Adoption has progressed smoothly and very few Medicaid beneficiaries have opted out of the
MEHRS/eScript system. A broad array of Medicaid beneficiaries are represented in MEHRS/eScript,
however, due to the current MDHS privacy policy, the records of foster children are not visible to users
of the system.

Appendix L: DOM Connectivity and Interoperability Strategy Page 14



DOM Connectivity and Interoperability Strategy
Updated March 26, 2013

2.3.1.2 Connectivity

MEHRS/eScript is integrated with the Xerox MMIS via a feed from the MMIS claims data (weekly), and
member and provider files (daily), via a secure (SSL) Internet-based connection using the Grablt tool.
MMIS data and file extracts are moved via Grablt into MEHRS/eScript, where data transformation takes
place, including integration of the data with the internal MEHRS/eScript enterprise master patient index
(eMPI), provided by Initiate. The MEHRS/eScript database houses up to 36 months of beneficiary data.
There is no financial data or eligibility data in the MEHRS/eScript system.

In addition to access by providers, the DOM staff accesses the MEHRS/eScript system via a secured (SSL)
Internet connection, and all interaction with the MEHRS/eScript systems by DOM staff is via a browser-
based workflow.

The MEHRS/eScript is in the process of being upgraded to an ONC certified EHR with support for the
Continuity of Care Document (CCD), in alighment with the Office of the National Coordinator of Health
Information Technology (ONC) Certification for Meaningful Use.

2.4 As-Is Mississippi State Health Information Network MS-HIN
Interoperability

2411 Background

The Mississippi State Health Information Network, MS-HIN, is in the stage of provider and stakeholder
adoption, and has awarded the technical infrastructure contract to the vendor Medicity. Plans include
rolling out a Direct Project messaging platform to support Meaningful Use along with key other HIE
components (Record Locator Service, or RLS, clinical data exchange in CCD format, etc.). Plans for MS-
HIN also include an NwHIN Exchange Gateway, which could be utilized as the connectivity methodology
between MS-HIN and DOM, as NwHIN Exchange supports both clinical and administrative transactions.
There have been preliminary discussions on the use of NwWHIN as a connectivity methodology between
MS-HIN and DOM; MS-HIN and DOM also need to complete data sharing agreements inclusive of MS-
HIN providers.

2.4.1.2 Connectivity

There is currently limited connectivity to MS-HIN (provided from DOM to the vendor Medicity and not
directly to MS-HIN). DOM has been transmitting batch Medicaid medication history from the Shared
Health MEHRS/eScript system to the Mississippi Coastal Health Information Exchange (MSCHIE) for use
by providers. MSCHIE is the predecessor HIE of MS-HIN.

DOM has identified several use cases that the NwHIN to NwHIN (DOM to MS-HIN) connectivity model
can support, including:
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e Direct messaging interoperability between the upgraded MEHRS/eScript System and
MS-HIN (HISP to HISP interoperability) to facilitate Direct messaging between MEHRS
users, Medicaid Providers, and MS-HIN users;

e Interoperability with the MSDH MIIX System, including feeding MIIX data into the
upgraded MEHRS/eScript System;

e ADT Feed interoperability with MS-HIN to support MEHRS/eScript users and Medicaid
providers;

e Laboratory Result interoperability with MS-HIN and MS-HIN connected laboratories, to
support Medicaid providers and MEHRS users;

e Radiology Reports interoperability with MS-HIN and MS-HIN connected laboratories, to
support Medicaid providers and MEHRS users;

e Interoperability to support the MSDH Patient Centered Medical Home (PCMH);

e Clinical data exchange with MS-HIN and MS-HIN users.

2.5 As-Is Mississippi State Department of Health Interoperability

2,511 Background

The new DOM MES and the upgraded MEHRS/eScript deployments will support additional clinical data
sources, and as such, the upgraded MEHRS/eScript System requires the ability to connect with the
MSDH systems/infrastructure to support the following use-cases:

e Bi-directional immunization data exchange between the MSDH Mississippi
Immunization Information Exchange system (MIIX) and the upgraded MEHRS/eScript
System;

e ADT Feeds to support MEHRS/eScript users;
e Interoperability with the MSDH Patient Centered Medical Home.

2.5.1.2 Connectivity

DOM (the new MMIS and MEHRS/eScript) is planning for connectivity to MDHS through a connection to
MS-HIN, via the DOM Interoperability Platform.

2.6  As-Is Other State Agency Interoperability

2.6.1.1 Background

DOM has several use-cases for connecting to Mississippi State Agencies internally, including the
following connections:

e The Mississippi Department of Human Services (MDHS);
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e The Mississippi Department of Mental Health (DMH);

e The Mississippi Department of Rehabilitation Services (MDRS);
e The Mississippi Department of Corrections (MDOC); and

e The Mississippi Department of Employment Security (MDES).

2.6.1.2 Connectivity

It should be noted that DOM can and has established some limited connectivity to these agencies via the
MS ITS network and connections. DOM is still evaluating the current connectivity to these agencies
against future needs, and options, such as utilizing the connection to MS-HIN (via the DOM
Interoperability Platform).

2.7 As-Is Federal Agency and Surrounding State HIE Interoperability

2.7.1.1 Background

DOM has several unique workflows and use-cases for federal agency interoperability, as well as
surrounding State HIE interoperability and connectivity.

Specific DOM use-cases include the following. However, most of these use-cases are not currently
supported due to a lack of a common connectivity methodology:

e Connectivity and interoperability with CMS for Recovery Audit Contractor (RAC)
documentation exchange as well as emerging CMS transactions (x12 EDI, etc.);

e Connectivity and interoperability for the DOM Interoperability Platform with SSA to
support the use-case of Social Security Administration Encounters (SSI monthly
enrollees) and other data exchanges, including CCD exchange if necessary;

e Connectivity and interoperability with the United States Department of Defense (DoD)
for the query and bi-directional exchange of CCDs for benefit verification as well as for
coordination of care;

e Connectivity and interoperability with the United States Veteran’s Administration (VA)
for the query and bi-directional exchange of CCDs for benefit verification as well as for
coordination of care;

e Connectivity and interoperability with the United States Indian Health Services (IHS) for
the query and bi-directional exchange of CCDs for benefit verification as well as for
coordination of care;

e Connectivity and interoperability with the State of Louisiana HIE for the query and
bi-directional exchange of CCDs for coordination of care as well as provider
administrative transaction support in the Mississippi Medicaid program (claims,
eligibility, etc.);

e Connectivity and interoperability with the State of Arkansas HIE for the query and
bi-directional exchange of CCDs for coordination of care as well as provider
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administrative transaction support in the Mississippi Medicaid program (claims,
eligibility, etc.);

e Connectivity and interoperability with the State of Alabama HIE for the query and
bi-directional exchange of CCDs for coordination of care as well as provider
administrative transaction support in the Mississippi Medicaid program (claims,
eligibility, etc.); and

e Connectivity and interoperability with the State of Tennessee HIE for the query and
bi-directional exchange of CCDs for coordination of care as well as provider
administrative transaction support in the Mississippi Medicaid program (claims,
eligibility, etc.).

2.7.1.2 Connectivity

Currently, DOM has limited connectivity to federal agencies and no connectivity to surrounding state
Health Information Exchanges. Connectivity exists to CMS; however, this connectivity is via a dedicated
connection to the CMS network backbone.
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3 DOM Connectivity and Interoperability Strategy - DOM To-Be
Ecosystem

This section describes the vision of DOM for adoption, promotion, and enhancement of DOM systems
and for promotion of interoperable exchange of health information between DOM and DOM’s trading
partners and stakeholders. This section also describes the goals and objectives and additional
functionality that is planned to promote interoperability and alignment with federal initiatives.

3.1 The State of Mississippi DOM Ecosystem To-Be

The DOM vision is to implement a modern and flexible connectivity methodology and framework to
enable bi-directional exchange of clinical and administrative transactions with trading partners and
stakeholders. A SOA-based Interoperability Platform will be utilized by DOM to create a DOM
Healthcare Ecosystem that will support interoperable exchange of health information with DOM trading
partners such as: MS-HIN, State Agencies, federal agencies, and border state HIEs (Louisiana, Arkansas,
Tennessee, and Alabama).
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The DOM ecosystem is defined as a connected healthcare community of the DOM and various DOM
trading partners and stakeholders. The DOM ecosystem is the ultimate outcome of DOM'’s transition
from the As-Is environment to the To-Be environment.
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Figure 13: DOM Healthcare Ecosystem®

The strategic goals of the State of Mississippi DOM Ecosystem include, but are not limited to:

e Increased Interoperability: Ensuring syntactic and semantic interoperability for
exchange of health information

e Increased Business and Technology Alignment: Ensuring alignment with various federal
and State business/technical requirements and guidance for information technology
systems; and

e Shared resources: Eliminating redundant efforts in Exchanges, Medicaid and other
programs.

®See Figure 10 for expanded view of DOM Interoperability Platform.
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Table 3: DOM Ecosystem: Components, Trading Partners and Stakeholders

Players Description Notes
DOM Mississippi Division of Medicaid, governance body for
building and operating DOM ecosystem.
Medicaid Providers Via
MEHRS/eScript or
MS-HIN

DOM Interoperability
Platform

SOA-based Interoperability Platform with ESB and supporting
the Nationwide Health Information Network.

Details in section
3.2.3

MS-HIN

Mississippi Statewide HIE.

State Agencies

Mississippi State Agencies including but not limited to MDHS,
MDRS, MDOC, DMH, and MDES.

Fiscal Agent MMIS/PBM, DSS/DW, Eligibility System, SLR.

MEHRS/eScript Medicaid EHR System and e-Prescribing

SLR State Level Registry

HIX Health Care Marketplace

Non-Medicaid Providers Via MS-HIN

Federal Agencies Federal trading partners including but not limited to the Via MS-HIN
Social Security Administration (SSA), VA, CMS, DoD, IHS, and
Centers for Disease Control and Prevention (CDC.

Border State HIEs The States of Louisiana, Arkansas, Alabama, and Tennessee. Via MS-HIN
Regional HIEs Regional health information organizations such as Mississippi | Via MS-HIN
Health Partners and Delta Health Alliance.

MSDH Mississippi State Department of Health, which includes MIIX, | Via MS-HIN

Hospital Discharge Summary, Syndromic Surveillance, Birth
and Death Statistics, Patient Centered Medical Home.
Pharmacies Via MS-HIN
Laboratories Via MS-HIN
Hospitals and Clinics Via MS-HIN
Trust Framework Policies and infrastructure supporting Legal, Security and
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Privacy

3.1.1 High-Level Architecture for DOM Ecosystem

The following diagram shows the high-level system architecture for the DOM ecosystem. It includes four
core component architectures: 1) Business and Application Architecture; 2) Data Architecture; 3)
Technical Architecture; and 4) Privacy and Security Architecture along with desired features. These four
core component architectures are loosely coupled and interact with each other to realize a healthcare
ecosystem. Desired system features (such as interoperability, scalability, efficiency and cost
effectiveness, and quality of service) are realized with coordination of four architecture components.

Privacy & Security Business & Application
Architecture Architecture

Scalability
Efficiency & Effectiveness

Quality of Service
Interoperability @

Data Architecture Technical Architecture

Component
Architecture

Figure 14: High-Level Architecture for Healthcare Ecosystem

3111 Business and Application Architecture

The Business and Application Architecture should include a Core Service stack, comprised of core
components and subsystems, supporting three core functionalities for health information exchange: 1)
Privacy and Security, 2) Patient Discovery, and 3) Administrative/Clinical Data Exchange. This core
service stack should be integrated with various health information systems via standardized APIs and
adapters. On top of the Core Service stack, services implementing business workflows (use-cases) and
applications are deployed.
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3.1.1.2 Data Architecture

The Data Architecture should address syntactic and semantic interoperability (content exchange and
vocabulary standards) for health information exchange including but not limited to: 1) vocabulary
mapping engine; 2) data conversion/transformation, data consolidation; and 3) support of both
structured and unstructured data.

e Structured Data: Data which is structured with an abstract data model (e.g., HL7
CDA/CCD, ASTM CCR etc.)

e Unstructured Data: Usually computerized information without a data model (or with a
data model that is not easily usable by a computer program)

3.1.1.3 Technical Architecture

The Technical Architecture provides core functionalities supporting business use-cases/workflows, and
services. It includes components for establishing a common, predictable, secure communication
between DOM and DOM trading partners. The DOM SOA-based Interoperability Platform, which
leverages SOA, ESB and NwHIN, is the core of the technical architecture.
3.1.1.4 Privacy and Security Architecture
The Privacy and Security Architecture provides infrastructure and functionalities ensuring secure
exchange of health information and protection of privacy.
3.1.2 Desired Characteristics of the DOM Ecosystem

The table below shows a list of desired technical characteristics for the DOM Ecosystem.

Table 4: Desired Characteristics of DOM Ecosystem

Criteria Description

Flexibility The architecture and system components should be easy to modify for integration
with other applications, software components, and environments. For flexibility,
followings should be taken into consideration:

=  Flexible Programming: Language Independent + Platform Independent

= Architectural Styles: Support various architectural design: for example,
peer-to-peer, distributed and centralized

=  Reusable components with minimum modification
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Criteria

Description

Interoperability &
Interoperable
Standards

The architecture and system components should be designed to assure syntactic
and semantic interoperability for exchange of health information. The architecture
should be designed by:

=  Adopting existing and evolving standards addressing interoperability for
health information exchange
= Adopting HIT and standards adopted and/or recommended by the
Department of Health and Human Services (HHS), ONC, Federal Health
Architecture (FHA), and CMS
o Vocabulary Standards
o Content Exchange Standards
o Transport Standards
(o] Privacy and Security Standards

Scalability

The architecture should be designed to scale up (rescaling in size and volume) as
the DOM ecosystem grows with more stakeholders, additional connectivity,
rapidly growing transaction/data volumes, newly added services supporting
business use cases and workflows.

Privacy and Security

The architecture should ensure protection of patients’ privacy and the security of
the information exchanged between stakeholders. This requires the following:

=  Coordination with applicable National Institute of Standards and
Technology (NIST) and Federal Information Processing Standards (FIPS)
standards

= Coordination with HIPAA

= Coordination with HITECH Act

= Coordination with Data Use and Reciprocal Support Agreement
(HHS/ONC/NwHIN)

Cost Effective

The architecture must be designed for sustainability

Other Quality of
Service (QoS)
Metrics

The architecture should also be designed considering other QoS elements
including but not limited to:

= Performance

= Availability

= Ease of Use: The architecture must be designed in a way that is easy to
use, seamless, and have the same functionality and appearance to
stakeholders.
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Business Use-Case The architecture should ensure offerings of business use-cases, workflows along
and Workflows with services for the following stakeholders including but not limited to:

= HIE - DOM (MS-HIN and border state HIEs)

= DOM - State Agencies (MDHS, MDOC, MDRS MDES and DMH)
= DOM-MID

= DOM - MSDH

=  Medicaid Provider - Non-Medicaid Provider

= DOM - Federal Agencies

3.2 Business and Technical Considerations

This section details the business and technical requirements and recommendations that DOM must
consider for Medicaid Information Technology (IT) systems.

3.2.1 Technical Requirements and Guidance
DOM must ensure alignment with, and incorporation of various technical requirements and/or

recommendations for Medicaid Information Technology (IT) Systems.

3.211 CMS Enhanced Funding Requirements for eligibility
systems: Seven Conditions and Standards

CMS has developed requirements for states to receive enhanced (90/10) funding for eligibility systems
using seven conditions and standards. The following table shows the seven conditions and standards
with their descriptions.

Table 5: Enhanced Funding Requirements for Eligibility Systems

Modularity Use of a modular, flexible approach to systems development, including

Standard the use of open interfaces and exposed application programming
interfaces; the separation of business rules from core programming; and
the availability of business rules in both human and machine readable
formats.

= Use of Systems Development Lifecycle methodologies.

= |dentification and description of open interface.

=  Use of business rules engines.

= Submission of business rules to a HHS-designated repository.
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Conditions
and Standards Description Notes
MITA Align to and advance increasingly in MITA maturity for business,
Conditions architecture, and data. States will be expected to continue to make
measureable progress in implementing their MITA Roadmaps.

= MITA Self Assessments.

=  MITA Roadmaps.

= Concepts of Operations and Business Process Models.
Industry Ensure alignment with and incorporation of industry standards: 1) HIPAA
Standards security, privacy, and transaction standards; 2) accessibility standards;
Conditions and 3) states would be required to update systems and practices to

adhere to revolving industry standards.
= |dentification of Industry Standards.
= Incorporation of industry standards in requirements,
development, and testing phases.

Leverage Promote sharing, leverage, and reuse of Medicaid technologies and
Conditions systems within and among states.

= Multi-state efforts.

= Availability for reuse.

= |dentification of open source, cloud-based and commercial

products.

= Customization.

=  Transition and retirement plans.
Business Support accurate and timely processing of claims (including claims of
Results eligibility), adjudications, and effective communications with providers,
Conditions beneficiaries, and the public.

=  Degree of automation.

= Customer Service.

=  Performance standards and testing.

Reporting Produce transaction data, reports, and performance information that
Conditions would contribute to program evaluation, continuous improvement in
business operations, and transparency and accountability.
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Conditions
and Standards Description Notes
Inter- Ensure seamless coordination and integration with the Exchange States to ensure
operability (whether run by the State or federal government), and allow interoperability
Conditions interoperability with health information exchanges, public health between exchanges

agencies, human services programs, and community organizations and public health

providing outreach and enrollment assistance services. agencies, human

. . services programs
= Interactions with the Exchange. prog

= Interactions with other entities. and community

organizations

3.2.1.2 CCIIO and CMS Guidance for Exchange and Medicaid
Information Technology (IT) Systems

CMS published a guidance document to help states achieve interoperability between information
technology (IT) components in the federal and State entities that work together to provide health
insurance coverage through the Exchange, Medicaid or CHIP Programs. This is the combined work of the
Center for Consumer Information and Insurance Oversight (CCIIO) and CMS. In summary, systems
developed or enhanced to support functions of the Exchange should adhere to the following
architectural principles when possible: Standards and Architecture Guidance.

Table 6: Standards and Architecture Guidance

Standards Description Notes

HIPAA =  Administrative simplification provisions that required HHS
to adopt national standards for electronic healthcare
transactions and code sets, unique employee and
provider identifiers, and protection of security and
privacy.

= |T projects undertaken by states in support of the
Affordable Care Act should comply with all relevant
HIPAA standards, including protection of personal health
information.

Transaction
Standards

Additional
Transaction
Standards in the
Affordable Care
Act

Section 1104 of the ACA requires HHS to adopt a single
set of operating rules for each HIPAA transaction.
Section 1561 includes development of interoperable and
secure standards and protocols for enrollment.

CMS will design and develop an information exchange
model and tools that are fully compliant with National
Information Exchange Model (NIEM) requirements as
part of Exchange, Medicaid, and CHIP operations.
States collaborate using the NIEM and unified form to
facilitate the enrollment process and common data
exchange.

Standards for

Enroliment and eligibility systems should be designed to
meet the diverse needs of users (e.g., consumers, state
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Accessibility

personnel, other third-party assisters) without barriers or
diminished function or quality.

States to follow either the 508 guidelines or guidelines
that provider greater accessibility to individuals with
disabilities.

Security and
Privacy

In designing their information systems, agencies should
also be aware of State laws that impose additional
restrictions on the sharing of sensitive health
information.

HIPAA Privacy and Security Rules.

Recommend to leverage NIST’s security guidance (NIST's
Special Publications and NIST guidance to implementing
the HIPAA Security Rule).

Other Standards

IT development projects should consider and apply NIST
standards and guidelines developed by NIST for federal
computer systems that extend beyond security and
privacy as appropriate.

Architecture Guidance

System
Integration

Provide high-level integration of process flow and
information flow with such business partners as
navigator, health plans, small businesses, brokers,
employers, and others.

Apply a modular, flexible approach to systems
development, including the use of open interfaces and
exposed application programming interfaces, and the
separation of business rules from core programming,
available in both human and machine-readable formats.
Ensure seamless coordination between Medicaid, CHIP
and the Exchange, and allow interoperability with health
information exchanges, public health agencies, human
services programs, and community organizations
providing outreach and enrollment assistance services.

Service-Oriented
Architecture

Employ Web Services Architecture/Service-Oriented
Architecture methodologies for system design and
development and to ensure standards-based interfaces to
link partners and information at both federal and State
levels.

Employ common authoritative data sources and data
exchange services, such as but not limited to, federal and
State Agencies or other commercial entities.

Employ open architecture standards (non-proprietary) for
ease of information exchanges.

Isolation of
Business Rules

Use standards-based business rules and a technology-
neutral business rule repository.

Enable the business rules to be accessible and adaptable
by other states.

Security and
Privacy

Support the application of appropriate controls to provide
security and protection of enrollee and patient privacy.

Efficient and
Scalable

Leverage the concept of a shared pool of configurable,
secure computing resources (e.g., Cloud Computing).
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Infrastructure
Transparency, =  Produce transaction data and reports in support of
Accountability performance management, public transparency, policy

analysis and program evaluation.

= Leverage Commercial Off-the-Shelf business intelligence
functionality to support the development of new reports
and respond to queries.

and Evaluation

System =  Ensure quality, integrity, accuracy, and usefulness of

Performance functionality and information.

=  Provide timely information transaction processing,
including maximizing real-time determinations and
decisions.

= Ensure systems are highly available and respond in a
timely manner to customer requests.

3.2.1.3 Alignment with MITA Mission, Goals, and Objectives

CMS expects that the SMHP is fully aligned with MITA’s mission, goals, and objectives that support the
Medicaid mission and goals. MITA and Medicaid’s mission and goals are also aligned with federal
standards including the FHA and the NwHIN initiative. Furthermore, CMS expects that states will bring
their business/technical capabilities in line with MITA Maturity Levels 3, 4, and 5, at which time states
will agree on common data standards, jointly developed business services, and adopt NwHIN standards
for interoperability and data.

e MITA Maturity Level 3 [Clinical Data]: Data standards are adopted nationally. Shared
repositories of data improve efficiency of access and accuracy of data used, resulting in
better business process results.

e MITA Maturity Level 4 [Clinical Data]: Access to standardized clinical data through
regional data exchange enhances the decision-making process. With clinical evidence,
decisions can be immediate, consistent, and decisive.

e MITA Maturity Level 5 [National Interoperability/NwHIN]: Data exchange on a national
scale optimizes the decision-making capabilities of the state agency.

DOM has targeted achievement of MITA Maturity Levels 3, 4, and 5 by adopting and aligning with
federal standards, including NwHIN.

3.2.1.4 Federal HIT-Enabled Health Reform (Meaningful Use of
EHR Technology)

The Department of Health and Human Services (HHS), ONC, and the Centers for Medicare and Medicaid
Services (CMS) have released the final rule for Stage One Meaningful Use, specifying the related initial
set of standards, implementation specifications, and certification criteria for Electronic Health Record
(EHR) technology.
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The following sections describe standards and implementation specifications adopted for Meaningful

Use.

3.2.1.5

Adopted Standards for Meaningful Use

Table 7: Category for Standards to Support Meaningful Use

Category

Description

Vocabulary Standards

Standardized nomenclatures and code sets used to describe
clinical information such as problems and procedures,
medications, and allergies etc.

Content Exchange Standards

Standards used to share clinical contents between healthcare
stakeholders: patient record summaries, prescriptions,
structured clinical documents, and administrative transactions.

Transport Standards

Standards used to establish a common, predictable, secure
communication channel for exchange of clinical contents
between health information systems.

Privacy and Security Standards

Standards related security and privacy: Authentication,
Authorization, Access Control, and Auditing.

3.2.1.6

Vocabulary Standards

The State of Mississippi should adhere to semantic interoperability and standards for coding systems.

Table 8: Vocabulary Standards

Purpose

Meaningful Use Stage 1

Meaningful Use Stage 2

Electronic Prescribing

National Library of RxNorm

Medicine’s RxNorm

Patient Summary | Medication Allergy List No Standard Unique Ingredient
Record Identifier (UNII)
Medication List National Library of RxNorm

Medicine’s RxNorm

Problem List

ICD-9-CM or SNOMED-CT | ICD-10-CM or SNOMED-
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CT
Procedures 45 CFR 162.1002 (a)(2)
and (a)(5)
Lab Order and Results LOINC LOINC
Lab Results reporting to Public Health LOINC LOINIC, UCUM, SNOMED-
CT
Surveillance Reporting to Public Health HL7 2.3.1 or HL7 2.5.1 GIPSE
Submission to Immunization Registries CVX CVvX

3.2.1.7

Content Exchange Standards

Table 9: Content Exchange Standards

Purpose

Meaningful Use Stage 1

Meaningful Use Stage 2

Electronic Prescribing

NCPDP SCRIPT 8.1 or SCRIPT
10.6

NCPDP SCRIPT 10.6

Drug Formulary Check

NCPDP Formulary and Benefits
Standards 1.0

NCPDP Formulary and Benefits
Standards 1.0

Patient Summary Record

HL7 CDA R2 CCD Level 2 (HITSP
C32) or ASTM CCR

TBD

Administrative Transactions

HIPAA Transaction Standards
ASC X12N or NCPDP

HIPAA Transaction Standards ASC
X12N or NCPDP

ASC X12N 270/271

ASX X12N 837 (Dental,
Professional, and Institutional)

Other transactions

Quality Reporting HL7 QRDA TBD
Lab Results reporting to Public | HL7 2.5.1 TBD
Health

Surveillance Reporting to HL7 2.3.10r2.5.1 TBD
Public Health

Submission to Immunization HL7 2.3.10r 2.5.1 TBD

Registries
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3.2.1.8 Transport Standards

e Simple Object Access Protocol (SOAP)
e Representational State Transfer

e Hypertext Transfer Protocol (HTTP)

e eXtensible Markup Language (XML)

3.2.19 Privacy and Security Standards

Table 10: Privacy and Security Standards

Purpose Adopted Standards

General Encryption and Description of Electronic | FIPS 197 AES.
Health Record

Encryption/Decryption of Electronic Health Secure communication channel — Transport Layer
Information for Exchange Security (TLS), IPv6, IPv4 with IPsec.

Audit Logging Minimum data elements: date, time, patient ID, user ID.
Data Integrity SHA-1 or higher hashing algorithm FIPS PUB Secure Hash

Standard (FIPS PUB 180-3).

Cross Enterprise Authentication IHE Cross Enterprise User Assertion (XUA) with Security
Assertion Markup Language (SAML).

Record Treatment, Payment, and Health care Minimum data elements: date, time, patient ID, user ID,
operations disclosures and a description of the disclosure.

3.2.1.10 Federal Requirements for Security

The HHS secretary has adopted the following standards for health information technology to
protect electronic health information created, maintained, and exchanged:7

(a) Encryption and decryption of electronic health information—

(1) General. Any encryption algorithm identified by the National Institute of Standards
and Technology (NIST) as an approved security function in Annex A of the Federal
Information Processing Standards (FIPS) Publication 140-2 as shown in the table below.

" 45 CRF Part 170 — Health Information Technology: Initial Set of Standards, Implementation Specifications, and
Certification Criteria for Electronic Health Record Technology; Final Rule
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Table 11: NIST Encryption Algorithm

Security Functions Algorithms

Symmetric Key Advanced Encryption Standard (AES), Triple-DES Encryption
Algorithm and Escrowed Encryption Standard.

Asymmetric Key Digital Signature Standard — DSA, RSA and ECDSA.

Secure Hash Standard SHA-1, SHA-224, SHA-256, SHA-384 and SHA-512.

Random Number Generation Deterministic Random Number Generators listed in NIST FIPS
140-2 Annex C.

Message Authentication Triple-DES MAC, CMAC, CCM, GCM, GMAC and HMAC.

Key Management NIST Recommendation for Key Derivation Using Pseudorandom
Functions, SP 800-108.

(2) Exchange. Any encrypted and integrity protected link®.
(b) Record actions related to electronic health information.

The date, time, patient identification, and user identification must be recorded when electronic
health information is created, modified, accessed, or deleted; and an indication of which
action(s) occurred and by whom must also be recorded.

(c) Verification that electronic health information has not been altered in transit.

A hashing algorithm with security strength equal to or greater than SHA-1 (Secure Hash
Algorithm (SHA-1) as specified by the National Institute of Standards and Technology (NIST) in
FIPS PUB 180-3 (October, 2008)) must be used to verify that electronic health information has
not been altered.

(d) Record treatment, payment, and healthcare operations disclosures.

The date, time, patient identification, user identification, and a description of the disclosure
must be recorded for disclosures for treatment, payment, and healthcare operations, as these
terms are defined at 45 Code of Federal Regulations (CFR) 164.501.

8 Meaning: Transmit electronic health information over an encrypted and integrity protected link.
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DOM must ensure adoption and alignment with various federal/State and industry standards and

technology including, but not limited to:

e MITA Framework 3.0 (once approved);

e NwHIN: NwHIN Exchange and Direct Project;

e NIEM;

e SOA; and

e Cloud Computing .Computing.

The following technologies are recommended as a foundation for building the MS DOM Ecosystem.

e SOA

O Infrastructure as a Service (laaS)

0 Platform as a Service (PaaS)

O SaaS

e Public Key Infrastructure (PKI)

Cloud Computing technology along with Virtualization technology

e Adoption of Open Source solutions with on-going development and support

e Syntactic and Semantic Interoperability

e Adoption of Enterprise Service Bus (ESB) pattern for integration of heterogeneous
health information systems

SaaS based service offerings

Table 12: Proposed MS DOM Ecosystem Technology

Desired Proposed Technology
Characteristics
SOA Federated Cloud PKI Adoption of | Adoption of ESB
Identity Computing/ Open Source | Standards
Management | Virtualization Solutions
Flexibility ' ' v \'} v
Scalability ' v ' v Vv
Interoperability \ v v ' v
Privacy and \ v v '
Security
Cost Saving ' v V'
Performance '
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3.2.3 Adoption of Service Oriented Architecture and Cloud
Computing

3.2.3.1 Service Oriented Architecture

As described in the previous sections, SOA plays a key role (overlapping requirements and architecture
guidance) in the development of new information technology systems. DOM must adopt SOA paradigm
when developing a next generation Medicaid information technology system.

3.2.3.2 SOA Principles

When designing the DOM Interoperability Platform, DOM must ensure compliancy with the following
SOA guiding principles defining the rules for development, maintenance, and usage of SOA frameworks.

SOA Principles

Figure 15: SOA Principles
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Table 13: SOA Principles and Frameworks

Principles

Description

Standardized Service
Contracts

Services adhere to a communications agreement, as defined collectively by one or more
service-description documents.

Service Loose
Coupling

Services maintain a relationship that minimizes dependencies and only requires that they
maintain an awareness of each other.

Service Abstraction

Beyond descriptions in the service contract, services hide logic from the outside world.

Service Reusability

Logic is divided into services with the intention of promoting reuse.

Service Autonomy

Services have control over the logic they encapsulate.

Service Statelessness

Services minimize resource consumption by deferring the management of State
information when necessary.

Service
Discoverability

A design consideration to provide optimal scope and the right granular level of the
business functionality in a service operation.

Service Composability

Services are effective composition participants regardless of the size and complexity of
the composition.

Service-Orientation
and Interoperability

A fundamental goal of applying service-orientation is for interoperability to become a
natural by-product, ideally to the extent that a level of intrinsic interoperability is
established as a common and expected service design characteristic.

Interoperability is fundamental to every one of the principles. Each of the eight principles
supports or contributes to interoperability in some manner.

3.2.3.3 Recommended Generic SOA Architecture

The following diagram presents a generic SOA architecture that is recommended as a model for DOM

SOA-based Interoperability Platform. It consists of seven layers:

N o v s~ wNe
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SOA Architecture

Monitoring/Management

Process/Orchestration

Service Service System
Abstraction Wrapping Integration
. System System  System

Figure 16: SOA Architecture

Table 14: SOA Architecture

Policy and Governance

Layer ensuring that the services and SOA solutions are adhering to the defined

policies, guidelines and standards that are defined as a function of the objectives,

strategies and regulations applied in the organization.

Security

Layer that ensures security at the multiple levels including but not limited to

message-level security, application level security (such role based access control

and authorization), audit, business level security.

Metadata / Data
Abstraction

Abstraction of physical data layer: it provides a common logical data layer and
schemas to other layers no matter how the physical data is structured. It will
reduce costly changes to the physical database or core services.

Data Services and

Layer that integrates backend systems, legacy systems, or other systems of

Integration business trading partners with the capability to mediate, transform, route and
transport service requests from the service requester to the correct service
provider.

Services Layer that exposes legacy systems or other services as standardized services;

service is defined and exposed as a reusable building block.
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Process / Orchestration | Layer that defines and control how data flows and services interact to address
business use-cases or workflows between systems, within and between
organizations; Business Process Management.

Monitoring / Layer that provides tools for monitoring and managing business processes,
Management workflows, and services; Business Activity Monitoring.
3.2.34 Cloud Computing and Virtualization

Healthcare providers are under enormous pressure from healthcare reforms. The economic crisis has
been forcing them to examine their IT spending and to consider new emerging technologies to reform
their clinical operations. From the federal side, the recent American Recovery and Reinvestment Act
(ARRA) calls for healthcare reform, full deployment and utilization of EHR by 2014. This challenge with
investing time and resources into IT, to update its clinical processes and increase automation
efficiencies, makes virtualization and Cloud Computing as a compelling model for improving quality
patient care. The following section covers key benefits and features, and concerns and issues on
adopting Cloud Computing in healthcare.

Cloud Computing along with virtualization has emerged as a next-generation computing technology
stemming from various technologies and standards including cluster computing, grid computing, utility
computing, Web Services, and others, mainly focusing on providing single, easy-to-use, virtualized view
on a set of resources (data, computing power, network, and applications). “Cloud” can be defined in
different ways. A cloud can be defined as a set of network-connected computers. In more detail, it can
be defined as a set of platforms, infrastructure, and software applications working in tandem to provide
various electronic services to the users over the Internet. In this world, everything (from low layer
hardware such as CPU, memory, disk, network, etc. to high layer software applications) is a “service”
which is accessible over the Internet. Services provided by clouds can be grouped into three categories:
1) Saa$S — software applications provided as a service on demand; 2) Paa$S — service platforms provided as
a basis on which software applications are deployed; and 3) laaS — storage and computing capabilities
provided as a standardized service infrastructure mainly supporting SaaS and PaaS. Cloud Computing
technology has many features such as elasticity, scalability, cost-efficiency (“pay as you use” model),
high-throughput, and availability. More and more software applications along with business logics and
data move from local computers or servers into Clouds at a different level — public cloud, private cloud,
or hybrid.

One widely recognized definition is NIST’s definition on Cloud Computing:

Cloud Computing is a model for enabling convenient, on-demand network
access to a shared pool of configurable computing resources (e.g., networks,
servers, storage, applications, and services) that can be rapidly provisioned and
released with minimal management effort or service provider interaction. This
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cloud model

promotes availability and is composed of five essential

characteristics, three service models, and four deployment models.’

Table 15: Cloud Computing Characteristics, Service Models, and Deployment Models

Essential Characteristics

On-demand
Self-Service

Provisioning computing capabilities, such as server time and network storage, as needed
automatically without requiring human interaction with each service’s provider.

Broad Network
Access

Capabilities are available over the network and accessed through standard mechanisms that
promote use by heterogeneous thin or thick client platforms (e.g., mobile phones, laptops,
and PDAs).

Resource
Pooling

The provider’s computing resources are pooled to serve multiple consumers using a multi-
tenant model, with different physical and virtual resources dynamically assigned and
reassigned according to consumer demand. There is a sense of location independence in
that the customer generally has no control or knowledge over the exact location of the
provided resources but may be able to specify location at a higher level of abstraction (e.g.,
country, state, or datacenter). Examples of resources include storage, processing, memory,
network bandwidth, and virtual machines.

Rapid Elasticity

Capabilities can be rapidly and elastically provisioned, in some cases automatically, to
quickly scale out and rapidly released to quickly scale in. To the consumer, the capabilities
available for provisioning often appear to be unlimited and can be purchased in any quantity
at any time.

Measured
Service

Cloud systems automatically control and optimize resource use by leveraging a metering
capability at some level of abstraction appropriate to the type of service (e.g., storage,
processing, bandwidth, and active user accounts). Resource usage can be monitored,
controlled, and reported providing transparency for both the provider and consumer of the
utilized service.

Service Models

Cloud Software
as a Service
(Saas).

The capability provided to the consumer is to use the provider’s applications running on a
cloud infrastructure. The applications are accessible from various client devices through a
thin client interface such as a web browser (e.g., web-based email). The consumer does not
manage or control the underlying cloud infrastructure including network, servers, operating
systems, storage, or even individual application capabilities, with the possible exception of
limited user-specific application configuration settings.

Cloud Platform

The capability provided to the consumer is to deploy onto the cloud infrastructure

as a Service consumer-created or acquired applications created using programming languages and tools

(Paas). supported by the provider. The consumer does not manage or control the underlying cloud
infrastructure including network, servers, operating systems, or storage, but has control over
the deployed applications and possibly application hosting environment configurations.

Cloud The capability provided to the consumer is to provision processing, storage, networks, and

Infrastructure other fundamental computing resources where the consumer is able to deploy and run

as a Service arbitrary software, which can include operating systems and applications. The consumer

(1aas). does not manage or control the underlying cloud infrastructure but has control over

operating systems, storage, deployed applications, and possibly limited control of select

® p.Melland T. Grance, “The NIST Definition of Cloud Computing,” Version 15
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networking components (e.g., host firewalls).

Deployment Models

Private cloud The cloud infrastructure is operated solely for an organization. It may be managed by the
organization or a third party and may exist on premise or off premise.

Community The cloud infrastructure is shared by several organizations and supports a specific

Cloud community that has shared concerns (e.g., mission, security requirements, policy, and
compliance considerations). It may be managed by the organizations or a third party and
may exist on premise or off premise.

Public Cloud The cloud infrastructure is made available to the general public or a large industry group and
is owned by an organization selling cloud services.

Hybrid Cloud The cloud infrastructure is a composition of two or more clouds (private, community, or
public) that remain unique entities but are bound together by standardized or proprietary
technology that enables data and application portability (e.g., cloud bursting for load-
balancing between clouds).

For healthcare providers of all sizes, Cloud Computing looks very promising mainly because it can bring a
significant amount of cost reduction in running electronic medical record (EMR) applications, managing
real-time high-throughput clinical workload, maintaining IT infrastructure, and introducing new clinical
solutions and updates. A decision needs to be made between two extremes: building local computing
infrastructure having data locally and keeping everything in a Cloud. For the big hospitals, they might
want to adopt Cloud Computing to build a private Cloud. Medium size practices might want to invest in
cloud-based infrastructure to take the burden of system administration off of internal IT. Solo or small
size practices such as small clinics may want to keep all clinical applications in a Cloud including clinical
data, by doing this, they may even be able to improve EHR data security because they do not need to
worry about the risk of possible security breaches from server snatching or stolen laptops — mainly
because no sensitive data is stored locally and all patient information is stored in the Cloud. Each
healthcare provider needs to understand strengths, weaknesses, opportunities, and possible threats of
utilizing Cloud Computing before they adopt Cloud Computing technology.

In spite of various promising features that make Cloud Computing in healthcare promising, there are
concerns and issues. Security and patient privacy are the most obvious hurdles that are throwing doubts
on adopting Cloud Computing broadly. Since individual’s protected health information (PHI) can be
transmitted from one organization to another organization over the Internet, Cloud Computing-based
services are required to meet HIPAA requirements: especially The Privacy Rule and The Security Rule.
They include 1)secure transmission of PHI over the Internet (encrypted data transmission), 2) fine
grained control on access to PHI to preserve privacy, 3) storing PHI securely (encrypted data store), and
4) ensuring that PHI is accessible only by trusted entities to name a few (strong identity vetting, role-
based access control, security auditing). Many Cloud Computing service vendors including Amazon.com
are making great efforts to ensure their services (SaaS, PaaS, and laaS) are HIPAA compliant.
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3.2.3.5 SOA and Cloud Computing Convergence

Both SOA and Cloud Computing have unique characteristics that can be leveraged to make any
organizational IT infrastructure resilient to any changes in its IT environment. DOM'’s To-Be Ecosystem
will adopt both SOA and Cloud Computing and maximize the benefits of technology by bringing and
aligning Clouding Computing practices and SOA practices together. The outcome of the SOA and Cloud
Computing Convergence would be the desired characteristics described in previous section. When SOA
and Cloud Computing converge, Cloud Computing enriches SOA-based services with expandability and
well-defined design (i.e., SaaS) so that SOA-based services will be equipped with additional value-added
characteristics. On the other hand, SOA will bring valuable characteristics to Cloud Computing: 1)
“service governance — architecture discipline with guiding principles” and 2) “driving from the
architecture — proper manufacturing of information systems and resources.” Figure 9 depicts how SOA
and Clouding Computing meet in DOM'’s vision for transition.

Service )
Service
3 : Cloud
Oriented .
Computing

Driving from H g i
Architecture 2Eric

Flexibility, Scalability, Interoperability
Privacy and Security, Cost Saving,
Ease of Use, Performance, Availability

Figure 17: SOA meets Cloud Computing

3.2.3.6 DOM Interoperability Platform Stack: Putting Everything
Together

Figure 10 shows the DOM Interoperability Platform Stack that will be a foundation for the DOM To-Be
Ecosystem. This Interoperability Platform stack is designed by 1) considering various federal technical
requirements and guidance, 2) adopting various federal and industry standards and 3) putting SOA,
Cloud Computing and ESB together as core infrastructure. The value-added services on the Business
Layer will enable DOM’s ultimate vision — improving Medicaid healthcare outcomes through adoption,
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promotion, and enhancement of DOM systems and through promotion of interoperable exchange of
health information between DOM and DOM'’s trading partners and stakeholders. Value added services
include but are not limited to Lab Results Delivery, Immunization Exchange, Secure Messaging,
Administrative Transactions, Public Health Services, and Clinical Document Exchange.

Fa

_ Business Layer (Value Added Service)

-
Patient Document Access D
A Exchange
Discovery Exchange Control -
Services
 Core Service Layer Data Layer
N ™

NHIN Exchange Enterprise Service Bus

SOA Platform

L Service Infrastructure Layer

(
Disaster Recovery Data Backup

Virtualized Private Cloud - Hardware Infrastructure Layer (Data Center)

&
Figure 18: Example DOM Interoperability Platform Stack
3.2.4  Security Considerations and Adoption of Public Key
Infrastructure

DOM will employ several levels of security to protect Medicaid beneficiary privacy and meet the
guidelines established by HIPAA and state/federal security requirements. Data transactions on the
network will be secured by encryption both while in transit and while at rest. Currently, DOM utilizes
encryption for data at rest and will be integrating encryption for data in flight. The MEHRS/eScript
system will support encryption for data at rest in the upgraded version. The DOM Interoperability
Platform will fully comply with local, national and HHS Privacy and Security guidelines described in the
previous section. The wide range of desired security functions to be supported includes but is not
limited to user authorization, authentication, non-repudiation, digital encryption, audit logs, and
administrative capabilities.

It is strongly recommended for DOM to adopt PKI to ensure a standards-based, secure, encrypted
exchange of sensitive clinical information across healthcare networks. DOM is moving toward this goal.
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3.24.1 Public Key Infrastructure and Security

All aspects of the services, operations, and infrastructure related to certificates should be performed in
accordance with the policies and procedures outlined in certificate practices statement document which
is conforming to RFC 3647 “Internet X.509 Public Key Infrastructure Certificate Policy and Certification
Practices Framework.”

Data exchange over the Internet requires a certain level of security capabilities to protect against any
threats to the communication or integrity of information. Patient privacy is one of the most critical
issues in the healthcare vertical, and PHI needs to be protected effectively with the highest level of
security capabilities. Many technologies have been developed and adopted to address security issues
when using the Internet, including PKI, to ensure a standard-based, secure, encrypted exchange of
sensitive clinical information across healthcare networks.

3.2.4.2 Public Key Infrastructure and X.509 Certificate

PKI is a set of network services that support: 1) creation of a public and private cryptographic key pair
via a trusted authority; 2) management (distribution and revocation) of an asymmetric cryptography key
pair; 3) security of transmitted data and 4) validation of end-users and end-systems. X.509 is the
standard deployment of Public Key Infrastructure (X.509 digital certificates). Vendors should utilize
these PKI mechanisms to: 1) create secure networks over the unsecure public Internet; 2) to ensure the
integrity and confidentiality of PHI exchanged across networks; and 3) to ensure authorized access to
PHI by validating a user’s identity.

e Authentication: Validating the identity of end systems and users (“verifying they are
who they say they are”).

e Integrity: Assuring the message integrity (“the transferred message has not been
compromised in any way from the original message”) through the digital signature
mechanism.

e Confidentiality: Ensuring the confidentiality of the message (“only the intended
recipient can read the message”) through message encryption.

e Non-repudiation: Ensuring the uniqueness and originality of trading partners (“the
transferred message has been sent and received by the parties claiming to have sent
and received the message) through the digital signature mechanism.

3.2.4.3 Authentication, Authorization, Access Control and
Auditing (4A) using PKI

In order to provide secure health information exchange across organizations, several operational
difficulties need to be addressed when implementing electronic access to patient clinical information.

e Authorization: Establishing and managing a list of authorized persons: strong identity
proofing procedures during the process of credential issuance to users. Every user needs
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to present identifying materials and information such a government issued photo ID and
notarization.

e Authentication: Verifying the identity of the authorized users accessing clinical
information: Identity Assurance Level 3 or Level 4 for authentication. Level-3
authentication is based on the proof of possession of a X.509 digital certificate. Level-4
authentication is similar to Level 3 except it requires hardware token such as smart
cards, USB tokens, or key fobs.

e Access Control: Appropriately limiting authorized users’ access to PHI based on their
roles and privileges: role-based access control to provide healthcare organizations with
a fine-grained access control to PHI under local control. (This is discussed in detail in the
following section).

e Auditing: Logging audit trails on every access to PHI and reviewing/examining of audit
trails to assess the adequacy of systems control on established security policies: vendors
should implement a standards-based, IHE audit trail and node authentication profile
compliant audit record repository to support auditing. Every transaction between
trading partners and health information systems is logged on one or more audit
repositories and is available to security officers for review/assessment.

3.2.4.4 User Authorization and Authentication

For stronger user identity assurance, it is desired that user identity credentials support Assurance Levels
3 and 4 (shown in the diagram below).

HSPD-12 and FIPS201 compliant: Compliant with the
requirements of Homeland Security Presidential
Directive 12  (HSPD-12) for  standardized
identification credentials. All credentials (e.g.,

Security Considerations:
Four Identity Assurance Levels

Multi-Factor Token

i i PEN Digital Signaturea
software certificates) need to comply with Federal 3 Knowledge-Based
=
Information Processing Standard #201 (FIPS201) o Strong Password
o .
including smart card technology, biometrics, and a PiN/User 1D
.. . . -H .
certificate validation. o
i.oﬁ Accessto Applying Obtaining Employes
. . L Protected fora Loan L2 Sutaliag
Furthermore, DOM should consider leveraging LLn e Y RkkJob
Federated Identity Management technology to | Increased Need for Identity Assurance

ensure provider (user) authentications. In this Figure 19: Assurance Levels
model, there is no centralized shared provider

directory. A SAML-based federated identity for a provider will be generated locally and exchanged/used
globally between stakeholders and further role/privilege based access control decision will be made

locally based on their own local security and privacy policies.
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3.2.4.5 Secure Data Transmission

For secure transactions, Web Services technology along with PKI technology is desired to be adopted. A

secure channel is established over TLS and messages (containing PHI) which are encrypted and digitally

signed when they are transmitted from one system to another health information system.

Communication between systems and end secure nodes is a Web Services call built on top of a SOAP

and SAML stack.

PKI cryptography technology is used for two-level security (for secure routing): transport-level security

and message-level security. SSL/TLS protocol is used to provide encryption of the communication

channel and secure authentication (mutual authentication) of the server. For message-level security,

WS-Security is utilized to encrypt the content of the message (SOAP message). This is aligned with the

approaches adopted by the ONC/NwHIN architecture.

The following is a list of recommended standards and profiles related to Web Services technology.

e Standards and Profiles Adopted for SOAP-based messaging

0 WS-l Basic Profile 2.0

SOAP version v1.2
HTTP version v1.1
WS-Address version v1.0
WS-BaseNotification v1.3

Message Transmission Optimization Mechanism binding for SOAP
version v1.0

Web Service Description Language version v1.1
XML Schema version v1.0

Universal Discovery and Description Interface v3.0.2

O WS-l Basic Security Profile 1.1

TLS version 1.0 (a/k/a SSL 3.0)

RFC 2459: Internet X.509 Public Key Certificate and CRL Profile
XML Signature version 1.0

AES 128-bit encryption

X.509 Token Profile version 1.0

SAML Token Profile version 1.1

Attachment Security 1.1

0 Other Profiles

WS-Reliable Messaging v1.2
WS-Policy 1.5
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=  WS-Policy Attachments 1.2
=  WS-Policy Framework 1.2
= WS-Security Policy 1.2

3.2.4.6 Other Security Considerations

The following security requirements/measures should be utilized to protect critical health information at
each healthcare trading partner facility:

e Integrity of the data in the site: No unauthorized modification operation should be
allowed on the database

e Confidentiality: Query results from a site are accessed only by authorized persons or
organizations

e Preventing unauthorized disclosure of the data: During the transmission, all
communication between trading partners should be encrypted

To ensure the security requirements described above, two level security controls are required: physical
access control and technical security control.

3.2.4.7 Physical Access Control
Physical access to computers and software systems should be restricted and audited.

e Computer screens (monitors) should have a pre-defined time-out feature, for example,
screen-locked after no activity for 60 seconds

e Passwords (database and computers) should be properly and securely managed to
prevent unauthorized access or manipulation of the system

3.2.4.8 Technical Security Control

e Firewall setting for access control

e SQL Query restriction: No direct database access is not allowed from outside the
network

e Node authentication verification: Client/server verification (authentication) is
performed based on x.509-based PKI infrastructure

0 Only the systems that have certificates legitimately signed by trusted CA will be
able to access the servers

O Certificates are generated based on RSA public-key authentication algorithm. A
1024 (or 2048 bits for stronger encryption) bit RSA private key for each
certificate is generated for message encryption for secure communication x.509
key/certificate pair should be kept securely in a local directory
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3.3 To-Be DOM Infrastructure

Based on the various business and technical requirements, guidance, and considerations, DOM desires
to build the To-Be environment to connect DOM’s trading partners and stakeholders. The diagram
below shows a high-level To-Be DOM environment desired by DOM.
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Figure 20: DOM Ecosystem To-Be

DOM’s To-Be environment will allow DOM to access other stakeholders in the State of Mississippi via
the ITS network or via MS-HIN, via the NwHIN connection to MS-HIN. Connectivity to State Agencies via
the ITS network includes MDHS, and other State Agencies/stakeholders such as the MDES and MDHS.
As there is little interoperable data flow or exchange using the ITS network today, there is a desire by
DOM for additional data from the other State Agencies, MS-HIN, other HIEs, and federal agencies.

The following sections describe details on the To-Be vision of connectivity to DOM'’s trading partners
and stakeholders.
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3.4 To-Be MMIS (MES), MEDS/X Eligibility Systems, and SLR

3.4.1.1 To-Be MMIS (MES)

The current Xerox MMIS is likely to be replaced and upgraded over the next several years via a State
procurement process for a new MES. The new MES architecture is expected to have increased support
for clinical data. In the future, important standards such as the standard Continuity of Care Document,
or CCD, format can be supported by this architecture. It is likely the Request for Proposal for this new
MES procurement will be delivered to the public by the second quarter of 2013, with responses and
vendor selection likely taking place by end-of year 2013. After vendor selection, implementation of the
new MES will take place over roughly the next three years, including running the new MES
simultaneously with the current Xerox MMIS, for testing, etc. The fourth quarter of 2017 is the targeted
goal for go-live of the newly acquired MES. After go-live and acceptance of the new MES, the current
Xerox MMIS will be retired.

The new MES will need to support current and future administrative transactions, including all current
EDI transactions, as well as support for the HIPAA 278 transactions.

The new MES will require an interface to the existing State Level Registry (SLR), including supporting the
current and future SLR implementations. The new MES will require an interface to the remediated
MEDS/X eligibility system (see MEDS/X below). The new MES could require a future interface to a new
eligibility system if the remediated MEDS/X is phased out over time.

The new MES architecture will need to support inbound and outbound flow of data to and from the
MEHRS/eScript system. The new MES should include an ESB, to streamline connectivity to the deployed
DOM Interoperability Platform (with integrated ESB), MEDS/X and/or new eligibility system, State Level
Registry (SLR), and other associated systems and environments.

The new MES will fully comply with the MITA architecture framework — business, technical, and
information. The MITA initiative began in 2005 with the concept of moving the design and development
of Medicaid information systems away from the siloed, sub-system components that comprise a typical
MES and moving to a SOA framework of designing Medicaid information systems along the core
principle that business processes inform and drive the implementation of business services. The MITA
initiative produced an architecture framework—business, technical, and information—along with a
business maturity model for process improvement, that guides the planning of technology and
infrastructure build-out to meet the changing business needs of Medicaid programs. MITA enables all
State Medicaid enterprises to meet common objectives within the MITA framework while still
supporting local needs unique to the particular state.

3.4.1.2 To-Be MEDS/X

The MEDS/X system is currently a Xerox provided eligibility system, running in correlation with the Xerox
MMIS, to provide core eligibility determination and enrollment for Medicaid and CHIP related
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beneficiaries. The MEDS/X system is being remediated to align with the CMS Enhanced Funding
Requirements: Seven Standards and Conditions.

3.4.1.3 To-Be SLR

As of 2011, the State Level Registry, or SLR, is a Xerox developed product that is interfaced into the
existing Xerox MMIS. The SLR will need to be interfaced with the new MES and the DSS to support
Eligible Provider Meaningful Use Attestation and payments.

3.5 To-Be MEHRS/eScript-Medicaid Electronic Health Records System
and e-Prescribing System

DOM acquired the MEHRS/eScript product from the vendor Shared Health, providing electronic health
record and e-Prescribing services for the Medicaid providers in the State of Mississippi. Medicaid
providers access the MEHRS/eScript system via an Internet connection and a web browser, and can
access the features and functionality of an EHR and e-Prescribing service.

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

As DOM has providers who are relying on the MEHRS/eScript system for meeting the criteria of Stage 1
Meaningful Use, DOM and Shared Health have, as of this date, entered into an agreement to
migrate/upgrade the MEHRS/eScript system to a commercially available solution, through several new
(subcontracted) vendors. This upgraded MEHRS/eScript solution will meet all ONC certifications for an
EHR / EMR and ePrescribing system, and also allow DOM to continue to utilize the Clinical Data
Repository (CDR) and other systems currently in place, including the clinical data and longitudinal health
record on over 625,000 Medicaid beneficiaries in the State of Mississippi. Terms and negotiations with
Shared Health (and subcontractors) are complete. The goal is to have a certified EHR rolled out to
providers in 2013 to allow for providers on the MEHRS/eScript system to attest to Stage 1 MU.

The upgraded MEHRS/eScript System and the new MES/DSS will require interfaces to exchange data.
Such interfaces should be provided by the appropriate vendor or customized for this specific DOM
workflow.

The upgraded MEHRS/eScript System will require support of interoperability to the Mississippi State
Department of Health (MSDH), including support of the bi-directional exchange of immunization registry
data with the MSDH MIIX system, hospital discharge summaries and data, syndromic surveillance and
laboratory data, and interoperability with the MSDH Patient Centered Medical Home. DOM is currently
working with MS-HIN on interoperability and connectivity options to MSDH via MS-HIN.

The upgraded MEHRS/eScript System will also require support of quality data metrics from providers in
the standard format, Quality Reporting Document Architecture (QRDA) standard, and will need to
support the exchange of this data via the DOM Interoperability Platform as well as from the

Appendix L: DOM Connectivity and Interoperability Strategy Page 49



DOM Connectivity and Interoperability Strategy
Updated March 26, 2013

MEHRS/eScript system’s clinical messaging or integrated Direct Project messaging (within the upgraded
MEHRS/eScript System).

The upgraded MEHRS/eScript System will require support of laboratory data and radiology data,
including laboratory results and radiology reports. This data can be fed via MS-HIN using the DOM
Interoperability Platform, and may also be used to support laboratory orders, directly from the
upgraded MEHRS/eScript System, in the future.

The upgraded MEHRS/eScript System will require connectivity to the trading partners discussed in this
section and to potentially other external trading partners, thus MEHRS/eScript will need a
connection/interface to the DOM Interoperability Platform for bi-directional clinical data (in CCD format)
exchange.

3.6 To-Be Mississippi State Health Information Network MS-HIN
Interoperability

The emerging Mississippi State Health Information Network, known as MS-HIN, is in the stage of
provider and stakeholder adoption and has awarded the technical infrastructure contract to the vendor
Medicity. Plans include roll out of a Direct Project (NwWHIN Direct) messaging platform to support
Meaningful Use along with key other HIE components (Record Locator Service, or RLS, clinical data
exchange in CCD format, etc.). Plans for MS-HIN also include an NwHIN Exchange Gateway, which could
be utilized as the preferred connectivity methodology between MS-HIN and DOM (via the DOM
Interoperability Platform), as NwHIN supports both clinical and administrative transactions.

DOM is planning to implement a DOM Interoperability Platform as a single connectivity methodology,
utilizing an integrated ESB and NwHIN Exchange (CONNECT). The DOM Interoperability Platform will
provide connectivity and interoperability between the internal DOM systems and services, and provide a
standards-based NwHIN to NwHIN Exchange connection to MS-HIN. This single connection to MS-HIN,
using NwWHIN to NwHIN Exchange (CONNECT) will facilitate DOM’s connectivity needs to outside
agencies, stakeholders, other States, other HIEs, and Federal Agencies.

DOM has identified several use cases that the NwHIN to NwHIN (DOM to MS-HIN) connectivity model
can support, including:

e Direct messaging interoperability between the upgraded MEHRS/eScript System and MS-HIN
(HISP to HISP interoperability) to facilitate Direct messaging between MEHRS users, Medicaid
Providers, and MS-HIN users;

e Interoperability with the MSDH MIIX System, including feeding MIIX data into the upgraded
MEHRS/eScript System;

e ADT Feed interoperability with MS-HIN to support MEHRS/eScript users and Medicaid providers;
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e Laboratory Result interoperability with MS-HIN and MS-HIN connected laboratories, to support
Medicaid providers and MEHRS users;

e Radiology Reports interoperability with MS-HIN and MS-HIN connected laboratories, to support
Medicaid providers and MEHRS users;

e Interoperability to support the MSDH Patient Centered Medical Home (PCMH);
e C(linical data exchange with MS-HIN and MS-HIN users.

The timelines and project plan are under development by MS-HIN.

3.7 To-Be Mississippi State Department of Health Interoperability

The new DOM MES and the upgraded MEHRS/eScript System deployment will support additional clinical
data sources, and as such, MEHRS/eScript will require the ability to connect with the MSDH
systems/infrastructure to support the following use-cases:

e Bi-directional immunization data exchange between the MSDH MIIX and the upgraded
MEHRS/eScript System;

e ADT feeds to support MEHRS/eScript users;
e Interoperability with the MSDH Patient Centered Medical Home.
DOM will negotiate a connection through MS-HIN (via the DOM Interoperability Platform and NwHIN as

a connectivity methodology) to access and allow for the bi-directional exchange of information to
support the DOM identified use-cases listed above.

DOM (and the upgraded MEHRS/eScript System) can connect to MSDH via the DOM Interoperability
Platform, through a connection with MS-HIN (MES/MEHRS/eScript to MS-HIN to MSDH and vice-versa),
to support the identified use-cases above. Optionally, MSDH could also utilize the DOM Interoperability
Platform for connectivity to external and internal trading partners, including the CDC, CMS, and other
necessary trading partners.

3.8 To-Be Other State Agency Interoperability

DOM has several use-cases for Mississippi State Agency connections, including the following agencies:

e The Mississippi Department of Human Services (MDHS)

e The Mississippi Department of Mental Health (DMH)

e The Mississippi Department of Rehabilitation Services (MDRS)
e The Mississippi Department of Corrections (MDOC)

e The Mississippi Department of Employment Security (MDES)
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All of the above mentioned Mississippi State Agencies can be connected via the ITS connection or via the
DOM Interoperability Platform. Specific workflows and use-cases need to be refined for further action
and planning on these connections.

3.9 To-Be Federal Agency Interoperability and Surrounding State HIE
Interoperability

DOM plans to utilize the DOM Interoperability Platform and integrated NwHIN Exchange connectivity to
MS-HIN to facilitate connectivity to other trading partners, including internal State entities, federal
agencies, and surrounding State HIEs. Specific federal agencies that DOM may seek to exchange
information with, via the NwHIN connectivity with MS-HIN, include CMS, SSA, DoD, VA, IHS, etc.

The DOM Interoperability Platform and the integrated NwHIN Exchange component will facilitate a
connection to MS-HIN, thereby supporting a DOM to MS-HIN (NwHIN-based) connectivity model to
various federal agencies, including but not limited to the SSA, CMS, IHS, VA, and DoD. The following is a
list of potential federal level projects currently identified for DOM:

e Exchange of eligibility data for Supplemental Security Income (SSI) Medicaid eligible
beneficiaries
O Agencies: SSA

0 Description: Exchange and delivery of a file of SSI Medicaid eligible beneficiaries,
which will be sent through NwHIN, will significantly shorten the time it takes to
make a beneficiary decision(s) and will improve the speed, accuracy, and
efficiency of the disability program.

e Exchange of Summary Patient Records for the Virtual Lifetime Electronic Record (VLER)
0 Agencies: VA

0 Description: The goal of VLER is to unburden the Veteran by having data
available when and wherever it is needed by providing seamless access to all of
the electronic records for service members as they transition from military to
Veteran status and throughout their lives.

e Exchange of Summary Patient Records for the VLER
0 Agency: DoD

0 Description: The goal of VLER is to unburden the Veteran by having data
available when and wherever it is needed by providing seamless access to all of
the electronic records for service members as they transition from military to
Veteran status and throughout their lives.

e CMS Electronic Submission of Medical Documentation (esMD) project and Medicaid RAC
Audits

0 Agencies: CMS
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0 Description: The esMD project will add additional choice to the providers along
with existing three choices when responding to these documentation requests:
mail paper, mail a CD containing a Portable Document Format or Tag Image File
Format file, or transmit a fax. The new options enable providers to respond to
these requests for medical documentation: electronic transmission via NwHIN.

e |HS — Coordination of benefits/CCD
0 Agency: IHS

0 Description: Interoperable CCD exchange with IHS for coordination of care and
eligibility determination.

e Border State HIEs
0 Agency: Various state HIEs.

0 Description: DOM has the desire to connect to surrounding State HIEs to
support the use-cases of clinical and administrative transaction exchange in a
bi-directional manner. Connectivity will need to be established to support
exchange with the Louisiana HIE, the Alabama HIE, the Tennessee HIE and the
Arkansas HIE. This will be accomplished through MS-HIN or through DOM'’s
Interoperable NwHIN platform, depending on the timing.

3.10 To-Be for DOM Interoperability Platform with support for NwWHIN
Exchange (CONNECT-compliant) as a Connectivity Methodology

DOM as an agency has an overall need for a unified connectivity Platform, strategy and methodology,
and NwHIN, the Nationwide Health Information Network, has been accepted and integrated into
multiple federal and State agencies and use-cases, including CMS, SSA, DoD, VA, State HIEs, State
Medicaid Agencies, and others.

In order to implement a complete Interoperability Platform, DOM needs to acquire a flexible, SOA-based
Interoperability Platform supporting NwHIN Exchange (CONNECT) with an integrated ESB for
interoperability with existing and future DOM systems. The proposed DOM Interoperability Platform
should be based on SOA, ESB, and NwHIN Exchange standards and support connectivity and interfaces
to key, disparate trading partners such as the federal agencies and border state HIEs, via the
connectivity to MS-HIN, as outlined in section 3.10.

DOM is also planning on deploying an Agency-wide (Source of Truth) Enterprise Master Patient Index
(eMPI) to provide patient matching and coordination of patient records and clinical data throughout
DOM and across the DOM infrastructure, including for connectivity and interoperability with MS-HIN.
As DOM is planning on deploying or has deployed several, disparate clinical and administrative technical
infrastructure components, it is critical to have a single, master ‘source of truth’ patient identifier on
DOM beneficiaries.

The DOM eMPI will allow for a limitation of duplicate beneficiary records, duplicate beneficiary clinical
data and administrative data, and allow for more structure in the organization and storage of
beneficiary data across the DOM infrastructure (including multiple clinical and administrative systems).
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Systems that would interface and utilize the DOM eMPI include the new MES, the upgraded
MEHRS/eScript EHR, the Clinical Data Repository and Advanced Analytics Engine, the DOM
Interoperability Platform (and data exchange with MS-HIN, who also has an eMPI), and other various
services and systems. Coordination and alignment of the DOM eMPI with the MS-HIN eMPI is critical,
and will allow for streamlined and correctly matched beneficiary clinical data exchange between DOM

and MS-HIN.
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4 DOM Connectivity and Interoperability Strategy - Roadmap from As-
Is DOM Environment to To-Be DOM Environment
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Five Guiding Principles

This section aligns the current As-Is DOM ecosystem Landscape with the To-Be vision of the DOM
ecosystem. This section details guiding principles, milestones, timelines, risk assessment and mitigation
plans. The key milestone of successful transition is “building a robust SOA-based Interoperability
Platform” at the early stage of the project. The five guiding principles described in section 4.1 are a
foundation for success.

4.1 Five Guiding Principles for Successful DOM To-Be Ecosystem
Transition

Successful transition from the As-Is environment to the To-Be environment is about more than
technology. Mississippi DOM will use following five guiding principles throughout the DOM'’s transition
lifecycle: 1) put the business use-case before the technology; 2) engage all trading partners and
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stakeholders; 3) ensure alignment with current/new federal requirements development; 4) assess for
interoperability; and 5) operate and manage for accountability.

4.1.1.1 Put the Business Use-Case Before the Technology

One of the biggest mistakes made by many IT projects is exploring technology options first before fully
understanding business use-cases and processes and defining system requirements. Understanding the
business use-cases and processes is the most important step for every successful IT project. DOM will:

e Develop a set of common processes to perform analysis on use-cases, scenarios,
workflow and functionalities
e Develop template(s) for system requirements analysis and technology options

e Ensure consensus among trading partners and stakeholders about the common
processes and requirements analysis

e Document each analysis process

e Develop detailed system/architecture design specifications and implementation guides
based on the system requirements analysis

4.1.1.2 Engage All Trading Partners and Stakeholders

The DOM To-Be Healthcare Ecosystem will enable interoperable exchange of health information
between DOM and DOM’s trading partners and stakeholders such as MS-HIN, MSDH, State agencies,
federal agencies, and border HIEs (Louisiana, Arkansas, Tennessee, and Alabama). DOM will ensure
these stakeholders are actively engaged throughout the DOM'’s transition lifecycle. A common
understanding and sharing of goals, objectives and perspectives of all trading partners and stakeholders
is the key for the success of DOM’s transition.

DOM will:

e Share DOM'’s vision, goals and objectives with stakeholders
e Ensure timely and targeted communication
e Seek stakeholder’s vision and perspectives

e Define roles and responsibilities clearly

4.1.1.3 Ensure Alignment with Current/New Federal
Requirements Development

HHS has been driving new initiatives, organizing new advisory committees (e.g. Health IT Policy
Committee) and collaborating with other private/public sector organizations including standard
development organization. Ensuring alignment of the DOM To-Be Ecosystem with current and new
federal requirements will be one of key factors for success. DOM will:
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e Stay attuned to new federal requirements development
e Share current/newly identified requirements with trading partners and stakeholders

e Develop a template to assess the impact of changes required as new requirements
develop

4.1.1.4 Assess for Interoperability

One key vision of the DOM To-Be Ecosystem is building an interoperable healthcare ecosystem ensuring
seamless exchange of health information. DOM will:

e Assess the compatibility of DOM systems with current standards and interoperability
requirements.

e QOrganize meetings for review of existing and new standards for interoperability

e Develop reports containing review results

e Participate in State/federal standard and harmonization efforts

4.1.1.5 Operate and Manage for Accountability

Industry-wide best practices for project management emphasize the importance of accountability. DOM
will ensure that 1) goals, objectives and milestones are accomplished 2) IT resources are maximized, 3)
deliverables are delivered as planned and 4) projects and sub-tasks are completed within planned
timeframe and budget.

DOM will:

e Create a detailed project work plan including scope of the work, key milestones,
timelines and deliverables, risk assessment and mitigation plans;

e Schedule/conduct regular meetings to check progress and identify action items;
e Develop meeting/discussion notes and status reports; and

e Create a final report and include lessons learned.
4.2 Risk Assessment and Mitigation Strategy

The following table shows a list of potential risks on the transition from the As-Is DOM ecosystem to the
To-Be DOM ecosystem and DOM'’s mitigation to the risks.

Table 16: Risk Mitigation Strategy

Risk Risk Mitigation
1 MS-HIN Medicaid Providers have not All DOM documentation for any provider who enrolls with
completed a Business Associate Agreement DOM should complete the BAA. All providers who do not
(BAA) with DOM, creating risk to any type of currently have a BAA should complete one immediately.
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messaging with MS-HIN Medicaid Providers.

Vendor recommends a proprietary
Interoperability (and NwHIN Exchange, ESB)
Platform for DOM.

DOM should procure an Interoperability Platform based
upon published and known standards, such as the ONC,
HHS, NwHIN Exchange CONNECT, and with the ability to
connect to a dedicated ESB.

It is currently unknown how DOM’s eligibility
system and the DOM Interoperability
Platform will interface with the Federal Data
Services Hub, nor with the Federally
Facilitated Marketplace

Follow federal standards with a flexible, SOA-based
architecture, push for standards timelines from CMS.

The NwHIN platform of MS-HIN does not get
implemented in a timely basis, or
implemented with a non-standard NwHIN
Exchange Gateway.

DOM proceeds with interoperability plans built upon
federal standards, and integrates with MS-HIN as
appropriate. MS-HIN disruptions should be evaluated
if/as they occur, with contingencies in place to provide
connectivity to agencies (State, federal) and other trading
partners. One alternative to consider: MS-HIN could use
DOM'’s non-proprietary Interoperability Platform
(supporting NwHIN Exchange), along with MSDH and
others.

System remediation (MEDS/X) and
procurement of new MES and eligibility
systems have different timelines. The
complexity of integrating existing and new
systems while also implementing a DOM
Interoperability Platform may result in
unavoidable delays.

DOM focuses and follows five guiding principles when
implementing the DOM Interoperability Platform,
especially by leveraging SOA and ESB as the foundational
tools for integration and interoperability. DOM allocates
qualified Project Managers and resources to ensure
projects stay on schedule and converge at appropriate
times.

4.3 Roadmap for DOM Infrastructure

4.3.1.1 Ecosystem

DOM'’s vision is to implement a non-proprietary NwHIN Exchange (CONNECT-compliant), SOA-based
Interoperability Platform with the goal of supporting a complete, interoperable DOM infrastructure in
alignment with the SMHP and IAPD. The expectation of DOM is to fully align with the federal HIT-
enabled health reforms, including the CMS MITA missions, goals and objectives, while supporting the
interoperable exchange of clinical and administrative data with internal and external DOM trading
partners.

Attached to this document is the integrated DOM timeline and timeframes.
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4.4 Roadmap for DOM MES, MEDS/X Eligibility Systems, and SLR

Implementation Path for the New DOM MES

The current MMIS is likely to be replaced and upgraded over the next several years via a State
procurement process. It is likely the Request for Proposal for this new MES procurement will be
delivered to the public by early 2013, with responses and vendor selection likely taking place in mid
2013. After vendor selection, implementation of the new MES will take place over roughly the next
three years, including running the new MES simultaneously with the current Xerox MMIS, for testing,
etc. The 2™ quarter of 2016 is the targeted goal for go-live of the newly acquired MES. After go-live and
acceptance of the new MES, the current Xerox MMIS will be retired.

Key identified needs for the new MES and the MES RFP:

e The new MES architecture should have increased support for clinical data. In the future,
important standards, such as the standard CCD format could be supported by this
architecture.

e Interface with the remediated MEDS/X system, and potential new eligibility system.

e Support for the HIPAA 5010 278 EDI transactions: Asthe HIPAA 278 can be viewed as an
administrative transaction with clinical data; the new MES should support the 278
transaction for full prior-authorization workflow simplification.

e Interface with the existing State Level Registry (SLR): The new MES should support the
existing (and any modifications to the) SLR, for continuity of MPIP payments to eligible
providers.

o Interface to the DOM Interoperability Platform and other emerging technologies and
systems via an integrated MES Enterprise Service Bus: the new MES should support an
interface to the DOM Interoperability Platform, allowing for administrative and clinical
transactions to flow in a bi-directional format to and from DOM trading partners and
providers.

4411 Implementation Path for MEDS/X

The MEDS/X system is currently a Xerox provided eligibility system, running in correlation with the Xerox
MES, to provide core eligibility determination for Medicaid and the CHIP related beneficiaries. The
MEDS/X system is being remediated to align with the CMS Enhanced Funding Requirements: Seven
Standards and Conditions. Both the remediated MEDS/X and the potential replacement system for
eligibility are required to interface with the new (replacement) MES system.

4.4.1.2 Implementation Path for SLR

The State of Mississippi’s SLR is a Xerox developed product that is interfaced into the existing Xerox
MMIS. The SLR will need to be interfaced with the new MES to support Eligible Provider Meaningful Use
Attestation and payments.
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4.5 Roadmap for MEHRS/eScript - Medicaid Electronic Health Records
System and e-Prescribing System

4.5.1.1 Implementation Path for MEHRS/eScript

As DOM has providers who are relying on the MEHRS/eScript system for meeting the criteria of Stage 1
Meaningful Use, DOM and Shared Health have, as of this date, entered into an agreement to
migrate/upgrade the MEHRS/eScript system to a commercially available solution, through several new
(subcontracted) vendors. This upgraded MEHRS/eScript solution will meet all ONC certifications for an
EHR / EMR and ePrescribing system, and also allow DOM to continue to utilize the backend data and
systems currently in place, including the clinical data and longitudinal health record on over 625,000
Medicaid beneficiaries in the State of Mississippi. Terms and negotiations with Shared Health (and
subcontractors) are complete. The goal is to have a certified EHR / EMR with ePrescribing rolled out to
providers in 2013 to allow for providers on the MEHRS/eScript system to attest to Stage 1 MU.

DOM continues to collaborate with MS-HIN, and focus on the utilization of MS-HIN data and feeds to
support Medicaid providers, and MEHRS providers, in the State of Mississippi. Current MS-HIN — DOM
use-cases under discussion include:

e HISP to HISP connectivity from the upgraded MEHRS system to MS-HIN to support Direct
Messaging interoperability;

e An ADT data interface from MS-HIN into MEHRS to provide up to date ADT data for MEHRS
providers;

e An interface to support MIIX and immunization data from MSDH, via MS-HIN, into MEHRS to
support MEHRS providers with a future potential capability for MEHRS providers having the
ability to send immunization data back into MIIX, via MS-HIN;

e Synchronization between the MEHRS eMPI and the MS-HIN eMPI to allow for more streamlined
patient identities, queries, and data sharing;

e Aninterface to support Laboratory results from MS-HIN and MS-HIN providers and laboratories
to support MEHRS providers;

e Aninterface to support Radiological data from MS-HIN and MS-HIN providers to support MEHRS
providers;

e An interface to support CCD exchange between MEHRS and MS-HIN, with the first use-case a
MEHRS to MS-HIN outbound only CCD exchange for clinical data exchange capabilities.

As DOM is actively in discussions with MS-HIN, these use-cases are subject modification and changes.
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4.6 Roadmap for Mississippi State Health Information Network MS-HIN
Interoperability

4.6.1.1 Implementation Path

Coordination with MS-HIN needs to focus on the immediate rollout of core use-cases to support
Meaningful Use, including the use-cases and timelines previously identified.

4.6.1.2 DOM and NwHIN Direct/Direct Project Support outside
of MEHRS /eScript

As MS-HIN is fully supporting the Direct Project, MS-HIN providers could use existing MS-HIN Direct
Project installation and process for messaging to DOM to support Meaningful Use and administrative
transaction use-cases. Therefore, DOM has completed a single address/drop box within DOM that fully
supports the Direct Project but has limited impact to existing and current DOM workflows and
processes.

These single addresses (one general address per use-case/drop box) are then routed to the appropriate
system or resource(s) for processing, responding, etc. At this point, it seems impractical for DOM to
implement a full Direct Project implementation for DOM users and staff; however, supporting several
singular addresses, one per use-case, would fully support providers using the MS-HIN Direct Project
implementation, as well as any MEHRS/eScript providers (note: the upgraded MEHRS/eScript System is
integrated with the Direct Project).

4.6.1.3 Implementation Path and Core Direct Project Use-Cases
for DOM

e MS-HIN providers using their specific Direct Project address to send Attestation and
supporting documentation to DOM in support of incentive payments; thus DOM should
implement a single Direct Project address to support this type of documentation and bi-
directional exchange, i.e. a single address such as attestation@medicaid.ms.gov

e Providers contacting the DOM provider support staff (PBR) for miscellaneous questions
and inquiries; thus DOM should implement a Direct Project address to support this use-
case for exchange via a single address, such as pbr@medicaid.ms.gov

Other addresses and use-cases can be supported, as well as a migration to a full Direct Project
implementation, if necessary, when and if the time arises. Expansion of these use-cases can be
accomplished with an automation of delivery of Direct Project messages, as well as an automated
response from the appropriate DOM system, again using Direct Project protocols and services. DOM
could acquire these Direct Project addresses and needed basic Direct Project infrastructure internally
(via the ONC and supporting websites), via the MS-HIN Direct infrastructure, or via a 3" party vendor.
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4.7 Roadmap for Mississippi State Department of Health Interoperability

4.71.1 Implementation Path

DOM is currently in the process of negotiating a connection through MS-HIN (via an NwHIN to NwHIN
interface, as a connectivity methodology) to access and allow for the bi-directional exchange of
information to support these multiple use-cases:

e Bi-directional immunization data exchange between the MSDH MIIX and the upgraded
MEHRS/eScript system;

e ADT feeds of data for MEHRS users;

e Interoperability with the MSDH Patient Centered Medical Home.

DOM (and MEHRS/eScript) are planning to connect to MSDH via the DOM Interoperability Platform and
using NwHIN, through a connection to MS-HIN. MSDH could also utilize the DOM Interoperability
Platform for connectivity to external and internal trading partners, including the CDC, CMS, and other
necessary trading partners, on an as-needed basis.

4.8 Roadmap Other State Agency Interoperability

4.8.1.1 Implementation Path

DOM should work with other State agencies for interoperable data exchange between DOM and those
State Agencies. Those State agencies are:

e The Mississippi Department of Human Services (MDHS)

e The Mississippi Department of Mental Health (DMH), via MS-HIN

e The Mississippi Department of Rehabilitation Services (MDRS), via MS-HIN

e The Mississippi Department of Corrections (MDOC), via MS-HIN

e The Mississippi Department of Employment Security (MDES)

All of the above mentioned Mississippi State Agencies can be connected via the ITS connection, via an
emerging connection to MS-HIN, or via the DOM Interoperability Platform. Specific workflows and use-
cases need to be refined for further action and planning on these connections.

4.9 Roadmap for Federal Agency and Surrounding State HIE
Interoperability

49.1.1 Implementation Path

The DOM Interoperability Platform, by utilizing standards such as NwHIN Exchange (CONNECT), can
allow for the bi-directional exchange of both clinical and administrative data, and is being utilized by the
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federal government, and federal agencies, for new and expanded use-cases and connectivity models. By
deploying the DOM Interoperability Platform, DOM can support the following trading partners and use-
cases, however, note that each federal agency will require a separate adapter or interface. More details
on specific NwHIN Exchange adapters and interfaces can be found in section 4.11 below. The federal

use cases are:

e Establish NwHIN-based connectivity to CMS using the DOM Interoperability Platform’s
connection to MS-HIN: Connectivity and interoperability with CMS for RAC
documentation exchange as well as emerging CMS transactions (x12 EDI, etc.);

e Establish NwHIN-based connectivity to the SSA using the DOM Interoperability
Platform’s connection to MS-HIN: Connectivity and interoperability with the SSA to
support the use-case of the exchange and delivery of a file of SSI Medicaid eligible
beneficiaries and like files, including CCD exchange if necessary;

e Establish NwHIN-based connectivity to the DoD using the DOM Interoperability
Platform’s connection to MS-HIN: Connectivity and interoperability with DoD for the
query and bi-directional exchange of CCDs for benefit verification as well as for
coordination of care;

e Establish NwHIN connectivity to the VA using the DOM Interoperability Platform’s
connection to MS-HIN: Connectivity and interoperability with the VA for the query and
bi-directional exchange of CCDs for benefit verification as well as for coordination of
care;

e Establish NwHIN connectivity to IHS using the DOM Interoperability Platform’s
connection to MS-HIN: Connectivity and interoperability with IHS for the query and bi-
directional exchange of CCDs for benefit verification as well as for coordination of care,
and the additional use-case of any attestation and MU documentation from eligible
providers;

e Establish NWHIN connectivity to the Louisiana HIE through the connectivity to MS-HIN:
Connectivity and interoperability with the State of Louisiana HIE for the query and
bi-directional exchange of CCDs for coordination of care;

e Establish NWHIN connectivity to the Arkansas HIE through the connectivity to MS-HIN::
Connectivity and interoperability with the State of Arkansas HIE for the query and bi-
directional exchange of CCDs for coordination of care;

e Establish NwHIN connectivity to the Alabama HIE through the connectivity to MS-HIN::
Connectivity and interoperability with the State of Alabama HIE for the query and bi-
directional exchange of CCDs for coordination of care;

e Establish NwHIN connectivity to the Tennessee HIE through the connectivity to MS-HIN:
Connectivity and interoperability with the State of Tennessee HIE for the query and bi-
directional exchange of CCDs for coordination of care.
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4.10 Roadmap for DOM Interoperability Platform support NwHIN
Exchange (CONNECT-compliant) as a Connectivity Methodology

DOM as an agency has an overall need for a unified connectivity strategy and methodology, and NwHIN,
the Nationwide Health Information Network, has been accepted and integrated into multiple federal
and State agencies and use-cases, including CMS, SSA, DoD, VA, IHS, State HIEs, State Medicaid agencies,
and others.

In order to implement a complete Interoperability Platform with support for NwHIN Exchange, DOM
needs to acquire a flexible, SOA-based Interoperability Platform with an NwHIN Exchange (CONNECT)
module, and an integrated ESB for interoperability with existing and future DOM systems. The proposed
DOM Interoperability Platform should support the key federal agencies outlined in section 3.10, as well
as MS-HIN, surrounding State HIEs, and other trading partners as they become NwHIN compliant.

4.10.1.1 Implementation Path

In 2013, DOM is planning to procure a SOA-based Interoperability Platform with appropriate federal
agency adapters and interfaces and integrated ESB for interoperability, based upon the NwHIN Exchange
Standards and that is open source CONNECT Gateway compliant.

If the DOM Interoperability Platform will be utilized, currently or in the future, by other stakeholders for
additional use-cases, the following implementation path will require modification. It should be noted
that Mississippi has approximately 17,000 Mississippi-based Medicaid providers, and connectivity with
these providers is of the utmost importance to DOM.

Specific adapters could be required in the DOM Interoperability Platform procurement, and would
include NwHIN Exchange-specific support, via the MS-HIN NwHIN connection, for:

e CMS;
e SSA;
e DoD;
e VA;and
e |HS

Additional adapters and customization could be required for interfacing, via the MS-HIN connection,
with:

o The State of Tennessee HIE with 2,373 Mississippi Medicaid providers;

e The State of Louisiana HIE with 2,249 Mississippi Medicaid providers;

e The State of Alabama HIE with 1,737 Mississippi Medicaid providers; and

e The State of Arkansas HIE with 342 Mississippi Medicaid providers.
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Internal DOM systems and connectivity must also be addressed, including the implementation and
integration with the following systems and use-cases:

e Integration with the SLR to support the exchange of Attestation and supporting
documentation from EPs to the SLR and DOM

e Integration with the MEHRS/eScript system to support clinical (CCD) data exchanges, as
well as other clinical data feeds and systems (MIIX, ADT, Laboratory Results, Radiology
Results, etc.)

4.10.1.2 2013: Implementation of the DOM Interoperability
Platform
e Procure and implement the DOM Interoperability Platform with NwHIN Module;

e Connect upgraded MEHRS HISP to MS-HIN HISP to support interoperable Direct
Messaging exchanges;

e Interface the upgraded MEHRS with the Interoperability Platform;

e Implement the DOM ‘Source of Truth’ eMPI and begin to interface the eMPI with the
Interoperability Platform and other systems;

4.10.1.3 2014: Implementation of the DOM Interoperability
Platform

e Interface the upgraded MEHRS System and the Interoperability Platform with MS-HIN to
support ADT feeds from MS-HIN into the MEHRS system;

e Interface the upgraded MEHRS System and the Interoperability Platform with MS-HIN to
support the exchange of laboratory results and radiological data from MS-HIN into the
MEHRS System;

e Interface the upgraded MEHRS System and the Interoperability Platform with MS-HIN to
support the MSDH Patient Centered Medical Home;

e Interface the upgraded MEHRS System and the Interoperability Platform with MS-HIN to
support the exchange of CCD (clinical data) from MEHRS to MS-HIN, with the eventual
support of inbound CCDs from MS-HIN into the DOM infrastructure;

e Interface the upgraded MEHRS System and the Interoperability Platform with MS-HIN to
support MIIX and immunization data exchange — migrating the existing connection (HL7)
from Rhapsody;

4.10.1.4 2015: Implementation of the DOM Interoperability
Platform

e Commence statistical reporting with MSDH Patient Centered Medical Home;
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4.10.1.5 2016: Implementation of the DOM Interoperability
Platform

Interface the Interoperability Platform with MS-HIN to support connectivity to the
Louisiana HIE to support the use-case of CCD exchange;

Interface the Interoperability Platform with MS-HIN to support connectivity to the
Tennessee HIE to support the use-case of CCD exchange;

Interface the Interoperability Platform with MS-HIN to support connectivity to the DoD
to support the use-case of CCD exchange;

Interface the Interoperability Platform with MS-HIN to support connectivity to the VA to
support the use-case of CCD exchange;

Interface the Interoperability Platform with MS-HIN to support connectivity to the
Alabama HIE to support the use-case of CCD exchange;

Interface the Interoperability Platform with MS-HIN to support connectivity to the
Arkansas HIE to support the use-case of CCD exchange;

Interface the Interoperability Platform with MS-HIN to support connectivity to Indian
Health Services (I.H.S.) to support the use-case of CCD exchange;

4.10.1.6 2017: Implementation of the DOM Interoperability
Platform

Interface the Interoperability Platform with the new MES to support clinical data exchange with
the MES.

DOM recognizes the importance of the NwHIN Exchange connectivity to CMS and the emerging
NwHIN/CMS roadmap and use-cases. Further refinement of CMS use cases using NwHIN will be

integrated into this strategy over time.

4.11 Hosting Options for DOM Interoperability Platform

There are two hosting options for the DOM Interoperability Platform with integrated ESB and
NwHIN Exchange (CONNECT) module:

1.

Hosting with ITS in the State of Mississippi network and infrastructure. Hosting
internally with the state could be accomplished, however, ITS would have to provide
service, support, and overall management of the DOM Interoperability Platform, and
would charge-back DOM. Prices TBD.

Hosting externally at a high-availability hosting partner (Rackspace, etc.). Hosting at an
external hosting partner location would provide DOM with a complete, hosted solution
and offering, however, the price could be higher than hosting internally with ITS. Price
TBD.
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Attachment A: Acronyms

ACS Affiliated Computer Services, Inc.

AES Advanced Encryption Standards

ARRA American Recovery and Reinvestment Act

BAA Business Associate Agreement

BAM Business Activity Monitoring

CCD Continuity of Care Document

Ccllio Center for Consumer Information and Oversight
CDC Centers for Disease Control and Prevention

CHIP Children’s Health Insurance Program

CMS Centers for Medicare and Medicaid Services
DMH Mississippi Department of Mental Health

DoD Department of Defense

DOM State of Mississippi Division of Medicaid

DSS Decision Support System

DW Data Warehouse

EDI Electronic Data Interchange

EHR Electronic Health Record

eMPI Enterprise Master Patient Index

ESB Enterprise Service Bus

esMD Electronic Submission of Medical Documentation
FFP Federal Financial Participation

FHA Federal Health Architecture

FIPS Federal Information Processing Standards

HHS United States Department of Health and Human Services
HIE Health Information Exchange

HIPAA Health Insurance Portability and Accessibility Act
HIX Health Insurance Exchange
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HTTP Hypertext Transfer Protocol

IAPD Implementation Advanced Planning Document

IHS United State Indian Health Services

laaS Infrastructure as a Service

ISP Internet Service Provider

ITS Mississippi Department of Information Technology Services

MDES Mississippi Department of Employment Security

MDHS Mississippi Department of Human Services

MEDS/X Medicaid Eligibility Determination System with Expansion

MDOC Mississippi Department of Corrections

MEHRS/eScript Medicaid Electronic Health Record System and e-Prescribing

MID Mississippi Insurance Department

MIIX Mississippi Immunization Information Exchange System

MITA Medicaid Information Technology Architecture

MMIS Medicaid Management Information System

MPIP Mississippi Provider Incentive Program

MSCHIE Mississippi Coastal Health Information Exchange

MSDH Mississippi State Department of Health

MS-HIN Mississippi Health Information Network

NwHIN Nationwide Health Information Network

NIEM National Information Exchange Model

NIST National Institute of Standards and Technology

NLR CMS National Level Repository

ONC Office of the National Coordinator for Health Information
Technology

PaaS Platform as a Service

PBM Pharmacy Benefit Management

PDCS Prescription Drug Card System

PHI Protected Health Information
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PPACA Patient Protection and Affordable Care Act
PKI Public Key Infrastructure

QoS Quality of Service

QRDA Quality Reporting Document Architecture
RAC Recovery Audit Contractor

RFP Request for Proposals

RHIO Regional Health Information Organization
Saa$ Software as a Service

SAML Security Assertion Markup Language
SMHP State Medicaid Health Information Technology Plan
SLR State Level Registry

SOA Service Oriented Architecture

SOAP Simple Object Access Protocol

SSA Social Security Administration

SSI Supplemental Security Income

SSL Secure Sockets Layer

VA Veterans Administration

VLER Virtual Lifetime Electronic Record

WAN Wide Area Network

XML Extensible Markup Language
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Attachment B: Glossary
‘ Definition

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 January
1, 2012. http://www.ama-assn.org/ama/pub/physician-
resources/solutions-managing-your-practice/coding-billing-
insurance/hipaahealth-insurance-portability-accountability-
act/transaction-code-set-standards/version-5010-electronic.page?

501(c)(3)

Tax-exempt charitable organizations and non-profits -
http://www.irs.gov/charities/charitable/article/0,,id=96099,00.html.

Adopt, Implement, or Upgrade
(A/1/U)

Defined in CMS regulations at 42 CFR 495.302 as (1) Acquire, purchase, or
secure access to certified EHR technology; (2) Install or commence
utilization of certified EHR technology capable of meeting meaningful use
requirements; or (3) Expand the available functionality of certified EHR
technology capable of meeting meaningful use requirements at the
practice site, including staffing, maintenance, and training, or upgrade
from existing EHR technology to certified EHR technology per the ONC EHR
certification criteria.

Affiliated Computer Systems Vendor providing the Medicaid Management Information System (MMIS)

(ACS) to provide core administrative capabilities for DOM

Allscripts Vendor providing e-Prescribing via the eScript solution with support for
drug interactions and contraindications

American Recovery and An economic stimulus package enacted by the 111" Congress in February

Reinvestment Act (ARRA)

2009, commonly referred to as the Stimulus or The Recovery Act.

Authentication

Authentication is a method or methods employed to prove that the person
or entity accessing information has the proper authorization. Generally
used to protect confidential information and network or application
access.

Authorization

Authorization is a system established to grant access to information.
Authorization also establishes the level of access an individual or entity has
to a data set and includes a management component—an individual or
individuals must be designated to authorize access and manage access
once access is approved.

Broadband

A medium that can carry multiple signals, or channels of information, at
the same time without interference. Broadband Internet connections
enable high-resolution videoconferencing and other applications that
require rapid, synchronous exchange of data.

Centers for Disease Control and
Prevention (CDC)

Centers for Disease Control and Prevention - http://www.cdc.gov/

Centers for Medicare and

Medicaid Services (CMS)

Centers for Medicare and Medicaid Services - http://www.cms.gov/
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Health Information Technology
(CCHIT)
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‘ Definition

A private not-for-profit organization functioning as an ONC-Authorized
Testing and Certification Body of electronic health records.

Children’s  Health
Program (CHIP)

Insurance

http://www.cms.gov/home/chip.asp

Comprehensive Health Insurance
Risk Pool Association

Comprehensive Health Insurance Risk Pool Association -

http://www.mississippihealthpool.org/

Computerized Physician Order
Entry (CPOE)

Computer-based systems that automate and standardize the clinical
ordering process in order to eliminate illegible, incomplete, and confusing
orders. CPOE systems typically require physicians to enter information into
predefined fields by typing or making selections from on-screen menus.
CPOE systems often incorporate, or integrate with, decision support
systems.

Continuity of Care Document
(ccD)

An electronic document exchange standard for sharing patient summary
information, including the most commonly needed pertinent information
about current and past health status in a form that can be shared by all
computer applications, such as Web browsers and EMR/EHR software
systems.

CONNECT NwHIN Gateway Open Source Implementation of NwHIN Exchange -
http://www.connectopensource.org/
CORE Phase Il Certified Certification for HIPAA EDI Transaction Types -

http://www.cagh.org/CORE phase2.php.

Critical Access Hospital (CAH)

A hospital that is certified to receive cost-based reimbursement from
Medicare. The reimbursement that CAHs receive is intended to improve
their financial performance and thereby reduce hospital closures.

Data Warehouse (DW)

A large database that stores information like a data repository but goes a
step further, allowing users to access data to perform research-oriented
analysis.

Decision Support System (DSS)

A computer-based information system that supports business or
organizational decision-making activities intended to help decision makers
compile useful information from a combination of raw data, documents,
personal knowledge, or business models to identify and solve problems
and make decisions.

De-identified health information

De-identified health information consists of individual health records with
data redacted or edited to prevent it from being associated with a specific
individual. See the HIPAA Privacy Rule for de-identification guidelines. The
term is defined at 45 C.F.R. § 160.103.

Department of Defense (DoD)

Department of Defense - http://www.defense.gov/

Department of Health and United States Department of Health and Human Services -
Human Services (HHS) http://www.hhs.gov/
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‘ Definition

Server enabling existing applications to leverage SOA architectures, J2EE,
and CORBA.

EDIFECS Certified

EDIFECS Certified - http://www.edifecs.com/

Electronic Data Interchange (EDI)

Electronic Data Interchange — The electronic transmission of structured
data between organizations.

EHNAC Accredited

Electronic Healthcare Network Accreditation Commission -

http://www.ehnac.org/

Enterprise Master Patient Index
(eMPI)

Master Patient Indices link smaller organizational level MPIs together to
identify, match, merge, de-duplicate, and clean patient records to create a
clear view of a patient’s medical record.

Electronic Health Record (EHR)

An electronic record of health-related information on an individual that
conforms to nationally recognized interoperability standards that can be
created, managed, and consulted by authorized clinicians and staff across
more than one health care organization.

Electronic Medical Record (EMR)

An electronic record of health-related information for an individual that
can be created, gathered, managed, and consulted by authorized clinicians
and staff within one health care organization.

Envision

Mississippi’s HIPAA compliant Medicaid Management Information System
(MMIS) developed by Affiliated Computer Systems (ACS).

e-prescribing

Practice in which drug prescriptions are entered into an automated data
entry system (handheld, PC, or other), rather than handwriting them on
paper. The prescriptions can then be printed for the patient or sent to a
pharmacy via the Internet or other electronic means.
https://www.cms.gov/e-Prescribing/

Federal Health Architecture

(FHA)

A collaborative body composed of several federal departments and
agencies, including the Department of Health and Human Services (HHS),
the Department of Homeland Security (DHS), the Department of Veterans
Affairs (VA), the Environmental Protection Agency (EPA), the United States
Department of Agriculture (USDA), the Department of Defense (DOD), and
the Department of Energy (DOE). FHA provides a framework for linking
health business processes to technology solutions and standards, and for
demonstrating how these solutions achieve improved health performance
outcomes.

Federally Qualified Health Center
(FQHC)

A health center that receives cost-based reimbursement for Medicare and
Medicaid patients as a mechanism to increase primary care services to high
risk populations in underserved areas.

Formulary

A list of medications (both generic and brand names) that are covered by a
specific health insurance plan or pharmacy benefit manager (PBM), used to
encourage utilization of more cost-effective drugs. Hospitals sometimes
use formularies of their own, for the same reason.
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‘ Definition

GIPSE is a data format created by the U.S. Centers for Disease Control and
Prevention (CDC) to allow the electronic exchange of health
condition/syndrome summary data that has been stratified by a number of
variables, including geography. GIPSE data will be utilized by public health
agencies in the U.S. to conduct situational awareness, including early event
detection and monitoring, for potential public health events.

Grablt

A tool provided by ACS that is able to search, read and download binary
files

Health Information Technology
(HIT)

The application of information processing involving both computer
hardware and software that deals with the storage, retrieval, sharing, and
use of health care information, data, and knowledge for communication
and decision-making.

Health Information Exchange The electronic movement of health-related information among

(HIE) organizations according to nationally recognized standards. Health
Information Exchange is a term commonly used to describe a Regional
Health Information Organization (RHIO). The notion of HIE is the precursor
to RHIO and is used interchangeably when discussing RHIO.

Health Insurance Exchange or As part of the Affordable Care Act (ACA), states are to establish,

Health Care Marketplace (HIX)

implement and operate a Health Insurance Exchange by January 1, 2014
that acts as a marketplace for individuals seeking affordable insurance
options.

http://www.healthcare.gov/news/blog/health insurance exchanges.html

Health Insurance Portability and

A federal law intended to improve the portability of health insurance and

Accountability Act of 1996 simplify health care administration. HIPAA sets standards for electronic

(HIPAA) transmission of claims-related information and for ensuring the security
and privacy of all individually identifiable health information.
http://www.hhs.gov/ocr/privacy/

Health Level 7 (HL7) HL7 is one of several American National Standards Institute (ANSI)-
accredited standards-developing organizations operating in the health care
arena. Health Level 7’s domain is clinical and administrative data.

Healthcare Information Sponsored by ANSI under a contract from ONC, HITSP is a public/private

Technology Standards Panel partnership dedicated to facilitating the harmonization of consensus-based

(HITSP) standards necessary to enable the widespread interoperability of health
care information in the United States.

Indian Health Service (HIS) Indian Health Service - http://www.ihs.gov/

Integrating  the Healthcare An initiative by healthcare professionals and industry to improve the way

Enterprise (IHE)

computer systems in healthcare share information. IHE promotes the
coordinated use of established standards such as DICOIM and HL7 to
address specific clinical needs in support of optimal patient care.
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Term

Interoperability
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Updated March 26, 2013

‘ Definition

HIMSS' definition of interoperability is "ability of health information
systems to work together within and across organizational boundaries in
order to advance the effective delivery of healthcare for individuals and
communities."  For further information, visit HIMSS Interoperability
Definition and Background.

Java  Surveillance  Utilization
Review System (J-SURS)

A suite of claims-based, data mining software applications designed to
identify potentially fraudulent or abusive practices by both those who
provide and receive healthcare service.

Meaningful Use (MU)

Meaningful Use -
https://www.cms.gov/EHRIncentivePrograms/30 Meaningful Use.asp

Medicaid Information
Technology Architecture (MITA)

A federal, business-driven initiative that affects the Medicaid enterprise in
all states by improving Medicaid program administration, via the
establishment of national guidelines for processes and technologies. MITA
is a common business and technology vision for state Medicaid
organizations that supports the unique needs of each state.
https://www.cms.gov/MedicaidinfoTechArch/

Mississippi Coastal Health
Information Exchange (MSCHIE)

The predecessor HIE to MS-HIN.

Mississippi Coordinated Access
Network (MississippiCAN)

A Coordinated Care Program for Mississippi Medicaid beneficiaries to
improve access to needed medical services, improve quality care, and
improve efficiencies and cost effectiveness.

Mississippi Department of Mississippi Department of Employment Security -
Employment Security (MDES) http://www.mdes.ms.gov/

Mississippi Department of Mississippi Department of Human Service -
Human Services (MDHS) http://www.MDHS.state.ms.us/

Mississippi Department of Mississippi Department of Mental Health - http://www.dmbh.state.ms.us/
Mental Health (DMH)

Mississippi Department of Mississippi Department of Rehabilitation Services -

Rehabilitation Services (MDRS)

http://www.mdrs.state.ms.us/

Mississippi Division of Medicaid

Mississippi Division of Medicaid - http://www.medicaid.ms.gov/

Mississippi Health Information The Mississippi Health Information Exchange.

Network (MS-HIN)

Mississippi Information Mississippi Information Technology Services - http://www.its.ms.gov/
Technology Services (ITS)

Mississippi Insurance Mississippi Insurance Department - http://www.mid.state.ms.us/

Department (MID)

Mississippi State Department of
Health (MSDH)

Mississippi State Department of Health - http://www.msdh.state.ms.us/
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Term

Nationwide Health Information
Network (NwHIN)
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‘ Definition

The federal government's program to implement a national interoperable
system for sharing electronic medical records or EMRs (a.k.a. electronic
health records or EHR). NwHIN describes the technologies, standards,
laws, policies, programs and practices that enable health information to be
shared among health decision makers, including consumers and patients,
to promote improvements in health and healthcare. The development of a
vision for the NwHIN began more than a decade ago with publication of an
Institute of Medicine report, “The Computer-Based Patient Record”.
http://healthit.hhs.gov/portal/server.pt/community/healthit hhs gov na
tionwide health information network/1142

National Coordinator for Health
Information Technology (ONC)

Previously referred to as ONCHIT, ONC provides leadership for the
development and nationwide implementation of an interoperable health
information technology infrastructure to improve the quality and efficiency
of health care and the ability of consumers to manage their care and
safety.

http://healthit.hhs.gov/portal/server.pt/community/healthit hhs gov h

ome/1204

Direct (Direct Project)

Provides point-to-point messaging over NwHIN between providers and
other healthcare related organizations — http://directproject.org

NwHIN Exchange

Provides system level (entity to entity) connectivity over NWHIN — NwHIN
Exchange Specification (http://exchange-specifications.wikispaces.com/)

NwHIN Exchange Gateway

An implementation of NwHIN Exchange Specifications and Profiles

Personal Health Record (PHR)

An electronic record of health-related information on an individual that
conforms to nationally recognized interoperability standards and that can
be drawn from multiple sources while being managed, shared, and
controlled by the individual.

Pharmacy Benefit Management
(PBM)

A third party administrator of prescription drug programs primarily
responsible for processing and paying prescription drug claims. They also
are responsible for developing and maintaining the formulary, contracting
with pharmacies, and negotiating discounts and rebates with drug
manufacturers.

Physician  Quality
Initiative (PQRI)

Reporting

A voluntary program that provides a financial incentive to physicians and
other eligible professionals that successfully report quality data related to
services provided under the Medicare Physician Fee Schedule (MPFS).

Portal

A Web site that offers a range of resources, such as e-mail, chat boards,
search engines, and content.

Prospective Payment System

A payment mechanism for reimbursing hospitals for inpatient health care
services in which a predetermined rate is set for treatment of specific
illnesses. The system was originally developed by the U.S. federal
government for use in treatment of Medicare recipients
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Term

Provider
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‘ Definition

A provider is an individual or group of individuals who directly (primary
care physicians, psychiatrists, nurses, surgeons, etc) or indirectly
(laboratories, radiology clinics, etc) provide health care to patients.

In the case of this SMHP and the Provider Incentive Payment program,
Provider refers to both Eligible Professionals (EPs) and Eligible Hospitals
(EHs).

Public Health

Public health is the art and science of safeguarding and improving
community health through organized community effort involving
prevention of disease, control of communicable disease, application of
sanitary measures, health education, and monitoring of environmental
hazards.

Quality Reporting Document
Architecture (QRDA)

The emerging quality reporting architecture, based upon the HL7 CDA
document.

Real-Time Innovations (RTI)

A company that develops a middleware solution.

Regional Extension Center (REC)

An organization that has received funding under the Health Information
Technology for Economic and Clinical Health Act to assist health care
providers with the selection and implementation of electronic health
record technology.

Regional Health Information

Organization (RHIO)

A health information organization that brings together health care
stakeholders within a defined geographic area and governs health
information exchange among them for the purpose of improving health
and care in that community.

Rural Health Clinic (RHC)

A clinic certified to receive special Medicare and Medicaid reimbursement,
intended to increase primary care services for Medicaid and Medicare
patients in rural communities.

Secure Sockets Layer (SSL)

A cryptographic protocol that enables secure communication over the
internet.

Shared Health

A vendor who previously provided DOM with MEHRS/eScript products.

Software as a Service (Saa$)

A business model for software delivery in which software is hosted in the
cloud and accessed by users through a client.

Stakeholder

A stakeholder is any organization or individual that has a stake in the
exchange of health information, including health care providers, health
plans, health care clearinghouses, regulatory agencies, associations,
consumers, and technology vendors.

Telehealth

The use of telecommunications and information technology to deliver
health services and transmit health information over distance. Sometimes
called telemedicine.

Telemedicine

The use of telecommunications and information technology to deliver
health services and transmit health information over distance. Sometimes
called telehealth.
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Transaction Types (EDI)
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‘ Definition
270/271 - EDI Healthcare Eligibility/Benefit Inquiry (270) and EDI
Healthcare Eligibility/Benefits Response (271)

276/277/277U — EDI Healthcare Claim Status Request (276) and EDI
Healthcare Claim Status Notification (277)

278 — EDI Healthcare Service Review Information (278)

820 — EDI Payroll Deducted and other group Premium Payment for
Insurance Products (820)

834 — EDI Benefit Enrollment and Maintenance Set (834)
835 — EDI Healthcare Claim Payment/Advice Transaction Set

837P/D/1 — EDI Healthcare Claim Transaction Set (837), Professional (P),
Dental (D), and Institutional (1)

Transmission Control Protocol
and Internet Protocol (TCP/IP)

Commonly known together as the Internet Protocol Suite.

Vendors

Vendors are organizations that provide services and supplies to other
organizations. In the context of health information exchange, the term
usually refers to technology vendors who provide hardware or software,
such as electronic health records, e-prescribing technology, or security
software.

Veteran’s Affairs

Veteran’s Affairs - http://www.va.gov/

Virtual Private Network

Provides secure and remote access to a private Local Area Network via the
Internet or other networks.
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