
 

 

 Health Information Technology Oversight Council  
Thursday, September 2, 2010  

1:00 pm – 5:00 pm  
Oregon State Library, Room 103 

250 Winter St. NE 
Salem, OR 97301 

 
Meeting Agenda  

 
 
1:00  Opening and Welcome – Steve Gordon  

• New Ex-officio Members - Melvin Kohn, MD and Judy Mohr Peterson 
• Approval of minutes (July 27, August 5)  

 
1:10     Meeting Overview and Outcomes – Carol Robinson 
  
1:15  HITOC’s Role – Steve Gordon  

• Review Guiding and Working Principles 
• HIE next steps 
• Oversight role for HIT  

 
1:35   Updates  

• HIE Strategic and Operational Plan approval status – Carol Robinson 
• MMIS Conference – Rick Howard 
• ONC/NGA Regional Meeting – Carol Robinson 
• Medicaid HIT/Incentive Payment Program – Susan Otter 
• PEBB/OEBB contract language – Dave Witter 
• Administrative Simplification criteria – Dave Witter  

 
2:15  O-HITEC Update – Clayton Gillett 
 
3:00  Break 
 
3:15  Formation of Workgroups  

• Charters 
• Membership 
• Initial Goals  

 
4:40  Public Input  
 
4:55  Next Steps – Carol Robinson 
 
5:00  Close 
 





Health Information Technology Oversight Council


September 2, 2010 Meeting Agenda


1:00 


 


Opening and Welcome – Steve Gordon


•


 


New Ex‐officio Members ‐


 


Melvin Kohn, MD and Judy Mohr Peterson


•


 


Approval of minutes (July 27, August 5) 


1:10      


 


Meeting Overview and Outcomes – Carol Robinson 


1:15 


 


HITOC’s Role – Steve Gordon


•


 


Review Guiding and Working Principles


•


 


HIE next steps


•


 


Oversight role for HIT


1:35 


 


Updates


•


 


HIE Strategic and Operational Plan approval status – Carol Robinson


•


 


MMIS Conference – Rick Howard


•


 


ONC/NGA Regional Meeting – Carol Robinson


•


 


Medicaid HIT/Incentive Payment Program – Susan Otter


•


 


PEBB/OEBB contract language – Dave Witter


•


 


Administrative Simplification criteria – Dave Witter


2:15 


 


O‐HITEC Update – Clayton Gillett


3:00 


 


Break


3:15 


 


Formation of Workgroups


•


 


Charters, Membership, and Initial Goals


4:40 


 


Public Input 


4:55 


 


Next Steps – Carol Robinson


5:00 


 


Close
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Meeting Outcomes
•


 
Welcome new Ex‐officio members


•
 


Review and understanding of the range of HITOC’s 
 responsibilities beyond HIE


•
 


Updates regarding key national meetings, O‐HITEC, EHR 
 Incentive Program and other activities


•
 


Understanding of next steps on HIE


•
 


Approve Workgroup charters, membership, and 
 workplans 


•
 


Approve Panel charters







HITOC’s Role


•
 


Review Guiding and Working Principles


•
 


HIE next steps


•
 


Oversight role for HIT
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Guiding and Working Principles
Guiding Principles (amended March 2010):


1.


 


We will operate in collaboration and partnership between the private and 


 public sectors, leveraging current investments where possible.  


2.


 


We will be transparent in our work and inclusive of stakeholder input. 


3.


 


We will only support flexible solutions that meet or exceed evolving best‐


 practices, national and industry standards.


4.


 


We will adopt policies that protect the integrity, availability,


 


privacy, 


 security and confidentiality of the consumer’s health information.


5.


 


We will employ strategies that assist consumers and providers in


 


making 


 informed health decisions.


6.


 


We will identify and align incentives for all stakeholders for the purposes of 


 improving the quality and efficiency of health care in Oregon and across 


 our borders.
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Guiding and Working Principles
Working Principles (adopted 11/5/09):


•


 


The members of HITOC will:


–


 


Make meeting attendance a priority


–


 


Conduct regular progress evaluations


–


 


Start and end meetings on time


–


 


Respect the agenda and agenda timelines


–


 


Come to the meetings prepared and versant with materials


–


 


Bring notebooks and associated materials to meetings


–


 


Be responsive to requests between meetings


–


 


Represent the public good not just our respective organizations


–


 


Build trust by assuming we are all operating for the good of Oregon


–


 


Be able to disagree and commit going forward.


–


 


Use a dialogue and consensus based process.*
•


 


*Please note‐the specifics of this are being determined
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HIE Next Steps


•
 


Strategic and Operational Plans are the 
 foundation of the work for the next phase


•
 


Assume that we are in agreement to move 
 forward as outlined in the Plans


•
 


Form workgroups to provide input on next set of 
 decisions we will need to make
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Oversight Role for HIT
•


 
HB2009 as a foundation


•


 
Develop, monitor and oversee implementation of State 


 goals for HIT use


•


 
Maximize distribution of HIT resources across Oregon


•


 
Provider adoption (purchasing collaborative, technical 


 assistance, loan program, reimbursements for providers 


 who use HIT)


•


 
Identify and select industry standards for HIT products and 


 services promoted by purchasing collaborative


•


 
Education for public and providers


•


 
Coordinate health care sector activities that promote HIT


•


 
Medicaid Transformation Grant 7







Health Information Exchange (HIE): A Strategic Plan for Oregon
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Updates


•
 


HIE Plan Approval Status


•
 


MMIS Conference


•
 


ONC/NGA Regional Meeting


•
 


M‐HIT/EHR Incentive Payment Program


•
 


PEBB/OEBB Contract Language Changes


•
 


Administrative Simplification  Criteria
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Updates: HIE Plan Approval Status


•
 


Strategic and Operational Plans submitted to 
 ONC on August 25; budget submitted August 30


•
 


Expect approval notification by the end of 
 October
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Updates: MMIS Conference
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Updates: ONC/NGA Regional Meeting
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Oregon Medicaid 
 Health Information Technology (MHIT) Project


 HITOC meeting


Susan Otter, Project Director


Sept. 2, 2010
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Medicaid and Medicare EHR Incentives:
•


 
Incentives for Providers achieving “meaningful 


 use”
 


of Certified Electronic Health Records (EHRs)
–


 
Medicaid: 
•


 
Up to $63,750 for individual providers (6 years)


•


 
Medicaid patient volume requirements


•


 
Do not have to meet Meaningful Use in Year 1


–
 


Medicare: 
•


 
Up to $44,000 for individual providers (4 years)


•


 
Minimal Medicare patient volume requirements


•


 
Must meet Meaningful Use in Year 1


–
 


Potential for $236 million to Oregon hospitals







Medicaid EHR Incentives Basics:
•


 
Medicaid Eligible Professionals:
–


 
Physicians, Nurse Practitioners, Cert. Nurse Midwifes, 


 Dentists, Physician Assistants in certain settings
–


 
Medicaid patient volume requirements: 30% for most, 20% 


 for Pediatricians
–


 
Year 1 ($21,250): Adopt, implement, upgrade to certified EHR 


–


 
Years 2‐6 ($8,500/year): Meaningful use


•
 


Hospitals:
–


 
Acute care hospitals (including Critical Access Hospitals) –


 with 10% Medicaid patient volume, and limits on average 


 length of stay
–


 
2016 is last year to begin program for hospitals


–


 
Payments are over 3‐5 years, and based on a formula







Timeline for Incentive Program


July 2010 CMS issues final rule


Fall 2010 Certification of EHRs begins


Jan 2011 Providers/Hospitals can register with CMS 
 for incentive program


April 2011 Medicare incentive program opens


Summer 2011 CMS expects most states will have 
 launched Medicaid incentive programs







Medicaid HIT Project Status:
•


 
Leadership and Governance:
–


 
Steering Committee launched


–


 
Project director, lead staff, initial contractors on board


•
 


Discussions with key stakeholders, subject matter 
 experts


•
 


Environmental scan and vision development
–


 
Leveraging HITOC work


•
 


EHR Incentive Program development underway
•


 
Communication planning
–


 
Coordinating with OHITEC, HIE 17







Medicaid HIT Intersections with HITOC
•


 
Adoption and Meaningful Use of EHRs
–


 
Setting EHR Adoption vision, goals, benchmarks


–


 
Developing strategies to accelerate meaningful use and 


 adoption of certified EHRs
•


 
Meaningful Use 
–


 
Assessing 4 “menu set”


 
public health measures


•
 


HIE support:
–


 
Medicaid HIT funding and support for HIE planning, 


 implementation (MPI, e.g.), and state interfaces with HIE
•


 
Medicaid HIT funding for other HITOC mandates:
–


 
EHR Loan Program planning


–


 
Personal Health Records planning 


–


 
Provider outreach and communications







Contact: 


•
 


Medicaid HIT Project:
–


 
www.oregon.gov/DHS/mhit/incentive.shtml


•
 


Resources: 
–


 
CMS website: www.cms.gov/EHRIncentivePrograms/


–
 


Oregon’s Regional Extension Center www.o‐
 hitec.org



http://www.oregon.gov/DHS/mhit/incentive.shtml

http://www.cms.gov/EHRIncentivePrograms/

http://www.o-hitec.org/

http://www.o-hitec.org/
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Updates: PEBB/OEBB Contract Language Changes


20
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Updates: Administrative Simplification  Criteria
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O‐HITEC Update


22
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Workgroups and Panels


1.
 


Workgroups: 
•


 
Charters


•


 
Membership


•


 
Initial Workplans


2.
 


Panels:
•


 
Charters


•


 
Membership update


•


 
Initial Meetings
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Charters: All Workgroups


The charters of the Legal and Policy, Finance, and Technology 


Workgroups have the following tasks in common:


•


 
Provide input to and members for any interdisciplinary 


 subcommittees as needed 


•


 
Provide input to inform any potential directional changes 


•


 
Assess and provide input regarding potential opportunities, 


 risks and challenges 


•


 
Establish task‐based subcommittees as needed
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Workgroup Charters


Legal and Policy Workgroup: 


Provide input for Legal and Policy goals for statewide HIE based


 
on 


the strategic and operational plans including: 


–


 
Phase 1 Legal and Policy deliverables and objectives 


–


 
Privacy and Consent 


–


 
Security 


–


 
Standards 


–


 
Policy/Other 
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Workgroup Charters


Finance Workgroup: 


Provide input for finance goals for statewide HIE based on the 


strategic and operational plans including: 


–


 
Financial Sustainability Plan 


–


 
Phase 1 deliverables and objectives 


–


 
Other projects as needed 
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Workgroup Charters


Technology Workgroup: 


Provide input for technology goals for statewide HIE based on the 


strategic and operational plans including: 


–


 
Phase 1 deliverables and objectives 


–


 
Standards 


–


 
Definition of Central Services 


–


 
Other projects as needed 
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Workgroup Membership
•


 


A substantial number of applications were received for the Workgroups: Legal and 


 
Policy: 29, Finance: 12, and Technology: 36.


•


 


These initial workgroup appointments will be supplemented with ad‐hoc, 


 
temporary and/or permanent members based on needed areas of expertise, as the 


 
charters have allowed for.


• Sharing a position within organizations will be discouraged, as this would 


 
compromise the continuity of the group decision process.


•


 


A Chair and Vice‐chair will be appointed to each Workgroup before the first 


 
orientation meeting on Sept. 29.
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Workplan: Legal and Policy Workgroup
Meeting Dates and Outcomes


Sept. 29:  Orientation


Oct. 12: 


 


Consent and SPHI‐


 


background and overview


Oct. 20: 


 


Oregon’s Consent Policy: short and long‐term recommendations and 


 analysis


Nov. 9:  


 


Accountability & Oversight: Privacy & Security Standards 


Nov. 17:   Accountability & Oversight: Monitoring and Enforcement


Dec. 1/13: 


–


 


Wrap up any needed follow‐up on Consent and/or Accountability & 


 Oversight


–


 


Begin discussions on intra‐


 


and inter‐state agreements
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Workplan: Technology Workgroup
Meeting Dates and Outcomes


Sept. 29: Understanding of the scope and role of the WG, overview of technology 


 components of the plans, and appreciation of phasing and scheduling.


Oct. 13: 


 


Gather feedback on HIE Core Services requirements.


Nov. 18: Confirm HIE Core Services requirements, gather feedback on   


 preliminary HIE Core Services specifications, understand changes and 


 impacts from other Workgroups (if any) with possible course 


 adjustments identified (if any). 


Nov. 30: Confirm HIE Core Services specifications, understand changes and 


 impacts from other Workgroups (if any) with possible course 


 adjustments identified (if any). 


Dec. 9: 


 


Confirm final HIE Core Services requirements and specifications;


 understand changes and impacts from other Workgroups (if any) with 


 possible course adjustments identified (if any)
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Workplan: Finance Workgroup
Meeting Dates and Outcomes


Sept 29: Scope and role of the WGs, overview financing components, and 


 phasing and scheduling for WGs


Oct. 19: Sustainability goals and timelines, core and potential HIE services, value 


 propositions, other state financing examples, financing options/issues 


Nov. 10: Prioritize HIE services, start‐up financing, service vs. utility financing 


Nov. 23: Draft cost and revenue projections, financing options and issues for 


 discussion at HITOC Dec. 3 meeting 


Dec. 8:


 


Updated projections based on Tech/Legal WGs, address HITOC 


 comments, frame timing/phasing for financing plan 


Dec. 20: Financing sustainability recommendations for HITOC Jan. 6 meeting 


Jan. 12: 


 


Address HITOC comments on sustainability plan, assess legislative 


 impact 


Jan. 26: 


 


Final review on sustainability plan to be submitted to ONC 
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Panel Charters: HIO Executive Panel


The charter of the HIO Executive Panel is to: 


•


 


Review planning work in progress and provide input to HITOC regarding 


 goals for statewide HIE based on the strategic and operational plans and 


 work of the workgroups 


•


 


Develop recommendations for specific goals, actions and timelines for the 


 execution of the strategic and operational plans 


•


 


Provide input to inform any potential directional changes 


•


 


Assess and provide input regarding potential opportunities, risks and 


 challenges 


•


 


Coordinate and communicate with all HIOs 


•


 


Strive to identify, agree on and implement best practices 
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Panel Charters: Consumer Advisory Panel


The charter of the Consumer Advisory Panel is to: 


•


 


Review planning work in progress and provide strategic input to HITOC 


 regarding goals for statewide HIE based on the strategic and operational 


 plans and work of the workgroups 


•


 


Provide a consumer perspective to HITOC 


•


 


Develop recommendations for specific goals, actions and timelines for the 


 execution of the strategic and operational plans in the area of consumer 


 education and communications 


•


 


Assess and provide input regarding potential opportunities, risks and 


 challenges 
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Panel Membership Update


HIO Executive Panel:
•


 


“Shall be composed of representatives from each of Oregon’s HIOs who 


 will be put forth by the HIO in consultation with the HITOC Selection Panel 


 including the Chair, Vice‐Chair and at least one other HITOC member.”


Consumer Advisory Panel:
•


 


Application  process open through Sept. 24


•


 


Roster of suggested members will be submitted to HITOC for approval at 


 the October 7 meeting
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Initial Panel Meetings


HIO Executive Panel:
•


 
Sept. 29 ‐


 
Orientation


•


 
Oct. 28


Consumer Advisory Panel:
•


 
November 16 ‐


 
Orientation







36


Next steps
•


 
Workgroups and Panels


•
 


Upcoming HITOC Meeting Schedule:
–


 
Oct. 7


–
 


Nov. 4


–
 


Dec. 2


–
 


January Retreat (7 hour meeting, Jan. 13 or 20):
•


 
Review/approve Sustainability Plan (due Feb. 8 to ONC)


•


 
Review Workgroup workplans


 
for 2011 Q1
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Next meeting
•


 
Thursday, October 7, 2010


1:00 pm – 5:00 pm


Portland State Office Building


Room 1B 


800 NE Oregon St. 


Portland, Oregon 97232 
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HITOC Guiding and Working Principles 
 
 
Guiding Principles (amended March 2010): 
 


1. We will operate in collaboration and partnership between the private and public 
sectors, leveraging current investments where possible.   


2. We will be transparent in our work and inclusive of stakeholder input.  
3. We will only support flexible solutions that meet or exceed evolving best‐


practices, national and industry standards. 
4. We will adopt policies that protect the integrity, availability, privacy, security and 


confidentiality of the consumer’s health information. 
5. We will employ strategies that assist consumers and providers in making 


informed health decisions. 
6. We will identify and align incentives for all stakeholders for the purposes of 


improving the quality and efficiency of health care in Oregon and across our 
borders. 


 
 
Working Principles (adopted 11/5/09): 
 
The members of HITOC will: 
 


• Make meeting attendance a priority 
• Conduct regular progress evaluations 
• Start and end meetings on time 
• Respect the agenda and agenda timelines 
• Come to the meetings prepared and versant with materials 
• Bring notebooks and associated materials to meetings 
• Be responsive to requests between meetings 
• Represent the public good not just our respective organizations 
• Build trust by assuming we are all operating for the good of Oregon 
• Be able to disagree and commit going forward. 
• Use a dialogue and consensus based process.* 


 
 
 
 
 
 
 
 


 
*Please note‐the specifics of this are being determined 








DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop C2-21-15 
Baltimore, Maryland 21244-1850 


Center for Medicaid, CHIP and Survey & Certification 


        SMD# 10-016 


 


August 17, 2010 


 


     Re:  Federal Funding for Medicaid HIT Activities 


 


Dear State Medicaid Director: 


 


This letter provides guidance to State Medicaid agencies regarding implementation of section 


4201 of the American Recovery and Reinvestment Act of 2009 (the Recovery Act), Pub. L. 


111-5, and our recently published regulations at 42 CFR Part 495, Subpart D.  Section 4201, as 


well as our final regulations, will allow the payment of incentives to eligible professionals (EPs) 


and eligible hospitals to promote the adoption and meaningful use of certified electronic health 


record (EHR) technology.   


 


The Recovery Act provides 100 percent Federal financial participation (FFP) to States for 
incentive payments to eligible Medicaid providers to adopt, implement, upgrade, and 
meaningfully use certified EHR technology, and 90 percent FFP for State administrative 
expenses related to the program.   
 
The Centers for Medicare & Medicaid Services (CMS) issued a State Medicaid Director (SMD) 
letter on September 1, 2009, that provided guidance to States on allowable expenses for activities 
supporting the administration of incentive payments to providers.  CMS has now promulgated 
final regulations that also govern State administrative expenses related to administering the 
program.  Both the SMD letter and our regulations at 42 CFR section 495.318 explain that, in 
order to qualify for the 90 percent FFP administrative match, a State must, at a minimum, 
demonstrate to the satisfaction of the Secretary compliance with three requirements: 


 


• Administration of Medicaid incentive payments to Medicaid EPs and eligible 


hospitals; 


 


• Oversight of the Medicaid EHR Incentive Program, including routine tracking of 


meaningful use attestations and reporting mechanisms; and 


 


• Pursuit of initiatives that encourage the adoption of certified EHR technology for the 


promotion of health care quality and the electronic exchange of health information. 
 


  







Page 2 – State Medicaid Director 
 


This letter and the accompanying enclosures provide more detailed guidance from CMS on the 


expectations relating to the activities and potential uses of the 90/10 matching funds. 


 


  


I. Administration of the Medicaid EHR Incentive Program  


 


Title IV, Division B of the Recovery Act established the Medicare and Medicaid EHR incentives 


programs, as one component of the Health Information Technology for Economic and Clinical 


Health (HITECH) Act.  This initiative supports the goals of health reform by helping to improve 


 


Americans’ health, and increase safety and efficiency in health care through expanded use of 


EHRs.  Accordingly, States’ administration of the Medicaid EHR Incentive Program, and their 


role in fostering adoption and meaningful use of certified EHR technology, are essential 


components of broader reforms.  States can receive the enhanced FFP for approved design, 


development, and implementation of systems and processes that are necessary to effectively 


administer the Medicaid EHR Incentive Program.  When developing their implementation 


timelines, States should consider the critical role the Medicaid EHR Incentive Program plays in 


the success of related HITECH programs.  In order for States to benefit most from available 


Federal resources, including time-limited funding and technical assistance, timely initiation of 


their Medicaid EHR Incentive Programs (i.e., as soon as possible in 2011) is important.  


 


Enclosure A outlines CMS’ expectations and provides examples of potentially allowable 


activities and reasonable costs related to State administration of the program.  


 


II. Oversight of the Medicaid EHR Incentive Program  


 


Under section 1903(t)(9)(B) of the Social Security Act and our recently published regulations at 


42 CFR Part 495, Subpart D, States are required to conduct adequate oversight of the Medicaid 


EHR Incentive Program.  Although the provider incentive payments are paid by the States, they 


are 100 percent reimbursable under Medicaid.  States must ensure that the program meets all 


statutory and regulatory requirements and is implemented in a manner that minimizes the 


potential for fraud, waste and abuse.  The 90 percent matching rate for FFP is available to States 


for approved processes, systems, and activities necessary to ensure that the incentive payments 


are being properly made to the appropriate providers, in the appropriate circumstances, and in an 


auditable and defensible manner.  We emphasize that an effective and efficient oversight strategy 


is one that is timely, targeted, and balances risk with available auditing resources.  


 


Enclosure B provides additional information about CMS’ initial expectations for States’ auditing 


and oversight of their Medicaid EHR Incentive Program.   


 


III.   Pursuing Initiatives to Encourage the Adoption of Certified EHR Technology and 


Health Information Exchange  


 


CMS expects that State Medicaid agencies will have a role in the promotion of EHR adoption 


and health information exchange.  HITECH provided several funding sources, including various 


grant programs through the Office of the National Coordinator for HIT (ONC) for States to 


achieve improved health care outcomes through health information technology (HIT).  Medicaid 


plays an important role as both a payer and a collaborator with these other HIT initiatives to 


produce the desired impact on the health care system.  Where possible, CMS encourages State 


Medicaid agencies to collaborate on HIT initiatives with Federal programs and other partners in 
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the States, such as public health departments, county governments, and local governments.   


Costs will be distributed equitably across all payers following fair share and cost allocation 


principles, per section 495.358. 


 


Enclosure C outlines the CMS guiding principles for the availability of the 90 percent FFP 


  


administrative matching funds for basic administration and oversight of the Medicaid EHR 


Incentive Program, as well as efforts to promote its success among eligible Medicaid providers. 


 


IV.   State Medicaid Health Information Technology Plan (SMHP) and HIT 


Implementation Advance Planning Document (HIT IAPD) 


 


The SMHP (the product of the initial HITECH planning funds awarded to States) should outline 


the State’s current (“As-Is”) and future (“To-Be”) HIT landscape and plan for the administration 


and oversight of its Medicaid EHR Incentive Program in compliance with our regulations.  As 


States establish the broad vision for their Medicaid EHR Incentive Programs in the SMHP, 


however, not all activities will necessarily be eligible for FFP under HITECH.  States must use 


the HIT Implementation Advance Planning Document (IAPD) to request FFP and receive 
approval before implementing proposed State Medicaid HIT plan activities and services or 
acquire equipment.  There may be activities that are more appropriately reimbursed as Medicaid 


Management Information Systems (MMIS) or general program administration expenditures, or 


may not be eligible for any CMS funding at all.   


 


Enclosure D outlines the CMS process for reviewing the SMHP and associated funding request 


documents (HITECH and MMIS).  


 


CMS expects that States will take an incremental approach to the initial implementation of their 


Medicaid EHR Incentive Programs.  For example States may begin by focusing on provider 


outreach and registration, then on provider attestation and verification of eligibility, next on 


provider payments, and finally on capturing meaningful use data.  Toward that end, we have 


identified elements of an SMHP that are considered critical for the initial submission and those 


that may be deferred for future updates.  States must outline their timeline, noting critical 


benchmarks and dependencies.  An updated template for the SMHP for States to use as a guide is 


available on the CMS Web site for download at: 


http://www.cms.gov/EHRIncentivePrograms/91_Information_for_States.asp#TopOfPage. 


CMS will seek ONC input as we review SMHPs to ensure a coordinated approach for the State 
EHR Incentive Program and health information exchange (HIE) efforts.  While the SMHP 
focuses on the Medicaid strategy for moving toward meaningful use of certified EHR 
technology, it should be consistent with and complementary to the overall State HIT strategy 
developed under section 3013 of the Public Health Service Act (PHS).  CMS and ONC will work 
together in the review of both strategies to prevent duplicative efforts of statewide HIT/HIE 
activities, provider outreach activities, and Medicaid HIT activities.   
 


We encourage States to use the resources, tools, Frequently Asked Questions, and information 


available at the Federal level, particularly through the CMS EHR Incentive Program Web site:  


http://www.cms.gov/EHRIncentivePrograms/ and the ONC Web site:  http://www.healthit.gov.  


We look forward to collaborating with State Medicaid agencies and learning from your 


experiences as we provide technical assistance, policy guidance, and Federal resources to ensure 


successful development and implementation of Medicaid EHR Incentive Programs.  CMS 


believes that health information technology can be a transformative tool, improving the quality, 



http://www.cms.gov/EHRIncentivePrograms/91_Information_for_States.asp#TopOfPage

http://www.cms.gov/EHRIncentivePrograms/

http://www.healthit.gov/
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efficacy, timeliness, and safety of patient care.  With the States, as our partners, we can leverage 


the momentum provided by the Recovery Act’s EHR incentive programs to ensure that the 


innovations enabled by technology can support the framework of health care reform.  


 


For further information or clarification on this State Medicaid Director letter, please contact 


Mr. Rick Friedman at 410-786-4451, or Richard.Friedman@cms.hhs.gov. 


 


     Sincerely, 


 
     /s/ 
 


     Cindy Mann 


     Director 


 


Enclosures: 


 
A)  Administering the Medicaid EHR Incentive Program  


B)  Oversight of the Medicaid EHR Incentive Program  


C)  Guiding Principles for the Use of the 90 Percent FFP for EHR Promotion 


D)  SMHP/IAPD Review Process 


 


cc: 


 
CMS Regional Administrators 


 
CMS Associate Regional Administrators 
Division of Medicaid and Children’s Health Operations 


 
Ann C. Kohler   
NASMD Executive Director 
American Public Human Services Association 


 
Joy Wilson 
Director, Health Committee 
National Conference of State Legislatures 


 
Matt Salo 
Director of Health Legislation 
National Governors Association 


 
Debra Miller 
Director for Health Policy 
Council of State Governments 


 
Christine Evans, M.P.H. 
Director, Government Relations  
Association of State and Territorial Health Officials 


 
 



mailto:Richard.Friedman@cms.hhs.gov
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Alan R. Weil, J.D., M.P.P. 
Executive Director 
National Academy for State Health Policy 
 


David Blumenthal, M.D. 


  


National Coordinator 


Office of the National Coordinator for HIT 
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Enclosure A 


 


Administering the Medicaid EHR Incentive Program 


 


  


Under the Recovery Act, States have the option to participate in the Medicaid EHR incentive 


program.  States may receive 90 percent FFP for reasonable administrative expenditures incurred 


in planning and implementing the program.  


 


States will undertake a number of activities relative to the administration of the Medicaid EHR 


Incentive program.  As indicated in the CMS Electronic Health Record Incentive Program Final 


Rule at § 495.332, States will be expected to describe in detail in the State Medicaid HIT Plan 


(SMHP) a number of activities that CMS considers vital to the effective administration of the 


EHR Incentive Program.  In order for States to claim the 90 percent FFP match, they must 


submit both a State Medicaid HIT Plan and an HIT Implementation Advance Planning 


Document (HIT IAPD).  We recognize that not all States will administer the program using the 


same systems and processes; therefore we will assess each State’s SMHP to determine which 


activities would most appropriately be funded with the HITECH enhanced match and which 


might be better applicable to MMIS or regular program administration funding, or which may 


not be eligible for any CMS funding at all.  In order to be eligible for the HITECH 90 percent 


FFP, activities must be directly related to the success of the Medicaid EHR Incentive Program, 


as described further in Enclosure C.  In addition, please see Enclosure D for additional details 


about submitting SMHPs with HIT IAPD’s for both HITECH and MMIS funding.  


 


States may potentially receive 90 percent FFP for the following program administration activities 


(not an exhaustive list), subject to CMS prior approval.  (Note, as required by § 495.358, all costs 


are subject to cost allocation rules in 45 CFR Part 95.): 


 


 System and resource costs associated with the National Level Repository (NLR) Interface 


 System and resource costs associated with State interfaces of a Health Information Exchange 
(HIE)--(e.g., laboratories, immunization registries, public health databases, other HIEs, etc.) 


 Creation or enhancement of a Data Warehouse/Repository (should be cost allocated) 
 Development of a Master Patient Index (should be cost allocated) 
 Communications/Materials Development about the EHR Incentive Program and/or EHR 


Adoption/meaningful use 


 Provider Outreach Activities (workshops, webinars, meetings, presentations, etc). 
 Provider Help-Line/Dedicated E-mail Address/Call Center (hardware, software, staffing) 
 Web site for Provider Enrollment/FAQs 
 Hosting Conferences/Convening Stakeholder Meetings 
 Business Process Modeling 


 System and resource costs associated with the collection and verification of meaningful use data 
from providers’ EHRs 


 System and resource costs to develop, capture, and audit provider attestations 
 Evaluation of the EHR Incentive Program (Independent Verification (IV) & Validations (V) and 


program’s impact on costs/quality outcomes) 
 Data Analysis, Oversight/Auditing and Reporting on EHR Adoption and Meaningful Use 


 Environmental Scans/Gap Analyses 
 SMHP updates/reporting; IAPD updates 
 Developing Data Sharing & Business Associate Agreements (legal support, staff) 
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 Ongoing costs for Quality Assurance activities 
 Multi-State Collaborative for Health IT annual dues 
 Staff/contractual costs related to the development of State-Specific meaningful use and patient 


volume criteria 


 Medicaid Staff Training/Prof. Development (consultants, registration fees, etc.) 


  


 


CMS strongly encourages States to collaborate with other State-level and local partners in the 


design, development, and even procurement of systems needed to administer their EHR 


Incentive Programs.  Doing so would make more effective use of both CMS’ and States’ share of 


the cost and would shorten the timeline for actually dispersing incentive payments to eligible 


providers.  CMS is available to provide technical assistance to States interested in exploring 


collaborative approaches, and will disseminate information on approved and successful models. 


 


CMS also strongly encourages States to consider the activities they plan to undertake to 


administer their EHR Incentive Program and to identify any that may overlap with other 


Federally-funded activities, such as provider outreach, development of a Master Patient Index, 


external inquiry management, etc.  Where possible, these activities should be accomplished 


collaboratively, in which case costs are allocated across partners.  


 


Budgeting for the 90 Percent FFP 


States will be responsible for estimating the expenditures for the Medicaid EHR Incentive 


Program on the State’s quarterly budget estimate reports via Form CMS-37.  These reports are 


used as the basis for Medicaid quarterly grant awards that would be advanced to the State for the 


Medicaid EHR incentive program.  These forms are submitted electronically to CMS via the 


Medicaid and State CHIP Budget and Expenditure System (MBES/CBES).  On Form CMS-37, 
States should include any projections of administration related expenditures for the 
implementation costs.  On Form CMS-64, a State submits on a quarterly basis actual expenses 
incurred, which is used to reconcile the Medicaid funding advanced to States for the quarter 
made on the basis of the Form CMS-37.  (Refer to Enclosure D and its section on State 
Reporting of Estimates, Expenditures, and Timing of the Grant Award Letter.) 
 


To assist States in properly reporting expenditures using the MBES/CBES, the CMS-37 and 


CMS-64 reports will include a new category for reporting the 90 percent FFP match for State 


administrative expenses associated with the Medicaid EHR Incentive Program.  The new 


category will be called “Health Information Technology Administration.”  This reporting 


category is located on the 64.10 base page lines 24A and 24B for Administration.  


Implementation expenditures are included on lines 24C and 24D.    


 


CMS will monitor State agency compliance through systems performance reviews, focused 
reviews, and audits of the processes documented in the SMHP, and other planning documents.  
CMS may review States’ EHR Incentive Programs using a variety of audit/review tools, 
including, but not limited to, financial audits, State Program Integrity Reviews, and payment data 
analysis.  CMS is allowed to suspend payments if the State fails to provide access to information, 
per our final regulations, § 495.330.   
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In order to track progress made towards the nationwide implementation of the Medicaid EHR 


Incentive Programs, CMS requests that States indicate to us through their State Medicaid HIT 


Plans, the target date by which they plan to launch their program.  For consistency’s sake, we 


will consider a State’s Medicaid EHR Incentive Program ready to launch when a State has met 


  


all of the following criteria: 


 


 The State has an approved SMHP and an approved IAPD.  
 The State has initiated outreach and communications about the Medicaid EHR Incentive 


Program, including posting information on its Web site. 
 The State has an effective and tested interface to accept provider registration information 


from the CMS NLR (i.e., has successfully tested with the NLR). 
 The State is now capable, or will be capable within 3 months, of accepting provider 


attestations. 
 The State is now capable, or will be capable within 5 months, of making provider 


incentive payments. 
 The State has sufficient controls in place to ensure that the right incentive payments are 


made to the right providers before initiating provider incentive payments. 
 


Prior to the release of the 100 percent FFP provider incentive funding, CMS will require that 
States provide a brief written update regarding the launch criteria above. 
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Enclosure B 


 


Oversight of the Medicaid EHR Incentive Program 


 


Under Section 1903(t)(9)(B) of the Social Security Act, States are required to conduct adequate 


oversight of the Medicaid incentive program.  Our regulations, including §§ 495.318(b), 


495.332, 495.366, and 495.368, also require States to conduct oversight to monitor, among other 


  


things, provider eligibility, payments, fraud, waste, and abuse. 


 


In addition, CMS is developing a joint Medicare/Medicaid audit strategy.  In the interim, this 


enclosure provides initial CMS expectations regarding State responsibilities for oversight and 


audit in the early stage of EHR incentive program implementation.  CMS will expand and build 


upon these requirements after the joint strategy is finalized and States begin implementing their 


programs. 


                                                                                                                                                                                                                                                                                                                                                                                                                                                                         


CMS expects States to implement a risk-based auditing approach to prevent making improper 
Medicaid EHR Incentive payments and to monitor the program for potential fraud, waste, and 
abuse.  For 2011, CMS expects that, at a minimum, States will focus their auditing resources on 
the following specific items: 
 


 Provider eligibility: for example, an identified means to verify that providers are 
credentialed, not-sanctioned, not hospital-based, practicing predominately, and are one of 
the types of eligible professionals or institutions under the EHR incentive program. 


 Patient volume:  for example, an identified means to audit or verify the attestation data, 
including use of proxy data (such as claims) where appropriate to identify risk. 


 Adopt, implement, or upgrade (AIU):  for example, have an identified means to audit or 
verify that providers have actually adopted, implemented, or upgraded certified EHR 
technology.  (Note:  CMS does not anticipate that States will audit meaningful use in 
2011 as all eligible Medicaid providers can receive an EHR incentive payment for AIU in 
their first participation year.)  


 Certified EHR technology:  for example, States should collect the certified EHR 
technology code (see below) as part of provider attestation for AIU, and should verify 
that the code is on the Office of the National Coordinator (ONC) list of certified EHR 
technology prior to issuing an incentive payment to that provider. 


 
Prior to January 2011, ONC will make available through a public Web service (URL is still to-
be-determined), a list of all certified EHR technology, including the name of the vendor and 
product, the product’s unique certification code, and the meaningful use criteria for which the 
product was certified.  After January 2011, the ONC Web service is expected to have additional 
functionality related to combinations of certified EHR modules.  For combinations of separate 
certified EHR technology that collectively could achieve meaningful use (e.g., modules), the 
ONC Web service would allow providers to enter the codes from the different certified modules 
and request a unique certification code that represents that specific combination.  The Web 
service would then store and reflect for other providers that particular combination of certified 
EHR technology and the unique code associated with it.  States should utilize the ONC Web 
service to automate the pre-payment verification of providers’ attestations regarding use of 
certified EHR technology.  States should plan to test this process prior to accepting provider 
attestations.  CMS will provide further details as soon as they become available. 
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Using either their attestation system or other means, States must notify providers that it is the 
provider’s responsibility to ensure that its certified EHR technology code is listed on the ONC 
Web service before attesting to the State.  Otherwise, the State’s verification system might 
produce a false negative result (e.g., the EHR technology was certified but there was a delay 


  


before it was added to the ONC Web service). 
 
States may receive enhanced matching funds for the following audit/oversight activities, subject 
to CMS prior approval: 


 Auditing contractor(s)/Auditing In-House Activities 
 Systems costs for interfaces to verify provider identity/eligibility (e.g., provider enrollment, license 


verification, sanctions, patient volume) 
 System and Resource Costs associated with Provider Appeals for EHR Incentive Payments 
 Staff and resources for data analysis and reporting requirements for the CMS EHR Incentive 


Program 
 Privacy/Security Controls 


 
We strongly recommend that States consider the data sources and partners (such as Regional 
Extension Centers and HIEs, etc.) that are available to support their auditing and oversight 
responsibilities- including using them as tools for conducting risk assessments for fraud, waste 
and abuse.  For example, where appropriate, States should utilize reliable third-party data sources 
rather than conduct resource-intense individual on-site reviews.  As noted above, we will be 
issuing further guidance related to oversight and auditing of meaningful use in the Medicare and 
Medicaid EHR Incentive Programs.  At that time, CMS will share with States its auditing plans 
for the Medicare EHR Incentive Program.  We will look for opportunities where appropriate to 
leverage Federal efforts on behalf of the States, including, but not limited to our auditing strategy 
for hospitals that are eligible for both Medicare and Medicaid EHR incentive payments.  Further 
details regarding potential State and CMS collaboration on the auditing of meaningful use for 
hospitals that are eligible for both incentive payments is forthcoming.  States should recognize 
that it is their sole responsibility to audit hospitals that are Medicaid-only (e.g., children’s and 
cancer hospitals).  
 
The primary means for CMS and States to avoid duplicate payments to eligible professionals is 
through joint use of the National Level Repository (NLR).  States must interface with the NLR 
not just to receive provider registration data and to ensure that there are no duplicative payments 
prior to issuing provider incentives, but also to notify the NLR when they have made an 
incentive payment.  CMS expects that States will notify the NLR that an incentive payment has 
been made within 5 business days.  Similarly, if a State has determined that the provider is 
ineligible for a payment, CMS expects that the State will notify the NLR within 5 business days. 
Finally, in accordance with our regulations, § 495.332, the State must make a payment within 45 
days of completing all eligibility verification checks.  In the case of providers registering at the 
end of a calendar year, a payment for that year must be made no later than 60 days into the next 
calendar year for EPs, or fiscal year, for hospitals.  The full requirements document and interface 
control document developed for States’ interface with the NLR was made available to States 
through the CMS regional offices, with the July 13, 2010, release of the CMS final rule. 
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CMS will monitor State agency compliance with audit and oversight requirements through 
systems performance reviews, focused reviews, and audits of the processes documented in the 
SMHP, and other planning documents.  CMS may review States’ EHR Incentive Programs using 
a variety of audit/review tools, including, but not limited to, financial audits, State Program 
Integrity Reviews, and payment data analysis.  CMS is allowed to suspend payments if the State 


  


fails to provide access to information, per our final regulations, § 495.330.   
 
In accordance with the CMS final rule, Medicaid agencies must implement a provider appeals 
process.  See § 495.370 of our final regulations for details regarding provider appeals, as well as 


the SMHP template, which is located on the CMS Web site at: 


http://www.cms.gov/EHRIncentivePrograms/91_Information_for_States.asp#TopOfPage.  


Enclosure E also discusses information regarding provider appeals in the context of the SMHP 
contents.  
 


 
  



http://www.cms.gov/EHRIncentivePrograms/91_Information_for_States.asp#TopOfPage
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 Enclosure C 


 


Guiding Principles for Use of the CMS 90 Percent Administrative Matching 


Funds for the Medicaid EHR Incentive Program 


 


  


State Medicaid agencies can receive enhanced matching funds at a 90-percent rate for their 
administration and oversight of the Medicaid EHR incentive program.  CMS also expects that 
States will request the enhanced matching funds for reasonable administrative expenses related 
to their efforts to promote the adoption of certified EHR technology and health information 


exchange (HIE).   
 


We recognize that not all States will implement their programs in the same manner, and each 
State may face unique barriers to adoption and meaningful use.  The principles below provide an 
overarching framework by which CMS will consider State requests for 90 percent FFP.  Each 
proposal will be examined by CMS (with input from ONC) to ensure funds provide direct 
support to the success of the Medicaid EHR incentive program, are coordinated with other State 
HIT-related activities, do not duplicate other funding sources, and are implemented in the most 
efficient and effective manner.  In addition, we strongly encourage States to collaborate with 
other States and local partners in the design, development, and procurement of any new systems.   
 
CMS will consider approval for 90 percent FFP for EHR/HIE promotion initiatives that will 
meet all of the following criteria: 


 
 Serve as a direct accelerant to the success of the State’s Medicaid EHR Incentive 


Program and facilitate the adoption and meaningful use of certified EHR technology. 
Expenses that do not directly correlate to the EHR Incentive Program will not be 
approved.  Examples that may correlate include: 


- Expenditures related to provider needs assessments, provider outreach about 
adoption and meaningful use of certified EHR technology, staff training, 
identification and development of tools to connect to health information 
exchanges, record locater services, secure messaging gateways, provider 
directories, development of privacy and governance policies and procedures, 
master patient indexes, interfaces for data (e.g., laboratory) that is important to 
Medicaid providers to be fully successful in an HIE environment, and procuring 
technical assistance for Medicaid providers to achieve meaningful use.  
 


 Are consistent with the ONC long-term vision for health information exchange, and are 
supportive of the activities prioritized by ONC cooperative agreement funding, namely 
secure messaging, the electronic reporting of structured laboratory data and enabling e-
prescribing.  
 


 Are not duplicating meaningful use technical assistance efforts conducted by the ONC-
funded Regional Extension Centers, Workforce Grantees, Beacon Grantees or other 
Federally-funded projects whose target population is the same, as well as ONC 
cooperative agreement grant funding for the development of HIE. 
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 Will, to the extent possible, be normalized and integrated into the Medicaid business 
enterprise.  Examples include: 


- Expenditures related to technical bridges between Medicaid and health 
information exchanges or all-payer clinical/claims data warehouses or 


  


technologies to authenticate providers and beneficiaries (e.g., master provider or 
patient indices).  


 
 Cannot otherwise be funded by the MMIS matching funds.  MMIS will be examined as a 


more appropriate funding source before HITECH because HITECH funds should be 
targeted toward scenarios that contribute to the transformation of the MMIS into a 
clinical- and claims-based engine that supports Medicaid’s broader health care reform 
goals.  Examples of expenditures that relate to the Medicaid EHR Incentive Program but 
that might more appropriately be funded through the enhanced MMIS match include: 


- Expenditures related to the design, development, and testing of a standard 
continuity of care record (CCR) or continuity of care document (CCD) based 
upon Medicaid claims; or building a portal between the MMIS and a clinical data 
repository or an immunization registry. 


 
 Are designed to be well-defined, developmental, and time-limited projects, with specific 


goals that would enable eligible Medicaid providers who qualify for the Medicaid EHR 
Incentive Program to achieve meaningful use of certified EHR technology. 


- Providers’ transactional and on-going expenses derived from participation in 
health information exchange would not be eligible for the 90 percent HITECH 
Medicaid administrative match.  Instead, CMS believes such costs are more 
appropriately addressed through State reimbursement to providers.  CMS will 
entertain State plan amendments that speak to payment policies designed to 
incentivize providers to report data, such as the medical home per-member/per-
month model.  
 


 Are not intended to be permanent initiatives but will lead within a reasonably short 
timeframe to sustainable outcomes. 


- Sustainability refers to the responsibility for on-going costs for operations and 
maintenance of systems initially developed or enhanced using HITECH funding. 
After a defined milestone, funding sources other than HITECH must be used. 


- Personnel costs for those who work directly on the Medicaid EHR Incentive 
Program are permissible expenditures for the enhanced match over the short term; 
however, States must plan to absorb or bear those costs in the future. 


 
 Are developed in accordance with Medicaid Information Technology Architecture 


(MITA) principles, as required by §495.332. 
 


 Are distributed equitably across all payers following the fair share principle.  CMS 
recognizes that Medicaid is often one of the largest insurers in a State and, as such, stands 
to benefit from efficiencies associated with health information exchange and meaningful 
use of EHRs.  However, Medicaid’s contribution to health information technology should 
be weighted and allocated based on contributions by other payers, and not be the sole or 
primary source of start-up or operational funding.  
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 Are cost-allocated per Office of Management and Budget (OMB) Circular A-87.  CMS 
will work with States on an individual basis to determine the most appropriate cost 
allocation methodology.   
 


- HITECH cost allocation formulas should be based on the direct benefit to the 


  


Medicaid EHR incentive program, taking into account State projections of 
eligible Medicaid provider participation in the incentive program.   


- Cost allocation must account for other available Federal funding sources, the 
division of resources and activities across relevant payers, and the relative benefit 
to the State Medicaid program, among other factors. 


- Cost allocations should involve the timely and ensured financial participation of 
all parties so that Medicaid funds are neither the sole contributor at the onset nor 
the primary source of funding.  Other payers who stand to benefit must contribute 
their share from the beginning.  The absence of other payers is not sufficient 
cause for Medicaid to be the primary payer. 
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Enclosure D 


 


State Medicaid HIT Plan and Implementation Advance Planning Process   


 


This Enclosure provides guidance on the following topics regarding the State’s Medicaid HIT 
Plan (SMHP) and the State’s HIT Implementation Advance Planning Document (HIT IAPD): 


  


 
 HIT IAPD Preparation and On-Going Planning Activities 
 Budget Preparation Tips 
 State Submission and CMS Review and Approval Process for the SMHP and the  


HIT IAPD    
 State Reporting of Estimates, Expenditures, and Timing of the Grant Award Letter  
 Retroactive Requests for Planning Activities Funded at 90/10 Federal Financial 


Participation (FFP)   
 


HIT IAPD Preparation and On-Going Planning Activities 
 


Since the publication of the State Medicaid Director’s Letter on September 1, 2009, nearly every 
State and Territorial Medicaid agency has been approved to conduct HIT planning activities 
through the HIT Planning Advance Planning Document process (HIT PAPD), with the 
remaining agencies expected to submit funding requests in the coming months.  A required 
deliverable of the HIT PAPD is the completion of a State Medicaid HIT Plan (SMHP), which 
must include the elements contained at §495.332 of the Medicare and Medicaid Programs’ EHR 
Incentive Program Final Rule.  Once approved, the SMHP and the results of the planning 
activities must be included in the States’ HIT Implementation Advance Planning Document (HIT 
IAPD).  The HIT IAPD is a plan of action that requests FFP and approval to acquire and 
implement the proposed State Medicaid HIT Plan activities, services or equipment.  The end 
result of implementation will be the ability for the State Medicaid agency to successfully operate 
its EHR Incentive Program.  States will then be able to make provider incentive payments with 
100 percent FFP for State expenditures.   
 
To the extent possible, the HIT IAPD must include the list of the HIT IAPD required elements 
that are contained in the Final Rule at: §495.338.  In addition, the State should consider 
incorporating the optional SMHP elements included in the revised SMHP template located on 
the CMS Web site at:  
http://www.cms.gov/EHRIncentivePrograms/91_Information_for_States.asp#TopOfPage.  It is 
possible that some planning activities may be on-going.  In these instances, the State should 
continue to describe on-going planning activities using the As-Needed HIT Advance Planning 
Document Update (HIT APDU) process to request funding approval for project continuation, 
scope, and schedule changes, for incremental funding authority and project continuation when 
approval is being granted by phases.     
 



http://www.cms.gov/EHRIncentivePrograms/91_Information_for_States.asp#TopOfPage
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Budget Preparation Tips 


 
We believe the provisions of the HITECH Act provide the necessary assistance and technical 
support to providers, enable coordination and alignment within and among States, 
establish connectivity to the public health community in case of emergencies, and ensure that the 
workforce is properly trained and equipped to be meaningful users of certified EHR technology.  
It is therefore important that the HIT IAPD include information about any grants, State or local 
funds, or other funding sources that are available to the State and that will contribute to the costs 


  


of activities for which the State is requesting HITECH matching funds.  This information is not 
meant to duplicate what is in the SMHP but rather to provide CMS with adequate information to 
determine if the proposed cost allocation and/or division of labor and responsibilities among the 
various State partners are appropriate to existing rules and regulations and CMS expectations.  
For example, if a State wishes to build System X, it should indicate all other sources of funding 
that will contribute to System X, including other Federal HIT grant funding.   
 


 Example:  


 
 
Follow this link for a full description of each grant, listed in the bullets below:  
http://healthit.hhs.gov/portal/server.pt?open=512&objID=1487&parentname=CommunityPage&
parentid=4&mode=2&in_hi_userid=10741&cached=true. 


 
 State Health Information Exchange Cooperative Agreement Program 


 Health Information Technology Extension Program 


 Strategic Health IT Advanced Research Projects (SHARP) Program 


 Beacon Community Program 


 Community College Consortia to Educate Health Information Technology Professionals 
Program 


 Curriculum Development Centers Program 


 Program of Assistance for University-Based Training 


 Competency Examination for Individuals Completing Non-Degree Training Program  


        
 
The HIT IAPD proposed budget should follow the requirements at § 495.338 in the Final Rule 
and include the source of all funds which will be utilized by the State Medicaid agency for the 


Grant/Funding 


Source: 
Share of the Cost 


Allocation 
Timing of the 


Funding 


Contribution 


(e.g., current, 


FY11, TBD)  


Lead Agency Contact 


Information 


State HIE 
Cooperative 
Agreement 
Program 


$5,000,000  State Office of E-
Health 


Name 
Phone 
number 
E-mail 


ONC Regional 
Extension Center 
Cooperative 
Agreement 
Program  


$3,500,000  State University of 
XYZ  


Name 
Phone 
number 
E-mail 



http://healthit.hhs.gov/portal/server.pt?open=512&objID=1487&parentname=CommunityPage&parentid=4&mode=2&in_hi_userid=10741&cached=true

http://healthit.hhs.gov/portal/server.pt?open=512&objID=1487&parentname=CommunityPage&parentid=4&mode=2&in_hi_userid=10741&cached=true

http://healthit.hhs.gov/portal/server.pt?open=512&objID=1488&parentname=CommunityPage&parentid=58&mode=2&in_hi_userid=11113&cached=true

http://healthit.hhs.gov/portal/server.pt?open=512&objID=1495&parentname=CommunityPage&parentid=58&mode=2&in_hi_userid=11113&cached=true

http://healthit.hhs.gov/portal/server.pt?open=512&objID=1806&parentname=CommunityPage&parentid=17&mode=2&in_hi_userid=11673&cached=true

http://healthit.hhs.gov/programs/beacon

http://healthit.hhs.gov/portal/server.pt?open=512&objID=1804&parentname=CommunityPage&parentid=14&mode=2&in_hi_userid=11673&cached=true

http://healthit.hhs.gov/portal/server.pt?open=512&objID=1804&parentname=CommunityPage&parentid=14&mode=2&in_hi_userid=11673&cached=true

http://healthit.hhs.gov/portal/server.pt?open=512&objID=1807&parentname=CommunityPage&parentid=13&mode=2&in_hi_userid=11673&cached=true

http://healthit.hhs.gov/portal/server.pt?open=512&objID=1808&parentname=CommunityPage&parentid=15&mode=2&in_hi_userid=11673&cached=true

http://healthit.hhs.gov/portal/server.pt?open=512&objID=1809&parentname=CommunityPage&parentid=16&mode=2&in_hi_userid=11673&cached=true
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specific activities outlined in the IAPD.  This includes the following grants to the Medicaid 
agency: 


 CHIPRA Quality Demonstration Grant, if HIT related 
 Medicaid Transformation Grant 


  


 Primary Care Stabilization Grant 
 


Enhancements to the State’s MMIS, such as building an interface to a source of HIT data, 
or shared reporting between the multiple projects, which will be cost allocated between the 
different projects, should be described in a separate MMIS APD.  The separate MMIS APD 
may be included in the submission of the State’s HIT IAPD and, as an example, may be 
titled Part 1 – HIT, Part 2 – MMIS.  Recovery funds must be tracked separately.  That is 
the reason for separating the two documents.  Funding requests for the MMIS APD should 
follow MMIS-specific guidance about the matching levels and permitted expenditures.   
 
State Submission and CMS Review and Approval Process for the SMHP and the HIT 


IAPD    


 
The State may simultaneously submit to CMS for approval both the SMHP and the HIT IAPD; 
or the State may choose to submit the SMHP first, receive CMS approval, and then submit the 
HIT IAPD to CMS.  Either way, implementation activities cannot begin until the SMHP and the 
HIT IAPD have both been approved by CMS.  As with the HIT Planning Advance Planning 
Document (PAPD), prior approval is required for States requesting FFP before conducting 
implementation activities.  Exceptions will be made for States that have previously conducted 
planning activities and are requesting retroactive approval for 90 percent FFP for activities that 
occurred on or after February 18, 2009.  Instructions for submitting these requests are described 
below under the heading, “Retroactive Approval of FFP with an Effective Date of February 18, 
2009.” 
 
CMS will determine which activities will be eligible for a 90 percent FFP match for State 
expenses for administration of the incentive payments and for promoting EHR adoption 
implementation activities.  States should contact their CMS regional office representatives 
regarding funding questions.  Enclosures A, B, and C contain examples of partial lists of 
implementation expenditures/activities that may be considered eligible for 90 percent FFP for 
administrative expenses to implement the activities contained in the State’s SMHP and HIT 
IAPD.   


 
CMS will be using a joint Central Office/Regional Office review approach.  In addition, CMS 
will share the States’ SMHPs with the Office of the National Coordinator for HIT (ONC) to 
ensure a coordinated approach for the State EHR Incentive Program and HIE efforts.  While the 
SMHP focuses on the Medicaid strategy for moving toward meaningful use of certified EHR 
technology, it should be consistent with and complementary to the overall State HIT strategy 
developed under section 3013 of the Public Health Service Act (PHS).  CMS and ONC will work 
together in the review of both strategies to prevent duplicative efforts of statewide HIT/HIE 
activities, provider outreach activities, and Medicaid HIT activities.   
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State Reporting of Estimates, Expenditures and Timing of the Grant Award Letter  


           
For the purposes of this guidance, CMS is using the term “grant award” when approving Federal 
funding for allowable Medicaid expenditures.  This should not be confused with competitive 


  


grant awards (e.g., Transformation Grants, CHIPRA grants, etc.) made by CMS or other Federal 
agencies, such as ONC, for HITECH activities.  Once CMS has officially approved the SMHP 
and HIT IAPD, a CMS HIT approval letter will be issued notifying the State of the approved 
funding to conduct implementation activities.  Only then may a State request to receive the grant 
award on a quarterly basis.  On the Forms CMS-37.9 and CMS-37.10, the new line items listed 
below have been added to reflect provisions under section 4201 of the Recovery Act:  
 


 Line 24A - HIT:  Planning:  Cost of In-house Activities  Planning Activities for 
administrative expenses to oversee incentive payments made to providers: Cost of In-
house Activities 
 


 Line 24B - HIT:  Planning:  Cost of Private Contractors Planning Activities for 
administrative expenses to oversee incentive payments made to providers:  Cost of 
Private Sector Contractors 
 


 Line 24C - HIT:  Implementation and Operation:  Cost of In-house Activities  
Implementation Activities for administrative expenses to oversee incentive payments 
made to providers: Cost of In-house Activities 


 
 Line 24D - HIT:  Implementation and Operation:  Cost of Private Contractors  


Implementation Activities for administrative expenses to oversee incentive payments 
made to providers:  Cost of Private Sector Contractors 
 


In addition, the CMS 64.10 report includes expenditure reporting for the following line items:   
 


 Line 24A -  HIT Planning:  Cost of In-house Activities 
 Line 24B -  HIT Planning:  Cost of Private Contractors 
 Line 24C -  HIT Implementation and Operation:  Cost of In-house Activities 
 Line 24D -  HIT Implementation and Operation:  Cost of Private Contractors 


 
For both the CMS 37.9, 37.10 and 64.10 reports, estimates and expenditures only pertain to 
HITECH and not to MMIS reporting for the line items listed above.  In that regard, do not 


include any projections or expenditures of provider incentive payment for this provision 


for either FY 2010 or FY 2011 on the CMS-37.9, CMS-37.10, or 64.10 reports.  When State 
staff are preparing the budget for the HIT IAPD, it is critical that both program and financial 
staff communicate with each other to ensure consistent State reporting to CMS’ Financial 
Management Group in order to eliminate discrepancies in both the APD estimates and the 
information being reported by the State fiscal staff pertaining to Form CMS-37.9 and Form 
CMS-37.10.   
 
On the quarterly CMS-37 budget submission, a State may request to receive its HIT IAPD CMS 
grant award by including an estimated HIT IAPD expenditure in the CMS-37.10 Form.  This 
estimated expenditure will result in a grant award to cover those expenses specified for that 
quarter.  Therefore, it is imperative to accurately estimate the HIT IAPD expenditures by quarter.  
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CMS will finalize the HIT IAPD grant award against the 64 HIT IAPD expenditures.  The HIT 
IAPD grant award will be issued separately with a specified Payment Management System 


  


subaccount code. 
 
If a State has not received its HIT IAPD approval letter, the State may still include a footnote in 
the Form CMS-37.12 of anticipated HIT IAPD expenditures, broken out by quarter.  
 


Retroactive Approval of 90/10 FFP with an Effective Date of February 18, 2009 


 


For administrative activities performed by a State, prior to having an approved HIT PAPD, 
which are in support of administrative expenditures for planning activities for incentive 
payments to providers, a State may request consideration of retrospective FFP by including a 
request in a HIT advance planning document or implementation advance planning document 
update.   In considering such a request, the agency takes into consideration overall Federal 
interests which may include any of the following:  


(a)  The acquisition must not be before February 18, 2009. 


(b)  The acquisition must be reasonable, useful, and necessary. 


(c)  The acquisition must be attributable to payments for reasonable administrative 
expenses per our regulations in §495.362. 


The activities must be related to planning, and can be requested in the HIT APD that is active at 
the time of the request.  As an example, if the HIT PAPD has ended and the State is preparing 
the HIT IAPD, then this request can be included in a separate section titled:  “Request for 
Retroactive HIT Planning Funding” and must follow the criteria above.  It can also be included 
in an Update or in the Annual APD report due 60 days from the approved APD anniversary date.    












 
 
HITOC HIE PLANNING WORKGROUP Charter-DRAFT 
Legal and Policy 


 
Summary 
The Legal and Policy Workgroup’s charter is to provide strategic input to HITOC 
regarding legal and policy issues. To the greatest extent practical, members will 
represent the geographic, ethnic, gender, racial and economic diversity of this 
state. The Workgroup will have leadership, industry and content expertise in 
order to effectively and efficiently review the statewide strategic and operational 
plans, and to identify potential opportunities and challenges for statewide HIE. 
The Workgroup will have 8-15 members. Representation may draw from some or 
all of the following sectors:  
 


• Health Care (insurers, hospitals, provider organizations and individual 
providers) 


• Consumers or consumer groups 
• Legal 
• Industry (employers who purchase or self-insure to provide health care for 


their employees)  
• Government 
• Finance 
• Education 
• Others as applicable 


 
The charter of the Legal and Policy Workgroup is to: 


• Provide input for Legal and Policy goals for statewide HIE based on the 
strategic and operational plans including: 


o Phase 1 Legal and Policy deliverables and objectives 
o Privacy and Consent 
o Security 
o Standards 
o Policy/Other 


• Provide input to and members for any interdisciplinary subcommittees as 
needed 


• Provide input to inform any potential directional changes 
• Assess and provide input regarding potential opportunities, risks and 


challenges 
• Establish task-based subcommittees as needed 







 
Membership 
The Workgroup shall be composed of 8-15 representatives selected by HITOC 
based on recommendations from a HITOC Selection Panel, including the Chair, 
Vice-Chair and at least one other HITOC member. The HITOC Director will 
designate staff to support the Workgroup.  Members of the Workgroup will 
receive no compensation for their services. 
 
The Workgroup shall be authorized to engage other stakeholders as appropriate 
in order to inform the work of the Workgroup.  
 
 
Selection Process 
HITOC shall develop an open application process, announcing the opportunity on 
the HITOC website and shall request potential applicants to respond. The HITOC 
Selection Panel will bring a Workgroup Roster to HITOC for approval. The 
following are recommended elements for inclusion in the application: 


1. Name, Title Organization, Contact Information 
2. Experience in relevant areas named above 
3. Areas of specific expertise 
4. Examples of previous successes, experiences and work in collaborative 


efforts 
5. Any other relevant information applicant wishes to provide 
6. Stated ability to invest the time required (up to 15 hours per month) 


 
Applicants shall be selected based upon relevant experience, proven managerial 
and collaborative abilities, availability, and to provide the broadest statewide 
reach possible. Ad-hoc, short-term participants may be included by the Chair of 
the Workgroup from time to time as needed. Additional Workgroup members 
would need to be approved by the HITOC Chair and Vice-Chair. 
 
 
Participation Guidelines 
The HITOC Chair will select the Workgroup Chair and Vice-Chair. These 
individuals will serve for 1 year from the date of their confirmation or until the  
Workgroup disbands, whichever comes first. Members can continue for 
additional terms at the discretion of HITOC. 
 
The HITOC Director and Workgroup will provide regular status updates to 
HITOC. 
 
Duties of the Chair: 
• Preside at all meetings of the Workgroup 







• Coordinate meeting agendas after consultation with HITOC Director and staff 
• Review all draft Workgroup meeting notes  
• The Chair may designate, in the absence of the Vice-Chair or when expedient 


to Workgroup business, other Workgroup Members to perform duties related 
to Workgroup business 


 
Duties of the Vice Chair: 
• Perform all of the Chair’s duties in his/her absence or inability to perform 
• Perform any other duties assigned by the Chair 
 
Duties of Workgroup Members: 
• Attend all Workgroup meetings and related subcommittees as needed 
• Provide input to strategic direction and other input as needed 
 
Member Participation 
• If a Workgroup Member is unable to attend a Workgroup meeting in person, 


the Member may participate by conference telephone or webinar.  
 
• Members shall inform the HITOC Director or staff with as much notice as 


possible if they are unable to attend a scheduled meeting.  
 
• The Workgroup will conduct its business through discussion, consensus 


building and informal meeting procedures. The HITOC Director may establish 
procedural processes as needed. 


 
• A majority of Workgroup Members shall constitute a quorum for the 


transaction of business.  
 
• Workgroup meetings will be held monthly or as needed. 
 
Amendments 
• The Workgroup and the affirmative vote of HITOC may amend this Charter 


and Guidelines upon recommendation and confirmation. 
 


 








 
 
HITOC HIE PLANNING WORKGROUP CHARTER-DRAFT 
FINANCE 
 
Summary 
The Finance Workgroup’s charter is to provide strategic input to HITOC 
regarding financial issues. To the greatest extent practical, members will 
represent the geographic, ethnic, gender, racial and economic diversity of this 
state. The Workgroup will have leadership, industry and content expertise in 
order to effectively and efficiently review the statewide strategic and operational 
plans, and to identify potential opportunities and challenges for statewide HIE. 
The workgroup will have 8-15 members.  Representation may draw from some or 
all of the following sectors:  
 


• Health Care (insurers, hospitals, provider organizations and individual 
providers) 


• Finance 
• Consumers or consumer groups 
• Legal 
• Industry (employers who purchase or self-insure to provide health care for 


their employees)  
• Government 
• Education 
• Others as applicable 


 
The charter of the Finance Workgroup is to: 


• Provide input for finance goals for statewide HIE based on the strategic 
and operational plans including: 


o Financial Sustainability Plan 
o Phase 1 deliverables and objectives 
o Other projects as needed 


• Provide input to and members for any interdisciplinary subcommittees as 
needed  


• Provide input to inform any potential directional changes 
• Assess and provide input regarding potential opportunities, risks and 


challenges 
• Establish task-based subcommittees as needed 


 
 







Membership 
The Workgroup shall be composed of 8-15 representatives selected by HITOC 
based on recommendations from a HITOC Selection Panel, including the Chair, 
Vice-Chair and at least one other HITOC member. The HITOC Director will 
designate staff to support the Workgroup.  Members of the Workgroup will 
receive no compensation for their services. 
 
The Workgroup shall be authorized to engage other stakeholders as appropriate 
in order to inform the work of the Workgroup.  
 
 
Selection Process 
HITOC shall develop an open application process, announcing the opportunity on 
the HITOC website and shall request potential applicants to respond. The HITOC 
Selection Panel will bring a Workgroup Roster to HITOC for approval. Following 
are recommended elements for inclusion in the application: 


1. Name, Title Organization, Contact Information 
2. Experience in relevant areas named above 
3. Areas of specific expertise 
4. Examples of previous successes, experiences and work in collaborative 


efforts 
5. Any other relevant information applicant wishes to provide 
6. Stated ability to invest the time required (up to 15 hours per month) 


 
Applicants shall be selected based upon relevant experience, proven managerial 
and collaborative abilities, availability, and to provide the broadest statewide 
reach possible. Ad-hoc, short-term participants may be included by the Chair of 
the Workgroup from time to time as needed. Additional Workgroup members 
would need to be approved by the HITOC Chair and Vice-Chair. 
 
 
Participation Guidelines 
The HITOC Chair will select the Chair and Vice-Chair. These individuals will 
serve for 1 year from the date of their confirmation or until the  
Workgroup disbands, whichever comes first. Members can continue for 
additional terms at the discretion of HITOC. 
 
The HITOC Director and Workgroup will provide regular status updates to 
HITOC. 
 
Duties of the Chair: 
• Preside at all meetings of the Workgroup 
• Coordinate meeting agendas after consultation with HITOC Director and staff 
• Review all draft Workgroup meeting notes 







• The Chair may designate, in the absence of the Vice-Chair or when expedient 
to Workgroup business, other Workgroup Members to perform duties related 
to Workgroup business 


 
Duties of the Vice Chair: 
• Perform all of the Chair’s duties in his/her absence or inability to perform 
• Perform any other duties assigned by the Chair 
 
Duties of Workgroup Members: 
• Attend all Workgroup meetings and related subcommittees as needed 
• Provide input to strategic direction and other input as needed 
 
Member Participation 
• If a Workgroup Member is unable to attend a Workgroup meeting in person, 


the Member may participate by conference telephone or Webinar.  
 
• Members shall inform the HITOC Director or staff with as much notice as 


possible if they are unable to attend a scheduled meeting.  
 
• The Workgroup will conduct its business through discussion, consensus 


building and informal meeting procedures. The HITOC Director may establish 
procedural processes as needed. 


 
• A majority of Workgroup Members shall constitute a quorum for the 


transaction of business.  
 
• Workgroup meetings will be held monthly or as needed. 
 
Amendments 
• The Workgroup and the affirmative vote of HITOC may amend this Charter 


and Guidelines upon recommendation and confirmation. 
 


 








 
 
HITOC HIE PLANNING WORKGROUP Charter-DRAFT 
Technology Workgroup 


 
Summary 
The Technology Workgroup’s charter is to provide strategic input to HITOC 
regarding technology issues. To the greatest extent practical members will 
represent the geographic, ethnic, gender, racial and economic diversity of this 
state. The Workgroup will have leadership, industry and content expertise in 
order to effectively and efficiently review the statewide strategic and operational 
plans, and to identify potential opportunities and challenges for statewide HIE. 
The workgroup will have 8-15 members.  Representation may draw from some or 
all of the following sectors:  
 


• Health Care (insurers, hospitals, provider organizations and individual 
providers) 


• Finance 
• Consumers or consumer groups 
• Legal 
• Industry (employers who purchase or self-insure to provide health care for 


their employees)  
• Government 
• Education 
• Others as applicable  


 
The charter of the Technology Workgroup is to: 


• Provide input for technology goals for statewide HIE based on the 
strategic and operational plans including: 


o Phase 1 deliverables and objectives 
o Standards 
o Definition of Central Services 
o Other projects as needed 


• Provide input to and members for any interdisciplinary subcommittees as 
needed 


• Provide input to inform any potential directional changes 
• Assess and provide input regarding potential opportunities, risks and 


challenges 
• Establish task-based subcommittees as needed 







 
Membership 
The Workgroup shall be composed of 8-15 representatives selected by HITOC 
based on recommendations from a HITOC Selection Panel, including the Chair, 
Vice-Chair and at least one other HITOC member. The HITOC Director will 
designate staff to support the Workgroup.  Members of the Workgroup will 
receive no compensation for their services. 
 
The Workgroup shall be authorized to engage other stakeholders as appropriate 
in order to inform the work of the Workgroup.  
 
 
Selection Process 
HITOC shall develop an open application process, announcing the opportunity on 
the HITOC website and shall request potential applicants to respond. The HITOC 
Selection Panel will bring a Workgroup Roster to HITOC for approval. Following 
are recommended elements for inclusion in the application: 


1. Name, Title Organization, Contact Information 
2. Experience in relevant areas named above 
3. Areas of specific expertise 
4. Examples of previous successes, experiences and work in collaborative 


efforts 
5. Any other relevant information applicant wishes to provide 
6. Stated ability to invest the time required (up to 15 hours per month) 


 
Applicants shall be selected based upon relevant experience, proven managerial 
and collaborative abilities, availability, and to provide the broadest statewide 
reach possible. Ad-hoc, short-term participants may be included by the Chair of 
the Workgroup from time to time as needed. Additional Workgroup members 
would need to be approved by the HITOC Chair and Vice-Chair. 
 
 
Participation Guidelines 
The HITOC Chair will select the Chair and Vice-Chair. These individuals will 
serve for 1 year from the date of their confirmation or until the  
Workgroup disbands, whichever comes first. Members can continue for 
additional terms at the discretion of HITOC. 
 
The HITOC Director and Workgroup will provide regular status updates to 
HITOC. 
 
Duties of the Chair: 
• Preside at all meetings of the Workgroup 







• Coordinate meeting agendas after consultation with HITOC Director and staff 
• Review all draft Workgroup meeting notes 
• The Chair may designate, in the absence of the Vice-Chair or when expedient 


to Workgroup business, other Workgroup Members to perform duties related 
to Workgroup business 


 
Duties of the Vice Chair: 
• Perform all of the Chair’s duties in his/her absence or inability to perform 
• Perform any other duties assigned by the Chair 
 
Duties of Workgroup Members: 
• Attend all Workgroup meetings and related subcommittees as needed 
• Provide input to strategic direction and other input as needed 
• Other input as needed 
 
Member Participation 
• If a Workgroup Member is unable to attend a Workgroup meeting in person, 


the Member may participate by conference telephone or Webinar.  
 
• Members shall inform the HITOC Director or staff with as much notice as 


possible if they are unable to attend a scheduled meeting.  
 
• The Workgroup will conduct its business through discussion, consensus 


building and informal meeting procedures. The HITOC Director may establish 
procedural processes as needed. 


 
• A majority of Workgroup Members shall constitute a quorum for the 


transaction of business.  
 
• Workgroup meetings will be held monthly or as needed. 
 
Amendments 
• The Workgroup and the affirmative vote of HITOC may amend this Charter 


and Guidelines upon recommendation and confirmation. 
 








 
 
HITOC Panel Charter-DRAFT 
Consumer Advisory Panel 


 
Summary 
The Consumer Advisory Panel charter is to provide strategic input to HITOC 
regarding ongoing consumer interests and issues. To the greatest extent 
practical, members will represent the geographic, ethnic, gender, racial and 
economic diversity of this state. The Panel will have 8-15 members with a goal of 
having representation from both consumer organizations and individuals. 
 
The charter of the Consumer Advisory Panel is to: 


• Review planning work in progress and provide strategic input to HITOC 
regarding goals for statewide HIE based on the strategic and operational 
plans and work of the workgroups 


• Provide a consumer perspective to HITOC 
• Develop recommendations for specific goals, actions and timelines for the 


execution of the strategic and operational plans in the area of consumer 
education and communications 


• Assess and provide input regarding potential opportunities, risks and 
challenges 


 
 
Membership 
The Panel shall be composed of 8-15 representatives selected by HITOC based 
on recommendations from a HITOC Selection Panel including the Chair and 
Vice-Chair and at least one other HITOC member. The HITOC Director will 
designate staff to support the Panel.  Members of the Panel will receive no 
compensation for their services. 
 
 
Selection Process 
HITOC shall develop an open application process, announcing the opportunity on 
the HITOC website and shall request potential applicants to respond. The HITOC 
Selection Panel will bring a Panel Roster to HITOC for approval. Following are 
recommended elements for inclusion in the application: 


1. Name, Title Organization, Contact Information 
2. Experience in relevant areas named above 
3. Areas of specific expertise 







4. Examples of previous successes, experiences and work in collaborative 
efforts 


5. Any other relevant information applicant wishes to provide 
6. Stated ability to invest the time required (up to 15 hours per month) 


 
Applicants shall be selected based upon relevant experience, proven managerial 
and collaborative abilities, availability, and to provide the broadest statewide 
reach possible. Additional Panel members would need to be approved by 
HITOC. 
 
 
Participation Guidelines 
The HITOC Chair will select the Chair and Vice-Chair. These individuals will 
serve for 2 years from the date of their confirmation or until the Panel disbands, 
whichever comes first. Members can continue for additional terms at the 
discretion of HITOC. 
 
The HITOC Director and Panel will provide regular status updates to HITOC. 
 
Duties of the Chair: 
• Preside at all meetings of the Panel 
• Coordinate meeting agendas after consultation with HITOC Director and staff 
• Review all draft Panel meeting notes 
• The Chair may designate, in the absence of the Vice-Chair or when expedient 


to Panel business, other Panel Members to perform duties related to Panel 
business 


 
Duties of the Vice Chair: 
• Perform all of the Chair’s duties in his/her absence or inability to perform 
• Perform any other duties assigned by the Chair 
 
Duties of Panel Members: 
• Attend all Panel meetings and related subcommittees as needed 
• Provide input to strategic direction 
• Other input as needed 
 
 
Member Participation 
• If a Panel Member is unable to attend a Panel meeting in person, the Member 


may participate by conference telephone or Webinar.  
 
• Members shall inform the HITOC Director or staff with as much notice as 


possible if they are unable to attend a scheduled meeting.  
 







• The Panel will conduct its business through discussion, consensus building 
and informal meeting procedures. The HITOC Director may establish 
procedural processes as needed. 


 
• A majority of Panel Members shall constitute a quorum for the transaction of 


business.  
 
• Panel meetings will be held quarterly or as needed. 
 
Amendments 
• The Panel and the affirmative vote of HITOC may amend this Charter and 


Guidelines upon recommendation and confirmation. 
 


 


 








 
 
HITOC Panel Charter-DRAFT 
HIO Executive Panel 


 
Summary 
The HIO Executive Panel is to provide strategic input to HITOC regarding 
ongoing statewide HIE efforts and facilitate communication and coordination 
among HIOs. To the greatest extent practical, members will represent the 
geographic, ethnic, gender, racial and economic diversity of this state. The Panel 
will have leadership, industry and content expertise in order to effectively and 
efficiently work on potential opportunities and resolve challenges for statewide 
HIE.  
 
The charter of the HIO Executive Panel is to: 


• Review planning work in progress and provide input to HITOC regarding 
goals for statewide HIE based on the strategic and operational plans and 
work of the workgroups 


• Develop recommendations for specific goals, actions and timelines for the 
execution of the strategic and operational plans 


• Provide input to inform any potential directional changes 
• Assess and provide input regarding potential opportunities, risks and 


challenges 
• Coordinate and communicate with all HIOs 
• Strive to identify, agree on and implement best practices 


 
 
Membership 
The Panel shall be composed of representatives from each of Oregon’s HIOs 
who will be put forth by the HIO in consultation with the HITOC Selection Panel 
including the Chair, Vice-Chair and at least one other HITOC member. The 
expectation is that representatives will be the CEO or equivalent from the HIOs. 
The HITOC Director will designate staff to support the Panel.  Members of the 
Panel will receive no compensation for their services. 
 
The Panel shall be authorized to engage other stakeholders as appropriate in 
order to inform the work of the Panel.  
 
 
 







Selection Process 
The HITOC Selection Panel shall select the HIO Executive Panel members in 
consultation with each HIO. Following are recommended elements for inclusion 
in the application: 


1. Name, Title Organization, Contact Information 
2. Experience in relevant areas named above 
3. Areas of specific expertise 
4. Examples of previous successes, experiences and work in collaborative 


efforts 
5. Any other relevant information applicant wishes to provide 
6. Stated ability to invest the time required (up to 8 hours per month) 


 
Applicants shall be selected based upon relevant experience, proven executive, 
managerial and collaborative abilities, and availability.  
 
 
Participation Guidelines 
The HITOC Chair will select the Chair and Vice-Chair. These individuals will 
serve for 1 year from the date of their confirmation or until the Panel disbands, 
whichever comes first. Members can continue for additional terms at the 
discretion of HITOC. 
 
The HITOC Director and Panel will provide regular status updates to HITOC. 
 
Duties of the Chair: 
• Preside at all meetings of the Panel 
• Coordinate meeting agendas after consultation with HITOC Director and staff 
• Review all draft Panel meeting notes 
• The Chair may designate, in the absence of the Vice-Chair or when expedient 


to Panel business, other Panel Members to perform duties related to Panel 
business 


 
Duties of the Vice Chair: 
• Perform all of the Chair’s duties in his/her absence or inability to perform 
• Perform any other duties assigned by the Chair 
 
Duties of Panel Members: 
• Attend all Panel meetings 
• Provide input to strategic direction and other input as needed 
 
Member Participation 
• If a Panel Member is unable to attend a meeting in person, the Member may 


participate by conference telephone or Webinar. If a Member has to miss a 







meeting, he or she should identify an alternate participant from the HIO to 
represent the HIO for that meeting only. 


 
• Members shall inform the HITOC Director or staff with as much notice as 


possible if they are unable to attend a scheduled meeting, and indicate who 
will be attending in their place.  


 
• The Panel will conduct its business through discussion, consensus building 


and informal meeting procedures. The HITOC Director may establish 
procedural processes as needed. 


 
• A majority of Panel Members shall constitute a quorum for the transaction of 


business.  
 
• Panel meetings will be held monthly or as needed. 
 
Amendments 
• The Panel and the affirmative vote of the HITOC may amend this Charter and 


Guidelines upon recommendation and confirmation. 
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‘Meaningful Use’ Of Electronic Health 
Records. Hospitals and doctors will soon 
be eligible for federal incentives to help 
acquire and use health information 
technology.


what’s the issue?
Starting in May 2011, the federal government 
will begin paying bonuses to doctors, clini-
cians, and hospitals that have adopted the use 
of electronic health records (EHRs). From 
now until 2016 individual doctors and other 
providers may earn up to $44,000 from Medi-
care or $63,750 from Medicaid, and hospitals 
can earn millions of dollars, if they can dem-
onstrate they are making “meaningful use” of 
EHR systems. The total cost of the incentive 
pool is now estimated at $27 billion over six 
years.


When Congress created the EHR pool in 
2009, lawmakers decreed that it was not 
enough to merely acquire such systems, but 
that health care providers also would have to 
make meaningful use of these systems. Rather 
than define meaningful use in the law, Con-
gress left it up to the Department of Health 
and Human Services (HHS) to do so. In July 
2010, HHS released a final regulation defin-
ing what constitutes meaningful use. 


The question now is whether that 275-page 
regulation will accelerate or impede adoption 
of EHRs and, more important, if EHRs will 
advance the transformation of health care de-
livery that many experts deem necessary.


what’s the background?
Electronic health records are far more than 
computerized versions of the charts and other 
records that health care providers must main-
tain for patients.  Although EHRs reduce the 
volume of paperwork in health care, the gov-
ernment would not invest such large sums of 
money simply to computerize medical records. 
Instead, policy makers see EHRs as the core 
of an emerging health information technol-
ogy (IT) infrastructure that will improve the 
nation’s health care system and the health of 
Americans.


making records accessible: Once infor-
mation in patient records is available online, 
doctors can access and share important de-
tails about care, and patients can get thorough 
and up-to-date reports on their health status 
and care.  A patient who falls sick while trav-
eling can obtain his or her records in a dis-
tant city for the benefit of unfamiliar health 
care providers. More commonly, people who 
change doctors or receive care from more than 
one provider in the same city can easily and 
securely have their records forwarded and 
shared.


Meanwhile, the public and private organiza-
tions that pay for health care can analyze ag-
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gregated records to discern important trends.  
For example, they could determine that health 
care was more costly in some regions than oth-
ers and determine why that was the case. They 
could also evaluate trends in medical errors, 
avoidable rehospitalizations of chronically 
ill patients, and so on. Federal officials from 
President Barack Obama on down have touted 
the power of health IT to reduce costs and im-
prove the quality of care.


critical mass needed: Unless a majority of 
health care providers use EHRs to track their 
patients’ health and treatments, the necessary 
information across the broad health care sys-
tem will not be generated. Yet providers have 
resisted adopting the technology, mostly be-
cause of the cost and the need to change their 
paper-based work habits.


A 2009 study by the Commonwealth Fund 
found that 46 percent of U.S. primary care pro-
viders use EHRs that are at least rudimentary 
systems and are possibly more sophisticated.  
That’s just half the share of primary care pro-
viders who are using such systems in several 
European nations. As for U.S. hospitals, only 
2 percent of facilities surveyed in 2009 had an 
EHR system that would meet the federal gov-
ernment’s meaningful-use requirement.


billing and scheduling: The computer 
systems commonly found in U.S. hospitals 
and doctors’ offices today are mostly used 
for scheduling, billing, and other accounting 
tasks. This is especially true for physicians 
and other professionals who work in offices 
with two or three practitioners—and these are 
the majority of U.S. physicians. To meet the 
requirements of meaningful use, many pro-
viders will have to adopt far more advanced 
information technology systems than they 
now have. Two primary obstacles are widely 
cited: the costs of installing and operating 
these systems, and the changes they require 
in medical professionals’ work procedures 
and habits.


To jump-start health IT use, the federal and 
state governments have underwritten vari-
ous pilot projects and model networks since 
at least 2005. These programs, however, have 
not made a large difference in the way most 
of the nation’s roughly 521,600 Medicare and 
Medicaid health care providers and approxi-
mately 5,000 hospitals do their work.


carrots and sticks: Persuaded that a ma-
jor federal investment would break the log-
jam, in February 2009 Congress passed the 


Health Information Technology for Economic 
and Clinical Health (HITECH) Act as part of 
the economic recovery, or stimulus, package 
known as the American Recovery and Rein-
vestment Act. The aim was to achieve nation-
wide use of health IT by 2014—a goal originally 
set in 2004 by President George W. Bush and 
re-affirmed by President Obama in 2009. The 
HITECH law provided for a mix of carrots and 
sticks to spur adoption of health information 
technology over the next ten years.


First, Congress created a set of incentives 
to adopt health IT, to be added to payments 
that providers would receive for treating pa-
tients on Medicare and Medicaid. The incen-
tives have been estimated to total $27 billion 
over six years. To ensure that EHRs would be 
effective, the incentives would go to provid-
ers who demonstrated meaningful use of the 
technologies—a term that Congress did not 
define at the time, but left to HHS to decide 
later. The law also spelled out that EHR sys-
tems installed by doctors and hospitals would 
have to be certified as functional, secure, and 
technically sound. These criteria, too, were 
left to HHS to flesh out later in regulations. 


Second, Congress set penalties for provid-
ers who had not adopted electronic health rec
ords and related technologies by 2016. At that 
point, physicians and hospitals that are not 
using electronic health record systems will see 
their Medicare and Medicaid payments actu-
ally cut, rather than increased. Thus, those 
who adopt the technology soonest will reap 
the largest bonuses; those who wait until 2015 
or after will see reductions in their payments.


a group effort: Since enactment of the 
legislation, implementation of the program 
has been the responsibility of two agencies in 
HHS: the Office of the National Coordinator 
for Health Information Technology (ONC), 
and the Centers for Medicare and Medicaid 
Services (CMS). The agencies, their advisory 
committees, and health industry representa-
tives worked on the implementing regulations 
for months. Draft rules published for com-
ment in January 2010 drew more than 2,000 
comments.


The final regulations were issued in July 
2010. Doctors and other providers can be-
gin reporting that they use certified EHR 
systems on January 1, 2011, and can submit 
the data required to demonstrate compliance 
beginning in April 2011. Exhibit 1 describes 
some common health information technology 
applications. 


“Unless a majority 
of health care 
providers use 
EHRs to track 
their patients’ 
health and 
treatments, 
the necessary 
information will 
not be generated.”


$27billion


EHR incentives
Estimated amount of federal 
funding to encourage 
meaningful use of electronic 
health records.
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Although the long-term implications of this 
complex effort remain to be seen, some ob-
servers question whether the incentives will 
be sufficient to encourage providers to adopt 
the technology and whether the requirements 
will be sufficient to truly improve health care 
delivery and reduce costs. Alternatively, the 
program could be so demanding that many 
doctors and hospitals won’t be able to com-
ply—and may not even try.


what’s in the regulation?
The rules issued in July 2010 cover only the 
program’s first two years. Two more stages of 
the program will follow in 2013 and beyond. 
Over time, HHS officials plan to expand the 
definition of meaningful use by adding IT func-
tions that providers must use to get their in-
centive fees.


required clinical functions: For 2011 
and 2012, meaningful use requirements in-
clude a number of clinical functions.  One is 
prescribing medications electronically (that 
is, not written on paper), called “e-prescrib-
ing.” Another is recording in the EHR whether 
each patient age 13 or older smokes, as well as 
measures of clinical quality, such as whether 
patients get appropriate immunizations or 
screening for diseases.


Hospitals and health care providers seeking 
incentive payments during the first stage of 
the program must each use a set of core func-
tions—fourteen for hospitals and fifteen for 
providers. They also must select five other 
functions from a menu of ten optional ele-


ments. One of the five optional functions must 
address public health (Exhibit 2).


The hospitals and providers must use their 
systems to perform each function over a pe-
riod of ninety days in the first year and meet 
numerical targets. For example, they must 
maintain lists of medications that their pa-
tients are using, and more than 80 percent of 
patients must have at least one entry recorded 
as data that can be analyzed by a computer. 
After 2011, they must demonstrate meaning-
ful use for the entire year.


hurdles and constraints: To accomplish 
meaningful use, providers must use EHR sys-
tems that comply with technical standards laid 
out by the Office of the National Coordinator. 
The systems must be certified as compliant, 
functional, and secure. Certification will be 
done by HHS-authorized organizations. Ex-
isting EHR systems in hospitals and medical 
offices may need to be upgraded before they 
can be certified.


With HHS backing, electronic health rec
ord system certification began several years 
ago as an attempt to convince wary health IT 
purchasers that they were getting value for 
their money. Now certification will be used to 
ensure that providers are installing quality 
systems—and data outputs—in return for the 
estimated $27 billion in incentive payments 
paid for by the nation’s taxpayers.


Until now, one organization, the Certifica-
tion Commission for Health Information Tech-
nology, has done all the certification work in 


exhibit 1


Glossary Of Health Information Technology And Meaningful-Use Terms


Clinical decision support Interactive computer programs or systems that help clinicians perform complex tasks associated with the 
 care management process. Examples: checking drug interactions and adverse events, preventive care 
 reminders.


Computerized physician order 
 entry


Electronic entry of instructions from medical practitioner for communication to medical staff or other 
 departments (such as pharmacy, radiology, laboratory) that are responsible for fulfilling the order.


Electronic health record Electronic records of patient health information that can be shared across different health care settings 
 through secure, networked information systems.


Electronic prescribing Electronic transmission of prescription information from prescriber to pharmacy. May include checking for  
 eligibility enforcing formularies, retrieving medication history, checking drug-drug and drug-allergy 
 interactions.


Personal health record A health record that is initiated and maintained by an individual by gathering data and making this information   
 accessible online to those with the required credentials.


source Health Affairs research.


20
Meaningful-use objectives
Doctors and clinicians must 
accomplish 20 out of 25 
electronic health record 
objectives to receive the bonus.
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connection with HHS programs. To speed the 
certification process and add competition, the 
Office of the National Coordinator is seeking 
to authorize more organizations as official 
certification bodies. They will be certifying 
that systems meet the new meaningful-use re-
quirements and newly issued technical stan-
dards. Because of time constraints, HHS has 
launched a temporary certification program 
that will be succeeded by a more robust one 
later this year.


The time constraints are very real.  As of Au-
gust 15 there were no authorized EHR certifi-
cation organizations. Officials in the Office of 
the National Coordinator say that they expect 
authorized organizations to begin testing and 
certifying EHRs in late summer 2010. Then 
certified products could be on the market in 
the fall of 2010.


scaled-back requirements: The regula-
tions originally proposed in January listed 
twenty-three requirements for hospitals and 
twenty-five for other providers to establish 
meaningful use. After receiving numerous 
complaints that the requirements were too 
onerous, CMS decided to allow more flexibil-
ity by dividing them: the mandatory “core” 
requirements (referred to as “objectives” in 
the regulation) and a menu of ten optional 
items from which providers must choose five 
to implement in the next two years if they are 
to receive incentive payments.


The final regulation makes critical-access 
hospitals (small, mostly rural hospitals) eligi-
ble for the Medicaid EHR incentive program. 
It delays requirements for certain administra-


tive functionality in EHRs, such as checking a 
patient’s eligibility for insurance benefits, ac-
ceding to arguments that these functions have 
not been included in EHR software in the past 
and could not be added quickly.


In the final regulation, CMS also reduced 
requirements for implementing clinical deci-
sion support. That is a system capability that 
alerts practitioners of a clinical rule or best 
practice, such as ordering a mammogram for 
a woman of a certain age or prescribing an an-
nual flu shot for an adult. Just one such rule 
must be implemented in the system in stage 1, 
but more will be required later.


Although most of the changes to the pro-
posed rule involved relaxing requirements, 
CMS added optional requirements for record-
ing older patients’ advance care directives in 
hospital EHR systems and for giving patients 
educational materials. To receive their pay-
ments, providers must submit reports to CMS 
or the states. The report in 2011 can be a simple 
written attestation, but after that they must 
submit more detailed reports electronically.


what’s the debate?
The reduction in mandatory requirements 
drew praise from organizations representing 
doctors, hospitals, and the health IT industry. 
Software industry groups told Congress that 
the shorter list was an improvement and that 
the requirements were ambitious but achiev-
able for stage 1. HHS officials characterized 
the reduction as a deferral, saying that the 
requirements originally proposed for stage 1 
would be included in stage 2.


exhibit 2


Meaningful-Use Implementation Objectives For Health Care Providers And Hospitals, Stage 1: 2011–2012


Basic requirements More than 80% of patients must have records in certified EHR technology
Eligible professionals (physicians and clinicians) must report on 20 of 25 meaningful-use objectivesa


Eligible hospitals must report on 19 of 24 meaningful-use objectives b


Sample objectives for physicians
 and clinicians


Generate and transmit prescriptions electronically
Provide patients with an electronic copy of their records upon request
Implement drug-drug and drug-allergy interaction checks
Implement capability to electronically exchange key clinical data among providers and patient-authorized
 entities
Protect electronic health information


Sample objectives for hospitals Implement computerized physician order entry
Report hospital clinical quality measures to CMS or the states
Protect electronic health information
Record advance directives for patients age 65 and older
Provide a summary of the care record for each transition of care or referral


source Centers for Medicare and Medicaid Services. a Physician and clinician objectives include 15 “core” and 5 out of 10 “menu” objectives, at least one of which 
involves public health. b Hospital objectives include 14 “core” and 5 out of 10 “menu” objectives, at least one of which involves public health.


19
Meaningful-use objectives
Hospitals must accomplish 
19 out of 24 electronic health 
record objectives to receive the 
bonus.







5h e a lt h  p o l i c y  b r i e f ‘ m e a n i n g f u l  u s e ’  o f  e l e c t r o n i c  h e a lt h  r e c o r d s


Despite the generally favorable reaction to 
the final regulation, nearly every group noted 
that achieving meaningful use will be chal-
lenging—especially because of other major 
changes under way in the health care sector. 
As of mid-summer 2010, no EHR products for 
doctors’ offices on the market met all mean-
ingful-use requirements. But software compa-
nies are promising that such systems will be 
available in the fall of 2010.


no clear answers: Debate is likely to con-
tinue as more practical implications of the 
regulation surface. But there will be no clear 
answers for many years to the fundamental 
questions about long-term effects. Are the 
meaningful use requirements too stringent, 
too loose, or just right to accomplish their 
goals?  And will EHRs truly transform the way 
health care is delivered in the United States?


The American Medical Association and 
American Hospital Association, along with 
EHR system vendors and many other groups, 
pushed hard to relax some of the draft regula-
tions, which they said took an all-or-nothing 
approach to the requirements. They said it 
would take too long to get systems operational 
in view of the gaps in some of the needed in-
frastructure. They won delays, but the Obama 
administration has made clear its intention 
to require the elements of a comprehensive 
health IT environment in the course of the in-
centive program.


l  rules too tough: Practitioner resistance 
came from concerns that the incentives will 
not pay for the cost of installing EHR systems. 
At a time when their Medicare and Medicaid 
fees are shrinking or have the potential to do 
so, practitioners object to paying for systems 
they would not choose to acquire on their own. 
CMS has estimated the cost of an EHR system 
for a physician at $54,000 in direct cash out-
lays. There are also additional costs, such as 
time spent in learning the system instead of 
treating patients. But the government has nev-
er promised to pay the entire cost.  And there 
is no other U.S. industry for which the govern-
ment paid for much of the cost of transition to 
sophisticated information technology.


l  rules too loose: Other experts and some 
politicians believe that the meaningful use 
rules might not be stringent enough. They 
share the concerns of the Office of the Na-
tional Coordinator, CMS, and others that un-
less the requirements are robust, a significant 
amount of taxpayer money will be spent on 
systems that will not do the job. Some Repub-


licans accused the administration of watering 
down the rules too much. Rep. Wally Herger 
(R-CA) called the final regulation a “missed 
opportunity to improve patient care and re-
duce waste.”


l  rules just right: Many observers, howev-
er, say the rules are neither too stringent nor 
too lax. They express optimism that the mon-
ey will spur change, at least in larger practices 
and in hospitals. Getting individual doctors 
in small practices to change will be tougher. 
They have less to gain from using EHRs and 
can’t employ full-time IT specialists to help 
them with technical issues. Some specialist 
physicians doubt that their practices can ben-
efit from EHRs.


Many of the nation’s older physicians may 
be more set in their ways than their younger, 
tech-savvy counterparts, and may be less like-
ly to invest in EHRs for the remaining years 
of their careers. Nevertheless, the administra-
tion’s hope is that the incentives will induce 
a greater number of practicing clinicians to 
adopt EHRs so that the nation need not wait 
for the next generation of practitioners to gain 
the benefits of health IT. A critical mass of pro-
viders must adopt EHRs and coordinate care 
through data exchanges to increase the qual-
ity of care in the ways intended by Congress 
and the administration.


what’s next?
Implementation is the focus now at HHS as of-
ficials prepare to name authorized certifica-
tion organizations, ramp up to process claims 
for incentive payments, work with the states to 
coordinate Medicaid programs with federally 
administered Medicare incentives, continue 
to develop health IT policies, and much more.


Health care providers pleaded with HHS for 
more advance notice of the stage 2 meaning-
ful-use requirements—which are likely to be 
announced sometime in 2012—than the few 
months they were given to prepare for stage 
1. Observers expect the Office of the National 
Coordinator and CMS to spend much of the 
coming year working on the next set of re-
quirements. The agencies also have promised 
to use the experience gained in stage 1 when 
making future decisions.


Meanwhile, some are wondering whether 
the health IT industry will rise to the chal-
lenge and create software that truly makes 
it possible for providers to achieve meaning-
ful use. The health software industry is now 


“Debate is likely 
to continue as 
more practical 
implications of 
the regulation 
surface.”


$44,000
Bonus to physicians
The amount of money each 
eligible doctor or clinician can 
receive from Medicare for 
implementing meaningful use.
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rushing to deliver products that will qualify. 
Once the software is widely available, health 
care providers will have to learn new ways 
of making, keeping, and sharing patient 
records.


In the final analysis, however, backers of 
health IT say the point isn’t just to install tech-
nology, but to be able to use the information 
generated through EHRs to transform health 


“The program could 
be so demanding 
that many doctors 
and hospitals 
won’t be able to 
comply—and may 
not even try.”


care. “Broad use of [health IT] has the poten-
tial to improve health care quality, prevent 
medical errors, increase the efficiency of care 
provision and reduce unnecessary health care 
costs, increase administrative efficiencies, de-
crease paperwork, expand access to affordable 
care, and improve population health,” accord-
ing to the HHS health IT website. Actions in 
the coming months will help to determine if 
that optimistic vision can become reality. n
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