mEANINGFUL USE faQ
Responses to these frequently asked questions are based on information taken from the Federal Register, July 28, 2010, 42 CFR Parts 412,413,422 et al., “Medicare and Medicaid Programs; Electronic health Record Incentive Program; Final Rule.” http://edocket.access.gpo.gov/2010/pdf/2010-17207.pdf  or from the CMS website Frequently Asked Questions http://questions.cms.hhs.gov/app/answers/list/p/21,26,1058 .  The MO HIT Assistance Center acknowledges and thanks Sandra Pogones of Primaris for her contribution to this Web page.
DISCLAIMER: These short answers are provided for general reference only.  Providers seeking responses to specific questions regarding meaningful criteria and measurements should direct those questions to a MO HIT Assistance Center partner or refer to Federal Register, July 28, 2010, 42 CRF Parts 412,413,422 et al., “Medicare and Medicaid Programs; Electronic Health Record Incentive Program; Final Rule.” http://edocket.access.gpo.gov/2010/pdf/2010-17207.pdf
TOPIC AREA:  REGISTRATION, ATTESTATION, ELIGIBILITY
Who is an Eligible Professional?
Eligible professionals under the Medicare EHR Incentive Program include:
· Doctor of medicine or osteopathy
· Doctor of dental surgery or dental medicine
· Doctor of podiatry
· Doctor of optometry
· Chiropractor
Eligible professionals under the Medicaid EHR Incentive Program include:
· Physicians (primarily doctors of medicine and doctors of osteopathy)
· Nurse practitioner
· Certified nurse-midwife
· Dentist
· Physician assistant who furnishes services in a Federally Qualified Health Center or Rural Health Clinic that is led by a physician assistant.
Hospital-based professionals are not eligible for incentive payments. An eligible professional is considered hospital-based if 90% or more of his or her services are performed in a hospital inpatient (Place Of  Service code 21) or emergency room (Place Of Service code 23) setting.
Eligible professionals eligible for both the Medicare and Medicaid EHR Incentive Programs must choose which incentive program they wish to participate in when they register. Before 2015, an eligible professional may switch programs only once after the first incentive payment is initiated. Most eligible professionals will maximize their incentive payments by participating in the Medicaid EHR Incentive Program.
How will EPs apply for incentive under the Medicare and Medicaid Electronic Health Record (EHR) Incentive Program?
Registration for EHR incentive programs is now open and providers are encouraged to register as soon as possible    Follow this link https://ehrincentives.cms.gov/  .  You can register before you have a certified EHR.  Register even if you do not have an enrollment record in PECOS.  Registration for the Medicaid EHR Incentive Program may also begin in January 2011, but the timing will vary by State.   Providers are only required to register once for the Medicare and Medicaid EHR Incentive Programs, unless registration information changes, in which case the provider will need to update their information.   (Note:  While EPs must register only once, providers must successfully demonstrate that they have met the criteria for meaningful use incentives each year.  Additionally, providers seeking the Medicaid incentive must annually re-attest to other program requirements, such as meeting the required patient volume thresholds.   The registration process is separate from the attestation process.)
Missouri Medicaid has provided the following instructions for EPs registering for incentive payments under Medicaid:  “The Centers for Medicare and Medicaid Services plays a central role in administering both incentives. Regardless of whether an EH or EP chooses Medicare or Medicaid incentives, they will be required to enroll through the National Level Repository (NLR).  Once the NLR information is entered, EPs will select either the Medicare or Medicaid incentives. If an EP chooses the Medicaid incentives, additional information must be given to MO HealthNet. This process will happen via the MO HealthNet website. Specific details of the MO HealthNet program are under development; updates will be provided as they are available  MO-HealthNet expects to open enrollment for Missouri Medicaid providers on April 1, 2011..”
Do I need to have a certified electronic health record (EHR) system in order to register for the Medicare and Medicaid EHR Incentive Programs?
You do not need to have a certified EHR in order to register for the Medicare and Medicaid EHR Incentive Programs.  However, you obviously must have certified EHR technology to attest to meeting meaningful use requirements. 
What information is required for registration?
Eligible Professionals will need the following to register:
· National Provider Identifier (NPI).
· National Plan and Provider Enumeration System (NPPES) User ID and Password.
· Payee Tax Identification Number (if you are reassigning your benefits).
· Payee National Provider Identifier (NPI)  (if you are reassigning your benefits).
Eligible professionals eligible for both the Medicare and Medicaid EHR Incentive Programs must choose which incentive program they wish to participate in when they register. Before 2015, an eligible professional may switch programs only once after the first incentive payment is initiated. Most eligible professionals will maximize their incentive payments by participating in the Medicaid EHR Incentive Program.
The Electronic Health Record (EHR) Information Center is open to assist the EHR Provider Community with inquiries.

Hours of operation are:
8:30 a.m. – 4:30 p.m. (Central Time) Monday through Friday (except federal holidays)
1-888-734-6433 (primary number) or 888-734-6563 (TTY number)
Following is more information about enrollment in the appropriate systems required for the EHR incentive program:
· A National Provider Identifier (NPI):  All eligible professionals, eligible hospitals, and critical access hospitals (CAHs) must have a National Provider Identifier (NPI) to participate in the Medicare and Medicaid EHR Incentive Programs.  If you do not have an NPI, go to this web site for more information and to apply:  http://www.cms.gov/NationalProvIdentStand/01_Overview.asp 
· An enrollment record in the Provider Enrollment, Chain and Ownership System (PECOS):  All eligible hospitals and Medicare eligible professionals must have an enrollment record in PECOS to participate in the EHR Incentive Programs. (Note: Eligible professionals who are only participating in the Medicaid EHR Incentive Program are not required to be enrolled in PECOS.)   Please see the next question for more information regarding PECOS enrollment and verification.
· If you do not have an enrollment record in PECOS, you should still register for the Medicare and Medicaid EHR Incentive Programs.
· CMS Identity and Access Management (I&A) User ID and Password:    
· Eligible professionals can use the same User ID and Password they use for the National Plan and Provider Enumeration System (NPPES). This is also the same User ID and Password that is used to access PECOS.
· If you do not have an active User ID and Password for NPPES or PECOS, request them via Identity & Access Management. You will need your type 2 NPI, your Taxpayer Identification Number (TIN), and your address from IRS Form CP-575. You will also need to mail a copy of IRS Form CP-575 as directed.
For large practices, will there be a method to register all of the EPs at one time for the Medicare or Medicaid EHR incentive Programs?
At this time there is no method available for a third party to register multiple EPs for the Medicare and Medicaid EHR Incentive Programs. Beginning in May, CMS plans to implement functionality that will allow an EP to designate a third party to register and attest on his or her behalf. We will release detailed information about that process when it is available. States will not necessarily offer the same functionality for attestation in the Medicaid EHR Incentive Program. Check with your State to see what functionality will be offered.
Please be aware that currently EPs are not permitted to allow a practice manager or any other person to register in their place. Sharing your National Plan and Provider Enumeration System (NPPES) user ID and password with third parties can place your information at risk. Until CMS implements new functionality in May, each EP should register himself or herself separately for the Medicare and Medicaid EHR Incentive Programs.

In order to receive payments under the Medicare and Medicaid Electronic Health Record (EHR) Incentive Programs, does a provider have to be enrolled in the Provider Enrollment, Chain, and Ownership System (PECOS)?
In order to receive Medicare EHR incentive payments, EPs must have an enrollment record in PECOS.   Medicaid EPs do not have to be in PECOS. Billing and receiving payments from Medicare does not necessarily mean that an eligible professional has an enrollment record in PECOS.  There are three ways to verify that you have an enrollment record in PECOS:
1. Check the Ordering Referring Report on the CMS website. If you are on that report, you have a current enrollment record in PECOS. Go to http://www.cms.gov/MedicareProviderSupEnroll/, click on "Ordering Referring Report" on the left.
2. Use Internet-based PECOS to look for your PECOS enrollment record. If no record is displayed, you do not have an enrollment record in PECOS. Go to http://www.cms.gov/MedicareProviderSupEnroll/, click on "Internet-based PECOS" on the left.
3. Contact your designated Medicare enrollment contractor and ask if you have an enrollment record in PECOS. Go to http://www.cms.gov/MedicareProviderSupEnroll/, click on "Medicare Fee-For-Service Contact Information" under "Downloads."
If you are not in PECOs, the best way to submit your application is through internet-based PECOS.  For more information go to: http://questions.cms.hhs.gov/app/answers/detail/a_id/10038/kw/pecos/session/L3NpZC9qeG1GdDliaw%3D%3D
Must providers have their electronic health record (EHR) technology certified prior to beginning the EHR reporting period in order to demonstrate Meaningful Use under the Medicare and Medicaid EHR Incentive Programs?
No. An EP may begin the EHR reporting period for demonstrating Meaningful Use before their EHR technology is certified. Certification need only be obtained prior to the end of the EHR reporting period. However, Meaningful Use must be completed using the capabilities and standards outlined in the ONC Standards and Certification Regulation for certified EHR technology.   Any changes to the EHR technology after the beginning of the EHR reporting period that are made in order to get the EHR technology certified would be evidence that the provider was not using the capabilities and standards necessary to accomplish Meaningful Use because those capabilities and standards would not have been available, and thus, any such change (no matter how minimal) would disqualify the provider from being a meaningful EHR user. If providers begin the EHR reporting period prior to certification of their EHR technology, they are taking the risk that their EHR technology will not require any changes for certification.  Any changes made to gain certification must be done prior to the beginning of the EHR reporting period during which Meaningful Use will be demonstrated. This does not apply to changes made to EHR technology that were not necessary for certification.
I understand that EPs are permitted to defer up to 5 meaningful use “menu set” objectives and associated measures for a given EHR reporting period.  Do I need to possess certified EHR technology for all of the applicable certification criteria or only for those criteria that I select to report?
You must possess EHR technology certified to meet all 25 objectives regardless of which menu items you choose to report.  Eligibility to receive an incentive payment consists of two related, but distinct steps—the possession of certified EHR technology and subsequently demonstrating its meaningful use.  We consider “possessing” certified EHR technology to include either the physical possession of medium on which a certified complete EHR or combination of certified EHR modules resides, or a legally enforceable right by an EP to access and use, at its discretion, the capabilities of a certified complete EHR or combination of certified modules.  An eligible EP may determine the extent to which it will implement or use these capabilities, which will not affect the provider’s “possession” of the technology.  While we recognize that EPs may enter into various business arrangements depending on their particular needs and circumstances, we would expect that such arrangements could potentially include agreements with EHR technology developer(s) to access and use the capabilities included in Certified EHR Technology.  These business arrangements could make an eligible health care provider’s payment for a particular capability contingent on its use or implementation of that capability in a production environment or the provider’s request for maintenance or technical support. 
For example, lets say a practice has signed an agreement with the vendor and pays the general dues for SureScripts in order to conduct e-prescribe.  However, in order to conduct medication reconciliation or formulary verification, they would have to purchase additional capabilities (i.e., the eRX Hub capabilities) from SureScripts.  If they do not select either of these menu items, it is enough to have a clause in the contract that makes these capabilities available upon request, but not actually “turn them on” or pay for them until later when they are ready to implement.
In a group practice, will each provider need to demonstrate meaningful use in order to get Medicare and Medicaid EHR incentive payments, or can meaningful use be calculated or averaged at the group level?
Medicare and Medicaid incentive payments are made on a per EP basis, not by practice. Each EP will need to demonstrate the full requirements of meaningful use in order to qualify for the EHR incentive payments.
When will CMS begin to pay meaningful use incentives to EPs?
CMS expects that Medicare incentives will begin to be paid in May 2011, and will be made approximately four to six weeks after an EP successfully attests that they have demonstrated meaningful use of certified EHR technology.  Payments to Medicare providers will be made as a single lump sum to the taxpayer identification number (TIN) selected at the time of registration, through the same channels their claims payments are made.  The form of payment (electronic funds transfer or check) will be the same as claims payments.  However, in order that an EP receives the maximum allowed incentive payment under Medicare for their first year of reporting, payments will be held for EPs until the EP meets the $24,000 threshold in allowed charges.  (Remember, the incentive payment under Medicare will equal 75% of total Medicare FFS allowed charges up to a maximum of $18,000 the first year.)  
Medicaid incentives will be paid by the states and will also begin in 2011 but the timing will vary by State.  Some states made their first payments in January, 2011.  Missouri Medicaid expects to issue their first payments in July, 2011.
What if I don’t see a lot of Medicare patients and I do not qualify under Medicaid?  What kind of incentive payment should I expect?
Your payment will be 75% of your allowed Medicare FFS charges up to the maximum.  Example of how incentive payments will be determined: 
• Example 1: EP receives the maximum payment. 
For payment year 2011, the incentive payment for an EP would be, subject to a payment limit of $18,000, equal to 75 percent of the EP’s Medicare physician fee schedule allowed charges for CY 2011 (in this case, the maximum allowed charges recognized for the purposes of the incentive, or $24,000 × .75 = $18,000), estimated based on claims for covered professional services furnished by the EP from January 1, 2011 through December 31, 2011, and submitted to the appropriate Medicare administrative contractor (MAC/carrier) on or before February 29, 2012.  Payment will be made 4-6 weeks after the provider has billed $24,000 in allowable professional charges.
• Example 2: EP receives less than the maximum payment. 
Assume for this example that the EP’s estimated total allowed charges for covered professional services are $10,000 which is less than the $24,000 maximum allowed charges that could be recognized for purposes of this incentive. Therefore, for payment year 2011, the incentive payment in this case would be, $10,000 × .75 = $7,500, based on claims for covered professional services furnished by the EP from January 1, 2011 through December 31, 2011, and submitted to the appropriate Medicare administrative contractor (MAC) or carrier on or before February 29, 2012.  Payment will be made after February 29, 2012 to allow all covered charges to be considered in calculating the incentive.
Do providers have to specify upfront, which meaningful use menu objectives they will be meeting?  Will they need to specify the clinical quality measures they will be using upfront?  Is this part of the registration process?
The registration process will only request certain administrative data, such as the name and address of the EP, NPI, and other similar data, and will not require the provider to specify which measures they intend to report.  Registration can occur any time after January 1, 2011.  Once meaningful use is successfully achieved, the EP will identify and attest to achieving the required number of objectives and will report numerators, denominators and exclusions for Clinical Quality Measures.  CMS will provide further guidance on the Registration and Attestation processes prior to January 1, 2011.
Does the provider need to state the reporting period they will be using upfront for year 1?  If so, if they find that they cannot meet the MU objectives during the reporting period, can they “cancel out” and re-try again that year?  Is there a limit to the number of times a provider can attempt to meet the objectives during year 1?
EPs will not be required to identify the specific dates for the first payment year during registration.  The Final Rule states that an EP will only have to demonstrate meaningful use for a consecutive 90 day reporting period.  If, for example, the EP starts recording data Feb. 1st and by March 1st realizes they will not meet the thresholds, they may start the reporting period again on a later date.   Once the EP has demonstrated meaningful use for 90 consecutive days, they will identify the beginning and ending dates of the 90-day period during attestation.   After the first year of achieving meaningful use, the reporting period is the full year, so beginning and ending dates would be the calendar year for all EPs.  While registration will only need to take place once, providers must demonstrate their successful achievement of meaningful use every year.
Is there a standard electronic file layout that CMS or a registry is looking for when we are ready to begin to report the 90 day data? I have had a tough time finding this information but I need to begin working with the hospital to prepare them for our need of certain information for the core and clinical measures.
For 2011 for Medicare the MU objective thresholds will be met by attestation rather than by submission of some type of file. CMS has stated that beginning in 2012 the submission will be electronic but details have not been released.
What is considered “covered professional services” for the purpose of calculating the Medicare incentive payment for EPs?
Professional services include services furnished by an eligible professional for which payment is made under, or is based on, the Medicare physician fee schedule.  The Medicare allowed charge for covered professional services is the lesser of the actual charge or the Medicare physician fees schedule amount established in section 1848 of the Act.  The allowed charge is the amount that Medicare determines to be reasonable payment for a provider or service under Part B, including coinsurance and deductibles.  The Secretary’s estimate of allowed charges is based on claims for all covered professional services furnished by the EP submitted to Medicare no later than 2 months following the end of the relevant payment year.  Allowed charges for all services that are covered under the Medicare physician fee schedule are used to determine the amount of the Medicare incentive payment.  While pathology services that have both a technical and a professional component, such as anatomic pathology, are covered under the physician fee schedule, clinical lab services are not. These are covered under a separate clinical lab fee schedule. The specific CPT procedure codes included in the physician fee schedule can be found on the CMS website at http://www.cms.gov/PhysicianFeeSched/
as well as the Wisconsin Physicians Service (WPS) Medicare website.  
This is a general list of what is included in the Medicare Part B Physician Fee Schedule:
· Physicians' services
· Services and supplies (including drugs and biologicals which are not usually self-administered by the patient) furnished as an incident to a physician's professional service
· Outpatient physical therapy services and outpatient occupational therapy services
· Antigens
· Prostate cancer screening tests
· Colorectal cancer screening tests
· Diabetes outpatient self-management training services
· An initial preventive physical examination
· Diagnostic X-ray tests and other diagnostic tests, but not including clinical diagnostic lab tests
· X-ray, radium, and radioactive isotope therapy, including materials and services of technicians
· Screening mammography
· Screening pap smear and screening pelvic exam; and
· Bone mass measurement
Are providers working in a Rural Health Clinic or federally Qualified Health Center (FQHC) eligible for Medicare incentive payments?
No.  Professional services rendered by EPs that are billed by the RHC or FQHC are not included in the calculation of the Medicare EP incentive payment.  Medicare incentives are based on the “allowed charges for covered professional services furnished by the EP billed under the Part B physician fee schedule.”   Since services provided by EPs while working in an RHC/FQHC are not billed under Part B physician fees schedule, they do not meet the HITECH Act definition of “covered professional services,” so would not be included in the calculation of the incentive payment.  Only professional services that are not part of the RHC package of services and are billed by the EP through the physician fee schedule would be included in calculating the incentive payment.  This will greatly limit EHR incentives for EPs that practice in an RHC and who elect to apply for incentives under the Medicare program.  
However, many EPs that work in an RHC/FQHC may be eligible under the Medicaid Incentive program, as long as they meet the 30% requirement for serving “needy” individuals.  There are specific rules for calculating Medicaid eligibility for EPs working in RHC/FQHCs which are more lenient than for other EPs.
If an eligible professional (EP) does not accept assignment for Medicare Part B, is the EP eligible for an incentive payment under the Medicare Electronic Health Records (EHR) Incentive Program?
An EP that is not a Medicare participating physician or supplier, but still submits claims to Medicare for Part B physician fee schedule services on behalf of Medicare patients to whom they furnish services would be eligible for Medicare EHR incentive payments. When the EP successfully registers and demonstrates meaningful use of certified EHR technology, the calculation of the EP's incentive payment will reflect claims for all services reimbursed under the Part B physician fee schedule regardless of whether the EP accepted assignment on those claims or not.
Can EPs receive incentive payments for e-prescribing under MIPPA as well as receive incentive payments under the Meaningful Use EHR program?  What about PQRI?
If a provider receives incentive payments under the Medicare Meaningful Use program, he/she cannot also receive incentive payments for e-prescribing under MIPPA.  However, if a provider receives payments under the Medicaid Meaningful Use program, he/she can receive incentive payments for e-Prescribing under MIPPA for the same year.
EPs are allowed to receive incentive payments for both PQRI reporting as well as for Meaningful Use under both Medicare and Medicaid programs.  The current PQRI incentive program is scheduled to end December 31, 2012.
Additionally, there is nothing that precludes an EP from accepting the incentives from payers or programs such as Bridges to Excellence or those from private payers. In fact, many private companies such as Aetna, United, Wellpoint and Highmark are already aligning their Pay for Performance requirements to the final Meaningful Use measures.
Can I assign my incentive payments to my employer?
Yes.  Under Medicare, eligible professionals may choose to assign their incentive payments to their employer or entity with which the EP has a contractual arrangement.  Under Medicaid, EPs can choose to assign their incentive payments to their employer or to other state-designated entities.
Are physicians in hospital-based ambulatory clinics eligible to receive Medicare or Medicaid EHR incentive payments, or are they considered “hospital-based”?
Hospital-based EPs are not eligible for incentive payments under either the Medicare or Medicaid EHR incentive program.  A hospital-based EP is defined as an EP who furnishes 90% or more of their services in either inpatient or the emergency department of a hospital.  Hospital-based walk-in clinics and other ambulatory clinics do not fit this definition, so EPs working in those settings would be eligible for incentive payments.
The only exception to this rule is that Medicaid EPs practicing predominantly in an FQHC or RHC (i.e., 50% or more of encounters) are not subject to the hospital-based exclusion.
Can some of the physicians in my practice receive incentives under Medicare while others receive incentives under Medicaid?
Yes, incentive payments are determined individually for each physician.
Can EPs receive EHR incentive payments from both the Medicare and Medicaid programs?
Not for the same year.  If an EP meets the requirements of both programs, they must choose to receive an EHR incentive payment under either the Medicare or the Medicaid program.  After a payment has been made, the EP may only switch programs once before 2015.
What is the reporting period for EPs participating in the EHR incentive programs?
Under Medicare, the reporting period for the first year of participation is any continuous 90-day period within the calendar year.  In subsequent years, the EHR reporting period is the entire calendar year.
Under Medicaid, incentive requirements for the first year can be met by adopting, implementing or upgrading to certified EHR technology, which does not have a reporting period.  The second year under Medicaid would have a 90-day continuous reporting period for meeting meaningful use, and in subsequent years, the EHR reporting period would be the entire calendar year.
Please explain what is meant by “adopt, implement or upgrade” to certified technology under the Medicaid incentive program.
The “Adopt, Implement or Upgrade” (AIU) requirement under Medicaid allows the provider to demonstrate any of the following for the first payment year in order to receive their incentive payment: (a) acquiring, purchasing or securing access to certified EHR technology; (b) installing or commencing utilization of certified EHR technology capable of meeting meaningful use requirements; or (c) expanding the available functionality of certified EHR technology capable of meeting meaningful use requirements at the practice site, including staffing, maintenance, and training, or upgrade from existing EHR technology to certified EHR technology (per the EHR certification criteria published by the Office of the National Coordinator of Health Information Technology-ONC).   Please note that under (a) above, a provider does not have to install certified EHR technology to meet AIU, only acquire, purchase or secure access to certified EHR technology.  Neither does the provider need to meet the meaningful use objectives during the first year.  Meaningful use objectives will have to be met during the second payment year for a continuous 90-day period and for the entire year for all subsequent payment years.
What is the maximum EHR incentive an EP can earn under Medicare and Medicaid?
Under Medicare, an EP who successfully demonstrates meaningful use of certified technology as early as 2011 or 2012 may be eligible for up to $44,000 spread over five years (based on 75% of Medicare Part B FFS allowable charges).  EPs who predominantly furnish services in a Health Professional Shortage Area are eligible for a 10 percent increase in the maximum payment.
The maximum incentive payment under Medicaid is $63,750 spread out over six years.  No additional payment is made for providers practicing in a HPSA under Medicaid.  Pediatricians who meet the 20% Medicaid threshold but not the 30% threshold, are eligible for a maximum incentive payment of $42,500.  EPs must begin receiving incentive payments by calendar year 2016 in order to qualify for maximum incentive payments under Medicaid.
What is the latest a Medicare-eligible EP can begin reporting and still receive the maximum incentives? 
If 2011 is the Medicare-eligible EP’s first payment year, the reporting period for 2011 can begin as late as October 1, 2011. This would still give the EP 90-days of continuous reporting.  If the EP's first reporting year is 2012 then the EP could begin reporting as late as October 1, 2012 and still be eligible for the maximum incentive.   Medicare-eligible EPs whose first reporting year is after 2012 would see a decline in the maximum incentives for which they would be eligible. 
Can I receive the maximum allowable EHR incentive payments if they total more than the purchase cost of my EHR system?  Am I eligible even if I bought an EHR years ago?
Yes.  As long as an EP meets all necessary requirements for qualifying for incentive payments (i.e., thresholds, FFS allowable charges, 15% Medicaid EP responsibility, etc.), they will receive the maximum incentive payment amount, regardless of the purchase or implementation costs or date of purchase of their EHR system.  The incentive payment is considered a “bonus” for achieving meaningful use and is not a reimbursement of costs.  
Is adoption of EHRs mandatory?  Are there penalties for EPs who do not demonstrate meaningful use of certified technology? 
Adoption of certified technology and demonstration of meaningful use is a voluntary program.  However, Medicare payment adjustments will begin in 2015 for any EP that does not demonstrate meaningful use of certified EHR technology.  There are no payment adjustments associated with the Medicaid provisions under ARRA. 
Can I earn  incentive payments if I accept Stark funds from the local hospital?
Under Medicare, incentive payments are not affected by whether or not you received Stark funds.
Under the Medicaid incentives (and only the Medicaid incentives), the HITECH statute specifies that if a  physician uses external funds to pay for the purchase of an EHR (other than any money that came from the state itself through a grant or loan), it will reduce the payment he or she receives in the first year.  Thus, in the situation in which a practice accepts money from a local hospital through a Stark program, the “average allowable costs” will be adjusted in order to subtract any payment that is made to Medicaid EPs and is directly attributable to payment for certified EHR technology or support services of such technology.   This applies only to money accepted, and not in-kind contributions, services, training, etc. 
The good news, however, is that because the average allowable cost has been defined well above the payments allowed under the Medicaid program, there is still room for physicians to accept a certain amount of money each year and still collect the maximum Medicaid incentive.   The average allowable cost has been determined by CMS and ONC to be $54,000 in the first year; thus, EPs could receive as much as $29,000 in money from sources (other than from State or local governments) as contributions to the certified EHR technology, and the net average allowable cost would be $25,000, allowing an incentive payment of 85% of that, or $21,250.  In subsequent years an eligible professional can receive as much as $10,610 in contributing
money from sources other than State or local governments, and the maximum incentive payment of $8,500 would be unaffected.
How do we determine whether an EP has met the 15% of net average allowable costs requirement under the Medicaid incentive program?
Under Medicaid, there is a requirement that an EP is responsible for at least 15% of net average allowable costs in each year.  While States are ultimately responsible for determining the process and methodology to ensure EPs comply with this 15% responsibility, the rules give guidance to what they believe States should include.  
The Net Average Allowable Cost (NAAC) has been set at $25,000 for the first year and $10,000 each year thereafter. The maximum allowed incentive payment is 85% of this, or $21,250 in year one and $8500 in each subsequent year.  EPs are responsible for the remaining 15%, or $3750 in year one and $1500 each year thereafter.  EPs are allowed to count all in-kind contributions, costs paid by an employer on behalf of the EP, any grants provided to the practice on behalf of the providers, all costs of training, technical assistance, workflow redesign, software, hardware, internet services, health information exchange transaction fees/monthly dues, supplies, and all support services.  For year one, all costs incurred up through the first payment year can be included, even if the EHR was purchased years ago.  For example, if an employer provided an EHR that cost $100,000 to a 5-physician practice, each physician could count $20,000 toward the 15% contribution.  In this case, the physician would clearly have met the $3750 for year one.  You are not allowed to “carry-over” costs from one year to the next.  Theoretically, there could be a situation where neither the EP nor his/her employer expends more than $3750 in total costs on the EHR technology, but this is unlikely, given the inclusive definition of what can be counted.
How do we calculate Medicaid patient volume?
The federal rules state that Medicaid patient volume may be demonstrated by:
1) The EP’s total number of Medicaid patient encounters in any representative continuous 90-day period in the preceding calendar year / All patient encounters during that same period; or
2) Total Medicaid patients assigned to the provider (for example managed care or medical homes) in any representative continuous 90-day period in the preceding calendar year, with at least one encounter taking place during the calendar year preceding the start of the 90-day period  +  unduplicated Medicaid encounters in the same 90-day period / Total patients assigned to the provider in that same 90-day period with at least one encounter taking place during the calendar year preceding the start of the 90-day period + all unduplicated encounters in that same 90-day period.    This option captures the EP’s panel assignments, as well as any additional unduplicated Medicaid encounters.
Medicaid encounters include services rendered on any one day to an individual where Medicaid  paid for part or all of the service, the patient’s premiums, co-payments, and/or cost-sharing (thus including dually-eligible individuals).  Medicaid also includes patients that are part of expansion programs within their respective states.
However, Missouri Medicaid has proposed to calculate Medicaid volume based only on option (1) above, as is stated in their FAQ website—see verbage below.  (MOHealthNet is waiting for final approval of that plan.)
“Determining patient volume is a critical component of the state’s implementation plan. Medicaid encounters that comprise patient volume are defined consistent with the final rule and include encounters for which Medicaid paid in whole or in part, such as those within Medicaid fee-for service  and Medicaid waivers (e.g., Medicaid managed care organizations, Medicaid 1115 waiver programs, Programs of All-Inclusive Care for the Elderly, etc.). MO HealthNet will use the ‘encounter’ option (as described in the final rule) for all eligible professionals.”
Who is considered “needy” individuals for the purpose of determining qualifications for FQHCs and RHCs under the Medicaid program?
Needy individuals are those receiving medical assistance from Medicaid or the Children’s Health Insurance Program, individuals who are furnished uncompensated care by the provider, or individuals furnished services at either no cost or reduced cost based on a sliding scale determined by the individual’s ability to pay.  Eligible professionals practicing at FQHCs and RHCs must demonstrate that they had a minimum of 30% of their patient volume from needy individuals.
Missouri Medicaid has adopted a definition consistent with the above, which reads, “EPs working in FQHCs or RHCs may meet the 30% volume requirement through a combination of Medicaid and “needy individual” encounters. Needy individual encounters are those encounters funded in part or in whole by MO HealthNet, MO HealthNet for Kids, uncompensated care or patient payment based on a sliding scale.” 
Our practice does not track payer data per EP, so we are unable to determine each individual EP’s Medicaid volume.  Can we use the group Medicaid volume instead?
“We will allow clinics or group practices to use the practice or clinic Medicaid patient volume (or needy individual patient volume) and apply it to all EPs in their practice under three conditions:
1) The clinic or group practice’s patient volume is appropriate as a patient volume methodology calculation for the EP (for example, if an EP only sees Medicare, commercial or self-pay patients, this is not an appropriate calculation);
2) There is an auditable data source to support the clinic’s patient volume determination; and
3) So long as the practice and EPs decide to use one methodology in each year (in other words, clinics could not have some of the EPs using their individual patient volume for patients seen at the clinic, while others use the clinic-level data).  The clinic or practice must use the entire practice’s patient volume and not limit it in any way.
The Missouri Medicaid plan is consistent with the above definition, and states the following:  “EPs must have at least a 30% patient volume attributable to Medicaid (20% for pediatricians). MO HealthNet has proposed that EPs have the flexibility to base their volume on either (1) the EP’s individual Medicaid patient encounters as a percentage of the EP’s total encounters or (2) the practice’s total Medicaid encounters as a percentage of the practice’s total patient encounters. MO HealthNet must receive approval from the Centers for Medicare and Medicaid Services (CMS) before this approach is finalized.  Eligible professionals may meet the 30% volume requirement either from a group calculation or individual calculation.”
For eligible professionals (EPs) who see patients in both inpatient and outpatient settings (e.g., hospital and clinic), and where certified electronic health record (EHR) technology is available at each location, should these EPs base their denominators for meaningful use objectives on the number of unique patients in only the outpatient setting or on the total number of unique patients from both settings?
“In this case, EPs should base both the numerators and denominators for meaningful use objectives on the number of unique patients in the clinic setting, since this setting is where they are eligible to receive payments from the Medicare and Medicaid EHR Incentive Programs.”
If an eligible professional (EP) in the Medicaid EHR Incentive Program wants to leverage a clinic or group practice's patient volume as a proxy for the individual EP, how should a clinic or group practice account for EPs practicing with them part-time and/or applying for the incentive through a different location (e.g., where an EP is practicing both inside and outside the clinic/group practice, such as part-time in two clinics)?  
“EPs may use a clinic or group practice's patient volume as a proxy for their own under three conditions:
1. The clinic or group practice's patient volume is appropriate as a patient volume methodology calculation for the EP (for example, if an EP only sees Medicare, commercial, or self-pay patients, this is not an appropriate calculation);
2. there is an auditable data source to support the clinic's patient volume determination; and
3. so long as the practice and EPs decide to use one methodology in each year (in other words, clinics could not have some of the EPs using their individual patient volume for patients seen at the clinic, while others use the clinic-level data). 
The clinic or practice must use the entire practice's patient volume and not limit it in any way. EPs may attest to patient volume under the individual calculation or the group/clinic proxy in any participation year. Furthermore, if the EP works in both the clinic and outside the clinic (or with and outside a group practice), then the clinic/practice level determination includes only those encounters associated with the clinic/practice.

In order to provide examples of this answer, please refer to Clinics A and B, and assume that these clinics are legally separate entities.

If Clinic A uses the clinic's patient volume as a proxy for all EPs practicing in Clinic A, this would not preclude the part-time EP from using the patient volume associated with Clinic B and claiming the incentive for the work performed in Clinic B.  In other words, such an EP would not be required to use the patient volume of Clinic A simply because Clinic A chose to invoke the option to use the proxy patient volume.  However, such EP's Clinic A patient encounters are still counted in Clinic A's overall patient volume calculation.  In addition, the EP could not use his or her patient encounters from clinic A in calculating his or her individual patient volume.

The intent of the flexibility for the proxy volume (requiring all EPs in the group practice or clinic to use the same methodology for the payment year) was to ensure against EPs within the same clinic/group practice measuring patient volume from that same clinic/group practice in different ways.  The intent of these conditions was to prevent high Medicaid volume EPs from applying using their individual patient volume, where the lower Medicaid patient volume EPs then use the clinic volume, which would of course be inflated for these lower-volume EPs.

CLINIC A (with a fictional EP and provider type)
"     EP #1 (physician): individually had 40% Medicaid encounters (80/200 encounters)
"     EP# 2 (nurse practitioner): individually had 50% Medicaid encounters (50/100 encounters)
"     Practitioner at the clinic, but not an EP (registered nurse): individually had 75% Medicaid encounters (150/200)
"     Practitioner at the clinic, but not an EP (pharmacist): individually had 80% Medicaid encounters (80/100)
"     EP #3 (physician): individually had 10% Medicaid encounters (30/300)
"     EP #4 (dentist): individually had 5% Medicaid encounters (5/100)
"     EP #5 (dentist): individually had 10% Medicaid encounters (20/200)

In this scenario, there are 1200 encounters in the selected 90-day period for Clinic A. There are 415 encounters attributable to Medicaid, which is 35% of the clinic's volume. This means that 5 of the 7 professionals would meet the Medicaid patient volume criteria under the rules for the EHR Incentive Program. (Two of the professionals are not eligible for the program on their own, but their clinical encounters at Clinic A should be included.)

The purpose of these rules is to prevent duplication of encounters. For example, if the two highest volume Medicaid EPs in this clinic (EPs #1 and #2) were to apply on their own (they have enough Medicaid patients to do that), the clinic's 35% Medicaid patient volume is no longer an appropriate proxy for the low-volume providers (e.g., EPs #4 and #5).

If EP #2 is practicing part-time at both Clinic A, and another clinic, Clinic B, and both Clinics are using the clinic-level proxy option, each such clinic would use the encounters associated with the respective clinics when developing a proxy value for the entire clinic. EP #2 could then apply for an incentive using data from one clinic or the other.

Similarly, if EP #4 is practicing both at Clinic A, and has her own practice, EP # 4 could choose to use the proxy-level Clinic A patient volume data, or the patient volume associated with her individual practice.  She could not, however, include the Clinic A patient encounters in determining her individual practice's Medicaid patient volume.  In addition, her Clinic A patient encounters would be included in determining such clinic's overall Medicaid patient volume.”
When we count encounters in a clinic or medical group (or medical home model) for purposes of the Medicaid Electronic Health Record (EHR) Incentive Program, are we able to include the encounters of ancillary providers such as pharmacists, educators, etc. when determining if the eligible professionals (EPs) are eligible, per patient volume requirements?
“ Our regulations did not address whether these non-EP encounters could be considered in the estimate of patient volume for the clinic. However, we believe a State would have the discretion to include such non-EP encounters in its estimates. Again, if these non-EP encounters are included in the numerator, they must be included in the denominator as well. States also must ensure that their methodology adheres to the conditions in 42 CFR 495.306(h), and specifically t 495.306(h)(4), which says: “(4) The clinic or group practice uses the entire practice or clinic’s patient volume and does not limit patient volume in any way.”
Are chiropractors and podiatrists considered “physicians” under the Medicaid EHR incentive program?  What about optometrists?  Are they eligible for incentive payments under Medicaid?
A “physician” under Medicaid statute is limited to doctors of medicine or osteopathy legally authorized to practice in their State.  Some states have specifically adopted the option of considering optometrist services as physician services, and in this case, optometrists would also be included.  Chiropractors and podiatrists are not eligible for incentive payments under Medicaid.  State scope of practice will also determine who is included as qualifying nurse practitioners, dentists, and physician assistants.
I am an EP only working part-time.  Am I still eligible for full incentive payments?
Full or part-time status does not affect eligibility for incentive payments.  Under Medicaid, eligibility is determined by patient volume calculations--there is no mention of requisite number of hours in the statute or this final rule as a pre-condition for eligibility.  Under Medicare, incentives are based on 75% of Part B FFS allowable charges, and not the hours worked by the EP.
What is meant by the requirement that a physician assistant is eligible if the “PA is practicing in a RHC or FQHC that is so led by the PA”?
According to the rules, “a PA would be leading an FQHC or an RHC under any of the following circumstances:
· When a PA is the primary provider in a clinic (for example, when there is a part-time doctor and a full-time PA, we would consider the PA as the primary provider);
· When the PA is a clinical or medical director at a clinical site of practice;
· When a PA is an owner of an RHC (i.e., since an RHC can be practitioner-owned, but an FQHC can’t, we will allow ownership to be considered “PA-led”.
Are groups that do Medicare Advantage also eligible for the stimulus dollars?
“Yes, there are provisions of the legislation related to groups accepting Medicare Advantage.  Those organizations and their providers are eligible for the incentives as long as the provider delivers a minimum of twenty hours a week of patient care services and the organization furnishes at least 80 percent of the services of the individual professional to clients of their organization.  Additionally, it’s important to note that amounts paid by Medicare Advantage Organizations (MAOs) are required to be close to the amounts paid under Medicare Fee for Service (FFS), but they very well may not be identical.  The HITECH Act requires that MAOs make incentive payments “in a similar manner” as under Medicare FFS, but there is some flexibility to allow for regional reimbursement patterns.”
What are the details of the Medicare Advantage incentive program?
It is only when an EP is employed by a single qualifying MA organization, or is employed by or in partnership with an entity that contracts with a single qualifying MA organization, that an EP can satisfy the criteria to be an MA EP.  CMS will only consider covered professional services provided to enrollees of MA plans offered by
qualifying MAOs and will not include in the calculation any services reimbursed by Medicare FFS.  CMS will calculate the payment due the qualifying MA organization for each qualifying MA EP as an amount equal to 75% of the reported annual MA revenue of the qualifying MA EP, up to the maximum amounts specified.  No incentive payment will be made to qualifying MA organizations for the MA EPs until after the final computation of EP incentive payments for that year under the Medicare FFS program to avoid duplication. This means that while those qualifying under Medicare FFS will receive their incentive payment as soon as they demonstrate use and hit the cap for the year, those filing under the Medicare Advantage element will not be paid until Spring of the following calendar year so CMS can be sure the provider has not also been paid under the Medicare FFS program.
Are the incentives still available if you do not have all medical group offices fully implemented? We
have 3 of 30 offices live now.
Yes.  The key here is that the incentive payments go to the individual physicians delivering the care and are not distributed at the organizational level, which allows providers within the same organization to move at a different pace and thus collect the incentives at a different pace.
TOPIC AREA: CORE AND MENU OBJECTIVES AND EXCLUSIONS
If an EP meets the exclusion criteria of an objective, must they choose a Menu objective to replace the Core objective?  
There are 15 Core Objectives that must be reported, and 10 Menu Objectives (2 of which are public health objectives)  from which the EP is allowed to delay reporting of 5 until Phase II.  If the EP meets the exclusion criteria for a core objective, the EP does NOT have to substitute a menu objective.  As stated in the regulations, “an exclusion will reduce the number of objectives/measures the EP must satisfy by the number that is equal to the EP’s exclusions.  For example, an EP that meets the exclusion criteria for two core objectives need only satisfy the remaining 13 core objectives.  
For the menu objectives the final rules states, “an EP that can exclude two menu objectives is required to satisfy only three of the objectives and associated measures from the menu set”.  However, a subsequent interpretation by CMS  states, “We encourage EPs to select menu objectives that are relevant to their scope of practice, and claim an exclusion for a menu objective only in cases where there are no remaining menu objectives for which they qualify or if there are no remaining menu objective that are relevant to their scope of practice.”  Also, EPs must choose one of the two options from the public health menu set (i.e., report Immunizations or Syndromic Surveillance data to a public health agency), and if an EP can be excluded from one of these measures, the EP should report on the other.  If an EP can be excluded from both public health menu objectives, the EP should claim an exclusion from only one public health objective and report on four additional menu objectives.
You may be confusing the reporting requirements of the Core/Menu set of Objectives with reporting requirements for the Clinical Quality Measures (CQMs).   Please refer to the discussion on reporting “Core-Alternate Core-Other Menu-Set” Clinical Quality Measures. 
How should eligible professionals (EPs) select menu objectives?
EPs are required to report on a total of 5 meaningful use objectives from the menu set.  When selecting five objectives from the menu set, EPs must choose one option from the public health menu set.  If an EP is able to meet the measure of one of the public health menu objectives but can be excluded from the other, the EP should select and report on the public health menu objective they are able to meet.  If an EP can be excluded from both public health menu objectives, the EP should claim an exclusion from only one public health objective and report on four additional menu objectives from outside the public health menu set.  We encourage EPs to select menu objectives that are relevant to their scope of practice, and claim an exclusion for a menu objective only in cases where there are no remaining menu objectives for which they qualify or if there are no remaining menu objectives that are relevant to their scope of practice.  For example, we hope that EPs will report on 5 measures, if there are 5 measures that are relevant to their scope of practice and for which they can report data, even if they qualify for exclusions in the other objectives.  Please note that EPs must have complete certified EHR technology (or a complete set of certified EHR modules) capable of supporting all of the core and menu set objectives, including any objectives for which the EP can claim an exclusion and menu set objectives the EP does not select.
If an eligible professional (EP) is unable to meet the measure of a Meaningful Use objective because it is outside of the scope of his or her practice, will the EP be excluded from meeting the measure of that objective under the Medicare and Medicaid Electronic Health Record (EHR) Incentive Programs?
Some Meaningful Use objectives provide exclusions and others do not.  Exclusions are available only when our regulations specifically provide for an exclusion.  EPs may be excluded from meeting an objective if they meet the circumstances of the exclusion.  If an EP is unable to meet a Meaningful Use objective for which no exclusion is available, then that EP would not be able to successfully demonstrate Meaningful Use and would not receive incentive payments under the Medicare and Medicaid EHR Incentive Programs.
Are all patients included in calculating a provider’s success in meeting the set of measures for meaningful use, or only Medicare and Medicaid patients?
The calculation will include all patients, not just those on Medicare or Medicaid.
How will I calculate the numerators and denominators for the Meaningful Use Objectives?
Some ONC certified complete EHRs have robust meaningful use dashboards that reflect a mature ability to track the numerators and denominators for each of the objectives and measures, while others are less robust and incapable of tracking the underlying data needed for the measures.  In the latter case, it may be up to the EP to manually track the data and enter it into a dashboard, which could be quite difficult and may threaten the provider’s ability to demonstrate continuous compliance to the thresholds.  While all certified EHRs must have the ability to capture the data required for the objectives and measures, the ability to track compliance via a dashboard will vary.  Speak with your EHR vendor to determine the capabilities for your system.
Is the physician the only one who can enter orders into the EHR for the purpose of CPOE?  Does this have to be done in real time?
Any licensed healthcare professional can enter orders into the medical record for purposes of including the order in the numerator for the measure of the CPOE objective, per state, local, and professional guidelines. The order must be entered by someone who could exercise clinical judgment in response to any alerts about possible interactions or other clinical decision support aides.  This necessitates that the order be entered when it first becomes part of the patient's medical record and before any action can be taken on the order.
The remaining meaningful use objectives do not specify any requirement for who must enter information.  Additionally, Stage I only requires the use of CPOE for medication orders; other orders (such as lab and imaging) will not be required until Stage 2 or later.
Will laboratories be required to support the electronic transmission of test results to a provider utilizing an EHR? 
The rules acknowledge ONC’s “inability to impose any requirements on laboratory vendors… We encourage every EP, eligible hospital, and CAH to use electronic exchange of the results with the laboratory based on the certification and standards criteria in the 45 CFR 170.302(h) (i.e., standards for exchange of laboratory information)… However, for this measure, we do not limit the EP, eligible hospital or CAH to only counting structured data received via electronic exchange, but count in the numerator all structured data.”  If the results are received in another form, such as fax, telephone call, mail, etc., the results can be manually entered into the EHR as structured data, and these would count in the numerator.  The threshold is 40% for this objective, and thus, takes into account that not all laboratories are capable of transmitting electronic data.
Can an EHR user have access to electronic laboratory test results if the provider who ordered the test is not an EHR user? 
This question requires clarification.  This may be a HIPAA question, if it is referring to patient consent, and thus, would not fall under the jurisdiction of Meaningful Use.  If you are asking if it is technically feasible, the answer would depend on the capabilities of the laboratory to send the results electronically to the EHR user.  Also, as stated previously, lab results that are not received electronically may be manually entered as structured data and counted in the numerator.
To meet the Meaningful Use objective "maintain an up-to-date problem list of current and active diagnoses,” are eligible professionals (EPs) required to use ICD-9 or SNOMED-CT®?
The Medicare and Medicaid Electronic Health Record (EHR) Incentive Program does not specify the use of ICD-9 and SNOMED-CT® to meet the measure for the Meaningful Use objective "maintain an up-to-date problem list of current and active diagnoses." However, the Office of the National Coordinator for Health Information Technology (ONC) has adopted ICD-9 and SNOMED-CT® as a standard for the entry of structured data in certified EHR technology. Therefore, EPs will need to maintain an up-to-date problem list of current and active diagnoses using ICD-9 and SNOMED-CT® in order to meet the measure for this objective.
A clinical rule is turned on for a large multi-specialty clinic requiring that “all patients age 65+ are to be given a pneumococcal vaccine at least once.”  Will this rule satisfy pediatricians in the clinic, even though they do not have any patients 65+, or does another rule need to be turned on for those EPs?”
According to ONC, “the CDS rule used must be ‘one relevant to specialty or high clinical priority’ rule. If the EP’s population age is not relevant to the CDS rule, it will not fit the rule.”   The rule must be relevant, even though the term “relevant” does not actually appear in the measure for this objective. 
Can we use drug alerts to satisfy the Clinical Decision Support Rule?  

The rules specifically state, “Drug to Drug and Drug to Allergy interaction alerts CANNOT be used to meet the MU objective for implementing  one clinical decision support rule.”  So a separate and distinct rule must be used.  Ideally, the clinical rule will be linked to a quality measures, but this is not required.   Most EHR vendors offer a host of clinical rules that can be “turned-on.”  EPs should proceed cautiously and select only one or a few at first, so as to gain experience with using rules and to avoid being overwhelmed with alerts.

For the objective, “Capability to exchange key clinical information (for example, problem list, medication list, medication allergies and diagnostic test results) among providers of care and patient-authorized entities electronically,” must the data be in structured format?  Narrative summaries are often the most valuable part of many diagnostic test results.
Discussion of this objective states that “we expect that this information, when exchanged electronically, would be exchanged in structured electronic format when available (for example, drug and clinical lab data). However, where the information is available only in unstructured electronic formats (for example, free text and scanned images), we would allow the exchange of unstructured information. We believe that the electronic exchange of information is most efficient when it is exchanged from a provider’s certified EHR technology to another certified EHR technology, either directly or through an entity facilitating health information exchange using structured data that can be automatically identified by the receiving system and integrated into the receiver’s records.  However, we know that much information cannot currently be, and may never be, transmitted in the way we just described.”
The final regulations contain the stage 1 requirement of “Capability to exchange key clinical information … among providers of care and patient authorized entities electronically.”  Who can I share this with to meet the meaningful use standard?  Can I share this with an HIE?  Can I merely share this with another physician not in my group?
To meet the criteria, an EP should identify one other entity with whom to conduct a test of the exchange of electronic data.  This test must include the transfer of either actual or “dummy” data to the chosen other entity.  To be considered an “exchange” for this objective and measure, the clinical information must be sent between different legal entities with distinct certified EHR technology or other system that can accept the information and not between organizations that share certified EHR technology.”  An HIE would qualify, as long as it can accept the information.  Exchange of data with another provider would also qualify, as long as both providers are using certified EHR technology and each is a separate legal entity and do not share certified EHR technology.  The testing could occur prior to the beginning of the EHR reporting period, but must occur prior to the end of the EHR reporting period and every payment year would require its own, unique test. 
If a state is not able to accept immunization or surveillance information and the practice does one test any time prior to or during the reporting period for their first reporting year, are these objectives then successfully met?  Does the practice have to continue testing or conduct another test if the state subsequently becomes able to collect the data during the reporting period?  
Exchanging immunization and syndromic surveillance information are two of four objectives in which states are given flexibility to amend the measure for the Medicaid incentive program.  Given the complexity of each State, we cannot comment on what the different States will require. However, for CMS the requirement is as follows for reporting immunizations:  “Performed at least one test of certified EHR technology's capacity to submit electronic data to immunization registries and follow up submission if the test is successful (unless none of the immunization registries to which the EP, eligible hospital, or CAH submits such information have the capacity to receive the information electronically)”   If an EP has given immunizations during the EHR reporting period, the EP should attempt to locate a registry or immunization information system that is capable of receiving the data with whom to conduct a test of submission of electronic data.  If none of the immunization registries to which the EP submits information has the capacity to receive the information electronically, then this objective would not apply.  
The regulations specify that the exchange could occur prior to the beginning of the EHR reporting period, but must occur prior to the end of the reporting period, and every reporting period would require its own unique test.   The EHR system used to conduct the test must be certified, so a test using an uncertified version would not qualify.   A failed test will count as long as other requirements of the measure are met.  If the test is successful, the EP must actually submit data to the Immunization Registry.
The practice may submit files either individually or may submit batch files, provided they are formatted according to one or both of the adopted standards (i.e., HL7 2.3.1 or 2.5.1 and CVX).  The certification criterion does not specify when submissions should be made or the periodicity of the submissions.
Similar requirements apply to exchanging syndromic surveillance information.
What options will Missouri providers have for exchanging immunization information with an Immunization Registry/Immunization Information System?
The state immunization registry in Missouri is called “ShowMeVax” and is currently operational.  Providers can directly enter immunizations into the registry right now.  However, this does not constitute an “exchange” of information as required by meaningful use.  The developers of the state registry are working on the capability to accept an HL7 or other type of data exchange with various EHRs, and stated they were hoping to have this capability available by mid-2011.  If the capability is not available by the time a provider is ready to attest to meaningful use, then the provider would be excluded from this objective.

What is the time frame for conducting a Security Risk Assessment?  Can it be done prior to the reporting period (if so, how long before) or does it have to be done during the reporting period?
Stage 1 criteria of meaningful use we propose that EPs conduct or review a security risk analysis of certified EHR technology and implement updates as necessary at least once prior to the end of the EHR reporting period and attest to that conduct/review. The testing could occur prior to the beginning of the EHR reporting period, and no specific timeframe is included.  This is to ensure that the certified EHR technology is playing its role in the overall strategy of the EP in protecting health information.  However, as with other objectives, the EP must be using certified EHR technology—therefore, the certified version must be in place prior to conducting the risk analysis.  Also note in the measure of this objective that security updates must take place if any security deficiencies are identified.  Updates may include software, change in workflow processes, storage methods or any other necessary corrective action.
Security risk analysis should be conducted at least annually, with updates when the environment changes, according to NIST, so these requirements must be kept in mind when attesting to meaningful use.
Does the EP have the discretion of withholding any information from the patient that he/she decides may be detrimental to the health of the patient?  For instance, if a biopsy or lab comes back as “positive,” the physician will want to speak directly to the patient about this.  He will not want to make it available to the patient within 4 days of receiving the result unless he/she has talked with the patient.  He may not want to make it available at all…What would be the requirements for this?
The rules state, “We would defer to the EP’s judgment as to whether to hold information back in anticipation of an actual encounter between the provider and the patient.  We do not seek to conflict with or override HIPAA through meaningful use requirements. Furthermore, just as in the provision of an electronic copy, an EP may withhold making information accessible electronically in accordance with the regulations at 45 C.F.R. 164.524, Access of individuals to protected health information [i.e., HIPAA].”  
Many of the objectives refer to “unique patients” seen, not encounters.  In a large multi-specialty clinic, all providers use the same EHR.  Information entered by one physician will be available to other physicians in the clinic.  If one physician records the demographics (such as race/ethnicity) will that satisfy the need for all physicians sharing the EHR to document this?   Also, if the information is in the EHR, does it also have to be in the “visit” note? For instance, for vital signs, it appears that as long as they are documented at least once for every unique patient seen during the reporting period, vitals do not have to be documented at every encounter, nor by every provider in the clinic that sees the same patient. 
Some measures were based on unique patients as opposed to every patient encounter because that information would not necessarily have to be updated at every visit. This is especially true for patients whose encounter frequency is such that they would see the same provider multiple times in the same EHR reporting period.  The concept of “unique patient” means that if a patient is seen by an EP more than once during the EHR reporting period then for purposes of measurement they only count once in the denominator for the measure.  All the measures relying on the term “unique patient” relate to what is contained in the patient’s medical record, as long as it is contained in the patient record AND in structured format.  This information may be obtained from previous records, transfer/referral from other providers, or by querying the patient.  Measuring by every patient encounter would place an undue burden on the EPs and may have unintended consequences of affecting the provision of care to patients merely to comply with meaningful use.  
It seems that the three objectives, “providing clinical summaries for each office visit, providing timely electronic access to health information, and providing patients with an electronic copy of their health information, all ask for the  same information.  What is the difference in the 3 objective? 
First, it is important to clarify that the Core Set has two references to “Providing Patients with access to their health information”:
1. Provide patients with an electronic copy of their health information (including diagnostic test results, problem list, medication lists, medication allergies) upon request. (50 percent of all patients who request an electronic copy)

2. Provide clinical summaries for patients for each office visit. (50 percent of all patients visits)  
The Menu Set has one reference to “Providing Patients with access to their health information”.

1. Provide patients with timely electronic access to their health information (including lab results, problem list, medication lists, and allergies) within 4 business days of the information being available to the EP. (At least 10% of all unique patients)

The Core Set requirements pertain to the EP providing a patient with a copy of their health information in either a paper or electronic format (e.g. Flash Drive, CD/DVD or PDF).  The Menu Set requirement pertains to the providing the patient with a means to electronically access their health information.  Online electronic access is defined as through either a patient portal or personal health record (PHR) will satisfy the measure of this objective.

The above mentioned items are three different requirements.

If a patient requests, and we supply, an electronic copy of their health information from our practice, and that patient has seen more than one provider how would we determine which EP gets ‘credit’ for that Meaningful Use objective?
According to CMS, “If the request for an electronic copy of their health information is made by a patient to a specific EP, then the patient should be counted in the numerator and denominator for that specific EP. If the patient makes a request for an electronic copy of their health information that is not to a specific EP (e.g., by request to the practice’s administrative staff), then the patient should be counted in the numerators and denominators for all EPs with whom the patient has had an office visit during the EHR reporting period.”
Does “clinical summaries provided to patients for more than 50% of all office visits within 3 business days” apply to all patients or only those patients that request a clinical summary? 
This objective applies to all patients whose records are maintained in the EHR.  The intent of the objective is for the EP to be pro-active in providing a clinical summary of the office visit to the patient, and is not reliant on the patient requesting this summary.  Discussion of this objective states, “We believe all of the office visits described in our definition result in the EP rendering a clinical judgment that should be communicated to the patient.”  The EP could choose any of the listed means from the proposed rule, including PHR, patient portal on a web site, secure email, electronic media such as CD or USB fob, or printed copy. If the EP provides the summary using electronic media, it must be in human readable format.  The EP would also have to provide the patient a paper copy upon request.  Both forms can be and should be produced by certified EHR technology.
Can the EP charge the patient for providing a clinical summary for each office visit?
The regulations address this as follows:  “As [providing a visit summary] is a proactive requirement on the part of the EP and not a response to a request from the patient, we do not believe it is appropriate to charge the patient a fee for this copy.  While we give the EP considerable flexibility in the manner in which the summary is provided [i.e., PHP, portal, secure email, electronic media, or printed copy]… the only accommodation an EP is required to make is the provision of a paper copy that can be automatically generated from the certified EHR.  We therefore believe the cost of this will be negligible.”  Thus, it is expected that the EP will proactively generate a visit summary at each office visit (without being requested to do so by the patient), and it would be inappropriate to charge the patient for this.
What must be included in the clinical summary?
The rules define clinical summary as an “after-visit summary that provides a patient with relevant and actionable information and instructions containing, but not limited to, the patient name, provider’s office contact information, date and location of visit, an updated medication list and summary of current medications, updated vitals, reason(s) for visit, procedures and other instructions based on clinical discussions that took place during the office visit, any updates to a problem list, immunizations or medications administered during visit, summary of topics covered/considered during visit, time and location of next appointment/testing if scheduled, or a recommended appointment time if not scheduled, list of other appointments and testing patient needs to schedule with contact information, recommended patient decision aids, laboratory and other diagnostic test orders, test/laboratory results (if received before 24 hours after visit), and symptoms.
When providing a patient with clinical summary within 3 days, can that be sent through a patient portal site and/or on CD to patient? 
Yes, the clinical summary can be provided through a PHR, patient portal on the web site, secure email, electronic media such as CD or USB fob, or printed copy.
If the IT department of a clinic generates lists of patients by specific condition for the EP, will this satisfy the objective?
The regulations states, “we require that the provider generate these lists for their own use…In order to ensure that the capability [to generate a report] can be utilized, we require EPs to attest to the ability of the EP to create a report listing patients by specific condition and to attest that they have actually done so at least once.”  EPs should become familiar enough with the reporting capabilities of the EHR in order to generate such a report, and then actually do it at least once during the reporting period.  The data elements being queried for such a list include, at minimum, those in the problem list, medication list, demographics and laboratory test results.
Keep in mind that all certified EHRs must enable a user to electronically select patients, sort and retrieve patients based on data elements in the problem list, medication list, demographics and laboratory test results, and then produce these lists.   The process had to be simple enough to allow testers of the software to generate the lists without possessing programming or other advanced skills that an average EP would not have.  
For the objective, “Provide patients with an electronic copy of their health information upon request, has the term “electronic copy” been defined?  
Yes.  In order to meet this requirement, eligible providers must provide patients, upon their request, with an electronic copy of all health information that is available electronically, (subject to the provider’s ability to withhold certain information that may be damaging to the well-being of the patient) but at minimum includes:
· diagnostic test results
· problem list
· medication lists
· medication allergies
The requirement excludes information that is only available on paper (i.e., not in the EHR).  In order to fulfill this requirement, more than 50 percent of requesting patients must receive an electronic copy within 3 business days of the request.  In addition, the health information needs to be human readable.  For example, listing the diagnosis as 372.0 is not acceptable; in order for the diagnosis to be human readable in this example, it should be listed as acute conjunctivitis.
The vendors of the software are responsible for ensuring their Certified EHR Technology can generate two outputs to produce an electronic copy (i.e., a copy in human readable format, such as Word, Adobe PDF, or Rich Text, and a copy as a CCD or CCR).  If the Certified EHR Technology is capable of generating one copy that could meet both of these requirements, we would also consider that to be a compliant implementation of this capability.
The professional may give the copy to the patient in any electronic format, like in a portal, secure e-mail, CD, DVD, or USB drive, as long as there are both electronic and human readable forms available to the patient.  If the EMR has a patient portal that provides access to this information, and is being utilized by the provider, this counts as providing an electronic copy to patients.  Practices should provide information to patients on how to register and sign in to the portal.  
What is the easiest way to provide patients with timely, electronic access to their health information?  It is time-consuming and expensive to provide flash drives or CDs, and if these have to be mailed, this would add to the cost and time.  Also, each time information is added to the EHR, it would need to be made available within four business days to the patient.  It seems adding a patient portal may be the only option that would allow us to meet this objective.
A patient portal or PHR may be the only logistical way to meet this objective.  The use of a patient portal is quite straight-forward, simple and secure, and information is delivered directly from an EHR, but there is obviously an added cost for this option.  The provider will need to ensure that at least 10% of all unique patients seen have accessibility to the portal.  The measure is based on availability of the access and timeliness of the data made available, NOT its utilization.   The EP is not responsible for ensuring that 10% of their patients request access or actually access it, but that accessibility is available.
If an EP offers a patient portal, the portal would provide a simple means of also meeting the core objective of “providing a patient with an electronic copy of their health information upon request.”  While a provider could burn a CD or flash drive, time and cost need to be considered for these options.  Also, the provider is required to track the number of requests made for this objective, and a portal may offer a simplified means of tracking such requests.  
There are four providers in our practice.  Does each one need to conduct a test of the EHR’s ability to exchange key clinical information among providers of care?
If multiple EPs are using the same certified EHR technology in a shared physical setting, the testing would only have to occur once for a given certified EHR technology, as we do not see any value to running the same test multiple times just because multiple EPs use the same certified EHR technology.”   A “failed” test will count as having completed the objective.  There are no exceptions to this objective.
Do controlled substances qualify as "permissible prescriptions" for meeting the electronic prescribing (eRx) meaningful use objective under the Medicare and Medicaid EHR Incentive Programs?
The term "permissible prescriptions" refers to the restrictions that were established by the Department of Justice (DOJ) on electronic prescribing (eRx) for controlled substances in Schedule II-V.  (The substances in Schedule II can be found at http://www.deadiversion.usdoj.gov/schedules/orangebook/e_cs_sched.pdf). Any
prescription not subject to these restrictions would be a permissible prescription.  Although DOJ recently published an Interim Final Rule that allows the electronic prescribing of these substances, we were unable to incorporate these recent guidelines into the Final Rule for the Medicare and Medicaid EHR Incentive Programs. Therefore, the determination of whether a prescription is a ''permissible prescription'' for purposes
of the eRx meaningful use objective should be made based on the guidelines for prescribing Schedule II controlled substances in effect on or before January 13, 2010, when the notice of proposed rulemaking for the Medicare and Medicaid EHR Incentive
In order to satisfy the Meaningful Use objective for electronic prescribing (eRx) in the Medicare and Medicaid Electronic Health Record (EHR) Incentive Programs, can providers use intermediary networks (i.e., Sure Scripts) that convert information from the certified EHR into a computer-based fax for sending to the pharmacy? Should these transactions be included in the numerator for the measure of this objective?
The meaningful use measure for e-prescribing is the electronic transmission of 40 percent of all permissible prescriptions. If the EP generates an electronic prescription and transmits it electronically using the standards of certified EHR technology to either a pharmacy or an intermediary network, and this results in the prescription being filled without the need for the provider to communicate the prescription in an alternative manner, then this qualifies as an electronic transmission and would be included in the numerator.
How does a provider receive an exemption for the electronic RX and CPOE for prescriptions?  My understanding is, if an EP prescribes less than 100 prescriptions during the reporting period (all patients not just Medicare) then that EP will have an exemption.  We are a very small, one provider specialty office.  Our provider rarely prescribes. 
You are correct in that any EP that writes fewer than 100 prescriptions during the EHR reporting period will be granted an exclusion from the CPOE and e-prescribe objectives.  To receive an exclusion for any objective, “the EP must meet the criteria for [the exclusion] and report to CMS the fact that they meet the exclusion, rather than demonstrating that they satisfy the objective and associated measure.”  This is done through attestation in 2011.
What do the numerators and denominators mean in measures that are required to demonstrate meaningful use for the Medicare and Medicaid Electronic Health Record (EHR) Incentive Program?
There are 16 measures for EPs that require the collection of data to calculate a percentage, which will be the basis for determining if the Meaningful Use objective was met for that objective.  Objectives requiring a numerator and denominator to generate this calculation are divided into two groups: 
· One where the denominator is based on patients seen during the EHR reporting period, regardless of whether their records are maintained using certified EHR technology.  The denominator would be all patients seen, while the numerator would be those that met the criteria; and 
· A second group based on patients seen whose records are maintained using certified EHR technology.  The denominator would be all patients seen whose records are maintained using EHR technology, while the numerator would be those that met the criteria.
To meet the meaningful use objective "use certified EHR technology to identify patient-specific resources and provide those resources to the patient" for the Medicare and Medicaid Electronic Health Record (EHR) Incentive Programs, does the certified EHR have to generate the education resources or can the EHR simply alert the provider of available resources?
In the patient-specific education resources objective, education resources or materials do not have to be stored within or generated by the certified EHR.  However, the provider should utilize certified EHR technology in a manner where the technology suggests patient-specific educational resources based on the information stored in the certified EHR technology. The provider can make a final decision on whether the education resource is useful and relevant to a specific patient.
TOPIC AREA:  CORE, ALTERNATE CORE AND ADDITIONAL CLINICAL QUALITY MEASURES
One of the measures for the core set of clinical quality measures for EPs is not applicable for my patient population.  Am I excluded from reporting that measure for the EHR Incentive Program?
“An eligible professional (EP) is not excluded from reporting core clinical quality measures. However, zero is an acceptable value to report for the denominator of a clinical quality measure if there is no patient population within the EHR to whom that clinical quality measure applies.”  Thus, EPs must report on each of the Core Clinical Quality Measures (NQF 13—Hypertension/BP, NQF 28—Tobacco Use/Cessation intervention and NQF 421—Adult Weight Screening/Follow up).  If the denominator of one of the core CQMs = 0, then the EP must still report the numerator/denominator of the measure (i.e., it will be 0/0) AND select an alternate core measure to report on.  If the denominators of two of the core CQMs are 0, then the EP must still report the numerators/denominators of the two core CQMs (i.e., 0/0 and 0/0) AND select two alternate core CQMs to report.  If the denominators of all three core CQMs =0, then the EP must still report the numerator/denominators of the core CQMs AND report on all three Alternate Core CQMs.  Thus, the EP needs to report one-for-one an alternate core clinical quality measure for each core clinical quality measure where the denominator =0, potentially reporting on all 6 Core/Alternate Core CQMs.
In addition, the EP must select 3 additional CQMs from the remaining 38 measures (they CAN NOT be from the core or Alternate Core CQMs).  The EP should select items that are relevant to their practices—i.e., CQMs where the denominator does not equal 0.  We refer readers to pp. 44409-10 of the preamble to our final rule for our discussion of this issue.”  Remember, you must use the capabilities of the certified EHR to calculate the numerator and denominator and then report the results of this calculation during attestation.  Be careful to not claim an exclusion based on your assumed data—you must use the actual data calculated by the EHR.
I am an EP for whom none of the core, alternate core, or additional clinical quality measures (CQMs)  for the Medicare and Medicaid EHR incentive programs apply.  Am I exempt from reporting on all clinical quality measures?
No provider is exempt from reporting Clinical Quality Measures.  “In the event that none of the 44 clinical quality measures applies to an EP's patient population, the EP is still required to report a zero for the denominators for all six of the core and alternate core clinical quality measures. If all of the remaining 38 clinical quality measures included in Table 6 of our final rule do not apply to the EP, then the EP is still required to report on at least three of the additional clinical quality measures of their choosing from Table 6 of the final rule (other than the six core/alternative core measures). If the EP reports zero values for these three additional, menu-set clinical quality measures, then for the remaining menu-set clinical quality measures, the EP will also have to attest that all the other menu-set quality measures calculated by the certified EHR technology have a value of zero in the denominator. In other words, the EP is required to try to find at least three measures in the menu set for which the denominator is other than zero. If s/he cannot, then the EP must still choose three menu-set measures on which to report. S/he may report zero denominators for some or all of these measures, but must accompany such "zero denominator" reporting with an attestation that all of the other menu-set measures calculated by the certified EHR technology have a value of zero in the denominator. A zero report in the menu-set is not sufficient without such accompanying attestation. We refer readers to page 44410 of the preamble to the final rule.”
Would Hypertension/Blood Pressure Management be acceptable as one of the three core set CQM measures that Pediatricians should be able to demonstrate?  Our protocol is that every patient over 5 years old has their blood pressure taken at each visit and recorded – does this count? 
The definition of this CQM Measure is “Percentage of patient visits for patients aged 18 years and older with a diagnosis of hypertension who have been seen for at least 2 office visits, with blood pressure recorded.”  Thus, only patients age 18+ AND who have a diagnosis of hypertension (as defined further in the measurement specifications) AND who have been seen at least twice in the measurement period (i.e., 12 months for this particular measures) are in the denominator for this measure.   As long as the pediatrician has at least one patient in the denominator, then the measure applies.  A measure would be considered inappropriate for an EP if no patients appear in the denominator at all because they do not meet the criteria or are excluded from the measure (as defined in the measure specifications).  Please refer to the measure specifications for each CQM on the CMS website. 
If a pediatrician sees one patient age 18 or older (so he will have one patient in the denominator for core measures hypertension and adult weight screening), should he/she use the Core Clinical Quality Measure for reporting, or should he/she substitute Alternative Core Quality Measures?  My understanding is there is no minimum number of patients for the denominator, and a physician MUST report Core CQMs if the denominator for any of the measures is greater than 0.
You are correct in that there is no minimum number of patients for the denominator, and a physician MUST report Core CQMs, even if the denominator for any of the measures is zero.  Please refer to the above discussion.  
However, you must read the specifications for each CQM carefully to determine if the EP has any patients in the denominator.  For instance, for the hypertension CQM core measure, only patients 18 years of age and older that have hypertension and have been seen at least twice are in the denominator.  Thus, just because a pediatrician sees a patient 18 years and older does not necessarily mean that patient is in the denominator.   Refer to the measure specifications at http://www.cms.gov/QualityMeasures/03_ElectronicSpecifications.asp#TopOfPage for a complete description of each CQM measure.
That being said, if the pediatrician has one adult patient in the denominator and fulfills the measure, then his/her denominator is 1 and the numerator is 1.  If he/she doesn’t fulfill the measure the denominator is 1 and the numerator is 0. It is only if the measure does not apply that the EP can choose an alternate core measure.  
Can eligible professionals (EPs) use clinical quality measures from the alternate core set to meet the requirement of reporting three additional measures for the Medicare and Medicaid Electronic Health Record (EHR) Incentive Programs?
No, if EPs report data on all three clinical quality measures from the core set, they would not report on any from the alternate core set.  The three additional clinical quality measures must come from Table 6 of the final rule (75 FR 44398-44408), excluding those clinical quality measures included in either the core set or the alternate core set.
Is there a difference in criteria to be met between Medicare & Medicaid in regards to the CQM measures?  
No, for Stage 1 the Medicare and Medicaid CQMs are the same.  The rules state, “We propose that in the interest of simplifying the program and guarding against duplication of meaningful use criteria, the Clinical Quality Measures adopted for the Medicare EHR incentive program would also apply to EPs and eligible hospitals in the Medicaid EHR incentive program.”   However, the rules leave the option open to develop Medicaid-specific CQMs in the future.
One of the requirements for meaningful is to select 6 clinical quality measures (3 core/3 other) to report.  Can I use the electronic specifications that I use for PQRI to satisfy both programs?  
No.  The best approach to clarify your questions concerning Meaningful Use and PQRI is to look at the two programs as totally separate incentive programs at this time, even though many of the Clinical Quality Measures for Meaningful Use are similar (but may not be identical) to PQRI measures.  CMS acknowledges that this is somewhat redundant, and further states they plan to address this redundancy in the future.  However, for the time being, reporting for the two programs is done separately.
Your physicians should continue to report PQRI measures for individual patients just as they have in the past, whether through billing, a registry, or the EHR, and PQRI Incentives will be calculated just as they have in the past.  Reporting CQMs for Meaningful Use incentives will be done through a separate process.  In 2011, for the purposes of Meaningful Use, the EP will provide aggregate level data for the numerator, denominator, and exclusions through attestation as discussed in section II.A.3 of this final rule.  They anticipate that in 2012, an EP would electronically submit the aggregate measures through a portal, HIE or registry using an upload process.
What will be required for attestation of Clinical Quality Measures in 2011?
EPs must use certified EHR technology to capture the data elements and calculate the results for clinical quality measures. EPs must demonstrate that they have satisfied this requirement during the EHR reporting period for 2011 through attestation.   The EP must attest to the fact that:
· The information submitted with respect to clinical quality measures was generated as output of an identified certified electronic health record.
· The information submitted is accurate to the best of the knowledge and belief of the EP.
· The information submitted includes information on all patients (i.e., not just Medicare/Medicaid) to whom the clinical quality measure applies for all patients included in the certified EHR technology.
· The NPI and TIN of the EP submitting the information
· The numerators, denominators, and exclusions for each clinical quality measure result reported, providing separate information for each clinical quality measure including the numerators, denominators, and exclusions for all applicable patients contained in the certified EHR technology irrespective of third-party payer or lack thereof. 
· The beginning and end dates for which the numerators, denominators, and exclusions apply. 
The EP only needs to report clinical quality measures once a year.  CMS will issue additional guidance on the mechanism for reporting, and further instructions will be available by January 1, 2011.
How many clinical quality measures must my certified EHR be capable of calculating?  I was planning to report on certain measures, but my EHR vendor told me these measures would not be included in their certified version.
For EHR technology designed for an ambulatory setting, it must be tested and certified as being compliant with all 6 of the core (3 core and 3 alternate core) clinical quality measures specified by CMS for eligible professionals as well as at a minimum 3 of the additional clinical quality measures CMS has identified for eligible professionals.  Thus, it is possible for your EHR technology to be certified, but not able to report on the clinical quality measures of interest to you, or for which you have patients in the denominator.  It is imperative that you know which clinical quality measures your EHR is capable of reporting, and these can be found on the ONC Certified Health IT Product website (http://onc-chpl.force.com/ehrcert).   The Complete EHR or EHR Module developer needs to make sure this information is available and communicated to prospective purchasers as part of the Complete EHR or EHR Module’s certification.
Where can I find detailed information on the Clinical Quality Measures? 
An overview of the Clinical Quality Measures (CQMs) can be found in Volume 75, Number 144 of the Federal Register, July 28, 2010 in Table 6:  “Clinical Quality Measures for Submission by Medicare and Medicaid EPs for the 2011 and 2012 Payment Year” (page 44398).  Note that each CQM is identified by the National Quality Forum (NQF) number and PQRI number, if one is available.
Detailed specifications for each of the 44 Clinical Quality Measures are in a document published on the CMS website, “EP Measure Specifications”.  Here’s the link:
http://www.cms.gov/QualityMeasures/03_ElectronicSpecifications.asp#TopOfPage
Scroll down to “Downloads” and click on EP Measure Specifications.
TOPIC AREA:  OTHER
My electronic health record system is CCHIT certified for 2011.  Does that mean it is certified for the Meaningful Use program?
No.  All EHR systems and technology must be certified specifically for meaningful use.  The list of certified products, including the specific version that is certified is available at http://www.healthit.gov/CHPL.  Products may be certified as complete EHRs, meaning they are capable of meeting all meaningful use criteria, or as modules that meet one or more, but not all, of the critieria for meaningful use.
Are payments from the Medicare and Medicaid EHR Incentive Programs subject to federal income tax?
We note that nothing in the Act excludes such payments from taxation or as tax-free income. Therefore, it is our belief that incentive payments would be treated like any other income. Providers should consult with a tax advisor or the Internal Revenue Service regarding how to properly report this income on their filings.
What happens if a provider refuses to sign over the incentive money to their employer who purchased the system?  Since the money comes to the provider but should be signed over to the employer (in a case where it was employer purchased), who pays the taxes for the amount of the incentive? 
Incentives are paid to the provider unless the provider chooses to assign to an employer.  Incentive payments are for using the EHR in a meaningful way, and are NOT for the reimbursement of expenditures made for the purchase of an EHR.  It is important to understand this distinction to address the question above.  Whether or not  a physician re-assigns his/her incentive payment to an employer is outside the scope of meaningful use regulations and is a private matter between the practice and the provider.
Regarding taxes, please refer to the previous question on federal income tax.  If the provider re-assigned the incentive payment to an employer during the EHR Incentive payment registration process, the payment will be made to the employer.. Tax consequences will be the responsibility of the entity receiving the payment.
There are three physicians in our group, and I am the only one that wants to use EHRs?  Can I pursue EHRs alone?  
Yes, that would be possible, but may not be practical.   It may be very expensive to maintain both a paper-based system and an electronic system at the same office.  Office staff would also be required to learn two different systems/processes which would affect workflow.  There are many other issues to consider in making such a decision.  You would lose many of the benefits and efficiencies otherwise provided by an EHR.
The hospital in my area uses one EHR and other area clinics used other EHR systems.  How do I decide which one I should use and does it have to be the one the hospital uses?  
That depends on your contractual agreement with the hospital.  In addition to your contract, several other things should be taken into consideration, including (but not limited to): the advantages of using the same system as the hospital for information integration and exchange; possible financial incentives offered by the hospital; possible support being offered by the hospital; ability to exchange with other providers using the same software; whether the system fits well with your workflow, ease of use of the system, etc.  Consider also that part of the ARRA law includes development of health information exchanges, which Missouri is actively pursuing.  Once an effective HIE is in place, you should be able to exchange data between the hospital and your certified EHR, regardless of whether or not they are the same system.  The process of vendor selection can be extensive, and help can be provided by the Missouri Health Information Technology Assistance Center.  
What data must be kept for a meaningful use audit? 
According to ONC, “we cannot comment on any possible future audits by CMS. Unfortunately there is not a system in place for attestation yet and we will have to wait for CMS to determine this process, which will include any audit trail requirements. However, certification of an EHR will allow for an audit of patients already, but that will not pertain to what was attested to, as of yet.” 
If you are applying for incentives under Medicaid, States will determine what is needed for audit purposes.  If States determine that certain provider types are a high risk for potential fraud/abuse, then they can ask for some verification of adopting, implementation or upgrading for the first payment year, but CMS encourages that this be done in a targeted manner, with the most electronic and simple means possible and not in such a way that would be burdensome to providers.  EPs must keep records of the data used to prove they met the 30% Medicaid/needy thresholds.
An EP located in a rural area of Missouri practices in an area where internet service is sporadic, and is therefore planning to implement a client-server model in his office.  He also goes to nursing homes and sees patients there.   When he goes to the nursing homes (which do not have EHRs), he will not have internet access to his EHR—therefore his use of e-prescribe, allergy checking and other decision support tools will not be available at the point of care.   However, he still wants to maintain the records of these patients on his EHR system.  Can he exclude from the MU calculations those patients that are seen at the nursing home, even though he will be maintaining them in his EHR?  If not, how will entering the data at a later time affect his numerator/denominators?  He was planning to scan nursing home notes into the EHR, but is worried that this will prevent him from meeting the MU criteria.
According to ONC, if an EP practices at multiple locations and only has certified EHR technology for say 80 percent of his/her patient encounters, then the denominator is only those unique patients seen at locations where certified EHR technology is available. This is to benefit the EP. However, the rule does not specifically exclude the EP from counting those patients in your example (i.e., those seen at the nursing home)  . He would be allowed to not count the patients at the nursing home but he is not precluded from counting that patient population, if he so chooses. The rule asks: is the patient in the EHR? Was the patient seen during the EHR reporting period? Does the information about the patient meet the MU objective and measurement? If yes, then the rule does not exclude the provider from counting those patients. 
If data is captured using certified electronic health record (EHR) technology, can an eligible professional or eligible hospital use a different system to generate reports used to demonstrate meaningful use for the Medicare and Medicaid EHR Incentive Programs?
By definition, certified EHR technology must include the capability to electronically record the numerator and denominator and generate a report including the numerator, denominator, and resulting percentage for all percentage-based meaningful use measures (specified in the certification criterion adopted at 45 CFR 170.302(n)). However, the meaningful use measures do not specify that this capability must be used to calculate the numerators and denominators.  Eligible professionals and eligible hospitals may use a separate, non-certified system to calculate numerators and denominators and to generate reports on the measures of the core and menu set meaningful use objectives.
Eligible professionals will then enter this information in CMS' web-based Medicare and Medicaid EHR Incentive Program Registration and Attestation System.  EPs will fill in numerators and denominators for meaningful use objectives, indicate if they qualify for exclusions to specific objectives, report on clinical quality measures, and legally attest that they have successfully demonstrated meaningful use.
Please note that eligible professionals and eligible hospitals cannot use a non-certified system to calculate the numerators, denominators, and exclusion information for clinical quality measures.  Numerator, denominator, and exclusion information for clinical quality measures must be reported directly from certified EHR technology. 
(2)  For all Clinical Quality Measures, the EP must use the capabilities within the certified EHR, as specified in the standards at 45 CFR 170.304, to calculate the numerator, denominator, and any exclusions and to report this information to CMS (once CMS is capable of accespting the information).  

My EHR technology is designed to receive demographic data from a registration system or a practice management system. The data from these other IT systems is then used by my EHR technology to demonstrate compliance with one or more certification criteria. Do these other IT systems that act as data sources to my EHR technology need to be certified? 
No, other IT systems that act as data sources and are not intended to perform required capabilities in accordance with adopted certification criteria do not need to be certified simply because they supply data to a Complete EHR or EHR Module. Obviously, if the other IT systems have not been developed to, and cannot, perform required capabilities in accordance with adopted certification criteria then certification of those other IT systems would not be available.
For the purposes of certification, an EHR technology developer must be able to demonstrate to an ONC-ATCB that its Complete EHR or EHR Module can perform the capabilities specified by all applicable certification criteria. Thus, in circumstances where the Complete EHR or EHR Module is designed to be implemented in multiple ways, including the ability to receive data from a different IT system, the EHR technology developer would need to demonstrate during testing that regardless of the source from which the Complete EHR or EHR Module receives data, it is compliant with all applicable certification criteria for which testing and certification has been sought.
I plan on sending/transferring meaningful use quality reporting data from my EHR technology to my “data warehouse” and have the data warehouse submit/report out the data to CMS. Does my data warehouse need to be certified? 
Yes, if you plan to use your data warehouse to submit calculated clinical quality measures to CMS or States for meaningful use, your data warehouse would need to be certified in order for you to meet the definition of Certified EHR Technology. This is so because your data warehouse would be performing a capability for which the Secretary has adopted a certification criterion (45 CFR 170.304(j) or 45 CFR 170.306(i)) and for which you as an eligible health care provider have a correlated meaningful use requirement to satisfy.
Do the Meaningful Use incentive payments apply to payers besides Medicare and Medicaid?
“There is nothing in the Bill that addresses private payers. However, several major private payers (including United, Aetna, Highmark and WellPoint) have already announced that they will align their Pay for Performance incentive programs with the Meaningful Use requirements, meaning that even practices that do not accept any or significant volumes of government-paid patients will be incited to follow the same models to earn extra revenue for their practices.  It is likely that in this area, as in others historically, the insurance companies will continue to follow the lead of the Federal and State governments.”
(Note:  Keep in mind that determining pay-for-performance incentives by private companies is a completely separate issue from calculating  the measures for Medicare and Medicaid Meaningful Use incentives.  All patients, and not just those on Medicare or Medicaid, are included in determining the numerators and denominators for each measure.)
Helpful Links:
The following Web sites provide additional frequently questions on meaningful use of EHRs and health information exchange:
Missouri HealthNet Division (MO HealthNet)
 http://www.dss.mo.gov/mhd/faq/pages/faqehr.shtml
Missouri Office of Health Information Technology (MO-HITECH)
 http://www.dss.mo.gov/hie/faq-hie.shtml
Centers for Medicare & Medicaid Services (CMS)
http://questions.cms.hhs.gov/app/answers/list/p/21,26,1058
