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Acronyms 

The following acronyms will be used throughout this document. 

 

AHRQ Agency for Healthcare Research and Quality 

ARRA American Recovery and Reinvestment Act 

CCN CMS Certification Number 

CDS Clinical Decision Support 

CHIPRA Children’s Health Insurance Program Reauthorization Act 

CHPL Certified Health IT Products List 

CMS Centers for Medicare & Medicaid Services 

CPDE Computerized Physician Order Entry 

CRISP Chesapeake Regional Information System for our Patients 

DC HIE District of Columbia Health Information Exchange 

DCPCA District of Columbia Primary Care Association 

DC RHIO District of Columbia Regional Health Information Organization 

DHCF Department of Health Care Finance 

DOH District of Columbia Department of Health 

EHR Electronic Health Record 

EH Eligible Hospital 

EP Eligible Professional 

EPSDT Early and Periodic Screening, Diagnosis, and Treatment 

FQHC Federally Qualified Health Center 

HIE Health Information Exchange 

HIT Health Information Technology 

HITECH Act Health Information Technology for Economic and Clinical Health Act 

HIX Health Insurance Exchange 
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HRSA Health Resources and Services Administration 

I-APD Implementation-Advanced Planning Document 

IT Information Technology 

MITA Medicaid Information Technology Architecture 

MMIS Medicaid Management Information System 

NAAC Net Average Allowable Cost 

NHIN Nationwide Health Information Network 

NPI National Provider Identifier 

ONC Office of the National Coordinator for Health Information Technology 

PA Physician Assistant 

PBM Pharmacy Benefits Manager 

PHR Personal Health Record 

PiHQ Partners in Healthcare Quality 

PMO Project Management Office 

R&A CMS Registration and Attestation System 

REC Regional Extension Center 

RHIO Regional Health Information Organization  

RFP Request for Proposals 

RHC Rural Health Clinic 

SLR State Level Registry 

SMA State Medicaid Agency 

SMHP State Medicaid Health Information Technology Plan 

SOME So Others May Eat 

TBD To Be Determined 

TIN Tax Identification Number 

VA Veterans Administration 
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Introduction 
The District of Columbia’s (the District) Medicaid program is administered by the Department 

of Health Care Finance (DHCF).  DHCF is leading the development of Medicaid Health 

Information Technology (HIT) initiatives; including, development of the Medicaid Electronic 

Health Record (EHR) Incentive Program and drafting this State Medicaid Health Information 

Technology Plan (SMHP).  The SMHP describes DHCF’s administrative process and vision for 

the next five years relative to implementing the Medicaid provisions contained in Section 4201 

of the American Recovery and Reinvestment Act (ARRA).  The SMHP is an evolving document 

and will be updated annually and as needed to reflect the program’s status. 

In addition to its responsibilities for the Medicaid program, DHCF has oversight responsibility for 

the DC Healthcare Alliance program (the Alliance), a 100-percent locally funded program that 

covers low income District residents not otherwise eligible for Medicaid and the DC Health 

Information Exchange (DC HIE) program.   

Challenges Facing the District 

In 2010, the DC Medicaid program covered 35 percent of the total population in the District.1  In 

response to the ACA, the District added additional people to the Medicaid program and the 

percent of the population that receives Medicaid has increased further.  Medicaid patients 

typically have more chronic and complex conditions than those who are not in Medicaid 

programs.  Medicaid patients use more services and often require more intensive and costly 

care.  A significant percent of the residents in the District’s federally-designated disadvantaged 

neighborhoods suffer from chronic diseases such as diabetes, asthma and hypertension and these 

patients commonly require health services from multiple providers.  Coordination of care for these 

chronic conditions can be difficult and many times requires proactive measures on behalf of the 

patient to collect and provide health records so as to better inform care decisions of all involved 

care givers.  If EHRs and HIE are used to manage care for District patients, DHCF anticipates better 

continuity of care, better health outcomes, increased patient safety and improved program 

efficiency. 

As part of a State innovation model (SIM) grant from CMS, DHCF recently conducted research on 

the District’s health care environment.  The analysis found four key themes that highlight the 

challenges of the District’s Medicaid beneficiaries: 

1. Considerable health disparities exist between racial and ethnic groups, geographic 

areas, and social-economic statuses in the District. In particular, residents of Wards 7 

                                                      

1 Kaiser State Health Facts.  District of Columbia: Medicaid Enrollment as a Percent of Total Population, 2010.  

Available online at:  http://kff.org/medicaid/state-indicator/medicaid-enrollment-as-a-of-pop/?state=dc  
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and 8 disproportionately experience disparities with higher rates of chronic disease, 

lower incomes, and poorer health outcomes than the general population. 

2. The District’s healthcare system is fragmented and disjointed. Residents navigate 

between disconnected sites of care as well as between clinical and social services. 

Without proper coordination, residents do not effectively manage their healthcare and 

experience poor health outcomes associated with their conditions and social 

determinants of health.  

3. Individuals use the ED for non-emergent care and are not linked to community-based 

care after hospital discharge, leading to hospital readmissions. Inefficient utilization of 

healthcare services is highest among individuals with chronic conditions and lower 

socio-economic statuses, disproportionately consisting of racial and ethnic minorities. 

4. A majority of Medicaid expenditures are attributed to a small percentage of Medicaid 

beneficiaries with exceedingly high costs in the fee-for-services population. High 

spending is driven by in inefficient service utilization, poor maintenance of healthcare, 

and lack of coordination between sites of care among the District’s residents 

According the 2010 U.S. Census, the Washington, DC Metropolitan Area, which includes 

surrounding counties in Maryland and Virginia, has the seventh largest population in the United 

States with more than five million residents.  The District faces some unique challenges as it 

attempts to expand HIE services to its entire health care community.  Among those challenges, the 

District has the third highest poverty rate in the nation with about 19.1 percent of residents living 

at or below the poverty line.  This compares to the U.S. poverty rate of 13.3 percent, the Maryland 

poverty rate of 8.2 percent and the Virginia poverty rate of 10 percent.   

The city’s population is diverse, with significant immigrant communities.  According to the 2007 

American Community Survey conducted by the U.S. Census Bureau, the population distribution 

of the District is 55.6 percent Black or African American, 36.3 percent White, 3.1 percent Asian, 0.2 

percent American Indian and 4.8 percent “Other.”  In addition, Hispanics made up 8.3 percent of 

the District's population, as classified by ethnicity.  There were an estimated 74,000 foreign 

immigrants living in the District in 2007.  Furthermore, approximately 225,000 District residents 

(over one third of the District’s residents) are eligible to receive publicly financed health care 

through Medicaid and the Alliance.  

The District provides one of the most comprehensive Medicaid programs in the country in 

addition to providing locally funded coverage through the Alliance.  With higher rates of poverty 

coupled with a more transient population, providers in the District will commonly treat more 

chronic conditions with less medical history than may be available in other populations with a 

less transient population base.  These demographics also point to a heightened need for better 

means of communicating with patients.  The District’s Medicaid population stands to gain 

greatly from the widespread use of HIT.  The EHR Incentive Program and various other HIT 
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initiatives in the District will serve to bridge these gaps and promote improved health 

outcomes.   

DHCF’s Vision for HIT and the Medicaid EHR Incentive Program 

 

The goals and vision of the District’s HIT infrastructure are guided by DHCF’s overarching 

mission and statement: 

 

The mission of the Department of Health Care Finance is to improve health outcomes by providing access 

to comprehensive, cost-effective and quality healthcare services for residents of the District of Columbia. 

 

Promoting the adoption and meaningful use of EHRs and developing an infrastructure for 

securely exchanging health information are both catalysts for transforming health care in the 

District.  DHCF understands the impact HIT can have on patient health outcomes and 

improving efficiency and continuity of care delivery. DHCF will take a lead role in identifying 

how electronic health information can be used to improve quality by integrating electronic 

information into existing program quality initiatives to the greatest extent possible.  As such, 

some of DHCF’s key HIT goals include: 

 

1. Improving provider, patient and DHCF access to clinical information to enhance care 

delivery.  Better information to support clinical decisions by providers increases the 

probability of quality outcomes for consumers while reducing costs. 

 

2. Improving health outcomes by supporting and expanding use of electronic care 

management tools such as EHRs and helping providers to achieve meaningful use.   

 

3. Improving data capture and analysis, clinical oversight, reporting and transparency 

through HIT for organizations which finance health care, including government, private 

employers and managed care organizations. 

 

The implementation of EHRs is a significant challenge that requires bringing together clinical, 

operational, regulatory and technical aspects of health care delivery, but DHCF is committed to 

addressing this challenge.  Adoption and meaningful use of EHRs as well as other HIT-related 

projects, (e.g., e-prescribing) reflect DHCF’s longstanding goal of improving patient care and 

outcomes and program effectiveness. 

 

DHCF will educate stakeholders about the role of HIT in improving the quality and 

coordination of health care services delivered to consumers and will actively encourage the 

adoption of HIT.  DHCF will promote increased awareness of the benefits of HIT adoption for 

providers and consumers to promote participation in the Medicaid EHR Incentive Program and 

adoption and meaningful use of HIT to improve patient care and outcomes. 
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As the governing agency for both the Medicaid EHR Incentive Program and the DC HIE, DHCF 

is positioned to leverage various partnerships from both programs to conduct outreach and 

educate providers on the benefits of EHR adoption and the use and benefits of the secure 

exchange of health information to promote improved health outcomes.  In 2017, DHCF will 

expand its efforts with the provider community by bringing on a vendor to work with DHCF to 

create and conduct a comprehensive outreach and technical assistance program to  support the 

program and help the District’s providers adopt EHR and meeting Meaningful Use.  

 

 

Medicaid EHR Incentive Program Administration 

 

The District of Columbia State HIT Coordinator has oversight over the Medicaid EHR Incentive 

Program and also facilitates coordination with the DC HIE and other HIT initiatives going 

forward.  The State HIT Coordinator led the discussions related to the implementation of the 

Medicaid EHR Incentive Program and the development of the SMHP.  In 2012 DHCF created a 

HIT/HIE team that administers the Medicaid EHR Incentive Program on a day-to-day basis.  The 

HIT/HIE team will coordinate with other DHCF administrations including legal, operations, 

finance, systems, and policy to oversee Xerox Federal Solutions (Xerox), the vendor DHCF selected 

in 2013 to operate the District’s State Level registry (SLR), the provider registration and attestation 

web portal for the Medicaid EHR Incentive Program.  Xerox was also responsible for developing 

an interface between the CMS NLR and the District’s Medicaid Management Information System 

(MMIS) and assisting with operations and monitoring. Xerox also operates a call center and 

coordinates with DHCF staff assigned to the Program. DHCF Program staff perform the 

following tasks: 

 

• Provider support in regards to the EHR Incentive Program application process 

• Oversee prepayment process and make final approvals of incentive payments 

• Oversee project implementation and operations of the State Level Registry, outreach and 

auditing. 

• Conduct evaluation of HIT and HIE efforts 

• Research new opportunities in HIT and HIE 

• Develop and implement HIE activities outlined in the IAPD 

• Prepare proposals of funding for projects that establish electronic connectivity of 

stakeholders. 

• Outreach and communications regarding with key stakeholders such as professional 

associations or directly with providers 

• Collaborate with internal and external stakeholders to promote HIT and HIE programs 

• Develop business requirements for monitoring interfaces and exchanges between 

provider EHR systems and the application tool for meaningful use data    

• Lead and provide staffing for the HIE Policy Board 
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The HIE/HIT team is housed within the Health Care Reform and Innovation Administration at 

DHCF, whose mission is to develop and support new initiatives focused on payment and 

delivery system, reform, and the electronic sharing of data to improve health. The HIE/HIT 

team is led by a Program Manager who provides overall administrative oversight of the 

Medicaid EHR Incentive Program and HIE initiatives.  An HIT Project Manager oversees 

program operations and project implementation for the incentive program and other HIT 

initiatives. An HIE Project manager works to develop opportunities to leverage funding for HIE 

projects and oversees the implementation of HIE projects. Additionally, a Management Analyst 

provides additional program support and conducts analytical activities for both program areas.   

 

DHCF staff review reports on application processing timeliness, outliers and trigger points, call 

volumes and reasons for calls among other reports that allow DHCF to evaluate Xerox’s 

performance and overall programmatic needs.  DHCF will retain the final authority for 

approving all applications or engaging in provider appeals or program denials. 

 

Overview of the SMHP 

 

This State Medicaid HIT Plan (SMHP) defines DHCF’s approach to administering Medicaid 

EHR incentive payments, and other HITECH activities such as outreach activities to encourage 

Meaningful Use and Health Information Exchange activities. For the District’s SMHP, DHCF 

defines its vision and process for implementing, administering and overseeing key aspects of 

the program and describes the roadmap DHCF will follow.  For 2016, DHCF is updating 

sections B-E of this MSHP. DHCF plans to conduct a comprehensive update of this SMHP, 

including a new environmental scan, for submission in 2017 

 

Section A, the State’s HIT “As-Is” landscape, describes the results of the environmental scan 

and assessment that was conducted in 2011 as part of the DHCF’s planning efforts.  Through 

surveys, discussions with key provider groups and other planning efforts for Medicaid 

Information Technology Architecture (MITA) and the HIE, DHCF determined the relative 

extent of EHR adoption by practitioners and hospitals and their readiness and willingness to 

participate in the EHR Incentive Program.  The original baseline survey results are described in 

Section A.  In future iterations of the SMHP, updates to the EHR adoption survey will be 

described in greater detail as additional responses are gathered.  

 

Section B, the State’s HIT “To-Be” landscape, describes DHCF’s vision for HIT and HIE.  DHCF 

works closely with the various stakeholders including the Department of Health and the DC 

HIE Policy Board. DHCF also discusses plans for the Medicaid MMIS and MITA system 

changes as they relate to administering the EHR Incentive Program, making payments, and 

collecting and analyzing the data that will become available once meaningful use is in place, 

e.g., clinical quality measures. 
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Section C, the State’s Implementation Plan, describes the processes DHCF will use to ensure 

eligible professionals and hospitals have met federal and state statutory and regulatory 

requirements for the Medicaid EHR Incentive Program.  As part of the planning process, DHCF 

created a process flow that follows providers through every stage of the incentive payment 

program process from educating providers about the program to encouraging them to register 

at the CMS Registration and Attestation System (R&A) and applying with the District through 

the SLR. The process flow also describes how providers are approved for payment and 

informed that they will receive a payment.  Finally, oversight mechanisms and the process for 

receiving future payments are described along with the process for educating, informing and 

providing technical assistance to providers to ensure they remain in the EHR Incentive Program 

and become meaningful users. 

 

Section D, the State’s Audit Strategy, gives an overview of the audit, controls and oversight 

strategy for the District’s Medicaid EHR Incentive Program.  Many of the controls employed are 

based on system edits and checks within the application tool.  The complete audit strategy is 

contained in a freestanding document, Audit Plan for the District of Columbia 

Medicaid Electronic Health Record Incentive Program, submitted in June, 2016.   

 

Section E is the State’s HIT Roadmap, which describes the strategic plan and tactical steps that 

DHCF will take to successfully implement the Medicaid EHR Incentive Program and its related 

HIT and HIE goals and objectives.  This includes the annual benchmarks, which can be 

measured for each programmatic goals related to provider adoption, quality, and the 

administrative processes.  This section describes the measures, benchmarks, and targets that 

will serve as clearly measurable indicators of progress in achieving overall program goals. 

 

In addition to this introduction and Sections A through E, this document includes a number of 

appendices.  

 

• Appendix I:  Hospital EHR Adoption Survey Results 

• Appendix II:  Monitoring and Oversight Matrix 

• Appendix III:  Hospital Calculator 

• Appendix IV: Medicaid EHR Incentive Payment Program Rulemaking  
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**Section A:  As-Is Landscape 
 

**Per CMS’s post-site visit letter dated May 26, 2016, this section of the SMHP will not be 

updated until a new environmental scan can be completed in FY17. 

 

This section provides an overview of EHR, HIE and HIT adoption of the District providers and 

information on coordination efforts between State agencies and State HIT resources.  This 

section also includes responses to each of the questions listed in the CMS SMHP template listed 

below.  

 

Table A.1:  CMS Section A Questions 

Please describe the State’s “As-Is” HIT Landscape: 

1. What is the current extent of EHR adoption by practitioners and by hospitals?  How recent is this data? Does it 

provide specificity about the types of EHRs in use by the State’s providers?  Is it specific to just Medicaid or an 

assessment of overall statewide use of EHRs?  Does the State Medicaid Agency (SMA) have data or estimates 

on eligible providers broken out by types of provider? Does the SMA have data on EHR adoption by types of 

provider (e.g. children’s hospitals, acute care hospitals, pediatricians, nurse practitioners, etc.)? 

2. To what extent does broadband internet access pose a challenge to HIT/E in the State’s rural areas? Did the 

State receive any broadband grants?  

3. Does the State have Federally-Qualified Health Center networks that have received or are receiving HIT/EHR 

funding from the Health Resources Services Administration (HRSA)? Please describe.  

4. Does the State have Veterans Administration or Indian Health Service clinical facilities that are operating 

EHRs? Please describe.  

5. What stakeholders are engaged in any existing HIT/E activities and how would the extent of their involvement 

be characterized?  

6. * Does the SMA have HIT/E relationships with other entities?  If so, what is the nature (governance, fiscal, 

geographic scope, etc.) of these activities?  

7. Specifically, if there are HIE organizations in the State, what is their governance structure and is the SMA 

involved? ** How extensive is their geographic reach and scope of participation? 

8. Please describe the role of the MMIS in the SMA’s current HIT/E environment.  Has the State coordinated their 

HIT Plan with their MITA transition plans and if so, briefly describe how. 

9. What State activities are currently underway or in the planning phase to facilitate HIE and EHR adoption?  

What role does the SMA play? Who else is currently involved?  For example, how are the regional extension 

centers (RECs) assisting Medicaid eligible providers to implement EHR systems and achieve meaningful use?  
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Table A.1:  CMS Section A Questions 

Please describe the State’s “As-Is” HIT Landscape: 

10. Explain the SMA’s relationship to the State HIT Coordinator and how the activities planned under the ONC-

funded HIE cooperative agreement and the Regional Extension Centers (and Local Extension Centers, if 

applicable) would help support the administration of the EHR Incentive Program.  

11. What other activities does the SMA currently have underway that will likely influence the direction of the 

EHR Incentive Program over the next five years?  

12. Have there been any recent changes (of a significant degree) to State laws or regulations that might affect the 

implementation of the EHR Incentive Program?  Please describe.  

13. Are there any HIT/E activities that cross State borders?  Is there significant crossing of State lines for accessing 

health care services by Medicaid beneficiaries?  Please describe.  

14. What is the current interoperability status of the State Immunization registry and Public Health Surveillance 

reporting database(s)?  

15. If the State was awarded an HIT-related grant, such as a Transformation Grant or a CHIPRA HIT grant, please 

include a brief description.  

* May be deferred if timing of the submission of the SMHP does not accord with when the long-term vision for the 

Medicaid IT system is decided.  Would be helpful to note if plans are known to include any of the listed 

functionalities/business processes. 

** May be deferred. 

                                                                                                                                                                                   

Current EHR and HIT Adoption (Response to Question #1) 

 

There have been several strategies to assess the current landscape of EHR adoption in the 

District.  In spring 2011, DHCF worked with Fox Systems to conduct an extensive assessment of 

provider EHR adoption and implementation status as part of the District’s Health Information 

Exchange Operational Plan, which included DC Medicaid providers.  The National Center for 

Health Statistics also released its own data and DHCF reviewed this information and developed 

its own survey tool to conduct a landscape assessment of EHR adoption. 

In addition to overall adoption levels, DHCF has reviewed which types of EHR systems are in 

use by District providers.  EHR system type can impact the ability to exchange health 

information through the DC HIE.  The District’s major Medicaid providers use a variety of EHR 

platforms, with some offering their own exchange platforms.  However, eClinicalWorks 

services the majority of the District’s EHR market.  Children’s National Medical Center and its 

affiliated providers, known as the IQ Network, and the District’s Federally Qualified Health 

Center (FQHC) network—the two largest providers of services to Medicaid-eligible children—

are on eClinicalWorks.  Between these providers and other community health centers in the 

District that have adopted eClinicalWorks, approximately half of the District’s Medicaid-
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covered lives are on eClinicalWorks.  Allscripts, a different platform, is in use at Howard 

University Hospital and by the medical faculty at George Washington University Hospital.  

Providers associated with Washington Hospital Center are using the GE Healthcare Centricity 

platform. 

In 2013 through its ONC-approved Hospital HIE Connection Program DHCF awarded up to 

$783,000 in sub grants to eligible six (6) District hospitals to connect their electronic health 

record (EHR) system to a state-designated HIE within 40 miles of the District and shared the 

same consent model.  The six participating hospitals all chose to connect to CRISP.  CRISP’s core 

services include encounter notification, encounter reporting and a provider portal for querying 

patient health history. The goal of the Program is to transmit patient health information within 

and between state borders resulting in the delivery of better-coordinated and more efficient 

patient care.  DHCF’s HIE Cooperative Agreement and local funding was the source of sub 

grant funds. Valuable clinical data is now being transmitted by participating hospitals to CRISP 

and back to those hospitals, ambulatory providers and health insurers in the form of encounter 

alerts. In January 2014 alone over 1 million ADT messages were generated; 488,877 laboratory 

messages, 25, 129 radiology reports. Forty nine (49) queries were also conducted.   

Professionals 

DHCF will continue to seek additional information specific to EHR adoption by DC Medicaid 

professionals.  DHCF has gathered information on these professionals through other studies 

conducted as part of the HIE planning process, from other HIT initiatives and through 

information reported by the District’s REC.   

 

In December 2012, the National Center for Health Statistics released data showing that 65.8 

percent of office-based physicians in the District were using some kind of electronic health 

record.2 This is less than the national average of 71.8%. 

The DC Board of Medicine queried physicians about EHR use among physicians and physician 

assistants in their two most recent biannual annual surveys.   The 2010 survey by the indicated 

that 68 percent of actively practicing physicians reported that they use some type of an EHR 

system in their practice of medicine3.  The 2012 survey indicated that 73% of physician assistants 

reported that they use some type of EHR in their practice of medicine4.     

                                                      

2 Chun-Ju Hsiao, Ph.D., and Esther Hing, M.P.H. Use and Characteristics of Electronic Health 

Record Systems Among Office-based Physician Practices: United States, 2001–2012.  December, 

2012.   http://www.cdc.gov/nchs/data/databriefs/db111.pdf 

3 DC Board of Medicine.  A Summary of Findings from the Physician and Physician Assistant 

2010 Workforce in the District of Columbia.  September, 2011.  

 

http://www.cdc.gov/nchs/data/databriefs/db111.pdf
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The DCPCA, through its designation the Regional Extension Center for DC, has also made 

significant progress in assisting DC primary care providers in adopting EHR systems and 

meeting Meaningful Use.   As of March, 2014 ONC reports that the DC REC program has 

assisted 819 primary care physicians with going live on an EHR and they have helped 599 

primary care physicians demonstrate Meaningful Use5.    

DHCF anticipates the incentive program will play a significant role in building on the previous 

success of the DCPCA Early Adopter program and continuing to increase adoption rates and in 

time, promote Meaningful Use. 

                                                                                                                                                                           

http://doh.dc.gov/sites/default/files/dc/sites/doh/publication/attachments/2012%20BoMed%20P

hysician%20%20Physician%20Assistant%20Workforce%20Capacity%20Report.pdf 

4 DC Board of Medicine. Physician and Physician Assistant Workforce Capacity Report 2.0.  

September, 2013.  

http://doh.dc.gov/sites/default/files/dc/sites/doh/publication/attachments/bomed_workforce_su

rvey_report-final.pdf 

5 Office of the National Coordinator for Health IT.  Regional Extension Center Dashboard.  

http://dashboard.healthit.gov/rec/ 



Department of Health Care Finance State Medicaid Health Information Technology Plan 

Section A: “As-Is” Landscape 

 

Submitted: 10/7/11;Updated: 3/11/14, 7/1/16, 3/21/17 

 

17 

 

Hospitals 

 

There are sixteen hospitals in the District: 

Hospital MEIP Eligible Payment Status 

Children’s National Medical 

Center 
Yes Enrolled and receiving payments 

through West Virginia Medicaid 

EHR Incentive Program. 

George Washington 

University Hospital 
Yes Enrolled and receiving payments 

through Virginia Medicaid EHR 

Incentive Program. 

Georgetown University 

Hospital 
Yes Enrolled and receiving payments 

through DC Medicaid EHR 

Incentive Program. 

Howard University Hospital Yes Enrolled and receiving payments 

through Virginia Medicaid EHR 

Incentive Program. 

Hospital for Sick Children Yes Enrolled and receiving payments 

through DC Medicaid EHR 

Incentive Program. 

National Rehabilitation 

Hospital 
No  

Providence Hospital Yes Enrolled and receiving payments 

through DC Medicaid EHR 

Incentive Program. 

Psychiatric Institute of 

Washington 
No  

St. Elizabeth’s No  

Sibley Memorial Hospital Yes  

Specialty Hospital of 

Washington—Capitol Hill 
No  

Specialty Hospital of 

Washington—Hadley 
No  

United Medical Center Yes Enrolled and receiving payments 

through DC Medicaid EHR 

Incentive Program. 

Veterans Affairs (VA) 

Medical Center 
No  
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Hospital MEIP Eligible Payment Status 

Walter Reed Army Medical 

Center 
No  

Washington Hospital Center Yes Enrolled and receiving payments 

through DC Medicaid EHR 

Incentive Program. 

 

Of the above hospitals, DHCF anticipates nine (9) District hospitals will be eligible for the 

Medicaid EHR Incentive Program.   DHCF successfully processed five hospitals for AIU in 2013 

through the DC SLR.  In addition, three hospitals went to other states for payments and DHCF 

assisted two of those hospitals with their attestations in other states.  

 

Twelve (12) of the 16 hospitals responded to DHCF’s 2011 survey.  Of those respondents, 67 

percent currently use EHR software.  These hospitals are currently using EHRs to communicate 

with pharmacies, labs and radiology.  While some hospitals reported using EHRs to exchange 

with individual providers and clinics, this type of exchange is not being aggressively pursued.  

Hospital survey respondents also noted costs and concerns with achieving Meaningful Use as 

key barriers to adoption and upgrades.  As part of DHCF’s outreach and communication 

efforts, DHCF will be targeting these concerns to continue to promote and support EHR 

adoption and participation in the incentive program. 

 

Due to the limitation of previous surveys to extract data on Medicaid provider EHR adoption 

status in the District, DHCF launched a web-based survey in summer 2011 to gain additional 

insight on Medicaid providers.  District providers and hospitals were notified of the survey via 

remittance advices, pointing them to a web-based survey.  DHCF also coordinated with 

DCPCA, DCHA and others to notify providers of the survey.  The survey was designed to 

collect information about: 

 

• The current electronic capabilities of Medicaid care providers with an emphasis on 

providers eligible for the Medicaid EHR Incentive Program 

 

• The number and types of professionals and hospitals that are currently using some 

type of EHR system 

 

• The degree to which electronic health information is currently being shared among 

providers and/or between providers and patients 

 

• The types of health care data collection and sharing systems currently in use 

  

The response rate from hospitals is summarized in Appendix I. 
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Access to Broadband Internet (Response to Question #2) 

 

 In October 2009, the Department of Commerce's National Telecommunications and 

Information Administration (NTIA) awarded the District of Columbia Office of the Chief 

Technology Officer (OCTO) approximately $993,000 for broadband data collection and 

mapping activities over a 2-year period and $500,000 for broadband planning activities over a 5-

year period. 
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Figure A.1:  Wireless Adoption Rate 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure A.1 shows estimated residential broadband adoption rates by census tract for 

Washington.  The map reveals a drastic digital divide in the District.  The average broadband 

wire line adoption rate for the District in 2009 was 65.3 percent.  However, less affluent Wards 

5, 7 and 8 meet the NTIA’s definition of “underserved” with broadband adoption rates below 

40 percent, whereas more affluent Wards fall generally in the 80 – 100 percent range.  DHCF 

will work closely with providers in these “underserved” Wards to determine barriers to 

participating in the Medicaid EHR Incentive Program and achieving Meaningful Use. 
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The District broadband map is one of a series of ARRA-funded OCTO initiatives aimed at 

bridging the digital divide and expanding economic opportunity for District residents.  There 

are six other broadband initiatives with grant funding awarded to the District.  Table A.3 

illustrates the categories, grantees and award amounts: 

 

Table A.3:  Office of the Chief Technology Officer Broadband Initiatives 

Category Grantees and Award Amounts 

Sustainable 

Adoption 

Communication Service for the Deaf, Inc. 

$14,988,657 

A national initiative to provide deaf and hard of hearing persons with online tools 

to allow for more participation in the digital economy.  The project proposes to 

employ a combination of discounted broadband service and specialized computers, 

technology training from an online state-of-the art support center customized to the 

community’s needs, public access to videophones at anchor institutions from coast 

to coast, and a nationwide outreach initiative. 

District of Columbia Government 

$4,196,777 

Launch of DC-BETA project to increase broadband demand in low adoption Wards 

5, 7 and 8.  The program will provide outreach, digital literacy and workforce skills 

training, refurbished computers, and subsidized broadband access through 

resource centers located in those wards. 

One Economy Corporation 

$28,519,482  

A national program to residents in affordable and public housing developments 

providing computer training, wireless Internet access, broadband awareness 

marketing and online content and applications. 

Infrastructure 

District of Columbia Government 

$17,457,764 

Community Access Network (DC-CAN) will provide direct Internet connections for 

community anchor institutions in the city's economically distressed areas.  
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Table A.3:  Office of the Chief Technology Officer Broadband Initiatives 

Category Grantees and Award Amounts 

University Corporation for Advanced Internet Development 

$62,540,162 

Project will connect community anchors across all disciplines into virtual 

communities with shared goals and objectives, including colleges, universities, 

libraries, major veterans and other health care facilities, and public safety entities, 

with additional benefits to tribes, vulnerable populations, and government entities. 

Public 

Computer 

Centers 

District of Columbia Government 

$1,553,310 

The Community Computing Resources project (DC-CCR) proposes to “provide 

computer skills, job search, and Internet use training via current library staff, 

outside instructors, and local volunteer experts, while upgrading equipment and 

improving connectivity for public use at 24 public libraries and new computer 

centers in two recreation centers, three public schools, and one community college 

library.” 

 

 

Federally Qualified Health centers (FQHCs) and Health Resource Services Administration 

(HRSA) Funding (Response to Question #3) 

 

There are currently 14 safety net ambulatory providers in the District: 

 

• Bread for the City 

• Children’s Health Project of the District of Columbia  

• Community of Hope 

• Family and Medical Counseling Service, Inc. 

• Family Health and Birth Center 

• La Clinica del Pueblo 

• Mary’s Center 

• MetroHealth 

• Perry Family Health Center 

• Planned Parenthood of Metropolitan Washington 

• So Others Might Eat (SOME) 

• Spanish Catholic Center 

• Unity Health Care  

• Whitman-Walker Health 

 

In 2006, DCPCA received a $5 million grant from the DC Department of Health for the Early 

http://www.dcpca.org/health-centers/bread-for-the-city/
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Adopter program which helps to facilitate the implementation of EHR systems at six safety net 

community health centers – Bread for the City, Family and Medical Counseling Service, La 

Clínica del Pueblo, Mary’s Center, So Others Might Eat and Whitman-Walker Clinic – which are 

known as our “early adopters.”  The grant provided funding for DCPCA to manage the 

selection and implementation of EHR technology at these six health centers – an effort that was 

completed in October 2008. 

 

In 2010 HRSA provided more than $153 million in funding to the District to support various 

HRSA-related initiatives.  Funding for HIT at HRSA is available from the Bureau of Primary 

Health Care (which administers the FQHC program) and also from the Office of the 

Administrator, the HIV/AIDS Bureau, and the Maternal and Children Health Bureau.  The 

Capital Improvement Program grants for FQHCs from the Bureau of Primary Health Care were 

a significant source of funds for HIT hardware, software, and training activities. 

 

Figure A.2:  2010 HRSA Funding 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Much of these FQHC HIT initiatives were related to efforts supporting DC RHIO, the former 

local HIE and the District’s FQHCs.  DHCF works closely with these partners and will continue 

to identify how these experiences can be used to further support the adoption of EHRs for all 

Medicaid providers.  Collaboration with these early adopters will also benefit the overall 

oversight and management of the EHR Incentive Program. 

 

 

$26,941,841 $423,395 

$74,339,262 

$27,813,877 

$160,000 
$23,287,416 

$305,000 

2010 HRSA Funding for

Washington, D.C.

Health Professionals

Healthcare Systems
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Maternal and Child Health

Office of the Administrator

Primary Health Care

Rural Health
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Additionally, through, 2011, the District of Columbia received several grants funds under the 

ARRA’s Capital – Construction, Renovation, Equipment, and Acquisition of Health IT Act.  

These grants are listed in Table A.4 below.  The ARRA provided up to $2 billion to be invested 

in community health centers to support critically needed health services, renovations and 

repairs, and investments in health information technology.  DHCF worked with these recipients 

to leverage lessons learned to all providers participating in the Incentive Program. 

Table A.4:  ARRA Funds to Washington, DC Health Centers   

Facility Location Amount 

Columbia Road Health Services Washington $498,672 

Community of Hope Washington $526,551 

La Clinica del Pueblo Washington $536,937 

Mary's Center Washington 
$1,137,201 

Unity Health Care, Inc. Washington $15,448,449 

 

In September of 2016, District of Columbia FQHCs were awarded additional grants 

through the Delivery System Health Information Investment (DSHII), which was 

extended with bipartisan support in the Medicare Access and CHIP Reauthorization 

Act (MACRA) of 2015. The DSHII funds will support health information technology 

enhancements to accelerate health centers’ transition to value-based models of care, 

improve efforts to share and use information to support better decisions, and increase 

engagement in delivery system transformation. These grants are listed in Table A.5 

below. DHCF will continue to work with these recipients to help meet the District’s 

healthcare transformation efforts. 

Table A.5:  DSHII Awards to Washington, DC Health Centers   

Facility Location Amount 

Bread for the City, Inc. Washington $43,540 

Community of Hope, Inc. Washington $51,355 

Elaine Ellis Center for Health, Inc. Washington $41,394 
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Facility Location Amount 

Family and Medical Counseling Service, 

Inc. 

Washington $43,564 

La Clinica del Pueblo, Inc. Washington $45,192 

Mary's Center for Maternal and Child 

Care, Inc. 
Washington 

$105,282 

Unity Health Care, Inc. Washington $175,925 

Whitman-Walker Clinic, Inc. Washington $50,782 

 

Veterans Administration (VA) or Indian Health Services (Response to Question #4) 

 

The VA Medical Center on Irving Street is the only VA facility in the District.  It serves no 

Medicaid patients.  There are no facilities in the District affiliated with IHS.  While there is no 

direct connection or overlap of providers in these programs, DHCF will collaborate with the VA 

to identify experiences and opportunities that could also support both our EHR Incentive 

Program and our overarching HIE efforts. DHCF has not had discussions with the VA since the 

last SMHP update, but will conduct outreach to the VA in FFY17 as part of our environmental 

scan. 

 

 

Stakeholder Engagement in Existing HIT/HIE Activities (Response to Question #5) 

 

As part of our ongoing operations and particularly as part of our planning for the DC HIE, 

DHCF has many relationships with groups affiliated with the providers who are likely to 

participate in the Medicaid EHR Incentive Program. 

 

DHCF has a strong and longstanding relationship with the DCPCA and participates in DCPCA 

meetings regarding Meaningful Use HIT and HIE.  DCPCA has been working with FQHCs in 

the District to adopt electronic medical record systems and to enable HIE through the DC HIE. 

DCPCA has aided health centers in improving operational efficiency and enhancing quality of 

care through EHR adoption.  Since October 2010, nine safety net clinics in the District have 

implemented an electronic medical record system called eClinicalWorks.  As providers use 

EHRs to collect data at these clinics over time, DCPCA will explore their potential to influence 

evidence-based practices through aggregation and analysis of population-level data.  Through 

its REC, eHealthDC, DCPCA is assisting 1,000 primary care providers in implementing and 

achieving meaningful use of EHRs.  Funded by a $5.4 million grant from ONC, eHealthDC 
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helps providers conduct meaningful use readiness assessments and gap analyses for EHR 

adoption, gives them access to educational tools and expert resources around HIT and provides 

technical assistance and other services. 

 

As part of the State Innovation Model (SIM) grant from CMS, DHCF recently conducted 

research on the District’s health care environment. Between fall 2015 and summer 2016, DHCF 

led a SIM Advisory Committee and 5 SIM Workgroups focusing on Care Models, Payment 

Models, Quality Metrics, Community Linkages, and Health Information Exchange. The SIM 

Advisory Committee was made up of 24 members, including representatives from other DC 

government agencies, Managed Care Organizations, community leaders, academic institutions, 

and clinics. The final report and appendices can be found here: http://dhcf.dc.gov/innovation. 

 

In 2017, DHCF will continue to collaborate on HIT and HIE programs with our sister agencies 

within the District. As mentioned on page 15, these activities include working closely with the 

D.C. Department of Health, the D.C. Primary Care Association, and the D.C. HIE Policy Board. 

In addition, DC Fire and EMS (FEMS) is under contract to participate in ENS services. Recently, 

DHCF has held several ongoing meetings with the DC Department of Human Services (DHS) 

and is starting to meet with the representatives from the public school system (DCPS). The DC 

Department of Health (DOH) has recently started working with CRISP to improve 

communicable disease surveillance. 

 

The DC Medical Care Advisory Committee (MCAC) established a Delivery System 

Transformation Subcommittee. In the Committee’s recent retreat to establish a set of key 

priorities, HIE, and data issues more broadly, were prioritized as an area in which the MCAC 

should focus attention and work.  

 

In 2017, DHCF will expand its efforts with the provider community by working with DCPCA 

and Clinovations to create and conduct a comprehensive outreach and technical assistance 

program to support the program and help the District’s providers adopt EHR and meeting 

Meaningful Use.  

 

The DC HIE aims to connect patient EHRs across healthcare facilities within the District 

through a seamless, integrated, interoperable HIE and add clinics, hospitals and labs to create a 

District-wide HIE that improves care quality and coordination for neighboring states. 

 

Current HIE Organizations and Activities in the District (Response to Questions #6, 7 and 9) 

 

In March 2010, DCPCA launched the DC RHIO at the six early adopter health centers, 

Georgetown University Hospital and Washington Hospital Center emergency departments.  

The DC RHIO was to enable providers at these health care facilities to coordinate patient care 

without replicating unnecessary tests and services, and enable patients and providers to have 

http://dhcf.dc.gov/innovation
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more meaningful interactions at their medical homes; however, as of 2012 the DC RHIO was 

decommissioned. 

 

State HIE Program 

 

DHCF received a $5.1 million cooperative agreement from ONC to enable electronic exchange 

of health information in the District.  Major accomplishments from the ONC Cooperative 

Agreement program include: 

1. Direct Secure Messaging – DC HIE is currently providing Direct Secure Messaging to 

all providers in the District by issuing direct secure email addresses accessed through a 

secure web portal, and by providing HISP services that will establish trust relationships 

with other HISPS in the District including neighboring state HIEs and EHR vendor 

exchange hubs. This secure messaging infrastructure will be leveraged in several of the 

additional DC HIE technology services offered to District providers including CRISP 

encounter notifications and reporting services and Orion Public Health reporting 

capabilities.   

 

2. Hospital Connection Program (CRISP Connection) – DC HIE provided support to 

hospitals and providers in the District through funding connection of six District 

hospitals to a  well-established state-designated HIE within 40 miles of the District to 

support the continued development and operation of existing state-designated entities. 

CRISP, the Maryland HIE, currently has signed participation agreements from six acute 

care hospitals. These hospitals will send patient information through Admissions, 

Discharge, Transfer (A/D/T) feeds to CRISP, who will provide three main services for the 

DC HIE.  The first is a query portal available to all providers in the District through the 

web in which providers can perform a demographics-based search to view inpatient 

patient health information obtained from hospital A/D/T feeds. This information 

includes laboratory results, current medications and transcribed notes.  Additionally, 

CRISP will deliver encounter notifications to all providers in the District based on 

matching of inpatient A/D/T messages and a subscriber list developed by health plans.  

This information will be matched at the centralized CRISP repository and alerts that will 

be delivered to providers through their Direct accounts administered by the District’s 

Direct Secure Messaging provider. The third service is an encounter reporting service, 

which provides reports to hospitals on utilization trends across multiple independent 

facilities.   

 

3. Public Health Integration – The District-wide HIE is currently developing interfaces for 

public sector systems such as the Public Health Laboratory, public health data 

surveillance systems, the Immunization Registry, Laboratory Reporting and Cancer 

Registry Reporting using enhanced HIE infrastructure and capabilities with financial 

support from ONC through grant funding.  The DC Department of Health (DOH) 
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intends on integrating the Orion Rhapsody platform into existing EHR products or 

through a Direct interface to facilitate the exchange of data and enhanced public health 

reporting across cancer registries, syndromic surveillance, electronic lab reporting and 

immunizations.  

The cooperative agreement ended in February, 2014 but DHCF remains committed to 

developing a citywide HIE strategy.  The PMO staff will continue to work in 2014 to 

facilitate a process by which stakeholders in the District agree to a shared vision for the 

governance, technology and financing of health information exchange in the District.   

Activities that the PMO will undertake in 2014 include:   

 Conducing one-on-one outreach with key potential contributors/stakeholders for HIE. 

 Holding a city-wide HIE Summit. 

 Intensive work in governance, technology and finance subcommittees to develop 

concrete recommendations to give to the HIE board. 

 Developing a roadmap of 5-year plan that is formally adopted  

 

In December 2016, DHCF opened a request for applications for an enhanced health 

information program. Following a competitive process, an internal grant committee 

reviewed and scored completed applications. In January 2017, DHCF submitted a Notice of 

Grant Award (NOGA) to CMS for review to enhance the HIE program. The NOGA was 

approved in mid-March 2017. The grantee will be responsible for the design, development, 

and implementation of 5 HIE initiatives in the District: (1) Dynamic Patient Care Profile; (2) 

Obstetrics/Prenatal Specialized Registry; (3) Electronic Clinical Quality Measurement Tool 

and Dashboard; (4) Analytical Patient Population Dashboard; and (5) Ambulatory 

Connectivity and Support.  

On March 15, 2017, CMS approved a technical assistance and outreach contract, which will 

begin on March 23, 2017. Through this contract DCPCA and Clinovations were selected to 

create a comprehensive program of outreach and technical assistance activities. 
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Regional Extension Center (REC) The REC for DC, eHealthDC, is operated by the DCPCA.  

Through the cooperative agreement with ONC, eHealthDC is responsible for helping 1,000 

primary care providers adopt EHRs and achieve the CMS standard of meaningful use.  Through 

its relationship with ONC, eHealthDC has access to a wide array of provider education 

materials and tool templates that cover topics including: 

 

• The Medicaid EHR Incentive Program 

• Meaningful Use 

• The importance of EHR adoption for quality and cost improvements 

 

DHCF works closely with the eHealthDC, the REC for the District, in a variety of ways and is 

planning further collaboration with eHealthDC to educate providers about the registration and 

attestation process for Medicaid enrolled providers.  For example, DHCF will provide 

eHealthDC with a list of Medicaid enrolled primary care providers by patient volume to 

facilitate their enrollment in the REC.  DHCF intends to provide support to eHealthDC to 

ensure that the REC is successful and achieves its programmatic goals. 

 

Capital Care Integrated Network (CCIN) 

In July, 2012 Mary’s Center of Maternal & Child Care received a grant from the Health and 

Human Services Center for Medicare & Medicaid Innovation to establish the Capital Clinical 

Integrated Network (CCIN). CCIN comprises a group of Washington DC Medicaid managed 

care organizations (MCOs), community health centers, mental health providers, hospitals, and 

health technology specialists  to create an innovative patient care model that will improve 

healthcare delivery and health outcomes while creating savings in care costs that will be shared 

among network members.  

CCIN care teams will identify target patients, create care plans for them based on data analysis, 

connect them to medical homes to facilitate and manage their care, and assign individual 

community health workers (CHWs) to work with each patient to support adherence to the care 

plan. The goals of the project are to improve health outcomes through use of the CHW 

intervention; to improve health care delivery by use of a combination of high-touch CHWs and 

high-tech data-sharing and telemedicine technology; and to reduce costs via an innovative 

payment and shared savings system. 

CCIN selected Syntranet to create an integrated community exchange network that will serve as 

the connectivity technology among health care entities. Syntranet will link community health 

workers, health care providers on eClinicalWorks, who are connected to the eCW, eEHX hub, 

and partner providers on Meditech. Syntranet will provide all partners with the following 

functionalities:  

• View integrated health records for patients with demographic, clinical and financial 

data; 
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• Securely communicate with team members and patients;  

• Identify high-risk patients and stratify populations based on disease and condition 

markers and other ad-hoc criteria;  

• Receive care alerts based on rules and guidelines; 

• Collaboratively develop individualized care plans, monitor compliance and view status 

of interventions;  

• Launch patient engagement initiatives; 

• Analyze and report on quality, performance, outcomes, and cost savings; 

CCIN partner organizations include: 

• AmeriHealth District of Columbia 

• Bread for the City 

• District of Columbia Primary Care Association (DCPCA) 

• Children’s National Medical Center 

• Green Door  

• La Clínica del Pueblo 

• Mary’s Center for Maternal and Child Care 

• Providence Hospital 

• SOME (So Others Might Eat) 

• United Healthcare Community Plan 

• Unity Health Care 

CCIN is currently in the process of infrastructure development. DC HIE will work with CCIN 

as the program develops in order to ensure coordination with all existing and emerging health 

information exchange networks in the District. 

Health Homes Initiative 

The District of Columbia is in the process of designing a Medicaid Health Homes (“health 

homes”) program consistent with Section 2703 of the Affordable Care Act (ACA).The 

Affordable Care Act of 2010, Section 2703, created an optional Medicaid State Plan benefit for 

states to establish Health Homes to coordinate care for people with Medicaid who have chronic 

conditions by adding Section 1945 of the Social Security Act. The District of Columbia received 

a planning grant from the HHS Center for Medicare and Medicaid Services (CMS) in 2012, to 

design and implement a Health Homes initiative for the District. The Health Homes Initiative 

serves populations who have 2 or more chronic conditions, have one chronic condition and are 

at risk for a second, or have one serious and persistent mental health condition. Through 

analysis of claims data targeted at creating the largest reduction of hospital admissions and 

preventable emergency department use, the District has chosen to focus on beneficiaries with 

mental illness. The following services will be provided to enrollees:  

• Comprehensive care management 
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• Care coordination 

• Health promotion 

• Comprehensive transitional care/follow-up 

• Patient & family support 

• Referral to community & social support services 

The DC Health Homes Initiative will use health IT and HIE technology to support the 

coordination and integration of care and associated health beneficiary organizations. In 

February of 2012, the District contracted Health Management Associates (HMA) to perform an 

“environmental scan” of current and upcoming health information technology (HIT) and health 

information exchange (HIE) capabilities in the District that could be leveraged to support the 

program. The scan concluded that there was significant potential to support the program in 

many of the current and emerging health information exchange initiatives in the District; 

however the program will require building or customizing existing functionality to create the 

requisite interfaces and facilitate exchange of information between health home providers and 

District agencies. The program has identified the following information gaps to address with 

using its expanded exchange technology: 

• Hospital encounters & primary care information 

• Hospital encounters for voluntary admissions 

• Information related to chronic conditions outside of mental health  

Significant privacy, security and consent policy will be required if the system supports bi-

directional information exchange. The program will explore consent models to allow necessary 

information to be shared with Primary Care Providers. The program is currently targeting a go-

live date of October 2014 for this expanded HIT initiative. 

 

Role of MMIS in Current HIT/E Environment (Response to Question #8) 

 

Changes to the MMIS system will be required to support the Medicaid EHR Incentive Program. 

The system changes that the District is currently undergoing as part of the MITA assessment, 

conversions to the ICD-10 protocol and modifications to interface with the District’s HIE will 

also support the EHR Incentive Program and further promote providers’ ability to achieve 

Meaningful Use. 

 

For the EHR Incentive Program, DHCF procured services from Xerox to run a web-based 

application process.  This tool will interface with the NLR and will accept files from and 

transmit files to the MMIS system to verify eligibility and to process payments to qualified 

applicants.    DHCF works closely with Xerox to operate the program and process payments for 

the duration of the Medicaid EHR Incentive Program. All changes to the SLR are complete as of 

2016. 
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DHCF added a new provider type code to allow for payment processing for those providers 

who currently do not bill directly for approved Medicaid services such as providers practicing 

in FQHCs and physician assistants (PAs).  Additional details regarding Xerox’s solution and its 

interface with both the NLR and MMIS are further defined in Section C. 

 

Relationship with State Government HIT Coordinator (Response to Question #10) 

 

As DHCF acts as the lead agency for state HIT efforts and the Medicaid EHR Incentive 

Program, the DHCF Health Care Reform and Innovation HIE/HIT Program Manager serves as 

the State HIT coordinator, leads the DC HIT/HIE efforts and is also the lead executive in charge 

of administering the EHR Incentive Program.  In addition to the efficiency gained from this 

dual-oversight role, this central oversight also allows for close coordination among the key 

stakeholders.  The District’s HIT Coordinator, a DHCF position, is a key state government 

resource required under the State HIE Program and responsible for coordinating the planning 

and implementation of the District’s Strategic and Operations plans, HIT adoption and state 

government HIT and HIE strategies.   

 

Current Department Activities Likely to Influence EHR Incentive Program (Response to 

Question #11) 

 

DHCF is engaged in a number of efforts to promote HIT adoption among Medicaid providers in 

the District.  These include: 

 

• Collaborating and leveraging experiences of the “Early Adopter” program  

 

• Using the DHCF website, the Medicaid provider portal and Medicaid payment 

remittances to inform providers about the program 

 

• Leveraging connections with providers and stakeholders involved in the HIE 

development 

 

• Coordinating with eHealthDC (the District’s REC) 

 

• Developing relationships and meeting with hospital CIOs  

 

• Developing additional outreach materials and defining opportunities to inform 

stakeholders about the program 

 

Recent Relevant Changes to State Laws and Regulations (Response to Question #12) 
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DHCF implemented rules governing the Medicaid EHR Incentive Payment Program in the 

District: Chapter 89 of Title 29 of the District of Columbia Municipal Regulations (DCMR).  The 

final rules published in the DC Register are attached as Appendix IV.  No additional laws or 

regulations have been enacted since 2014 to support the HIT program. In the fall of 2016, the DC 

HIE Policy Board created a subcommittee to develop draft regulations that will articulate the 

requirements to be formally “designated” as an HIE operating in the District.  

 

HIT/E Activities Crossing State Lines (Response to Question #13) 

 

The District, Maryland, and Virginia have initiated discussions regarding collaboration with 

EHR/HIE planning, development and implementation, sharing best practices and lessons 

learned and, where possible, entering into joint ventures and partnerships that maximize the 

financial and program leverage of the District in implementing its EHR/HIE initiatives. 

 

In 2013, DHCF provided funds to six District hospitals to join a state HIE.  The six hospitals all 

joined CRISP, Maryland’s HIE.  CRISP’s core services include encounter notification, encounter 

reporting and a provider portal for querying patient health history. The goal of the Program is 

to transmit patient health information within and between state borders resulting in the 

delivery of better-coordinated and more efficient patient care. All 6 of the hospitals that joined 

CRISP stayed enrolled in the ENS service, and two more hospitals have also joined CRISP. As of 

2016, all acute, non-federal hospitals in DC are participating in CRISP. 

 

Through regional planning efforts for information exchange with Maryland and Virginia, 

DHCF has been involved in reviewing each jurisdiction’s HIE laws and policies in addition to 

other state HIE programs.  

Current Interoperability Status of State Immunization Registry and Public Health Surveillance 

Reporting (Response to Question #14) 

 

Currently, DC Medicaid providers who have EHR systems and internet access can interface 

with the State Immunization Registry.  As part of the development of the HIE, the District’s 

Department of Health (DOH) expanded electronic functionality and deployed an interface 

system architecture based on the Orion Health Rhapsody Enterprise software solution. 

Rhapsody is middleware that will function as an integration broker for health department 

messaging.  Rhapsody will be used to integrate all core DOH systems such as the DC Public 

Health Information System (DCPHIS), DC Immunization Information System (DCIIS), DC 

Cancer Registry (DCCR), National Environment Disease Surveillance System (NEDSS), and 

other registry systems within DOH.   

 

Rhapsody will also be used to deploy standards-based message routing to HIEs.  The Rhapsody 

interfaces are currently in the testing phase.  Upon launch, these portals of the HIE will allow 

providers to use data in the District Immunization Registry to further enhance Early and 
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Periodic Screening, Diagnosis, and Treatment (EPSDT) program rates and other clinical 

improvements.  Physicians accessing a patient’s immunization record through the registry 

currently see both an immunization history for the patient and notifications for vaccinations 

that are overdue or due.  Immunization data is currently being transmitted to the DOH system 

from provider EHRs.  These exchanges will also support providers demonstrating meaningful 

use requirements beyond AIU. 
 

As a result of data mapping efforts (see Figure A.3), DHCF has greater insight into the data 

flows at DOH. 

 

Figure B.3: DC Department of Health Data Flow 

 
 

 As of 2016, DC DOH supports syndromic surveillance, electronic laboratory reporting, and a 

cancer registry. Information about DOH’s Meaningful Use activities can be found at: 

http://doh.dc.gov/page/meaningful-use-mu-public-health-reporting. 

DC Department of Health

Labs

Immunization

Case Forms

Vital Statistics

Labs

Immunization

Cancer

Case Forms

Vital Statistics

Labs

Case Forms

Vital Statistics

Reportable 

Case Forms

Vital Statistics

Labs and  Cases

STD, TB

Labs

Hep Cases

Hep Labs

Labs

Case Forms

Vital Statistics

HIV

Cases

& Labs

Johns
Hopkins
(Sibley)

Howard
University
Hospital

GWU
Hospital

United
Medical
Center

Children's National Clinics

Children's
National

Providence Hospital Clinics

MedStar
(GUH, WHC)

Providence 
Hospital

Mary s Center

Unity Health Care

CNHN Member Clinics

Kaiser Network

Bread for 
the City

Whitman 
Walker

Community 
of Hope

FMCS

Spanish 
Catholic Ctr

Health Centers

La Clinica 
del Pueblo

Independent Clinics & Providers

Electronic 

Labs DB

Rhapsody 

Integration Engine

BridgeIT 

Reporting

eHARS 

DC

Hepatitis 

Case

DB

Rocky Mountain 

Cancer Registry

Acute

WIC MIS

WIC Patient

Management

ESSENCE
Syndromic 

Surveillance

DOCIIS
Immunization

Registry

eMARC
Cancer 

Registry

Ambulatory

NBS
Disease Case 

Reporting

DC PHIS
HASTA

CDC

eHARSArboNet NNDSS NTSSCR NETSS

Cancer

Immunization

Cancer

Labs

Syndromic

Immunization

Cancer

Labs

Syndromic

Immunization

Cancer

Labs

Immunization

Cancer

ELR – via PHINMS

Clinics/Private Labs

HIV ELR

HIV/AIDS

ImmunizationCancerSyndromic

Mosquito-

Borne:

Zika

WNV

EEE

etc

Non HIV

STDs
TB

ELR for 

STD/TB

Planned 

2016/17: 

HIV, HEP B/C

Immunization

Cancer

Syndromic

Most

Reportable

Illnesses

DC Primary Care Association

LabCorp

Other 
Commercial 

Labs

ELR

NO: HIV, STD

Hep B/C

Cancer

Immunization

Cancer

SOME
Metro
Health

4 others

VSIMS
Vital Statistics

PMP AWARxE

Rx Drug 

Monitoring

CIQN

CPC HIE

Final Lab

Radiology Reports

Reportable Labs (ELR)

Radiology Reports

Inpatient/ED

Ambulatory Encounters

Radiology Reports

Lab Reports

Discharge Summaries

HL7

Encounter Alerts

ADT feeds

CCDs

Pt demographics

DC Gateway

Encounter Alerts

ADT feeds

Planned

Web Portal

Entry from 

WIC Clinics

CCDs, Labs

Immunizations

Immunization

 (and Cancer for Kaiser and 

Capital Women s Center)

Syndromic

(VPN connection)

Pharmacies

Rx Drugs

Pharmacy Immunization

http://doh.dc.gov/page/meaningful-use-mu-public-health-reporting


Department of Health Care Finance State Medicaid Health Information Technology Plan 

Section B:  “To-Be” Landscape 

 

Submitted: 10/7/11;Updated: 3/11/14, 7/1/16, 3/21/17 

 

36 

Section B:  To-Be Landscape 

This section responds to each of the questions listed in the CMS State Medicaid HIT Plan 

Template and provides an overview of DHCF’s “To-Be Landscape” as it implements the 

Medicaid EHR Incentive Program and moves towards achieving its HIT and HIE vision. 

 

Table B.1:  Section B Questions from the CMS State Medicaid HIT Plan (SMHP) Template 

Please describe the State’s “To-Be” HIT Landscape: 

1. Looking forward to the next five years, what specific HIT/E goals and objectives does the SMA expect to 

achieve? Be as specific as possible; e.g., the percentage of eligible providers adopting and meaningfully using 

certified EHR technology, the extent of access to HIE, etc. 

2. *What will the SMA’s IT system architecture (potentially including the MMIS) look like in five years to support 

achieving the SMA’s long term goals and objectives? Internet portals? Enterprise Service Bus? Master Patient 

Index? Record Locater Service? 

3. How will Medicaid providers interface with the SMA IT system as it relates to the EHR Incentive Program 

(registration, reporting of MU data, etc.)? 

4. Given what is known about HIE governance structures currently in place, what should be in place by 5 years 

from now in order to achieve the SMA’s HIT/E goals and objectives? While we do not expect the SMA to know 

the specific organizations will be involved, etc., we would appreciate a discussion of this in the context of what 

is missing today that would need to be in place five years from now to ensure EHR adoption and meaningful 

use of EHR technologies. 

5. What specific steps is the SMA planning to take in the next 12 months to encourage provider adoption of 

certified EHR technology? 

6. ** If the State has FQHCs with HRSA HIT/EHR funding, how will those resources and experiences be leveraged 

by the SMA to encourage EHR adoption? 

7. ** How will the SMA assess and/or provide technical assistance to Medicaid providers around adoption and 

meaningful use of certified EHR technology? 

8. ** How will the SMA assure that populations with unique needs, such as children, are appropriately addressed 

by the EHR Incentive Program? 

9. If the State included a description of a HIT-related grant award (or awards) in Section A, to the extent known, 

how will that grant, or grants, be leveraged for implementing the EHR Incentive Program, e.g. actual grant 

products, knowledge/lessons learned, stakeholder relationships, governance structures, legal/consent policies 

and agreements, etc.? 

10. Does the SMA anticipate the need for new State legislation or changes to existing State laws in order to 

implement the EHR Incentive Program and/or facilitate a successful EHR Incentive Program (e.g. State laws 

that may restrict the exchange of certain kinds of health information)? Please describe. 

* May be deferred if timing of the submission of the SMHP does not accord with when the long-term vision for the 

Medicaid IT system is decided.  Would be helpful to note if plans are known to include any of the listed 

functionalities/business processes. 

** May be deferred.  
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DHCF’s Specific HIT/E Goals and Objectives Over the Next Five Years (Response to Questions 

#1 and 4) 

 

This section provides an overview of DHCF’s vision of how the Medicaid EHR Incentive 

Program will support DHCF’s overarching HIT goals to have Medicaid providers adopt and 

meaningfully use EHRs and participate in HIE.  Achieving this goal will have a significant 

impact on the health of District residents.  Medicaid patients use more services and that are 

often more intensive and costly.  If EHRs and HIE are used to manage care for District patients, 

we anticipate better continuity of care, better health outcomes, increased patient safety and 

improved program efficiency. 

 

DHCF is confident that providers will adopt EHR and HIT technologies.  Our vision for the 

future is optimistic and we have aggressive goals.  As with the ONC, DHCF’s goal is for 100 

percent of Medicaid providers to adopt and meaningfully use EHRs.  However, this will take 

many years to accomplish even with the Medicaid EHR Incentive Program providing payments 

for adoption and meaningful use.  

 

Our goal by the end of the Medicaid MU program in 2021 is to achieve 100 percent adoption of 

Certified Electronic Health Record Technology (CEHRT) by Medicaid-eligible providers and 

facilitate those providers’ use of HIE to meet MU objectives. DHCF seeks to actively encourage 

adoption of EHR technology by providers who have not yet adopted any CEHRT. DHCF 

recently conducted an analysis of attestation and EHR incentive payment receipt among EPs. 

This analysis quantifies the District provider population that DHCF intends to reach by the end 

of the fiscal year. As a result, DHCF set a goal of reaching out to all EPs who have not yet 

attested for AIU, and plans to work with 650 providers to ensure that a minimum 325 begin the 

attestation process. 

  

In order to reach this goal, DHCF requested a six-month extension from CMS for program year 

2016, beginning on March 31, 2017 and ending on September 30, 2017 and provided a rationale 

and plan of action to support this request. The extended six-month grace period will allow 

DHCF to 1) finalize and execute a robust provider outreach plan to reach EPs; 2) target provider 

sites in the District at which there is the greatest opportunity to bring providers to the MEIP; 

and 3) ensure that interested EPs have a final-well-communicated opportunity to attest with 

robust technical assistance to facilitate participation in the MEIP.  

 

DHCF is also charged with overseeing HIE initiatives for the District, which gives the agency a 

unique perspective on HIE adoption for Medicaid providers.  The District’s high level vision for 

HIE is documented in District of Columbia Health Information Exchange Strategic Road Map: A 

Pathway for the Future of the DC Health Information Exchange. That document is the result of work 

conducted by DHCF after the State HIE Cooperative Agreement See page 40. from the US 

Department of Health and Human Services. Through extensive research, analysis and public 
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input and deliberation, the DC HIE Policy Board set a vision and recommendations to drive 

HIE in the post-cooperative agreement phase. The Board made key recommendations in the 

areas of governance, technology and finance, including: 

  

• Governance: 

– DC must have a local coordinating entity (i.e., HIE Policy Board) to support 

development/pursuit of District’s HIE goals 

– Governance model should use a public utility approach 

– Core functions include: 

• Develop policies around technology activities/use 

• Guidance around privacy laws, security, and access 

• Identify trusted sources for standards 

• Monitor/evaluation performance and outcomes of HIE 

 

• Technology: 

– Approach MUST build on existing HIE efforts in the District 

• Identified five key HIE Partners: 1) Capitol Partners in Care, 2) Children’s 

IQ Network, 3) CRISP, 4) DOH, and DBH 

– Prioritize serving Medicaid beneficiaries 

– Develop/prioritize use cases critical for population health 

– Increased access to Medicaid claims data 

– National data standards should be promulgated to promote interoperability 

–  

• Finance: 

– Approach should have a plan for achieving long-term financial sustainability 

• This includes pursuing federal 90/10 match for the 

development/implementation of HIE strategies that could serve the 

Medicaid population 

– Determine value drivers to encourage HIE participation from private 

stakeholders 

– Begin to develop options for subscription and transaction fees based on best 

practices from other HIEs 

 

 

In addition, the HIE Policy Board developed a slate of guiding principles for HIE Activities: 

 

Governance of HIE in the District must be inclusive of multiple stakeholders.   HIE touches 

and affects many individuals and organizations within the District.  They must have input 

on development of the HIE policy moving forward. 

Goals for HIE should be aligned with District goals for the health of patients.   The 

advantages to a functional and sustainable HIE are significant for patients.  At the same 
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time, HIE is most effective when it is aligned with other strategies such as payment policy 

and public health investment. Aligning HIE functionality with payment incentive for 

providers will produce the most widespread HIE adoption. 

Operations of HIE in the District must be flexible to both address and adapt to changes in 

the marketplace.  The state of technology is constantly changing and improving, and the 

HIE operations must be able to respond to advances in technology, changes in health policy 

(such as reporting on national quality programs), changes in legal issues (such as those 

regarding privacy and security of personal health information) and potential new mandates 

regarding issues such as care coordination or disease surveillance. 

Any efforts to expand HIE must coordinate with existing HIE programs within the District.  

There are a number of HIEs (with various functionality and funding sources) currently 

operating within the District, each with its own network of patients, providers and 

stakeholders.  (See the Appendix for a table a few selected HIE in the District.) It is 

important that the efforts to expand HIE build on this work and be coordinated in order to 

avoid redundancy. 

Innovation must be accelerated.  Any governance approach to HIE should serve as catalyst 

for innovations in the way information is exchanged, collected and used. 

The privacy and security of personal health information must be preserved.  The exchange 

of personal health data is significant and the appropriate protections, both from a legal and 

technical standpoint, must be implemented. 

 

 

 

DHCF’s developed goals support these benchmarks.  Figure B.1 below describes these goals. 
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Figure B.1:  DHCF’s HIT Goals 

 

 

 

Reaching DC’s HIE goals is a collaborative effort that includes many stakeholders. The DC HIE 

Policy Board will continue to provide advice to the Mayor and Directors of the District’s HHS-

cluster agencies (i.e., DHCF, DOH, DBH, DHS, and OCTO).  

 

DHCF MMIS System Architecture and EHR Incentive Program System (Response to Question 

#2) 

 

The District’s MMIS architecture will provide a foundation for other HIT goals.  The District is 

planning for future system connectivity improvements by implementing a Services Oriented 

Architecture Enterprise Service Bus which over the next five years will allow the District to 

connect HIE, health insurance exchange (HIX), data warehouse, and workflow systems together 

in an efficient manner and allow the new processes as services that can be reused by other 

functions.   

To achieve MITA Maturity Level 4, the District and DHCF must provide the infrastructure to 

automate access to and use of clinical data.  Promoting the adoption of EHRs through the 

Incentive Payment Program, and developing the HIE will further our goals for achieving Level 

Improve provider performance on clinical quality measure and objectives 

Track the usage of HIE services and increase percent of providers exchanging data to 
support HIE goals

Use HIE to promote continuity of care and patient-centered medical homes

Develop additional DC HIE functionality based on a community input.   

Maintain provider satisfaction with the incentive program including satisfaction with the 
application process

Retain enrolled providers from initial enrollment to reaching meaningful use and 
increase the number of providers who reach meaningful use at different stages

Increase provider participation in the Medicaid EHR Incentive Program
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4 maturity.  In addition, the District plans to integrate and automate clinical data into its 

operations as part of ICD-10, X12, 5010 and HIE efforts which are scheduled to occur before 

2021.  The District Medicaid Enterprise will see enormous amounts of change in the next nine 

years due to the significant changes as a result of health care reform.  The seamless connection 

of these systems will be critical to the converging successes on various levels.   

As the Medicaid enterprise matures, program management benefits from immediate access to 

information, addition of clinical records, use of standards, and interoperability with other 

programs.  The Medicaid program is moving from a focus on daily operations (e.g., number of 

claims paid) to a strategic focus on how to meet the needs of the population within a prescribed 

budget. 

 

Specifically to support the EHR Incentive Program and as further described in Section C, Xerox 

deployed an application tool and to initiate payments.  Xerox’s solution addresses a number of 

operational challenges and will include a number of modules including: 

 

• An e-solution that interfaces with the NLR and the MMIS system via acceptance of 

flat files for provider listings and claims volumes 

 

• An e-solution that allows providers to submit needed documentation to properly 

support their attestations  

 

• A solution that provides support and tracking of provider inquiries resolution and 

appeal escalation 

 

• Call Center to respond to provider requests for information and application 

assistance 

 

All MMIS development related to HIT will be coordinated with ongoing federal initiatives, 

especially with changes associated with the 5010 and ICD-10 initiatives, the Patient Protection 

and Affordable Care Act, eligibility and enrollment streamlining, program integrity and the 

development of the MITA 3.0. 

 

Medicaid Provider Interface with the DHCF IT System as it Relates to the EHR Incentive 

Program (Response to Question #3) 

 

In 2013, DHCF procured a contract with Xerox to develop the interface between CMS and 

DHCF and also the interface between the provider and the District’s registration and attestation 

process.  Xerox developed a link on the DC Medicaid website that will direct providers to the 

registration portal.  Any links developed will be consistent in how they direct providers to 

ensure seamless and user-friendly interfaces for providers.  Providers use the SLR registration 

portal to submit application information, attestations, and report meaningful use information 



Department of Health Care Finance State Medicaid Health Information Technology Plan 

Section B:  “To-Be” Landscape 

 

Submitted: 10/7/11;Updated: 3/11/14, 7/1/16, 3/21/17 

 

42 

and data.  The SLR sends messages to the applicant regarding the status of the application and 

Xerox will provide application support through the call center and in technical assistance 

materials.  DHCF communicates with providers about the application process using various 

means such as web-based information and documents and webinars.  DHCF publicizes 

information about the HIT program through the agency’s web site and a provider outreach 

page in conjunction with the SLR at http://dhcf.dc.gov/page/health-information -technology-01. 

DHCF staff revisits this information at least annually to communicate program changes. 

 

In November 2016, DHCF made changes to its website to enable a more user friendly format. In 

addition, DHCF’s Public Affairs Officer occasionally sends out information about the HIT 

program via social media (i.e. Twitter). Such improvements and expanded outreach efforts have 

resulted in ongoing communication with DCPCA and other District organizations and on 

several instances groups have shared messages from DHCF with their membership via email or 

web communication.  

 

DHCF’s technical assistance and outreach program will be implemented in 2017.  The program 

will consider new modalities, such as social media and webinars, for communicating HIT, EHR 

and MU information. 

 

HIE Governance Structures Currently in Place and what will be in Place in 5 Years to Achieve 

the SMA’s HIT/E Goals and Objectives (Response to Question #4) 

 

DHCF is charged with not only developing and implementing the Medicaid EHR Incentive 

Program but also with developing and implementing the DC HIE.  The DC HIE Policy Board 

will provide organizational oversight and governing authority for the DC HIE and stakeholder 

engagement. 

 

The DC HIE Policy Board (Board) was initially established by Mayor’s Order in February 2012. 

The purpose of the Board is to advise the Mayor and the Directors of the Department of Health 

Care Finance (DHCF), Department of Health, Department of Behavioral Health, Department of 

Human Service, and the Office of the Chief Technology Officer, regarding the enhancement and 

sustainability of secure, protected exchange of health information among health providers and 

other authorized entities. The Board consists of twenty-two (22) members, including seven (7) 

District government representatives appointed by the Mayor. After DHCF completes a new 

environmental scan in 2017, staff will review findings to determine if there are additional 

stakeholders that need to be included either formally (such as through board or subcommittee 

participation) or informally.  

The DC HIE Policy Board is an independent advisory committee under the direction of the 

DHCF, and focuses on developing policies essential to broad implementation of secure, 

protected health information exchange benefiting District stakeholders. The DC HIE Policy 

Board is responsible for advising DHCF and the Mayor on the overall strategic direction for DC 

http://dhcf.dc.gov/page/health-information%20-technology-01
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HIE as well as providing recommendations on its development and implementation. Working 

with HCRIA’s HIE/HIT team and other strategic advisors, the DCHIE Policy Board will provide 

feedback on the implementation of technical and policy components that are critical to a 

successful health information exchange. The Board was structured to provide multi-

disciplinary, multi-stakeholder representation and collaboration, to promote transparency, buy-

in and trust, and ensure coordination and alignment efforts across the District.  

The functions of the board include:  

• Make recommendations based on the development of policies essential to broad 

implementation of secure, protected health information exchange benefiting District 

stakeholders. 

• Make recommendation on the Health Information Exchange efforts available and/or 

underway within the District, under the direction and supervision of DHCF. 

• Make recommendations to the Mayor and DHCF regarding improving HIE including its 

operations, vision, mission, geographic scope and functional scope. 

• Make recommendations regarding applicable mechanisms and/or governance structures 

for HIE in the District   and to coordinate HIE activities among stakeholders and across 

state, regional, and local levels 

HIE Designation 

DHCF will develop a designation process that will be used to sanction District-approved HIE 

entities and facilitate future HIE-related initiatives. Currently, there is no standard definition of 

what it means to be an HIE in the District. Those entities that consider themselves to be an HIE 

in the District have different capabilities, functionality, and levels of access, and. This creates a 

disjointed and uncoordinated HIE landscape. To address these issues, we identified three main 

objectives for designation: 

• Standardize the minimum capacities and functionality of HIEs operating in the District 

• Enable entities to achieve HIE designation via clear requirements for operation 

• Encourage interoperability of HIEs so that information can flow freely and securely 

between sites of care  

DHCF has identified six key categories of requirements for the HIE designation: 

1. Accreditation and certification 

2. Business operations 



Department of Health Care Finance State Medicaid Health Information Technology Plan 

Section B:  “To-Be” Landscape 

 

Submitted: 10/7/11;Updated: 3/11/14, 7/1/16, 3/21/17 

 

44 

3. Performance and monitoring 

4. Policies and procedures 

5. Security and encryption 

6. Technical 

At a minimum, designated HIEs will be required to meet specific thresholds and milestones in 

each of the six requirement categories above. However, such designation requirements must be 

incorporated into a new District legislation and regulation before being implemented. Once 

these have been promulgated, DHCF will begin to designate eligible HIEs to operate in the 

District and to support the scope of HIT tools and capacities needed to enhance care delivery, 

payment, and community linkages. 

Designated entities will be able to capture and transmit data between disparate sites of care. 

This would enable providers to receive, review, and amend real-time updates to patient care 

plans and patient care profiles (discussed later). Enhanced connectivity will also allow 

providers to view health information at the population level, enabling population health 

management for an entire patient panel. 

 

The designation process is consistent with the vision laid out in the DC HIE Road Map, which 

called for a combination of a District government based advisory board to set overall direction 

and to convene stakeholders and working with existing private entities that are already 

conducting HIE activities in the District for implementation and operations. The Policy Board 

agreed that this model best addresses the goals of being able to rapidly address the fast moving 

and changing technology, policies and needs of providers and also reinforce existing HIE 

resources and assets in the District. Thus, the HIE Policy Board has instructed DHCF to research 

ways to establish formal and legal partnerships with existing HIE entities in order to facilitate 

ongoing investment in these resources. 

 

DHCF plans to implement the designation process for FFY18. Once fully implemented, DHCF 

will conduct an annual cycle of activities to evaluate current and previous HIE initiatives, 

receive input from stakeholders on needs for additional HIE services, develop initiatives that 

best meet stakeholder needs, request IAPD funds and then work with designated HIE entities to 

implement projects.     

 

 

 

 

 

 

Through this coordination and involvement of stakeholders for the HIE, DHCF will advance its 
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HIT goals for both the DC HIE and the Medicaid EHR Incentive Program over the next 5 years. 

 

Role in Encouraging HIT Adoption and Ongoing Provider Outreach and Education (Response 

to Questions #5 and 7) 

 

DHCF understands that providers will need other financial and technical assistance resources 

beyond EHR incentive payments.  To that end, DHCF will implement a comprehensive 

outreach and technical assistance in 2016 that will last the duration of the program through 

2021. DHCF will recruit a vendor through a competitive solicitation to work with DHCF to 

design the activities and to implement the agreed-upon activities. The vendor will also be 

encouraged to form partnerships with relevant professional or community organizations to 

reach targeted segments of the provider community.  

 

DHCF will solicit a vendor (or group of vendors and /or community groups) to conduct a broad 

outreach campaign to promote the use certified of EHR technology, promote the MEIP and also 

to educate the provider community about DC’s Meaningful Use goals and health information 

exchange. DHCF will also conduct activities to help providers implement and more 

meaningfully use their electronic health records. This program will have three key activity 

areas: 

1) HIT Outreach and Technical Assistance: DHCF will offer intensive support to providers 

that need help adopting certified EHR technology or need additional support to 

optimize their practice’s use of certified EHR technology. Potential target groups for this 

activity are physician specialists and dentists that have low EHR adoption rates in DC 

and would benefit from additional support to meet Meaningful Use objectives. DHCF 

estimates 50 providers could be served through this activity in the first year. Tactics for 

this activity could include: 

• Identifying providers to target for services 

• Working with targeted providers on planning and selecting an EHR system 

• Helping targeted providers select and contract for an EHR and incorporate it into 

their practice workflows 

• Assisting targeted providers with EHR implementation, ongoing evaluation and 

process improvements 

• Supporting targeted providers in attesting for EHR incentive payments 

• Monitoring ongoing progress and provide periodic reports to DHCF 

This activity aims to increase the number of DC providers using certified EHR technology, 

build providers’ capacity to integrate EHR into care delivery processes to ensure long-term use, 

and improve outcomes and care delivery for providers serving vulnerable populations. 
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2) HIT and HIE Awareness – DHCF will retain a vendor to conduct a broad outreach 

campaign to the provider community on both HIT and HIE awareness. This outreach 

activity will educate providers about the MEIP and DC’s Meaningful Use goals. HIT 

Tactics in this activity include: 

• Attending meetings or conferences of local health care organizations or large 

practices to present about MEIP and MU requirements 

• Developing messages with DHCF on the importance and best practices of MEIP/MU, 

AIU, MU Stage 1, MU Stage 2, and CQM that can be communicated via web-based 

and/or written materials 

• Working with DHCF to determine providers that may not have received any MU 

incentive payments (through Medicare, DC SLR or MD SLR) 

• Developing educational materials to help providers attest for payments and use the 

SLR 

• Facilitating targeted in-person or telephone outreach to providers 

• Developing channels (email lists, social media, blogs, etc.) to broadly alert the 

provider community about changes to MEIP/MU program 

 

3) DHCF will also conduct outreach to eligible providers about the HIE options that are 

available in DC. This also aligns with the DC HIE Policy Board’s Road Map for HIE in 

DC. Tactics for this activity include: 

• Developing a strategy to educate providers on the types of health information 

exchange that are available in DC via the five HIEs (CRISP, DOH Public Health, 

CPC, DBH, Children’s IQ) 

• Conducting assessment of providers to determine who needs outreach about HIE 

services, creating and providing instructional (print or web) materials on how to use 

services (ENS) 

• Conducting training sessions (in person or web) 

• Conducting follow up visits to large groups of providers and providing support to 

providers in adapting work flows to using services (such as CRISP ENS) 

 

In addition, resources could be used to enable better integration between a provider’s EHR and 

their HIE server through direct delivery of information into their EHR and ability to access HIE 

information through their own EHR (through a single sign-on). This will meet the goal of 

increasing the number of DC providers that are meaningful users of certified EHR technology 
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encouraging providers about the availability of services in DC to exchange health information 

with providers beyond their current systems (such as FQHC to hospitals, etc.). 

Leveraging Related Funding Resources (Response to Questions #6 and 9) 

 

DHCF has had a strong and longstanding relationship with the DCPCA and participates in 

DCPCA meetings.  DCPCA has been working with District community health centers to adopt 

electronic medical record systems and enable HIE through the DC HIE. 

 

DHCF will continue to leverage the experiences of the health centers in which the DCPCA 

helped to implement eClinicalWorks.  As EHRs collect data at these clinics over time, DCPCA 

will explore their potential to drive evidence-based practices through aggregation and analysis 

of population-level data. 

 

DHCF will also continue to work with the eHealthDC regional extension center (REC) that is 

operated by the DCPCA.  The REC is assisting approximately 1,000 primary care providers in 

implementing and achieving meaningful use of EHRs. 

 

The DC RHIO was a project led by DCPCA and was initially funded by a $6 million grant from 

the District Tobacco Funds Proceeds.  In fall of 2010, the DC RHIO began operating on other 

funds.  However, the DC RHIO ceased operations in 2012 due to governance and sustainability 

issues.  Lessons learned from the former DC RHIO will be important as the expansion of the DC 

HIE will become instrumental in providers achieving meaningful use.  In addition, the existing 

efforts and relationships established in the creation and implementation of the DC HIE will be 

valuable to the success of the EHR Incentive Program.  Both the DC HIE and the Medicaid EHR 

Incentive Program share common goals to assist providers in securely sharing health 

information so as to improve health outcomes. 

 

 

Addressing the Unique Needs of Special Populations (Response to Question #8) 

 

EHR technology is effective in addressing the unique, complex, and special healthcare needs of 

Medicaid patients as well as addressing racial and ethnic healthcare disparities.  These 

populations may have the most to gain from successful EHR adoption and HIE.  HIT that 

adequately captures and exchanges appropriate medical information in real-time is essential for 

providing effective and appropriate healthcare to populations with unique needs.  For patients 

with complex healthcare needs, this could include exchanging healthcare information with all 

providers, social agencies and the patient to coordinate and manage complex conditions.  In 

addition, to address and reduce racial and ethnic disparities, it is first necessary to identify these 

disparities so that we are able to develop proper interventions and track improvements. 

 

DHCF also envisions that it will use HIT to improve healthcare for children.  Information from 

http://www.dcpca.org/initiatives/enhancing-communication-healthcare-system/
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the CHIPRA demonstration grants, structured to foster state quality improvement strategies at 

the intersection of children’s health measurement, HIT, and clinical care, will also provide 

resources for the District and other state agencies in this area.  DHCF is interested in CMS and 

Agency for Healthcare Research and Quality’s (AHRQ) progress towards developing pediatric 

functionality in EHRs that is being championed by a CHIPRA-led pediatric EHR initiative that 

is designed to provide a set of national standards to support the needs of children and pediatric 

practices in EHR development.  For example, most EHRs do not have separate weight and 

height tables for dosing which is critical to avoid medication errors in children.  Most EHRs also 

do not have information or clinical decision support related to critical developmental milestones 

for children. 

 

DHCF also believes that the use of EHRs and HIT can improve effectiveness in reporting, e.g., 

the Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) program.  Historically, 

Medicaid providers reported EPSDT services for children enrolled in Medicaid using paper 

forms.  Electronic tracking and submission of EPSDT services will allow DHCF to track when 

these services are and are not being delivered so that it can develop interventions with 

providers when necessary.  In addition, the District is under a Court order to ensure that EPSDT 

services are provided and electronic reporting can help assure compliance with this order. 

 

The District’s EPSDT benefit, HealthCheck, was developed through collaboration with local 

providers and is based on a previous version of Bright Futures guidelines.  The HealthCheck 

benefit is updated regularly to reflect standards contained in the latest version of Bright Futures 

Guidelines, and is also modified to serve the unique needs of the District’s Medicaid 

population.  Physicians and others who provide HealthCheck services can use the HealthCheck 

Provider Education System (http://www.dchealthcheck.net/index.html) to access information, 

training and other clinical support materials.  The HealthCheck provider portal contains 

training and resources detailing the required components of an EPSDT well child visit and 

other topics of interest to well child service delivery, including dental screening and childhood 

obesity issues.  The portal also describes the data elements in electronic health records needed 

for various components of a well child visit. 

In addition to a high-functioning quality improvement strategy within DHCF, the District can 

deploy a variety of provider and community assets to support and enhance the District quality 

strategy.  The HealthCheck Portal, for instance, is a significant resource in reaching 

pediatricians with quality improvement resources and education.  The Partners in Healthcare 

Quality program (PICHQ) is another valuable resource that has been instrumental in 

identifying quality improvement priorities and developing and implementing specific 

strategies. As in the broader quality improvement strategy for the District, the Medicaid MCO 

plans have a key role to play in quality improvement.  Current quality efforts indicate that 

leveraging MCO expertise in quality improvement has been a successful strategy, allowing the 

District to benefit from MCO innovations and targeted efforts focusing on their provider 

http://www.dchealthcheck.net/index.html
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networks. 

The Need for Additional Legislation (Response to Question #10) 

 

Previously, the District has the most restrictive sharing laws with respect to behavioral health 

information.   In 2015, with the support of the DC HIE Policy Board, the DC Council passed The 

Behavioral Health Coordination of Care Amendment Act of 2015. That law fosters much needed, 

integrated physical and mental health care by permitting communication of vital health 

information between physical health and mental health providers in the District. 

 

In addition, DHCF anticipates needing legislation to enable the HIE designation process. The 

designation process will be used to work with existing and future non-government HIE 

organizations to create a more cohesive HIE ecosystem and standardize minimum capacities 

and functionality of HIEs operating in the District. The proposed legislation will seek to give the 

Director of DHCF the authority to designate HIEs and set standards.  DHCF has started work 

on this legislation in FY16 and is targeting full implementation by FFY2018.  
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Section C:  DHCF’s EHR Incentive Payment Program, Methods and 

Activities to Administer and Oversee the EHR Incentive Program 

 

Overview 

 

This section responds to each of the questions listed in the CMS SMHP Template and provides 

an overview of the activities DHCF will undertake to administer and ensure that eligible 

professionals (EPs) and eligible hospitals (EHs) have met Federal and State statutory and 

regulatory requirements for the Medicaid EHR Incentive Payment Program. 

 

Table C.1: Section C Questions from the CMS SMHP Template 

Describe the methods DHCF employs and what activities DHCF will undertake 

to administer and oversee the Medicaid EHR Incentive Program: 

1. How will the SMA verify that providers are not sanctioned, are properly licensed/qualified providers? 

2. How will the SMA verify whether EPs are hospital-based or not? 

3. How will the SMA verify the overall content of provider attestations? 

4. How will the SMA communicate to its providers regarding their eligibility, payments, etc.? 

5. What methodology will the SMA use to calculate patient volume? 

6. What data sources will the SMA use to verify patient volume for EPs and acute care hospitals? 

7. How will the SMA verify that EPs at FQHC/RHCs meet the practices predominately requirement? 

8. How will the SMA verify adopt, implement or upgrade of certified electronic health record technology by 

providers? 

9. How will the SMA verify meaningful use of certified electronic health record technology for providers’ second 

participation years? 

10. Will the SMA be proposing any changes to the MU definition as permissible per rule-making? If so, please 

provide details on the expected benefit to the Medicaid population as well as how the SMA assessed the issue 

of additional provider reporting and financial burden. 

11. How will the SMA verify providers’ use of certified electronic health record technology? 
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Table C.1: Section C Questions from the CMS SMHP Template 

Describe the methods DHCF employs and what activities DHCF will undertake 

to administer and oversee the Medicaid EHR Incentive Program: 

12. How will the SMA collect providers’ meaningful use data, including the reporting of clinical quality 

measures? Does the State envision different approaches for the short-term and a different approach for the 

longer-term? 

13. * How will this data collection and analysis process align with the collection of other clinical quality measures 

data, such as CHIPRA? 

14. What IT, fiscal and communication systems will be used to implement the EHR Incentive Program? 

15. What IT systems changes are needed by the SMA to implement the EHR Incentive Program? 

16. What is the SMA’s IT timeframe for systems modifications? 

17. When does the SMA anticipate being ready to test an interface with the CMS National Level Repository 

(R&A)? 

18. What is the SMA’s plan for accepting the registration data for its Medicaid providers from the CMS NLR (e.g. 

mainframe-to-mainframe interface or another means)? 

19. What kind of website will the SMA host for Medicaid providers for enrollment, program information, etc.? 

20. Does the SMA anticipate modifications to the MMIS and if so, when does the SMA anticipate submitting an 

MMIS I-APD? 

21. What kinds of call centers/help desks and other means will be established to address EP and hospital 

questions regarding the EHR Incentive Program? 

22. What will the SMA establish as a provider appeal process relative to: a) the incentive payments, b) provider 

eligibility determinations, and c) demonstration of efforts to adopt, implement or upgrade and meaningful use 

certified EHR technology? 

23. What will be the process to assure that all Federal funding, both for the 100 percent incentive payments, as 

well as the 90 percent HIT Administrative match, are accounted for separately for the HITECH provisions and 

not reported in a commingled manner with the enhanced MMIS FFP? 

24. What is the SMA’s anticipated frequency for making the EHR Incentive payments (e.g. monthly, semi-

monthly, etc?) 

25. What will be the process to assure that Medicaid provider payments are paid directly to the provider (or an 

employer or facility to which the provider has assigned payments) without any deduction or rebate? 
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Table C.1: Section C Questions from the CMS SMHP Template 

Describe the methods DHCF employs and what activities DHCF will undertake 

to administer and oversee the Medicaid EHR Incentive Program: 

26. What will be the process to assure that there are fiscal arrangements with providers to disburse incentive 

payments through Medicaid managed care plans does not exceed 105 percent of the capitation rate per 42 CFR 

Part 438.6, as well as a methodology for verifying such information? 

27. What will be the role of existing SMA contractors in implementing the EHR Incentive Program – such as 

MMIS, PBM, fiscal agent, managed care contractors, etc.? 

28. States should explicitly describe what their assumptions are, and where the path and timing of their plans 

have dependencies based upon: 

• The role of CMS (e.g. the development and support of the National Level Repository; provider 

outreach/help desk support) 

• The status/availability of certified EHR technology 

• The role, approved plans and status of the Regional Extension Centers 

• The role, approved plans and status of the HIE cooperative agreements 

• State-specific readiness factors 

 

As a general overview of how DHCF will administer and oversee the EHR Incentive Program, it 

is helpful to understand the entire programmatic workflow from both the perspective of the 

provider and DHCF oversight.  These workflows are illustrated in Figure C.1 below. 
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Figure C.1:  Medicaid EHR Incentive Process 
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Overall Program Administration and Oversight and Role of Contractors (Response to Questions 

#3, 4, 19, 22, 27) 

 

DHCF procured a vendor, Xerox, to support many aspects of the Medicaid EHR Incentive 

Program.  Xerox is responsible for the following aspects of the application and payment process 

under DHCF’s direction: 

• Developing a secure, web-based solution for professionals and hospitals to apply for 

the program 

• Completing pre-payment reviews of provider attestations including reviewing 

documentation 

• Reviewing and analyzing application information to identify trends, areas for 

additional outreach and areas of suspected fraud and abuse 

• Providing technical support to providers via a call center, facilitation of the appeals 

process 

Figure C.1 reflects the various layers of data exchanges across the timeline from application to 

payment.  DHCF monitors these steps through real-time analyses and evaluate the Xerox’s 

ability to process applications and approve providers for payment. 

 

Xerox reviews provider applications and attestations and works with DHCF on approval, 

pended, and denial decisions.  Providers who pass the eligibility verification are verified against 

the NLR to ensure that no new sanctions were reported between the initial NLR registration 

and the payment authorization.  Xerox then submits a payment voucher to DHCF including 

providers without sanctions and penalties and who have proven eligible for payment.  The 

payment voucher file is consistent with files typically sent by DHCF to the District’s Office of 

the Treasurer to request payment.  DHCF reviews and approves these files and will calculate a 

final payment amount by offsetting payments by any outstanding debts.  DHCF then requests 

payment from the District’s Office of the Treasurer and will concurrently notify the NLR system 

so that providers will be subsequently blocked from receiving EHR incentive payments either 

through Medicare or another state’s Medicaid program. 

 

Should Xerox find that an application is denied or pended; a resolution protocol was developed 

for these cases that includes notifying DHCF and obtaining final sign-off on denials from 

DHCF.  Xerox assists providers through a call-center and a formal appeals process that was 

established in coordination with DHCF’s existing Medicaid appeals process. 

 

While this may appear to be a detailed and complicated process, DHCF will conduct outreach 

to providers to educate them on the program requirements and will develop additional tools 

and resources that will facilitate the application process and make the program’s verification 
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exercises transparent to providers.  DHCF will coordinate with the Xerox on all correspondence 

to applicants including approval and denial messages.  As part of the outreach, DHCF also 

created application checklists that will allow providers to reasonably confirm they have 

included all needed materials to support their attestations.  In addition to making these 

resources available on the DHCF website and other venues, these checklists are automated in 

the web-based application tool. 

 

DHCF also works with the Xerox to create interfaces that readily alert applicants of their 

progress in completing the application and verifying that all files have been successfully 

submitted.   

 

DHCF began making payments in the summer of 2013.  

 

Communication, Outreach and Education (Response to Questions #4, 14, 19, 27) 

 

One of the most important steps in this process involves extensive outreach to our provider 

community to not only explain the opportunities of this program, but to engage our providers 

and stakeholders in understanding the full benefits that can be achieved through EHR adoption.  

DHCF’s comprehensive communications plan will target Medicaid enrolled providers, with 

particular interest in our high-volume providers. 

 

DHCF has a three-pronged strategy for outreach: 

• Reach providers through a variety of venues 

• Provide technical assistance to encourage participation 

• Support providers in the application process and encourage providers to achieve 

meaningful use 

 

In November 2016, an RFP was developed, and through a competitive bidding process, DCPCA 

and Clinovations were selected to perform technical assistance and outreach. A technical 

assistance and outreach contract reflecting this scope of work was approved by CMS on March 

15, 2017 and the contract will begin March 23, 2017.  

 

Through this contract, DHCF will work with DCPCA and Clinovations to create a 

comprehensive program of outreach and technical assistance activities to help DC eligible 

professionals meet the national meaningful use goals for use of Certified Electronic Health 

Records Technology. In addition, the contractor shall be charged with educating providers about 

how to receive incentive payments for Meaningful Use and the availability of health information 

exchange services.  
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The contractor shall work closely with DHCF to analyze the status of the provider community, 

make decisions about segments of the provider community to target for outreach or technical 

assistance activities, design technical assistance activities and plan outreach activities. Once the 

activities are planned and agreed upon by DHCF, it is expected that the contractor shall carry them 

out independently and report back to DHCF monthly on progress. Activities may be readjusted if 

activities are not achieving the desired result. DHCF expects the contractor to revisit activities and 

present new project plans each year.  It is expected that the contractor shall deliver most technical 

assistance activities on site with participating providers. It is also expected the contractor shall 

conduct significant outreach activities either at provider sites, meetings or other public venues 

necessary to reach providers  

DHCF seeks to expand outreach and technical assistance efforts to eligible professionals to 

support the adoption of electronic health records, achievement of meaningful use and 

enhancement of health information exchange programs for the DC provider community.  DCHF 

seeks a qualified contractor that shall assist in developing appropriate strategies to raise 

awareness of HIT, MU and HIE initiatives including identification of target groups of eligible 

professionals. The qualified contractor shall also provide hands on technical assistance for 

eligible professionals. There are two key goals driving this program activity: 

• Recent DC DOH data indicates that 11% of actively practicing physicians are not 

using an electronic health record. Of those who are using an EHR, an undetermined 

number may not be using a Certified Electronic Health Record Technology (CEHRT). 

Through these activities, DHCF seeks to increase the numbers of eligible professionals 

using CEHRT. This includes helping providers adopt, implement or upgrade to an EHR 

for the first time or converting from a non-certified system to a new one.    

 

• National figures from CMS to date indicate diminishing rates of return from year 

to year of the Medicaid EHR incentive programs, indicating significant program attrition 

through stages of Meaningful Use. DHCF seeks to counter this trend by providing 

general education and outreach and technical assistance activities to retain eligible 

professionals in the program and help them progress through all stages of Meaningful 

Use.  

 

Outreach materials and efforts will address the full breadth of the Medicaid EHR Incentive 

Program with a particular focus on the following: 

• Overview of the Medicaid EHR Incentive Program and the requirements for 

participation 

 

• Information on how to begin the application process including various checklists 

and details on obtaining an National Provider Index (NPI) and/or enrolling in DC 

Medicaid 



Department of Health Care Finance State Medicaid Health Information Technology Plan 

Section C:  DHCF’s EHR Incentive Payment Program, Methods and Activities to Administer 

and Oversee the EHR Incentive Program 

 

Submitted: 10/7/11;Updated: 3/11/14, 7/1/16, 3/21/17 

 

57 

 

• Resources and training sessions to walk through of the registration and attestation 

tools 

 

• Information and technical assistance regarding program requirements such as 

documentation required to support attestations and meaningful use requirements 

 

Call Centers, Help Desks and Other Means to Address EP and Hospital Questions about the 

Medicaid EHR Incentive Program (Response to Question #21) 

 

DHCF uses its Xerox contract to provide application and program assistance to providers.  

Xerox Federal Solutions supports inbound inquiries via a call center support service.  DHCF 

developed scripts jointly with Xerox that are used in the call center.  DHCF will also work with 

other stakeholders to assist providers in reaching the call center if and as needed.   

 

Web-based Application for Enrollment, Registration, and Attestations (Response to Question 

#19) 

 

Providers in the District apply through the DHCF website using a portal that is designed and 

maintained by Xerox.  The enrollment portal will be accessible via the existing DHCF website 

at: www.dhcf.dc.gov and http://dc.arraincentive.com/.  Through this portal applicants are able 

to confirm the information they submitted to the R&A, submit additional information related to 

District-specific application requirements (including documentation that indicates whether or 

not the provider is part of a group and the type or nature of that group), upload supporting 

documentation, submit required attestations, check on application status, and file appeals using 

the District’s existing provider appeal process.  For appeals, Xerox only facilitates the process 

for filing.  All appeal issues will be addressed by the District.   

 

Xerox is responsible for maintaining the content of the provider portal and the links to the other 

components of the application system, and for validating provider eligibility.  In addition, 

Xerox assists with some website content regarding the program or that may be used for 

technical assistance.  However, DHCF project staff will review and approve all information 

made available on the provider application portal or via the DHCF site as related to the EHR 

Incentive Program. 

 

Provider Eligibility Verification (Response to Questions #1, 2, 3, 6, 7, 8, 9, 10, 11) 

 

The eligibility verification process is intended to ensure that appropriate payments are made in 

a timely manner while simultaneously reducing the risk of improper payments or 

overpayments.  The process described is primarily focused on the initial or Year 1 payments.   

http://www.dhcf.dc.gov/
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The first step in determining eligibility is for providers to register in the R&A.  Professionals 

and hospitals must submit a number of elements as part of this process which will later support 

Xerox’s verification for eligibility.  DHCF understands that the NLR will collect from providers 

the information listed below: 

• NPI: National Provider Identifier where the source system is NPPES (National Plan 

and Provider Enumeration System) 

• CCN: Provider number (for hospitals) 

• Payee NPI: National Provider Identifier of the entity receiving payment (EPs) 

• Payee TIN: Taxpayer Identification Number that is to be used for payment 

• Personal TIN: Personal Taxpayer Identification Number (EPs) 

• Record Number: A unique identifier for each record on the interface file 

• Program Option: Eligible Professional’s choice of program to use for incentives.  

Valid values include Medicare or Medicaid.  For hospitals, a selection of Dually 

Eligible will be available. 

• State: The selected State for Medicaid participation 

• Provider Type: Differentiates types of providers as listed in HITECH legislation 

• Confirmation number: Unique number created by the NLR and used by the State if 

desired to confirm the provider’s identity for registration 

• Providers will indicate whether they wish to assign their incentive payment (and, if 

so, to whom they wish to assign their incentive payments) in the R&A 

• Legal entity name 

• Business address and phone number 

• Email address of applicant 

 

CMS notifies DHCF of providers who plan to participate in the District’s Medicaid EHR 

Incentive Program through an interface with the Xerox’s solution.  Xerox first conducts 

preliminary assessments of the providers’ Medicaid provider status and then notifies providers 

to complete the program application process via the web-portal.  Managed care organization 

(MCO) encounter data will be made available to the Xerox through the transfer of MCO 

encounter data files that are stored on the MMIS.  These files will assist Xerox in determining 

the MCO status of the providers applying for payments.  Elements reviewed during this initial 

review include licensure, credentialing, sanctions, status as non-hospital-based provider, and 

that this payment will not be duplicated with a Medicare incentive payment for professionals 

and a payment in another state for Medicaid professional and hospital payments. 
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The next requirement following provider registration in the NLR is to verify enrollment in DC 

Medicaid.  All providers who wish to participate in the Medicaid EHR Incentive Program must 

also be enrolled in Medicaid.  As part of the enrollment process for DC Medicaid, providers 

must identify an appropriate provider type that is retained in the MMIS system.  Providers are 

allowed to remain enrolled in Medicaid as long as their license and credentials have not 

expired.  In this way, only providers with a valid license can be enrolled in Medicaid, and only 

providers enrolled in Medicaid can be eligible for the Medicaid EHR Incentive Program.  This is 

a required verification for receiving the incentive payment and is described in greater detail 

below. 

 

There are three provider types not currently enrolled in DC Medicaid: providers practicing in 

FQHCs (clinics are enrolled, not individuals), about 20 percent of providers enrolled with 

Medicaid managed care, and physician assistants.  DHCF developed an administrative provider 

type that will facilitate the payment of providers in the EHR Incentive Program who do not 

currently bill for services under their individual provider number, such as providers who 

practice in an FQHC or providers who exclusively participate with an MCO.  This new 

administrative provider type allows the MMIS system to render incentive payments to 

individuals not enrolled in the District’s Medicaid program. Such providers are not enrolled in 

DC Medicaid with all the rights and privileges as a fully enrolled Medicaid provider. This 

information is available on DHCF’s website.  

 

Any EP whose Medicaid patient volume is equal to or exceeds 30% is eligible for participation 

with the MEIP. Pediatricians whose patient volume is equal to or greater than 20% are eligible 

for participation with the MEIP. EPs who do not meet the Medicaid patient volume thresholds 

may be eligible for the MEIP if they practice predominantly in an FQHC.  

 

An EP is considered to “practice predominantly” in an FQHC when: 

• Over 50% of their total encounters over a six-month period in the most recent calendar 

year, prior to the attestation, occurred at an FQHC; and 

• At least 30% of their patient encounters during a continuous 90-day period in the most 

recent calendar year were serving needy individuals. 

 

Physician assistants (PAs) are only eligible to participate in the EHR Incentive Program if they 

work in an FQHC that is “so led” by a PA. An FQHC is “so led” by a PA in three scenarios: 1) 

PA is the primary provider in the clinic (part-time MD/full time PA); 2) PA is a clinical or 

medical director at the clinical site of practice; or 3) the PA is the owner of the FQHC. The 

District does not have any PAs that participate under any of these three criteria. 

 

The “practice predominantly” requirement for EPs will be validated during the post-payment 

audit if the provider is selected for audit. Currently, FQHCs send a letter to DHCF attesting to 
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patient volume based on individual encounters per provider. DHCF then uses MMIS data to 

verify the reported FQHC patient volume. 

 

 

Xerox developed and supported the interface between the NLR and the solution and the web-

based application tool will also be responsible for reviewing and approving all applications 

from EPs and EHs as part of a pre-payment process.  Xerox developed pre-payment system 

checks and flags as part of the application process.  Applications that do not pass the automated 

checks will be considered incomplete.  Xerox will notify the applicant of the need for additional 

information or documentation or notify the applicant as to why the application was unable to 

be processed.  DHCF will receive a daily report with this information. 

 

To assist Xerox in the pre-payment review, DHCF provides a daily claims and provider file.  

Xerox will use these files to compare information both on the provider type but also as a 

reference for the patient volume requirement.  After determining which providers are eligible to 

receive the incentive payment, Xerox will submit a payment voucher to DHCF.  Providers 

should expect that from the time they receive verification of their completed and correct 

application, they will receive payment within a 45 day parameter, which is consistent with CMS 

guidelines.  However, the time for providers to submit a completed application may vary.  

DHCF will work closely with Xerox to determine common reasons for delays in the application 

process as a potential source for additional outreach and education.   

 

In 2017, DC will implement changes to the pre-payment verification process, requiring vendor 

representatives to review screenshots of CHPL CEHRT product version validation. These are 

new “upload” requirements of the end user and MU participants. All providers will be required 

to submit both a screen shot of the CEHRT to which they are attesting. Currently, all providers 

must provide proof of ownership or relationship with a CEHRT, such as a contract, invoice or 

letter from the EHR vendor.   

 

Sanctions (Response to Question #1) 

 

As stated above and illustrated in Figure C.1, DHCF verifies that providers are clear of 

sanctions per information received from CMS through NLR process.  A second verification for 

providers approved for payment using DC information including from the MMIS and provider 

files will be made prior to issuing payment.  Providers will first submit information through the 

NLR before applying for the EHR Incentive Program through DHCF.  After the provider 

completes the NLR registration, the NLR will transmit a file of the providers who have elected 

to apply to the District’s Medicaid EHR Incentive Program.  The CMS NLR process will identify 

providers with pending Medicare sanctions and exclusions.  This information will be 

transmitted to Xerox through the interface with the NLR and Xerox will verify the applicant’s 
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enrollment in DC Medicaid and other eligibility requirements.  If the applicant is not currently 

enrolled in DC Medicaid, the Xerox will notify the applicant and facilitate the process of 

enrolling the applicant as a Medicaid provider.  Providers already enrolled as a DC Medicaid 

provider without pending sanctions or exclusions will be directed to begin the attestation and 

application process. 

 

Payments cannot be made until the application is error free and submitted to the NLR for final 

duplicate and sanction/exclusion editing.  Once approved for payment, Xerox will again verify 

with the NLR that there are no sanctions for the providers eligible for payment and that a 

duplicate payment will not be made before sending the approved payment file to DHCF.  Upon 

notifying the NLR that a payment is ready to be made and the NLR has approved payment, the 

NLR will “lock” the record so that the provider cannot switch programs or states until after the 

provider receives the payment from the state that is identified in the NLR as being ready to 

make a payment. 

 

In the event that a provider with sanctions inadvertently clears these eligibility checks, DHCF 

will pursue recoupment of the payment for return to CMS. 

 

Hospital-Based Provider and Provider Type Attestations (Response to Questions #2, 5) 

 

Xerox’s process for verifying eligibility includes steps to confirm that the provider is not a 

hospital-based provider and to verify that the provider type is eligible for an incentive payment 

during the application process and before an incentive payment is made. 

 

Xerox also uses the daily provider file from DHCF to review provider data by place of service in 

order to determine whether the professional is an inpatient or outpatient professional.  Only 

those professionals who are not hospital-based (the professional practices less than 90 percent of 

the time in an inpatient setting based on place of service codes 21 and 23) are eligible to apply 

for and to receive EHR incentive payments from the District’s Medicaid program.  While 

providers will attest to this, Xerox uses automated tools to flag applicants where existing data 

does not support the attestation.  For example, if MMIS data shows that encounters are over 90 

percent inpatient based then the application will be suspended for further review. 

 

All applications are reviewed by Xerox to verify that the provider is eligible for the incentive 

payment using the information submitted by the provider, included in the MMIS provider files 

from DHCF, and in accordance with the final rule.  In other words, only physicians, certified 

nurse midwives, registered nurses, dentists, and PAs practicing in FQHCs “so-led” by a PA are 

eligible for Medicaid EHR incentive payments.   

 

For this EHR Incentive Program, only board-certified pediatricians qualify as pediatricians and 
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can receive reduced incentive payments with reduced Medicaid patient volume above 20 

percent but below 30 percent.  Pediatricians in FQHCs can also qualify for the Medicaid EHR 

Incentive Program by meeting the standard Medicaid patient volume requirements range of 20-

30%. Xerox uses the provider file to confirm the applicant’s attestations on provider type 

including board-certified pediatricians. 

 

Patient Volume and Adopt, Implement, Upgrade (AIU), Meaningful Use, and Other 

Attestations (Response to Questions #3 – 12, 25, 26) 

 

DHCF only makes payments to those providers who have completed a thorough application 

and attestation verification process.  Not only does DHCF require providers to complete these 

attestations, but Xerox also verifies all supporting documentation prior to approving payments.  

As a result, providers will be required to submit documentation for many of the attestations as 

part of the application process.  DHCF will inform providers about what types of 

documentation are acceptable.  Xerox’s web-based application portal will make it easy for 

applicants to attest to and confirm administrative criteria in the NLR and to readily attach 

approved documentation for attestations requiring additional support.  A detailed list of the 

oversight elements and approved documentation are included in Appendix III.   The legal 

ramifications of providing inaccurate or false information are clearly specified in the application 

and as part of the provider outreach process. 

 

Xerox reviews all supporting documentation to determine eligibility for payment.  Xerox flags 

issues for further examination and may suspend applications if additional information is 

needed.  Xerox supports providers with completing the application via a call center staffed with 

operators equipped to address both technical and administrative concerns with the application. 

 

The information to which providers must attest includes: 

• Patient volume calculations 

• Adopt, Implement, Upgrade (AIU) 

• Other attestations 

 

Patient Volume Attestations 

 

Providers must meet certain patient volume requirements over a continuous 90-day period in 

the previous calendar year.  Hospitals (except for children’s hospitals) must also meet patient 

volume requirements over 90 days.  Both requirements are described further in the table below. 

 

Table C.2: Patient Volume Requirements 
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Professional and Hospital Types Medicaid Patient Volume Thresholds 

Physicians (including MDs and DOs) 30 percent patient volume from Medicaid encounters 

Nurse Practitioner 30 percent patient volume from Medicaid encounters 

Certified Nurse Midwife  30 percent patient volume from Medicaid encounters 

Dentist 30 percent patient volume from Medicaid encounters 

Providers practicing predominantly in 

FQHCs and RHCs  

30 percent patient volume from needy encounters 

Pediatricians Minimum of 20 percent patient volume from Medicaid 

encounters (30 percent needy patient volume when 

pediatrician practices predominantly in an FQHC) 

Acute care hospitals (general acute care 

and critical access hospitals) 

10 percent patient volume from Medicaid encounters 

Children’s hospitals No patient volume requirements 

 

Eligible Professionals are able to calculate and attest to their Medicaid patient volumes using 

the individual and group practice methodology and will be able to include in and out-of-state 

encounters and managed care encounters.  Medicaid encounters for the group patient volume 

proxy need not be encounters with an eligible professional (EP). Note: Providers will not be 

allowed to use patient panels to calculate volume.  Xerox created materials to support providers 

in calculating their patient volume and review documentation such as practice management 

system data to verify patient volume calculations pre-payment.  Individual and group patient 

volume calculations are described further below: 

 

Individual Medicaid Patient Volume Calculation 

 

Medicaid Patient Encounters (includes Medicaid patient encounters in and out of the District 

across the entire group) / Total Encounter Volume in and out of the District = Percent Medicaid 

Patient Volume. 

 

Group Medicaid Patient Volume Calculation 

 

Medicaid Patient Encounters (includes Medicaid patient encounters in and out of the District 

across the entire group or clinic) / Total Encounter Volume in and out of the District across the 
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entire group or clinic = Percent Medicaid Patient Volume. 

 

Providers practicing predominantly in FQHCs are allowed to include “needy” encounters for 

purposes of calculating their Medicaid patient volume.  Pediatricians practicing predominantly 

in FQHCs will need to meet the 30 percent needy patient volume threshold.  Needy encounters 

under the CMS Final Rule include Medicaid, CHIP, uninsured, and unpaid encounters. 

 

As previously noted, Xerox will also use data from DHCF such as the daily claims file to further 

support the review of the providers attested information on numerator values for patient 

volume calculations, place of service codes, etc. 

 

Adopt, Implement, Upgrade (AIU) and Meaningful Use Attestations 

 

According to federal rules and DHCF rules (Chapter 89 of Title 29 of the DCMR), for the first 

year of MEIP participation, providers must either demonstrate AIU or that it is a meaningful 

EHR user as defined by 42 C.F.R. § 495.4. In the first program year, providers will be required to 

attest that they adopted, implemented, or upgraded a federally-certified EHR system as 

described below: 

• Adopted:  Acquired, purchased or secured access to certified EHR technology 

 

• Implemented:  Installed or commenced utilization of certified EHR technology 

capable of meeting meaningful use requirements 

 

• Upgraded:  Expanded the available functionality of certified EHR technology 

capable of meeting meaningful use requirements, including staffing, maintenance, 

and training, or upgrade from existing EHR technology to a federally-certified EHR 

system 

 

As a part of the attestation, providers will be required to submit documentation verifying 

adoption, implementation, or upgrading (AIU) to certified EHR technology.  This 

documentation can include official purchase orders, invoices, receipts that clearly identify the 

certified EHR technology that was adopted, implemented or upgraded.  This documentation is 

an upload requirement at the local portal if it is not provided by the provider during the NLR 

registration process.  If the information is provided at the NLR registration process it will just be 

subject to post-payment audit. 

 

Other Attestations 

• Attestation that applicant is not pursuing payment in another state 

• Attestation of compliance with HIPAA laws for electronic data 
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• Attestation of license to practice (29 DCMR § 8900.3 requires all EPs to be licensed in 

accordance with the District of Columbia Health Occupations Revision Act of 1985, 

effective March 25, 1986 (D.C. Law 6-99; D.C. Official Code §§ 3-1201 et seq. (2007 

Repl. & 2012 Supp.))., or in the case of hospitals, license to operate (29 DCMR § 

8900.5 requires EHs to be located in the District) in the District or other states in 

which services are rendered 

  

In all cases, eligible providers and eligible hospitals will be required to submit a Certified 

Health IT Product List (CHPL) Product Number.  Xerox will compare the reported number 

through a real interface with CHPL. CHPL numbers are live-checked against the ONC CHPL 

data during the attestation process by the SLR. If a provider attempts to enter an invalid CHPL 

number, they will receive a hard stop and will not be allowed to proceed with the attestation until 

the error is corrected. All providers are also required to submit both a screen shot of the CEHRT 

they are attesting to, as well as proof of ownership or relationship with a CEHRT such as a 

contract, invoice or letter from the EHR vendor.  

 

Finally, applicants provide details in the application process regarding how payments should 

be made.  Xerox will verify submitted information to ensure proper payments are made and 

when disbursements are requested to other entities, there is a confirmed financial relationship 

with that entity. 
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Hospital and Professional Payment Calculations (Response to Questions #4, 23, 25, 26, 27, 28) 

 

EPs are eligible to receive six payments, (which do not need to be consecutive under Medicaid), 

with examples for payments between 2012 through 2016 as described in the table below.  

Payments will begin in CY 2013 and continue through the end of the federal program in 2021. 

Table C.3:  Payment Calculation Distribution Scale 

 CY 

2013 

CY 

2014 

CY 

2015 

CY 

2016 

CY 

2011 

    

CY 

2012 

    

CY 

2013 

$21,250    

CY 

2014 

$8,500 $21,250   

CY 

2015 

$8,500 $8,500 $21,250  

CY 

2016 

$8,500 $8,500 $8,500 $21,250 

CY 

2017 

$8,500 $8,500 $8,500 $8,500 

CY 

2018 

$8,500 $8,500 $8,500 $8,500 

CY 

2019 

 $8,500 $8,500 $8,500 

CY 

2020 

  $8,500 $8,500 

CY 

2021 

   $8,500 

TOTAL $63,750 $63,750 $63,750 $63,750 

 

 

DHCF will make hospital payments based on CMS regulations and guidance.  DHCF has 
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worked closely with CMS to obtain approval on the attached hospital calculator included in 

Appendix IV.  For EHs, incentive payments will be made as three (3) installments, with 50 

percent being paid in the first year, and 40 percent in the following year and 10 percent the final 

year.   

 

Professionals will have the option in the application process to assign their payment to another 

party.  Xerox will verify the details and collect information needed to render payments to these 

designated groups or individuals.  Professionals must indicate to which organization or entity 

they are assigning payments during their registration at the CMS R&A.  There must also be an 

existing financial relationship between the professional and the organization or entity to which 

they assign payment.  As part of the payment process, Xerox will verify the relationship and 

that the assignment was voluntary before recommending payment to the assignee. 

 

Payments will be made to professionals and hospitals using an established payment cycle 

described in Figure C.2 below. 
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Figure C.2:  Payment Cycle 



Department of Health Care Finance State Medicaid Health Information Technology Plan 

Section C:  DHCF’s EHR Incentive Payment Program, Methods and Activities to Administer 

and Oversee the EHR Incentive Program 

 

Submitted: 10/7/11;Updated: 3/11/14, 7/1/16, 3/21/17 

 

69 

Meaningful Use Criteria (Response to Question #10) 

 

DHCF will require providers to attest to the regular set of meaningful use objectives as 

prescribed by CMS.    However, DHCF will continue to assess the possibility of requiring other 

meaningful use measures, especially as the criteria continue to evolve.   

 

DHCF understands that incentive payments may motivate providers to begin the adoption 

process but the incentive payments alone may not be sufficient for successful AIU or 

meaningful use.  Exercising its communications strategy, DHCF will collaborate with various 

sources to educate providers about the EHR Incentive Program and also to provide technical 

assistance and information on EHR AIU and meaningful use of EHRs.  Encouraging providers 

to return for future payments (thus becoming meaningful users) is an important goal for DHCF.  

In future payment years, DHCF will allow up to 90 days after the program year as a tail period 

for attestations.   

 

Provider Appeal Process (Response to Question #22) 

 

Providers have the right to appeal many of the decisions DHCF makes regarding the Medicaid 

EHR Incentive Program.  Providers can appeal eligibility determinations, payment amounts 

(e.g., hospitals and pediatricians), or adverse findings related to their attestations.  Appeal 

rights will be clearly conveyed as part of all communication and outreach efforts.  Appeal rights 

will be included in the application process and as part of any suspension or denial notices to 

applicants.   

 

Xerox Federal Solutions and DHCF will work to resolve eligibility, payment, and other issues 

informally.  Applicants will have an opportunity re-submit materials or clarify materials that 

were submitted with the provider application.  

 

For cases that cannot be resolved informally, DHCF shall issue a written determination with its 

findings (see 29 DMCR § 8904.2). The provider may request an administrative review with 

DHCF within 30 calendar days after receipt of DHCF’s written determination in accordance 

with Section 8904.4 of Title 29 of the DCMR. DHCF shall issue a formal written determination 

relative to the administrative review no later than 60 calendar days of provider’s written 

request for admin. review.  

 

If an appeal is upheld, DHCF will re-review the application and supporting documentation.  If 

an appeal is denied, DHCF shall issue a written determination with its findings (see 29 DMCR § 

8904.2). The provider may request an administrative review with DHCF within 30 calendar 

days after receipt of DHCF’s written determination in accordance with Section 8904.4 of Title 29 

of the DCMR. DHCF shall issue a formal written determination relative to the administrative 
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review no later than 60 calendar days of provider’s written request for administrative review. 

 

Required Systems Changes (Response to Questions #14 - 18, 20) 

 

As noted, DHCF used Xerox to work on the interface issues between the DHCF MMIS and the 

R&A required for the program.  DHCF anticipates minimal, if any, additional upgrades or 

changes to the MMIS that are specifically required for the Medicaid EHR Incentive Program. 

 



Department of Health Care Finance State Medicaid Health Information Technology Plan 

Section D:  Overview of Audits, Controls, and Oversight 

 

Submitted: 10/7/11;Updated: 3/11/14, 7/1/16, 3/21/17 

 

71 

 

 

 

 

 

 

 

 

This page intentionally left blank 

 



Department of Health Care Finance State Medicaid Health Information Technology Plan 

Section E:  HIT Roadmap 

 

Submitted: 10/7/11;Updated: 3/11/14, 7/1/16, 3/21/17 

 

72 

**Section E:  HIT Roadmap 

**This section of the SMHP will be more fully enhanced once the new environmental 

scan is completed in FFY17 (See Section A). 

 

DHCF’s HIT Roadmap discusses the journey from the current HIT landscape, “As-Is”, to the 

“To-Be” vision.  The Roadmap highlights strategies for moving beyond HIT adoption and 

meaningful use to achieving a mass of providers who have adopted EHRs and who are 

exchanging data via an HIE to improve the quality and coordination of care for Medicaid 

participants.  This journey will likely extend beyond this five-year discussion. 

 

Table E.1:  Section E Questions from the CMS State Medicaid HIT Plan (SMHP) Template 

Please describe the SMA’s HIT Roadmap: 

1. *Provide CMS with a graphical as well as narrative pathway that clearly shows where the SMA is starting from 

(As-Is) today, where it expects to be five years from now (To-Be), and how it plans to get there. 

2. What are the SMA’s expectations re provider EHR technology adoption over time? Annual benchmarks by 

provider type? 

3. Describe the annual benchmarks for each of the SMA’s goals that will serve as clearly measurable indicators of 

progress along this scenario. 

4. Discuss annual benchmarks for audit and oversight activities. 

 

 

DHCF Five-Year Roadmap from “As-Is” Landscape to the “To-Be” Landscape (Response to 

Question #1) 

 

Over time, our HIT strategy will evolve from the “As-Is” Landscape to the “To-Be” Landscape 

through the phases noted in Figure E.1. 
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Figure E.1:  DHCF Strategy Phases 

 

 

 FFY2016:  As the last year for providers to start the MEIP, DHCF will conduct aggressive 

outreach to identify Medicaid-eligible providers who have yet to adopt a CEHRT. DHCF will 

work with its vendor and community partners to identify such providers and offer assistance in 

planning the acquisition of and implementation of a CEHRT n their practice. Outreach will also 

focus provider types, such as dentists, who have been under represented in the DC MEIP to 

date. Outreach efforts will also focus on providing education to providers currently enrolled in 

the program ensure their ongoing participation and success with CEHRT and providing 

assistance to apply for and receive incentive payments.   

 

DHCF will continue to convene stakeholders with the newly seated members of the DC HIE 

Policy Board to provide advice and guidance to the District of HIE efforts. Initiatives of the 

Policy Board include mapping both current and desired health information data flows in the 

District to guide the planning of HIE initiatives and developing a sustainability model. DHCF 

will also continue to build synergies between HIT and HIE and other initiatives to understand 

how the technology can support the implementation of other payment and delivery reform 

initiatives.  Lastly, DHCF will leverage CMS HITECH IAPD funds for HIE to address the 

barriers and challenges resulting from the efforts listed above. 

 

FFY2017: DHCF will continue to offer EHR incentive payments through the expected end of the 

program in 2021. In order to assist providers who have already started the program, DHCF will 

shift the focus of the outreach and technical assistance program to providing support needed by 

enrolled providers to retain them in the program and ensure their long term success in using 

CEHRT. This will include both broad education about HIT initiatives and goals and one-on-one 

support with providers who need support moving up the scale of Meaningful Use. DHCF will 

work with its vendor to refine messages regarding to adopt any changes in the Meaningful Use 

program or other HIT initiatives from CMS.  
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DCHF will also continue work to formalize coordination by establishing a process to designate 

HIEs. This process is consistent with the vision laid out by District stakeholders in the HIE Road 

Map, which recommended a formal collaboration mechanism and appropriate legal structures 

to work with existing HIEs in the District. DHCF Staff will research requirements in the areas of 

accreditation/certification, business operations, performance and monitoring, policies and 

procedures, security and encryption, and technical tools/standards.  

 

FFY2018: In 2018, DHCF will continue to offer incentives and outreach and support to drive 

advanced Meaningful Use objectives for the Medicaid provider community.  DHCF also expects 

that the governance structure will be fully in place to support the long term vision for DC HIT 

and HIE. This will include the HIE Policy Board and the designation of one or more HIEs. With 

this structure in place, DHCF will conduct an annual process of evaluating current HIE 

initiatives, gaining input on needed HIE initiatives and submitting requests for funds either by 

leveraging HITECH funds from CMS or other potential funding sources.  

 

FFY2019-2021: Through the final years of the program, DHCF will continue activities to drive 

towards a vision of having all providers that are eligible for a Meaningful Use payment 

successfully using CEHRT technology and meeting Meaningful Use requirements. By 2021, the 

District expects to create a the foundations of an interoperable HIE Ecosystem that will be able 

to serve all residents, patients, clinics, hospitals and payers in the District. Expected impacts 

include: 

 

• Providers: 

o Enables participation in quality and value-based care programs 

o Facilitates safe and effective care delivery at the point of care 

o Data integration for effective practice-based and hospital-based population 

health 

 

• District Government: 

o Supports the ability to access and use all health data for patients 

o Assist in identifying unmet needs and develop effective programs 

 

• Patients:  

o Supports coordination amongst all providers who care for a patient 

o Provide access to personal health information to increase engagement in self-

advocacy 

 

DHCF is continuing to refine this roadmap in an effort to customize the approach to 

infrastructure development and mirror the unique needs and challenges facing providers.  

DHCF will work through FFY2016 and FFY2017 to convene stakeholders to discuss goals and 

strategies for HIT and HIE through the end of the program in 2021. The result of that work will 
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be documented in the next SMHP update in FFY2017. As discussed in Section A, professionals 

and hospitals are at varying levels of familiarity with HIT, including CEHRT and HIE adoption.  

As providers progress towards adoption and meaningful use, DHCF will continually evaluate 

its strategy for achieving HIT adoption and quality of care improvements. 
 

DHCF’s Expectations for Provider EHR Adoption over Time and Annual Benchmarks 

(Response to Question #2) 

 

DHCF is confident that providers will adopt EHR and HIT technologies.  While progress has 

been slow, research on the national landscape indicates that adoption of EHR systems is starting 

pick up speed.   

 

Provider EHR capacity in the District has grown rapidly in recent years.  As described in 

Section A, between 36 and 41 percent of professionals have adopted an EHR.  These adoption 

rates are slightly higher than some national estimates but a higher EHR adoption rate in the 

District is not unexpected given the initiatives undertaken in recent years by FQHCs and the 

DCPCA.  The DCPCA Early Adopter program (described further below) has helped a number 

of FQHCs to adopt the eClinicalWorks federally-certified EHR system.  DHCF expects that EHR 

will continue to grow at a steady rate in FQHCs.  To date, all District hospitals are participating 

in the EHR Incentive Program. 

In addition to our EHR adoption targets, Section B described DHCF’s program goals.  Figure 

E.2 below describes DHCF’s goals, strategies to achieve these goals, and measures of success in 

achieving these goals. 

 

In 2017, DHCF will develop a targeted provider outreach strategy to encourage HIT adoption. 

DHCF conducted an analysis of attestation and EHR incentive payment receipt among EPs. 

This analysis, intended to inform our strategic outlook through the end of FFY2017, quantifies 

the District provider population that DHCF intends to reach. DHCF set a goal of reaching out to 

all EPs who have not yet attested for AIU, and plans to work with 650 providers to ensure that 

at a minimum 325 begin the attestation process.  

 

Annual Benchmarks for Audit and Oversight Activities (Response to Question #4) 

 

DHCF’s Division of Program Integrity will conduct audit and oversight activities for the 

Medicaid EHR Incentive Program and will develop reports describing audit and oversight 

activities.     The number of post-payment audits for FFY13 and FFY14 was determined based on 

the results of risk assessments using the risk criteria framework described in this document. At 

a minimum, 10% of eligible providers who receive an incentive payment will be audited in any 

given program year. In January 2017, DHCF began auditing providers. As of March 2017, no 

participating providers have been determined to be high-risk. A random sample of medium 
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and low-risk providers have been identified to be audited for post-payment compliance with 

program requirements. The audit is ongoing, but as of March 2017, 7 low risk providers and 1 

moderate risk provider were audited for FFY13. In addition, 3 low risk providers and 5 

moderate risk providers were audited for FFY14 AIU and 7 low risk providers were audited for 

FFY14 MU.  

In addition, below are some examples of areas that DHCF will develop and regularly report: 

• Number of providers passing pre-payment audits. 

• Number of on-site and desk reviews conducted by DHCF’s Division of Program 

Integrity 

 

• 100 percent of overpayments recouped and returned to CMS within one year 

 

• Number of providers who received EHR incentive payment but do not meet 

adoption, implementation, upgrade, and meaningful use criteria 
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Figure E.2:  DHCF’s Goals and Strategies 

Goals Strategies Measures of Success 

Increase provider participation in the 

Medicaid EHR Incentive Program 

•  

• DHCF will deploy hands on technical 

assistance to providers who have not yet 

adopted a CEHRT in 2016.  

•  

• Quarterly and annual program 

enrollment statistics 

Retain enrolled providers from initial 

enrollment until they reach meaningful use 

and increase the number of providers who 

reach MU at different stages 

•  

• DHCF will conduct outreach and education to 

ensure that providers who have started the 

program continue their progress towards 

Meaningful Use.  

• Quarterly and annual statistics on the 

number of providers that continue 

from year one to year two and year 

three 

• Quarterly and annual statistics on 

providers that achieve meaningful use  

Maintain provider satisfaction with the EHR 

Incentive Program including satisfaction with 

the application process 

• DHCF will measure satisfaction using survey 

data.  Surveys will include questions on the 

application process and application assistance 

• DHCF will review satisfaction survey 

results to develop baselines and will re-

survey providers to assess progress 

Develop additional HIE functionality • Develop governance structure, including HIE 

designation, to coordinate HIE activity in the 

District. 

• Conduct annual process to evaluate current 

HIE initiatives and develop new HIE 

initiatives that are responsive to community 

needs.  

•  

• Annual data on existing HIE 

participation 

• Stakeholder input on initiatives 

Use HIE to promote continuity of care and 

patient-centered medical homes 

• DHCF will continue its work to develop and 

expand the DC HIE and encourage Medicaid 

providers to participate in the DC HIE.  DHCF 

is also developing the Mental Health Home 

benefit and will require participants to use 

HIT/HIE. 

• Quarterly and annual program DC HIE 

enrollment statistics 
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Track the usage of HIE services and increase 

percent of providers exchanging data to 

support HIE goals 

• DHCF will collaborate with HIE partners to 

measure the use of HIE and the volume and 

type of exchanges by providers 

• Annual statistics on the type of 

exchanges that providers are using and 

how many providers are using the 

different types of exchanges 
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Appendix I:  Hospital EHR Adoption Survey Results 

Introduction 

DHCF launched a web-based survey in summer 2011 to gain additional insight on Medicaid 

providers and their adoption and use of EHRs.  District health care professionals and hospitals 

were notified of the survey via remittance advices pointing them to a web-based survey.  DHCF 

also coordinated with DCPCA, DCHA and others to notify providers of the survey.  The survey 

was designed to collect information on: 

 

• The current electronic capabilities of Medicaid providers with an emphasis on 

providers eligible for the Medicaid EHR Incentive Program 

 

• The number and types of professionals and hospitals that are currently using some 

type of EHR system 

 

• The degree to which electronic health information is currently being shared among 

providers and/or between providers and patients 

 

• The types of health care data collection and sharing systems currently in use 

  

Summarized below is information reflecting the responses from hospitals?  Due to prior 

transitions within the department, results for the survey of professionals is still underway and 

results will be included in a future SMHP updates. In addition to these updates, we expect to 

conduct new surveys that may help project the future number of participants moving forward 

to Meaningful Use stage 1, 2, and 3 and challenges that may impede progress. 
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Survey of Hospitals 

Electronic Health Records 

The survey included questions to determine if hospitals have acquired EHRs and the 

functionality and capacity in which they are used.  The data in Tables 1 – 6 present findings 

from the survey respondents.  There are currently 14, District-based hospitals.  Twelve hospitals 

responded with eight hospitals indicating they currently use EHR software. 

 

Table 1:  Current Use of EHR Software Package 

Currently Uses an EHR Software 

Package 
Count 

Percent of 

Respondents 

(Rounded) 

Yes 8 67% 

No 4 33% 

 

 

Table 2:  Hospital Use of Paper Records in Conjunction with EHR 

Paper Usage Count 
Percent of 

Respondents 

Yes 8 100% 

No 0 0% 
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Table 3:  Status of Hospital EHR System 

Status Count 

Percent of 

Total 

(Rounded) 

We have purchased/begun installation of an EHR, but are not 

yet using the system 
1 13% 

We have an EHR installed and we use it for some of the 

available functions 
4 50% 

We have an EHR implemented and we use it for most (more 

than 90%) functions of our organization 
3 38% 

Total 8  

 

 

Table 4:  EHR Functionality Used by Hospitals 

Function Response Count 

Percent of 

Respondents 

(Rounded) 

Electronic Prescribing 3 38% 

Physician Order Entry 4 50% 

Decision Support 5 63% 

Clinical Documentation 8 100% 

Medical History 6 75% 

Problem Lists 4 50% 

Reporting (quality measures) 6 75% 

Discharge planning  7 88% 

Total 43  

*Percent based on 8 respondents who completed this question.  Multiple responses allowed on 

this question.  
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Table 5:  Hospital EHR Connections 

Connections Response Count 

Percent of 

Respondents 

(Rounded) 

Pharmacy 7 88% 

Other clinic(s) 2 25% 

Hospital(s) 4 38% 

EDS/Promise 1 13% 

Lab(s) 8 100% 

Digital radiology 4 50% 

Emergency Departments 3 38% 

Total 29  

*Percent based on 8 respondents who completed this question.  Multiple responses allowed on 

this question. 

 

Table 6:  Challenges Hospital Face in Effective Utilization of EHR 

Challenges for Effective Utilization of EHRs 
Response 

Count 

Percent of Respondents 

(Rounded) 

Costs associated with maintenance and upgrades 6 75% 

Additional staff training is needed 4 50% 

EHR does not support all of our functionality needs 4 50% 

EHR lacks interoperability with other systems 

resulting in high interface costs 
4 50% 

Decreased office productivity, insufficient internal 

technical resources 
2 25% 

Total 10  

*Percent based on 8 respondents who completed this question.  Multiple responses allowed on 

this question. 
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Data Sharing 

In addition to understanding if hospitals are using EHRs, DHCF was interested in learning 

about the infrastructure available to hospitals to share health information via the EHRs, and 

to understand with whom hospitals are sharing information.  Tables 7 and 8 summarize these 

findings. 

 

Table 7:  Entities Hospital Electronically Shares Information Using EHR 

Sharing Entities 
Response 

Count 

Percent of Respondents 

(Rounded) 

Other Clinicians 3 38% 

Other Clinics 2 25% 

Patients 0 0% 

Hospital(s) 3 38% 

Pharmacy(s) 3 38% 

Laboratory(s) 4 50% 

State immunization registries 2 25% 

Public health 1 13% 

Disease or diagnosis registries 2 25% 

Other 2 25% 

Does not currently exchange health information 1 13% 

Total 23  

*Percent based on 8 respondents who completed this question.  Multiple responses allowed on 

this question. 
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Table 8:  Hospital Internet Access Availability 

Access Type 
Response 

Count 

Percent of Respondents 

(Rounded) 

Dial-Up 0 0% 

DSL 0 0% 

Cable 0 0% 

Satellite 0 0% 

T-1 5 63% 

Fiber optic cable 4 50% 

FiOS 0 0% 

Other  2 25% 

Total 11  

*Percent based on 8 respondents who completed this question.  Multiple responses allowed on 

this question. 

**Other includes: VPN and Wireless. 

 

Incentive Program Participation 

Additional questions were included to gather information regarding hospitals anticipated 

participation in the incentive program and perceptions for achieving Meaningful Use.  This 

information will assist DHCF in budgeting and planning for the program.  Responses are 

included in Tables 9 – 13.  

Table 9:  Anticipated Hospital Participation in Medicare or Medicaid EHR Incentive 

Payments 

Application Intention Count 
Percent of Respondents 

(Rounded) 

Yes, Medicare 1 8% 

Yes, Medicaid 2 17% 
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Table 9:  Anticipated Hospital Participation in Medicare or Medicaid EHR Incentive 

Payments 

Application Intention Count 
Percent of Respondents 

(Rounded) 

Both Medicare and Medicaid 8 67% 

Neither 0 0% 

Undecided  1 8% 

Do not know 0 0% 

Total 12  

 

 

Table 10:  Anticipated Year of Participation 

Year Count Percent (Rounded) 

2011  2 17% 

2012 3 25% 

2013 5 42% 

2014 1 8% 

2015 0 0% 

2016 – Medicaid only 0 0% 

After 2016 – Medicaid only 0 0% 

Do not know 1 8% 

Total 12  
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Table 11:  Barriers to Medicare/Medicaid Meaningful Use Incentive Payment Participation 

Barriers Count 
Percent of 

Responses 

Cost – including acquisitions and maintenance 0 0% 

Lack of access to capital 1 50% 

Resistance to implementation (e.g. from physicians and/or 

other providers) 
0 0% 

Concerns about security or liability for privacy  breaches 0 0% 

Uncertainty about certification process 0 0% 

Lack of vendor capacity 0 0% 

Lack of adequate IT personnel in the hospital to support 

implementation/maintenance 
0 0% 

Challenge of meeting all meaningful use criteria within 

implementation timeline 
1 50% 

Other  0 0% 

Total 2  

*Percent based on 1 respondent who completed this question. 

 

Table 12:  Hospital Identified Number One Barrier to Reaching Meaningful Use 

Barrier Count Percent 

Cost – including acquisitions and maintenance 0 0% 

Lack of access to capital 1 100% 

Resistance to implementation (e.g. from physicians and/or 

other providers) 
0 0% 

Concerns about security or liability for privacy breaches 0 0% 

Uncertainty about certification process 0 0% 

Lack of vendor capacity 0 0% 
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Table 12:  Hospital Identified Number One Barrier to Reaching Meaningful Use 

Barrier Count Percent 

Lack of adequate IT personnel in the hospital to support 

implementation/maintenance 
0 0% 

Challenge of meeting all meaningful use criteria within 

implementation timeline 
0 0% 

Other  0 0% 

Total 1  

 

 

Table 13:  Most Challenging Proposed Meaningful Use Criteria to Achieve 

Meaningful Use Criteria Count 

Implement clinical decisions support (CDS) rules 1 

Implement computerized provider order entry (CPOE) at specified level of 

sophistication 
5 

Exchange clinical information with other providers 4 

Perform medication reconciliation across settings of care 2 

Give patients access to their data in electronic form 2 

Generate problem lists using codified data sets 3 

Generate numerator and denominator for quality reporting directly from her 3 

Total  

*Providers were able to select only two specific proposed meaningful use criteria. 
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EHR Systems Used 

Tables 14 – 16 provide response regarding the types of EHR systems used by District hospitals.  

This information is useful in gauging compatibility across various hospitals and barriers and 

challenges to exchanges. 

 

Table 14:  Description of EMR/EHR System 

EMR/EHR System Count 

Percent of 

Respondents 

(Rounded) 

A mix of products from different vendors 5 42% 

Primarily one vendor 6 50% 

Self-developed 0 0% 

Not Applicable 1 8% 

*Percent based on 12 respondents who completed this question. 

 

Table 15:  Hospital EHR/EMR System Providers  

Provider 
Percent of Respondents in 

the Inpatient Setting 

Percent of Respondents in the 

Outpatient Setting 

Allscripts 9% 10% 

Cerner 36% 0% 

eClinical Works 0% 10% 

Eclipsys 0% 0% 

EHS 0% 0% 

Epic Systems 0% 0% 

GE Healthcare Centricity 0% 40% 

Greenway Medical Technologies 0% 0% 

McKesson Provider Technologies 9% 0% 
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Table 15:  Hospital EHR/EMR System Providers  

Provider 
Percent of Respondents in 

the Inpatient Setting 

Percent of Respondents in the 

Outpatient Setting 

MED3000 0% 0% 

Med Decision 0% 0% 

Meditech 0% 0% 

NextGen Healthcare Information 

Systems 
9% 10% 

Noteworthy Medical Systems 0% 0% 

Sage Software 0% 0% 

Siemens 18% 10% 

QuadraMed 9% 0% 

Other 9% 20% 

 

Table 16:  Anticipated Changes for EMR/EHR System within the Next 18 Months 

Change Count 

Percent of  

Respondents 

(Rounded) 

Initial deployment 4 33% 

Major change in vendor 1 8% 

Major change in architecture 2 17% 

Significant additional functionalities  7 58% 

Do not know 0 0% 

No major changes planned 0 0% 

Total 14  

*Percent based on 12 respondents who completed this question.  
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Health Information Exchange 

Lastly, DHCF aimed to collect information from respondents about features of health 

information exchange (HIE) that would be useful and of interest.  Tables 17-19 provide an 

overview of current HIE participation rates.   

 

Table 17:  Hospital Participation in HIE or REC Activities  

HIE or REC Participation Percent of Hospitals that Participate (Rounded) 

Yes 88% 

No 13% 

* Percent based on 8 respondents who completed this question. 

 

Table 18:  Type of HIE or REC Participation Activity 

Activity Type Count 
Percent of Hospitals that 

Participate (Rounded) 

DC RHIO 6 88% 

Other local RHIO/HIE 3 43% 

Other non-local HIE (e.g., NHIN) 0 0% 

Interact periodically with local 

REC 
1 14% 

*Other local RHIO/HIE includes: 2 CRISP, 1 CRISP in Maryland, and 1 VHQC. 

 

 

Table 19:  HIE Functionalities for Data Exchange Hospitals Willing to Purchase 

Functionality 

Count Percent of Respondents 

(Rounded) 

Alerts to providers 3 7% 

Alerts to providers-Drug-to-Allergy 2 5% 

Alerts to providers-Drug-to-Drug 1 2% 
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Table 19:  HIE Functionalities for Data Exchange Hospitals Willing to Purchase 

Functionality 

Count Percent of Respondents 

(Rounded) 

Alerts to providers-Drug-to-Food Allergy 0 0% 

Ambulatory order entry 0 0% 

Analytics Claims or eligibility checking 1 2% 

Clinical decision support 3 7% 

Clinical documentation 2 5% 

Connectivity to electronic health records 1 2% 

Connectivity to other HIEs, IDNs, RHIOs, etc. 3 7% 

Consultation/referral Disease or chronic care 

management 

0 0% 

Disease registries 1 2 

Electronic Prescribing 2 5% 

Electronic referral processing 0 0% 

Emergency Medical Services (EMS) connectivity 
1 2% 

Health summaries for continuity of care 3 7% 

Home Monitoring Image exchange 1 2% 

Immunization Registry Master Patient 1 2% 

Index Medical Device 0 0% 

Interoperability Medication Reconciliation 1 20% 

Patient access to information through the 

exchange/patient portal 
0 0% 

Patient-provider clinical data exchange 1 20% 

Patient-provider communication – other 0 0% 

Patient-provider email 0 0% 
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Table 19:  HIE Functionalities for Data Exchange Hospitals Willing to Purchase 

Functionality 

Count Percent of Respondents 

(Rounded) 

Populate PHRs 0 0% 

Provider Directory 1 20% 

Public health: case management 0 0% 

Public health: electronic laboratory reporting 1 20% 

Public health: syndromic surveillance reporting 1 20% 

Public health alerts 1 20% 

Quality improvement reporting for clinicians 4 80% 

Quality performance reporting for purchasers 

or payers 
1 20% 

Record Locator Service 1 20% 

Reminders 2 40% 

Results delivery (e.g. laboratory or diagnostic 

study results) 
1 20% 

VA connectivity 0 0% 

Visiting nurses accessibility 1 20% 

Other 1 20% 

Total 41  

* Percent based on 5 respondents who completed this question. 
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Appendix III: Draft Monitoring and Oversight Protocol 

The review elements below describe the information submitted as part of the application process, who will review, how the information will be 

reviewed, what documentation is needed to support the information submitted, and what other information is needed. The review items are 

reviewed during the application process but only certain responses will trigger suspense prior to payment.  Tier 1 applicants with 50% or less of 

their encounters documented in the DHCF claims system will be required to submit additional documentation for pre-payment review. Providers 

with 51% or more of their Medicaid encounters within the DHCF system will not be required to submit additional documentation for pre-

payment review.  These are the Tier 2 applicants.  Some elements will be reviewed post-payment using trigger criteria for a probe sampling 

process.  DHCF is procuring the services of a contractor who will monitor applications and payments pre- and post-payment at DHCF’s direction.  

All hospital information will be reviewed pre-payment.  Contents of this guide will be revised following CMS audit protocol release in September. 

 

 
What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

Eligible Professionals 

1. Legal entity 

name, servicing 

NPI, personal 

TIN, payee NPI, 

business 

address, agency, 

state, phone 

number, 

provider type. 

IT vendor. Pre-IT 

vendor system 

edits with NLR 

and MMIS data. 

In IT vendor 

system, providers 

attest. 

Pre-payment 

Automated for 

Tier 1 and 2. 

 

Automated:  IT 

vendor system 

Vendor 

Operations: 

Reviewed against 

R&A, review 

against provider 

file?  

Information 

produced during 

DC provider 

application  

EP/hospital 

submits info 

during NLR 

registration and 

verifies and 

attests to info in 

IT vendor system  
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

2. Provider type IT vendor and DC 

provider 

enrollment 

Pre-payment 

System edit using 

NLR data prior to 

accessing IT 

vendor system. 

 

Pre-payment:  

verify provider 

type against 

claims processing 

and management 

information 

system file as 

automated 

procedure for 

Tier 2 applicants. 

 

Tier 1 providers 

will submit 

documentation 

for pre-payment 

Automated:  

Compare to 

claims processing 

and management 

information 

system provider 

file.   

 

Pre-payment per 

claims processing 

and management 

information 

system. 

Licensing/credent

ialing information 

(dates?)  This 

should be in the 

claims processing 

and management 

information 

system.   

EP/hospital 

submits info 

during NLR 

registration and 

verifies info in IT 

vendor system. 

Details on FQHCs 

led by PA.  

Providers in the 

FQHC.  New 

provider type 

within the MMIS.    

For FQHC 

providers would 

also need a 

reference 

mechanism to 

affiliate them 

with a specific 

FQHC. 
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

review. 

 

Ongoing 

monitoring will 

occur in audit or 

triggers 

reports/queries as 

post-payment 

review. 

3.* Provider type – 

pediatrician 

IT vendor  Pre-payment 

(same as above) 

Manual:  Will 

need to review 

against HIT 

initiatives criteria 

for pediatrician 

Will credentialing 

info have board 

certified and year 

of training with 

children 

information? 

EP/hospital 

submits info 

during NLR 

registration and 

verifies info in IT 

vendor 

application.  

Confirmed as part 

of data collected 

in MA 

registration. 

NOTE:  DHCF 

may want the 

vendor to cross-

reference with 

patient volume. 
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

4. FQHC/RHC “so 

led” 

 IT vendor Pre-payment.  

Primarily for Tier 

1 applicants. 

IT vendor will 

verify, may 

request 

documentation 

during the 

application and 

attestation 

process.  IT 

vendor may be 

required to 

confirm via daily 

files if new 

provider type 

details would 

facilitate this 

review 

Practice 

management 

data.  Other 

information 

verifying 

volumes. 

FQHC/RHCs will 

be required to 

submit during the 

incentive 

payment program 

application 

process. 
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

5. Current 

sanctions or 

pending 

sanctions with 

Medicare or 

Medicaid in any 

state 

IT vendor  Pre-payment 

Attestation = “no 

sanctions,”  will 

these be verified,  

Attestation = 

“yes”; app 

suspended.  

Edits between 

NLR and IT 

vendor 

applications, EPs 

must also attest to 

no sanctions.    

Application will 

suspend if EP 

indicates they 

have sanctions 

- IT vendor 

will be 

verifying 

with other 

states when 

attest to no 

sanctions and 

a Tier 2 

provider  

Verification with 

the R&A.   
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

6.* In compliance 

with all parts of 

the HIPAA 

regulations 

IT vendor  Pre-payment 

attestations 

If “no” – suspend. 

Post-payment = 

Audit.  May be 

needed to verify 

ongoing 

compliance. 

Suspend if they 

indicate “no”.    

 

Otherwise, a 

retrospective 

review per 

triggers.   

 

 

Possibly 

connected to 

implementation 

phase.  Where are 

products in their 

HIPAA approval 

process? 

 

Applicants may 

submit internal 

audit findings. 
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

7. Licensed in all 

the states in 

which you 

practice 

 

 

IT vendor  Pre-payment 

attestation 

- Verification, 

manually 

against 

various 

databases, 

calling other 

states, etc. for 

Tier 1 

applicants 

Suspend if they 

indicate no.  May 

be unique to a 

certain specialty 

type.  How will 

we get this detail?  

Currently only 

requested in 

general, not by 

specialty. 

Provide license 

numbers and 

dates.  Can verify 

with claims 

processing and 

management 

information 

systems.  

Documents 

should already be 

on file for the MA 

enrollment. 

 Collaborate with 

other states for 

licensing 

information in 

other states? 

Patient Volume – A CMS requirement to verify patient volume.  Some monitoring specificity depends on individual state requirements and allowances. 
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

8. Practice service 

locations 

meeting MA 

patient volume 

requirements 

IT vendor  Pre-payment 

Vendor will 

review pre-

payment by 

verifying the 

service locations 

on the claims files 

for verification of 

hospital-based 

and general 

volume 

comparisons by 

service locations.  

As a comparison 

to provider’s 

stated volumes.  

 

For Tier 1 

providers, will 

verify against 

submitted 

verification 

Review claims 

data against 

numerator 

volume.  

 

Additional 

practice 

management data 

or other 

encounter 

documentation. 

 

Claims files for 

service codes and 

encounters.  For 

out of state data, 

will request from 

provider or other 

Medicaid agency. 

 

 

EPs and Hospitals 

will also be 

required to 

submit 

documentation of 

total claims 

volume. 
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

documentation. 

9. Needy patient 

volume seen at 

each location 

 Pre-payment Verification of 

submitted data 

and comparison 

to national 

benchmarks.  

Vendor will 

specify outlier’s 

for flags and 

suspensions. 

Appointment 

schedule for 

select date ranges. 

Volume of no-

shows, etc. 

Providers must 

submit during 

application 

 

10. 90-day period 

used in 

calculating MA, 

underserved, 

and CHIP 

patient volume.   

IT vendor Pre-payment Reviewing to 

make sure 

volume not 

artificially high 

during reporting 

period.  Vendor 

to specify outlier 

ranges. 

Practice 

management data 

for encounters 

throughout the 

year. 

Submitted as part 

of the application 

process. 
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

11. FQHC /RHC 

Group NPI(s) 

used for 

encounter 

volume 

IT vendor Pre-payment Review to make 

sure NPI is a 

FQHC/RHC 

group  

FQHC/RHC 

licensing 

documentation 

Submitted as part 

of the application 

process. 

Billing records 

12. Individual 

practice service 

locations with 

MA patient 

volume and 90-

day period used 

for volume 

calculation 

IT vendor Pre-payment 

Verify service 

locations via 

claims processing 

and management 

information 

system. 

Automated? 

Reviewing to 

make sure 

volume not 

artificially high 

during reporting 

period.  Vendor 

to specify outlier 

ranges. 

Practice 

management data 

for encounters 

throughout the 

year. 

Only collected if 

selected for 

review. 
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

13. Group NPI(s) 

used for 

encounter 

volume 

IT vendor Pre-payment 

Automated 

through IT 

vendor 

application. 

Report 

verification of 

other providers 

using same group 

ID. 

IT vendor 

solution. 

Flag for 

additional review 

of other providers 

with this NPI.  

Group vs. 

individual. 

Submitted as part 

of the application 

process. 

 

14. Out-of-state 

patient volume 

IT vendor Pre-payment for 

Tier 1 providers.   

 

*Tier 2 providers 

as part of a 

trigger, post-

payment review. 

 Practice 

management data, 

information from 

other state 

Medicaid agencies 

Submitted as part 

of the application 

process. 

 

EHR and MU Stage Requirements – These vary by year of participation and will be revised per additional CMS guidance. 
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

15. Selection of AIU 

or MU incentive 

payment 

IT vendor Pre-payment 

Medicaid HIT 

Initiatives enter 

certification 

number for 

verification.   

 

Review which is 

chosen 

Intent on AIU or 

MU 

MU data 

submission to be 

defined. 

Contract, user 

agreement, 

purchase order, 

receipt, license 

agreement 

16. EHR CEHRT 

information 

 

IT vendor Pre-payment Vendor 

comparison to 

industry 

knowledge,  

Print outs from 

the system, 

receipts, etc. 

  

17. Selection of 

provider 

planned or 

complete AIU 

activities 

IT vendor Pre-payment Monitor activities 

are appropriate 

EP develops a 

report identifying 

planned/complete

d AIU activities? 
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

18. Selection of core 

and non-core 

measures 

IT vendor Pre-payment Year 

2 and beyond? 

IT vendor 

operations 

The 2015-2017 

Modifications and 

Stage 3 Final Rule 

released on 

Tuesday, October 

6, 2015 

Is this part of IT 

vendor 

application? 

Data respective to 

the core objectives 

selected 

19. Confirm 

voluntary 

assignment of 

incentive 

payment to the 

entity above 

(Payee TIN).   

IT vendor Post-payment IT vendor 

operations 

Payee TIN   Payment receipt 

confirmation? 

20. Confirmation of 

submitted info 

and electronic 

signature 

IT vendor Automated – Pre-

payment 

IT vendor 

operations 

N/A Confirmation of 

signed signature 

N/A 

Eligible Hospitals 
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

1. Legal entity 

name, servicing 

NPI, personal 

TIN, payee NPI, 

business 

address, agency, 

state, phone 

number, 

provider type 

Edits in IT vendor 

system, IT 

vendor. Pre-IT 

vendor system 

edits with NLR 

and MMIS data. 

In IT vendor 

system, providers 

attest. 

Pre-payment = 

Automated 

 

Automated: IT 

vendor system 

Vendor 

Operations: 

Reviewed against 

R&A, review 

against provider 

files 

Information 

produced during 

application to be 

MA hospital 

Hospital submits 

info during NLR 

registration and 

verifies info in IT 

vendor system. 

 

2. Preparer’s 

information 

Edits in IT vendor 

system 

Pre-payment = 

Automated 

N/A N/A N/A N/A 
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

3. Confirm that 

you are choosing 

the Medicaid 

incentive 

program in the 

District of 

Columbia. 

 

 

 

At application Pre-payment = 

Automated, 

attestation. 

IT vendor  N/A N/A  

4. Current 

sanctions or 

pending 

sanctions with 

Medicare or 

Medicaid in any 

state 

IT vendor  Pre-payment 

 Attestation = “no 

sanctions”.  will 

these be verified,  

Attestation = 

“yes”; app 

suspended 

May need edits 

between NLR and 

IT vendor 

applications, 

hospital must 

attest to sanctions 

and will suspend 

if there are 

sanctions. 

Verification with 

the R&A. 

Sanction 

documentation 
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

5. In compliance 

with all parts of 

the HIPAA 

regulations 

IT vendor  Pre-payment 

Attestations. If 

“no” – suspend.  

Post-payment = 

Audit. May be 

needed to verify 

ongoing 

compliance. 

Suspend if they 

indicate “no”.   

 

Otherwise, 

retrospective 

review. 

 

 

Possibly 

connected to 

implementation 

phase.  

 

Internal audit 

findings 

  

6. Licensed in all 

the states in 

which you 

practice 

IT vendor Pre-payment = 

Attestation 

- Verification, 

manually 

against 

various 

databases? 

Calling other 

states, etc. 

Suspend if they 

indicate “no”. 

May be unique to 

certain specialty 

type.  

Provide license 

numbers and 

dates, Can verify 

with claims 

processing and 

management 

information 

system. 

Documents 

should already be 

on file for the MA 

enrollment. 

 Other state 

collaboration for 

licensing 

information 
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

7. Select the EHR 

Certification 

Number(s) from 

the list that will 

be used to report 

meaningful use  

At application Pre-payment = 

Automated 

IT vendor Must enter 

selection for 

application to 

proceed 

  

8. Acute Care 

Hospital 

demonstrate 90 

day Medicaid 

patient volume 

calculation 

IT vendor Pre-payment Reviewing to 

make sure 

volume not 

artificially high 

during reporting 

period. Vendor to 

specify outlier 

ranges. 

Practice 

management data 

for encounters 

throughout the 

year 

Submitted as part 

of the application 

process. 

 

9. Select end date 

of last full 

hospital fiscal 

year that ended 

prior to 

September 30, 

2010.  

Have IT vendor 

do an automated 

check that the 

date is before 

9/30/2010 for 

trigger to review 

Pre-payment 

Automated at 

application.  

Cannot continue 

without valid 

data.  For Yr. 1 

only 

Review random 

sample or fiscal 

year ends 

reported after 

9/30/2010 

Audited 

financials that 

display fiscal year 
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

10. Confirm 

payment 

amounts – 

various payment 

formula 

elements, 

auditable source 

of data 

IT vendor      

11. Selection of AIU 

or MU incentive 

payment 

IT vendor Pre-payment 

Medicaid HIT 

Initiatives enter 

certification 

number for 

verification. 

Review which is 

chosen 

Intent on AIU or 

MU 

MU data 

submission to be 

defined. 

Contract, user 

agreement, 

purchase order, 

receipt, license 

agreement 

 

 

12. Selection of 

hospital planned 

or complete 

activities 

IT vendor Pre-payment Monitor activities 

are appropriate 

Hospitals develop 

a report 

identifying 

planned/complete

d AIU activities 

Post application  
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What will be 

reviewed? 
Who will review? Pre/Post Payment 

How will this be 

reviewed? 

What 

documentation 

can EP/hospital 

use during 

review? 

When and how 

will 

documentation 

be submitted? 

What other info 

do we need in 

order to conduct 

review? 

13 Selection of core 

and non-core 

measures 

IT vendor Pre-payment  

Year 2 and 

beyond 

IT vendor 

operations 

The 2015-2017 

Modifications and 

Stage 3 Final Rule 

released on 

Tuesday, October 

6, 2015 

Is this part of IT 

vendor 

application? 

Data respective to 

core  objectives 

selected 

14. Confirmation of 

submitted info 

and electronic 

signature 

IT vendor Automated – Pre-

payment 

IT vendor 

operations 

N/A Confirmation of 

signature signed 

in application. 

Original signed 

attestation 

15. Confirmation 

number 

generated and 

displayed 

IT vendor Pre-payment IT vendor 

operations 

Confirmation on 

file 
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Appendix IV:  Hospital Calculation Example 

 

Calculation of Medicaid Electronic Health Record (EHR) Incentive Payment 

Green areas are for data input from your cost reports. 

The overall "EHR" amount is the sum over 4 years of (a) the  base amount of $2,000,000 plus (b) the discharge related amount defined as $200 for the 1,150 
through 23,000 discharge for the first payment year, then a prorated amount of 75% in year 2, 50% in year 3, and 25% in year 4. 

          For years 2 - 4, the rate of growth is assumed to be the previous 3 years' average. 

          Step 
1 Calculate the average annual growth rate for the last 3 years of available data using previous hospital cost reports.   

  
        

  

  
  

Prior Year Current Year 
Increase/ 
Decrease Growth Rate 

 
Data Source 

Line 
Number(s) 

  
        

  

  Fiscal Year 2010 
 

                 
5,016  

                   
3,356  -1660 -33.09% 

  
  

  
        

  

  Fiscal Year 2011 
 

                 
3,356  

                   
4,017  661 19.70% 

  
  

  
        

  

  Fiscal Year 2012 
 

                 
4,017  

                   
4,061  44 1.10% 

  
  

  
        

  

  
  

Total Increase/(Decrease) 
 

-12.30% 
  

  

  
        

  

      Average 3 year Growth Rate   -4.100%       

          Step 2 Calculate the discharge related amount using the annual growth rate to adjust discharges for years 2 - 4.     

  
       

Data Source 
Line 
Number(s) 
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  Total Discharges  
    

                    
4,061  

  
  

  Adjustments to Discharges 
   

  
  

  

  Adjusted Total Discharges 
   

                    
4,061  

  
  

  
        

  

  
 

Per 
Discharge 
Amount 

Total 
Discharges 

Disallowed 
Discharges 

Allowable 
Discharges Amount 

  
  

  
        

  

  Year 1  
 $      
200.00  

                 
4,061  

                   
1,149  

                 
2,912  $582,400.00 

  
  

  
 

          
  

  

  Year 2 
 $      
200.00  

                 
3,894  

                   
1,149  

                 
2,745  $549,000.00 

  
  

  
 

          
  

  

  Year 3 
 $      
200.00  

                 
3,734  

                   
1,149  

                 
2,585  $517,000.00 

  
  

  
 

          
  

  

  Year 4 
 $      
200.00  

                 
3,581  

                   
1,149  

                 
2,432  $486,400.00   

 
  

  
        

  

      
Total Discharge Related 
Amount   $2,134,800.00       

          

          Step 
 3 Calculate the Initial Amount for 4 Years             

  
  

Year 1 Year 2 Year 3 Year 4 
  

  

  Base Amount 
 

$2,000,000.00  $2,000,000.00  $2,000,000.00  $2,000,000.00  
  

  

  
  

        
  

  

  Discharge Related Amount $582,400.00  $549,000.00  $517,000.00  $486,400.00  
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Aggregate EHR 
Amount   $2,582,400.00  $2,549,000.00  $2,517,000.00  $2,486,400.00        

          Step 
 4 Apply Transition Factor               

  
  

Year 1 Year 2 Year 3 Year 4 
  

  

  Transition Factor 
 

1.00  0.75  0.50  0.25  
  

  

  
  

        
  

  

  Transition Factor   $2,582,400.00  $1,911,750.00  $1,258,500.00  $621,600.00        

          Step 
 5 Calculate Overall EHR Amount for 4 Years     $6,374,250.00        

          Step 
 6 Calculate Medicaid Share from Hospital Cost Report data           

  
        

  

   (estimated Medicaid inpatient-bed-days + estimated Medicaid HMO inpatient-bed-days) /  
  

  

   (est. Medicaid IP-bed-days x ((est. total charges - est. charity care charges) / est. total charges))  
  

  

  
        

  

  
       

Data Source 
Line 
Number(s) 

  Total Medicaid Inpatient Bed Days 
 

                 
6,044  

   
  

  Total Medicaid Managed Care Inpatient Bed Days 
 

                 
4,627    

  
  

  Total Medicaid and Managed Care Inpatient Bed Days 
 

10671 
  

  

  
        

  

  Total Hospital Charges 
  

    
290,845,116  

   
  

  Total Charity/uncompensated care charges 
 

         
8,273,607  

   
  

  Total Hospital Charges - Charity charges 
 

    
282,571,509  
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  Divided by Total Hospital Charges 
 

    
290,845,116  

   
  

  
        

  

  Non-charity percentage 
  

97.16% 
   

  

  Total Hospital Inpatient Bed Days 
 

               
23,362    

  
  

  Total Nursery Bed Days 
  

  
   

  

  Adjusted Total Inpatient Bed Days 
 

               
23,362    

  
  

  Total Hospital Inpatient Bed Days excluding charity 
 

                  
22,699  

  
  

  
        

  

      Medicaid Share 47.01%       

          Step 
 7 Calculate Medicaid Aggregate EHR Incentive Amount           

  
        

  

  Overall Amount for 4 years 
   

$6,374,250.00  
  

  

  Medicaid Share 
    

47.01% 
  

  

  
        

  

  Medicaid Aggregate EHR Incentive Amount $2,996,534.93        

          Step 
8 Calculate Annual Incentive Payment Amount 

      

     
Percentage Payment 

   

 
Year 1 Payment 50% $1,498,267.46  

   

          

 
Year 2 Payment 40% $1,198,613.97  

   

          

 
Year 3 Payment 10% $299,653.49  
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Appendix V:  Medicaid EHR Incentive Program Rulemaking 

 

 

DEPARTMENT OF HEALTH CARE FINANCE 

 

NOTICE OF FINAL RULEMAKING 

 

The Director of the Department of Health Care Finance (DHCF), pursuant to the authority set forth in An Act to enable the District of 

Columbia to receive Federal financial assistance under Title XIX of the Social Security Act for a medical assistance program, and for 

other purposes, approved December 27, 1967 (81 Stat.744; D.C. Official Code § 1-307.02 (2013 Supp.)), and Section 6(6) of the 

Department of Health Care Finance Establishment Act of 2007, effective February 27, 2008 (D.C. Law 17-109; D.C. Official Code § 

7-771.05(6) (2012 Repl.)), hereby gives notice of the adoption of a new Chapter 89, of Title 29 (Public Welfare) of the District of 

Columbia Municipal Regulations (DCMR), entitled “Medicaid Electronic Health Record Incentive Payment Program.” 

 

This rule sets forth the conditions of provider participation, reimbursement, and administrative appeal procedures for the Medicaid 

Electronic Health Record Incentive Payment Program (MEIP).  MEIP is established pursuant to the Health Information Technology 

and Clinical Health Act (HITECH) of 2009, enacted under Title XIII of Division A and Title IV of Division B of the American 

Recovery and Reinvestment Act of 2009 (ARRA) (Pub.L. 111–5) (codified as amended in Title 42 of the Code of Federal 

Regulations, Part 495) and the corresponding State Medicaid Health Information Technology Plan (SMHP) approved by the U.S. 

Department of Health and Human Services (HHS) on April 23, 2012. MEIP may grant incentive payments to eligible hospitals and 

eligible professionals, who adopt, implement, upgrade, and demonstrate the meaningful use of certified Electronic Health Records 

(EHR) technology.   

 

A Notice of Emergency and Proposed Rulemaking was published. The DC HIE Policy Board (Board) was initially established by 

Mayor’s Order in February 2012. The purpose of the Board is to advise the Mayor and the Directors of the Department of Health Care 

Finance (DHCF), Department of Health, Department of Behavioral Health, Department of Human Service, and the Office of the Chief 

Technology Officer, regarding the enhancement and sustainability of secure, protected exchange of health information among health 

providers and other authorized entities. The Board consists of twenty-two (22) members, including seven (7) District government 

representatives appointed by the Mayor on August 9, 2013 (60 DCR 011687).  No comments were received. No substantive changes 

have been made.  The Director adopted these rules as final on December 20, 2013 and they shall become effective on the date of 

publication of this notice in the D.C. Register.    
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Title 29 (Public Welfare) of the DCMR is amended as follows: 

  

Add a new Chapter 89, MEDICAID ELECTRONIC HEALTH RECORD INCENTIVE PAYMENT PROGRAM to read as 

follows: 

 

89 MEDICAID ELECTRONIC HEALTH RECORD INCENTIVE PAYMENT PROGRAM (MEIP) 

 

8900 Provider Eligibility 
 

8900.1 The Department of Health Care Finance (DHCF) shall administer the Medicaid Electronic Health Record Incentive 

Payment Program (MEIP), which provides incentive payments to certain eligible providers participating in the District 

of Columbia Medicaid program as they adopt, implement, upgrade, or demonstrate meaningful use of certified 

Electronic Health Record (EHR) technology. 

 

8900.2 The following providers shall be eligible for participation in MEIP: 

 

(a) Eligible professionals as identified in Subsection 8900.3; and  

 

(b) Eligible hospitals as identified in Subsection 8900.5. 

 

8900.3 An eligible professional shall be one (1) of the following: 

 

(a) A physician licensed in accordance with the District of Columbia Health Occupations Revision Act of 1985, 

effective March 25, 1986 (D.C. Law 6-99; D.C. Official Code §§ 3-1201 et seq. (2007 Repl. & 2012 Supp.)); 

  

(b) A dentist licensed to engage in the practice of dentistry as defined by § 102(5) of the District of Columbia 

Health Occupations Revision Act of 1985, effective March 25, 1986 (D.C. Law 6-99; D.C. Official Code §§ 3-

1201 et seq. (2007 Repl. & 2012 Supp.)); 

 

(c) A certified nurse midwife licensed as an advanced practice registered nurse pursuant to the District of Columbia 

Health Occupations Revision Act of 1985, effective March 25, 1986 (D.C. Law 6-99; D.C. Official Code §§ 3-
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1201 et seq. (2007 Repl. & 2012 Supp.)), and certified by the American Midwifery Certification Board 

(AMCB);  

 

(d) A nurse practitioner licensed as an advanced practice registered nurse pursuant to the District of Columbia 

Health Occupations Revision Act of 1985, effective March 25, 1986 (D.C. Law 6-99; D.C. Official Code §§ 3-

1201 et seq. (2007 Repl. & 2012 Supp.)); or 

 

(e) A physician’s assistant, licensed in accordance with the District of Columbia Health Occupations Revision Act 

of 1985, effective March 25, 1986 (D.C. Law 6-99; D.C. Official Code §§ 3-1201 et seq. (2007 Repl. & 2012 

Supp.)), who practices in a Federally Qualified Health Center (FQHC). 

 

8900.4 Consistent with the requirements of Subsection 8900.3, an eligible professional shall not be hospital-based, unless the 

professional’s eligibility for incentive payments is based on practice at a FQHC. 

 

8900.5 An eligible hospital shall be one (1) of the following: 

 

(a) An acute care hospital located in the District of Columbia; or 

 

(b) A children's hospital located in the District of Columbia. 

 

8900.6 For each year of MEIP participation, an eligible provider shall meet all of the following requirements: 

 

(a) Have no current or pending sanction identified by  the United States Department of Health and Human Services, 

Office of Inspector General or the District of Columbia list of excluded providers;  

 

(b) Declare the intent to participate by electronically registering with the CMS using the Medicare and Medicaid 

electronic health record incentive program registration and attestation website; 

 

(c) Use the District of Columbia State Level Registry to attest to the provider’s qualifications to receive the 

incentive payment; and submit an electronic copy of a signed attestation form at http://dc.arraincentive.com; 

 

(d) Meet Medicaid patient volume requirements consistent with the requirements of Section 8901, “Methodology 

http://dc.arraincentive.com/
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for Volume Requirements”, and the District of Columbia State Medicaid Health Information Technology Plan 

(SMHP);  

 

(e) Submit a Certified Health IT Product List (CHPL) Product Number; and 

 

(f) Declare, if applicable, the intent to reassign incentive payments to a third party subject to the requirements of 42 

C.F.R. § 495.10(f). 

 

8900.7 For the first year of MEIP participation, an eligible provider shall meet the requirements of Subsection 8900.6 and meet 

one (1) of the following conditions: 

 

(a) Demonstrate and attest to adopting, implementing or upgrading EHR technology as defined in 42 C.F.R. § 

495.302 that has been certified by the Office of the National Coordinator for Health Information Technology; or 

 

(b) Demonstrate that it is a meaningful EHR user as defined in 42 C.F.R. § 495.4. 

 

8900.8 An eligible provider that demonstrates and attests to adopting, implementing or upgrading EHR technology in 

accordance with Subsection 8900.7 shall report which certified EHR technology they have adopted, implemented or 

upgraded to and provide supporting documentation (e.g., purchase receipts or other proof of good faith payment 

between purchaser and seller, or proof of binding contract) in a manner specified by DHCF. 

 

8900.9 In the second, third, fourth, fifth, and sixth year of MEIP participation, an eligible provider shall satisfy all of the 

following criteria: 

 

(a) Meet the requirements of Subsection 8900.6; 

 

(b) Demonstrate that it is a meaningful EHR user as defined in 42 C.F.R. § 495.4; and 

 

(c) Use certified EHR technology interoperable with the system designated by the District to report clinical quality 

measures. 

 

8901  Methodology for Volume Requirements 
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8901.1 An eligible professional shall establish and demonstrate, based on individual and group practice methodology, 

compliance with the following volume requirements:  

 

(a) An eligible professional shall have at least thirty percent (30%) of the professional's patient volume covered by 

Medicaid, except that:  

 

(1) A board-certified pediatrician who does not practice at a FQHC shall have a minimum of twenty percent 

(20%) of patient encounters; and  

 

(2) Any eligible professional predominately practicing at a FQHC shall have at least thirty percent (30%) of 

patient volume attributable to needy individuals.  

 

(b) An eligible professional shall calculate individual Medicaid patient volume by dividing the total Medicaid 

patient encounters (in and out of the District) in any continuous ninety (90) day period in the calendar year (CY) 

preceding the eligible professional’s payment year, or in the twelve (12) months before the eligible 

professional’s attestation; by the total patient encounters in the same ninety (90) day period; 

 

(c) Subject to 42 C.F.R. § 495.306(h), an eligible professional shall calculate group Medicaid patient volume by 

dividing the total Medicaid patient encounters (in and out of the District across the entire group or clinic) in any 

continuous ninety (90) day period in the CY preceding the eligible professional’s payment year, or in the twelve 

(12) months before the eligible professional’s attestation; by the total patient encounters (in and out of the 

District across the entire group or clinic); and 

 

(d) An eligible professional practicing in a FQHC shall calculate needy individual patient volume by dividing the 

total needy individual patient encounters in any continuous ninety day period in the CY preceding the eligible 

professional’s attestation; by the total patient encounters in the same ninety (90) day period.   

 

8901.2 An eligible acute care hospital shall have at least ten percent (10%)  Medicaid patient volume based on individual 

methodology as calculated below: 

 

(a) An eligible hospital shall divide the total Medicaid patient encounters (in and out of the District) in any 
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continuous ninety (90) day period in the preceding fiscal year (FY), or in the twelve (12) months before the 

eligible hospital’s attestation; by 

  

(b) The total patient encounters in the same ninety (90) day period to calculate individual Medicaid patient volume. 

 

8901.3 An eligible children’s hospital shall be exempt from volume requirements of Subsections 8901.1 through 8901.2.   
 

8902 Provider Incentive Payments 

8902.1 For all payment years, MEIP incentive payments for each eligible provider shall be subject to all of the following 

conditions: 

 

(a) Incentive payments shall be calculated pursuant to 42 C.F.R. § 495.310; 

 

(b) An eligible provider may receive a MEIP incentive payment so long as the eligible provider meets all MEIP 

requirements as set forth in this chapter; and  

 

(c) No eligible provider shall receive an incentive payment after payment year 2021. 

 

8902.2 In the first payment year, to receive an incentive payment, an eligible professional shall meet all eligibility and volume 

requirements in accordance with Sections 8900, “Provider Eligibility” and 8901, “Methodology for Volume 

Requirements;” and satisfy one (1) of the following conditions: 

 

(a) Demonstrate and attest to adopting, implementing or upgrading EHR technology as defined in 42 C.F.R. § 

495.302 that has been certified by the Office of the National Coordinator for Health Information Technology; or 

 

(b) Demonstrate that it is a meaningful EHR user as defined in 42 C.F.R. § 495.4. 

 

8902.3 Incentive payments to an eligible professional in the first payment year shall meet the following requirements:  

 

(a) An initial incentive payment shall not be dispersed after CY 2016; 
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(b) An incentive payment shall not exceed twenty-one thousand two hundred fifty dollars ($21,250); 

 

(c) Incentive payments cannot be received from more than one State or Medicaid incentive payment program in a 

payment year;  

 

(d) Incentive payments to pediatricians shall be subject to the limitations of 42 C.F.R. § 495.310(a)(4); and 

 

(e) Incentive payments to professionals that are Medicaid and Medicare eligible shall be subject to the limitations 

set forth in 42 C.F.R. § 495.10(e). 

 

8902.4 In the second, third, fourth, fifth, and sixth payment year, to receive an incentive payment, an eligible professional shall 

meet all eligibility requirements in accordance with Sections 8900, “Provider Eligibility” and 8901, “Methodology for 

Volume Requirements;” and demonstrate that it is a meaningful EHR user as defined in 42 C.F.R. § 495.4. 

 

8902.5 Incentive payments to an eligible professional in subsequent payment years shall meet the following requirements: 

 

(a) Incentive payments shall be disbursed consistent with the CY on a non-consecutive, annual basis, following 

verification of eligibility for the payment year; 

 

(b) A single incentive payment may not exceed eight thousand five hundred dollars ($8,500);  

 

(c) An eligible professional shall not participate in MEIP for more than a total of six (6) years. Incentive payments 

shall not exceed sixty-three thousand seven hundred and fifty dollars ($63,750) over a six (6) year period;  

 

(d) Incentive payments to pediatricians shall be subject to the limitations of 42 C.F.R § 495.310(a)(4); and 

 

(e) Incentive payments to professionals that are Medicaid and Medicare eligible shall be subject to the limitations 

set forth in 42 C.F.R. § 495.10(e). 

 

8902.6 In the first payment year, to receive an incentive payment, an eligible hospital shall meet all eligibility requirements in 
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accordance with Sections 8900, “Provider Eligibility” and 8901, “Methodology for Volume Requirements;” and satisfy 

one (1) of the following conditions: 

 

(a) Demonstrate and attest to adopting, implementing or upgrading EHR technology as defined in 42 C.F.R. § 

495.302 that has been certified by the Office of the National Coordinator for Health Information Technology; or  

 

(b) Demonstrate that it is a meaningful EHR user as defined in 42 C.F.R. § 495.4. 

 

8902.7 Incentive payments to an eligible hospital in the first payment year shall meet the following requirements:    

 

(a) Incentive payments shall be disbursed consistent with the Federal FY on a rolling basis following verification of 

eligibility for the payment year; 

 

(b) An initial incentive payment shall not be dispersed after FY 2016; and  

 

(c) An eligible hospital shall receive an incentive payment from only one State or Medicaid incentive payment 

program in a payment year.  

 

8902.8 In the second, third, fourth, fifth, and sixth payment year, to receive an incentive payment, an eligible hospital shall 

meet all eligibility requirements in accordance with Sections 8900, “Provider Eligibility” and 8901, “Methodology for 

Volume Requirements;” and demonstrate that it is a meaningful EHR user as defined in 42 C.F.R. § 495.4.   

8902.9 Incentive payments to an eligible hospital in subsequent payment years shall meet the following requirements: 

(a) Incentive payments shall be disbursed consistent with the Federal FY on a rolling basis following verification of 

eligibility for the payment year; 

 

(b) Prior to FY 2016, incentive payments may be disbursed on a non-consecutive, annual basis for the fiscal year; 

 

(c) After 2016, incentive payments shall be dispersed only to an eligible hospital that received an incentive 

payment in the prior FY;  
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(d) Incentive payments shall be dispersed over a minimum of a three (3) year period and a maximum of a six (6) 

year period;  

 

(e) An eligible hospital shall receive an incentive payment from only one State or Medicaid incentive payment 

program in a payment year; 

 

(f) No single incentive payment may exceed fifty percent (50%)  of the aggregate EHR incentive amount as 

calculated under 42 C.F.R. § 495.310(g); 

 

(g) The total incentive payment received over all payment years of the program shall be no greater than the 

aggregate EHR incentive amount as calculated under 42 C.F.R.§ 495.310(g); and 

 

(h) No incentive payments over a two (2) year period may exceed ninety percent (90%) of the aggregate EHR 

hospital incentive amount as calculated in 42 C.F.R.§ 495.310(g). 

 

8902.10 Incentive payments, identified in Subsections 8902.1 through 8902.9, may be assigned to a third party employer or to 

an entity under the following conditions: 

 

(a) The third party must have a contractual arrangement with the eligible hospital that allows the third party to bill 

and receive payment for the eligible hospital's covered professional services; 

 

(b) Assignments in Medicare must be consistent with § 1842(b)(6)(A) of the Social Security Act and 42 C.F.R. §§  

424.70 – 424.90; 

 

(c) Medicaid eligible providers may also assign their incentive payments to a Taxpayer Identification Number 

(TIN) for an entity promoting the adoption of EHR technology, consistent with 42 C.F.R. §§ 495.300 – 

495.370; and 

 

(d) Each eligible provider may reassign the entire amount of the incentive payment to only one employer or entity. 

 

8902.11 Incentive payments, identified in Subsections 8902.1 through 8902.9, that are disbursed through Medicaid managed 
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care plans shall not exceed one hundred and five percent (105%) of the capitation rate pursuant to 42 C.F.R. § 

438.6(c)(5)(iii). 

 

8902.12 Incentive payments assigned to third party employers and other entities as described in Subsection 8902.10 shall not be 

implemented until on or after November 1, 2013.  

 

8903 Program Integrity  

 

8903.1 An eligible provider shall retain documentation that verifies its eligibility for MEIP for a minimum of ten (10) years 

and cooperate with DHCF and any other duly authorized agent of a governmental agency seeking to audit compliance 

with MEIP requirements.  

 

8903.2 An eligible provider’s cooperation shall include, but is not limited to, the following: 

 

(a) Making available to DHCF, or its designee, upon request, all necessary and complete records and other 

documentation for audit purposes as specified in the request; 

 

(b) Permitting DHCF, or its designee, to audit, inspect, examine, excerpt, copy and/or transcribe the records related 

to this incentive program; and 

 

(c) Permitting DHCF, or its designee, to access its premises to inspect and monitor its compliance with program 

requirements.   

 

8903.3 DHCF shall prevent fraud, waste, and abuse by employing the following actions: 

 

(a) Conduct a full investigation or refer the case to the State Medicaid fraud control unit upon suspicion or 

detection of fraud or abuse by an eligible provider; 

 

(b) Refer the case to the appropriate law enforcement agency upon suspicion or detection of fraud by a beneficiary; 

and 

 

(c) Comply with all other laws and regulations designed to prevent fraud, waste, and abuse, including, but not 
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limited to applicable provisions of federal criminal law, the False Claims Act (31 U.S.C. § 3729 et seq.), the 

Anti-Kickback Statute (42 U.S.C. § 1320a-7b), § 1128B(b) of the Social Security Act, and 42 C.F.R.§ 495.368. 

 

8903.4 DHCF may take the following actions with respect to an eligible provider found deficient or in violation of this rule: 

 

(a) Suspend an incentive payment until the eligible provider has removed the deficiency to the satisfaction of 

DHCF; 

 

(b) Require full repayment of all or a portion of an incentive payment; or 

 

(c) Terminate the eligible provider’s MEIP participation. 

 

8903.5 DHCF shall issue a written notice when any action is taken pursuant to Subsection 8903.3 in accordance with the 

requirements set forth in Chapter 13 of Title 29 DCMR.  

 

8904 Appeals 

 

8904.1 A provider may appeal any of the following issues: 

 

(a) Incentive payment amounts; 

 

(b) Provider eligibility determinations; and 

 

(c) Demonstration of adopting, implementing, upgrading, and meaningful use of technology. 

 

8904.2 DHCF shall issue a written determination to a provider if it finds the following: 

 

(a) The initial MEIP amount will not be issued because the calculation is incorrect; 

 

(b) The initial MEIP amount will not be issued because the provider has an outstanding balance due which was 

offset against the MEIP payment; 
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(c) Failure to meet MEIP eligibility requirements; 

 

(d) Failure to meet the meaningful use requirements; or 

 

(e) Failure to provide sufficient documentation to support adopting, implementing, or upgrading a certified 

electronic health record. 

 

8904.3 The written determination described in Subsection 8904.2 shall include the following: 

 

(a) A finding as described in Subsection 8904.2 that includes a description of why the criteria were not met; 

 

(b) The policy, rule, or statute upon which the  determination was made; and  

 

(c) An explanation of the right to request an administrative review as well as the timeframes for a request. 

 

8904.4 Within thirty (30) calendar days of receipt of the written determination set forth in Subsections 8904.2 and 8904.3, a 

provider that disagrees with the determination shall have the right to request an administrative review with DHCF. The 

written request for administrative review shall include the reason for the request, the relief requested and 

documentation in support of the relief requested. 

 

8904.5 DHCF shall issue a formal written determination relative to the administrative review no later than sixty (60) calendar 

days after receipt of the provider’s written request for administrative review.     

 

8904.6 Within thirty (30) calendar days after receipt of DHCF’s written response to the administrative review, the provider 

may appeal the decision by filing a written notice of appeal with the D.C. Office of Administrative Hearings.   

 

8999   DEFINITIONS 

 

Acute care hospital: A health care facility: (1) where the average length of patient stay is twenty-five (25) days or 

fewer; and (2) with a Centers for Medicare and Medicaid Services (CMS) certification number (previously 

known as the Medicare provider number) that has the last four (4) digits in the series 0001–0879 or 1300–1399 

pursuant to 42 C.F.R. § 495.302. 
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Children’s hospital: A separately certified children's hospital, either freestanding or hospital-within-hospital that (1) 

has a CMS certification number (CCN), (previously known as the Medicare provider number), that has the last 

four (4) digits in the series 3300–3399; or (2) does not have a CCN but has been provided an alternative number 

by CMS for purposes of enrollment in MEIP as a children's hospital;  and; (3) predominantly treats individuals 

under twenty-one (21) years of age, pursuant to 42 C.F.R. § 495.302. 

 

Hospital based professional:  As defined in 42 C.F.R. § 495.4, a professional who furnishes ninety (90) percent or 

more of covered professional services in sites of service identified by the codes used in the Health Insurance 

Portability and Accountability Act of 1996, enacted August 21, 1996 (Pub.L. 104–191, 110 Stat. 1936) 

(HIPAA) standard transaction as an inpatient hospital or emergency room setting in the year preceding the 

payment year, or in the case of a payment adjustment year, in either of the two (2) years before such payment 

adjustment year. 

 

Federally Qualified Health Center (FQHC): An entity that meets the definition set forth in § 1905(l)(2)(B) of the 

Social Security Act (42 U.S.C. § 1396d(l)(2)(B)). 

 

Medicaid encounter: Services rendered in accordance with 42 C.F.R. § 495.306(e). 

 

Needy individuals: As defined at 42 C.F.R. § 495.302, individuals who: received medical assistance from Medicaid or 

the Children's Health Insurance Program (or a Medicaid or CHIP demonstration project approved under § 1115 

of the Social Security Act); were furnished uncompensated care by the provider; or were furnished services at 

either no cost or reduced cost based on a sliding scale determined by the individuals' ability to pay. 

 

Patient Encounter: Services rendered to an individual pursuant to 42 C.F.R. § 495.306(e). 

 

Patient Volume: The minimum participation threshold pursuant to 42 C.F.R. § 495.304(c)-(e), § 495.306, and the 

District of Columbia State Medicaid Health Information Technology Plan. 

 

Payment year:  For an eligible professional, a calendar year (CY) beginning with CY 2011 and for an eligible hospital, 

a federal fiscal year (FFY) beginning with FFY 2011. 
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Provider: For the purposes of this section, the term “provider” shall include both health care professionals and 

hospitals.  

 

 

 

 


