MAINE SMHP INTRODUCTION AND EXECUTIVE SUMMARY

This document is Maine’s State Medicaid Health Plan (SMHP) which serves as the “vision” for the future of the State’s health information technology environment.
  Maine’s Implementation Advance Planning Document (IAPD) which is the “action plan” to implement the vision was submitted in draft form in April 2011.

Combined, the SMHP as the vision, and the IAPD as the action plan, provide the framework of the Maine Medicaid HIT program.  The SMHP and IAPD should be read and understood in the context of being aligned and integrated with the broader Maine State-wide HIT initiative.  
As background, America’s health care system has developed from many independent networks at the local, state and national levels in both the public and private sectors.   As the health care system became increasingly fragmented and costly, over the past several decades, different approaches were attempted to manage costs, integrate health care, and improve quality of care.  While done with good intentions, these approaches relied heavily on paper documents and did not result in truly integrated care or full patient involvement in health care decisions.  They also did not produce a system of electronic reporting mechanisms that would enable patients, the medical community, and decision-makers, to fully measure quality and to improve health outcomes.     

The 2009 federal Health Information Technology for Economic and Clinical Health (HITECH) Act
 brings health information technology into the 21st century.   Its goal is improve general population health, encourage better health care through quality outcomes, and expand patient involvement in managing their own care through the use of health information technology.  
The HITECH provides a three-prong approach to health information technology:  

Office of the State Coordinator—The Office of the State Coordinator (OSC) oversees and facilitates the state-wide health information technology efforts, including data, systems and the exchange of health data.  The Federal Office of the National Coordinator designates organizations, called Regional Extension Centers that provide technical assistance and access to lower-cost electronic health record (EHR) systems for providers.  

Medicaid HIT Program—Health Information Technology programs designed and operated by a state’s Medicaid agency.  States develop HIT visions and obtain approval from CMS for funding for incentive payments paid to eligible hospitals and professionals who employ electronic health information technology that is certified by the federal government to meet certain quality and use standards and requirements. 

Medicare HIT Program—A program overseen by the federal Medicare agency that similar to the Medicaid HIT program, provides a Medicare vision and an incentive payment program tied to quality and use standards and requirements.     

Maine’s HITECH efforts include both the Medicaid and the OSC prongs.  In April 2008, before the HITECH Act was passed, Maine published its 2008-2009 State Health Plan which is the vehicle used across State agencies to promote consistency in State health policy.  The State Health Plan was the result of a public and private joint effort that included government officials, the medical community, patients, advocates, quality organizations, and others.  The goals of the State Health Plan are to promote the highest possible health for all Maine residents, with an efficient, effective and high-performing health delivery system.  
When the OSC was established in March 2009, it used a collaborative approach to build on the State Health Plan, to develop an integrated OSC Strategic Plan.  The Governor formed an OSC Steering Committee that developed the OSC Strategic Plan as a framework for implementation priorities and long term goals for health information technology throughout the State of Maine.

On a parallel track, in May 2009, Maine began its Medicaid HIT program planning effort.  Working closely with Maine’s OSC, and using the same collaborative framework and many of the individuals and groups who were participating in the OSC effort, MaineCare performed its advanced planning activities.
  

While the parallel initiatives framework worked well, as the planning process of the two programs matured, it became evident that full integration and coordination of the Medicaid SMHP with the OSC Strategic Plan efforts was critical to meet the goals of the federal and State HIT visions.  As a result, Maine recently improved its organizational structure by making the OSC a direct report to the DHHS Commissioner and placing the Medicaid HIT program and staff under the leadership of the Director of the Office of the State Coordinator.
  

Maine’s hard work resulted in this document-- the State Medicaid Health Plan (SMHP).  The SMHP is a comprehensive document that provides the framework for the State to oversee the Medicaid HIT program.  At the high level, it identifies the vision, goals, and objectives of the Medicaid HIT program for the next five years. At the “ground” level, the SMHP provides the criteria and process for eligible hospitals and medical providers (“Eligible Professionals”) to receive incentive payments to purchase, install, begin use, or improve current electronic records (“Adopt, Implement, or Upgrade”) using technology that meets federal standards (“Certified”).  It also lays the foundation to use the technology to improve the integration and quality of health care (“Meaningful Use”). The SMHP also describes the State’s oversight functions including reporting, audit, recoupment, and fraud-prevention measures.   
The SMHP serves as the vision for the future state of the Medicaid HIT environment. Its roots are found in the goals of health information exchange and meaningful use under the HITECH Act.  In addition to the SMHP, Maine is submitting an IAPD which is the “action plan to implement” the SMHP.  

The body of the SMHP is divided into five Sections followed by a conclusion and appendices:
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SECTION A.  HIT “AS-IS” LANDSCAPE

The “As-Is” Landscape Assessment provided MaineCare with the baseline of health information technology in Maine. The key tasks performed included a review of Maine’s new MMIS (MIHMS) and Maine’s application inventory; a survey of the status of EHR  adoption and any plans for improvement of EHR use by providers; and an examination of the degree to which all State HIT initiatives are aligned.  

SECTION B.  HIT “TO-BE” LANDSCAPE

Maine’s “To-Be” Medicaid HIT Landscape for 2015 is rooted at two levels: 

Visionary level:   What the ideal Medicaid health care system looks like--one that provides truly integrated care and improves quality and health outcomes--and how information technology could be improved and used to achieve that “ideal.”  
Five Year Level: What the opportunities that the HITECH Act and federal and state cooperative efforts across the spectrum of HIT offer and how to best use these opportunities to build upon and improve health care access, efficiency, quality, and outcomes.     
The HITECH Act provides the framework for improving health information technology.  The structure of the programs established by the HITECH Act recognizes a federal/state partnership to build the HIT vision and to plan and implement that vision.  The ONC vision which guides the 2012 federal efforts is: 
A Nation in which the health and well-being of individuals and communities are improved by health information technology.
Maine’s state-wide HIT vision, developed through a collaborative process led by Maine’s OSC, is built upon the ONC’s framework.  The State’s vision and mission are anchored in providing or facilitating  a system of person-centered, integrated, efficient, and evidence-based health care delivery for all Maine citizens:  
Preserving and improving the health of Maine people requires a transformed patient centered health system that uses highly secure, integrated electronic health information systems to advance access, safety, quality, and cost efficiency in the care of individual patients and populations.
The Medicaid HIT program used these two essential building block visions as a foundation for its vision which was developed with a particular emphasis on the children, elderly and disabled people served by Medicaid.   
Visioning sessions were conducted with a broad spectrum of stakeholders across the State.  Participants were provided background information including summaries of the HITECH Act and CMS rules and guidance; information from the “As-Is” assessment; reports on other states’ HIT programs; and the Office of the State Coordinator’s HIT Strategic Plan.  In addition to other “homework” participants were asked to think about and answer the visionary and five year level questions. 

The questions were posed this way to invite the stakeholders to view their assignment without preconceptions and limitations.  While everyone recognized that there are funding and technology constraints and that the fragmented history of health care delivery cannot be ignored, this was a time for visioning the ideal.  

The question was asked of State agencies, MaineCare providers, members of the public, Office of Information Technology, Office of State Coordinator, State finance officials, quality associations, advocates, and individuals and groups that had participated in the OSC visioning process.  These sessions and the thoughtful work done by all of the participants gave MaineCare an understanding of a common vision for the Medicaid HIT program in concert with other State-wide health information technology efforts and under the rubric of the OSC developed State HIT plan.  The vision is:  

 A Medicaid program that employs secure electronic health information technology to provide truly integrated, efficient, and high quality health care to MaineCare Members, and to improve health outcomes.
SECTION C. ACTIVITIES NECESSARY TO ADMINISTER THE HER INCENTIVE PROGRAM

As a brand new initiative, the Medicaid HIT program provides many benefits yet presents the challenges that come from planning and implementing a new program and new technology.   MaineCare spent a great deal of time defining the processes and activities necessary to administer the Medicaid HIT Program and used the framework that CMS provided for states to develop its “necessary activities” section of the SMHP: 1) Program Registration and Eligibility; 2) Payment; 3) Appeals; 4) Reporting;                     5) Communication, Education and Outreach; and  6) State Oversight.  MaineCare developed a step-by-step process flow to identify each activity needed to meet HER program technology and operations requirements and then for each activity, identified specific tasks and technologies to accomplish the activity. 

SECTION D.  AUDIT, CONTROLS AND OVERSIGHT STRATEGIC PLAN

Maine understands and respects the importance of oversight of the HIT program.  MaineCare conducted a thorough examination of the Federal oversight requirements for Medicaid HIT programs which it used to develop its audit, controls, and oversight processes and requirements.  Maine will use a risk-based auditing approach to help ensure program integrity, prevent making improper incentive payments, monitor the program for potential fraud, waste, and abuse, and recoupment procedures.  
SECTION E.  GAP ANALYSIS AND HIT ROADMAP

Maine compared its “As-Is” current-state with the “To-Be” future-state to identify what the State needs to do to plan and implement a successful Medicaid HIT Program.  “Success” can only be met if the State makes progress towards both the EHR incentive payment effort and the long- term HIT vision. The results of the gap analysis were fed into the HIT Roadmap and the Activities sections of the SMHP. 
CONCLUSION AND APPENDICES
The SMHP concludes with a summary and appendices that supplement and provide more detail in support of the State Medicaid Health Plan.  
Section  A.  “As-IS” HIT Landscape 

This section Maine’s “As-Is” HIT Landscape which serves as a current baseline assessment of the HIT and health information exchange (HIE) activities in Maine.
 This section is divided into eight parts:
	Part 
	Summary 

	1. State Level HIT Governance
	· Provides detail on the existing structures in place to facilitate HIT/HIE

· Illustrates the role of Medicaid in the larger picture
· Details role and responsibilities of the Office of the State Coordinator (OSC) and the State HIE

	2. MITA Status
	· Summary of the State of Maine MITA SS-A

	3. DHHS HIT/HIE Technology Assets
	· Includes an inventory of existing Medicaid HIT/HIE assets

· Illustrates interoperability of Medicaid enterprise assets

	4. DHHS Organizational Assets
	· Includes an inventory of existing organizational assets

· Describes the organizations that should be assessed when developing the plan to administer and oversee the Medicaid EHR incentive payment program

	5. EHR Adoption
	· Details results of provider surveys conducted regarding intent to participate in the EHR incentive payment program and EHR usage or acquisition

	6. Parallel State Initiatives
	· Describes other activities underway by  MaineCare and DHHS with potential to influence the direction of HIT, HIE, and EHR technology adoption

	7. HIE Initiatives
	· Describes other HIE activities underway across the State

	8. Privacy and Security
	· Describes the privacy and security landscape of sharing  data



Section A. Part 1.  State Level HIT Governance_
This Part of the “As-Is” Assessment focuses on the State governance model and how the Medicaid HIT plan fits within the model.  CMS and the Office of the National Coordinator for HIT encourage State Medicaid Agencies to collaborate with statewide HIT/HIE planning efforts.   The State is currently engaged in two major HIT planning and implementation efforts – the Statewide HIT Plan; and the State Medicaid HIT Plan. A key component of the State planning efforts is to establish a governance structure that supports both of the HIT planning efforts.  

The Office of the State Coordinator (OSC) for HIT, established in 2009, is responsible for Statewide HIT/HIE planning, aligning the HIT planning efforts with the State Health Plan, ARRA Planning/Implementation, State Agency Coordination on all HIT related efforts, and financial and regulatory oversight of HIT initiatives. The governance structure of the OSC is: 1) State HIT Coordinator, 2) a 28-member Executive Steering Committee appointed by the Governor and Legislature,
 and 3) Standing Committees.  
The OSC has a contractual relationship with HealthInfoNet (HIN), the designated Statewide HIE organization which also includes Maine’s Regional Extension Center (MeREC).
  To assure appropriate collaboration between the OSC, HIN, Maine Quality Forum (a state-wide quality association) and Maine Health Data Organization (MHDO), the Director of the OSC participates on the Board of each of these organizations. Standing Committees whose members are appointed by the OSC, support the State-wide efforts and provide a direct venue for other stakeholders to advise the OSC. 

	Committee
	Committee Responsibilities

	HIT and HIE Adoption/Implementation
	Works to assure implementation and adoption issues are addressed to align HIT activities

	Privacy, Security, and Regulatory Committee
	Addresses HIT laws and regulations to overcome barriers to electronic sharing of information. 

	Consumer Committee
	Supports both the OSC and HealthInfoNet in addressing consumer safety, privacy, and security concerns. 

	Financial Accountability  and Sustainability 
	Conducts financial and sustainability planning for HIE  for a viable HIT operation in the long-term. 

	Quality and Systems Improvement Committee
	Brings together Maine’s quality and systems improvement groups to assure that HIT tools used to improve health. 

	Technical and Architectural Committee
	Addresses issues of system compatibility of various State systems and HIN. (Chaired by an OIT senior manager.) 

	Workforce Development Committee
	Plans and implements Labor and Community College effort focusing on HIT health sciences at college level. 


The Standing Committees consider the key issues relevant to HIT and HIE by functioning as work groups to support the OSC and assure that the OSC addresses a variety of interests across the State.
The diversity in representation on the HITSC brings together multiple viewpoints from a variety of stakeholder groups to ensure that all perspectives are accounted for in developing the vision and goals of HIT and HIE throughout the State of Maine.  MaineCare is represented on the OSC Health Information Technology Steering Committee (HITSC) and the HIN Board to further facilitate collaboration of effort.
When Maine began its Medicaid HIT planning process, the OSC was located in the Governor’s Office of Health Policy and Finance. In April 2011 the organizational structure of Maine’s HIT initiatives was improved through moving the OSC to a position that reports directly to the Maine DHHS Commissioner and placing MaineCare’s HIT Program with the OSC.  This framework has proven successful for the OSC efforts and it is anticipated that it will work well with the OMS HIT Program.  A more detailed discussion of the new organizational framework is discussed in the “To-Be” Section of this SMHP. 

Part 1.  Summary of State Level HIT Governance Findings

· The Statewide HIT Strategic Plan and SMHP have aligned goals such as better quality outcomes through comprehensive information, increasing access to health care via efficiencies in care delivery, and reduced administrative cost that must continue.  

· Communication and education about HIT efforts must be coordinated to ensure that consistent messages and information is being disseminated to all stakeholders. 

· The SMHP must be a component of and fit under the State-wide HIT Strategic and Operational Plan.  

Section A. Part 2.  Medicaid Information Technology Architecture (MITA)____ 

MITA is a CMS initiative that fosters integrated business and IT transformation to improve the administration of the Medicaid program. The purpose of MITA is to provide states with a process to plan technology investments and design, develop, enhance or install Medicaid information systems.  MITA is a model to assess the state’s current capabilities for measuring progress toward its desired future state. 
The objectives of HIT and the MITA initiative are similar. One of the goals of MITA, like HIT, is to develop reusable services that can be shared across multiple programs.  HIT, like MITA aims to provide a better integrated quality of care through supporting the integration of clinical and administrative data, interoperability, integration, open architecture, and coordination with partners to integrate health outcomes.
 
A2a.   MITA SS-A Approach

When the SMHP “As-Is” Assessment began in late 2009, MaineCare’s MMIS, called MeCMS, was being replaced by a new MMIS, Maine Integrated Health Management Solution (MIHMS).
  In March 2010, Maine completed a MITA State Self-Assessment (SS-A) which focused on MIHMS and MaineCare business processes to evaluate if there were any functional gaps that might affect managing the MaineCare HIT Program, which resulted in:

· A benchmark for MaineCare to assess any additional functions needed to meet outstanding Federal and State initiatives 

· A process to identify any critical functional gaps

· The feasibility of quickly implementing new initiatives based on what  the current functions can or cannot support
A2b. 
Maine’s High-level Findings--Business Assessment

Maine’s business processes were already aligned with MITA through the system design and development phase.  Maine’s MITA SS-A used the defined Business Model and Processes that encompass the Business Areas essential to the operation of a Medicaid health plan. 
The results of the MITA SS-A indicated that MaineCare did an excellent job in defining its business needs using State-specific requirements, industry best practices, and MITA-defined capabilities.  Many of the individual business process were determined to be functioning at a capability level of three (3).  This level is the highest that can be attained at this time because the Business Capability Matrix (BCM) for levels 4 and 5 has not yet been defined. However, the overall average capability maturity level of the MaineCare Enterprise was at Level  2.
 (CMS defines capability maturity Level 2 as:  "Agency focuses on cost management and improving the quality of and access to care within structures designed to manage costs [e.g., managed care, catastrophic care management, and disease management.]”)
The information in the MITA SS-A will help inform the requirements and design of the EHR Incentive Program. The business areas most likely to be affected include:
· Business Relationship Management

· Operations Management

· Program Management

· Program Integrity Management

· Provider Management

Knowing the deemed maturity levels for each of these areas will help Maine design the EHR Incentive Program. 
A2c. 
Maine’s High-level Findings – Technical Assessment

Interviews with MaineCare Technical Subject Matter Experts (SME) provided an understanding of the technical capabilities of MIHMS and helped to build the Technical Capabilities Matrix that assessed each of the technical areas:

The table below summarizes the MITA Technical Assessment including the MITA Technical Area and high level findings:

	MITA Technical Area
	High-level findings

	Business-enabling services/Decision Support
	· A workflow process is included in the MIHMS solution

· Claims Management is an example of the successful incorporation of BRM

· There is no Foreign Language support

· A Decision Support System / Data Warehouse (DSS/DW) is used

· Ad-Hoc reporting capability exists

· Data Mining is not being used in MIHMS

· Manual statistical analysis is being performed by the Muskie Institute

· There are no Neural Network Tools employed in MIHMS

	Access channels
	· Providers and Members have access to information via the web portals

· Browser and Integrate Voice Responder (IVR) are access points to the system

	Interoperability channels
	· MIHMS does not use Service Oriented Architecture (SOA); no service structuring and/or invocation of services in MIHMS 

· An Enterprise Service Bus approach is not being employed in the MIHMS 

· No orchestration and/or composition is being used in the MIHMS 

· Data exchanged with external interfaces uses MITA standards and formats

	Data management and data sharing
	· The capability exists to monitor all incoming information from all interfaces

· There are no Electronic Health Records in use at this time 

	Performance measurement
	· Performance measures are primarily systems focused

· The capability exists to generate performance dashboards but it may not be used

	Security and Privacy
	· Public Key Infrastructure is not being incorporated in MIHMS

· No authentication devices are being used in MIHMS

· A full history is being captured according to individual sign-on

· Access restriction does not go down to the data element level 

	Adaptability and extensibility
	· MIHMS uses rules engine functionality

· Coding changes may be necessary if changes are being made to the base system

· MIHMS supports XML and a number of other platforms 



Part 2.   Summary of MITA Findings 

· The goals and objectives of HIT and MITA are similar, with an emphasis on improving the quality and efficiency of health care delivery and improving population health. Results of the MITA SS-A provide information about the business processes and technical assets to use to manage, administer, and oversee the EHR Incentive Program. 


Section A. Part 3. DHHS HIT/HIE Technology Assets___
CMS directed states to evaluate current technology applications to determine how they could be used to manage, administer, and oversee the Medicaid HIT Program.  

To understand the interdependencies of the assets, the following diagram provides a high level representation of the current state of the systems which support the Medicaid business functions:
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Figure 1:  DHHS Technology Assets Schematic

The Office of Information Technology (OIT) created an applications inventory of all DHHS Systems and a detailed applications map of how each system relates to the business and what data is exchanged between applications.  The OIT/DHHS Applications Inventory and the applications map were critical documents in completing this assessment. The following categories of assets were reviewed:
· Maine Integrated Health Management Solution (MIHMS), Maine’s MMIS

· Member Management Assets (Eligibility-related Systems)

· Provider Management Assets

· Operations Management Assets

· All-Payer Claims Database and Universal Hospital Discharge Data Set

· Maine Centers for Disease Control (CDC) Assets 

· Licensing Status Program Assets

· DHHS Clinical Program Assets such as DSAT and DEEP
Within each category, Maine separated the assets by type: a. Technology assets that directly support Medicaid; or b. Technology assets that are related to Medicaid.  
The CMS Final Rule lists ten administration and oversight areas that technology assets may be used to meet CMS requirements:
  

· Verifying Eligibility

· Program Registration

· Tracking Attestations

· Payment Process

· Audit Process 

· Reporting Requirements

· Tracking Expenditures

· Appeals Process

· Provider Questions 

· Provider Communications 
There are also State HITrelated services that technology assets may be used to meet:
   

· Diagnostic Results Reporting 

· Laboratory Results 

· Consultations/Transfer of Care

· Eligibility and Claims Exchange 

· Medication Management 

· Care Coordination Management

· Quality Reporting 

· Public Health

· Consumer Empowerment/Access 

· Research 

· Provider

· Patient Identifier 

· Record Locator

· Audit Trail

· Cross-Enterprise User Authentication 

· Integration Engine (Data Transformation)

· Patient Consent Management

· Clinical Portal 
· PHI De-identification
· Terminology Service 
· Clinical Decision Support
· Advance Directives Management 
This Part summarizes the review of the assets that align with and could be used for the Medicaid HIT Program.
  Also shown are assets where the asset also aligns with and could be used for the State HIT Program.  Assets reviewed, but not being considered for use for the State HIT are in appendices.  


A3a.
 Medicaid Direct Support Assets 

1)
Maine’s Medicaid Management Information System (MMIS)

As mentioned above, the As-Is assessment is based on the new MIHMS system. As Maine gears up to accept CMS auditors to perform certification activities in the fall of 2011, it is important to protect the integrity of the stabilization process and allow all individuals who are working with the MIHMS certification process to continue that critical work without interruption.   

Maine has decided to develop, test and implement an in-house OIT technical solution for the OMS HIT Incentive Payment Program.  This decision allows Maine to leverage existing systems and develop a phased in system approach that is needed as new phases of Meaningful Use are developed. 

For illustrative purposes, MaineCare is including an assessment of MIHMS in the SMHP, yet OMS will use only the provider portal, information management, SURS, and contact manager MIHMS applications.  This will maintain the focus on stabilization of MIHMS. When Maine submits an updated SMHP and IAPD for the second year of the OMS HIT Program which begins July 1, 2012 (or as needed) the State will provide a thorough analysis of the technical solution that will be used going forward.   

MIHMS is an integrated system that supports claims processing, provider enrollment, care management, program integrity, information management, and case management. It also provides the administrative and operation system support for Maine’s health care programs including MaineCare, Maine Eye Care, Maine Rx Plus, Drugs for the Elderly, Children’s Health Insurance Program (CHIP), Adult Mental Health, Adults with Cognitive and Physical Disabilities, Children’s Health Services, Substance Abuse, and Elder Services. The diagram below depicts the functions within MIHMS.  The box that lies outside of MIHMS is Pharmacy Benefit Management which includes the pharmacy point of sale system and pharmacy claims adjudication. 
     Figure 2:  Maine’s Medicaid Management Information System
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All of the MIHMS’s applications are supported by the fiscal agent vendor’s hardware and software. MIHMS has over 80 interfaces with other systems including Automated Client Eligibility System (ACES), Enterprise Information System (EIS), Maine Automated Child Welfare Information System (MACWIS), Maine Adult Protective Services Information System (MAPSIS), AdvantageME and others. MIHMS is an enterprise application built on a Java Framework providing access to the Oracle database that supports the application.  



MIHMS Claims and Financial Management
The primary functions of MIHMS are getting and adjudicating claims; providing the data for reporting, analysis, and payment; and all activities having the necessary level of auditing and security to maintain the integrity of the process and system. 

Claims submissions can be through the Provider Portal, the EDI Gateway for switch vendors, and elements of the Reports Manager combined with a subcontracted imaging solution using Goold Health Systems (GHS) for paper claims.  All claims are available in MIHMS including pharmacy claims. Claims status can be obtained via Contact Manager, Provider Portal, and MaineCare’s Customer Service Representatives (CSR). 

The financial claim payment process (Flexi) which occurs on a scheduled basis, examines and extracts the claims in MIHMS that are ready for payment.  Payments can be generated upon DHHS request and the financial information is transferred to the State’s payment system, AdvantageME.

MIHMS Provider Enrollment Portal  

A key feature of MIHMS is the new web provider portal which allows providers to enroll as a MaineCare provider and update information, and the Direct Data Entry (DDE) where providers submit individual claims, track the status of their submitted claims, and determine what claims are in “pay” status.  If a claim contains an error, providers will be able to correct it via the Provider Portal and resubmit it to MIHMS.  The Provider Portal is built on a Java Framework providing access to the Oracle database supporting the application. 
	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Verifying Eligibility

· Program Registration

· Appeals Process

· Provider Communications

· Provider Questions
	· Eligibility and Claims Exchange

· Provider



MIHMS Information Management – Data Warehouse/Decision Support System

The Decision Support System/Data Warehouse (DSS/DSW) includes a large data warehouse and decision support application that collects and maintains data from MIHMS. The DSS/DSW delivers advanced health care analytic capability with a Medicaid-specific data model and reports. The system meets Federal MIHMS certification and DHHS requirements and all MITA standards.
The application is built on an integrated, analytically ready database that feeds data to the Executive Information System (EIS) and Decision Support System (DSS). The EIS is a Web-based interface that provides fast access to hundreds of ‘dashboard’ indicators of program performance and disseminates quick, reliable summary-level information.  It includes a comprehensive suite of built-in Medicaid reports with the ability to analyze data in a variety of ways. The summary database matches to record-level detail in the DSS. 
Within the DSS, a Decision Analyst provides flexible access to record-level detail in the data warehouse and offers customizable report templates designed specifically for health care analytics. It provides Management and Administrative Reporting System (MARS), and capabilities that support health care analysis and fraud and abuse detection and investigation. Each week the Decision Analyst function provides data from MIHMS to the user’s workstation via Internet technology on: 

· Medical claims data

· Drug data from the PBM

· Reference data

· Provider data 

· Member data

	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Reporting Requirements

· Verifying Eligibility

· Tracking Attestations
	· Quality Reporting

· Public Health

· Record Locator

· Clinical Decision Support

· Research



Program Integrity–J-SURS

Maine’s Program Integrity unit is responsible for monitoring provider and Member compliance with applicable laws.  The J-SURS system uses a statistical analysis program on claims data that is fed from the MIHMS claims system to identify potential health care fraud and abuse cases. 

	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Audit Process
	· No alignment identified at this time


MIHMS Contact Manager

The MIHMS Contact Manager system provides help desk and call tracking workflow. Authorized users can access a wide variety of reports based on a number of statistical variables. The engine behind Contact Manager provides a tool to deliver Member eligibility and claim status information via telephone. Contact Manager can also deliver call center capabilities; member pre-qualification, eligibility and registration; prior approval; claim status; intelligent call routing, agent client (call tracking, workflow initiation, and CTI screen pop); web chat; real-time contact metrics; and historical reporting. 
The Automated Voice Response System (AVRS) queries data MIHMS via Web services showing any needed data, Member pre-qualification, prior approval, provider account payment status, claim status, third-party liability, drug coverage, and  pricing. 
	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Program Registration

· Provider Communications

· Provider Questions
	· No alignment identified at this time


MIHMS Interface with AdvantageME

AdvantageME is the state financial accounting system that interfaces with MIHMS to pay claims and track financial information. The application is built on a Java Framework and provides access to the Oracle database supporting the application. 

	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Payment Process
	· No alignment identified at this time


2)
DHHS Technology Assets Related to Medicaid

All-Payer Claims Database

Maine has established the first-in-the-nation, all payers, all settings claims database. Maine law established a partnership between OnPoint Health Data, formerly The Maine Health Information Center (MHIC), an independent private organization, and the Maine Health Data Organization (MHDO), a State agency to develop data collection rules and regulations. Three types of administrative data are collected: individual eligibility data, paid medical claims, and pharmacy claims. Across all file types, encrypted and protected health information links patient specific information together. The All-Payer Claims Database includes all MaineCare claims data up to 2008; commercial payers data up to 2009; and Medicare data up to 2006.
Claims data, while powerful in its own right, does have limitations. It does not provide information about the outcome of the services provided, and often the information related to diagnoses and procedures is limited to what the carrier requires to adjudicate the claim. The advantage of Maine’s All-Payer Claims Database is the availability of data on all services across all health care settings. HIN, once fully developed, will be able to combine the State-wide claims database with the clinical information from the HIE. The integrated database will provide detailed clinical utilization data, outcome information, and cost/payment information.
 

	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Verifying Eligibility
	· Eligibility and Claims Exchange

· Care Coordination

· Quality Reporting

· Provider

· Patient Identifier

· Record Locator

· Audit Trail

· PHI De-Identification


Maine CDC Assets

Integrated Public Health Information System (IPHIS)

The Integrated Public Health Information System (IPHIS) is a tool that consolidates public health information from all Maine CDC systems to improve information flow between all of the CDC systems.  The core of the system is the National Electronic Disease Surveillance System (NEDSS) Base that provides various lab systems and data sources, and in the future, data from the immunization registry. The components are integrated with a web portal, with a proposed single sign on, and a central data repository. 
It conforms to Public Health industry standards by adopting Public Health Information Network (PHIN) interoperability standards and provides a central data repository for public health data from NEDSS Base System, various lab systems, and electronic lab reporting systems. It receives data from two commercial labs; Maine’s Health and Environmental Testing Lab (HETL); reportable diseases from HealthInfoNet; data from 15 Maine hospitals; and symptoms reported in emergency rooms for syndromic surveillance.
	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Tracking Attestations
	· Quality Reporting

· Laboratory Results

· Public Health

· Research

· PHI De-Identification


IMMPACT 2 – Immunization Information System

Maine’s web-based Immunization Information System is a tool to ensure effective public health strategies through the use of secure, accurate, and accessible information. The registry promotes client and vaccination management functions for a majority of pediatric providers Statewide and serves as a resource application for MaineCare.  IMMPACT2 tracks and reports provider vaccination administration, vaccine inventories, and child Bright Futures preventive health visits; provides health tracking and quality assurance tools for clinician use; and provides internet access to current immunization trends, standards, and health information. IMMPACT2 contains detailed immunization records for over half of the children in Maine. These records are electronic, portable, and patient-centric.
	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Tracking Attestations
	· Quality Reporting

· Diagnostic Results Reporting

· Public Health

· Research

· Provider

· Record Locator

· Clinical Portal

· Clinical Decision Support

· PHI De-Identification





Automated Survey Processing Environment (ASPEN)

The Automated Survey Processing Environment (ASPEN) Central Office is a Windows based program that enables State agencies to implement information-based certification and oversight of the health care providers under their supervision. 
	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Program Registration
	· Provider



Part 3.  Summary of DHHS HIT/HIE Technology Assets Findings
· The All-Payer All-Claims database is a valuable tool for verifying eligibility of providers for the EHR Incentive Program.  The Database collects health care claims from all payers across the State and could be used to verify patient volume. The database does not include the uninsured which must be measured for the federally Qualified Health Clinics (FQHC), yet the FQHC federal reports do include that information.  

· Maine’s CDC has technology assets that collect clinical information to improve population health, provide data for research efforts, enable quality reporting, and facilitate the coordination of care.  Many of these systems could be used to track attestations of Meaningful Use.  Some of the assets are “stand-alone” applications that do not interface or are not integrated with other application and systems.  This is a potential gap in facilitating the State-wide exchange of information.  
· The State has a wealth of systems that may support the OMS HIT Incentive Payment Program and which will be considered as Maine moves into later phases of the HIT Program. 

_____
Section A. Part 4.  DHHS HIT/HIE Organizational Assets_____

Similar to the way that technology assets were assessed, Maine evaluated the organizational assets from the perspective of current roles and potential alignment with the Medicaid HIT Program. 



A4a.
Office of MaineCare Services

The Office of MaineCare Services (OMS) administers Maine’s Medicaid Program (MaineCare), Maine Eye Care, Maine Rx Plus, and Drugs for the Elderly and Disabled. As a result, OMS has an existing organizational structure that supports key business processes to administer and operate the EHR Incentive Program:


1) 
OMS Administration Division 

Administration oversees and manages MaineCare operations and staff development.  It also includes the Payment Error Rate Measurement Program (PERM) unit which conducts an audit of eligibility and claims on a three-year cycle as mandated by CMS.  

	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Reporting Requirements
	· No alignment identified at this time



2)
OMS Claims Division 

Claims Division manages claim submission and processing, including manual review of complex claims and quality assurance.  The fiscal agent, Molina, performs claims processing, payment and reporting functions.  As mentioned earlier in this SMHP,  Maine is in the stabilization phase of its MIHMS system implementation and will be using an in-house OIT solution for the MaineCare HIT Incentive Payment Program.  Yet it is worthy to note the alignments in case Maine does decide to operate its HIT Incentive Payment Program using other applications of the MIHMS system in the future.  (Maine would include any consideration of changes to the in-house OIT solution in an SMHP or IAPD update.)  

	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Verifying Eligibility

· Program Registration

· Payment Process

· Tracking Expenditures

· Audit Process

· Appeals Process

· Reporting Requirements
	· No alignment identified at this time





3)
OMS Customer Services Division

Customer Services interacts with MaineCare’s medical and community providers to process provider enrollments, provide information and training, and  answer questions related to policy, billing, claims status, and other payment issues. This fiscal agent supports this function through help desk and call tracking workflow, and an Automated Voice Response System (AVRS).
	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Tracking Attestations

· Provider Communication

· Provider Questions

· Program Registration
	· No alignment identified at this time




4)
OMS Health Care Management Division 

Health Care Management oversees and manages services provided to MaineCare Members including the MaineCare Pharmacy program; prior authorizations; and care management. A fiscal agent supports this function by processing pharmaceutical rebates. 
This division also oversees Maine’s Primary Care Case Management and Patient Centered Medical Home initiatives which are performance based incentive programs that use HEDIS-Based measures for emergency room diversion, and quality and performance indicators from claims data to provide additional payments to providers who meet higher-quality standards.  Integrating various data into the HIE dataset could provide significant value to the State, health systems, and decision-makers. 

	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Tracking Attestations

· Reporting Requirements

· Provider Communication

· Provider Questions
	· Changes in contract with providers




5)
OMS Policy Division 

Policy promulgates rules for MaineCare, oversees State Plan Amendments, and coordinates legislative activities. 

	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Tracking Attestations

· Reporting Requirements
	· Audit Trail

· Patient Consent Management 




6)
Third Party Liability Division 

Third Party Liability (TPL) coordinates the avoidance of MaineCare costs through paying private insurance premiums when cost-effective, a COBRA-like insurance  for some children, and estate recovery.  The fiscal agent supports this function by hosting a database that contains information related to other insurance coverage available to MaineCare Members.
	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Audit Process
	· No alignment identified at this time


   
A4b.
 DHHS Divisions supporting MaineCare


1)
Division of Licensing and Regulatory Services

Licensing and Regulatory Services is responsible for all human services licensing and certification activities for Maine, except for Foster Care Licensing at the Office of Child and Family Services (OCFS) and certain public health licensing functions at the Maine Center for Disease Control and Prevention (MCDC).  The Division oversees Departmental responsibility for Continuing Care Retirement Communities, the Hospital Cooperation Act, Certificate of Need, Maine C.N.A. Registry, Charity Care Guidelines, and workforce initiatives, including the Maine C.N.A. Registry, Registration of PCA Agencies and training programs for Certified Residential Medication Aids and Personal Support Specialists.
	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Tracking Attestations

· Audit Process
	· No alignment identified at this time



2)
Financial Management Services

Finance is responsible primarily for management, tracking and reporting of the MaineCare budget. With direct oversight of MaineCare fiscal management systems, resources from Finance are key to planning efforts for developing processes for providers requesting EHR incentive payments, paying EHR incentive payments, auditing, CMS reporting requirements, and Federal funds for HIT administration.
	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Payment Process

· Tracking Expenditures
	· No alignment identified at this time



3)
Audit Division 

Audit is part of the Financial Management Services and is comprised of five units:
· MaineCare Audit – conducts cost settlement reviews on MaineCare providers receiving reimbursement on a cost basis such as Nursing Facilities, Hospitals, Residential Care Facilities, Private Non-Medical Institutions and Intermediate Care Facilities for the Mentally Retarded (ICF/MR); 

· Social Service Audit– conducts desk reviews on A-133 audits submitted by community agencies as well as close-out reviews on all Department contracts to sub-recipients; 

· Internal Audit – oversees all auditing of DHHS conducted by external agencies, assures corrective action plans are implemented and meeting their objective and conducts specialized audits as needed; 

· Program Integrity – oversees payments under MaineCare for non-cost settled programs, conducts post payment reviews to prevent/limit fraud abuse and waste and to recoup funds when appropriate; and  
· Rate Setting – sets reimbursement levels and oversees all rate setting activities. 
	Alignment with Plan to Administer and Conduct Oversight
	Potential Alignment with State HIE

	· Audit Process

· Appeals Process
	· No alignment identified at this time




A4c.
Other DHHS Program Offices


1)
Office of Adult Mental Health Services
This Office oversees programs for Maine adults with mental health needs, including community services, hospital services, and consumer-directed services to eligible adults and members. 

2)
Office of Adults with Cognitive and Physical Disability Services

This Office oversees programs for Maine adults with mental retardation or autism and  adult developmental services, brain injury services, and physical disability services.


3)
Office of Child and Family Services

This Office oversees programs for eligible children including behavioral health programs, child welfare services, and early childhood programs. 


4)
Office of Elder Services

This Office oversees three program areas: Elder Services Community Programs, Long-Term Care Services and Supports, and Adult Protective Services. Some of the services funded by MaineCare include Adult Day Health Services, Adult Family Care Homes, Home and Community-Based Waiver Services, Home Health Services, Home-Based Care, Hospice Services, Nursing Facilities, Private Duty Nursing/Personal Care Services, and Residential Care Services.
5)
Office of Integrated Access and Support

This Office determines eligibility for all entitlement programs, collects child support, and assists with disability determination.  Programs provided through OIAS include TANF, Parents as Scholars, Transitional Programs, and the Food Supplement Program.
6) Office of Substance Abuse

This Office oversees substance abuse prevention, intervention, education and treatment.


7)
Maine Center for Disease Control and Prevention (Maine CDC)

CDC is Maine’s public health agency that monitors the health status of the population, and addresses emerging health concerns. The Maine CDC oversees the development of the State Health Plan which establishes priorities for a two-year period of time for public health, as well as the health care community. CDC is organized as follows: 

· The Offices of Minority Health and Local Public Health work with other State agencies and communities on cross-cutting and system issues related to minority health, local public health and public health system accreditation.
· The Chronic Disease Division tracks, prevents and reduces the impact of major chronic diseases using an ecological approach that considers individuals within the social, organizational, and environmental contexts in which they live. Programs include: the Partnership for a TobaccoFree Maine, Healthy Maine Partnerships, Comprehensive Cancer (includes the Cancer Registry), Physical Activity and Nutrition, Diabetes, Breast and Cervical Health, Oral Health, Cardiovascular Disease, and Coordinated School Health.
· Environmental Public Health protects people from environmental hazards through public health strategies such as Safe Drinking Water, Health Inspection, Environmental and Occupational Health, Wastewater, and Radiation Control. 
·  Family Health uses population-based public health strategies to address the health of certain segments of the population. Programs include: Public Health Nursing; Early and Periodic Screening, Diagnostic and Testing Services; Injury Prevention; WIC; Genetics and Newborn Screening; Women’s Health; and Teen and Young Adult Health. 
· Infectious Disease focuses on preventing and controlling infectious diseases. Programs include: Immunization; Epidemiology; and HIV, STD, and Viral Hepatitis.
·  Public Health Systems provide some of the cross-cutting and foundational public health functions. Programs include: Health and Environmental Testing Laboratory, Vital Records and Vital Statistics, Public Health Emergency Preparedness and Public Health Informatics.


8)
Office of Quality Improvement Services

The services and functions of the Office of Quality Improvement Services (OQI) support and enhance the quality and integrity of services provided to the people DHHS serves.  OQI emphasizes consumer and family involvement, building strong relationships with internal and external stakeholders, and the use of outcome measurements to guide policy and decision-making. 
9)
Office of Information Technology
The Office of Information Technology (OIT), within the Department of Administrative and Financial Services, is responsible for the delivery of safe, secure and high performing networks and systems to State agencies for daily performance of their missions.. OIT plays a key role in supporting MaineCare and DHHS programs by providing and supporting systems that enable programs to meet the needs of their Members and clients.


10)
Quality and Health Information Organization Assets

Given Maine’s long history of using quality data to inform policy on the public side and as a basis for incenting quality and safety from both public and private perspectives, there is significant potential to leverage existing quality reports along with others to build more comprehensive views of the health care system and of provider performance. 


A4d.   External Organizations 


1)
OnPoint Health Data

HealthInfoNet and the Office of the State Coordinator (OSC) are reviewing partnership options with OnPoint Health Data (formerly the Maine Health Information Center) to develop and produce quality and “Meaningful Use” reporting for participating providers. Though the decision to partner with OnPoint has not yet been formalized, as HIN moves into data access and use, it will be helpful to have a well-known and trusted partner like OnPoint to develop this area of quality reporting. OnPoint staff members have worked with a wide range of health care data and they program, report, and analyze data on virtually all NCQA HEDIS measures that can be reasonably estimated from administrative claims data without medical chart review. Among the HIT Standards Committee (NQF) endorsed measures, OnPoint has programmed and reported on the relevant denominator populations and in some cases numerators using administrative data. For non-NCQA HEDIS quality measures, the OnPoint staff has worked on many other projects that include measures closely related to those in the HIT Standards Committee (NQF) list. The regional CMS contractor, Masspro, selected OnPoint to implement and analyze the results of the Doctors Office Quality Information Technology (DOQ-IT) Survey, an early effort at profiling physician practice against nationally recognized standards. OnPoint has a longstanding relationship with Maine hospitals and clinicians.

2)
Maine Quality Forum

In 2003 the Maine Quality Forum (MQF) was created to provide consumers with a reliable resource for information about health maintenance, health care, and quality of health care services and health information. MQF’s mission is to advocate for high quality health care and help each Maine citizen make informed health care choices. MQF has been charged with collecting research, promoting best practices, collection and publishing of comparative quality data, promoting electronic technology, promoting healthy lifestyles, and reporting to consumers and the Legislature. MQF collects data through another state agency, the Maine Health Data Organization and its Data Processing Center, which is described below. MQF uses data to inform state policy and for legislative studies, such as hospital associated infections. MQF through MHDO analyzes and publicly reports performance of hospitals on CMS core measures, care transition measures, and geographical variation.


3)
Maine Health Data Organization

The Maine Health Data Organization (MHDO) maintains the State’s health care databases. Maine requires all commercial and public payers of health care to submit 100% of claims to MHDO for the All –Payer Claims database. MHDO receives data from Maine hospitals through their inpatient and outpatient discharge databases. MHDO also analyzes cost data and publishes a cost-calculator for consumers to use to inform their choice of health care services. 
4)
Maine Health Management Coalition

The Maine Health Management Coalition (MHMC), a business coalition focused on public reporting efforts, was formed to improve health care safety and quality issues. The Coalition has over fifty member organizations, representing the largest employers in Maine. MHMC publicly posts performance data on health care providers including hospitals. These data are shown in a comparative form to assist the public in making health care choices based on quality. Employers also use the data for provider tiering.   MaineCare also has a performance based incentive program based on HEDIS-based measures for targeted conditions such as chronic diseases in reports generated from claims data.  


Part 4. Summary of DHHS Organizational Assets

As with the systems assets, the State has valuable organizational assets that may be used to serve the OMS HIT vision and Incentive Payment Program.  Maine has worked hard on coordination of programs and offices which needs to continue to have a successful HIT program.  The recent placement of the OSC and OMS HIT Programs together with the Director of the OSC reporting to the DHHS Commissioner will add much value to the HIT Programs. 


Section A. Part 5.  Maine EHR Adoption__  
In the Spring of 2010 MaineCare  and the OSC commissioned a survey of providers, with a particular emphasis on professionals who were listed in the CMS regulations as meeting the definition of an “eligible professional,” dental practices, and hospitals.  Researchers from the Muskie School, Cutler Institute for Health and Social Policy at the University of Southern Maine performed the survey. 
  

It is important to note that the “As-Is” survey and analysis were performed for the initial SMHP draft that was submitted to CMS in October 2010.  This final SMHP, having had the benefit of two rounds of comments from CMS and ONC, reflects the “As-Is” from 2010 with updates that reflect newer CMS rules, federal law, guidance documents and activities performed by the State during the planning process.  

The results of the survey function as a baseline assessment and will be used to set goals for EHR adoption through 2016, create the State’s plan for the administration and oversight of the EHR Incentive Program, and assist the Regional Extension Center (MeREC) in targeting their efforts to educate providers on EHR technology. 

Questions in the HIT Provider and Hospital surveys focused on eleven survey domains:

· EHR Adoption and Capabilities

· EHR Systems

· Decision Support Tools

· Electronic Practice Management System

· Information Exchange

· Meaningful Use

· Medical Records

· Patient Specific Information 

· Privacy and Security 

· Quality Improvement Functions

· Telemedicine

A5a.
Survey of Maine Providers on EHR Use 
As the data depicts in Figure 4, a higher proportion of acute care hospitals have adopted HIT than practice (including eligible professional) sites. Of the acute, short-term hospitals responding to the survey, 80 percent reported that they had implemented EHR systems in all or most of their departments or areas.  About half (49 percent) of the practice sites that responded to the survey indicated that they had either partially or fully implemented EHRs in their practice.  
Figure 3:  EHR Adoption Rates for Acute Care Hospitals, Medical Practices (Including Eligible Professionals) and Dental Practice Sites
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The use of HIT in dental practices typically varies substantially from HIT in acute hospitals and medical practices (including eligible professionals) in that they do not refer to HIT systems as EHRs.  Rather, they may use Practice Management Systems (PMS) that may computerize a number of billing or administrative processes and sometimes clinical information, or Electronic Dental Records (EDR), which focus on patient records.  Of these types of systems, 49 percent of dental practice sites reported full implementation of a PMS/EDR system and another 19 percent reported partial implementation.  

The data indicate, however, that acute care hospitals and Medical practices (including eligible providers) practices, while not generally well-positioned at this time to meet Meaningful Use criteria of HIT, are better prepared than dental practice sites.  On the whole, the status of dental practices’ software and quality reporting efforts have not evolved to the extent of acute care hospitals or Medical practices (including eligible providers) practices. 



A5b.
Medical Practices (Including Eligible Professionals) Survey

This medical practice survey was administered at the practice level and included “Eligible Professionals”: physicians, certified nurse-midwives, nurse practitioners, and physician assistants practicing in an FQHC or RHC led by a physician assistant.  The dental practice survey captures data on dentists which would be EPs for the Medicaid EHR Incentive Program.  Of the 1,166 practice sites that were sent the survey, 525 (45%) Medical practices completed the survey. 

Excluded from the analysis in the “As-Is” Assessment are respondent practices that indicated that they provide more than 90 percent of their services in a hospital setting. Of the 407 remaining practices, practices were fairly evenly distributed among six organizational types, with approximately 52 percent being primary care practices. 

Figure 4:  Medical Practices (Including Eligible Professionals) – Responses by Practice Type

[image: image5.emf]Solo primary care practice

15%

Solo specialty care practice

18%

Primary care group or partnership

21%

Single specialty group or 

partnership

19%

Multi-specialty group or 

partnership 

11%

Community Health Center (FQHC, 

FQHC Look Alike, RHC)

16%





1)
Medical Practice EHR Adoption

Among the 407 practices responding, almost half or 47 percent have not adopted or implemented an EHR.  Another 4 percent have purchased or begun installation of an EHR, but are not yet using it.  Six percent of the practices have an EHR installed and are using it in some areas of their practice, and 43 percent reported having an EHR installed and in use in all or nearly all areas of their practice (see Figure 6).

Figure 5: Medical Practices (Including Eligible Professionals) – HER

                                              Adoption  Rates
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EHR ADOPTION

AMBULATORY PRACTICES


EHR adoption varies greatly by Medical practices (including eligible providers) practice size and type throughout the State. Figure 4 shows, 66 percent of 96 large practices have adopted and implemented EHR technology in their practice.  Fifty-eight percent of 120 medium size practices have adopted and implemented EHR technology; but  only 32 percent of 180 small practices have adopted and implemented EHR technology in their practice.  These data show that providers in small practices, which happens to be the largest group by number of providers, may need the greatest assistance and focus in adoption HIT and EHR technology.

Figure 6: Medical Practices (Including Eligible Professionals) – EHR Adoption by Practice Size

	Number of total practices 
	Percent that have EHR 
	Size of Practice

	96
	61%
	6 or more providers 

	120
	50%
	3 to 5 providers 

	180
	27%
	1 to 2 providers 


As shown above, EHR adoption varies by medical practices (including eligible professionals)   type. Figure 8 shows that 38% percent of 188 specialty practices have adopted and implemented EHR technology in their practice.  This includes multi-specialty groups which may include primary care providers. Sixty percent (60%) of 209 primary care practices have adopted and implemented EHR technology in their practice. These additional data inform MaineCare that providers in specialty and multi-specialty practices are less likely to have adopted or implemented EHR technology.  
Figure 7: Medical Practices (Including Eligible Professionals)  – EHR Adoption by Practice Type
	Number of total practices 
	Percent that have EHR 

	190 Specialty
	31%

	215 Primary Care 
	52%


Almost 70% of the respondent practices with EHR systems reported completing installation of their current EHR in 2008 or earlier. Another 26% completed installation in 2009 or 2010.  Six percent (6%) are in the process of installing their EHR system. 
Of the practice sites that reported having an EHR, 198 reported using a broad range of EHR systems certified by the Certification Commission for Health Information Technology (CCHIT). The CCHIT-certified EHR systems in use include Allscripts, EpicCare, GE Centricity, NextGen, and eClinicalWorks. A small percentage of practices reported using EHR systems that were not CCHIT certified.  However, more than three-quarters of the practices reported having the capacity to perform tasks required under Meaningful Use. The table below displays the certified EHR systems in use grouped by vendor. 

	Medical Practices (Including Eligible Professionals) – Certified EHR Technology Solutions used 

	Allscripts
	12%

	AmazingCharts
	3%

	EpicCare
	10%

	GE Centricity
	26%

	HealthPort
	4%

	McKesson
	2%

	NextGen
	10%

	eClinicalWorks
	7%

	Other  
	33%


Of the practices with EHRs, nearly 90% of clinical staff and providers use the EHR system routinely, and 67% of respondent practices with an EHR reported that that they do not maintain paper charts.  
Practices reported using their EHR systems for a variety of purposes such as order entry, decision support, and other purposes.  Of the practices with EHR systems, 82%  reported having and using a computerized provider order entry (CPOE) system by some or all providers, another 5% reported that their EHR has this capacity, but that it is not in use at this time.  Thirteen percent (13%) of the practices with EHRs reported that they did not have or did not know whether they have a CPOE.
Practices also reported using their EHR systems’ clinical decision support tools during a patient encounter.  As shown below, of about 200 practices with EHRs, a majority or near majority reported using the EHR routinely for a number of clinical decision supports during a patient encounter.  
	Medical Practices (Including Eligible Professionals) - Electronic Clinical Decision Making Support Tools Accessed Routinely During Patient Encounters

	Medication guide alerts
	75%

	Chronic care plan
	55%

	Identification of patient-specific or condition-specific reminders
	52%

	Identification of preventive services due
	50%

	Use of clinical guidelines based on patient problem list, gender, age
	48%

	Automated reminders for missing labs and tests
	25%

	High tech diagnostic imaging decision support tools  
	15%


Of the 210 Medical practices (including eligible providers) practice sites that have not adopted or implemented EHR technology, 70% plan to adopt and implement EHR technology in the next five years:

	Medical Practices (Including Eligible Professionals) – Plan to adopt and implement EHR technology

	Will implement within 1 year
	17%

	Plan to implement in 1 – 3 years
	40%

	Plan to implement in 4 – 5 years
	13%

	No plans to implement in 1 – 5 years
	30%


Based on these data, 63 Medical practices (including eligible providers) practice sites without an EHR have no plans to adopt or implement EHR technology within the next five years.  

Medical practices (including eligible providers) practices that currently do not have EHR technology identified  that the primary barrier was the cost to acquire EHR technology; second was cost to maintain EHR technology; and the third was a mix of return on investment concerns and internal knowledge/technical resources barriers.
  
2)  Medical Practices’ Intent to Apply for Incentives 

Of the total responses, 36% of the practice sites anticipate that there will be eligible professionals from their practices applying for either the Medicaid or the Medicare incentive payments.  Another 7% anticipate that all of the professionals in their practice who meet EP status will apply for the Medicaid EHR Incentive Program and another 9% anticipate that all of the eligible professionals in their practice will apply for the Medicare EHR Incentive Program.  Thirty-four percent (34%) of the practice sites indicated that they are not sure whether they will apply for an incentive payment and 13% that they were not anticipating applying for either of the incentive payment programs. Because the survey was distributed at the practice site level rather than the provider level, some practices will have providers choosing to participate in either the Medicaid or Medicare incentive payment program.  It is important to note that this survey was performed in mid-2010 and the State has learned much since that time.  

Over 200,000 MaineCare Members participate in the PCCM program.  Maine identified 355 Non-FQHC PCCM sites from the provider enrollment system. Using CMS estimates and applying Maine-specific numbers, the survey results indicate that approximately 70 Non-FQHC PCCM sites would apply for the Medicaid HIT Incentive Payment Program.

Maine has 18 corporate FQHCs, all of which were included in the survey.  Since the time the survey was conducted in early 2010 using 2009, FQHCs have reported that with more current 2010 data, all FQHCs qualify.  According to the Medical Practices (Including Eligible Professionals), 70% percent of the centers indicate they are planning to apply for the Medicaid EHR Incentive Payment Program. This would result in a final estimate of 250+ eligible professionals from FQHCs.   
The Medical Practices (Including Eligible Professionals) Survey indicated that 26 percent of specialty providers intended to apply for the Medicaid EHR Incentive Program for an estimate of 14 providers.  

Providers with over 90% of services in the hospital were excluded
.
It is important to note that there are likely to be many more eligible professionals once the most current claims and other data are analyzed.  Also, this survey was done in Spring 2010 before the Final Rule and subsequent legislation passed.  In summer of 2010, which was when the survey results were tabulated, Maine would have predicted that about 300 providers would be “eligible professionals” who meet the Medicaid patient volume.  Since that time, legislation about the hospital-based professional, changes to the application process, such as the proxy amount for the cost of EHRs, and further discussions with provider associations, lead Maine to believe that the 300 estimate needs to be raised as high as 1,000 to 1,200 EPs.  The IAPD has been developed to take into consideration the higher number of potential EPs.  

A5c.
Acute Care Hospitals Survey

Based on the lists provided from Maine’s MMIS and other resources, all of the 36 potentially eligible hospitals were sent the Acute Care Hospital Survey.  Thirty hospitals, or 79% of all potentially eligible hospitals responded. 
 

1)
Acute Care Hospitals EHR Adoption

Eighty percent of the respondent hospitals reported having an EHR installed in more than 90 percent of the hospital’s areas or departments.  Another 17 percent reported having an EHR installed and in use for some areas or departments.  Three percent, or one hospital, reported not having EHR technology.
  

Figure 8: Acute Care Hospitals – EHR Adoption

[image: image7.wmf]3%

0%

17%

80%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Do not have

Purchased/begun installation

Installed and in use in some areas

Installed in all (more than 90%) 

areas

EHR ADOPTION

ACUTE CARE HOSPITALS


Of the hospitals with an EHR, 80 percent of the responding hospitals reported implementation in 2006 or earlier.  The remainder implemented their EHR between 2007 and 2009.   

The 29 hospitals that have an EHR reported using Meditech, Cerner, Eclipsys, McKesson, and other systems for their primary inpatient EHR. Hospitals also reported using GE, Allscripts, Meditech, Cerner, Epic, eClinicalworks, McKesson, Sage and other systems for their primary outpatient EHR. Sixty-two percent of hospitals describe their EHR system as a product primarily from one vendor while 38 percent describe their EHR system as a mix of products from different vendors. When asked if they are planning for any EHR system changes within the next 18 months, 60 percent of hospitals responded that they are planning to add significant functions to their EHR systems. Ten percent of hospitals replied that no major changes are planned. Table 6 below displays the certified EHR systems in use grouped by vendor for inpatient EHR systems, and the table below shows the certified EHR systems in use grouped by vendor for outpatient EHR systems. 
	Acute Care Hospitals – Certified EHR Technology Solutions used for primary inpatient EHR system

	Cerner
	28%

	Eclipsys
	14%

	McKesson
	3%

	Meditech
	31%

	Other
	24%

	Acute Care Hospitals – Certified EHR Technology Solutions used for primary outpatient EHR system

	Allscripts
	17%

	Cerner
	10%

	Epic
	3%

	eClinicalworks
	3%

	GE
	21%

	McKesson
	3%

	Meditech
	17%

	Sage
	3%

	Other
	17%


Nearly all of the hospitals reported that a majority of clinical staff use the EHR routinely with 66 percent reporting over 90 percent, and 28 percent reporting between 51 and 90 percent. Nearly three-quarters of the hospitals reported that a majority of providers use the EHR system routinely.  Another 14 percent reported that between 25 and 50 percent of providers use the EHR system routinely and another 14 percent reported that fewer than 25 percent of all providers use the EHR system routinely.  One of the hospitals reported no longer using paper charts; 34 percent reported that they maintain paper charts, but that the EHR is the most accurate, complete source of patient information; 59 percent use a mix of paper and electronic information; and one hospital primarily uses paper charts, but maintains electronic records for some clinical information.

Only one hospital responded that they have not adopted or implemented EHR technology. This hospital did respond that they intend to adopt and implement an EHR system in the next one to three years.  This hospital indicated that the cost to acquire EHR technology, cost to maintain EHR technology, and internal knowledge/technical resources were barriers to implementation.   


2)
Intent to Apply for Incentives Among Acute Care Hospitals

Forty percent of the responding hospitals indicated that they planned to apply for the Medicaid EHR Incentive Program in 2011 and another 40 percent indicated that they will apply in 2012.  Four percent of the responding hospitals indicated that they intended to apply in 2013. Sixteen percent were unsure of when they would apply for the Medicaid EHR Incentive Program.

Of the responding hospitals, 86% indicated that they intend to apply for both the Medicaid and Medicare EHR Incentive Payments.  Another 10% indicated that they intend to apply for the Medicare Program and 3% (1 hospital) reported uncertainty.  Sixty-nine percent had done the calculation to determine the expected amount of the hospital’s incentive payment and another 14 percent had not yet done the calculation, but are planning to do so.  Seventeen percent have not done the calculation.  

At the time of analysis, of the 36 Maine hospitals, 33 met the 10% MaineCare volume threshold just using the inpatient discharge days (not adding in the ER visits) with 23 of these indicating an intent to apply for the EHR Incentive Payment Program. Since the dates the survey was administered, Maine further understands that hospitals may add the ER encounters to the inpatient encounters in the numerator and denominator to determine whether the hospital meets the 10% Medicaid patient threshold.  The State believes that all of Maine’s 36 potentially eligible hospitals (using the CMS definition) will meet the 10% Medicaid patient threshold requirement of eligibility.  

Of the 20 general acute care hospitals that meet the 10% Medicaid volume threshold, 13 indicated they planned to apply for both Medicare and Medicaid Incentive Programs; 2 to Medicare only; one was not sure; and four did not respond to that question.

Of the 13 critical access hospitals that meet the 10% Medicaid volume threshold using the inpatient discharge data, all but one indicated their intent to apply for the Medicare and Medicaid EHR Incentive Programs.  
In sum, it appears that almost all, if not all, of Maine’s hospitals will meet the 10% eligibility thresholds and the challenge for the State is to get them to apply. 

A5d.
Dental Practice Survey

The survey went to all of the 220 dental practice sites that serve MaineCare Members, with a response rate of 72, or 33 percent.  Approximately 47% of the respondents practice general dentistry in solo practices, 11% specialty dentistry in solo practice, 17% community dental clinics, 16% general dentistry in group practice, and 9% specialty dentistry in group practice.
 Nearly 60% of the practice sites have only one dentist working at the practice site.  Another 22% have two dentists working at the practice site.

1)
Dental Practice EHR Adoption

Dental practice HIT terminology differs from other EP terminology.  Rather than using Electronic Health Records, dental practices use Practice Management Systems (PMS) or Electronic Dental Records (EDR).  Of the practices responding over 70% have adopted or purchased a PMS/EDR.  Almost 50% have a PMS/EDR installed in all areas of their practice.  Another 19% use a PMS/EDR for some of their practice staff and providers and another 3% have purchased/begun installation, but are not yet using such a system. However, 29% indicated that they do not have a PMS/EDR in use at all.
 
Figure 9: Dental Practices – PMS/EDR Adoption 
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Seventy-three percent of the respondent dental practices with PMS/EDR systems reported installing their system in 2005 or earlier. Another 6 percent completed installation in 2006, 2007, 2008, and 2009 respectively. Two percent of respondent practices completed installation in 2010.
Of the dental practices that reported having a PMS or EDR system, approximately one-third use Dentrix and another third use EagleSoft.  Other PMS and EDR systems in use by dentists include Practice Works, SoftDent, ACE, Dentech, and Meditech. The table  below displays the PMS/EDR systems in use grouped by vendor. 
	 Medical practices (including eligible providers) Practices – Certified EHR Technology Solutions used 

	Dentrix
	22%

	Practice Works
	8%

	SoftDent
	1%

	EagleSoft
	19%

	Other
	49%


Dental practice respondents with a PMS/EDR system were asked to report on their practice’s use of paper charts for patient information tracking. Twenty percent reported that their practice is entirely paperless, 24 percent reported that they maintain paper charts but the PMS/EDR is the most complete source of patient information, 20 percent reported that some patient data is documented in paper charts and some is documented in the PMS/EDR, and 35 percent reported that paper charts are primarily used with some clinical information in the electronic record. 
Two-thirds of the dentists reported using a PMS/EDR in their practice.  Of these respondents, 76 percent reported that most or all clinical staff and providers routinely use the PMS/EDR.  These systems were being used for several clinical purposes displayed below:  
	 Dental Practices – PMS/EDR Functionality Used

	Tracking chief complaint
	62%

	Medical history
	61%

	Dental history
	74%

	Tracking progress notes
	61%

	Maintaining problem lists/diagnoses
	54%

	Maintaining treatment plans
	83%

	Completed treatment 
	92%

	Oral health status
	68%

	Storing radiographs
	74%

	Extraoral images
	73%

	Intraoral images
	74%

	Scheduling appointments
	100%


Half of the practice site respondents indicated that patient-related information is accessed on the computer, “chair side” or in the operatory. Half of the practice site respondents also indicated that information is accessed elsewhere in the dental office.  

Approximately one-third, 23 practice sites, do not have or use PMS/EDR technology. Of these, 77%, or 17 practice sites, have no plans to implement a PMS/EDR in the next five years. The most frequent barriers to EHR adoption cited include cost to acquire the technology, cost to maintain the technology, and return on investment. 




2)
Intent to Apply for Incentives Among Dental Practices

Medicaid claims data was used to determine the number of Members, visits, charges and payments with each servicing provider and site. Claims for services in calendar year 2009 and reimbursement of these claims were analyzed.  Claims were aggregated to the servicing provider noted on the claim.  MaineCare covers dental services for members under the age of 21.  CMS does not provide guidance on calculating patient volume for selected members.   High and low patient volumes are based on average patient panel size of 2,300
  and a reduced panel of 529 to estimate the number of children
.    The State used the CMS estimate to ascertain the expected use.
 
Claims data identified 310 dental servicing providers
 with services provided to 66,033 MaineCare members with total costs of $28 million dollars.  The most conservative estimate, for the total panel, is 19 providers, while the more liberal for the children panel estimates 47 providers.

_____ Section A.  Part 6.  Parallel Initiatives____

In addition to current system assets, DHHS has several initiatives currently underway that will likely influence the direction of HIT, HIE, and EHR technology adoption. Ongoing and currently planned initiatives will be leveraged to coordinate activities and create a unified approach for the advancement of health information exchange in Maine.  


A6a.
Pharmacy Benefit Management

The Pharmacy Benefit Management (PBM) program is a pharmacy benefit program for MaineCare members. The point of purchase application for pharmacy providers will soon be replaced.  MaineCare has released a Request for Proposal (RFP) for a new Pharmacy Benefit Management program application.  The new system will be implemented by July 2011. Goold Health Systems is the current vendor managing the application. The anticipated capabilities of the new PBM application include:
· Maintain interfaces with POS system and reporting applications

· Provides real-time access to both beneficiary and provider eligibility

· Supports online real-time summary information including number and type of providers, beneficiaries, and services

· Available 24 hours a day, 7 days a week, 365 days a year

· Prior Authorization must be compliant with Federal and State regulations

· E-prescribing solution that would work with Prior Authorizations and Point Of Sale (POS)

· Fully automated PRO-DUR system that meets Federal DUR regulations

· Fully functional RETRO-DUR system that meets Federal DUR regulations

· Implementation of Medication Therapy Management Program

· Transmit adjudicated claims to the Data Hub for the MMIS system

· Pharmacy help desk available to providers for clinical and technical support


A6b.
CHIPRA


Maine and Vermont are among 10 state teams that were recently awarded demonstration grants to enhance the quality of care delivered to children in their states and inform best practices for the nation.  The grant will allow the states of Maine and Vermont to test, develop, and expand the use of evidence-based child performance measures to include child behavioral health measures. 
In addition, the states will be able to expand their information technology systems so that they can improve the exchange of child health data and expedite service provisions to children in foster care.  They will also test and evaluate a pediatric medical home model for other states, particularly non-demonstration states, to expand child health improvement efforts.  In addition to the core set, Maine plans to consider the feasibility of other data collection and measure reporting.  Maine plans to conduct an environmental scan of all child behavioral health outcome measures being used by mental health providers and explore the feasibility of testing and integrating these measures into broader pediatric practice level reports.
A key element of this planning is to ensure that Federal and State resources are fully maximized and complementary, not duplicative or redundant. With the award of the CHIPRA Category B grant, CHIPRA funded HIT resources will also be included in Maine’s comprehensive HIT planning and reflected in the State Medicaid HIT Plan. 
An example of the complementary use of funds to accomplish those goals would be the utilization of the Medicaid ARRA Section 4201 provider incentive payment program to help pay for the cost of adoption, implementation or upgrades of EHR systems in pediatric practices, ONC HIE funding to pay for interfaces to ensure connectivity to the state HIE network, and CHIPRA grant funding to develop data repositories for the collection, design, implementation, and evaluation of the automation of Bright Futures, as well as foster care health data system. This five-year initiative will run from February 2010 – February 2015.


A6c.
Federally Qualified Health Center Networks

The Maine Primary Care Association (MPCA), a Health Center Controlled Network,  received a grant for 2005 through 2008 from the Health Resources Services Administration (HRSA).  to implement the NextGen EHR technology in five FQHC organizations with 19 sites and over 50 providers.  Since 2008, the MPCA has received additional HRSA support of over $1 million for four HIT grants to: 

· Develop an immunization interface between the EHRs and the state immunization registry, IMMPACT2

· Plan HIE architecture and business model, to include exchanging data from 19 MPCA members (representing multiple vendor platforms) to HealthInfoNet

· Develop reports for the management of chronic conditions and preventive practices; framework for improving rates of reporting of Pay for Performance; and development of e-prescribing capabilities; and 
· Develop decision support tools to assist in identifying patients who may be eligible for Federal or state assistance programs
A6d.
Managed Care / Accountable Care Planning and Procurement

When Maine began its SMHP planning activities, MaineCare was conducting a feasibility study to investigate the potential of establishing a risk-based managed care contract for specific MaineCare populations and services.
  In early 2011, the State decided to continue its analysis of the best methods of providing Medicaid services.  An update to that work is expected in late spring or early summer 2011.  


A6e.
Primary Care Case Management (PCCM)

As of November 1, 2008 nearly 187,000 were enrolled in the MaineCare Primary Care Case Management Program (PCCM). Once a Maine Care member enrolls in PCCM, they choose a primary care provider from a list of providers who have agreed to accept MaineCare members and the provider coordinates all the member’s health and medical care. In addition, two care management initiatives for particular populations were implemented in 2008 or 2009:  



A6f.
High Cost Chronic Care Management Initiative

DHHS contracted with a vendor for care management of  MaineCare members who have the highest costs and who have medical conditions and utilization histories that can be improved through care management.  As an update, in March 2011, the care management functions that had been performed by the vendor were relocated to MaineCare’s Health Care Management Division which has a great deal of experience with the type of care management that these Members and could benefit from. 

A6g.
Patient Centered Medical Home (PCMH)

The Patient Centered Medical Home (PCHM) pilot project was implemented in the fall of 2009, with MaineCare participating as of November 1, 2009.  Participants in this new initiative include 25 practice sites, 22 family practice sites and 4 pediatrics sites.  The sites include private practices, Federal Qualified Health Clinics (FQHC), and hospital-owned primary care practices.  MaineCare has added the pilot project to the Primary Care Case Management (PCCM) program, and pays an extra incentive of $3.50 per member per month to practice sites participating in the PCMH pilot.  The Muskie School of Public Service has designed an evaluation of the PCMH pilot to assess the effects of the program on a number of aspects including quality, patient satisfaction, and efficiency of care both to MaineCare members and all patients served by the pilot.



A6h.
State Profile Tool Project – Long Term Services and Supports System

The State Profile Tool (SPT) Project focuses on assessing the current long term services and support system, including how the system is designed to deliver and access services across programs, the costs of services and utilization by population groups. The SPT Project is funded by a three year grant from CMS and focuses on looking at the system’s current balance between institutional care and community services. The SPT Project intends to find out:
· Who is receiving long term services and supports

· What are the costs of services across programs and settings

· What is the mix of services across population groups

· What are the strengths and development areas within the current system
The goal is to gain and understanding of the long term services and supports population, how to meet the needs of the population, how to deliver services appropriately, and how to manage costs to ensure that members’ needs are met appropriately.  The next steps for the SPT Project are to develop recommendations for ongoing system review and integrate the SPT into DHHS policy planning and decision making. 

A6i.
Dirigo Health Reform and DirigoChoice

In June 2003 Maine created the Dirigo Health Agency as part of the Dirigo Health Reform Legislation.  Dirigo Health provided an insurance plan at a reduced or no cost for certain categories of individuals and businesses.  As an update, Dirigo is evolving as a result of new policy development, health care reform, and other considerations.

A6j.
DHHS Performance Metrics Dashboard

The DHHS Performance Metrics Dashboard provides an accessible summary of key performance measures and indicators through a web-based application for the Commissioner and Deputy Commissioners and their executive teams. A publically accessible version of the tool will be developed for use by additional stakeholders, including legislators, to provide a unified voice of the status of the organization’s performance. The tool will streamline data, and make visible key performance indicators to help users quickly see areas that need attention.

Demonstration Release 1.0 is a demonstration of key content and functionality tailored to the DHHS Commissioner and Deputy Commissioners. The Demonstration Release 1.0 was accomplished on April 1, 2010 and provides web-based access (minimally intranet), offering descriptive information on the State demographic and health indicators, and leveraging key performance indicators that are already being used by the various Offices. Characteristics of the indicators include sustainability, consistency, reliability, and validity to purpose. A Production Release 2.0 was introduced on October 4, 2010 to the Executive Leadership and Integrated Management Teams, institutionalizing the Dashboard as a centralized source of information about the Department’s performance, including information that the Legislature is frequently requesting by geographic regions (e.g., general assistance receipt by town). A public version of the of the Production Release (2.1) was introduced on October 18, 2010.
The DHHS Performance Metrics Dashboard project will occur in iterative releases. The purpose of the Release 1 demonstration is to further develop the requirement for the content, functions, and look and feel of the tool. Following the Release 1 demonstration, a cross-Department Workgroup was created to ensure participation and collaborative development of the final tool.  The Workgroup provides appropriate subject matter expertise and decision-making representation, and will include participation from each Office to continue to develop the tool to meet identified objectives.
MaineCare currently has a monthly dashboard of measures of MaineCare processes and outcomes which is maintained and presented to the MaineCare Senior Management Team on a monthly basis.  MaineCare also has representation on the DHHS Dashboard group.  



A6k.
Health Data Workgroup

The Health Data Workgroup’s goal is to obtain information from several groups in the State about their use of information in Maine’s health data systems. The workgroup has surveyed seven organizations/entities to get an understanding of how they generate, aggregate, analyze, and use health data.  The seven entities are: 
· Maine Health Data Organization (MHDO)

· OnPoint

· MaineCare

· Maine Centers for Disease Control (Maine CDC)

· HealthInfoNet (HIN)

· Maine Quality Forum (MQF)

· Major health systems in the State (EMH, MaineHealth, Maine General, Central Maine Medical Center)
The workgroup is made up of various State stakeholders including OSC, MaineCare, DHHS, HIN, MHDO, MQF, Maine CDC, and the provider associations. MaineCare will continue to monitor this initiative as the information that is gathered may influence the direction of HIT in the State. 


A6l.
Department of Corrections EHR Capabilities

The Department of Corrections (DOC) is currently pursuing the acquisition of an EHR system to manage the health information of individuals in the State’s correctional institutions. Correctional Medical Services manages the care provided to inmates in correctional facilities and they currently do not have an EHR system. The Corrections Information System (CORIS) manages all information on adults and juveniles in correctional institutions or the community, but does not contain any health information. MaineCare will have to coordinate with the Department of Corrections once they adopt and implement EHR technology to understand how offender health information can be shared in a statewide HIE to allow for individuals to access their records prior to entering the corrections system and after being released from the corrections system. 


A6m.

Indian Health Center EHR Capabilities

Maine has six Indian Health Services clinical facilities, three of which responded to the Maine HIT Survey.  Two have EHR technology installed in all areas of their practice. The Micmac Service Unit facility uses Indian Health Services – Resource and Patient Management System 2008, and the Penobscot Nation Health Department uses GE Health care – Centricity Enterprise 6.7. Both facilities are using a wide variety of capabilities within their EHR including CPOE, clinical guidelines, chronic care plans, condition specific reminders, active medication lists, and active allergy lists.  Both facilities’ EHR technology is lacking high tech diagnostic imaging.  The Penobscot Nation Health Department’s EHR is exchanging information with providers outside the system, hospitals in the system, the State immunization registry, and the Maine CDC.  The Micmac facility is not exchanging health information at this time.  The Houlton Band of Maliseets responded that they do not use EHR technology in their clinical facility.  
All of the Indian Health Center clinical facilities in Maine have an electronic practice management (EPM) system implemented. The Indian Health Centers are currently developing a HL7 interface to facilitate the exchange of health information with HIN, MPCA, and their local hospitals.


A6n.
Veterans Administration EHR Capabilities

The Veterans Administration (VA) has been using an EHR in VA clinical facilities since 1985.  The VA uses an enterprise-wide information system called VistA, the Veterans Health Information Systems and Technology Architecture, as their HER system which is installed and in use in all VA facilities in the United States. 

VistA is a complete EHR that supports both Medical practices (including eligible providers) and inpatient care.  VistA includes several common EHR capabilities including computerized physician order entry (CPOE), bar code medication administration, e-prescribing, and clinical guidelines. The VA uses VistA as the primary source of health information for veterans; no paper records are used in VA clinical facilities. The EHR data in VistA is stored at a regional level; all regional databases are connected nationally to allow any VA clinical facility to access any veteran’s EHR. VistA is not a commercial product and is available as open source software directly from the VA website. 

Maine has fifteen VA clinical facilities which includes one VA hospital and fourteen outpatient clinics and veterans centers throughout the State.  These facilities are not exchanging data with HealthInfoNet (HIN). VistA plans to connect directly to the Nationwide Health Information Network (NHIN) which HIN requires the use of NHIN CONNECT to exchange health information with VA clinical facilities. HIN and OSC have been meeting with the Togus VA Medical Center since 2008. In July 2010, the Director, Standards & Interoperability of the VA met with the OSC, HIN, the Beacon Community, and the Togus VA Medical Center to discuss the next steps in developing a CCD C-32 compliant interface with HIN. These activities will be the first step for HIN to incorporate NHIN Connect Specifications. As a result, a review with the current and new vendors is currently underway to assure that the revised HIN architecture will meet all NHIN Connect standards. In addition, as a result of these discussions HIN and its legal council are currently reviewing the Data Use and Reciprocal Service Agreement (DURSA) in regard to current consent policies and business associate agreements in place with HIN participants. The goal is that sometime in 2011, HIN will be a NHIN Connect HIE.


A6o.
Broadband Technology Opportunity Program

The National Broadband Plan, Connecting America, was unveiled to Congress on March 16, 2010. Much like the introduction of electricity and the construction of the interstate highway system transformed economic growth, broadband is the foundation for job creation, global competitiveness and advancement of consume welfare, community development, health care delivery, energy independence and efficiency, education, employee training, private sector investment and entrepreneurial activity. 

In recognition of the critical importance of technology for education, health and business success in Maine, the Legislature created the ConnectME Authority (the Authority) in 2006, to develop and implement its broadband strategy for Maine. In 2007, the Legislature approved the Authority’s major substantive rule that defines the State’s broadband strategy and implementation process.

The Authority is to “identify un-served areas of the State; develop proposals for broadband expansion projects, demonstration projects and other initiatives, and administer the process for selecting specific broadband projects and providing funding, resources, and incentives.” The National Broadband Plan has reinforced the effort already underway in Maine and has increased the possibility of funding and support.

To date, the Authority has processed four rounds of grant funding to expand affordable broadband service to the un-served areas of Maine. The Authority has awarded $3  million in total grants with total projects amounting to $8.5 million. To further the broadband effort the Authority is funding a mapping and planning project with a $1.8 million grant from the National Telecommunications and Information Administration (NITA).  A $25.4 million Federal Recovery Act grant, called the “Three Ring Binder” Middle Mile Project, is expanding high-speed Internet service to rural areas of the State through a “looped” service, which includes Internet service for medical facilities.  . 


The EHR adoption survey distributed to MaineCare providers included a question about access to broadband internet access.  The results are being used by MaineCare and the ConnectME Authority as it moves towards implementation of the SMHP. 


A6p.
Telemedicine

Telemedicine refers to the use of telecommunications technology – ranging from telephone to real-time video and internet connection – to provide health care services to patients who have physical or geographic difficulties in accessing services from physicians or other health care providers. It can be particularly useful in a rural state like Maine, where some health care services are distantly located from the community and where workforce challenges frequently limit access to many services, including, but not limited to, specialty services. This is especially true with time sensitive diagnoses – for example acute stroke – in which treatment windows are very short, and specialty providers are critical to the chain of survival and recovery. 
Providers assert that tele-home-health services enhance self-care, medication management, and chronic disease management, therefore improving health and reducing re-hospitalization rates. More commonly, telephone education has long been used to help patients learn how to better manage their diabetes. 
Interested in the opportunity to improve access to care in rural communities, the Maine Health Access Foundation (MeHAF) convened a group of stakeholders in 2003 and 2005 with an interest in telemedicine and discovered that while Maine has a  telemedicine infrastructure (i.e., the equipment, whose acquisition was largely funded by Federal grants), telemedicine was not being widely used, due to a number of cited barriers, including: licensing; credentialing and privileging; and reimbursement.
Maine's Office of Rural Health and Primary Care is charged with developing a strategic plan for telehealth infrastructure in Maine. Their aim is to provide greater access to telehealth resources and services to providers, patients and payers. In previous months they interviewed early adopters of telemedicine to understand what has worked and what obstacles persist to further telemedicine development. Many clinicians expressed their desire to learn from each other's experience. The Office of Rural Health and Primary Care (ORHPC) recently formed the Maine Telehealth Collaborative (MTC) led by an Advisory Group of Maine health care providers, health professionals, and other interested parties.


A6q.
HIPAA2: 5010 / ICD-10

DHHS finalized the first major modifications to HIPAA’s transactions and code sets regulation on January 16, 2009. HIPAA covered entities – including Medicaid health plans – are required to implement version 5010 of the X12 standards for health care transactions, NCPDP D.0 /1.2 for retail pharmacy transactions, and ICD-10 diagnosis and procedure coding. The compliance dates are January 1, 2010 for version 5010 and D.0 /1.2 transactions, and October 1, 2013 for ICD-10 diagnosis and procedure coding. A new Medicaid pharmacy subrogation transaction is required by January 1, 2012, except for small health plans which have until January 1, 2013 to comply.

The anticipated benefits for Medicaid plans include more efficient operations, more accurate claim payments, better disease management, and improved fraud and abuse detection. If changes are properly implemented, that may mean lower program costs and better service and care for Medicaid beneficiaries. Although the compliance dates are three years away, the magnitude of these changes requires that MaineCare begin assessing the impact of the changes on their technology, business processes, and staff. Action is needed now to allow adequate time for developing project plans and budgets and designing, testing, and implementing the necessary changes. 


A6r.
National Health Care Reform

The 2010 Patient Protection and Affordable Care Act (H.R. 3590) includes several provisions for children and families that took effect in 2010:
· States must at least maintain the Medicaid and CHIP coverage and enrollment procedures that they have in place now (maintenance of effort).

· Small employers receive tax credits covering 35% (increasing to 50% by 2014) of health care premiums.

· A high-risk pool established for qualified uninsured people with pre-existing conditions (until the Exchange is operational).

· Young adults can remain on their parents’ health plan until age 26.

· Children with insurance can no longer be denied coverage for pre-existing conditions.

· Insurance plans can no longer impose lifetime caps or restrictive annual limits on coverage, and cannot rescind coverage when a person becomes ill.

· New plans must provide free preventative services to enrollees.
Maine implemented these changes in 2010.  Most of the provisions of the health reform package will go into effect January 1, 2014, including the requirement to create state-based health Exchanges where individuals and small employers can buy insurance.  The changes specific to Medicaid programs include:
· Medicaid coverage for adults under age 65 with income up to 133 percent of the FPL

· Federal financial assistance for newly-eligible beneficiaries

· Federal financial assistance for expansion states

· Temporary maintenance-of-effort on existing Medicaid coverage

· Optional five-year waiting period for lawfully residing immigrants remains in effect
The changes specific to CHIP include:
· Medicaid coverage for children with income up to 133 percent of the FPL

· Medicaid and CHIP eligibility levels for children maintained above 133 percent of the FPL

· CHIP continued through at least 2019; funding through fiscal year 2015

· Increased Federal financial assistance for CHIP

· Medicaid coverage for former foster care children

· New state options to provide CHIP coverage to children of state employees
Under the approved bills, people will have different avenues through which they will obtain coverage. The bill includes provisions on how these coverage options intersect and how people will be expected to navigate among the different pathways, most notably Medicaid, CHIP, and the Exchanges.
· Screen and enroll procedures between Medicaid/CHIP and the Exchanges

· Enrollment process that is uniform and streamlined

· Support for community outreach

· State Medicaid agency may administer premium tax credits
MaineCare will closely follow the health care reform efforts which will be reflected in its SMHP and IAPDs updates.  


A6s.
HITECH Extension for Behavioral Health Services Act of 2010 (HR 5025)

The HITECH Extension for Behavioral Health Services Act of 2010 (HR 5025) proposes to provide meaningful use of EHR incentives to mental health professionals and facilities, a category of health care providers that were excluded from the HITECH Act provisions.

The new legislation would make inpatient psychiatric hospitals, as well as licensed clinical social workers and licensed psychologists providing qualified psychologist services eligible for Medicare meaningful use incentives. It also makes psychiatric hospitals and mental health and substance abuse treatment facilities with at least ten percent (10%) of their patient volume being individuals receiving Medicaid assistance eligible for the Medicaid incentives. Behavioral health, mental health, and substance abuse professionals would also be eligible for Medicaid incentives under the proposed legislation.  Maine will follow these efforts which will be reflected in updates to the SMHP and IAPD. 


A6t.
EHR Incentives for Multi-Campus Hospitals Act of 2010 (HR 6072)

The EHR Incentives for Multi-Campus Hospitals Act of 2010 proposes that hospitals with multiple campuses should receive larger incentives that reflect their incremental costs incurred in installing, operating, and using certified electronic health records, and training staff at multiple campuses. The bill provides funds in a way that balances the needs of larger and smaller multi-campus hospital systems. This bill will help ensure that the HITECH Act fulfills its goals of improving health quality and reducing adverse outcomes while reducing overall health care costs.


Section A. Part 7. HIE Initiatives​​​​_____



A7a.
HIN Statewide Demonstration Project

HealthInfoNet (HIN) is the single health information exchange (HIE) designated as Maine’s Health Information Exchange.  In 2008, HIN, which uses national data standards for health and data exchange and open standards for technical solutions, began a statewide demonstration project sharing an extensive clinical dataset from Maine’s four largest integrated delivery networks, a mid-sized rural hospital representing over half of all hospital-based care in Maine, a large multispecialty group practice, and a prepaid health plan. Clinical data is presently shared in the emergency departments of participating hospitals.  Data elements being shared are a subset of the Continuity of Care Record (CCR) and include transcribed hospital documents including history and physical examinations, discharge summaries, emergency room (ER) reports, radiology reports, prescription data, laboratory data, problem lists, and allergy lists.  HIN delivers automated laboratory test results to the Maine CDC to support mandated infectious disease reporting.  
The proposed State-wide clinical exchange will build a strong core capacity and system currently managed by HIN.  Recently, MaineCare, in conjunction with Goold Health Systems (GHS), as part of an e-Prescribing initiative, has recently begun to transmit pharmacy data to HIN. HIN completed the statewide demonstration phase of the project in June 2010 and plans are being made to expand the list of participants statewide. Today, HealthInfoNet has completed the two-year demonstration project and is working to expand the network statewide. The goal is that all health care providers will be connected to the exchange network by 2015. 


A7b.
Regional Extension Center Grant Recipient

HealthInfoNet is Maine’s grant recipient for the Regional Extension Center funding opportunity from the Office of the National Coordinator for HIT. MaineCare, Maine’s major health systems, the Maine Primary Care Association and the EMR implementation and Quality Improvement (QI) organizations that provide technical assistance and support across the State’s health care system. HIN is currently not providing technical and other assistance to Maine hospitals and providers.  Initial plans are being made to address how to assist hospitals and providers in their acquisition, implementation, and Meaningful Use of health information technology.  


A7c. 
Geographic Reach of HIN

The geographic reach of the HIE exchange is Maine--there is currently no exchange of HIT across state borders.  However, MaineCare Members living in border towns do obtain services from providers in New Hampshire.  Conversations have been started between Maine, New Hampshire, and Vermont about opportunities for collaboration of the adoption and use of EHR technology and utilizing current RECs to support HIE.
A7d.
Electronic Clinical Laboratory Ordering and Results Delivery

Two of Maine’s reference laboratories as well as the five participating Maine hospital systems are participating in the HealthInfoNet Demonstration Phase. Interfacing with these labs has required concept mapping of both the laboratory data (including microbiology) and the registration/ encounter data from the lab’s independent registration system. Laboratory orders are being coded to the Logical Observation Identifiers Names and Codes (LOINC) standard for state required reporting and HIE. Laboratory results are also being standardized using Snomed codes where applicable.  Using the LOINC and Snomed standards to exchange lab data is allowing for semantic interoperability across Maine and will position HIN to exchange data with the Nationwide Health Information Network (NHIN).
A7e.
Electronic Public Health Reporting

HealthInfoNet has a long standing relationship with Maine CDC (MCDC).  MCDC is a participant in the Demonstration Phase, and automated laboratory result exchange is supported for 30 of the 72 diseases mandated for public reporting by the State of Maine. HIN has delivered the PHINMS transport standard required by MCDC to communicate automated laboratory test results to the public health information infrastructure.  The technical plan calls for the statewide exchange to begin developing a solution for supporting public health syndromic surveillance in the next phase of its roll out.
A7f.
Prescription Fill Status / Medication Fill History

HealthInfoNet is currently contracting with DrFirst for prescription medication history and profile information. The data sources accessed by DrFirst to deliver medication history profile information to HIN include RxHub, SureScripts and the DrFirst e-prescribing repository.  These current sources provide access to prescription medication information for approximately 53 percent of the residents of Maine.  HIN is currently completing negotiations with MaineCare to provide the Medicaid medication history to the statewide exchange.  Once access to the Medicaid prescription data is accomplished, HIN will be able to provide access to medication history profiles for approximately 64 percent of Maine residents.


Section A. Part 8.  Privacy and Security_______

Through conducting the assessment, Maine identified additional topics that impact the vision of HIT and should  be included in the “As-Is” Landscape for Medicaid HIT. The topic of privacy and security concerns related to the adoption and use of HIT and EHR technology was discussed in a number of interview sessions.  Additionally, concerns were raised around the current restrictions for sharing specific health data making it challenging or not possible to share key health information on a statewide HIE.  An understanding of the current state of privacy and security controls as well as data use agreements and policies within DHHS are essential to building a roadmap toward private and secure sharing of data within the state.


A8a.
Impact of HITECH Act on Privacy and Security

Respecting individuals' right to privacy and protecting their personal health information is critical to the successful widespread adoption and use of health information technology and exchange by health care providers. 
EHR technology is a powerful tool for improving the quality of care, the coordination of care, and health care outcomes for MaineCare Members.  However, sharing and exchanging personal health information comply with HIPAA law. DHHS, as a covered entity, must comply with privacy and security of health information and must provide individuals with certain rights with respect to their individual health information.  
The statewide HIE, HIN, is not a covered entity, but if HIN performs functions or activities on behalf of DHHS within a business associate agreement, HIN would be required to have security and privacy controls in place to safeguard and appropriately protect the privacy of protected health information. Utilizing HIN to manage the auditing, tracking, and aggregation of data could be beneficial for DHHS.  
Sharing PHI through EHR technology empowers both health care providers and patients to better manage health.  It is essential that health care providers have access to the health information needed to care for patients where and when it is needed, while at the same time protecting patients' information. MaineCare Members have reported  that they are as concerned about the quality of care they receive as they are about the privacy and security of their health information. Achieving the right balance of access and privacy is the key to security in the current health care environment. 


A8b.
Privacy and Security Rules in Maine

Access to data within some DHHS systems is monitored by a data use agreement or a Memorandum of Understanding (MOU) stipulating how data can be used, stored, and shared.  The data that lives within each State system “belongs” to the Office where the system resides. Data use agreements and MOUs could be a challenge to exchanging clinical and health data within a statewide HIE. Data use agreements and MOUs will need to be expanded to support the exchange of information with a Statewide HIE.  
Maine statutes restrict access to specific health data such as treatment records, substance abuse treatment, mental health data, and HIV/AIDS- related information. Current State privacy laws mirror HIPAA very closely and do not allow mental health information or results of HIV tests to be shared without patient consent.  While there have been no recent changes to State laws or regulations regarding privacy and security of health records, the OSC submitted a bill in February 2011 that is working its way through the legislative process.
  

Conclusion:  Maine’s “As-Is” Landscape assessment shows that Maine has a vast infrastructure of programs and systems that can be, and should be, used for the OMS HIT Incentive Payment Program and the overall HIT initiatives.  There is a lot of education, training, and outreach that will be needed to successfully implement HIT efforts, and resources will need to be dedicated to performing HIT activities.  The challenge for Maine is to create systems and processes that are truly integrated and informed.   
SECTION B – HIT “TO BE” LANDSCAPE 

This section is the “To-Be” Landscape of the MaineCare HIT program.
   It is divided into three parts:  

	Part 
	        Description   

	
	

	1. Vision  
	a.  HIT Visions 
b. Process to Create the MaineCare HIT Vision

	I. 2. 2016 Five Year Plan 
	a. Governance 

b. Privacy and Security 
c. Communication, Education, Outreach 

d. HIT Initiative Coordination
e. Infrastructure and Systems 

	II. 3. First Year DDI and  Operations 
	Specific steps for the first year 



  Section B. Part 1.  Vision____     



B1a.
HIT Visions

The MaineCare HIT Vision has its roots at two levels: 
Visionary level:   What the ideal health care system looks like--one that provides truly integrated care and improve quality and health outcomes; and the health information technology that can achieve that “ideal.”  
Five Year Level: The opportunities that the HITECH Act and federal and state cooperative efforts across the spectrum of HIT offer and how to leverage these opportunities to improve health care access, efficiency, quality, and outcomes.
Part 1. summarizes the activities Maine conducted to develop its MaineCare HIT vision. The 2016 Five Year Plan is described in Part 2. of this Section.  Part 3 summarizes the first year Design and Operations of the HIT Incentive Payment Program.

To build the vision, MaineCare reviewed the history of health care in Maine.   From a geographic and organizational standpoint, Maine’s health care systems are dispersed across all of Maine and widely shared among DHHS and other State departments, public and private health care providers and multiple insurance providers.  What is needed to bring them together is information capabilities that provide coordinated, shared, and person-centric information about the people being served.  Connections and information sharing among those systems is essential for an integrated system that allows providers and patients to make informed decisions which can only happen if the information available, and if the information is comprehensive and of high quality.  And this can only come from improved health information technology.  
Although  it was important to look at the history of health care in Maine, the future, that the HITECH Act provides is the framework for improving health information technology and health outcomes.  The structure of the programs established by the HITECH Act recognizes a federal / state partnership both to build the HIT vision and to plan and implement that vision.  The ONC’s simple, yet profound, vision which guides the 2012 federal efforts and serves as the foundation of state initiatives is: 
A Nation in which the health and well-being of individuals and communities are improved by health information technology. 

Maine’s state-wide HIT vision, developed through a collaborative process led by Maine’s OSC, is built upon the ONC’s framework.  The State’s vision and mission are anchored in providing or facilitating  a system of person-centered, integrated, efficient, and evidence-based health care delivery for all Maine citizens:  
Preserving and improving the health of Maine people requires a transformed patient centered health system that uses highly secure, integrated electronic health information systems to advance access, safety, quality, and cost efficiency in the care of individual patients and populations.
The Medicaid HIT program used these two essential building block visions as a foundation for its vision which was developed with a particular emphasis on the children, elderly and disabled people served by Medicaid:   
A State where access to electronic health information is provided to State users, providers and members to improve individual and population health outcomes through the use of health information technology.


B1b.
 Process to Create the MaineCare HIT Vision    

The State believes that the approach to develop its “To-Be” landscape is as important as the product the work produces.  Maine understood the value of integrating its Medicaid HIT program with its OSC state-wide program; with the ONC nation-wide program; and with the CMS Medicare program.   Maine elected to use the visioning framework of collaboration and integration employed by the ONC which in turn was used by Maine’s OSC, to develop the Medicaid HIT program’s “To-Be” landscape. 
The key tasks completed to develop the vision for the “To-Be” Landscape were to: 
· Identify stakeholders and session groupings 

· Develop educational materials and visioning session materials (federal and State rules and regulations and HIT documents described earlier in this Section) 

· Conduct sessions

· Analyze findings and develop key vision themes 

· Draft and distribute preliminary “To-Be” vision document

· Convene full stakeholder group for additional discussions and input and discuss the “to-Be” Landscape for the Five Year Level: Identify the opportunities that the HITECH Act and federal and state cooperative efforts across the spectrum of HIT offer and use these opportunities to build upon and improve health care access, efficiency, quality, and outcomes.     

· Update draft document and redistribute to full stakeholder group

· Reconvene full stakeholder group to formulate final “To-Be” Landscape vision document. 
· Use the “To-Be” Landscape as a critical input to the gap analysis, recommendations and roadmap deliverables.  

Visioning sessions were conducted with a broad spectrum of stakeholders across the State.  Participants were provided background information including summaries of the HITECH Act and CMS rules and guidance; information from the “As-Is” assessment including MaineCare’s new MMIS system (MIHMS) and other State systems; reports on other states’ HIT programs; and drafts of the Office of the State Coordinator’s HIT strategic plan.  In addition to other “homework” participants were asked to think about and answer the following question:  “What would the ideal health care system look like; one that would provide truly integrated care and improve quality and health outcomes and what kind, and how could, information technology be improved and used to achieve that “ideal?” 
The question was posed in this way to invite the stakeholders to view their assignment without preconceptions and limitations.  While everyone recognized that there are funding and technology constraints and that the fragmented history of health care delivery cannot be ignored, this was a time for visioning the ideal.  
The question was asked of State agencies, MaineCare providers, Members of the public, Office of Information Technology, Office of State Coordinator, State finance officials, quality associations, advocates, and individuals and groups that had participated in the OSC visioning process.  These sessions and the thoughtful work done by all of the participants, gave MaineCare an understanding of a common vision for the Medicaid HIT program in concert with other State-wide health information technology efforts and under the rubric of the OSC developed State HIT plan.

Visioning sessions were hosted by MaineCare in the spring and summer of 2010.  OMS began the effort by identifying a comprehensive list of stakeholders and groups.  OMS then held a kick-off session of the full stakeholder group who then helped MaineCare group like-stakeholders together to form four subgroups: 
I. Department of Health and Human Service Commissioner, Deputy Commissioners, All DHHS Program Directors, DHHS and State Finance managers, and MMIS Operations managers; 
II. MaineCare Members and advocacy groups including but not limited to parents of children receiving Medicaid or CHIP services, and disabled and elderly Members or representatives from advocacy groups; 

III. Office of Information Technology (OIT), including OIT resources dedicated to supporting DHHS applications and technical infrastructure, and representatives from related HIT initiatives including, but not limited to telehealth, Department of Corrections, Department of Education, Department of Labor, ConnectME (Maine’s broadband agency), and others;  

IV. MaineCare providers, including but not limited to Associations, Hospitals, Primary Care Physicians, Specialists, Dentists, FQHC and RHC professionals including physician assistants, nurse practitioners, and nurse midwives.
  Although behavior and mental health and long-term care professionals are not on the list of eligible professionals in terms of incentive payments, MaineCare did include representatives from these provider types and MaineCare Members who receive these services in the visioning sessions.  This was done in recognition of the importance of these services to integrated health care and health care systems.  

Maine understands that interaction with key stakeholders on the SMHP vision and the EHR Incentive Program needs to happen regularly.  The success of the HIT Program hinges on buy-in and participation from all of stakeholders--from the DHHS Program Directors, OIT for technology planning and support, providers adopting the technology and getting incentive payments, and the MaineCare Members that ultimately receive the benefits of the efficiencies and quality that control and coordination of care bring. MaineCare is committed to continued and ongoing collaboration with stakeholders and its federal partners to review and update the HIT vision and “To-Be” Landscape.  


Section B.  Part  2.   2016 Five Year Plan _____   
To help realize its Medicaid HIT vision, MaineCare has developed a “To-Be” Landscape which includes the following Parts:  1. Governance; 2. Privacy and Security; 3. Communication, Education, and Outreach; 4. HIT Initiative Coordination; and 5. Infrastructure and Systems.

B2a. Governance

	Goal
	

	The Medicaid HIT Program will operate under a governance structure that is collaborative, integrated, and coordinated with DHHS health information technology initiatives, particularly that of the Maine Office of the State Coordinator for HIT. 

	Activities to Accomplish Goal

	For the period through 2016, the MaineCare HIT Program will be housed with the Office of the State Coordinator within the Department of Health and Human Services


A key component of the OMS HIT Program planning was to establish a governance structure that would also support the development of the Statewide OSC HIT Strategic and Operational Plans and other HIT initiatives.  

The Director of the OSC reports to the DHHS Commissioner who in turn reports directly to the Governor.  The OSC governance structure includes: 1) The State’s OSC Director; 2) Executive Steering Committee; and 3) Standing Committees.  The OSC has a 28 member steering committee appointed by the Governor that meets each month to coordinate the HIT activities occurring throughout the State and among the various stakeholders and organizations.  This framework ensures true integration and collaboration. The Standing Committees report up to the full OSC steering committee for consideration of ideas and high level decision-making.

Maine envisioned that the Medicaid HIT planning and the Statewide HIT planning efforts would go hand-in-hand to form an integrated effort to achieve the State’s broader health information technology and exchange objectives.  As the State worked through its SMHP planning stages, the decision was made to take advantage of the economies of scale and the closely related work that both the OSC and OMS HIT programs perform.     As a result, the OMS HIT program now operates under the auspices of the OSC organization and structure. 
At the April 14th 2011 OSC Steering Committee, the Director of the OSC announced that the OMS HIT program officially joined the OSC steering committee structure and that it would have a standing committee that reports to the OSC steering committee.    The OMS standing committee is chaired by the OMS HIT Program Manager and comprised of representatives from the State designated information exchange (HealthInfoNet); the OIT representative (or designee) who serves on the OSC steering committee; the Director of the OSC; a representative from the statewide quality improvement association; a representative of the Maine Regional Extension Center; a MaineCare Member; and a representative from the Maine Primary Care Association.

The OMS standing committee will serve as an advisory committee to help accomplish the goals of the OMS HIT program.  It is important to note that members of the OMS HIT standing committee are also members of the OSC steering committee. 
This structure puts the standing and steering committees in a unique position to consider the broad policy goals of the Statewide HIT effort and how the OMS HIT program and its goals fit within the full HIT spectrum now and in the future.  For example, the OIT representative who serves on the OMS HIT standing committee is also a member of Maine’s MMIS (MIHMS system) steering committee.  This cross-representation provides critical linkage between the OMS HIT effort and the MMIS certification initiative which will undoubtedly be very valuable in the future and ensures integration across the inter-related initiatives.  

The technical systems needed to implement the OMS HIT program are being designed and implemented by the State’s OIT Office.  Maine recognizes that the technical system design and development must run in concert with the program and policy development.  Important coordination is accomplished through this integrated organizational framework design. 

Although the OMS HIT Program Director provides an update to the OSC steering committee each month, beginning in May 2011, the OMS HIT Program Director will  make an official report monthly to the full OSC HIT Steering Committee who will consider and advise the OSC Director on policy issues for the OSC and the OMS HIT Program. 
                               FIGURE 10 – State of Maine HIT Structure
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                      FIGURE 11 – OMS (Medicaid) HIT Team / Structure
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As depicted in the charts, the OMS HIT Program Team is led by the fulltime permanent OMS HIT Program Manager and fulltime permanent HIT team specialists. Team membership also includes part-time permanent Department managers and professionals.  For the DDI phase (April through October, 2011), the team also consists of full-time limited period OIT staff who are designing, developing, testing and implementing the technology necessary to operate the HIT program.

The OMS Program Manager will oversee the program and operations of the OMS HIT program.  The Manager will coordinate and conduct outreach efforts and training, escalate  issues to CMS for response and guidance, and other management activities, as well as the administrative activities such as measuring progress against planned goals and objectives, leading the process to update the SMHP and IAPD, and budgeting and planning activities. The primary responsibilities for the HIT specialists include answering and responding to provider inquiries regarding the EHR Incentive Program, reviewing and determining eligibility for the program, reviewing and processing EHR incentive payment requests, and tracking appeals and auditing activities.

The OMS HIT Program operates under a work-plan framework that was developed during the SMHP planning process.
  The work plan guides biweekly HIT management team meetings of OMS managers, the OSC Director, OIT managers, representatives from finance, audit, policy, the Director of MaineCare Services, and the OMS communication’s director to discuss the status of projects and ground level issues that need coordination.  
Each month representatives of the management team meet with the MeREC to review communication’s activities and the education and outreach work plans.  The team develops joint communications and forums, reviews communication documents, and discusses new CMS and ONC education and outreach materials.  The OMS HIT Program Manager was named as a member of the MeREC Steering Committee which meets monthly to discuss and plan activities, including the results of the MeREC efforts that month to sign up providers to adopt electronic health records and participate in the MeREC and Health Information Exchange.  For example, the MeREC Steering committee recently reviewed, interviewed and selected vendors of certified EHRs that Maine providers may use.  The latest MeREC Steering Committee meeting revolved around how to overcome the hurdle of some providers not wanting to participate in the EHR program because they are near retirement age or want to see what the requirements are before joining the HIT age.

In addition to the biweekly meetings, the Director of the OSC and the OMS HIT Program Manager meet at least three times each week to identify, discuss, and decide issues.  These meetings serve as a forum to determine the agenda for the biweekly status meetings and which issues need to be pushed up to the OMS steering committee for further consideration. It also enables OMS to track the progress of its work and to meet program goals and objectives or identify potential problems early on for correction. 
The HIT team also meets on day-to-day operations and program issues.  



B2b.
Privacy and Security 

One of the most significant challenges facing HIT initiatives today is addressing the privacy and confidentiality issues raised by the public.
 The HITECH Act requires more stringent and greatly enhanced privacy and security of patient health information. It strengthens the Health Insurance Portability and Accountability Act of 1996 (HIPAA) by adding new requirements for privacy and security for health information and directly affects more entities, businesses and individuals in more diverse ways.
 
The underlying HIPAA law layered with the new HITECH Act requirements, require states to conduct a complete inventory of existing privacy and security plans and to make systems and practice improvements which are especially critical to HIT use.  Maine viewed privacy and security practices at three levels: 

I. 
Personal health information that is currently collected electronically and via paper based methods represents an individual’s medical history. This must be the most restrictive in terms of access and security and privacy controls. The consumer/individual must have ultimate control over the use and access of this information.

II. 
General health information that is found in medical records and is shared among providers. Security and privacy controls must be in place for general medical record information that is controlled by providers. Use of this data should be used for decision-making purposes and so providers can better coordinate care. Since personally identifiable information is still linked to this data, Members must have the choice about what information is shared and who has access to it.

III. 
Population health information that is collected and exchanged via an HIE. Other agencies will have access to this information for trending and analysis of general population health.  Personally identifiable information is not tied to this data yet privacy and security are still important.  

After inventorying and reviewing privacy and security standards and requirements,  MaineCare developed the following vision, goal and activities to support its initiative:
	Vision
	

	Medicaid providers and Members trust and participate in HIT and electronic exchange of health information as a result of MaineCare’s efforts which incorporate privacy and security solutions and processes in every phase of HIT development, adoption and use.

	Goal
	

	By 2016, MaineCare will build public trust and facilitate electronic exchange, access, and use of electronic protected health information, while maintaining the privacy and security of patients, providers and clearinghouse health information, through the advancement of privacy and security legislation, policies, principles, procedures and protections for protected health information that is created, maintained, received or transmitted.

	Activities to Accomplish Goal

	· Inventory existing privacy and security standards and practices including HIPAA and other Federal and State-specific laws to develop a comprehensive HIPAA and HITECH compliant program;
· Establish business best-practices for administrative, physical and technical privacy and security protections for all protected health information within the State and MaineCare HIT systems; 

· Establish a process for MaineCare Members to have ultimate control over their health records through an opt-in and opt-out system which mirrors industry best-practices
 and where MaineCare Members allow health care providers, plans (including Medicaid), and clearinghouses different levels of access to their health information; 
· Collaborate the OSC initiative and submit legislation to allow MaineCare members the choice to permit access to mental health, substance abuse, HIV and other protected sensitive health information to their designated health care providers and the Health Information Exchange for the sole purpose of medical treatment and continuity of care. The  proposed legislation must have strict privacy and security controls that align with the National Institute Standards and Technology (NIST) standards as defined by ONC in the Modifications to the HIPAA Privacy, Security and Enforcement Rules Notice of Proposed Rule Making (NPRM) as the industry standard for good business practices;
· Collaborate with the OSC and submit legislation to ensure that health care discrimination against MaineCare Members does not occur. The proposed legislation must include protection for members who opt-out of the HIE from being denied care as well as protection for providers who provide care for members who opt-out and, therefore, do not have comprehensive health information on the patient when making clinical decisions. (See below)

· Implement and continually perform quality review checks on systems and data to ensure that they meet industry best-practices for security and privacy of all health information, and make improvements where and when needed. 


MaineCare has worked diligently in this area and will continue its work during SMHP implementation.  For example:  The OSC formed a Legal Working Group (LWG) in 2009 to address the legal and policy domain requirements in the State HIT and Medicaid HIT Program Plans. The LWG had representatives from the National Association of Mental Illness of Maine (NAMI-ME), HIV providers and advocates, the Maine Hospital Association, the Maine Medical Association, Maine Family Planning, the Attorney General’s Office, HealthInfoNet, the Maine Civil Liberties Union, private health attorneys, and the Program Manager of the OMS HIT Program.  The LWG analyzed Maine and other state’s laws; policies and procedures that enable and foster information exchange within and outside the State; the use of existing or new trust agreements among parties that enable secure flow of information; and how the State addresses issues of non-compliance with Federal and State HIT laws and policies.
 
The LWG met for six months in 2009 and produced a draft report for the Legislature who recommended that the LWG continue its efforts and report back with proposed legislation.  Throughout most of 2010 the LWG worked to draft a report to the Maine legislature which includes draft statutory language to improve Maine laws.
  (The bill is scheduled for hearings and work sessions for May, 2011)  MaineCare will continue to review, improve and keep current on all privacy and security laws through the implementation phase of the SMHP.  


B2c.
 Communication, Education and Outreach

The HITECH Act is envisions a health care system where individuals can exercise choices and make informed decisions about their health care providers and can allow providers to have access to a patient’s “complete” medical record.  Decision makers have access to the right information at the right time and the health care delivery system is more efficient and affordable.   Maine understands that transforming health care systems to achieve these objectives takes a lot of communication, education and outreach across the State. The topic of public engagement was discussed at length at the HIT visioning sessions where the vision, goals, and activities were developed: 

	Vision
	

	Communication, education, and outreach efforts helped build a high performing health information exchange system that has gained universal:  1) EHR and HIT adoption among MaineCare providers; 2) trust and participation of MaineCare Members; and 3) value for decision-makers.   

 

	Goal
	

	For the period through 2016, MaineCare will promote State and National HIT efforts to improve health outcomes through electronic health information tools by developing and implementing comprehensive communication and training programs for State decision makers, staff, providers, citizens of Maine and stakeholders.



	Activities to Accomplish Goal

	· Understand the barriers to HIT and use the opportunities afforded by the HITECH Act to develop and implement strategies to these barriers; 

· Coordinate and participate in the Maine Regional Extension Center (MeREC) efforts and forums that deliver health information technical assistance to providers to modernize work place culture and to improve health care practices through the adoption of certified EHR technologies;
· Develop and conduct a comprehensive and coordinated communication, education, and training strategy with provider associations, organizations, and other HIT initiatives,
 that help providers understand the benefits of the HIT and exchange initiatives, and Meaningful Use; 

· Develop and conduct training programs for State decision-makers, MaineCare management and State staff to educate themselves, providers and Members about the benefits of HIT;

· Develop and implement Member education on health information technology and the benefits of integrated care, and on their power to make decisions about access and the exchange of their health information.  


One of the first activities was to understand potential barriers for providers to adopt HIT.  Nationwide, a recent survey found very low use of EHRs in US hospitals.
  Among hospitals without an electronic health record, the most cited barrier to adoption is inadequate capital for purchase (74%) and the second is EHR maintenance cost (44%).  Another study found the most frequently cited barriers to EHR adoption among physician practices
 are start-up financial costs (84%) and ongoing financial costs (82%).
 As part of the “As-Is” Assessment, MaineCare in collaboration with the Office of the State Coordinator, commissioned a series of surveys of providers, with a particular emphasis on professionals who were listed in the CMS regulations as meeting the definition of an “eligible professional,” dental practices, and hospitals. Researchers from the Muskie School, Cutler Institute for Health and Social Policy at the University of Southern Maine, developed and distributed surveys in the spring of 2010. As part of the survey, Muskie asked the participants about barriers to adoption if they had not implemented EHR technology within their practices.  Most of the responses about barriers mirrored the national survey results:  The primary barrier was the cost to acquire EHR technology; second was cost to maintain EHR technology; and the third was a mix of return on investment concerns and internal knowledge/technical resources barriers.  

On a parallel track, MaineCare knew that the public’s perceived barriers to HIT were of a more personal nature and dealt with privacy and security concerns.  MaineCare’s visioning sessions with Members and advocates included privacy and security issues and the best means of educating the public about privacy and security safeguards and Maine’s data warehouse and exchange that had adopted opt-in/opt-out strategies for health information, particularly the practice of not exchanging or storing sensitive health information such as behavioral and mental health, substance abuse and HIV/AIDS records unless the patient specifically opted-in.
Once Maine understood the barriers as perceived by the providers and the public MaineCare was able to develop an “overcoming barriers” communications strategy.  For providers, in terms of costs, it means education about the incentive payment programs offered as part of the HITECH Act. For the public, it means education around privacy and security laws, systems, and the benefits of integrated care.  

Maine’s strategy for its SMHP is to leverage CMS and ONC guidance and education tools that provide a consistent and comprehensive framework for the HIT programs. MaineCare views the federal program information as being the foundation with Maine-specific information added to the foundation for those aspects of the HIT program that need to be dealt with at the state level.  Relying on this approach will serve Maine well as it implements the SMHP because it will result in a program that is consistent with other state HIT programs where it needs to be, and yet  recognizes the Maine-specific aspects of HIT initiatives.  

The State knows that it will take a variety of communication, education and outreach methods to get the HIT points across.  As part of its planning activities MaineCare: 

· Developed an HIT webpage that is updated regularly and which includes a list-serve registration that sends a message to everyone on the list that new information has been posted. The site has links to the federal HIT program webpage and Maine-specific information such as power point presentations, fact sheets, frequently asked questions, MeREC and other organization information, calendar of events, OMS and OSC contact information, and other postings.

· In collaboration with the MeREC, developed a  communication’s and outreach strategy and plan that coordinates activities being conducted by the MeREC and MaineCare to advance the use of EHR technology systems and to help qualified health care providers select, implement and meaningfully use health information technology including electronic health records. This strategy and plan will continue to be updated with the implementation phase of MaineCare’s HIT project.  

· Coordinated with MeREC to reach out to independent providers as well as partnering with large health care systems to expand the use of health information technology in their affiliated practices. Specifically MaineCare participated in a series of four provider forums in late October and November.  Presenters shared their experiences of adopting EHR technology in their practice and lessons learned.   

· Participated in the Quality Counts
 webinars that discuss HIT topics such as the cultural of health care practices, workflow analysis, workflow redesign, vendor selection, implementation optimization, meaningful use, quality improvement and quality coaching.  

· Led discussions with provider groups and associations about the barriers, benefits, public engagement, and opportunities for incentive payments.   

· Employed existing communication channels (such as MaineCare’s website and Newsletter, MaineCare Matters).
MaineCare will continue these efforts during the implementation phase of the HIT Incentive Payment Program.   In addition, Maine agrees with the provisions of the HITECH Act and CMS rules and guidance stressing the importance of an integrated communications and education strategy.  Maine will use the comprehensive communication, outreach, and education tools developed by CMS and the ONC for states, providers, and the public.  There are several other initiatives in Maine related to health information technology.  The State believes that it is critical to coordinate and integrate communication strategies to take advantage of economies of scale, resources, and as important, to avoid fragmented programs that frankly, can be a barrier in and of itself, to health information technology.  Maine’s Communication, Education and Outreach activities are best described in the context of “HIT Initiative Coordination.”



B2d.
HIT Initiative Coordination

MaineCare is committed to addressing the needs of underserved and vulnerable populations such as children, individuals with chronic conditions, Title IV-E foster children, individuals in long-term care settings and the aged, blind and disabled.  To meet this commitment, MaineCare  optimizes the coordination of HIT initiatives. 

The major coordination points are with the following partners:   
	
	

	HealthInfoNet/MeREC
	MaineCare has, and will continue to coordinate with Maine’s REC (who partners with the ONC and OSC), to aid in the adoption of EHRs and attaining demonstrated Meaningful Use performance.

	Office of the State Coordinator
	As part of the OSC organizational structure, the MaineCare HIT initiative is linked with the efforts of the OSC and developed its SMHP to fit within the larger State-wide HIT plan.

	ConnectME Authority
	MaineCare is coordinating with the ConnectME Authority, which is responsible for mapping and funding the development of broadband access   across the state, to enable access to EHR and to share data in a secure manner. 

	Maine CDC and the State of Vermont
	MaineCare is a partner with Maine’s CDC and Vermont on a newly awarded Children’s Health Insurance Plan Reauthorization Act (CHIPRA) grant that has a large HIT component.

	DHHS Initiatives  
	MaineCare is coordinating with other Federally supported initiatives such as ICD-10, rural Maine Tele-health, and Health Care Reform initiatives.  

	Patient Centered Medical Home Project 
	MaineCare participates in a State-wide Patient Centered Medical Home project which has adopted HIT goals and activities.  

	Partnerships
	MaineCare aligns and coordinates its quality measures and programs with Maine Quality Counts and the Maine Quality Forum; and views  CMS a critical partner in a successful HIT efforts.  


In Maine HIT Initiatives share governance structures (including people who are on the steering committee of the various initiatives), stakeholder relationships, legal and contractual agreements and communication efforts. For example, the OMS HIT Program and the CHIPRA Quality Measurement activities have aligned four CHIPRA core measures with proposed Meaningful Use measures A complete list of HIT-related grants, including a description of the grant product and how it supports the adoption of EHR technologies, may be found in the “As-Is” Assessment section of the SMHP and the Implementation Advanced Planning Document (IAPD). To support and further this coordination, MaineCare’s visioning activities arrived at a vision, goal and activities: 

	Vision
	

	Increased coordination of federal, State and DHHS-specific HIT initiatives has produced efficient well-run integrated programs and improved quality of care and health outcomes.  

	Goal
	

	By 2016, all federal, State and DHHS-specific HIT initiatives will be intrinsically linked through alignment and coordination of plans, governance, communications, systems, and the sharing of clinical quality measures to improve efficiency, health outcomes and satisfaction.

	Activities to Accomplish Goal

	· Use the inventory of initiatives that was conducted for the SMHP planning activities to ensure the MaineCare HIT Program vision and goals align with the other HIT initiatives and vice versa.

· Participate in planning and implementation efforts of the other initiatives, including communications, sharing and exchanging data and information, long-range goals, and governance structure and vice versa.   

· Hold regularly scheduled meetings with the other HIT initiative  groups with standing agenda items such as avoiding duplication of efforts, improving efficiencies, upcoming communications and education forums, sharing information, and systems updates that may provide common efficiencies and opportunities for other initiatives to participate in and benefit from. 

· Through coordination with the HIT initiatives and stakeholders, plan and conduct State-wide HIT summits that bring together stakeholders, including providers and Members, to provide education on implementing and deriving benefits from HIT and electronic health records.    
· Similar to the process to develop this SMHP, include other HIT initiatives and stakeholders in the annual (or as needed) SMHP and IAPD updates. 

· Continue to have the OMS HIT Program Manager participate in the OSC HIT governance structure, including leading the standing OMS HIT committee and being a member of the OSC Legal Working Group.  

· Fully integrate, share, and analyze the quality measures from all HIT initiatives and use the results to further improve program delivery and health outcomes.

· Conduct joint surveys and use other methods to gather provider, Member, public and decision-maker opinions and input to measure the success of coordination and integration of the HIT initiatives.   
· Leverage the CMS and ONC support that is available for states to plan and implement successful HIT programs.   




B2e.
Infrastructure and Systems

The technical infrastructure and systems must support the implementation of the EHR Incentive Program and advance the long-term HIT vision.  Maine has an OIT vision for all DHHS applications that has been reviewed and recognized by DHHS executive management as setting standards for OIT work.  The vision is used to set direction and review proposed projects to measure their consistency with the OIT vision for DHHS applications. (DHHS Applications Governance Team, Applications Vision Statement. Adopted June 26, 2008.)  The OIT technical requirements and system design to support the MaineCare’s EHR Incentive Program and advance the long-term HIT vision provide the basis for Maine’s  HIT vision, goal and activities for interoperability: 
	Vision
	

	Using HIT, MaineCare provides client-centered services that improve health outcomes, quality, patient safety, engagement, and care coordination, through an efficient and secure health care system that has eliminated duplication of data and has reduced costs. 

	Goal
	

	By 2016, all Members will be cared for by providers who have access to, and exchange, health information in a secure system and use data and certified technology that support health care needs, promote healthy outcomes, and provide quality data for decision-makers. 

	Activities to Accomplish Goal

	Create a single point of entry for providers and a common identifier to the State’s systems for quality, cost efficiency, analysis and research purposes and ultimately connect to the Health Information Exchange by creating a two-way data flow to and from State systems such as:  

· MIHMS- Claims Database

· IMMPACT 2- Web- based Immunization Information System

· HealthInfoNet – Maine’s Health Information Exchange

· Create a simple, streamlined and automated process for Providers to report Meaningful Use criteria, quality measures and obtain EHR incentive payments; 

· Make available all health information (including mental health, substance abuse, HIV and other protected health information, medications and diagnoses) to all MaineCare Members in an easy to understand format; 

· Use a common individual identifier (e.g., Master Client Index) technology for continuity of care for individual MaineCare Members and for linking Member information with other Maine Departments such as Corrections and Education;

· Remove data silos from State systems to provide access to the data that is collected and managed commonly across DHHS;

·  Coordinate the clinical quality measures gathered by DHHS to ensure CHIPRA, Meaningful Use, and all other clinical quality measures are coordinated especially for  populations with unique needs, such as children;

· Provide patients and families access to their health care data (clinical and administrative)  through a Member portal; 

· Collect and disburse data in a secure standardized manner to promote evidence-based protocols for clinical decisions.


SECTION C – ACTIVITIES NECESSARY TO ADMINISTER AND OVERSEE THE EHR INCENTIVE PROGRAM

This Section describes the activities necessary to administer and oversee the HIT and EHR Incentive Payment Program.
  It is comprised of six processes and 18 sub-processes:
  

Figure 12. Diagram of EHR Incentive Program Processes and Sub-Processes
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Each of the six processes comprises a Part.  The 18 sub-processes are described under the appropriate Part:  
	Part 
	Summary

	1. Program Registration and Eligibility 
	· Provides an explanation of how Eligible Professionals (EPs) and Eligible Hospitals (EHs) submit and receive approval to register for the Medicaid EHR Incentive Program

· Describes how the state will apply its eligibility methodology including the patient volume calculation
· How Providers switch between programs 

	2. Payment 
	· Describes how EPs and EHs will request payment and attest to meeting eligibility and AIU requirements
· Describes how OMS will verify eligibility
· Details the payment calculation for EPs and EHs and procedures to generate and track a Medicaid EHR incentive payment once it has been approved

	3. Appeals 
	· Details the procedures in place to allow EPs and EHs to appeal a determination made by the Maine Medicaid Program

	4. Reporting 
	· Defines the reports and processes to conduct CMS and US Department of Health and Human Services required reporting

	5. Communication, Education and Outreach
	· Provides an explanation of the Maine Medicaid Program support mechanisms that will help EPs and EHs with technical assistance and eligibility questions related to the Medicaid EHR Incentive Program

	6. State Oversight 
	· Defines the process that will be in place to ensure that no amounts greater than 90% FFP will be claimed for administrative expenses related to the administration of the program and the methodology for verifying such information is available and other state oversight processes


A high-level look at the application and payment process is shown here: 

Figure 13. Registration, Attestation and Payment Process Flow for the EHR Incentive Program
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Narrative Description of HIT Incentive Payment Program Process

The following steps describe in narrative form high level activities on how Maine will process provider requests for HIT Incentive Payments.  (The steps are shown graphically in the process flows under each of the six Parts of this Section which show more detail.)        

· Once the State is notified that a provider has registered with the NLR a MaineCare HIT Team Specialist (HIT Specialist) will contact the provider at the email address provided during the registration process. (See Eligibility for a description of the HIT Team including the help-desk) 
· The HIT Specialist will work directly with the provider to explain the requirements of the Medicaid HIT Incentive Payment Program and the application process.  (This email address will also be used to communicate with the provider about the status of the incentive payment request.) 
· The preferred method for EPs and EHs to apply for an incentive payment is through an online portal (Depicted in the Payment Request and Attestation process flow).  HIT Specialists will assist providers including extra help for those  who do not have internet access and who need to submit a paper application. 

· When the provider has completed the on-line application, the HIT Specialist will begin the verification/confirmation process. 

· MaineCare will interface with the NLR to request the provider payment history to verify that: 1) an EP has not received a payment from another state’s Medicaid EHR Incentive Program or from the Medicare EHR Incentive Program; or 2) an EH has not received a payment from another state’s Medicaid EHR incentive Program.  The interface will also include other historical information, like exclusions, that were documented during program registration or requests for payments.  (This information will be stored by MaineCare allowing the system to identify the payment year of providers that have transferred into the Maine EHR Incentive Program and ensure appropriate payments are made to the provider.)

· When the NLR sends the provider information to MaineCare to verify that all providers and hospitals are properly licensed and qualified, an HIT Specialist will check MaineCare’s provider enrollment portal.   (For its new MMIS system, MaineCare used the CMS-1513 Re-enrollment forms which include disclosures related to ownership, control, and relationship information, including business transactions, to meet certification standards. In addition, MaineCare developed a questionnaire that providers are required to fill out to enroll in MIHMS that discloses criminal conviction information.  MIHMS also receives criminal convictions information from licensing and other databases. The MIHMS provider re-enrollment process ensures that providers are properly licensed and qualified.) 

· To complete the application, the EP or EH must attest to meeting all of the requirements of that payment year. (The Submit Attestation of Adoption, Implementation or Upgrade (AIU) of Certified EHR Technology and the Submit Attestation of Meaningful Use processes are discussed in more detail in this Section.) 

· MaineCare will validate and determine the patient volume for EPs and EHs during the Determine Eligibility sub-process by checking the all-claims database and MIHMS claims system reports.  For hospitals, Medicare cost reports will be used to verify the Medicaid patient volumes, and to calculate the payment amount.  For FQHCs, HRSA reports will be used to confirm “needy individual” patient levels.  (MaineCare has selected the Encounter method per the Final Rule to calculate and confirm that the provider meets the Medicaid patient volume threshold.) 

· MaineCare will be able to identify EPs who work at more than one site by requiring providers to list all of the addresses where they work. An HIT Specialist will confirm that multiple applications are not received for an EP by checking on-line systems for NPI, addresses and other data to ensure duplicate payments are not made.     
· The HIT Specialist will confirm that the EP is not hospital based, by checking service codes used in hospital settings.   
· The HIT Specialist will verify that the type of EHR technology that the provider attested to using is listed on the ONC list of certified EHR technology. 

· MaineCare will also verify that the EP or EH has certified its application by signing the following statement which appears at the end of the OMS application:   “This is to certify that the foregoing information is true, accurate, and complete. I understand 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.”

· The last step allows EPs and EHs to switch the EHR Incentive Program in which they participate. If an EP or EH wishes to change their registration information (e.g., address or other demographic information), MaineCare will direct the provider to make the change in the NLR registration module, as this is the single point of registration information for the program.  

· Before any payment is made, the HIT Team Program Manager will send an electronic message to the audit manager that a file is “complete” and ready to be  reviewed.  (An audit manager and an auditor who have attended an HIT audit boot-camp this spring and participated in webinars and other trainings on HIT audit strategies have been assigned to perform the HIT audit functions.) 

· The auditor will use the on-line systems to confirm the provider submission and the HIT Team’s work by reviewing key risk steps in the process. (See Audit Section for the risk factor grid and other details of the Audit review.)  

· The audit manager will send an electronic message to the HIT Team Program Manager that the file has been reviewed and approved for payment.  An HIT Specialist will note  the record and send electronic notification to the DHHS finance section to process the payment through the AdvantageME system.  CMS is notified of the approval (or denial) through the NLR system as is the EP or EH via the email address provided during the registration process.      

· The payment request goes through the financial and accounting processes and payments are issued to the EP or EH.  
· After provider payments are made, the payment information will be reviewed by the HIT team manager and sent to the audit manager for further review, as appropriate. (See Audit section for details on the Audit process and assurances against Fraud, Waste and Abuse.)  


 Section C. Part 1.  Program Registration and Eligibility 
Figure 14. Program Registration and Eligibility Processes and Sub-Processes
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C1a.
Registration 

The first map in this process flow shows how providers register for the Medicaid Program; Incentive Program; the second map details how MaineCare will determine eligibility; and the third map details how EPs may make a one-time switch between the Medicaid and Medicare program. 
Figure 15.  Register EP or EH Sub-Process
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Description: This sub-process shows the activities to register Eligible Professionals (EPs) and Eligible Hospitals (EHs) for the EHR Incentive Program. This includes EPs and EHs completing their registration for the program via the National Level Repository (NLR), the transmission of data from the NLR to the State, the State's eligibility methodology and determination, and notifying EPs/EHs of their eligibility status.

Resources: EPs/EHs, CMS, MaineCare Services

Proposed Technology to leverage: NLR, MIHMS, Online Portal
State Policy: The State should have a policy that enforces the CMS regulation as written in the Final Rule on the EHR Incentive Program.
CMS Regulation: See 495.10 in the Final Rule on the EHR Incentive Programs. 
This is the point at which the Maine OMS HIT help-desk and the provider “intersect.” 
1) Help Desk Functions and Tools 

The help desk will be staffed Monday through Friday from 8:00 am to 5:00 pm by OMS HIT Specialists that have been trained and are able to provide detailed information on the MaineCare EHR Incentive Program including all eligibility requirements, how to register with CMS and then apply with MaineCare, and appeal processes. The help desk will also provide technical assistance to EPs and EHs who experience technical issues when submitting information to MaineCare. 

In addition to the HIT help desk, providers may contact the MMIS provider help desk which operates Monday through Friday from 8:00 am to 7:00 pm.  The MMIS help desk staff will be trained and have scripts.  Providers may also contact the OMS HIT Team help-desk via email through the OMS HIT website.   (Maine’s IAPD includes more detail on training resources, which have been dedicated and built into the IAPD to help train the HIT Team Specialists, and MMIS help desk staff.)     

MaineCare will use the most current CMS HITECH/EHR Incentive Program Inquiry Toolkit as part of its resources to address questions received by the HIT help desk.  If providers' questions cannot be answered by the help desk staff, the questions will be escalated appropriately to CMS’ EHR Information Center.  The State anticipates that these provider inquiries will be different from the typical help desk questions received, and will require more time to answer and a different skill set from the typical help desk resources. 

This summer, prior to “go-live” expected in October, MaineCare will develop and adopt standard call center metrics and standards, such as Average Speed of Answer, Abandoned Calls, and other regularly measured metrics.  The goal will be to answer telephone calls “live” or return messages within one business day.  The same goal will be adopted for email contacts.
C1b.
Determine Eligibility 
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Figure 16. Determine Eligibility Sub-Process
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Description: This sub-process shows the activities to determine an Eligible Professionals (EPs) or Eligible Hospitals (EHs) eligibility for participation in the EHR Incentive Program.  MaineCare will apply the State encounter methodology to calculate patient volume thresholds.  Maine recognizes and will apply the different threshold requirements based on the type of EP.  For example, for an EP to be eligible as an FQHC EP, the EP must practice predominantly in the FQHC and must meet a 30% needy individual patient threshold.  Non-FQHCs, (other than pediatricians) must be non-hospital based (90% or less of their practice is done outside the hospital settings as described in the process flow documents included in this SMHP) and must meet the 30% Medicaid patient encounters threshold.  Pediatricians must meet a 20% Medicaid patient encounter threshold.  EHs (as described in the eligibility process flows, which include the few exceptions to the 10% threshold) must have a 10% Medicaid encounter threshold.  Maine has systems and processes in place that will ensure that EPs and EHs meet all eligibility requirements defined in the Final Rule.  Once their eligibility is determined, OMS will notify CMS and EPs and EHs of their eligibility status.

Resources: MaineCare Services

Proposed Technology to leverage: MIHMS, Online Portal

State Policy: The State should have a policy that enforces the CMS regulation as written in the Final Rule on the EHR Incentive Programs. The State will use the encounter method to determine the EP's Medicaid patient volume.  

CMS Regulation: See 495.304 and 495.306 in the Final Rule on the EHR Incentive Programs.
 C1c.
Switch EP or EH between Program and/or State Process Flow
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Figure 17.  Switch EP between Program and State Sub-Process

Description: This sub-process shows the activities involved for an EP to switch their registration between EHR Incentive
Programs.  EPs are allowed to make a one-time switch between Incentive Programs (Medicare and Medicaid).

Resources:
 EPs/EHs, CMS, MaineCare Services

Proposed Technology to leverage: NLR, MIHMS

State Policy: The State should have a policy that enforces the CMS regulation as written in the Final Rule on the EHR Incentive Program.

CMS Regulation: See 495.10 in the Final Rule on the EHR Incentive Programs.


Section C.  Part 2. Payment_____
The following process maps demonstrate how requests for Medicaid EHR incentive payments are submitted by EPs and Hospitals and how those requests are processed by the Maine Medicaid Program.  The process and sub-processes included in this section of the plan are:
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Figure 18. Payment Process and Sub-Processes

The payment process flow requires some additional explanation.  
The Medicare and Medicaid Extenders Act of 2010 (Public Law No: 111-309), enacted on December 15, 2010, amended the HITECH.  The amended section changes the definition and calculation of the “net average allowable cost.”  As a result Maine will issue incentive payments to EPs and EHs as prescribed by the amended law. 

For EHs, the payment will be calculated in the first year and will be issued in three annual payments: 50% Payment Year 1, 40% in Payment Year 2, and 10% in Payment Year 3. Prior to year 2016, payments can be made by the State to an eligible hospital on a non-consecutive annual basis. No hospitals may begin the Program (get incentive payments) for any year after FY 2016.

For EPs, payments will be made in annual payments over six years:  Year 1, $21,250; and Year 2 through Year 6, $8,500 for a total of $63,750.  (These payment amounts reflect the changes under the “Extenders Act.”)
MaineCare will obtain the State Budget Authority to use the ARRA funds (100 percent FFP) to pay the Medicaid EHR incentive payments to EH and EPs.  MaineCare will ensure payments are made in a timely manner by following all of the requirements of the Final Rule, the Medicaid State Directors Letter released on August 17, 2010, and other rules and regulations, including: 

· Notifying the NLR that an incentive payment (or ineligibility) has been made within five business days; 

· Making payments within 45 days of providers completing all eligibility, AIU, and MU determination and verification checks and where a provider is registering or attesting to AIU or MU at the end of the year, make payment no later than 60 days into the CY for EPs or FFY for EH; 

· Completing all provider eligibility and attestation of AIU and MU determination and verification processes in the 45-60 day period, prior to payment; 

· Assuring the Medicaid EHR incentive payments are paid directly to the EP, employer or facility to which the EP has assigned payments, without any deduction or rebate.  (In lieu of having the incentive payment issued directly to an EP, the EP may reassign the payment to their employer or entity with which the EP has a valid contractual arrangement that allows the entity to bill for the EP’s services.  This assignment  is accomplished by the EP including the TIN for the employer or entity when the EP registers. The employer or entity are notified that they can only accept incentive payments that have been reassigned voluntarily and are not allowed to retain more than five (5) percent of the Medicaid EHR Incentive Payment for costs unrelated to certified EHR technology.  The Final Rule does allow an additional option of reassigning the payment to a State-designated entity that is registered with the Maine Medicaid Program as an entity promoting the adoption of certified EHR technology.  The State does not have any State-designated entities so this option is not available in Maine, and the State recognizes that if it decided to designate entities, it would need to include this option in an updated SMHP.)

· Assuring CMS that under Maine’s Manage Recoupment process, in case of an improper Medicaid EHR incentive payment, the State has a method in which it can recoup overpayment of monies made to EPs or EHs.  MaineCare understands that it must repay to CMS all Federal financial participation received by providers identified as an overpayment regardless of recoupment from such providers, within one year of the overpayment, per section 6506 of the Affordable Care Act. (At this time, MaineCare does not have a Managed Care contract. If the State chooses to distribute the incentive payments through their Managed Care contract, the assurances and processes will be described in future iterations of the SMHP.)
C2a.
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Figure 19. Submit Payment Request and Attestations Sub-Process
Description: This sub-process shows the activities for EPs and EHs to submit a payment request and provide their attestations of AIU and MU.

Resources: EPs/EHs, MaineCare Services, CMS

Proposed Technology to leverage: MIHMS, NLR

State Policy: The State will need to create a policy describing how EPs and EHs must provide their attestations of AIU and MU. The State should have a policy that enforces the CMS regulation as written in the Final Rule on the EHR Incentive Program.

CMS Regulation: Refer to 495.8, 495.312, 495.314 and 495.332 in the Final Rule on the EHR Incentive Programs.
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Figure 20.  Submit Adoption, Implementation or Upgrade of Certified EHR Technology Attestations Sub-Process

Description: This activity describes the tasks involved in collecting attestations from EPs and EHs on the adoption, implementation, or upgrade (AIU) of certified EHR technology.  Attestations of AIU are only required for the first year of participation in the EHR Incentive Program.

Resources: MaineCare Services, CMS, EP/EH    Proposed Technology to leverage: MIHMS, NLR

C2b.
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Figure 21. Verify Eligibility Sub-Process 
Description: This sub-process describes the activities for verifying EP or EH eligibility and cross-checking attestations before making a payment to an EP or EH.

Resources: MaineCare Services

Proposed Technology to leverage: NLR, MIHMS
State Policy: The State should have a policy that enforces the CMS regulation as written in the Final Rule on the EHR Incentive Program. 
State Policy: The State should have a policy that enforces the CMS regulation as written in the Final Rule on the EHR Incentive Program.

CMS Regulation: Refer to 495.312 and 495.332 in the Final Rule on the EHR Incentive Programs.
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Figure 22. Adjudicate Payment Sub-Process
Description: This sub-process describes the activities for processing and making a payment to an EP or EH.

Resources: MaineCare Services, DHHS Finance, CMS, State Designated Entity

Proposed Technology to leverage: NLR, MIHMS, and AdvantageME

State Policy: The State should have a policy that enforces the CMS regulation as written in the Final Rule on the EHR Incentive Program.

CMS Regulation: Refer to 495.310, 495.312 and 495.332 in the Final Rule on the EHR Incentive Programs.
C2d.
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Figure 23. Manage Recoupment Sub-Process
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Description: This sub-process describes the activities involved in recouping incentive payments from EPs or EHs when a duplicate payment or overpayment is made. The recoupment of incentive payments is initiated by the discovery of an overpayment as the result of an audit or notification from the NLR. 
 
Resources: MaineCare Services, DHHS Finance, CMS

Proposed Technology to leverage: NLR, MIHMS, and AdvantageME

State Policy: The State should have a policy that enforces the CMS regulation as written in the Final Rule on the EHR Incentive Program.

CMS Regulation: Refer to 495.312, 495.316, 495.332, 495.366, and 495.368 in the Final Rule on the EHR Incentive Programs.

Assumptions
	Payments - Assumptions

	2
	If the EP or Hospital is Medicaid certified there are no sanctions and the EP or EH is properly licensed. 

	3
	EPs and EHs will not demonstrate Meaningful Use requirements during their 1st Payment Year, all will adopt, implement, or upgrade.

	4
	The aggregate hospital payment will be calculated in Payment Year 1, payments will be made based on the payment schedule documented in Section 5.2.

	5
	All acute care hospitals that qualify for Medicaid EHR incentive payments will participate in both the Medicare and Medicaid EHR Incentive Programs.

	6
	Hospitals that are eligible to participate in both the Medicare and Medicaid EHR Incentive Programs will receive 1st payment from Medicaid for adopt, implement, or upgrade, then in payment year 2 will start to participate in the Medicare EHR Incentive Program and demonstrate Meaningful Use to CMS.

	7
	When referring to MaineCare services as proposed resources, this may include MaineCare business resources, OIT, or contractors.

	8
	Each EP and EH that wishes to participate in the EHR Incentive Program will have already received an NPI and TIN from CMS before registering and requesting a payment.



Section C. Part 3. Appeals
The following process map demonstrates how provider appeals are submitted, reviewed and processed.  The process and sub-process included in this section of the plan are:
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Figure 24. Appeals Process and Sub-Process

Consistent with the Final Rule, Maine’s appeals process for Medicaid incentive payments falls under the State's Administrative Procedure Act.  EPs and EHs are given the opportunity to appeal determinations of incentive payment amounts, eligibility determinations, and attestation demonstrations for the Medicaid EHR Incentive Program.  There are several escalating steps to the appeal process.  First, providers are able to ask for an Informal Review of an HIT decision.  MaineCare reviews the decision and issues a written Informal Review response.  The provider may appeal that decision and ask for an Administrative Hearing conducted by a DHHS hearings officer.  The provider may appeal that written decision through Maine’s court system. (This is also the process that non-HIT appeals are conducted and is described in MaineCare rules.) 
Dually-eligible hospital appeals of Meaningful Use are under the purview of CMS, not states.  Appeals of this nature will follow CMS rules and regulations.  
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Figure 25. Appeals Sub-Process
Description: This sub-process describes the method in which EPs and EHs may appeal eligibility determinations, adopting, implementation and upgrading (AIU) to certified EHR technology attestation determinations, incentive payments, and  Meaningful Use determinations for EPs or Medicaid only EHs.
 

Resources: EPs/EHs, MaineCare Services, DHHS Commissioner's Office, Office of Administrative Hearings, DHHS Commissioner 

Proposed Technology to leverage: None identified at this time

State Policy: The three-step process for Informal Reviews, administrative hearings, and court appeals are governed by MaineCare rules,  the Maine Administrative Procedures Act and Administrative Hearing Regulations. The State should have a policy that enforces the CMS regulation as written in the Final Rule on the EHR Incentive Program.

CMS Regulation: Refer to 495.370 in the Final Rule on the EHR Incentive Program.

Assumptions
	Appeals Process - Assumptions

	1
	The same procedures will be followed for the following appeals related to the Medicaid EHR Incentive Program. 
(1) Incentive payment amounts
(2) Provider program eligibility determinations
(3) Demonstration of adopting, implementing, and upgrading, and Meaningful Use eligibility for incentives under this subpart
(4) Audit findings



Section C. Part 4.  Reporting___
The following processes provide an explanation of the reporting mechanisms that will support MaineCare in administering the EHR Incentive Program.  The process and sub-processes included in this section of the plan are:
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Figure 26. Reporting Process and Sub-Processes
MaineCare is responsible for tracking and verifying the activities necessary for a Medicaid EP or EH to receive an incentive payment for each payment year. The process below shows how  the State will collect and report on provider Meaningful Use of certified EHR technology and other incentive program metrics for CMS. MaineCare will submit to CMS on an annual basis a report that contains the following:
1. Provider adoption, implementation, or upgrade of certified EHR technology activities

2. Aggregated, de-identified Meaningful Use data, such as:

a. Number, type and practice locations of providers who qualified for an incentive payment on the basis of having adopted, implemented, or upgraded to certified EHR technology.

b. Aggregated data tables representing the provider adoption, implementation, or upgrade of certified EHR technology.

c. Number, type, and practice location(s) of providers who qualified for an incentive payment on the basis of demonstrating that they are meaningful users of certified EHR technology.

d. Aggregated data tables representing the providers’ clinical quality measures data.

e. Description and quantitative data on how its incentive payment program addressed individuals with unique needs such as children.

MaineCare is, also, required to submit to US DHHS on a quarterly basis a progress report documenting specific implementation and oversight activities performed during the quarter, including progress on implementing the State’s approved Medicaid HIT Plan. MaineCare will work in coordination with the Office of the State Coordinator (OSC) to produce these reports in alignment to process R-020 as described in section 5.4.2.

Furthermore, MaineCare discussed the potential management reports that would enable the State to manage the administration of the program in the most efficient and effective manner. MaineCare identified the management reports listed in the table below as potential reports that they would need to manage the program.

	Potential EHR Incentive Program Management Reports

	Number of EPs and EHs registered in the NLR

	Number of EP and EH records received from the NLR

	Number of EPs and EHs deemed eligible for the EHR Incentive Program

	Number of EPs and EHs deemed ineligible for the EHR Incentive Program, including reason for denials

	Number of EPs and EHs pending eligibility decisions

	Number of EPs and EHs providing attestations to the State

	Number of dually eligible hospitals providing attestations through the NLR

	Number of EPs and EHs receiving an incentive payment

	Average number of days from receipt of payment request by the State to payment being received by an EP or EH

	Total dollar amount of incentive payments distributed to EPs and EHs

	Number and dollar amount of duplicate payments made to EPs and EHs

	Number and dollar amount of duplicate payments avoided

	Number and dollar amount of recoupments received from EPs and EHs

	Number of EPs and EHs in each participation year (year 1, year 2, etc.)

	Percentage of eligibility determinations, attestations, and incentive payment audited

	Number and type of provider appeals files

	Number and type of provider inquiries received

	Annual report containing analysis of program outcomes


While MaineCare has identified some of the management reports they may need to administer the program, the details regarding these reports will be defined this summer in the DDI phase, including the frequency, timeframes, schedule, type (ad hoc, canned, or other), and data source for the reports.
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Figure 27. Submit Annual CMS Report Sub-Process
Description: This sub-process describes the reporting activities required to complete and submit an annual report on the EHR Incentive Program to CMS. Each State must submit to CMS an annual report of provider adoption, implementation, or upgrade of certified EHR technology activities, incentive payments to EPs and EHs, and aggregated, de-identified Meaningful Use data. 

The annual report must include, but is not limited to the following:
· The number, type, and practice location(s) of providers who qualified for an incentive payment on the basis of having adopted, implemented, or upgraded certified EHR technology. 

· Aggregated data tables representing the provider adoption, implementation, or upgrade of certified EHR technology.

· The number, type, and practice location(s) of providers who qualified for an incentive payment on the basis of demonstrating that they are meaningful users of certified EHR technology.

· Aggregated data tables representing the provider's clinical quality measures data 

· A description and quantitative data on how its incentive payment program addressed individuals with unique needs such as children.

Resources: HIT Manager, MaineCare Services
Proposed Technology to leverage: None identified at this time
State Policy: The State should have a policy that enforces the CMS regulation as written in the Final Rule on the EHR Incentive Program.  CMS Regulation: See 495.316, 495.332, and 495.352 in the Final Rule on the EHR Incentive Programs. 

C4b.    Submit Quarterly HHS Report
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Figure 28. Submit Quarterly HHS Report Sub-Process
Description: This sub-process describes the reporting activities required to complete and submit a quarterly report on the EHR Incentive Program and HIT efforts to HHS. Each State must submit to HHS on a quarterly basis a progress report documenting specific implementation and oversight activities performed during the quarter, including progress in implementing the State's approved Medicaid HIT plan. 

Resources: HIT Manager, MaineCare Services

Proposed Technology to leverage: None identified at this time

State Policy: The State should have a policy that enforces the CMS regulation as written in the Final Rule on the EHR Incentive Program.

CMS Regulation: See 495.332 and 495.352 in the Final Rule on the EHR Incentive Programs.
Assumptions for this Part: None


Section C. Part 5. Communication, Education and Outreach____
The following processes provides an explanation of the support mechanisms that will help EPs and EHs with technical and eligibility questions related to the Medicaid EHR Incentive Program.  The process and sub-processes included in this section of the plan are:
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Figure 29. Communication, Education, and Outreach Process and Sub-Processes

As described in the Program Registration and Eligibility Part, MaineCare will operate a help desk for the EHR Incentive Program to answer inquiries from providers about the program. The help desk will have  dedicated resources that are able to provide detailed information on the MaineCare HIT EHR Incentive Payment Program. 
MaineCare will use the most current CMS HITECH/EHR Incentive Program Inquiry Toolkit for addressing questions received by the help desk.  More complex questions will be referred to the HIT Program Manager or the CMS EHR Information Center.  The State anticipates that these provider inquiries will be different from the typical help desk questions received, and will require more time to answer and a different skill set from the typical help desk resource. 
The help desk will also provide technical assistance to EPs and EHs who experience technical issues when submitting information to MaineCare.  The help desk will be able to quickly identify the issue and take steps to provide a resolution in a timely manner. 
MaineCare will also engage in a communications and outreach campaign in coordination with the MeREC, and Provider and Hospital Associations.  Using the tools and avenues provided the OSC, MeREC, Provider and Hospital Associations, and the Office of MaineCare Services, EPs and EHs will be given instructions on how to register for the Medicaid EHR Incentive Program, guidance on the eligibility requirements, and expectations on when and how they will be notified about the program. MaineCare will also use the email addresses provided by the EPs and EHs upon registering for the program to deliver targeted messages and provide one-on-one assistance with the program.  
The recent placement of the OMS HIT Program with the OSC ensures collaboration and consistency that Maine’s EPs and EHs are given timely and correct information on the availability and operations of the process and especially the NLR system.  MaineCare will use the most current Provider Inquiry Toolkit provided by CMS to ensure consistent messaging and information.  The OSC, MeREC, Provider and Hospital Association and MaineCare have already begun the communication and outreach to engage EPs and EHs who are most likely to be eligible for Medicaid EHR incentive payments through targeted outreach activities. (The Provider Communication, Education, and Outreach and Communications processes are outlined below.) 
MaineCare will use two parallel approaches for communication and outreach—the first is to conduct ”pre-eligibility” efforts with providers who are expected to be at, or near, the Medicaid patient level thresholds while the second track will be an outreach program about HIT designed for providers who may not be as familiar with HIT or where there is more question about meeting the Medicaid patient thresholds.  MaineCare is also developing an informational campaign for Maine’s health care consumers on the promotion of HIE and EHR adoption.  All of these activities will be thoroughly discussed in MaineCare’s HIT reports.  
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Figure 30. Manage Provider Inquiries Sub-Process

Description: This sub-process shows the activities involved to manage inquiries from EPs and EHs related to HIT and the EHR Incentive Program.   

Resources: Help Desk

Proposed Technology to leverage: Interactive Voice Response (IVR)

State Policy: None identified at this time

CMS Regulations: None identified at this time
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Figure 31. Deliver Provider Education, Training, and Technical Assistance Sub-Process
Description: This sub-process shows the activities that the State and MeREC will complete to provide EPs and EHs the training, education, and technical assistance they need to effectively implement EHR technology in their practice/hospital. 

Resources: HIT Program Manager, MeREC, OMS Training Unit, OIT and other resources as needed.

Proposed Technology to leverage: Training modules, teleconference and videoconference tools and technology

State Policy: None identified at this time

CMS Regulation: None identified at this time.

C5c. 
Deliver Provider Communications

[image: image31.jpg]Office of MaineCare Senices

CONL030-010

CONL030-020

CON-030-030

@

start

End





Figure 32. Deliver Provider Communications Sub-Process
Description: This sub-process shows the activities that the State and MeREC will complete to communicate with EPs and EHs regarding the Incentive Program, EHR technology adoption, and other HIT-related topics.

Resources: HIT Program Manager, MaineCare Director of Communications, MeREC, other resources as needed.

Proposed Technology to leverage: MaineCare website

State Policy: None identified at this time

CMS Regulation: None identified at this time

Assumptions:  None


Section C.  Part 6.  State Oversight___
The following process maps demonstrate how MaineCare will monitor and oversee the administration of the EHR Incentive Program.  The process and sub-processes included in this section of the plan are:
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Figure 33. State Oversight Process and Sub-Processes
To get FFP, MaineCare must demonstrate to CMS’s satisfaction that MaineCare uses the funds provided to administer incentive payments to providers under this program; conducts adequate oversight; and pursues initiatives for the adoption of certified EHR technology to promote health care quality and the exchange of health care information.

For Part 1. Rules and State Plan Amendments, the CMS Final Rule made it clear that states do not need State Plan Amendments for the HIT Incentive Payment Program.  Maine included the term “State Plan Amendments” in the sub-process title to assure CMS and readers that the State recognized that in some CMS programs State Plan Amendments are needed, but in the case of HIT, the Final Rule provision that no State Plan Amendments were needed. 

MaineCare’s process to Develop Rules is a key element in conducting adequate oversight of the program. To administer the EHR Incentive Program, MaineCare will develop an EHR Incentive Program State rule according to CMS’ EHR Incentive Program Final Rule and subsequent regulations.  Maine has an Administrative Procedures Act that governs State rulemaking.  The process includes engaging stakeholders in the drafting of the rule; issuing a proposed rule with ample time for public and stakeholder comment; holding a public hearing on the rule; responding to comments; and issuing a final rule that has been approved by the Attorney General’s Office, the Commissioner of DHHS, Finance Division, OMS, and other offices.  MaineCare’s Policy Division develops and oversees the rule and the rulemaking process.  The Policy Division has drafted a rule, which will be proposed in late spring and finalized in conjunction with MaineCare’s go-live of the HIT Incentive Payment Program.  

In terms of Part 2, SMHP and Part 3, IAPD, Maine understands that interaction with key stakeholders regarding the administration of the EHR Incentive Program is not a one-time affair. The successful adoption and implementation of HIT hinges on buy-in and participation from all stakeholders--from the Program Directors administering the program, OIT for technology planning and support, the providers adopting the technology and receiving the payments, Federal and State decision-makers, to the MaineCare Members that receive the benefits of coordination of care and lower health care costs. Therefore, MaineCare is committed to continued and ongoing collaboration with these stakeholders to revisit the processes and activities for administering the OMS HIT Program, including the EHR Incentive Payment Program. The SMHP will be reviewed and updated annually or as needed.  MaineCare will maintain its SMHP including the four sub-activities which fall under this sub-process which include:
1. Revise HIT Landscape

2. Revise HIT Vision

3. Revise Meaningful Use Sustainability Plan

4. Revise Implementation Roadmap

MaineCare is responsible for updating and submitting a revised Implementation Advanced Planning Document on an annual basis (or as needed) to secure funding for its initiatives they are pursuing on an ongoing basis to encourage the adoption of certified EHR technology to promote health care quality and the electronic exchange of health care information.

In terms of Part 4 Track and Report and Part 5 Manage FFP, as stated in the Final Rule, FFP is available at 90 percent for State expenditures for administration activities for the OMS HIT Program, including support of implementing incentive payments to Medicaid EPs and EHs. MaineCare has implemented the Track and Report FFP for the Administration of the Program process to ensure that no amounts higher than 90 percent of FFP will be claimed by the State for administrative expenses in administering the HIT EHR Incentive Payment Program.  To comply with the State Medicaid Director Letter dated August 17, 2010, MaineCare will submit quarterly budget estimate reports via Form CMS-37 electronically to CMS via the Medicaid and State Children’s Health Insurance Program (CHIP) Budget and Expenditure System (MBES/CBES).  On Form CMS-64, MaineCare will submit, on a quarterly basis, actual expenses incurred, which will be used to reconcile the Medicaid funding advanced to MaineCare based on the Form CMS-37. MaineCare will follow guidance outlined by CMS in the August 17th State Medicaid Director Letter Enclosure D for budget preparation, reporting of estimates, expenditures and timing of the grant award letter and retroactive requests for planning activities funded at 90/10 FFP.

As required under the Final Rule, the Manage FFP for Provider Payment process outlined below is the process MaineCare has put into place to ensure that no amounts higher than 100 percent of FFP will be claimed by the State for reimbursement of expenditures for State payments to Medicaid EPs or EHs for the certified EHR  Incentive Payment program.
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Figure34. Develop Rules and State Plan Amendments Sub-Process
Description: This sub-process shows the activities to create governance policies and guidelines to administer the EHR Incentive Payment Program.

Resources: HIT Manager, Special Projects Unit, Policy Division

Proposed Technology to leverage: None identified at this time

State Policy: The State must make a Rule to administer, conduct oversight, and enforce the EHR Incentive Program. (No State Plan Amendment is required per CMS Final Rule.) 
CMS Regulations: None identified at this time
C6b.
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Figure 35 Maintain SMHP Sub-Process
Description: This sub-process describes the annual reiterative cycle for updating the SMHP to ensure that the HIT landscape assessment, vision, Meaningful Use sustainability plan, and roadmap reflect the current goals of MaineCare. The Meaningful Use sustainability plan refers to the need to update the SMHP to ensure that the stages of Meaningful Use criteria (i.e., Stages 1, 2 and 3) are being met.
 

Resources: Special Projects Unit, HIT Manager, OMS Director, Operations, DHHS Offices, OIT, Commissioner's Office, Office of the State Coordinator, others as identified

Proposed Technology to leverage: None identified at this time

State Policy: The State should have a policy that enforces the CMS regulation as written in the Final Rule on the EHR Incentive Program.

CMS Regulation: Refer to 495.332 and 495.344 in the Final Rule on the EHR Incentive Program
1) 
Revise HIT Landscape Assessment
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Figure 36. Revise HIT Landscape Assessment Sub-Activity
Description: This is the sub-activity to review and revise the HIT Landscape Assessment of the SMHP.  This includes any revisions of the governance structure, systems changes, initiatives, and provider adoption rates.

Resources: HIT Manager, Special Projects Unit

Proposed Technology to leverage: None identified at this time



2)   Revise Vision
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Figure 37. Revise Vision Sub-Activity

3)
Revise Meaningful Use Sustainability Plan
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Figure 38. Revise Meaningful Use Sustainability Plan Sub-Activity

Description: This is the sub-activity to review and revise the Meaningful Use Sustainability plan, specifically how the State will change the standards for Meaningful Use attestations for the different stages of Meaningful Use.  This includes review of the current Meaningful Use standards and meeting the requirements of the new stage. Maine recognizes that Meaningful Use is an iterative process and will include substantial documentation and information as CMS develops and publishes information about Meaningful Use.  

Resources: HIT Manager, Special Projects Unit

Proposed Technology to leverage: None identified at this time
            4)
Revise HIT Roadmap  
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Figure 39. Revise HIT Roadmap Sub-Activity

Description: This is the sub-activity to review and revise the HIT Roadmap.  This includes tracking progress toward Roadmap goals, assessing the need to revise the Roadmap, and modifying the Roadmap.

Resources: HIT Manager, Special Projects Unit

Proposed Technology to leverage: None identified at this time

C6c.
Submit IAPD
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Figure 40. Submit IAPD Sub-Process
Description: MaineCare services must submit an Implementation Advanced Planning Document (IAPD) annually to request funding and enhancements from CMS for the administration and implementation of the EHR Incentive Program.  This sub-process includes assessing the EHR Incentive Payment Program for modifications, developing the business case for needed modifications, developing the IAPD, reviewing the IAPD for stakeholder approval, and submitting the IAPD to CMS for approval. This is an iterative process that should be completed at least on an annual basis.

Resources: Special Projects Unit, HIT Manager, OMS Director, Operations, DHHS Offices, OIT, Commissioner's Office, Office of the State Coordinator, others as identified

Proposed Technology to leverage: None identified at this time   State Policy: The State should have a policy that enforces the CMS regulation as written in the Final Rule on the EHR Incentive Program.

CMS Regulation: Refer to 495.338, 495.340, 495.342, and 495.344 in the Final Rule on the EHR Incentive Program. 

C6d.
 Track and Report FFP for the Administration of Program
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Figure 41. Track and Report FFP for the Administration of the Program Sub-Process
Description: This sub-process shows the activities that occur to manage FFP funds from CMS for the administration of the EHR Incentive Payment Program.  This starts with the approval of the IAPD, managing state personnel time and costs, and reporting expenditures to CMS.
 

Resources: Finance and Accounting, HIT Manager

Proposed Technology to leverage: Medicaid Budget and Expenditure System, AdvantageME

State Policy: The State should have a policy that enforces the CMS regulation as written in the Final Rule on the EHR Incentive Program. The State will follow the statutorily defined State budget process.

CMS Regulation: Refer to 495.316, 495.318, 495.322, 495.324, and 495.366 in the Final Rule on the EHR Incentive Program.

C6e.
Manage FFP for Provider Payments
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Figure 42. Manage FFP for Provider Incentive Payments Sub-Process
Description: This sub-process shows the activities that occur to manage FFP funds from CMS for incentive payments to EPs/EHs for participating in the EHR Incentive Payment Program.  This starts with the adjudication of the incentive payment, the reconciliation of payments, and the submission of that payment information to

CMS. 

Resources: Finance and Accounting, HIT Manager
Proposed Technology to Leverage: Medicaid Budget and Expenditure System, MIHMS, AdvantageME
State Policy: The State should have a policy that enforces the CMS regulation as written in the Final Rule on the EHR Incentive Program.
CMS Regulation: Refer to 495.318, 495.320, and 495.366 in the Final Rule on the EHR Incentive Program. 

SECTION D:  STATE AUDIT STRATEGY 


This Section describes MaineCare’s audit approach for the HIT and EHR Incentive Payment Program.      
The Section is divided into four parts that illustrate how Maine will audit the HIT EHR Incentive Program to promote program integrity, prevent making improper incentive payments, and monitor the program for potential fraud, waste, and abuse.
   

The development of the State’s Audit Strategy for the EHR Incentive Program produced specific action items for the State to conduct to audit, control, and conduct oversight of the EHR Incentive Program.  These action items, taking into consideration technology and human resources needed to complete the activities, are a crucial piece of the Implementation Roadmap and the Implementation Advanced Planning Document (IAPD) and are, therefore, a critical element to the overall SMHP.
 There are several DHHS Divisions that have oversight authority over the OMS HIT Program.   

	DHHS HIT Oversight Responsibilities

	
	

	DHHS, Office of State Coordinator (OSC)
	· Administration and Oversight of the State-wide HIT Program 

	DHHS, Office of MaineCare Services 
	· HIT Program Manager— Administration and Oversight of the OMS HIT Program 
· Policy Division--Draft State rules that govern and enforce the OMS EHR Incentive Program

	DHHS, Audit Division
	· Audit eligibility determinations, attestations of AIU and in the future, Meaningful Use, of Certified EHR technology, and incentive payments

	DHHS, Finance Division 
	· Tracks and reports financial information on the HIT and Incentive Payment Program.


As stated earlier in the SMHP, the Department’s Division of Audit has assigned an audit manager and an auditor to the OMS HIT Program who have established relationships with the providers and hospitals and a deep understanding of the systems and practices being evaluated. The Audit manager attended an HIT audit boot-camp this spring.  Both the manager and the auditor have participated in webinars and other trainings on HIT audit strategies.

Section C of the SMHP includes a summary of the activities of the incentive payment process.  This Section D. includes each of the four Parts of the audit component of the incentive payment process and is intended to be read and understood in conjunction with Section C. 
  
· Before any payment is made, the HIT Team Program Manager will send an electronic message to the audit manager that a file is “complete” and ready to be  reviewed.  
· Either the audit manager or the designated auditor will use the on-line systems to confirm the provider submission and the HIT team member’s work, and for hospitals, Medicare cost reports and the hospital payment calculation, and verification of the provider’s attestations to the CMS EHR reporting number via the API. 

· The audit manager will send an electronic message to the HIT Team Program Manager that the file has been reviewed and approved for payment.  
· After provider payments are made, the payment information will be reviewed by the HIT team manager and sent to the audit manager for further review, as appropriate. Audit will use standardized reports and tools in the evaluation and documentation of the audit process to ensure that all cases are evaluated according to the same criteria and findings are uniform for all auditors and EPs or EHs.  The Audit Division has identified criteria that will be used to trigger desk audits:

	Trigger
	
	Number of points 

	First time that the provider has had contact with MaineCare


	
	5 

	Low claims volume as shown on routinely produced MIHMS claims reports 


	
	1-5 

	Lack of use of the State HIE (HIN)


	
	5  

	EPs or EHs identified by Program Integrity on audits of other programs. (fraud, waste and abuse)
	
	1-5

	Providers whose initial application was incomplete and required repeated contacts/untimely delays/incomplete information to OMS  
	
	1-5

	Other Risk factors (works at multiple sites/high percentage of services performed in hospital, others TBD)
	
	1-5

	EHs whose first year Medicaid HIT payment is above $500,000


	
	5

	TOTAL POINTS 
	
	


Providers who “score” a high number of “points” will trigger a desk audit, which depending on the results, may trigger an on-site audit.  This spring and early summer MaineCare will work with the Audit Division to refine the grid, identify other risk factors, the point level which will trigger a desk audit, and establish random sample criteria and standards.  MaineCare will also work with the Audit Division to identify the types of records (including contracts, receipts, and other legal documents) that providers and hospitals must keep and make available for desk or on-site audits to verify they meet the AIU requirements and that their EHR product has been certified by an Authorized Testing and Certification Body (ATCB) as designated by ONC. 
___Section D. Part 1. Audit Eligibility Determinations___
The following table displays the key information on the type of audit, resources and data sources used, whether the audit occurs pre-payment, post-payment, or both, and the timing of the audit.  

	Audit Eligibility Determinations

	Type of Audit
	Resources/Data Sources
	Pre- or Post-Payment
	Timing of Audit

	EP’s or EH’s eligibility
	· MIHMS

· State licensing registry

· State sanction list
	· Pre-payment
	· Upon EP’s or EH’s submission of attestation information 


Figure 43. Audit Eligibility Determinations Sub-Process 
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Description: This sub-process describes the activities required to audit eligibility determinations of EPs and EHs.
 The process map details how MaineCare audits eligibility determinations.
  To audit eligibility determinations, MaineCare Auditors will conduct manual lookups to verify the qualifications of the providers who request Medicaid EHR incentive payments.  Those qualifications include that the provider is credentialed/licensed, not-sanctioned, not hospital-based, practicing predominantly, is eligible to receive Federal funds, and is an eligible professional or hospital.  Resources to verify this information include the State licensing registries and sanction records.  The MaineCare Auditor will verify that the EP or EH meets the patient volume requirements by verifying the calculation data. 
A note about the hospital-based exclusion: Hospital-based professionals who provide more than 90% of their services in a hospital are not eligible for incentive payments. Maine will review physician claims for place service codes (POS)  21 (inpatient hospital) and 23 (emergency room, hospital) to substantiate that the professionals are not hospital based.
Resources: MaineCare Services

Proposed Technology to leverage: MIHMS

State Policy: The State should have a policy that enforces the CMS regulation as written in the Final Rule. The State will use the encounter method to determine EP/EH eligibility. The State has developed a risk-based trigger system for audits and still needs to determine the percentage of EPs and EHs that will be “randomly” chosen for audit  each year of the EHR Incentive Program. 
CMS Regulation: See 495.304, 495.306, 495.316, and 495.368 in the Final Rule on the EHR Incentive Programs. 
 
Section D.  Part 2.  Audit AIU of Certified EHR Technology__
The following table displays the key information regarding what type of audit is conducted, the resources and data sources used, whether the audit occurs pre-payment, post-payment, or both, and the timing of the audit.  
	Audit AIU of Certified EHR Technology

	Type of Audit
	Resources/Data Sources
	Pre- or Post-Payment
	Timing of Audit

	AIU of Certified EHR Technology
	· Documentation provided by the EP or EH (e.g., vendor contract)

· ONC Certified Health IT Product List
	· Pre-payment
	· Upon EP’s or EH’s submission of AIU attestation 


[image: image43.jpg]AUD-020-010 AUD-020-020 AUD-020-0

AUD-020-050

Al ofEHR Technology?

Office of MaineCare Senices

630 AdanePayment
Amaznosd
e
e
S|
B Auo.az00 Aoy =
£
]

o APPOI0AppealSlgibily,
AppealMaineCare decison? 70,010 Aepeel Egteit

Determinations.





Figure 44. Audit AIU of Certified EHR Technology Sub-Process

Description: This sub-process describes the audit process to determine if EPs or EHs have adopted, implemented, or upgraded EHR technology.  To audit attestations, MaineCare will verify that attestations provided by EPs and EHs are complete and accurate.  In the first payment year, Medicaid EPs or EHs must demonstrate that during the payment year, they have adopted, implemented, or upgraded certified EHR technology to receive an incentive payment.  (Dual Eligible hospitals fall under CMS oversight for Meaningful Use.)  The MaineCare Auditor will verify the use of certified EHR technology by determining whether the EHR technology attested to by the provider is on the ONC’s list of certified EHR technology prior to issuing an incentive payment to that provider.  The State will use the ONC Web Service listing of all certified EHR technology to automate the pre-payment verification of providers’ attestations regarding the certified EHR technology attested to by the provider.  The State will communicate to providers that it is the EP or EH’s responsibility to ensure that their application and attested to EHR technology is listed on the ONC Certified Health IT Product List.
  

Resources: MaineCare Services

Proposed Technology to leverage: ONC Web Service

State Policy: The State should have a policy that enforces the CMS regulation as written in the Final Rule. The State should also finalize the method the State will use to determine which EPs and EHs will be audited using a risk-based system and random audits. The State will have to establish what qualifies as proof of adopting, implementing, or upgrading certified EHR technology.

CMS Regulation: See 495.314, 495.316, and 495.368 in the Final Rule on the EHR Incentive Programs.
____Section D.  Part 3. Audit Meaningful Use___ 
Part 3, Audit Meaningful Use, is being held as a place-holder for Meaningful Use rules and guidance to be issued by CMS. 
	Audit Meaningful Use

	Type of Audit
	Resources/Data Sources
	Pre- or Post-Payment
	Timing of Audit

	Compliance with Meaningful Use Criteria
	· To Be Developed

· Systems being Considered:

· EHRs via the HIE (HIN)

· MIHMS

· MEPOPS

· UHDDS

· IPHIS

· IMMPACT2

· PMP
	· Pre-payment
	· Upon EP’s or EH’s submission of MU attestation 


____Section D.  Part 4.  Audit Incentive Payment____
The following table displays the key information regarding what type of audit is conducted, the resources and data sources used, whether the audit occurs pre-payment, post-payment, or both, and the timing of the audit.  
	Audit Incentive Payment

	Type of Audit
	Resources/Data Sources
	Pre- or Post-Payment
	Timing of Audit

	Incentive Payment
	· MIHMS

· AdvantageME
	· Post-payment
	· Upon remittance of payment to EP or EH 
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Figure 45.  Audit Incentive Payment Sub-Process

Description: This sub-process describes how the State audits incentive payments to EPs and EHs.  The Auditor will verify that any payments that have been issued were for the correct amount.  This means that payments to Eligible Providers 

must follow the six year period that Maine elected to use ($21,250 first year; followed by five payments of $8,500, for a total of $63,750).  Payments to hospitals are hospital-specific and based on the criteria in the CMS Final Rule and paid over a three year period (50% first year; 40% second year; and 10% third year).
  The Audit process will also involve auditing the other requirements which are also conditions of eligibility for payment.
   

In the event that a duplicate payment or overpayment does occur, MaineCare understands that it must repay to CMS all Federal financial participation received by providers identified as an overpayment regardless of recoupment from such providers, within one year of the overpayment. MaineCare will initiate recoupment and remit those funds back to CMS.  MaineCare will track the total dollar amount of overpayments in the Manage FFP for Provider Incentive Payments sub-process as part of the State Oversight processes.  When incentive payments are processed and issued to EPs and EHs, DHHS Finance and MaineCare will record the payment in AdvantageME, the Medicaid payment system. Payments will be reconciled on a regular basis against the total amount of FFP received from CMS.  Upon reconciliation, MaineCare and DHHS Finance will collaborate to identify any incidences of overpayment and recoup those payments from the provider, remitting the appropriate payment amount to CMS within one year. 

Resources: MaineCare Services

Technology: AdvantageME, MIHMS

State Policy: The State should have a policy or State rule that enforces the CMS regulation as written in the Final Rule. 
CMS Regulation: See 495.310, 495.312, 495.314, 495.316, and 495.368 in the Final Rule on the EHR Incentive Programs.
Events in this process:
P-030: Adjudicate Payment

APP-010: Appeal Eligibility, AIU, MU, and Payment Determinations

P-050: Manage Recoupment
Section E. Gap analysis and roadmap 

This section is the gap analysis and roadmap for MaineCare’s hit electronic health record incentive payment program and long-term hit vision.
  This Section is divided into two Parts:  1) Gap Analysis and 2) Roadmap.

Section E.  Part 1.  Gap Analysis____
Each gap was evaluated based on its applicability with either administering the EHR Incentive Program or Long-term HIT vision.  In some cases, gaps were found to be associated with both. In addition to associating the gap with the EHR Incentive Program and the long-term HIT vision, gaps were also categorized under People, Process, or Technology. 


E1a.
Key Questions

Key questions were developed to help identify the gap and how MaineCare might address the gap:  
	Key Questions

	What are the identified gaps related to the CMS SMHP template?

	How will current services and infrastructure impact program execution?

	What changes to existing strategies and policies should be considered?

	Do security and privacy policies strongly protect the many stakeholders?

	What internal or external dependencies require consideration?

	Are the right people and skill sets in place to perform effectively in these changing environments?

	Will today’s OMS governing structure be able to guide the EHR Incentive Program and long-term HIT vision to success considering other State-required programs and projects?

	Are there opportunities missed as a result of technology limitations?

	Can the technology support the EHR Incentive Program as well as the long-term goals and vision?


E1b.
Approach and Activities for the Development of the State’s HIT Roadmap
An understanding of the strategic plan and steps to take to make a successful HIT Program is a critical component of the SMHP.   The table below outlines the inputs used to develop the State’s HIT Roadmap:
	Inputs to Developing the State’s HIT Roadmap

	The “As-Is” and “To-Be” sections of the SMHP to understand the State’s current assets and future goals

	CMS’ EHR Incentive Program Final Rule , SMHP Template and State Medicaid Director’s Letters released on September 9, 2009  and August 17, 2010; and the “Extenders” Act

	The Maine Office of the State Coordinator’s Strategic and Operational Plan to understand the State’s strategic HIT goals and objectives


These key inputs helped the State complete the following activities:

	Activities to Develop the State’s HIT Roadmap

	Conducted a series of interviews with MaineCare’s key HIT stakeholders to understand key opportunities and future wants for the administration of the EHR Incentive Program and support of their HIT vision

	Identified gaps between the current “As-Is” Landscape and future “To-Be” Landscape

	Assessed the implications of the gaps

	Developed recommendations for activities to fill the gaps

	Prioritized activities to fill gaps

	Created, reviewed and finalized the State’s HIT Roadmap   


Maine understands that the strategic planning activities to achieve the HIT vision must continue as the MaineCare program implements the EHR Incentive Program. While the State has developed a more detailed plan around the implementation of the EHR Incentive Program, it is expected that coordination with the MeREC, ongoing discussions to achieve the HIT vision, and strategic planning activities will continue and will be updated in the State’s future SMHP and IAPD submissions. 

E1c.
Gap Analysis Findings

Gaps were identified and categorized as People, Process, or Technology which are the major resource components. 
	Category
	High-Level Examples of Gaps

	People
	· Training is required to increase the level of awareness and skill sets
· Distribution of available resources may need to be evaluated for workload balancing

	Process
	· Processes and workflows are needed to understand where modifications are required and efficiencies can be gained
· A review of policies is required to understand where existing policies need to be modified or new policies developed

	Technology
	· Technology assets need to be evaluated to support requirements 

· Infrastructure needs to enhanced  to support requirements


The findings of the gap analysis illustrated the largest number of gaps in the category of process. This was to be expected since the HIT with its EHR Incentive Payment Program is a new initiative and requires new processes to execute the program (e.g., audit and appeals processes).  Other notable findings were the number of technology long-term vision gaps that extend beyond the initial six month implementation of the EHR Incentive Payment Program. Some of these technology gaps are yet to be fully understood due to the timeline to execute longer-term initiatives. But, as the EHR Provider Incentive Program matures, other required initiatives (ICD10, CHIPRA Quality grant, PBM implementation, data exchange with the HIE) will begin to compete for resources and budget. 

In the short-term, areas of challenges were found to exist around the availability of resources to support the program.   

It was also noted that while this program is new, there are many areas that already exist within DHHS than can be expanded without large re-investments of time or budget. Some of the areas include governance structures; the existence of a policy development process; training methods and teams to conduct the training; support and customer service models; a consolidated Office of the State Coordinator and OMS HIT Programs; and an OIT Office that oversees all IT projects and activities across DHHS and the State. 

E1d.
Gap Analysis Findings – What Works 

Gap analysis findings illustrated that many functions are in place to support the EHR Incentive Program and long-term HIT vision. While these functions are in place, there still may need to be refinement of these functions. 
	Category
	Functions Already in Place

	People
	· DHHS management understands the importance of promoting health information technology to improve the quality of care for MaineCare Members.

	
	· The SMHP and Medicaid HIT activities are being developed as part of the overall State HIT plan in coordination with the Office of the State Coordinator.

	
	· DHHS has had ongoing communication with stakeholders about the EHR Incentive Program, Meaningful Use, and engaged stakeholders in visioning activities. 

	
	· An organizational structure is in place to support the EHR Incentive Program. However, staff roles, workload, and skill sets must be evaluated to assess the ability of existing resources to support the HIT  Program. 

	
	· The State understands the need to administer EHR Incentive Payments to hospitals and Eligible Providers as soon as possible, but also recognizes the need for proper planning and for the State infrastructure to be in place and tested. 

	
	· OIT is a centralized Office that supports State agencies and specifically DHHS’ implementation of the EHR Incentive Payment Program and its long-term HIT vision.

	
	· DHHS program and OIT technology leadership has been actively involved in the key initiatives within DHHS as well as other State programs.

	Process
	· Governance structures and committees exist across the Office of the State Coordinator and DHHS and are a good starting point for coordination across programs and initiatives that relate to or intersect with the EHR Incentive Payment Program and the long-term HIT vision.

	
	· Maine FQHC’s are receiving HIT/EHR funding from HRSA. Grants were used between the years of 2005 and 2008. Remaining grant money has been received for projects for years 2008- 2011.

	
	· Maine has established programs, such as the Patient Centered Medical Home, with a vision of providing better coordinated care. These programs should be leveraged to help achieve the long-term HIT vision.  

	
	· Data collaboration discussions have started with neighboring New England states (e.g., CHIPRA project with Vermont). This collaboration directly supports the Federal government’s vision to promote the exchange of patient information across state borders.  This collaboration should continue recognizing that maturity models for neighboring states may vary.

	
	· The State has a solid understanding of the potential level of participation in the EHR Incentive Program and provider adoption of EHR technology through survey collection and analysis. Additional survey and analysis will be required as further stages of Meaningful Use are defined. 

	
	· Well-defined and foundational processes are in place to develop policy and procedures for MaineCare. New policies will need to be developed and should follow existing DHHS processes. 

	
	· The Office of the State Coordinator has established a legal working group (LWG) to understand required security controls to secure and manage the exchange of patient information between participating health care entities. One of the focus areas under consideration by the LWG is discussion regarding inclusion of behavioral health and/or HIV diagnoses into the HIE. Currently, patients presenting with these diagnoses are excluded from the exchange.

	Technology
	· The OIT vision focuses on provider-centric processes designed to avoid duplication in applications and data sharing.

	
	· The management of confidential information is appropriately monitored through standardized controls and data use agreements that limit access to authorized individuals. This activity should be continued as data is further exchanged among business partners and the health information exchange. 

	
	· DHHS has implemented MIHMS which has moved to a stabilization phase.  This system can be considered in the future to further support the EHR Incentive Payment Program 

	
	· Planning is underway to build the broadband access across Maine. This initiative and work will support the implementation of health information technology and provide the infrastructure for health information exchange. 




E1e.
 Gap Analysis Findings – Gaps and Recommendations
This Part identifies the gaps and provides recommendations for the SMHP Roadmap.
  The tables below represent the gap findings, implications and recommendations for the EHR Incentive Program and long-term HIT vision categorized by People, Process and Technology. Check marks denote  whether the gap should be addressed in the EHR Incentive Program or long-term vision. If appropriate, the gap may need to be continually managed and resolved in the short and long-term and as such, will be noted in both the EHR Incentive Payment Program and vision columns. The year the gap should be addressed and/or monitoring on an ongoing basis is noted in the “calendar year” columns. 
Figure 46. Gap Analysis 
	No
	Category
	Gaps
	Implications
	Recommendations
	· EHR Incentive Program
	· Long-term HIT Vision
	· 2011
	· 2012
	· 2013
	· 2014
	· 2015
	· 2016

	1
	People
	Provider Outreach. Based on the Muskie survey, initial results show approximately 50% of eligible professionals that responded to the survey indicated that they are either not participating or are unsure about participation in the EHR Incentive Program. 

Providers may not understand the program or are not aware of the program which is causing the low interest. 
	Low participation is contrary to the goals of the Federal government to promote adoption of HIT and increase the sharing of data to improve coordination of care and population health. 
	Formulate provider outreach strategy to include education, training and communication in coordination with the MeREC and leverage existing CMS developed materials about the EHR Incentive Program to promote participation. Use the Provider Associations and OMS communication channels to aid in provider outreach and communication.
	X
	X
	X
	X
	X
	X
	X
	X

	2
	People
	Resource Planning: Program Oversight and Long-Term Planning. The State will need to make sure it has the resources devoted to this Program to meet EHR Incentive Payment Program implementation and continue long-term HIT visioning activities. 
	Lack of resources devoted to this program may jeopardize completion of implementation activities and stall progress towards achieving the long-term HIT vision. 


	To understand what the true gaps in resources and available skill set, DHHS should conduct a resource analysis. The review should include staff volumes, current roles and responsibilities and work load balancing. 
	X
	X
	X
	
	
	
	
	

	3
	People
	Resource Planning: Operations. While there is an organizational structure in place that may be able to support the EHR Incentive Program (e.g., Appeals Unit; Provider Contact Center), there are insufficient staff resources and skills to operate the functions of the EHR Incentive Payment Program and HIT vision. 
	The number of knowledgeable resources to execute the Incentive Payment Program is critical, including resources knowledgeable in answering program specific questions including detailed questions on Meaningful Use. May jeopardize subsequent year implementation.
	Perform a resource analysis to understand what resource availability and skills exist within MaineCare to administer the EHR Incentive Payment Program and identify what additional resources are needed.  
	X
	
	X
	
	
	
	
	

	4
	Process
	Governance. Closer coordination is required between MaineCare HIT activities and the MeREC for project coordination 
	Lack of coordination will result in duplicate work, inconsistent messages to providers, and misalignment of goals, objectives, and vision. 
	Establish more formal coordination ties, including meetings with standing topics for discussion and understanding of roles and responsibilities for each group, and work plans with assigned responsibilities with built in accountability controls. 
	X
	X
	X
	X


	
	Calendar/Program Year

	No
	Category
	Gaps
	Implications
	Recommendations
	EHR Incentive Program
	Long-term HIT Vision
	2011
	2012
	2013
	2014
	2015
	2016

	7
	Process
	Privacy and Security: New HIPAA Requirements. There is a possible disconnect between Privacy and Security policy mandates and the day-to-day management of Member information on protected patient information under the newly updated HITECH HIPAA program requirements.


	Failing to manage HIPAA and HITECH-mandated Privacy and Security can lead to a rise in complaints, enforcement actions, lawsuits, or monetary fines. Implications:
· Policies:
· Lack of access to Participant PHI such as enrollment data, accounting of disclosures or marketing information is inconsistent with Federal law and could result in loss of funding

· Misrepresenting the purpose for collection PHI does not comply with Federal law

· Procedures:
· Failure to adequately train personnel on privacy laws on how to protect data jeopardizes compliance

· Practice:
· Disclosing, sharing or selling PII/PHI to third parties contrary to HIPAA privacy policy breaches security

· Misrepresenting the security protection of PII/PHI violates Federal law
	Conduct a formal and comprehensive Privacy and Security audit across all of DHHS to assess to determine any vulnerability for potential privacy breaches of member information. The audit should not only include process, but the technology that support, tracks and monitors access to member data. The audit should include a review of program processes, operations processes, technology, and on-going staff training.

Also, the audit should be focused on enterprise-wide security and privacy systems (e.g., user identification and authentication, privacy and security of systems and confidential health data, and auditing of data use and release).

Continue efforts on resolving “opt-in” and “opt-out” issues for behavioral health and /or HIV diagnoses into the HIE resulting in better alignment of privacy and security policies across the state.


	
	X
	
	X
	
	
	
	


	
	Calendar Year

	 No
	Category
	Gaps
	Implications
	Recommendations
	EHR Incentive Program
	Long-term HIT Vision
	2011
	2012
	2013
	2014
	2015
	2016

	8
	Process & Technology
	Resource Planning and Technology: Managed Care. The current DHHS organization, processes, and MIHMS system are not configured to support a “Managed Care” initiative, if adopted. 

 
	HIT and Meaningful Use criteria greatly would contribute to a “Managed Care” initiative. If resource planning, processes, and technology are not coordinated and implemented if a type of Managed Care effort is implemented, desired outcomes may not be realized. 
	HIT and Meaningful Use criteria should be included if the State decides to implement a type of “Managed Care.” 
	
	X
	X
	X
	X
	
	
	

	9
	Technology
	Technical Solution. The technology solution to support the EHR Incentive Program has not yet been determined.  
	CMS may not approve the SMHP if a systematic approach to managing the EHR Incentive Program is not identified which could delay program implementation.  
	Review potential technology solutions against requirements and processes developed as part of the SMHP. 
	X
	
	X
	
	
	
	
	

	10
	Technology
	Interfaces for Meaningful Use. Requirements for building provider interfaces are not established for how providers and hospitals will submit data for Meaningful Use compliance. 
	The provider community will need to understand the access and integration requirements with the State as soon as possible in order to begin preparing to meet CMS specifications. 
	When Meaningful Use requirements and standards are defined by CMS, Maine will need to  define the State’s required interfaces and systems where Meaningful Use data will be stored. Security implications as well as limited data manipulation by the Providers should also be considered as requirements are developed.
	X
	X
	
	X
	
	
	
	

	11
	Technology
	Medicaid Data Exchange with HIE. Medicaid data is not being sent to the HIE. HIN currently collects data about individuals that may be MaineCare Members. However, without an interface between HIN and MIHMS, the individual cannot be identified as a MaineCare Member.. 
	Medicaid is an important payer and stores critical clinical information about Members. Not sharing this information with the HIE provides an incomplete picture of a person. 
	Begin discussions with HealthInfoNet regarding sharing of Medicaid data with the HIE in 2011, including planning design, and development of the interface.  Focus should be on implementing reusable services that allow DHHS to contribute to and benefit from regional, Statewide, and health information exchange.
	
	X
	
	X
	
	
	
	

	
	Calendar Year

	 No.
	Category
	Gaps
	Implications
	Recommendations
	EHR Incentive Program
	Long-term HIT Vision
	2011
	2012
	2013
	2014
	2015
	2016

	12
	Technology
	ePrescribing. Expand ePrescribing functionality. 
MaineCare is in the process of replacing its current Pharmacy Benefit Management Program (PBM) and has included this function as a base requirement. 

Also, data coming from Surescripts, HIN’s ePrescribing data exchange is static and needs to move towards being dynamic to provide a complete data set for Medicaid providers.
	If ePrescribing functionality is not implemented, MaineCare may not be able to determine Provider compliance with prescribing Meaningful Use criteria. 
	Monitor this specific function as part of the PBM implementation.
	
	X
	
	X
	
	
	
	

	13
	Technology
	Data Exchange. Information and data is not exchanged across state borders. HIE strategies calls for greater emphasis on interoperability “participation of many members of the health team” including across state borders. 


	Will not meet Federal strategic objectives and encouragement to exchange data across state borders. 
	Continue coordination with bordering state initiatives (Vermont, New Hampshire, and Massachusetts specifically) to understand the level of maturity of these states to exchange data. 

Leverage New England States Consortium Systems Organization (NESCSO) to further this topic. 
	
	X
	
	X
	X
	X
	X
	X

	14
	Technology
	Provider Access to Data. Providers do not have access to health information from State systems for care coordination including MIHMS claim data, IMMPACT 2, and HIN. 
	Will not meet Federal strategic objectives for coordinated care and quality outcomes. 
	As the State continues its long-term HIT visioning, discuss the priority of this gap. 
	
	X
	
	
	X
	X
	X
	X

	15
	Technology
	DHHS Program and Provider Access to Member Data. Programmatic silos exist across DHHS programs and Providers because a Master Provider Index does not exist. Utilizing a Master Provider Index that is in alignment with MaineCare provider numbers would allow for better understanding of MaineCare-specific and statewide provider practices.

 Currently, there is no alignment between MIHMS and HIN rendering providers. The ability to align rendering providers, via a Master Provider Index, within MIHMS and the HIE, ensures that billing and rendering providers are identified within the HIE. 
	Coordination of providers may not be fully realized. 
	Using initial results from visioning activities and “As-Is” assessment, review programs with systems that support providers and explore the option of solutions such as a Master Provider Index. Begin addressing this in 2011, including planning, design and development of the interfaces.
	
	X
	
	X
	X
	X
	X
	X

	16
	Technology
	All Payer/All Claims Database. While Maine is in a unique position with the All Payer, All Claims database, data is not up to date for analysis purposes and gaining access to the data (with proper security) is difficult.  
	MaineCare may not be able to use data available on the claim form for Meaningful Use auditing, analysis and longer-term vision goals.  
	Conduct a study to understand the current barriers with the All Payer/All Claims database and develop recommendations.
	X
	X
	X
	
	
	
	
	

	17
	Technology
	Master Patient Index. Implementing a Master Patient Index will allow for better coordination of care for MaineCare Members. This will also address security and privacy concerns regarding the exchange of personal health information.
	Coordination of care for MaineCare Members may not be fully realized. 
	Prioritize Strategic Projects such as implementing a Master Patient Index. Begin addressing this in 2011, including planning and high-level requirements. 
	
	X
	
	X
	X
	X
	X
	X

	18
	Technology
	Exchange of clinical information between DHHS and HIN.

Clinical information between DHHS, MECDC and HIN is not being exchanged. 
	Coordination of care for MaineCare Members and program coordination may not be fully realized.
	Develop a workgroup, with involvement from provider, technical, consumer advisory groups and the State to address sharing clinical information for payers. 
	
	X
	
	X
	X
	X
	X
	X



Section E. Part 2.  State’s HIT Roadmap____

The State’s HIT Roadmap provides a graphic and narrative pathway of how MaineCare will implement the EHR Incentive Payment Program and the activities that will be taken to achieve the long-term HIT vision. 
E2a.
State’s EHR Incentive Program Implementation Plan

MaineCare must address the gaps and activities to implement the EHR Incentive Program. Maine is targeted to be part of CMS’ NLR Testing Group 5 and launching its EHR Incentive Program in fall 2011. 

The State EHR Incentive Program Implementation Plan and the Maine HIT Long-Term Vision Roadmap are provided on the following pages. Each illustration represents a point of time and will change as the EHR Incentive Program and long-term HIT vision evolves. DHHS will continually validate the recommended milestones and activities and report on them in updated SMHP and IAPD documents. 
The first illustration found on next page is the State’s EHR Incentive Program Implementation Plan and provides the recommended major activities under the categories of People, Process and Technology over the next six months. Each of the twelve activities is associated with sub activities. An initial draft of these projected activities and sub activities follows the implementation plan.. Once CMS releases Stage 2 and 3 Meaningful Use criteria, Maine will re-evaluate its HIT Program. 

Figure 47. MaineCare EHR Incentive Program Implementation Plan[image: image45.png]9 1011 1 21
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EHR Incentive Program Implementation Activities

	People
	Resource Planning
	· Evaluate Incentive Program resource support demands 

	
	
	· Pursue near-term opportunities to re-balance staff assignments based on findings

	
	
	· Forecast staffing and skill sets required to support the program

	
	
	· Selectively hire and train in key areas for pressing program needs

	
	Internal Training
	· Build incentive program training plan

	
	
	· Create curriculum materials and training schedule

	
	
	· Train identified resources

	
	Provider Education/Training/ Outreach 
	· Collaborate / coordinate with REC/HIN/Medicare RO to create communication plan, messages, message vehicles, materials, timing

	
	
	· Deliver consistent and timely messages to identified stakeholders

	
	
	· Measure effectiveness

	Process
	Governance Structure
	· Re-evaluate current governance structures across MaineCare/DHHS 

	
	
	· Create a collaborative approach to decision making by eliminating redundant structures and/or processes

	
	
	· Identify participants; roles and responsibilities; execute

	
	
	· Execute updated structure

	
	Policy and Procedures
	· Create an inventory of policy and procedures documents impacted by the Incentive Program

	
	
	· Develop strategy to update policies

	
	
	· Update and approve

	
	
	· Determine areas requiring training

	
	Performance Measures & Reporting
	· Establish metrics in line with CMS and State requirements to measure Incentive Program effectiveness

	
	
	· Determine the process and the reports required for program status

	
	
	· Determine stakeholder distribution lists to report status

	
	Coordination with State ONC HIT efforts
	· Determine current communication processes between MeREC/OMS

	
	
	· Determine points of intersection and gaps

	
	
	· Build collaborative strategy and plan to coordinate relevant initiatives

	
	Project Management
	· Review current project management methods across DHHS 

	
	
	· Develop project management best practices, tools, team

	
	
	· Execute formulize project management processes

	 Technology
	Requirements 
	· Determine and collect data and information from stakeholders

	
	
	· Analyze collected information to refine implementation plan strategy

	
	
	· Understand data challenges and gaps (e.g., business/OIT)

	
	
	· Document findings; recommendations; report out

	
	Design
	· Establish design sessions; participants; materials

	
	
	· Prepare process straw models; policies and procedures

	
	
	· Determine integration, application (MIHMS and other); report impacts (business and OIT)  and requirements

	
	
	· Document final business and technology design requirements

	
	Development
	· Identify build resources (e.g., business and OIT)

	
	
	· Create timeline

	
	
	· Conduct build activities

	
	
	· Validate/sign off final build by stakeholders

	
	Testing
	· Develop test plan and scripts

	
	
	· Test (workflow; application interfaces)

	
	
	· Obtain user acceptance

	
	
	· Conduct training



E2b.
State’s Long-Term HIT Vision Roadmap

MaineCare’s HIT Long-Term HIT Vision Roadmap identifies the gaps associated with achieving the long-term HIT vision and also graphically presents other parallel DHHS initiatives that must be kept in consideration as the HIT activities are planned and implemented.  MaineCare will work closely with a variety of stakeholders including the OSC, HIN and the Maine Provider Associations to communicate about statewide HIT adoption efforts and initiatives.

The illustration on the following page outlines the specific HIT long-term initiatives by a preliminary start date extending to 2014. These are initiatives that MaineCare has currently in its portfolio of projects to complete over the next three to four years.  DHHS parallel activities are noted below and include the planned implementations of: CHIPRA, Pharmacy Benefit Management, Managed Care, HIPAA X12N/5010 and ICD-10. Both the 5010 and ICD-10s must be completed by January 1, 2013 and October 1, 2013 respectively and are mandated by CMS.

The major planned initiatives represented in this illustration may not represent an exhaustive list and as its portfolio of projects is re-prioritized, updates will be necessary. DHHS will revisit the long-term HIT roadmap during the implementation phase and will provide an updated long-term HIT roadmap as a result of the implementation phase activities. The ongoing visioning during the implementation phase will detail out specific measures and goals to assure that project timelines are achievable and shorter term goals and objectives are defined. 

Finally, the long-term EHR Incentive Program initiatives are noted at the bottom of the graphic including EHR Incentive Program administration, outreach, coordination with the MeREC, and performance monitoring and reporting. 

Figure 48. MaineCare HIT Vision Roadmap
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Assumptions

	The State’s EHR Incentive Program Implementation Plan and HIT Roadmap – Assumptions

	1 
	Leadership within DHHS will support the initiatives within the State’s EHR Incentive Program Implementation Plan and HIT Roadmap. Additional consideration should be taken to maintain DHHS and executive leadership support through management changes.

	2
	There will be a coordinated approach between MaineCare, Office of the State Coordinator, and the MeREC to collaborate on initiatives and avoid the duplication of efforts. Initiatives undertaken to implement the EHR Incentive Program will include participation from MaineCare staff, providers, hospitals, and provider associations.

	3
	The Implementation Plan and HIT Roadmap assume the budget will be available to support the program changes and enhancements as indicated. The Implementation Plan and HIT Roadmap represent a point in time and will be reviewed and revised annually at minimum to align with budgetary considerations. The Implementation Plan and HIT Roadmap may change to address budgetary priorities.

	4
	MaineCare will have incremental changes to the EHR Incentive Program Implementation Plan as processes go-live. It is expected that the first focus will be outreach and registration, followed up provider attestation and verification of eligibility, providers and finally capturing Meaningful Use data.

	5
	MaineCare/DHHS will launch the EHR Incentive Program in Quarter 3 of 2011 but is dependent upon IAPD approval and testing with the NLR in July 2011.

	6
	CMS will have the required infrastructure for the National Level Repository completed and tested by January 3, 2011. MaineCare will be ready to test with the NLR in July 2011.

	7
	An eligible hospital (EH) and/or eligible professional (EP) will be able to register through the CMS NLR portal by January 3, 2011.

	8
	MaineCare will leverage technology applications that exist today and those provided by CMS. 


 CONCLUSION

While Maine has positioned itself well for a successful implementation of the Medicaid HIT vision and Incentive Payment Program there is much work to be done.  Maine appreciates the partnership and collaboration it shares with its federal partners, CMS and the Office of the National Coordinator.  Without a close partnership and frankly, the federal funding available to promote electronic health records which in turn will provide better health outcomes and more cost-efficient health care, along with patient involvement and improved integration of heath care, Maine would be hard pressed to achieve the positive results that health information technology brings.  The HIT program has also brought closer integration, collaboration and economies of scale for Maine’s Information Technology, telehealth, broadband, and related initiatives.  We look forward to these continued partnerships.
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Maine also notifies EP/EH status of eligibility 





At the same time it notifies the EP/EH, Maine also notifies CMS that payment is made





At the same time that it notifies CMS, Maine also notifies EP/EH status of eligibility 





At the same time that it notifies CMS, Maine also notifies EP/EH status of switch 





At the same time that it notifies the EP/EH, Maine notifies CMS





At the same time it notifies CMS, Maine also notifies EP/EH





Maine also notifies EP/EH of Payment at the time it notifies CMS.   





Maine also notifies EP/EH at the same time it notifies CMS of recoupment status 





Dually-eligible hospital appeals for Meaningful Use come under the purview of CMS, not the State. 





Some Inquiries will be referred to CMS Website (See Narrative) 





Maine will use its Training Unit to develop and collaborate with the MeREC to deliver training and will use the latest CMS toolkits and other training materials  





The Communication’s Plan utilizes a collaborative effort among many stakeholders and CMS materials and website.  (See Narrative) 





The CMS Final Rule states that no State Plan Amendments are needed to implement the HIT Incentive Payment Program. Maine is showing the SPA process flow just for recognition of how a SPA would be completed. 





SMHP approved 5/3/11








�  The State submitted a draft SMHP in October 2010.  CMS provided written comments in December 2010 which were incorporated into a draft version 2 SMHP that was submitted in January 2011.  CMS provided additional comments in April, 2011 advising the State to address the comments in a final SMHP. CMS approved Maine’s SMHP on May 2, 2011.  This document addresses the CMS April 2011 comments and is the final Maine SMHP.     


�  The HITECH Act is part of the 2009 American Recovery and Reinvestment Act (ARRA).


�  Maine’s PAPD was approved by CMS in January 2010 and a PAPD-U was approved by CMS in October 2010. 


�  The Office of the State Coordinator had been a direct report to the Director of the Center for Disease Control within the Department of Health and Human Services.  





� See Appendix A-1 for CMS questions posed to states to answer in their SMHP document. 


� The “As-Is” Assessment is based on the guidance provided by the CMS regional office, 42 CFR Parts 412, et al. Medicare and Medicaid Programs; Electronic Health Record (EHR) Incentive Program Final Rule, and the Medicaid Directors letter released on September 1, 2009 as well as subsequent guidance issued by CMS.


� See Appendix A-2 for a complete list of the OSC Executive Steering Committee


� For more detailed information about HealthInfoNet, Appendix A-3.





� See appendix A-4 for a table that displays the alignment of MITA vision, goals, and objectives with the vision, goals, and objectives of HIT.





� MeCMS was never fully functional and has never received Federal Certification. The CMS Boston Regional Office and MaineCare agreed that performing an “As-Is” Assessment of the current MeCMS system would not be effective and indeed may be counter-productive. The actual “As-Is” Assessment was “performed” during the requirements analysis and definition process for the procurement of a new MMIS. That effort encompassed assessing the current capabilities, researching industry best practices, identifying additional business needs, defining gaps, and then detailing the requirements based on current and future needs.





� See Appendix A-5 for a table summarizing the MITA Business Assessment including the MITA Business Area, the capability maturity model level, and high level findings.


�  For definitions and requirements of each of the 10 areas, see Appendix A-6.


�  For a list of the assets that were mapped and a title of HIT/HIE Related Services and Definitions, see Appendix A-7.   


� Appendix A-8 summarizes the review of the assets that may support the overall State HIT Program but are not aligned with nor used to support the Medicaid HIT Program.


� It is important to note that the All-Payer Claims Database excludes the uninsured.





� For a description of the survey development and methods, see Appendix A-9. 


�  For survey results about practices using EHR in ways that meet draft “Meaningful Use” criteria as they stand today, see Appendix A-10.  


�  Providers with 90% of services provided in inpatient (place of service code (POS)=21) and emergency room (POS=23) as indicated from claims were excluded. 





� For a discussion of hospitals with EHR and the use of technology to meet draft proposed Meaningful Use measures, see Appendix A-11.   


� Hospital-employed dentists may have been included in the survey as they were not delineated from the dental practice survey.  





� For a discussion about Dental practices with EHR and draft Meaningful Use measures, see Appendix A-12.


� Estimate of average dental practice size: http://www.nytimes.com/2009/03/03/us/03dentist.html?em


� MaineCare Adults do not have a dental benefit; 25% of Maine’s population are children (< 21). 


� The “As Is” External Provider Survey showed that 49% of dentists have fully installed practice management system (PMS)/ Electronic Dental Record (EDR). This makes the CMS estimate seem reasonable for these providers.


� FQHC dental services were attributed to the FQHCs in the PCCM analysis and are not included here.


�  An update to that work is expected in late spring or early summer 2011. 


      � For more information about the ConnectMe Authority go to www.maine.gov/connectme


 


� Medicaid plans – as well as most of the health care industry – will need to make the following transitions in the next few years: From X12 version 4010/4010A to X12 version 5010; From NCPDP Telecommunications Standard 5.1 / Batch Standard 1.1 to Telecommunications Standard D.0 / Batch Standard 1.2;From ICD-9-CM Diagnosis and Procedure Coding to ICD-10-CM Diagnosis Coding and ICD-10-PCS Procedure Coding





� See Section B, “To-Be”, Privacy for more discussion of this effort. 





� See Appendix B-1 for CMS questions posed to states to answer in their SMHP document. 


�   See Appendix B-2 for a list of all participants in the visioning sessions.   


�  The OMS HIT standing committee, through reporting up to the OSC Steering Committee will have ample representation from stakeholders and groups. The OSC Steering Committee includes, as examples, representatives from the Maine Hospital Association, Maine Medical Association, Maine Department of Labor, colleges and universities, Maine citizens and others.   





� A detailed State resource schematic is included in the State’s IAPD.   


� See Appendix B-3 for an example of the work-plan framework.


� 2009 Survey Report eHealth care Initiative HIE Survey


� The HITECH Act:


Expands definitions of “business associates” to include persons/organizations that perform activities involving the use or disclosure of personally identifiable health information and those that transmit or access protected health information on a routine basis.


Mandates that security standards that apply to health plans and health care providers will also apply directly to business associates.


Establishes new security breach notice requirements


Entitles individuals to receive electronic copies of health information


Calls for regulations regarding the sale of electronic health records and protected health information


� Common best-practice policies to protect patient privacy, even beyond HIPAA are included in the 2009 Survey Report eHealth care Initiative HIE Survey which Maine reviewed to help prepare the privacy and security information in this SMHP. 





� Source: Maine Statewide Health Information Exchange Strategic and Operational Plans: A Strategy to Create an Infrastructure that Preserves and Improves the Health of Maine People, 3/25/2010








� See the section on Coordination with other HIT Initiatives for details about the HIT initiatives.   


�   Jha, Ashish, et al. “Use of Electronic Health Records in US Hospitals.” The New England Journal of Medicine (March 26, 2009)


� Steven R. Simon, et al. Correlates of Electronic Health Record Adoption in Office Practices: A Statewide Survey


�  �HYPERLINK "http://www.maine.gov/dhhs/oms/HIT/hit_index.html"�http://www.maine.gov/dhhs/oms/HIT/hit_index.html�.  Also, see Appendix B-4 for examples of communication strategies. 


�  Described later in this Section. 


� MaineCare’s activities are based on the Federal regulation governing the Medicaid EHR Incentive Program, the guidance provided by CMS in the SMHP Overview Template distributed in April 2010 and the documentation provided by CMS regarding the National Level Repository (NLR).A table that contains a crosswalk of the questions that CMS indicated that should be included in the Activities Necessary to Administer and Oversee the EHR Incentive Program to this document may be found in Appendix C-1.  


� See Appendix C-2 for more details about process flows. 


� See Appendix C-3 for further details of the process flow. 


� See Appendix C-4 Determine Eligibility for detail. 


�  See Appendix C-5 Switch EP for details.


� See Appendix C-6 Payment Request for detail.


�  See Appendix C-7 Submit Attestation. Appendix C-8 is a placeholder for Attestation of Meaningful Use when CMS rules are in place.  


� See Appendix C-9 Verify Eligibility Sub Process for detail. 





� MaineCare Services is the primary Office within DHHS for the HIT Incentive Payment Program. Yet, as described in this document, there are several Offices within the Department that have critical functions under the HIT Incentive Payment Program, such as OIT and Finance. 


� See Appendix C-10, Adjudicate Payment 


� See Appendix C-11, Manage Recoupment for details.


�  See Appendix C-12 Appeals Sub-Process for details.


�See Appendix C-13 Annual CMS Report for details. 


� See Appendix C-14 Quarterly HHS Report for detail.


� See Appendix C-15 Managing Provider Inquires and Deliver Provider Education  for detail.


� See Appendix C-16 Deliver Provider Communications


�  See Appendix C-17 Develop Rules and State Plan Amendments


� See Appendix C-18 Maintain SMHP for detail.


� See Appendix C-19 Revise HIT Landscape for detail.


�  See Appendix C-20 Revise Roadmap 


� See Appendix C-21 IAPD Sub-Process for detail.


� See Appendix C -22 Track and Report FFP for detail.


� See Appendix C-23 Manage FFP for Provider for details.


� Section D is based on the MaineCare Program’s assessment of the Federal regulation governing the Medicaid EHR Incentive Program, the guidance provided by CMS in the SMHP Overview Template distributed in spring 2010, and the interface control document provided by CMS regarding the National Level Repository (NLR).  A table that contains a crosswalk of the questions that CMS indicated should be answered is found in Appendix D-1 along with a detailed acknowledgement and agreement with fraud prevention processes and requirements.  


� Appendix D-2 is the audit strategy are the resource documents and activities used to conduct this assessment and plan. 


� In addition to this Section of the SMHP, the State’s IAPD discusses actions to achieve the goals and objectives of the SMHP and State and federal requirements. 





� These audit triggers are designed for the first year of operations of the HIT Program.  As Meaningful Use measures and metrics are designed and implemented, Maine will modify its audit strategy accordingly.  


� Maine has elected to pay hospitals over a three year period.  Thus, $500,000 equates to a total hospital payment amount of $1,000,000.   Based on the smaller volume that Maine hospitals have, $1,000,000 is an appropriate audit threshold. 


� See Appendix D-3 for a detailed description of the audit eligibility processes and activities. 


� These eligibility requirements can be found in Subpart D – Requirement Specific to the Medicaid Program, Section 495.304 and 495.306 in the Final Rule on the EHR Incentive Programs


�  See Appendix D-4, Auditing AIU, for more details. 


� It is important to note that payments after the first payment year (that is, year two and beyond) will be based on the provider meeting Meaningful Use requirements. 


�  See Appendix D-5 for more detail on the auditing of the incentive payments.  


� See Appendix E-1 for a list of CMS questions. 


�For complete definitions of the terms used in this Gap Analysis, see Appendix E-2.   
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