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Presenter
Presentation Notes
Welcome to today’s presentation covering the Medicaid provisions in the recently released Notice of Proposed Rule Making. This NPRM is one part of implementing the American Reinvestment and Recovery Act, also known as the Recovery Act, that was passed in February. Over the course of its implementation, it should help get approximately $14 to $27 billion into the economy. 



 Session Purpose

•
 

HITECH purpose
–

 
Improve outcomes -

 
Simplify care

–
 

Reduce costs
 

-
 

Facilitate access

•
 

Medicaid role 
–

 
Policy development/enforcement (e.g., regulations)

–
 

Strategic vision for Medicaid
–

 
Operations

–
 

Facilitate multi-disciplinary perspectives across 
States/Federal government

–
 

Efficiently leverage resources
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The purpose of the HITECH legislation is to improve outcomes, facilitate patient access to care and provider access to health care information, reduce the administrative burden on needlessly filling out paper applications time after time, and reduce the administrative and health care costs in the process/  In order to achieve these goals, the HITECH Act provides financial incentives to specific eligible providers and institutions as well as help to defray the costs incurred by the State sin running the program.  In addition, a great deal of technical assistance is being provided as is the construction of a national framework or context to enable us as a country to move from where we are today to where we need to be in the future.



CMS has five specific activities it will undertake under HITECH.  Clearly, we have a need to develop clear policy statements through regulation as well as to provide funding, technical assistance and guidance regarding areas that we and the states should be auditing on a regular basis to make sure the HITECH funds are going to the right people and institutions.  We also need to provide a national vision from the perspective of Medicaid as to how HIT will facilitate achieving our programmatic goals and objectives over the next five to ten years.  In order to do that, we will need assistance from many different areas, all of whom serve our Medicaid clients.  And, finally, we will need to ensure that we leverage our existing resources effectively and efficiently to achieve the program’s objectives.





 Session Purpose & Notices

•
 

Highlights of the Medicaid-relevant sections of 
the NPRM

•
 

Caveat: This is all just proposed
 

policy 
•

 
All comments should be made through 
www.regulations.gov
–

 
Comments not considered officially submitted for 
consideration because you shared them with a 
Federal staff person
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This presentation will mostly focus on the Medicaid provisions, however there are certain issues in the common area of the NPRM which are integral to the discussion of the Medicaid issues. Examples include meaningful use and defining which professionals are hospital-based. It’s important to note that these slides are only intended to give an overview. The detailed policies and our decision process is in the NPRM. 



 What is not in the CMS HITECH 
NPRM?

•
 

EHR certification requirements or standards
•

 
Procedures to become a certifying body

•
 

Information about applying for HIT/E grants
•

 
Changes to HIPAA
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There are several HITECH-related requirements that are not included in this NPRM. The HHS Office of the National Coordinator is developing an Interim Final Rule with Comment Period to address the certification requirements and an NPRM to address who may conduct the certification activities. Also, information about ONC’s grants are not included in any of these regulations. Finally, the changes to HIPAA under HITECH, which largely related to privacy and security under the rest of HITECH, were addressed through an IFR with comment earlier this year. 



 Eligibility: What is a Medicaid 
Eligible Provider?

5

Eligible providers in Medicaid
ELIGIBLE PROFESSIONALS (EPs)

Physicians

-Pediatricians have special eligibility & payment rules

Nurse practitioners (NPs)

Certified Nurse Midwives (CNMs)

Dentists

Physician Assistants (PAs) when practicing at an FQHC/RHC that is so led 
by a PA

ELIGIBLE HOSPITALS
Acute care hospitals

Children’s hospitals

Presenter
Presentation Notes
The Statute discusses the concept of Medicaid eligible providers being Medicaid eligible professionals and Medicaid eligible hospitals. There are five Medicaid EPs: Physicians (pediatricians are physicians, but have special eligibility and payment rules), nurse practitioners, certified nurse midwives, dentists, and physician assistants when practicing in a Federally Qualified Health Center or a Rural Health Center that is so led by a PA.



Eligible hospitals include acute care hospitals and children’s hospitals. 



 Eligibility: Hospitals

•
 

One CMS Certification Number (CCN) = one 
hospital

•
 

Acute care hospital
–

 
Average length of stay of  ≤25 days  + CCN 
[0001-0879]

–
 

Includes cancer hospitals
•

 
Children’s hospital
–

 
78 children’s hospitals, CCN [3300-3399]

–
 

Not children’s wings of larger hospitals
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	We first had to define what it meant to be one hospital. We had lots of questions about whether a clinic with a separate tax ID number was still part of the hospital and similar issues. Hospitals are issued CMS certification numbers (CCNs), formerly OSCAR numbers, and one hospital has one CCN. An off-campus clinic won’t have a CCN, but if they bill through the hospital, they could be under the hospital CCN. 



	Next, we had to define our eligible hospitals. We are proposing that for purposes of Medicaid incentive payments, an "acute care hospital" is defined as: a health care facility where the average length of patient stay is 25 days or fewer.  For purposes of participation in the Medicaid EHR incentive payment program, this proposed definition ensures that hospitals are designated as acute care hospitals based on the level and nature of care they provide.  This definition also includes some specialty hospitals where the average length of stay is 25 days or fewer.  This definition of acute care hospitals will exclude specialty providers and long-term care facilities where the average patients' length of stay exceeds 25 days. 

	Hospital CCNs are structured such that the first two digits represent the State in which the hospital is located, and the next four digits identify the type of facility and are assigned sequentially from the appropriate block of numbers.  Short-stay general hospitals receive CCNs whose number range is 0001-through 0879.  The 11 cancer hospitals in the United Stated also are issued CCNs within that number range.  To allow some flexibility for hospital participation in the Medicaid incentive payment program, we are proposing to define acute care hospitals for purposes of this Medicaid EHR incentive payment program as  those with an average patient length of stay of 25 days or fewer and with a CCN that has the last four digits in the series 0001 through 0879 (that is, short-term general hospitals and the 11 cancer hospitals in the United States). 

	With respect to defining children’s hospitals, we propose one definition to  include only separately certified children’s hospitals, with CCNs in the 3300-3399 series in the definition of eligible “children’s hospital.”  By proposing to define "children’s hospital" in this way, CMS would­­  (1) prevent general acute care hospitals, which cannot themselves qualify for the incentive because they do not meet the 10 percent Medicaid patient volume, from using the fact that they have a pediatric wing as justification for requesting a Medicaid incentive payment; (2) exclude many of the facilities that are perceived by the public as children’s hospitals, but do not meet the Medicare standards as either freestanding or hospital‑within‑hospital children’s hospitals; and (3) exclude some pediatric specialty hospitals which have CCNs as psychiatric or rehabilitation hospitals.  

	The statute was written in a way that excludes several common institutions and facilities. For example, FQHCs, RHCs, tribal clinics, NFs, rehab, & psych facilities are not directly eligible for incentives. However, it’s important to note that EPs employed at these locations could still be eligible to participate in the program.







 Eligibility: Patient Volume

Entity Minimum Medicaid 
patient volume 

threshold

Or the Medicaid EP 
practices 

predominantly in an 
FQHC or RHC—30% 

needy individual 
patient volume 

threshold

Physicians 30%

-

 

Pediatricians 20%

Dentists 30%

CNMs 30%

PAs

 

when practicing at 
an FQHC/RHC that is so 
led by a PA

30%

NPs 30%

Acute care hospitals 10% Not an option for 
hospitalsChildren’s hospitals No requirement
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Medicaid eligible professionals have two main routes for eligibility: 1) Not being hospital-based and meeting patient volume requirements, or 2) practicing predominantly in an FQHC or RHC and serving needy individuals.



Acute care hospitals must also meet patient volume requirements, but children’s hospitals do not. 



Dentists, certified nurse midwives, nurse practitioners, most physicians, and eligible physicians assistants must have a minimum 30% Medicaid patient volume threshold to participate. Pediatricians may have a minimum 20% Medicaid patient volume, but if they have under 30%, they will receive a reduced incentive, which we will discuss later. 



Acute care hospitals must have a minimum 10% Medicaid patient volume, and as we mentioned, children’s hospitals are exempt from this requirement. 



 Eligibility: “Practices Predominantly” & 
“Needy Individuals”

•
 

EP is also eligible when practicing predominantly in 
FQHC/RHC providing care to needy individuals

•
 

Proposes  practicing predominantly is when 
FQHC/RHC is the clinical location for over 50% of 
total encounters over a period of 6 months in the 
most recent calendar year

•
 

Needy individuals (specified in statute) include: 
–

 
Medicaid or CHIP

 
enrollees; 

–

 
Patients furnished uncompensated care by the provider; or 

–

 
furnished services at either no cost or on a sliding scale.
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The statute specifies that EPs may be eligible by simply practicing predominantly in an FQHC or RHC and providing care to needy individuals. Since the statute does not define "practices predominantly," we propose that an eligible professional practices predominantly at an FQHC or an RHC when the clinical location for over 50 percent of his or her total patient encounters over a period of 6 months occurs at an FQHC or RHC. 



The statute defines needy individuals as individuals meeting any of the following three criteria: (1) they are receiving medical assistance from Medicaid or CHIP; (2) they are furnished uncompensated care by the provider; or (3) they are furnished services at either no cost or reduced cost based on a sliding scale determined by the individual’s ability to pay.



 Eligibility: Hospital-based EPs, 
statute

•
 

Statute specifies most EPs must not be 
hospital-based for participation 
–

 
Does not apply to EPs practicing predominantly in 
FQHC/RHC

•
 

Hospital-based is an EP who “furnishes 
substantially all of the individual’s professional 
services in a hospital setting…”

•
 

Determination must be made based on site of 
service, as defined by Secretary
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	The hospital-based provision is in the common area of the NPRM, but the Medicaid portion refers to it and refers to the reader to the common area. 

	The majority of hospital-based EPs will not be eligible for Medicaid incentive payments (the only exception to this rule is for those practicing predominantly in an FQHC or RHC).  Statute defines the term "hospital-based eligible professional" to mean an EP, who furnishes substantially all of his or her Medicare-covered professional services during the relevant EHR reporting period in a hospital setting (whether inpatient or outpatient) through the use of the facilities and equipment of the hospital, including the hospital’s qualified EHRs.  This section indicates that the determination of whether an EP is a hospital-based EP shall be made on the basis of the site of service, as defined by the Secretary, and without regard to the type of service provided by the EP or any employment or billing arrangement between the EP and any other provider (for example, the hospital-based determination for an EP would not be affected by whether the EP is an employee of the hospital, under a contractual relationship with the hospital). 

If an EP is providing "substantially all" of their services in the hospital, we believe it is reasonable to assume that the EP is also using the facilities and equipment of the hospital, including any qualified EHR implemented by the hospital.  The statute uses "facilities and equipment" to determine whether an EP is a hospital-based EP.  As "facilities and equipment" would generally be understood to apply to the hospital building and its medical and other equipment that is used in furnishing medical services, we believe it is reasonable to assume that an EP providing substantially all of their services in a hospital is providing these services in the hospital building and generally is also using its equipment, including qualified EHRs, and not bringing his or her own equipment to the hospital to provide medical services.  Similarly, it seems reasonable to assume that the statute contemplates that an EP that uses the hospital’s facilities and equipment would also be using the hospital’s EHR system and should be ineligible for an incentive payment.  

		Because "hospital setting" in the statutory definition of hospital-based EP specifically refers to both inpatient and outpatient hospital settings, we believe the term “hospital setting” should be defined to also include the outpatient setting.  So although a “hospital” is an institution that primarily provides inpatient services, we propose to define the term “hospital setting” for purposes of the Medicare and Medicaid EHR incentive payment programs to also include all outpatient settings where hospital care is furnished to registered hospital outpatients.  For purposes of Medicare payment and conditions or participation, it is CMS’s longstanding policy to consider as outpatient hospital settings include those outpatient settings that are owned by and integrated both operationally and financially into the entity, or main provider, hat owns and operates the inpatient setting. For example, we consider as outpatient hospital settings all types of outpatient care settings in the main provider, on-campus and off-campus provider-based departments of the hospital, and entities having provider-based status, as these entities are defined in §413.65. We include an even longer discussion in the preamble.





 Eligibility: Hospital-based, NPRM 

•
 

Propose to use place of service codes from 
claim forms 

•
 

If more than 90% of the EP’s services are 
conducted in an inpatient hospital, outpatient 
hospital, or ER:

= hospital-based (i.e., ineligible)

•
 

States may make the determination
–

 
this methodology will be included in the SMHP

•
 

Accepting comments (could change)
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		In summary, we propose that EPs that provide substantially all of their professional services in the inpatient hospital setting, in any type of outpatient hospital setting, or in any combination of inpatient and outpatient hospital settings, be considered hospital-based EPs.  We propose to consider the use of place of service (or, POS) codes on physician claims to determine whether an EP furnishes substantially all of their professional services in a hospital setting and is, therefore, hospital-based.  

	From this code set, we propose to consider the use of the following POS codes indicating that the EP provided the service in an inpatient or any type of outpatient hospital setting (including a PBD of a hospital) to determine whether an EP is a hospital-based eligible professional:  

  21—Inpatient Hospital – is a facility, other than psychiatric, which primarily provides diagnostic, therapeutic (both surgical and nonsurgical), and rehabilitation services by, or under, the supervision of physicians, to patients admitted for a variety of medical conditions.

  22 – Outpatient Hospital – is a portion of a hospital which provides diagnostic, therapeutic (both surgical and nonsurgical), and rehabilitation services to sick or injured persons who do not require hospitalization or institutionalization

  23 – Emergency Room, Hospital – is a portion of a hospital where emergency diagnosis and treatment of illness or injury is provided

The statutory definition of hospital-based EP provides that to be considered a hospital-based EP, the EP must provide "substantially all" of his or her covered professional services in a hospital setting, which we propose to encompass all hospital inpatient and outpatient settings, including all settings that meet the definition of the main provider, department of a provider, or of having provider-based status.  Therefore, we must identify the minimum percentage of an EP’s covered professional services must be provided in a hospital setting in order for the EP to be considered as providing “substantially all” of his or her covered professional services in a hospital setting.  We would define "substantially all" as furnishing at least 90 percent of services in a hospital setting, either inpatient or outpatient.  





 Payments: Overview

•
 

Timing, options
•

 
Development of incentives for EPs

•
 

Payments to EPs, hospitals
•

 
Registration

•
 

State/federal systems for disbursement
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We will cover several issues in the payments section: timing, development of incentives, payments, program registration, and disbursement of payment.



 Payments: Timing

•
 

Payments largely begin in 2011
–

 
Align with Medicare

–
 

Calendar year for EPs, FFY for hospitals

•
 

Proposes States may request approval to 
implement as early as 2010
–

 
Early payments only for adoption, implementation, 
upgrading of certified EHR technology; not 
meaningful use
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	Unlike Medicare, Medicaid has no statutory implementation date for making EHR incentive payments.  We believe that some States may be prepared to implement their program and make EHR incentive payments to Medicaid providers in 2010 for adopting, implementing, or upgrading certified EHR technology.  We propose to allow States to initiate implementation of these payments to Medicaid EPs and hospitals after promulgation of the final rule if they successfully demonstrate to CMS that they are ready to make timely and accurate payments through the SMHP.  States should include an additional attestation for providers assuring that they are not accepting payment in any other State.  

In order for us to approve a State for early implementation, we are proposing that a State would have an electronic system for provider registration capable of collecting the relevant information identified for the national repository, which we will discuss later.  

	Participating States would be responsible for transmitting this data to CMS so that CMS can ensure that no duplicate payments will be made to providers.  We would use the national single provider election repository to assure no duplicative payments were made between States.  

	We are not proposing that States would be able to make early payments to meaningful users.  This opportunity is intended to offer Medicaid providers an early opportunity for capital so that they are more likely to have the certified EHR technology required to demonstrate meaningful use in successive periods.  Since hospitals may qualify under both programs, we hope that they will use the capital and qualify as a meaningful user under the Medicare program in the first year.  





 Payments: Early Adopters

•
 

NPRM proposes to allow States to make 
incentive payments for adopt, implement 
and upgrade prior to the initiation of the 
Medicare payments, which are 
predicated on meaningful use of certified 
EHRs

•
 

Accepting comments
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	For a Medicaid EP who has already adopted, implemented, or upgraded certified EHR technology and wishes to begin meaningfully using this technology in the first incentive payment year, we propose that the Medicaid EP be permitted to receive the same maximum payments, for the same period of time, as the Medicaid EP who merely adopted, implemented or upgraded certified EHR technology in the first year.  We believe the statute supports our interpretation that a Medicaid EP who has already adopted certified EHR technology, would still receive a “first year” of payment, and like all other first years of payment, this payment could not exceed $21,250.  Then, such Medicaid EPs would receive an additional 5 years of payment for subsequent years of payment, with payments not exceeding $8,500 in each of these 5 subsequent years.  This approach allows early adopters of certified EHR to begin meaningfully using technology, without being at a competitive disadvantage, and without losing incentive payments for the previous costs associated with adopting, implementing or upgrading certified EHR technology.  

	We are accepting comments on our alternatives and proposed approach as well.



 Payments: Hospitals

•
 

Similar to Medicare hospital methodology
•

 
Payment is calculated, then disbursed over 3-6 
years

•
 

No annual payment may exceed 50% of the total 
calculation; no 2-year payment may exceed 90%

•
 

Hospitals cannot initiate payments after 2016
•

 
States must use auditable data sources in 
calculating the hospital incentive (e.g., cost 
report)

•
 

NPRM has narrative and sample calculation
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Statutory parameters placed on Medicaid incentive payments to hospitals are largely based on the methodology applied to Medicare incentive payments.  The specifications described in this section are limits to which States must adhere when developing aggregate EHR hospital incentive amounts for Medicaid-eligible hospitals.  States will calculate hospitals’ aggregate EHR hospital incentive amounts on the Federal fiscal year to align with hospitals participating in the Medicare EHR incentive program.  

	States may pay children's hospitals and acute care hospitals up to 100 percent of an aggregate EHR hospital incentive amount provided over a minimum of a 3-year period and a maximum of a 6-year period.  The maximum incentive amounts for these providers are statutorily defined by a formula.  The statute requires that Medicaid refer, with some adjustments, to the calculation for the Medicare hospital incentive payment to determine the aggregate EHR amount allowable for individual hospitals.  

The aggregate EHR hospital incentive amount is calculated using an overall EHR amount multiplied by the Medicaid share.  The aggregate EHR hospital incentive amount is the total amount the hospital could receive in Medicaid payments over 4 years of the program.  

	States are responsible for using auditable data sources to calculate Medicaid EPs' aggregate EHR hospital incentive amounts, as well as determining Medicaid incentive payments to those providers.  Auditable data sources include­­

--Providers’ Medicare cost reports; 

--State-specific Medicaid cost reports; 

--Payment and utilization information from the State’s MMIS (or other automated 

claims processing systems or information retrieval systems); and 

--Hospital financial statements, and hospital accounting records.  All State Medicaid

 incentive payment program calculations, payments, and limits under this section are subject to our review. 



For purposes of administrative simplicity and timeliness, we proposed that States, for each eligible hospital during each incentive payment year, use data on the hospital discharges from the hospital fiscal year that ends during the Federal fiscal year prior to the fiscal year that serves as the payment year.  



Example:  FY 2011 begins on October 1, 2010 and ends on September 30, 2011.  For an eligible hospital with a cost reporting period running from July 1, 2010 through June 30, 2011, we would employ the relevant data from the hospital’s cost reporting period ending June 30, 2010 in order to determine the incentive payment for the hospital during Federal fiscal year 2011.  This timeline would allow States to have the relevant data available for determining the aggregate EHR hospital incentive amount in a timely manner for the first and subsequent payment years.



 Activities Required for Incentives: 
Overview

•
 

Adopt, implement, upgrade (AIU)
–

 
First participation year only

•
 

Meaningful use (MU)
–

 
Successive participation years; and

–

 
Proposed option for early adopters in year 1 

•
 

States may propose to CMS for approval limited 
additional criteria for MU, beyond the NPRM
–

 
NPRM is the MU base-level requirement

•
 

Prioritizing coordination between:
–

 
CHIPRA and HITECH
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We’ll cover several topics here in this section—1) adopt, implement, upgrade; 2) meaningful use and it’s related issues, and 3) the Prioritization of coordination between CHIPRA and HITECH



 Activities Required for Incentives: 
Adopt, Implement, or Upgrade

Adopt: Acquired and installed 
-

 
e.g., evidence of acquisition, installation etc.

Implement: Commenced utilization

-
 

e.g., staff training, data entry of patient demographic 
information into EHR, data use agreements

Upgrade: Version 2.0; expanded functionality

-
 

e.g., ONC EHR certification (short-term) or additional 
functionality such as clinical support or HIE capacity 
(longer-term)
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We proposed to define adopt, implement, or upgrade in the NPRM as follows:



Adopt-actual acquisition, purchase prior to the incentive

Implement- has installed and started using, including staff training, initiating data use agreements, obtaining patient consent, entering patient demo data, establishing agreements and relationships necessary for HIE

Upgrade- Initially means going from a non-certified to a certified EHR but in later years, can mean increasing the functionality, such as the addition of modules or capacity (clinical decision support or other enhancements that facilitate meaningful use)







 Activities Required for Incentives: 
Meaningful Use

A provider must demonstrate meaningful use by:
1.

 
Use of certified EHR technology in a meaningful 
manner

 
such as through e-prescribing;

2.
 

That the certified EHR technology is connected in a 
manner that provides for the electronic exchange 
of health information to improve the quality of 
care; and

3.
 

In using this technology, the provider submits clinical 
quality measures in a form and manner approved 
by the Secretary

17

Presenter
Presentation Notes
Meaningful use is defined in statute as shown here on this slide. Providers must meet these three elements. These elements will not change as the rule moves from proposed to final, as they were in the statute and clearly are part of Congress and this Administration’s vision of how use of EHRs will transform healthcare service delivery.









 Activities Required for Incentives: 
Meaningful Use, Stage 1

•
 

For Eligible Professionals: 
–

 

Three (3) core measures for all EPs
-

 

Tobacco screening 
-

 

Blood pressure management
-

 

Medication management in the elderly
-

 

And

 

selection of a set of specialty measures (e.g. primary care, 
pediatrics, etc) and report on all of them, as applicable.

•
 

For Hospitals: 
–

 

Must attest to (and later report on) all

 

proposed QMs

 

for each 
patient to whom the QM applies, regardless of payer, discharged 
from the hospital during the 90-day reporting period

–

 

Medicaid’s alternative list: includes newborn measures, pediatric 
measures and “never event”

 

measures
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All EPs must report on the 3 core QMs (if appropriate to their patient population) and must select one specialty group. We expect to narrow down the list of QMs for each specialty to 3-5 depending upon the availability of e-measure specification and comments received. 



Hospitals must report on all applicable QMs for all patients, regardless of payer, during the 90-day reporting period. If they are eligible for both M/M, they must report on both the proposed Medicare and the Medicaid hospital QMs.	

For 2011, we propose that EPs and eligible hospitals use an attestation methodology to submit summary information to CMS on clinical quality measures as a condition of demonstrating meaningful use of certified EHR technology.  

	With respect to Medicaid EPs and eligible hospitals, we note that the demonstration of meaningful use will include the reporting of clinical quality measures to the States.  

	

	The second required measure set for each EP is to submit information on at least one of the sets listed as Specialty Groups, provided at least one such set applies to the EP. The Specialty Groups are Cardiology, Pulmonology, Endocrinology, Oncology, Proceduralist/Surgery, Primary Care Physicians, Pediatrics, Obstetrics and Gynecology, Neurology, Psychiatry, Ophthalmology, Podiatry, Radiology, Gastroenterology, and Nephrology. 

	We also acknowledge that there are specialties for which we have not designated a Specialty Group. As a result, there will be various EPs for which no Specialty Group will be applicable. Accordingly, we propose to require for 2011 and 2012 that EP’s will  select a specialty measures group, on which to report on all applicable cases for each of the measures in the Specialty Group. The same specialty measures group selected for the first payment year would be required for reporting for the second payment year.  However, if an EP believes that none of the Specialty Groups applies to the EP’s patients and scope of practice, the EP will be required to so attest to CMS or the State. EP’s attesting to the inapplicability of any of the Specialty Groups will not be required to report information on clinical quality measures from a Specialty Group for 2011 or 2012.



	

	





 Activities Required for Incentives: 
Hospitals

•
 

Eligible hospitals, unlike EPs, may receive 
incentives from Medicare and Medicaid
–

 
Subsection(d) hospitals, also acute care

•
 

Hospitals meeting Medicare MU requirements 
may be deemed for Medicaid , even if the 
State has an expanded (approved) definition 
of meaningful use

19
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We have a large group of hospitals that we expect to qualify for incentives in Medicare Medicaid, since there is no prohibition for this for hospitals like there is for EPs. Subsection(d) hospitals, which is the requirement for Medicare, in many cases will also be acute care hospitals—the primary exception will be the 11 cancer hospitals and the hospitals in the territories. Also, the children’s hospitals are not subsection(d) hospitals. 



Hospitals meeting meaningful use under Medicare may be considered deemed for this requirement under Medicaid and the State may disburse payment. 



 Activities Required for Incentives: 
Other Priorities

•
 

There is a deliberate overlap between the 
CHIPRA core measures and the Stage 1 
measures for MU.  
–

 
BMI 2-18 yrs old

–
 

Annual hemoglobin A1C testing (all children and 
adolescents diagnosed with diabetes)

–
 

Pharyngitis
 

-
 

appropriate testing  2-18 yrs old
–

 
Follow-up care for children prescribed attention-

 deficit/hyperactivity disorder (ADHD) medication
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	CHIPRA requires that the Secretary publish a core set of clinical quality measures for the pediatric population. These were published in the FR in December 2009. To the extent possible, CMS will align the clinical quality measures selected under this Medicaid HIT incentive payment program with the measures selected under the CHIPRA core measure set. Included in the proposed definition of meaningful use are nine proposed clinical quality measures that pertain to pediatric providers. Four of the nine measures are also on the list of CHIPRA initial core measures that were recommended to the Secretary. 



Not all CHIPRA initial measures recommended to the Secretary are applicable to EHR technology or to the EHR Incentive Payment Program. For example, some of the measures are population-based, survey-derived or not yet NQF-endorsed. New or additional measures for the next iteration of the CHIPRA core set will have EHR-extractability as a priority. 



However, as many providers, including primary care professionals, hospitals, dentists, and specialists provide care to the pediatric population in the Medicaid and CHIP programs. CMS saw consistency as paramount to avoid redundancy and duplication for these providers and States. 



	



 Activities Required for 
Incentives: Timing Overview

21

•
 

The Medicaid EHR Incentive Program starts in 
2011 and ends in 2021

•
 

The latest that a Medicaid provider can initiate 
the program is 2016

•
 

A Medicaid provider can initiate the program 
under the Adopt, Implement and Upgrade bar 
but in their 2nd

 
and subsequent years, they 

must meet MU at the stage that is in place, 
per rule-making. 

Presenter
Presentation Notes
The Medicaid EHR program extends for a full decade (as compared to Medicare, which sunsets in 2016). The latest that a Medicaid provider can initiate the program is 2016. 



At any time, a Medicaid provider can initiate the program under the Adopt, Implement and Upgrade bar but in their 2nd and subsequent years, they must meet MU at the stage that is in place, per rule-making. 



 Conditions for State 
Participation

•
 

Prior approval for reasonable administrative 
expenses (P-APD, I-APD)

•
 

Establish a State Medicaid HIT Plan (SMHP)
•

 
State may receive 90% FFP and 100% FFP for 
the payments themselves

•
 

NPRM defines numerous previously undefined 
terms in CFR 
–

 
Medicaid Management Information Systems (MMIS)

–
 

Medicaid IT Architecture (MITA)
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Under these provisions, States have two buckets of money. In one, we have the 100% match for incentives, and the second the 90% match for the administration. In order to ensure proper and efficient use of the HITECH money, CMS is utilizing the MMIS expenditure and approval system, which is similar to the Advanced Planning Document (APD) funding request process. 



States must create a State Medicaid HIT Plan, using MITA principles. CMS will pay 90% match for the creation of this document under the planning APD (P-APD). When the State is ready to implement the State Medicaid HIT Plan, the State will request 90% match through the Implementation APD (I-APD). 



We really view the State Medicaid HIT Plan as the lynchpin to this process. It will be the governing document for the State’s Medicaid HIT program. 



 90/10 Administrative Funding to 
States

Statutory Conditions of Use of the HITECH Admin Funds:

1. Administration of incentives, including tracking of 
meaningful use by Medicaid EPs and eligible hospitals; 

2. Oversight, including routine tracking of meaningful use 
attestations and reporting mechanisms; and 

3. Pursuing initiatives to encourage the adoption of certified 
EHR technology for the promotion of health care quality 
and the exchange of health care information.
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We discussed on the previous slide that States are eligible for 90% match for reasonable administrative expenses, contingent on compliance with certain requirements. States are responsible for:  (1) using the funds to administer Medicaid incentive payments for certified EHR technology, including tracking of meaningful use by Medicaid EPs and eligible hospitals; (2) conducting oversight of the Medicaid EHR incentive payment program, including routine tracking of meaningful use attestations and reporting mechanisms; and (3) pursuing initiatives to encourage the adoption of certified EHR technology for the promotion of health care quality and the exchange of health care information.  



States should ensure, that in pursuing the 90% match, that they consider how they will implement the payment incentives and how they plan to oversee the program in a way that proves successful.  States should also be strategic in planning for the future in pursuing initiatives to encourage the adoption of certified HER technology in their respective States.  CMS’ Regional Offices can be helpful in this way and we encourage States to contact their Regional Offices early in their planning stages so that the ultimate goals of HITECH can be met; that is, the promotion of health care quality and the exchange of health care information.







 State Medicaid HIT Plans

•
 

3 Key Elements: What is the current HIT landscape? 
What is the State’s Vision for the next 5 years? How will 
they implement and oversee a successful EHR 
Incentive Program?

•
 

NPRM proposes States uses MITA principles in developing 
SMHP

•
 

SMHP will include State’s methodologies for verifying 
eligibility; disbursing payments; coordinating with 
stakeholders; contracting; privacy & security; curtailing 
fraud & abuse; and other activities
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The NPRM proposes that the States will use MITA principles in developing the State Medicaid HIT Plan. MITA is a plan to promote improvements in the Medicaid enterprise and the systems that support it through collaboration between CMS and the States. The MITA framework consists of models, guidelines, and principles for States to use as they plan and implement business and technology enterprise solutions.  Integral to the MITA is the State's Medicaid Management Information System (MMIS).  The MMIS contains a great deal of claims data and other Medicaid programmatic information that we believe should be used by States in analyzing their current HIT environments. Once States establish their baseline assessment, they can then plan the steps necessary to transition towards achieving some of the objectives of HITECH, such as improving both quality and health care outcomes. In addition, the MITA framework is an initiative of CMS that will allow States to modernize and transform their MMIS to improve the administration of the Medicaid program, while supporting the States need for flexibility, adaptability and rapid response to changes in the unique aspects of their individual Medicaid programs. The ultimate goal of MITA is to develop seamless and integrated systems that communicate effectively that are interoperable, both within and across States, as well as with other health care entities and payers, such as public health departments and non-Medicaid payers. 



The State Medicaid HIT Plan will include the State’s various plans and methodologies for verifying everything for which the provider is attesting: patient volume, hospital-based, etc. Furthermore, the State must be prepared to cross-check for fraud and abuse requirements, such as barred or dead providers.



The State should consult their regional office staff early and often while developing the SMHP.



 Financial Oversight & Program 
Integrity

•
 

States and CMS must assure there is no 
duplication of payments to providers (between 
States and between States and Medicare)

•
 

States are required to seek recoupment
 

of 
erroneous payments and have an appeals process

•
 

CMS/Medicaid has oversight/auditing role 
including how States implement the EHR Incentive 
Program (90% FFP) and how they make correct 
payments to the right providers for the right 
criteria (100% FFP). 
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Again, we are clear that States’ systems and policies must prevent duplication of payments between other States and between them and CMS (Medicare). If there were an erroneous payment, States must recoup these monies. 



States must also offer providers an appeals process in Medicaid. While there are restrictions in Statute for this in Medicare, we required this in the NPRM under Medicaid. States should extend their regular appeals process for HITECH.



The regular MBES funding review and approval process through the RO and States will be utilized here for HITECH too. This means that money will be budgeted on the 37 and claimed on the 64. States are subject to FMRs. 



 Notable Differences Between Medicare 
& Medicaid Incentive Programs

Medicaid Medicare

Voluntary for States to implement Feds will implement 

No Medicaid fee schedule reductions Medicare fee schedule reductions begin in 
2015 for physicians who are not MUers

AIU option is for Medicaid only Medicare must begin with MU in Y1

Max EP incentive is $63,750 Max EP incentive is $44,000

States can make adjustments to MU 
(common base definition)

MU will be common for Medicare

Medicaid managed care providers must 
meet regular eligibility requirements

Medicare Advantage physicians have special 
eligibility accommodations

Program sunsets in 2021; last year a 
provider may initiate program is 2016

Program sunsets in 2016; fee schedule and 
market basket update reductions begin in 
2015

Five EPs, two types of hospitals Only physicians, subsection(d) and critical 
access hospitals
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This table is just a handy comparison of some notable differences between the Medicaid and Medicare incentive programs. Some highlights are… 



 What’s Next?

•
 

Public comment period ends on this NPRM on March 
15

•
 

Continuing to review States’
 

P-APDs
•

 
Will issue additional guidance on CMS expectations 
for Implementation APDs

 
and State Medicaid HIT 

Plans
•

 
On-going Technical Assistance to States

•
 

On-going Federal Coordination (ONC, AHRQ, HRSA, 
IHS, FCC, etc.) on State HIT/E activities, technical 
assistance, HIE infrastructure, barriers to MU, etc.
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So what happens next? 



The public comment ends on this NPRM on March 15—it is a 60 day comment period.



We expect to continue receiving most of the Planning APDs from states; so far we’ve already received draft or final versions from at least X states.



Not only do we plan to continue our federal coordination in a number of venues, but the  federal government is excited to offer technical assistance to states and other partners as we continue to implement this exciting program. [Can we offer an example?]







 Questions?

Reminder: Please submit all questions and 
comments to www.regulations.gov so that 
they will be officially considered
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