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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

1.1. History of Meaningful Use (MU)History of Meaningful Use (MU)
a)a) February 2009February 2009 –– American Recovery and Reinvestment Act (ARRA)American Recovery and Reinvestment Act (ARRA)
b)b) ARRA contained provisions related to Health Information TechnoloARRA contained provisions related to Health Information Technologygy

for Economic and Clinical Health Act (HITECH Act)for Economic and Clinical Health Act (HITECH Act)
i.i. Provided for incentive payments to Eligible Professionals (EPs)Provided for incentive payments to Eligible Professionals (EPs) andand

eligible hospitals that participate in Medicare/Medicaid programeligible hospitals that participate in Medicare/Medicaid programs whos who
adopt andadopt and ““meaningfully use certified electronic health record (EHR)meaningfully use certified electronic health record (EHR)
technologytechnology

c)c) January 13, 2010, Centers for Medicare and Medicaid Services (CMJanuary 13, 2010, Centers for Medicare and Medicaid Services (CMS)S)
publishes proposed rule addressing requirements for EPs and eligpublishes proposed rule addressing requirements for EPs and eligibleible
hospitals to receive the incentive payments for use of EHRhospitals to receive the incentive payments for use of EHR
technology.technology.

d)d) July 28, 2010, CMS issues final rule onJuly 28, 2010, CMS issues final rule on ““meaningful usemeaningful use”” requirementsrequirements
under the EHR incentive programunder the EHR incentive program

e)e) September 26, 2010, final rule becomes effectiveSeptember 26, 2010, final rule becomes effective
f)f) October 1, 2010, implementation of final ruleOctober 1, 2010, implementation of final rule
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

1.1. Evolution of Meaningful Use (MU)Evolution of Meaningful Use (MU)
a)a) CMS receives numerous comments to proposed rule.CMS receives numerous comments to proposed rule.

b)b) American Hospital Association (AHA) commented onAmerican Hospital Association (AHA) commented on
issues related to MU including:issues related to MU including:

i.i. Definition of hospital based professionalDefinition of hospital based professional –– as written wouldas written would
severely limit # of docsseverely limit # of docs elegibleelegible for MUfor MU

ii.ii. AHA concerned aboutAHA concerned about ““all or nothingall or nothing”” approach to MU.approach to MU.

iii.iii. Concern focused on EPs requirement to meet 25 objectives andConcern focused on EPs requirement to meet 25 objectives and
eligible hospitals to meet 23 objectives to qualify for MUeligible hospitals to meet 23 objectives to qualify for MU

iv.iv. Most thought that CMS objectives were unattainableMost thought that CMS objectives were unattainable

v.v. Final rule addressed concerns:Final rule addressed concerns:
a.a. CMS provided flexibility for EPs and eligible hospitals to meetCMS provided flexibility for EPs and eligible hospitals to meet MUMU

requirementsrequirements
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

1.1. Eligibility for MU incentiveEligibility for MU incentive –– who can get it?who can get it?
a)a) A Medicare EP is basically a physicianA Medicare EP is basically a physician

i.i. Physician assistants, Nurse Practitioners, etc. are not eligiblePhysician assistants, Nurse Practitioners, etc. are not eligible for Medicarefor Medicare
EHR programEHR program

ii.ii. Of noteOf note –– Physicians who participate in Medicare EP cannot also take partPhysicians who participate in Medicare EP cannot also take part
in Medicaid EHR programin Medicaid EHR program

b)b) A Medicare eligible hospital is a hospital paid under the ProspeA Medicare eligible hospital is a hospital paid under the Prospectivective
Payment System (PPS)Payment System (PPS)

i.i. Unlike docs, hospitals can participate in Medicare feeUnlike docs, hospitals can participate in Medicare fee--forfor--service EHRservice EHR
program, Medicare Advantage EHR incentive program, or Medicaid Eprogram, Medicare Advantage EHR incentive program, or Medicaid EHRHR
incentive program.incentive program.

c)c) Medicaid EPs include additional provider types:Medicaid EPs include additional provider types:
i.i. Physicians, nurse midwives, dentistsPhysicians, nurse midwives, dentists

ii.ii. May also include physician assistants in Federally Qualified HeaMay also include physician assistants in Federally Qualified Health Centerlth Center
(FQHC) or Rural Health Clinic (RHC)(FQHC) or Rural Health Clinic (RHC)
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

1.1. Demonstrating MUDemonstrating MU –– What must be done?What must be done?

a)a) HITECH sets out three requirements:HITECH sets out three requirements:

i.i. MU requires the use ofMU requires the use of EHRsEHRs in a meaningful manner.in a meaningful manner.

a.a. This requirement does not provide much guidance to providersThis requirement does not provide much guidance to providers

ii.ii. The use of certified EHR technology for the electronicThe use of certified EHR technology for the electronic
exchange of health informationexchange of health information

iii.iii. Certified EHR technology must be used to submitCertified EHR technology must be used to submit
clinical quality dataclinical quality data
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

1.1. Demonstrating MUDemonstrating MU –– What must be done?What must be done?
(cont.)(cont.)

a)a) HITECH also provides:HITECH also provides:

i.i. CMS will define MU in three (3) stages over five (5)CMS will define MU in three (3) stages over five (5)
years.years.

ii.ii. Current final ruleCurrent final rule –– Stage One (1)Stage One (1)

iii.iii. Stage Two (2)Stage Two (2) –– due at end of 2011due at end of 2011

iv.iv. Stage Three (3)Stage Three (3) –– due at end of 2013due at end of 2013
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

1.1. Demonstrating MUDemonstrating MU –– What must be done?What must be done?
(cont.)(cont.)

a)a) MU Stage 1MU Stage 1

i.i. Proposed rule had 25 objectives for EPs and 23Proposed rule had 25 objectives for EPs and 23
objectives for eligible hospitalsobjectives for eligible hospitals

ii.ii. Final RuleFinal Rule –– provides providers with more flexibilityprovides providers with more flexibility

a.a. Divides objectives into two categories:Divides objectives into two categories:

1)1) ““corecore”” group of required objectivesgroup of required objectives

2)2) ““menu setmenu set”” from which providers choose five (5) to meetfrom which providers choose five (5) to meet
MU of certified EHR technology in Stage 1MU of certified EHR technology in Stage 1
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

1.1. MU Stage 1MU Stage 1

a)a) Core ObjectivesCore Objectives ––

i.i. 14 for eligible hospitals14 for eligible hospitals

ii.ii. 15 for EPs15 for EPs

b)b) Menu SetMenu Set

i.i. Both EPs and eligible hospitals must choose 5 to be eligibleBoth EPs and eligible hospitals must choose 5 to be eligible

ii.ii. 10 total10 total ““Menu SetMenu Set”” options to choose fromoptions to choose from……

c)c) End result is more flexibility for providers in final rule ofEnd result is more flexibility for providers in final rule of
Stage 1Stage 1

d)d) Stage 2Stage 2 –– Stage 3Stage 3 –– might require compliance with Menumight require compliance with Menu
set objectives but not certain at the momentset objectives but not certain at the moment
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

A.A. Eligible Hospitals (includes Critical Access Hospitals (CAH))Eligible Hospitals (includes Critical Access Hospitals (CAH))
–– 14 Core Objectives14 Core Objectives

1.1. Record patient demographics: More than 50 percent of inpatientsRecord patient demographics: More than 50 percent of inpatients’’ (and(and
emergency room (emergency room (““ERER””) admissions) demographic data, such as) admissions) demographic data, such as
gender, race, ethnicity, date of birth and preferred language, mgender, race, ethnicity, date of birth and preferred language, must beust be
recorded as structured data.recorded as structured data.

2.2. Record vital signs and chart changes in height, weight, blood prRecord vital signs and chart changes in height, weight, blood pressure,essure,
and body mass index: More than 50 percent of inpatients (and ERand body mass index: More than 50 percent of inpatients (and ER
admissions) two years of age and older must have these valuesadmissions) two years of age and older must have these values
recorded as structured data.recorded as structured data.

3.3. Maintain an upMaintain an up--toto--date problem list of current and active diagnoses:date problem list of current and active diagnoses:
More than 80 percent of inpatients (and ER admissions) must haveMore than 80 percent of inpatients (and ER admissions) must have atat
least one entry recorded as structured data.least one entry recorded as structured data.
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

A.A. Eligible Hospitals (includes Critical Access HospitalsEligible Hospitals (includes Critical Access Hospitals
(CAH))(CAH)) –– 14 Core Objectives14 Core Objectives

4.4. Maintain an active medication list: More than 80 percent ofMaintain an active medication list: More than 80 percent of
inpatients (and ER admissions) must have at least oneinpatients (and ER admissions) must have at least one
active medication entry recorded as structured data.active medication entry recorded as structured data.

5.5. Maintain an active medication allergy list: More than 80Maintain an active medication allergy list: More than 80
percent of inpatients (and ER admissions) must have atpercent of inpatients (and ER admissions) must have at
least one medication allergy entry recorded as structuredleast one medication allergy entry recorded as structured
data.data.
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

A.A. Eligible Hospitals (includes Critical AccessEligible Hospitals (includes Critical Access
Hospitals (CAH))Hospitals (CAH)) –– 14 Core Objectives14 Core Objectives

6.6. Record smoking status for patients thirteen yearsRecord smoking status for patients thirteen years
of age or older: More than 50 percent of inpatientsof age or older: More than 50 percent of inpatients
(and ER admissions) thirteen years of age and(and ER admissions) thirteen years of age and
older must have smoking status recorded asolder must have smoking status recorded as
structured data.structured data.
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

A.A. Eligible Hospitals (includes Critical Access Hospitals (CAH))Eligible Hospitals (includes Critical Access Hospitals (CAH))
–– 14 Core Objectives14 Core Objectives

7.7. Provide an electronic copy of hospital discharge instructions atProvide an electronic copy of hospital discharge instructions at
discharge, on request: More than 50 percent of all patients whodischarge, on request: More than 50 percent of all patients who areare
discharged from the inpatient or ER of a hospital, and who requedischarged from the inpatient or ER of a hospital, and who requestst
electronic discharge instructions, must be provided with it. Theelectronic discharge instructions, must be provided with it. The
purpose of this objective is to provide the option to patients tpurpose of this objective is to provide the option to patients to receiveo receive
their discharge instructions electronically. Discharge instructitheir discharge instructions electronically. Discharge instructionsons
would not necessarily be included in a copy of health informatiowould not necessarily be included in a copy of health information andn and
it is unlikely that a patient would request a copy of their healit is unlikely that a patient would request a copy of their healthth
information at every discharge. Note that this requirement was 8information at every discharge. Note that this requirement was 800
percent in the proposed rule.percent in the proposed rule.
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

A.A. Eligible Hospitals (includes Critical Access Hospitals (CAH))Eligible Hospitals (includes Critical Access Hospitals (CAH))
–– 14 Core Objectives14 Core Objectives

8.8. On request, provide patients with an electronic copy of their heOn request, provide patients with an electronic copy of their healthalth
information, including e.g., diagnostic test results, problem liinformation, including e.g., diagnostic test results, problem list,st,
medication list and medication allergies: More than 50 percent omedication list and medication allergies: More than 50 percent off
requesting patients must receive their electronic copy within threquesting patients must receive their electronic copy within threeree
business days. Note that this requirement was 80 percent withinbusiness days. Note that this requirement was 80 percent within 4848
hours in the proposed rule.hours in the proposed rule.

9.9. Use computerized provider order entry (Use computerized provider order entry (““CPOECPOE””) for medication) for medication
orders directly entered by any licensed healthcare professionalorders directly entered by any licensed healthcare professional who canwho can
enter orders into the medical record per state, local and profesenter orders into the medical record per state, local and professionalsional
guidelines: More than 30 percent of patients with at least oneguidelines: More than 30 percent of patients with at least one
medication in their medication list must have at least one medicmedication in their medication list must have at least one medicationation
entered through CPOE. Note that this requirement was 10 percententered through CPOE. Note that this requirement was 10 percent ofof
any type of order in the proposed rule.any type of order in the proposed rule.
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

A.A. Eligible Hospitals (includes Critical Access HospitalsEligible Hospitals (includes Critical Access Hospitals
(CAH))(CAH)) –– 14 Core Objectives14 Core Objectives

10.10. Implement drugImplement drug--drug and drugdrug and drug--allergy interaction checks.allergy interaction checks.
Functionality must be enabled for these checks for theFunctionality must be enabled for these checks for the
entire reporting period.entire reporting period.

11.11. Implement capability to electronically exchange key clinicalImplement capability to electronically exchange key clinical
information, such as the problem list, medication list orinformation, such as the problem list, medication list or
diagnostic test results, among providers and patientdiagnostic test results, among providers and patient--
authorized entities. Perform at least one test of theauthorized entities. Perform at least one test of the EHREHR’’ss
capacity to electronically exchange information.capacity to electronically exchange information.
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

A.A. Eligible Hospitals (includes Critical Access HospitalsEligible Hospitals (includes Critical Access Hospitals
(CAH))(CAH)) –– 14 Core Objectives14 Core Objectives

12.12. Implement one clinical decision support rule related to aImplement one clinical decision support rule related to a
high priority hospital condition and ability to trackhigh priority hospital condition and ability to track
compliance with the rule. Note that the proposed rulecompliance with the rule. Note that the proposed rule
would have required implementation of five clinicalwould have required implementation of five clinical
decision support rules.decision support rules.

13.13. Implement systems to protect privacy and security ofImplement systems to protect privacy and security of
patient data in the EHR. Providers should conduct orpatient data in the EHR. Providers should conduct or
review a security risk analysis, implement security updatesreview a security risk analysis, implement security updates
as necessary, and correct indentified security deficiencies.as necessary, and correct indentified security deficiencies.

14.14. Report clinical quality measures to CMS or the StateReport clinical quality measures to CMS or the State
Medicaid agencies.48 Clinical quality measures areMedicaid agencies.48 Clinical quality measures are
discussed in more detail belowdiscussed in more detail below
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

1.1. Eligible Hospitals (includes Critical Access HospitalsEligible Hospitals (includes Critical Access Hospitals
(CAH))(CAH)) –– 14 Core Objectives14 Core Objectives –– commentscomments

a)a) Number 9Number 9 –– CPOE is defined as use of computerCPOE is defined as use of computer
assistance to directly enter medical ordersassistance to directly enter medical orders –– medications,medications,
labs, consults etc.labs, consults etc.

i.i. Stage 1 does not require orders to be transmitted electronicallyStage 1 does not require orders to be transmitted electronically

ii.ii. CPOE requirement actually increase from proposed rule to finalCPOE requirement actually increase from proposed rule to final
rule (10% to 30%) respectively and added Emergency Departmentrule (10% to 30%) respectively and added Emergency Department
(ED) orders(ED) orders

iii.iii. Final RuleFinal Rule –– limits CPOE to medication orders for patients with atlimits CPOE to medication orders for patients with at
least one medication on their medication list (so threshold is hleast one medication on their medication list (so threshold is higherigher
(30%) but relates to smaller set of transactions(30%) but relates to smaller set of transactions
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

1.1. Eligible Hospitals (includes Critical Access HospitalsEligible Hospitals (includes Critical Access Hospitals
(CAH))(CAH)) –– 14 Core Objectives14 Core Objectives –– commentscomments

a)a) Number 12Number 12 –– MU requires that eligible hospitals andMU requires that eligible hospitals and
CAHsCAHs implement security measuresimplement security measures –– final rule does notfinal rule does not
specify the measures (except that they are HIPAAspecify the measures (except that they are HIPAA
compliantcompliant –– refers to administrative safeguards whererefers to administrative safeguards where
security standards defined in HIPAA)security standards defined in HIPAA)

b)b) Number 14Number 14 –– ties to HITECH requires EHR technologyties to HITECH requires EHR technology
to be used to submit clinical quality datato be used to submit clinical quality data

i.i. 20112011 –– data does not have to be transmitted electronicallydata does not have to be transmitted electronically

ii.ii. Quality data must be trackedQuality data must be tracked

iii.iii. Electronic submission to begin in 2012Electronic submission to begin in 2012
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

1.1. Eligible Hospitals (includes Critical AccessEligible Hospitals (includes Critical Access
Hospitals (CAH))Hospitals (CAH)) –– 15 required to submit15 required to submit
clinical quality measuresclinical quality measures –– See Core MeasureSee Core Measure
Number 14Number 14

a)a) Quality measures fall into three categories:Quality measures fall into three categories:

i.i. EDED

ii.ii. StrokeStroke

iii.iii. VenousVenous ThromboembolismThromboembolism prevention treatmentprevention treatment
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Meaningful UseMeaningful Use ––
what does it mean to you?what does it mean to you?

A.A. 15 quality measures Eligible Hospitals must report:15 quality measures Eligible Hospitals must report:
1.1. ED ThroughputED Throughput –– median time from ED arrival to EDmedian time from ED arrival to ED

departure for patients admitted to the facility from the ED.departure for patients admitted to the facility from the ED.
2.2. ED ThroughputED Throughput –– admission decision time to EDadmission decision time to ED

departure time for admitted patients.departure time for admitted patients.
3.3. Ischemic StrokeIschemic Stroke –– Discharge onDischarge on antithromboticsantithrombotics..
4.4. Ischemic StrokeIschemic Stroke –– Anticoagulation for AAnticoagulation for A--fib/flutter.fib/flutter.
5.5. Ischemic StrokeIschemic Stroke –– Thrombolytic therapy for patientsThrombolytic therapy for patients

arriving within two hours of symptom onset.arriving within two hours of symptom onset.
6.6. Ischemic or Hemorrhagic StrokeIschemic or Hemorrhagic Stroke –– Antithrombotic therapyAntithrombotic therapy

by day two.by day two.
7.7. Ischemic StrokeIschemic Stroke –– Discharge onDischarge on StatinsStatins..
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Meaningful UseMeaningful Use
A.A. 15 quality measures Eligible Hospitals must report:15 quality measures Eligible Hospitals must report:

8.8. Ischemic or Hemorrhagic StrokeIschemic or Hemorrhagic Stroke –– StrokeStroke education.education.

9.9. Ischemic or Hemorrhagic StrokeIschemic or Hemorrhagic Stroke –– RehabilitationRehabilitation
assessment.assessment.

10.10. VenousVenous ThromboembolismThromboembolism ((““VTEVTE””) prophylaxis within) prophylaxis within
24 hours of arrival.24 hours of arrival.

11.11. Intensive Care Unit VTE prophylaxis.Intensive Care Unit VTE prophylaxis.

12.12. Anticoagulation overlap therapy.Anticoagulation overlap therapy.

13.13. Platelet monitoring onPlatelet monitoring on unfractionatedunfractionated heparin.heparin.

14.14. VTE discharge instructions.VTE discharge instructions.

15.15. Incidence of potentially preventable VTE.Incidence of potentially preventable VTE.
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Meaningful UseMeaningful Use

1.1. Eligible Hospitals (includes Critical AccessEligible Hospitals (includes Critical Access
Hospitals (CAH))Hospitals (CAH)) –– 10 Menu Set Objectives10 Menu Set Objectives

a)a) Some Menu Set Objectives are new in Final RuleSome Menu Set Objectives are new in Final Rule

b)b) Menu Set Objectives have lower threshold than inMenu Set Objectives have lower threshold than in
proposed ruleproposed rule

c)c) Allows for flexibilityAllows for flexibility

d)d) Hospitals need only choose Five (5) of the MenuHospitals need only choose Five (5) of the Menu
Set Objectives to be in compliance for MUSet Objectives to be in compliance for MU
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Meaningful UseMeaningful Use

A.A. Eligible Hospitals (includes Critical Access HospitalsEligible Hospitals (includes Critical Access Hospitals
(CAH))(CAH)) –– 10 Menu Set Objectives10 Menu Set Objectives

1.1. Implement drug formulary checks.Implement drug formulary checks.

2.2. Incorporate clinical laboratory test results intoIncorporate clinical laboratory test results into EHRsEHRs asas
structured data.structured data.

3.3. Generate lists of patients by specific condition to use forGenerate lists of patients by specific condition to use for
quality improvement, reduction of disparities, research orquality improvement, reduction of disparities, research or
outreach.outreach.

4.4. Use EHR technology to identify patientUse EHR technology to identify patient--specific educationspecific education
resources and provide those to the patient as appropriate.resources and provide those to the patient as appropriate.

5.5. Perform medication reconciliation between care settings.Perform medication reconciliation between care settings.
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Meaningful UseMeaningful Use

A.A. Eligible Hospitals (includes Critical Access HospitalsEligible Hospitals (includes Critical Access Hospitals
(CAH))(CAH)) –– 10 Menu Set Objectives10 Menu Set Objectives

6.6. Provide summary of care record for patients referred orProvide summary of care record for patients referred or
transitioned to another provider or setting.transitioned to another provider or setting.

7.7. Submit electronic immunization data to immunizationSubmit electronic immunization data to immunization
registries or immunization information systems.registries or immunization information systems.

8.8. Submit electronicSubmit electronic syndromicsyndromic surveillance data to publicsurveillance data to public
health agencies.health agencies.

9.9. Record as structured data whether a patient 65 years orRecord as structured data whether a patient 65 years or
older has an advanced directive.older has an advanced directive.

10.10. Submit electronic data on reportable laboratory results toSubmit electronic data on reportable laboratory results to
public health agencies.public health agencies.
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Meaningful UseMeaningful Use

1.1. How does Hospital demonstrate MU?How does Hospital demonstrate MU?
a)a) From October 1, 2010 through September 30,From October 1, 2010 through September 30,

2011, hospital must meet MU requirements for2011, hospital must meet MU requirements for
ninety (90) consecutive daysninety (90) consecutive days

b)b) Hospitals can still implement MU program ifHospitals can still implement MU program if
begin MU demonstration by July 1, 2011begin MU demonstration by July 1, 2011

c)c) 20122012 –– hospitals must also submit qualityhospitals must also submit quality
measures electronically as well as meet MUmeasures electronically as well as meet MU
requirementsrequirements

d)d) Stage 2Stage 2 –– not known what will follow at this timenot known what will follow at this time
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Meaningful UseMeaningful Use

1.1. Hospital IncentiveHospital Incentive

a)a) How are incentives calculated under MU/EHR programHow are incentives calculated under MU/EHR program

i.i. Medicare FFS hospitalsMedicare FFS hospitals –– incentive calculated by adding together aincentive calculated by adding together a
base amount of two (2) million dollars per eligible hospital plubase amount of two (2) million dollars per eligible hospital plus as a
per discharge amount and multiplying that number by aper discharge amount and multiplying that number by a ““MedicareMedicare
shareshare”” times a applicable transition factortimes a applicable transition factor

a.a. The per discharge amount is zero for the first through 1,149The per discharge amount is zero for the first through 1,149thth

dischargedischarge

b.b. The per discharge amount is $200 for the 1,150The per discharge amount is $200 for the 1,150thth through the 23,000through the 23,000thth

dischargedischarge

c.c. Discharges in excess of 23,000 the amount is zeroDischarges in excess of 23,000 the amount is zero –– effectivelyeffectively
capping discharge incentive to hospitalcapping discharge incentive to hospital
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Meaningful UseMeaningful Use

1.1. Hospital IncentiveHospital Incentive
a)a) ““Medicare shareMedicare share”” is calculated as follows:is calculated as follows:

i.i. Numerator is the estimated Medicare Part A andNumerator is the estimated Medicare Part A and
Medicare Advantage inpatientMedicare Advantage inpatient--bed daysbed days

ii.ii. Denominator is total number of inpatientDenominator is total number of inpatient--bed daysbed days
multiplied by a charity care ratiomultiplied by a charity care ratio

b)b) The effect of this factor would be to decreaseThe effect of this factor would be to decrease
denominator as the proportion of charity caredenominator as the proportion of charity care
increases (increasing Medicare share factor)increases (increasing Medicare share factor) ––
thereby increasing incentive payments to hospitalsthereby increasing incentive payments to hospitals
for increasing charity carefor increasing charity care
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Meaningful UseMeaningful Use

1.1. Hospital IncentiveHospital Incentive
a)a) Transition factor calculationTransition factor calculation

i.i. Decreases the incentive payment each consecutive yearDecreases the incentive payment each consecutive year
ii.ii. Equals 1 in 1Equals 1 in 1stst yearyear
iii.iii. EqualsEquals ¾¾ in 2in 2ndnd yearyear
iv.iv. EqualsEquals ½½ in 3in 3rdrd yearyear
v.v. EqualsEquals ¼¼ in 4in 4thth yearyear

b)b) In 2015In 2015 –– HITECH provides for market based update to InpatientHITECH provides for market based update to Inpatient
Prospective Payment System (IPPS) rate for those eligible hospitProspective Payment System (IPPS) rate for those eligible hospitalsals
not in EHR program complying with MUnot in EHR program complying with MU

i.i. Reduction will apply toReduction will apply to ¾¾ of % increase otherwise applicableof % increase otherwise applicable
ii.ii. Reduction will be phased in over 3 yearsReduction will be phased in over 3 years

a.a. 20152015 –– reduction =reduction = ¼¼ %%
b.b. 20162016 –– reduction =reduction = ½½ %%
c.c. 20172017 –– reduction =reduction = ¾¾%%
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Meaningful UseMeaningful Use

1.1. Hospital IncentiveHospital Incentive

a)a) CAHsCAHs are paid incentives differently than PPSare paid incentives differently than PPS
hospitalshospitals

b)b) CAH receives an incentive for its reasonable costsCAH receives an incentive for its reasonable costs
incurred for purchasing of certified EHRincurred for purchasing of certified EHR
technologytechnology

c)c) Final ruleFinal rule –– Stage 1 sets reduction of payment forStage 1 sets reduction of payment for
CAHsCAHs beginning in 2015 if CAH is not MU for abeginning in 2015 if CAH is not MU for a
payment yearpayment year
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Meaningful UseMeaningful Use

1.1. Eligible Professional (EP) Incentive PaymentEligible Professional (EP) Incentive Payment
RequirementsRequirements

a)a) Core ObjectivesCore Objectives

i.i. Largely resemble Hospital CoreLargely resemble Hospital Core

ii.ii. EPs have 15 Core ObjectivesEPs have 15 Core Objectives –– which all must be satisfied aswhich all must be satisfied as
opposed to 14 for Hospitals/opposed to 14 for Hospitals/CAHsCAHs

iii.iii. 1515thth Core Objective unique to EPs is:Core Objective unique to EPs is:

a.a. EPs are required to provide a clinical summary to the patient wiEPs are required to provide a clinical summary to the patient withinthin
three (3) days of a visit for at least 50% of patient visits.three (3) days of a visit for at least 50% of patient visits.

iv.iv. A variation for EPs not in Hospital Core Objectives is that EPsA variation for EPs not in Hospital Core Objectives is that EPs areare
required to submit 40% ofrequired to submit 40% of ““permissible prescriptionspermissible prescriptions””
electronicallyelectronically
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1.1. Eligible Professional (EP) Incentive PaymentEligible Professional (EP) Incentive Payment
RequirementsRequirements

a)a) Permissible PrescriptionsPermissible Prescriptions
i.i. Exclude Schedule II controlled substancesExclude Schedule II controlled substances

a.a. However, DEA interim final rule published March 2010 indicatesHowever, DEA interim final rule published March 2010 indicates
Schedule II drugs are nowSchedule II drugs are now ““permissiblepermissible””

b.b. CMS commented that Stage 1 will not require compliance with DEACMS commented that Stage 1 will not require compliance with DEA
regsregs –– this might change in Stage 2 with CMS continued efforts tothis might change in Stage 2 with CMS continued efforts to
work interagency on regulationswork interagency on regulations

b)b) Final Rule reduced EP threshold for satisfaction of CPOEFinal Rule reduced EP threshold for satisfaction of CPOE
criteria to 30% of medications ordered must be throughcriteria to 30% of medications ordered must be through
CPOECPOE

i.i. Differs from eligible hospitalsDiffers from eligible hospitals –– which was increased in final rulewhich was increased in final rule
(10% to 30%)(10% to 30%)
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Meaningful UseMeaningful Use

1.1. Eligible Professional (EP) Incentive PaymentEligible Professional (EP) Incentive Payment
RequirementsRequirements

a)a) Final RuleFinal Rule –– created more flexibility with EPcreated more flexibility with EP

b)b) Menu Set objectives for EPMenu Set objectives for EP

i.i. Must select five (5) of ten (10) to be MU for EHRMust select five (5) of ten (10) to be MU for EHR
Incentive ProgramIncentive Program
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Meaningful UseMeaningful Use

1.1. Eligible Professional (EP) Incentive PaymentEligible Professional (EP) Incentive Payment
RequirementsRequirements

a)a) Menu Set objectives for EP (unique to EP)Menu Set objectives for EP (unique to EP)
i.i. Requirement that physicians must distribute reminders to patientRequirement that physicians must distribute reminders to patientss

electronically (must be provided to more than 20% of patientselectronically (must be provided to more than 20% of patients –– inin
appropriate population sets).appropriate population sets).

ii.ii. EPs must provide 10% of all patients with information such as laEPs must provide 10% of all patients with information such as labb
results and patient education materialsresults and patient education materials

b)b) In order to be eligible for MU incentive payments EPsIn order to be eligible for MU incentive payments EPs
must see at least 50% of patients in facility with EHRmust see at least 50% of patients in facility with EHR
capabilitiescapabilities

i.i. If EP sees patient in facility without EHR capabilityIf EP sees patient in facility without EHR capability –– suchsuch
services are excluded from numerator and denominator inservices are excluded from numerator and denominator in
determining any ratedetermining any rate--specific EHR use requirements forspecific EHR use requirements for
calculation of incentive paymentcalculation of incentive payment
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Meaningful UseMeaningful Use

1.1. Eligible Professional (EP) Incentive PaymentEligible Professional (EP) Incentive Payment
RequirementsRequirements

a)a) EPs must simply submit an attestation claimingEPs must simply submit an attestation claiming
compliance with Stage 1 Medicare Paymentcompliance with Stage 1 Medicare Payment
Criteria in 2011Criteria in 2011

b)b) EPs must also submit the required clinical qualityEPs must also submit the required clinical quality
data by attestation in 2011data by attestation in 2011

c)c) 20122012 –– EPs must be prepared to electronicallyEPs must be prepared to electronically
report clinical quality datareport clinical quality data
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1.1. EP quality dataEP quality data –– required for eligibilityrequired for eligibility

a)a) General and SpecificGeneral and Specific

i.i. GeneralGeneral –– core measurescore measures

ii.ii. SpecificSpecific –– as to specialtyas to specialty

b)b) Though required to reportThough required to report –– nothing in final rulenothing in final rule
requires EP to meet certain quality thresholds torequires EP to meet certain quality thresholds to
be in compliancebe in compliance
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1.1. EP quality dataEP quality data –– must report on at least six (6)must report on at least six (6)
measuresmeasures

a)a) Three (3) core measuresThree (3) core measures –– EPs must report level ofEPs must report level of
screening and treatment for the following:screening and treatment for the following:

i.i. HypertensionHypertension
ii.ii. Tobacco use assessment and cessationTobacco use assessment and cessation
iii.iii. Adult weight screeningAdult weight screening

b)b) Three (3) specificThree (3) specific –– as to specialtyas to specialty
c)c) If 3 core measures do not apply to EP practiceIf 3 core measures do not apply to EP practice

i.i. EP must then choose 3 alternate core measures to report includinEP must then choose 3 alternate core measures to report including:g:
a.a. Adolescent weight assessmentAdolescent weight assessment
b.b. Adult influenza immunizationAdult influenza immunization
c.c. Childhood immunizationChildhood immunization
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Meaningful UseMeaningful Use

1.1. EP quality dataEP quality data –– must report on at least sixmust report on at least six
(6) measures(6) measures

a)a) Three (3) specificThree (3) specific –– as to specialtyas to specialty

i.i. Specialty Specific MeasuresSpecialty Specific Measures –– 38 of them in final rule38 of them in final rule

ii.ii. Each EP must select 3Each EP must select 3

iii.iii. For example, EP may select the following specificFor example, EP may select the following specific
measure:measure:

a.a. Diabetic BP managementDiabetic BP management

b.b. Diabetic eye examDiabetic eye exam

c.c. Diabetic foot examDiabetic foot exam
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Meaningful UseMeaningful Use

1.1. EP quality dataEP quality data –– Specific measuresSpecific measures

a)a) Intended to give EP flexibilityIntended to give EP flexibility

b)b) MU EHR Program is NOT tied to outcomes forMU EHR Program is NOT tied to outcomes for
EPsEPs

i.i. Program is totallyProgram is totally ““voluntaryvoluntary””

ii.ii. Reporting is all that is requiredReporting is all that is required
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Meaningful UseMeaningful Use

1.1. EP Incentive Payment CalculationEP Incentive Payment Calculation

a)a) Must satisfy Stage 1 EHR use and qualityMust satisfy Stage 1 EHR use and quality
reporting requirementsreporting requirements

b)b) Incentive payment calculation:Incentive payment calculation:

i.i. == ¾¾ of EPs allowed annual Medicare chargesof EPs allowed annual Medicare charges

ii.ii. Capped on the high endCapped on the high end

iii.iii. 20112011 –– capped at $18,000capped at $18,000

iv.iv. Cap is similar to eligible hospitals except that EP cap isCap is similar to eligible hospitals except that EP cap is
expressed as a defined monetary sum as opposed toexpressed as a defined monetary sum as opposed to
23,000 discharges23,000 discharges
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1.1. EP Incentive Payment CalculationEP Incentive Payment Calculation

a)a) Incentive payment calculation:Incentive payment calculation:

i.i. Program decreases rewards to EP over five (5) yearsProgram decreases rewards to EP over five (5) years

ii.ii. Illustrated decreases as follows:Illustrated decreases as follows:

a.a. Year 1Year 1 -- $18,000$18,000 –– 20112011

b.b. Year 2Year 2 -- $12,000$12,000 –– 20122012

c.c. Year 3Year 3 -- $8,000$8,000 –– 20132013

d.d. Year 4Year 4 -- $4,000$4,000 –– 20142014

e.e. Year 5Year 5 -- $2,000$2,000 –– 20152015

iii.iii. So for EP demonstrating compliance with program in 2012 wouldSo for EP demonstrating compliance with program in 2012 would
be eligible for a total of $44,000 in incentive paymentsbe eligible for a total of $44,000 in incentive payments
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1.1. EP Incentive Payment CalculationEP Incentive Payment Calculation

a)a) Incentive payment calculation:Incentive payment calculation:

i.i. EPs demonstrating compliance with program AFTER 2012EPs demonstrating compliance with program AFTER 2012
experience comparatively reduced eligibility for incentive paymeexperience comparatively reduced eligibility for incentive paymentsnts

a.a. For example, EP demonstrating compliance in 2013For example, EP demonstrating compliance in 2013

1)1) Payments initially will be capped at $15,000Payments initially will be capped at $15,000

2)2) 20142014 –– drops to $12,000drops to $12,000

3)3) 20152015 –– drops to $8,000drops to $8,000

4)4) 20162016 –– drops to $4,000drops to $4,000

b.b. Thus a 2013 EP compliant will only collect at total of $39,000Thus a 2013 EP compliant will only collect at total of $39,000 inin
incentive payment as opposed to 2012 EP compliant who will be paincentive payment as opposed to 2012 EP compliant who will be paidid
$44,000$44,000
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Meaningful UseMeaningful Use

1.1. EP Incentive Payment CalculationEP Incentive Payment Calculation

a)a) Incentive payment calculation:Incentive payment calculation:

i.i. EPs demonstrating compliance with program AFTEREPs demonstrating compliance with program AFTER
2012 experience comparatively reduced eligibility for2012 experience comparatively reduced eligibility for
incentive paymentsincentive payments

a.a. For example, EP demonstrating compliance in 2014For example, EP demonstrating compliance in 2014

1)1) 20142014 ––$12,000$12,000

2)2) 20152015 –– drops to $8,000drops to $8,000

3)3) 20162016 –– drops to $4,000drops to $4,000

b.b. Thus a 2014 EP compliant will only collect at total of $24,000Thus a 2014 EP compliant will only collect at total of $24,000

c.c. EPs compliant in 2015 get no incentive paymentEPs compliant in 2015 get no incentive payment
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1.1. EP Incentive ProgramEP Incentive Program

a)a) Post 2015Post 2015 –– Failure of EP to adopt EHRFailure of EP to adopt EHR
technology will subject EP to penaltiestechnology will subject EP to penalties

i.i. EPs can expect to see reduction in Medicare feeEPs can expect to see reduction in Medicare fee
schedule paymentsschedule payments

a.a. Reimbursement for nonReimbursement for non--compliant EPs will be reduced by 1%compliant EPs will be reduced by 1%
at that timeat that time

b.b. EPs not compliant with EHR technology as well as notEPs not compliant with EHR technology as well as not
compliant with electronic prescriber provisions by 2014 receivecompliant with electronic prescriber provisions by 2014 receive
2% reduction in 20152% reduction in 2015
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1.1. EP Incentive ProgramEP Incentive Program
a)a) 20162016 –– Failure of EP to adopt EHR technology will subjectFailure of EP to adopt EHR technology will subject

EP to penaltiesEP to penalties
i.i. Continued failure to be compliant post 2015Continued failure to be compliant post 2015 –– subjects EPs to 2%subjects EPs to 2%

reduction in Physician Fee Schedule (PFS) in 2016reduction in Physician Fee Schedule (PFS) in 2016

ii.ii. Breakdown for reduction of reimbursement for nonBreakdown for reduction of reimbursement for non--compliancecompliance
by EPs under PFS is as follows:by EPs under PFS is as follows:
a.a. 20152015 –– reduced by 1%reduced by 1%

b.b. 20162016 –– reduced by 2%reduced by 2%

c.c. 20172017 –– reduced by 3%reduced by 3%

d.d. 20182018 –– reduced by 4% (could be 5% if not electronic prescriber)reduced by 4% (could be 5% if not electronic prescriber)

e.e. CMS can reduce physician payments by 5% in 2018 if total % of EPCMS can reduce physician payments by 5% in 2018 if total % of EPss
who are MU is below 75%who are MU is below 75%
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1.1. EP Incentive ProgramEP Incentive Program

a)a) Hospital Based Eligible Professionals (HBEP)Hospital Based Eligible Professionals (HBEP)

i.i. HBEPHBEP –– are not eligible to receive MU incentiveare not eligible to receive MU incentive
paymentspayments

ii.ii. How is HBEP determined?How is HBEP determined?

a.a. Much controversyMuch controversy

iii.iii. HBEPHBEP –– not eligible because they practice in hospitalnot eligible because they practice in hospital
settingsetting

a.a. Relies on hospital to purchase technologyRelies on hospital to purchase technology –– no risk to HBEPno risk to HBEP
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1.1. EP Incentive ProgramEP Incentive Program

a)a) Hospital Based Eligible Professionals (HBEP)Hospital Based Eligible Professionals (HBEP)

i.i. Determination of HBEP status:Determination of HBEP status:

a.a. Resolves around practice location/site of serviceResolves around practice location/site of service

b.b. Originally (Proposed Rule) HITECHOriginally (Proposed Rule) HITECH

1)1) HBEP was defined asHBEP was defined as ““all physicians providingall physicians providing
substantially all services in the hospital, either IP/OPsubstantially all services in the hospital, either IP/OP””

2)2) Final Rule reFinal Rule re--defined based on commentsdefined based on comments

c.c. Subsequent rule making (April 2010 Continuing ExtensionSubsequent rule making (April 2010 Continuing Extension
Act)Act) –– removed EPs practicing in HB outpatient settings fromremoved EPs practicing in HB outpatient settings from
definition of HBEP (this is definition in final rule)definition of HBEP (this is definition in final rule)
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1.1. EP Incentive ProgramEP Incentive Program
a)a) Timing IssuesTiming Issues

i.i. CMS began registration in program in January 2011CMS began registration in program in January 2011

ii.ii. Both EPs and eligible hospitals must register with CMS toBoth EPs and eligible hospitals must register with CMS to
participateparticipate

iii.iii. Prospective EPs and eligible hospitals will be able to registerProspective EPs and eligible hospitals will be able to register
through CMSthrough CMS’’ registration and attestation system, part of the EHRregistration and attestation system, part of the EHR
Incentive Program websiteIncentive Program website

iv.iv. Determinations of MU in 2011 simply require EP/hospitalDeterminations of MU in 2011 simply require EP/hospital
submission of attestation of compliancesubmission of attestation of compliance
a.a. Can be done on CMS EHR Incentive Program WebsiteCan be done on CMS EHR Incentive Program Website

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

b.b. Can be submitted in April 2011Can be submitted in April 2011

c.c. Incentive payments expected to begin in May 2011Incentive payments expected to begin in May 2011
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EHR versus EMREHR versus EMR

 Health care people use EHR and EMRHealth care people use EHR and EMR
interchangeablyinterchangeably

 However, each is quite differentHowever, each is quite different
 EMREMR –– ““Electronic Medical RecordElectronic Medical Record””
 EHREHR –– ““Electronic Health RecordElectronic Health Record””

 EMREMR
 First introducedFirst introduced –– used by clinicians forused by clinicians for DxDx andand TxTx
 However, the wordHowever, the word ““healthhealth”” relates to:relates to:

 The condition of being sound in body, mind, or spirit,The condition of being sound in body, mind, or spirit,
especiallyespecially……freedom from physical disease or painfreedom from physical disease or pain……the generalthe general
condition of the body.condition of the body.””

 In short, the wordIn short, the word ““healthhealth”” covers more thancovers more than ““medicalmedical”” –– it standsit stands
to reason then thatto reason then that EHRsEHRs are more detailed thanare more detailed than EMRsEMRs
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EHR versus EMREHR versus EMR

 What is the difference then between EMR/EHR?What is the difference then between EMR/EHR?
 EMRsEMRs

 Are a digital version of paper charts in the clinicianAre a digital version of paper charts in the clinician’’s office.s office.
 EMRsEMRs contain the medicalcontain the medical TxTx history of the patients in onehistory of the patients in one

practice.practice.
 EMRsEMRs have advantages over paper records that allow clinicians tohave advantages over paper records that allow clinicians to

do just a few of the following:do just a few of the following:
 Track data over timeTrack data over time
 Easily identify which patients are due for preventative careEasily identify which patients are due for preventative care
 Check patient outcomesCheck patient outcomes
 Monitor overall care of patient within the practiceMonitor overall care of patient within the practice

 BUTBUT –– information does not flow easily out of theinformation does not flow easily out of the ““practicepractice””
setting.setting. EMRsEMRs might have to be printed/delivered to othermight have to be printed/delivered to other
clinicians outside of the practiceclinicians outside of the practice –– big disadvantage.big disadvantage.
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EHR versus EMREHR versus EMR

 What is the difference then between EMR/EHR?What is the difference then between EMR/EHR?
 EHRsEHRs

 Do everything an EMR can do +Do everything an EMR can do +
 Focus is more on total health of patientFocus is more on total health of patient –– broader view of patientbroader view of patient’’ss

health statushealth status
 Designed to reach beyond the boundaries of theDesigned to reach beyond the boundaries of the

““practicepractice”” (unlike(unlike EMRsEMRs))
 Designed to share information across platforms and amongst manyDesigned to share information across platforms and amongst many

health care providershealth care providers
 Including labs, specialists, other hospitals etc.Including labs, specialists, other hospitals etc.

 In this case, the medical information moves with the patientIn this case, the medical information moves with the patient –– notnot
with the practicewith the practice

 Both clinicians (across the boardBoth clinicians (across the board –– from different states etc.) andfrom different states etc.) and
patient has access to information in EHR.patient has access to information in EHR.

 Assists with team approach to health care treatment!Assists with team approach to health care treatment!
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EHR versus EMREHR versus EMR

 What is the difference then between EMR/EHR?What is the difference then between EMR/EHR?
 EHRsEHRs cont.cont.

 When multidisciplinary approach toward health care treatment isWhen multidisciplinary approach toward health care treatment is
applied (best practices) and health information is able to be shapplied (best practices) and health information is able to be sharedared
across platforms and with the various providersacross platforms and with the various providers –– allows for moreallows for more
patientpatient--centered care.centered care.

 EHRsEHRs can:can:
 The information gathered by a PCP can tell an ER physician aboutThe information gathered by a PCP can tell an ER physician about

patientpatient’’s allergiess allergies –– even if patient is unconsciouseven if patient is unconscious

 A patient can log on to his or her own record and see the trendA patient can log on to his or her own record and see the trend of labof lab
results over timeresults over time –– which might help from motivation standpointwhich might help from motivation standpoint

 Lab results are instantaneousLab results are instantaneous

 Physician notes are immediately accessible for discharge usePhysician notes are immediately accessible for discharge use –– nono
discharge delaysdischarge delays
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Questions or Comments Please contact:Questions or Comments Please contact:

Conrad Meyer JD MHA FACHEConrad Meyer JD MHA FACHE

Health Care SectionHealth Care Section

Chaffe McCallChaffe McCall

2300 Energy Centre1100 Poydras St.2300 Energy Centre1100 Poydras St.

New Orleans, La. 70163New Orleans, La. 70163

504504--585585--70677067

cmeyer@chaffe.comcmeyer@chaffe.com


