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Qualifying for Meaningful Use

Preceding papers in this series have reviewed the requirements in the notice of proposed rulemaking
on meaningful use, published by the Centers for Medicare and Medicaid Services in January 2010.
This paper summarizes the proposed process for qualifying for the program and also offers a look at
the program’s next steps.

CMS published its program requirements as a notice of proposed rulemaking (NPRM) in order
to solicit public comment. That comment period closes March 15. CMS will then proceed to
write a final rule with the assistance of the Office of the National Coordinator for Health
Information Technology (ONC). The rule will then be reviewed by the Office of Management
and Budget before its official publication in the Federal Register.

CMS is targeting late spring or early summer for publication. The number and variety of
comments will affect the timeliness as well as the content. For the most part, it should be
presumed that the proposed requirements will not be significantly increased in a final rule. The
debate over the NPRM has been whether there are too many reporting requirements, and indeed
CMS has requested comment to this effect, and the best that can be predicted is that some
requirements will be eliminated in the final rule.

For eligible hospitals, the meaningful use program is scheduled to begin FY 2011, which for the
government starts October 1, 2010. The program begins January 1, 2011, for eligible professionals
(EPs). Thus the sooner CMS can produce a final rule, the more time providers will have to assess
their readiness and begin preparing to qualify. Final definitions also will allow the regional
extension centers, [T vendors, and the Medicaid and Medicare programs to prepare.

Each of these parties is currently trying to determine which provisions of the NPRM will become
requirements under the final rule. They face similar uncertainty in considering the ONC’s related
rule on IT certification standards. The requirements outlined within ONC’s interim final rule
identify the standards and criteria that will enable the meaningful use reporting through an
electronic health record (EHR).

In the coming weeks and montbhs, eligible professionals and hospitals will continue to learn and
assess the proposed requirements; prepare comments on their value and feasibility; determine
how the proposed rule would affect their own practice, process, and systems; and identify what
changes they would need to make to receive incentive payments. The starting point for each
eligible provider will be different, dependent upon its current use of IT.

[t should be noted that in the first year of the program, eligible participants may qualify by
meeting the requirements during any 90-day period.
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Quialifications for Participation

To be eligible for the meaningful use program, a professional or hospital must participate in one
or more Medicare or Medicaid programs: Medicare Fee-for Service, Medicare Advantage, or
Medicaid. The provider’s patient mix and volume will to some extent dictate which program will
yield the best incentive.

Eligible hospitals can qualify for both Medicare and Medicaid incentives; however, EPs must
choose between the programs, and they have only one opportunity to switch their choice before
2015 (p. 1904).

EPs that see Medicaid patients from more than one state may receive incentive payments from
only one state, but they can change states each year. The incentive payment should be the same
no matter which state the provider chooses, but states have the option of adding requirements in
addition to those specified by CMS.

EPs participate in the incentive program as individuals, and it will be up to the individual and the
practice how the individual might reimburse the organization. For purposes of the program,
CMS defines a physician as a doctor of medicine or osteopathy, a doctor of dental surgery or
dental medicine, a doctor of podiatric medicine, a doctor of optometry, or a chiropractor. The
volume and mix will be determined by the EP, not the practice.

Only short-term, acute hospitals are eligible under the Medicare proposal. Critical access
hospitals will be paid under a different reimbursement rules than the Fee-for-Service program.
Requirements and payments also vary for EPs and hospitals when services are rendered in a
federally qualified health center or a rural health clinic.

Hospital-based physicians are not eligible for the program as proposed in the NPRM. CMS’s
definition of hospital-based in this instance extends beyond the typical groups such as
anesthesiologists and emergency physicians to include EPs performing more than 90 percent of
their services in a hospital setting, including hospital outpatient departments on or off the
campus.

The exclusion is intended to prevent duplicate payments, since CMS assumes that all of these
providers are using the hospital’s EHR system. Of note is the fact that hospital outpatient services
are not part of the calculation for hospital incentive payments.

The qualifications are even more specific with regard to Medicaid, which sets patient volume
thresholds
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