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What is Meaningful Use?

• Meaningful Use is using certified EHR 
technology to:
– Improve quality, safety, efficiency, and reduce health 

disparities
– Engage patients and families in their health care
– Improve care coordination
– Improve population and public health
– Maintain privacy and security

• CMS provides incentive payments to promote 
adoption and meaningful use of a certified 
EHR
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Electronic Health Record
Incentive Program

Voluntary EHR Incentive Programs established by American 
Recovery and Reinvestment Act (ARRA) 
– Separate incentive programs for Eligible Hospitals and Eligible Professionals 

(EPs):  
• Federally-run CMS Medicare incentive program 
• State-run Medicaid incentive program 
• Medicare penalties start in 2015 for Hospitals and EPs that do not 

demonstrate MU; there are no Medicaid penalties
• EPs must choose between the Medicare and Medicaid programs; they are not 

eligible for both
• Hospitals may participate in both programs if meet eligibility requirements

– Must demonstrate adoption, implementation, or upgrade (A/I/U) to certified 
EHR technology (Medicaid Year 1)

– Must demonstrate achievement of MU of a certified EHR (Medicare Year 1)
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Components of Meaningful Use

ARRA specifies the following 3 components of 
Meaningful Use:

• Use of certified EHR in a meaningful manner 
• Use of certified EHR technology for electronic 

exchange of health information to improve quality 
of health care

• Use of certified EHR technology to submit clinical 
quality measures (CQM) and other such measures 
selected by the Secretary



Certification of RPMS
• OIT modified 20 applications to meet requirements
• 146 total test cases were created from the final NIST scripts to 

confirm we met requirements
• IHS contracted with InfoGard, an ONC Authorized Testing & 

Certification Body (ATCB)
• Testing conducted in late February and early March
• All ambulatory and inpatient test cases were performed 

successfully
• The IHS RPMS Suite is officially certified as a Complete EHR 

for both Ambulatory and Inpatient settings for Stage 1 
Meaningful Use
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Stages of Meaningful Use
• 3 stages of Meaningful Use

• Certification and meaningful use requirements will 
increase over time

Stage 1
2011-2012

Stage 2
2013-2014

Stage 3
2015+



ELIGIBLE PROFESSIONALS
AND 

ELIGIBILITY FOR MU INCENTIVES
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Overview of Eligible Professionals (EP)

Must choose the 
Medicare OR 

Medicaid 
incentive 

program; not 
eligible for both

Eligibility determined 
by law and Eligible 
reporting period 

based on consecutive 
90-day period during 

a calendar year 
(Medicare)

Incentives 
are based on 

the 
individual, 

not the 
practice

Hospital-
based EPs 
are NOT 

eligible for 
incentives



EP Medicare/Medicaid Comparison
MEDICARE

EHR Incentive Program
MEDICAID

EHR Incentive Program

Implemented by the Federal Government and 
started January 3, 2011

Voluntary for States to implement - Most are 
expected to start by late summer 2011

Program ends in 2016; must initiate 
participation by 2014. Must participate by 2012 
to receive the maximum incentive payment

Program ends in 2021; must initiate 
participation by 2016 and still receive 
maximum incentive payment 

Can register now Can register once state offers the program 
(check with your state for expected launch 
date)

Medicare payment reductions begin in 2015 for 
EPs who cannot demonstrate MU of certified 
EHR technology

No Medicaid payment reductions

Must demonstrate MU in Year 1 over a 
consecutive 90-day report period

A/I/U option for Year 1; no report period

10
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Medicare EP Eligibility

• Medicare Eligible Professionals include:
– Doctors of Medicine or Osteopathy

– Doctors of Dental Surgery or Dental Medicine

– Doctors of Podiatric Medicine

– Doctors of Optometry

– Chiropractors

• Specialties are eligible if they meet one of the 
above criteria
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Medicaid EP Eligibility

• Medicaid Eligible Professionals include:
– Physicians

– Nurse Practitioners

– Certified Nurse-Midwives

– Dentists

– Physician Assistants working in a Federally Qualified Health 
Center (FQHC) or rural health clinic (RHC) that is led by a 
physician assistant



Medicare/Medicaid
EP Eligibility Comparison
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Medicare Medicaid

Eligible Professionals under the Medicare ligibleE  Professionals under the Medicaid 
Incentive program include: Incentive Program include:
• Doctor of Medicine or Osteopathy • Physician
• Doctor of Oral Surgery or Dental • Dentist

Medicine • Certified Nurse-Midwife
• Doctor of Podiatric Medicine • Nurse Practitioner
• Doctor of Optometry • Physician Assistant practicing in a Federally 
• Chiropractor Qualified Health Center (FQHC) or Rural 

Health Center led by a Physician Assistant

**Hospital-based EPs are NOT eligible for incentives
• DEFINITION:  90% or more of their covered professional services in either 
an inpatient or emergency room (Place of Service codes 21 or 23) of a 
hospital



Medicare/Medicaid EP Eligibility 
Comparison cont.
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Medicare Medicaid
For Medicare, there is not a 
Patient Volume requirement

To be eligible to receive an 
incentive under the Medicaid
EHR, an eligible professional 
must meet a minimum patient 
volume threshold



EP Medicaid Eligibility: 
Patient Volume Requirements

Eligible Professional (EP)

If EP does not practice 
predominantly at 

FQHC/RHC:  
Minimum Medicaid patient 

volume thresholds

If EP does practice 
predominantly at 

FQHC/RHC:  
Minimum needy individual
patient volume thresholds

Physicians 30% 30%

- Pediatricians 20% 30%

Dentists 30% 30%

Certified Nurse-
Midwives

30% 30%

PAs when practicing at 
an FQHC/RHC that is 
led by a PA

30% 30%

NPs 30% 30%

15



Individual EP Calculation:  Medicaid
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Total Medicaid patient encounters for the 
EP in any representative continuous 90-

day period in the preceding calendar year

Total patient encounters for the 
EP in that same 90-day period

*100

EP Eligibility: Patient Volume – cont’d



Individual EP Calculation:  Needy Individual
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Total Needy Individual patient encounters for 
the EP in any continuous 90-day period in the 

preceding calendar year

Total patient encounters for the EP 
in that same 90-day period

*100

EP Eligibility: Patient Volume – cont’d

NOTE:  “Needy individuals” means individuals that meet one of the following:

• Received medical assistance from Medicaid or CHIP (or a Medicaid or CHIP demonstration project 
approved under section 1115 of the Act).

• Furnished uncompensated care by the provider.

• Furnished services at either no cost or reduced cost based on a sliding scale determined by the 
individuals’ ability to pay.



Group Practice Calculation:  Medicaid
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EP Eligibility: Patient Volume – cont’d

NOTE:  To use the Group Practice calculation:

1. The Group Practice patient volume must be appropriate for the EP (e.g., 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.

3. The practice and EPs must use one methodology in each year (i.e. clinics could not have some EPs using individual 
patient volume while others use the group practice volume).

4. The clinic/group practice uses the entire practice or clinic’s patient volume and does not limit it in any way.

5. If EP works inside & outside of the clinic/practice, only those encounters associated with the clinic/practice are 
included, not the EP’s outside encounters.

Total Medicaid patient encounters for the entire 
clinic/group practice in any representative 
continuous 90-day period in the preceding 

calendar year

Total patient encounters for the entire 
clinic/group practice in that same 90-day period

*100



Group Practice Calculations:  Needy Individual
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Total Needy Individual patient encounters for the 
entire clinic/group practice in any continuous 90-

day period in the preceding calendar year

Total patient encounters in that same 
90-day period

*100

EP Eligibility: Patient Volume – cont’d



Patient Panel Calculation (Managed Care/Medical Home 
Approach):  Medicaid
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[Total Medicaid patients assigned to the EP’s panel in any 
representative continuous 90-day period in the preceding calendar 

year when at least one Medicaid encounter took place with the 
Medicaid patient in the year prior to the 90-day period] + 

[Unduplicated Medicaid encounters in the same 90-day period]
*100

[Total patients assigned to the provider in the same 90-day 
with at least one encounter taking place with the patient 

during the year prior to the 90-day period] + [All unduplicated 
encounters in the same 90-day period]

EP Eligibility: Patient Volume – cont’d



Patient Panel Calculation (Managed Care/Medical 
Home Approach):  Needy Individual

21

[Total Needy Individual patients assigned to the EP’s panel in any 
representative continuous 90-day period in the preceding calendar year 

when at least one Needy Individual encounter took place with the 
Needy Individual in the year prior to the 90-day period] + [Unduplicated 

Needy Individual encounters in the same 90-day period]
*100

[Total patients assigned to the provider in the same 90-day 
with at least one encounter taking place with the patient 

during the year prior to the 90-day period] + [All unduplicated 
encounters in the same 90-day period]

EP Eligibility: Patient Volume – cont’d
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Medicaid Encounter Definitions for EP

• For calculating Medicaid patient volume, a “Medicaid encounter”
means services rendered to an individual on any one day where 
Medicaid (or a Medicaid demonstration project approved under 
section 1115 of the Act) paid for all or part of:
– The service; or

– Their premiums, co-payments, and/or cost-sharing

• Can be calculated for the GROUP or the individual EP
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Needy Patient Encounter Definitions for EP

• For calculating needy individual patient volume, a “needy patient 
encounter” means services rendered to an individual on any one 
day where:
– Medicaid or CHIP (or a Medicaid or CHIP demonstration project 

approved under section 1115 of the Act) paid for all or part of:
• The service; or

• Their premiums, co-payments, and/or cost-sharing; or

– The services were furnished at no cost; or

– The services were paid for at a reduced cost based on a sliding scale 
determined by the individual’s ability to pay

• Can be calculated for the GROUP or the individual EP



EP Eligibility Flow Chart

24Provided by: www.cms.gov



EP INCENTIVES
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How Much are the EP Incentives 
Under Medicare?

• Medicare Incentive Payments Overview
– Incentive amounts based on Fee-for-Service allowable charges
– Maximum incentives are $44,000 over 5 years
– Incentives decrease if starting after 2012
– Must begin by 2014 to receive incentive payments 
– Last payment year is 2016
– Extra 10% bonus amount available for practicing predominantly 

in a Health Professional Shortage Area (HPSA) (identifies, by zip 
code or county, areas lacking sufficient clinicians to meet 
primary care needs)

– Receive one (1) incentive payment per year
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How Much are the EP Incentives  
Under Medicare? (cont’d)

• Medicare Incentive Payments Detail

Amount of 
Payment Each 
Year  of 
Participation

Calendar Year EP Receives a Payment

CY 2011 CY 2012 CY 2013 CY2014
CY 2015 and 
later

CY 2011 $18,000

CY 2012 $12,000 $18,000

CY 2013 $8,000 $12,000 $15,000

CY 2014 $4,000 $8,000 $12,000 $12,000

CY 2015 $2,000 $4,000 $8,000 $8,000 $0

CY 2016 $2,000 $4,000 $4,000 $0

TOTAL $44,000 $44,000 $39,000 $24,000 $0
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How Much are the EP Incentives
Under Medicaid?

• Medicaid Incentive Payments Overview
– Maximum incentives are $63,750 over 6 years

– Incentives are same regardless of start year

– The first year payment is $21,250

– Must begin by 2016 to receive incentive payments

– No extra bonus for health professional shortage areas 
available

– Incentives available through 2021

– Receive one (1) incentive payment per year
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How Much are the EP Incentives 
Under Medicaid? (cont’d)

Amount of Payment 
Each Year if 
Continues Meeting 
Requirements

1st Calendar Year EP Receives a Payment

CY 2011 CY 2012 CY 2013 CY 2014 CY 2015 CY 2016

CY 2011 $21,250

CY 2012 $8,500 $21,250

CY 2013 $8,500 $8,500 $21,250

CY 2014 $8,500 $8,500 $8,500 $21,250

CY 2015 $8,500 $8,500 $8,500 $8,500 $21,250

CY 2016 $8,500 $8,500 $8,500 $8,500 $8,500 $21,250

CY 2017 $8,500 $8,500 $8,500 $8,500 $8,500

CY 2018 $8,500 $8,500 $8,500 $8,500

CY 2019 $8,500 $8,500 $8,500

CY 2020 $8,500 $8,500

CY 2021 $8,500

TOTAL $63,750 $63,750 $63,750 $63,750 $63,750 $63,750
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Incentives Summary for 
Eligible Professionals

MEDICARE MEDICAID

Incentives 
Start CY 2011 CY 2011

Incentives
End

CY 2016
(max. 5 years, must start by 

2014)

2021
(max. 6 years, must start by 

2016)

Incentive Amount

Up to $44,000 total per 
provider; based on % 

Medicare claims (10% bonus 
for EP’s in HPSAs)

Up to $63,750 total per 
provider; based on 85% of 

EHR costs

Reimbursement Reduced CY 2015 No penalties



First Year Incentive Under Medicaid:
Adopt, Implement or Upgrade (A/I/U)

• EP’s must meet patient volume thresholds for 
any consecutive 90-day reporting period within 
the calendar year.

• EP’s receive incentives to adopt, implement, or 
upgrade  (A/I/U) to certified EHR technology in 
their first year of participation.

31



EP Incentive Payments

IHS EP’s must re-assign incentive payments to 
their facility; Tribal EPs should consult with 

their Tribal/facility leadership. 

EP’s who achieve MU by combining services 
from multiple sites or states, may only assign 

their payment to one entity in one state.

In the first year of demonstrating MU under 
Medicare, a payment will be made when the EP 
reaches his/her minimum allowable charges or 

the end of the year, whichever comes first.
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PERFORMANCE MEASURES
ELIGIBLE PROFESSIONALS
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EP Demonstration of MU

EP Requirements to Demonstrate MU

15 core performance measures*

5 performance measures out of 10 from menu set*

6 total Clinical Quality Measures
- 3 core or alternate core
- 3 out of 38 from menu set

* Most measures require achievement of a performance target



EP Core Set Performance Measures
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EP Core Set Performance Measures (1-7 of 15)

>30%:  Computerized physician order entry (CPOE):  
Unique patients w/at least 1 medication on medication list have at least 1 

medication ordered w/CPOE

>40%:  E-Prescribing (eRx)

Yes/No:  Report ambulatory clinical quality measures to CMS/States

Yes/No:  Implement one clinical decision support rule

>50%:  Provide patients with an electronic copy of their health information, 
upon request

>50%:  Provide clinical summaries for patients for each office visit

Yes/No:  Implement drug-drug and drug-allergy interaction checks during the 
entire EHR reporting period



E-Prescribing in RPMS

• EP using RPMS with internal pharmacy will meet 
eRx requirement using RPMS EHR along

• RPMS certified for external e-prescribing in 2008 
but did not release

• RPMS e-prescribing meets requirements for 
Certification & Meaningful Use

• Future development to include Formulary and 
Med History (needed for CMS eRx incentive and 
possibly for Stage 2 MU)

• Tribal programs will need direct agreement with 
SureScripts/RxHub



E-Rx – Order Dialog



E-Rx – Select a Pharmacy



E-Rx – Medication List



C32 Continuity of Care Document



C32 Continuity of Care Document



C32 Continuity of Care Document



EP Core Set Performance Measures
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EP Core Set Performance Measures (8-15 of 15)

>50%:  Record demographics

>80%:  Maintain an up-to-date problem list of current and active diagnoses

>80%:  Maintain active medication list

>80%:  Maintain active medication allergy list

>50%:  Record and chart changes in vital signs

>50%:  Record smoking status for patients 13 years or older

Test Performed (Yes/No):  Capability to exchange key clinical information 
among providers of care and patient-authorized entities electronically

Yes/No:  Conduct or review a security risk analysis per CFR 164.308(a)(1) and 
implement security updates as necessary & correct deficiencies



“Chart Review” Component

VISIT associated review
Prompts for review for each user for visit
• Local policy determines what should be reviewed and when
• May manually add another review
Document review of the medication, problem and allergy lists
• “No Active …”
• Reviewed



“No Active …”

When no items exist on Problem list, users may 
document “No Active Problems”

• Clicking corresponding chart review button

• Right click in Cover Sheet component



“Reviewed”

When items exist on Medication list, users may 
document “Reviewed”

• Clicking corresponding chart review button
• Right click in Cover Sheet component



Signature box 

• User may uncheck if did not perform action

• Status changes after signature



Health Summary Display
------- CURRENT MEDICATIONS (TWICE DURATION OF RX - MINIMUM 60 DAYS) -------

03/24/11      MEDROXYPROGESTERONE 150MG/ML #1 (90 days) 
INJECT 150MG INTRA-MUSCULARLLY NOW 

03/16/11      ORX-1 PILL # (30 days) 
Dispensed at: OUTSIDE MED
TAKE ONE (1) BY MOUTH   (EHR OUTSIDE MEDICATION)

03/16/11      OUTSIDE OTC MEDICATION #1  
(EHR OUTSIDE MEDICATION)

03/16/11      OUTSIDE PRESCRIPTION #1  
(EHR OUTSIDE MEDICATION)

02/22/11      WARFARIN 5MG TABS #14 (14 days) -- Ran out 03/08/11
TAKE ONE (1) TABLET BY MOUTH DAILY 

Medication List Reviewed On:        Apr 05, 2011   By:  RICHARDS,SUSAN
Medication List Updated On:                        By:  
No Active Medications Documented On:               By:  



Allergies – new menu options

• Entered in error

• Inactivate (and 
reactivate) allergies

• Inability to assess



Allergies – Unable to Assess

• Right click from Adverse Reaction Component

• RPMS GMRA application



Allergy – Unable to Assess

• If no reactions on list, displays on header bar
• If entries, displays on “agent” list
• Display changes after entry of “no allergies” or 

“reviewed” or adding adverse reaction (is stored for 
audit purposes)



Allergy – New/Updated fields



Allergies – enhanced detail

Added to detail:

Ingredients

Inactivation info

Reactivation info

Last modified info



Tobacco – 3 categories

Verify site is using most recent National Reminder (IHS-TOBACCO SCREEN 2009).  
– This reminder uses a computed finding to resolve the reminder using the data found in 

the PCC Health maintenance reminder that was updated in BJPC 2.0p5 and there is no 
manual update required

Clinical Reminders Dialog will be updated in PXRM 1.5p1008 due out later this year
– Sites with Tobacco Reminder Dialog (s) in use should manually update these to store the 

correct health factor



Health Information Exchange



IHS
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RPMS

SSO

Universal Client

IHS CONNECT 
Gateway

MPI XCA
Gateway

Document
Repository

Provider

Record 
Locator

NwHIN

NwHIN
External Entity

Patient Identity Feed

Register  Document 
meta data

RPMS

RPMS RPMS

Document
Registry

NwHIN
External Entity

Health Information Exchange from IHS



HIE Query Result



CCD Retrieved from HIE



EP Menu Set Performance Measures
(choose 5 of 10)
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EP 10 Menu Set Performance Measures (1-6 of 10)

Yes/No:  Implement drug-formulary checks for entire EHR reporting 
period

>40%:  Incorporate clinical lab test results as structured data

Yes/No:  Generate lists of patients by specific conditions

>10%:  Use certified EHR technology to identify patient-specific 
education resources and provide to patient, if appropriate

>50%:  Medication reconciliation at transitions of care

>50%:  Summary of care record for each transition of care/referrals



Patient-Specific Education Resources
NLM Info Button



Patient-Specific Education Resources
NLM Info Button



Patient-Specific Education Resources
NLM Info Button



RCIS - Print C32 for Referral



RCIS – C32 Continuity of Care Document



EP Menu Set Performance Measures 
(choose 5 of 10)

65

EP 10 Menu Set Performance Measures (7-10 of 10)

Performed Test (Yes/No):  Capability to submit electronic data to 
immunization registries/systems*

Performed Test (Yes/No):  Capability to provide electronic syndromic 
surveillance data to public health agencies*

>20%:  Send reminders to patients per patient preference for 
preventive/follow up care

>10%:  Provide patients with timely electronic access to their health 
information (within 4 business days)

*At least 1 public health measure must be selected
NOTE:  States have the option to require one or more of the items shown 
in italic font as core measures



Personal Health 
Record

• Provides patients with online access to medical 
record information

• Integrates with RPMS and can collect information 
from all I/T/U sites that are using RPMS to display

• Version 0.5 to be released late winter to meet the 
Meaningful Use requirements to display patient 
medications, recent lab results, allergies, and 
problem list

• Thorough review with various program, especially 
security, HIM, and Privacy



EHR Certification

• ADM. 22 Demonstrate how a patient can 
obtain online access to their clinical 
information including, at a minimum, lab 
test results, problem list, medication list, 
medication allergy list, immunizations, 
and procedures.



Meaningful Use 2011



Meaningful Use

By FY2013:
• Reporting
• Patient Preferences
• Secure Messaging
• Device Data Upload
• Family Health History
• Languages

By FY11, view data:
•Medications
•Allergies
•Laboratory Results
•Discharge Summaries
•Problem list
•Procedure Information



Meaningful Use 2015



Sample IHS PHR Screens

PHR Pilot 19May, 2010



May, 2010 PHR Pilot 20



May, 2010 PHR Pilot



May, 2010 PHR Pilot 22



May, 2010 PHR Pilot 23



May, 2010 PHR Pilot



May, 2010 PHR Pilot 25



IHS PHR Allergies View



IHS PHR Lab Results View
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EP Clinical Quality Measures
• Core Set for Eligible Professionals

– If any measure has denominator = 0, must report on the 
Alternate Core measures

NQF Measure Number & PQRI 
Implementation Number

Clinical Quality Measure Title

NQF 0013 Hypertension: Blood Pressure Measurement

NQF 0028 Preventive Care and Screening Measure Pair: 
a) Tobacco Use Assessment, b) Tobacco 
Cessation Intervention

NQF 0421
PQRI 128

Adult Weight Screening and Follow-up
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EP Clinical Quality Measures (cont’d)

• Alternate Core Set for Eligible Professionals
– If any measure has denominator = 0, will still report the 

measure

NQF Measure Number & PQRI 
Implementation Number

Clinical Quality Measure Title

NQF 0024 Weight Assessment and Counseling for 
Children and Adolescents

NQF 0041
PQRI 110

Preventive Care and Screening: Influenza 
Immunization for Patients 50 Years Old or 
Older

NQF 0038 Childhood Immunization Status



EP Clinical Quality Measures (cont’d)

Breast Cancer Screening

Pneumonia Vaccination Status for Older Adults

Coronary Artery Disease (CAD): Beta-Blocker Therapy for CAD Patients with Prior 
Myocardial Infarction (MI)

Heart Failure (HF): Angiotensin-Converting Enzyme (ACE) Inhibitor or Angiotensin Receptor 
Blocker (ARB) Therapy for Left Ventricular Systolic Dysfunction (LVSD) 

Diabetes: Blood Pressure Management

Diabetes: Low Density Lipoprotein (LDL) Management and Control 

Diabetes: Hemoglobin A1c Poor Control 

82

Additional set CQM for EP – must report 3 of 38
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EP Clinical Quality Measures (cont’d)

Diabetic Retinopathy: Documentation of Presence or Absence of Macular Edema and 
Level of Severity of Retinopathy 

Primary Open Angle Glaucoma (POAG): Optic Nerve Evaluation

Anti-depressant medication management: (a) Effective Acute Phase Treatment, (b) 
Effective Continuation Phase Treatment

Heart Failure (HF): Beta-Blocker Therapy for Left Ventricular Systolic Dysfunction 
(LVSD)

Coronary Artery Disease (CAD): Oral Antiplatelet Therapy Prescribed for Patients with 
CAD

Colorectal Cancer Screening
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EP Clinical Quality Measures (cont’d)

Prostate Cancer: Avoidance of Overuse of Bone Scan for Staging Low Risk Prostate 
Cancer Patients

Oncology Colon Cancer: Chemotherapy for Stage III Colon Cancer Patients 

Oncology Breast Cancer: Hormonal Therapy for Stage IC-IIIC Estrogen 
Receptor/Progesterone Receptor (ER/PR) Positive Breast Cancer

Appropriate Testing for Children with Pharyngitis

Asthma Assessment

Asthma Pharmacologic Therapy 

Diabetic Retinopathy: Communication with the Physician Managing Ongoing Diabetes 
Care 
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EP Clinical Quality Measures (cont’d)

Heart Failure (HF): Warfarin Therapy Patients with Atrial Fibrillation

Coronary Artery Disease (CAD): Drug Therapy for Lowering LDL-Cholesterol

Diabetes: Foot Exam

Diabetes: Urine Screening

Diabetes: Eye Exam

Smoking and Tobacco Use Cessation, Medical Assistance: a) Advising Smokers and Tobacco 
Users to Quit, b) Discussing Smoking and Tobacco Use Cessation Medications, c) Discussing 

Smoking and Tobacco Use Cessation Strategies 
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EP Clinical Quality Measures (cont’d)

Chlamydia Screening for Women

Cervical Cancer Screening

Controlling High Blood Pressure

Prenatal Care: Anti-D Immune Globulin

Prenatal Care: Screening for Human Immunodeficiency Virus (HIV)

Initiation and Engagement of Alcohol and Other Drug Dependence Treatment: a) Initiation, b) 
Engagement

Ischemic Vascular Disease (IVD): Use of Aspirin or Another Antithrombotic

Ischemic Vascular Disease (IVD): Blood Pressure Management 
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EP Clinical Quality Measures (cont’d)

Diabetes: Hemoglobin A1c Control (<8.0%)

Ischemic Vascular Disease (IVD): Complete Lipid Panel and LDL Control 

Low Back Pain: Use of Imaging Studies 

Use of Appropriate Medications for Asthma 

1st Release

• 9 EP measures (3 core/3 
alternate core/3 menu set 
(breast cancer screening, 
cervical cancer screening, 
and colorectal cancer 
screening)

• CRS v11.0 Patch 2

2nd Release

• All 15 hospital measures
• CRS v11.0 Patch 3

3rd Release

• Remaining EP menu set 
measures identified as 
priority for Stage 1 
development

• CRS v11.1



EP Medicare/Medicaid Comparison
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Medicare Medicaid
 Demonstrate MU of a certified EHR in all

participation years.
 In the first year of Stage 1, adopt, implement, 

or upgrade (AIU) to a certified EHR.
 After the first year, demonstrate MU of a 

certified EHR as noted in the next three rows.
 For Stage 1, report on 15 core measures and 

five  measures  from a menu set of 10.
 For Stage 1, report on 15 core measures and 

five  measures from a menu set of 10.
 Meet performance targets on most measures.  Meet performance targets on most measures. 

 For Stage 1, report on a total of 6 clinical 
quality measures (3 core, 3 menu set). If the 
denominator for any of the 3 measures is zero, 
must report on the 3 alternate core measures. 
If all 6 of the measures have a denominator of 
zero, the eligible professional must still report 
on any 3 menu set measures shown in the 
menu set.  Note: There are no performance 
targets. 

 For Stage 1, report on a total of 6 clinical 
quality measures (3 core, 3 menu set). If the 
denominator for any of the 3 measures is zero, 
must report on the 3 alternate core measures. 
If all 6 of the measures have a denominator of 
zero, the eligible professional must still report 
on any 3 menu set measures shown in the 
menu set.  Note: There are no performance 
targets. 



ELIGIBLE HOSPITALS
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Overview of Hospital 
I/T hospitals are 

eligible to 
participate in 

both the 
Medicare and 

Medicaid 
incentive 
programs

Eligible IHS Hospitals 
include:

• Subsection-D/Acute 
Care Hospitals

• Critical Access 
Hospitals

For Medicaid, 
must meet a 10% 
Medicaid patient 

volume 
requirement; no 
patient volume 
requirement for 

Medicare

Eligible reporting 
period based on 
consecutive 90-

day period 
during a fiscal 

year (Medicare)



Hospital Medicare/Medicaid Comparison

MEDICARE
EHR Incentive Program

MEDICAID
EHR Incentive Program

Implemented by the Federal Government 
starting in 2011

Voluntary for States to implement - Most are 
expected to start by late summer 2011

Program ends in 2016; must initiate participation 
by 2015. Must participate by 2013 to receive the 
maximum incentive payment

Program ends in 2021; must initiate participation 
by 2016 and still receive maximum incentive 
payment.

Can register now Can register once state offers the program 
(check with your state for expected launch 
date)

Medicare payment reductions begin in 2015 for 
hospitals that cannot demonstrate MU of 
certified EHR technology

No Medicaid payment reductions

Must demonstrate MU in Year 1 over a 
consecutive 90-day report period

A/I/U option for Year 1; no report period
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ELIGIBILITY 
FOR

HOSPITALS
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Medicare/Medicaid EH Eligibility 
Comparison (cont’d)
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Medicare Medicaid
For Medicare, there is not a 
Patient Volume requirement

To be eligible to receive an 
incentive under the Medicaid
EHR, an eligible hospital must 
meet a minimum patient 
volume threshold



Medicaid Eligibility: 
Patient Volume - Hospitals

Eligible Hospitals Minimum Medicaid 
patient volume 

threshold

Acute care hospitals, 
including Critical Access 
Hospitals

10%
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Hospital Medicaid Patient Volume Calculation
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Total Medicaid encounters in any 
representative continuous 90-day 
period in the preceding fiscal year

Total encounters in the same 
90-day period

*100

Patient Volume for Hospitals – cont’d
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Medicaid Encounter Definition

• For calculating Medicaid patient volume, a “Medicaid encounter” means 
services rendered to an individual where Medicaid (or a Medicaid 
demonstration project approved under section 1115 of the Act) paid for part or 
all of:

– Service per inpatient discharges, 

– Premiums, co-payments, and/or cost-sharing per inpatient discharge 

– Service in an emergency department* on any one day, or, 

– Their premiums, co-payments, and/or cost sharing in an emergency 
department* on any one day. 

*An emergency department must be part of the hospital under the qualifying 
CCN.



HOSPITAL INCENTIVES
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Medicare Incentives for Eligible Hospitals

Eligible hospitals must adopt and 
successfully demonstrate 

Meaningful Use of a certified EHR

Year One- Hospitals will have to 
demonstrate MU for consecutive 90 

days*

All Subsequent Years-Hospitals will 
have to demonstrate MU for the 

entire reporting year
98
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Incentives Summary – Eligible Hospitals

MEDICARE MEDICAID

Incentives 
Start FY 2011 FY 2011

Incentives
End

FY 2016
(max. 4 years, must start by 

2015)

2021
(max. 6 years, must start by 

2016)

Incentive Amount

Varies, depending on % 
Medicare inpatient bed days.  
CAHs paid based on EHR 

costs and % Medicare 
inpatient bed days.

Varies, depending on % 
Medicaid inpatient bed days.

Reimbursement Reduced FY 2015 No penalties



PERFORMANCE MEASURES
ELIGIBLE HOSPITALS
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Hospital Demonstration of MU

Hospital Requirements to Demonstrate MU

14 core performance measures*

5 performance measures out of 10 from menu set*

15 Clinical Quality Measures

*Most measures require achievement of a performance target
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Hospital Core Performance Measures
CORE SET TARGETS AND MEASURES

Eligible Hospitals (1-7 of 14)

>30%:  Computerized physician order entry (CPOE):  
Unique patients w/at least 1 medication on medication list have at least 1 

medication ordered w/CPOE

Yes/No:  Report hospital clinical quality measures to CMS or States

Yes/No:  Implement one clinical decision support rule

>50%:  Provide patients with an electronic copy of their health information, 
upon request

>50%:  Provide patients with an electronic copy of their discharge instructions 
at time of discharge, upon request

Yes/No:  Implement drug-drug and drug-allergy interaction checks during the 
entire EHR reporting period

>50%:  Record demographics



Hospital Core Performance Measures
CORE SET TARGETS AND MEASURES

Eligible Hospitals (8-14 of 14)

>80%:  Maintain an up-to-date problem list of current and active diagnoses

>80%:  Maintain active medication list

>80%:  Maintain active medication allergy list

>50%:  Record and chart changes in vital signs

>50%:  Record smoking status for patients 13 years or older

Test Performed (Yes/No):  Capability to exchange key clinical information 
among providers of care and patient-authorized entities electronically

Yes/No:  Conduct or review a security risk analysis per CFR 164.308(a)(1) and 
implement security updates as necessary & correct deficiencies



Hospital Menu Set Measures
(choose 5 of 10)
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MENU SET TARGETS AND MEASURES

Eligible Hospitals (1-6 of 10)

Yes/No:  Implement drug-formulary checks for entire EHR reporting 
period

>40%:  Incorporate clinical lab test results as structured data

Yes/No:  Generate lists of patients by specific conditions

>10%:  Use certified EHR technology to identify patient-specific 
education resources and provide to patient, if appropriate

>50%:  Medication reconciliation at transitions of care

>50%:  Summary of care record for each transition of care/referrals



Hospital Menu Set Measures
(choose 5 of 10)
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MENU SET TARGETS AND MEASURES

Eligible Hospitals (7-10 of 10)
Performed Test (Yes/No):  Capability to submit electronic data to 

immunization registries/systems*

Performed Test (Yes/No):  Capability to provide electronic syndromic 
surveillance data to public health agencies*

>50%:  Record advanced directives for patients 65 years or older

Performed Test (Yes/No):  Capability to provide electronic submission of 
reportable lab results to public health agencies*

*At least 1 public health measure must be selected
NOTE:  States have the option to require one or more of the items shown 
in italic font as core measures



Hospital Clinical Quality Measures

Ischemic stroke – Thrombolytic therapy for patients arriving within 2 hours of 
symptom onset

Ischemic stroke – Anticoagulation for A-fib/flutter

Ischemic stroke – Discharge on anti-thrombotics

Emergency Department Throughput – admitted patients – Admission decision time to 
ED departure time for admitted patients

Emergency Department Throughput – admitted patients – Median time from ED 
arrival to ED departure for admitted patients
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Clinical Quality Measures for
Hospitals and CAHs Continued (6-11)

Ischemic or Hemorrhagic stroke – Stroke Education

Anticoagulation overlap therapy

VTE prophylaxis within 24 hours of arrival

Ischemic or hemorrhagic stroke – Rehabilitation assessment

Ischemic stroke – Discharge on statins

Ischemic or hemorrhagic stroke – Antithrombotic therapy by day 2
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Clinical Quality Measures for
Hospitals and CAHs Continued (12-15)
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Incidence of potentially preventable VTE

VTE discharge instructions

Platelet monitoring on unfractionated heparin

Intensive Care Unit VTE prophylaxis

1st Release
• 9 EP measures (3 core/3 alternate core/3 

menu set (breast cancer screening, 
cervical cancer screening, and colorectal 
cancer screening)

• CRS v11.0 Patch 2

2nd Release
• All 15 hospital measures
• CRS v11.0 Patch 3

3rd Release
• Remaining EP menu set measures 

identified as priority for Stage 1 
development

• CRS v11.1



Medicare/Medicaid Comparison for 
Hospitals
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Medicare Medicaid

 Demonstrate MU of a certified EHR in all
participation years.

 In the first year of Stage 1, adopt, 
implement, or upgrade (AIU) to a 
certified EHR.

 After the first year, demonstrate MU 
of a certified EHR as noted in the next 
three rows.

 For Stage 1, report on 14 core measures 
and 5 measures from a menu set of 10.

 For Stage 1, report on 14 core measures 
and 5 measures from a menu set of 10.

 Meet performance targets on most 
measures. 

 Meet performance targets on most 
measures. 

 For Stage 1, report on all 15 hospital 
clinical quality measures. Note: There are 
no performance targets. 

 For Stage 1, report on all 15 hospital 
clinical quality measures. Note: There are 
no performance targets.



Timeline for Incentive Payments 
January 1, 2011 – Reporting year begins for EPs

January 3, 2011 – Registration for the Medicare EHR Incentive Program begins
– Registration for Medicaid EPs and hospitals in 11 states begins

April 2011 – Attestation for the Medicare EHR Incentive Program begins.

Spring-Summer 
2011

– Other states expected to open registration for Medicaid EPs 
and hospitals

July 3, 2011 – Last day for eligible hospitals to begin their 90-day reporting 
period to demonstrate meaningful use for the Medicare EHR 
Incentive Program.
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Timeline for Incentive Payments – cont’d

September 30, 2011 – Last day of the federal fiscal year. Reporting year 
ends for eligible hospitals and CAHs.

October 1, 2011 – Last day for EPs to begin their 90-day reporting 
period for calendar year 2011 for the Medicare EHR 
Incentive Program.

November 30, 2011 – Last day for eligible hospitals and critical access 
hospitals to register and attest to receive an Incentive 
Payment for Federal fiscal year (FY) 2011.

December 31, 2011 – Reporting year ends for EPs.

February 29, 2012 – Last day for EPs to register and attest to receive an 
Incentive Payment for calendar year (CY) 2011.
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Registering for the CMS Incentive Program

• To participate in the CMS EHR Incentive Program, you must 
register with CMS and your respective State, if you will 
participate in the Medicaid program

• Registration open now
- Alaska - Mississippi
- Iowa - North Carolina
- Kentucky - South Carolina
- Louisiana - Tennessee
- Oklahoma - Texas
- Michigan

• Registration for other states will launch during spring and 
summer 2011
http://www.cms.gov/apps/files/medicaid-HIT-sites/
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Registering (cont’d)
• Currently must register each EP separately.  
• CMS estimates batch registration available in April for Medicare program –

STAY TUNED FOR MORE INFORMATION
• Not required to provide information on which certified EHR you are using 

when you register.
• First register on the CMS website and then with your respective State, if 

applying for Medicaid incentives.
• EPs may switch between the two programs anytime prior to first payment; 

after that, may only switch once before 2015.
• CMS recommends hospitals register for both programs, even if you don’t 

know yet if you meet the Medicaid patient volume requirements.
• Other requirements must be met. Visit CMS website for more information:

– http://www.cms.gov/EHRIncentivePrograms/20_RegistrationandAttestation.as

p#TopOfPage
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Area MU Coordinators
Area MU Coordinator Contact Information

Aberdeen CAPT Scott Anderson Scott.Anderson@ihs.gov; (605) 335-2504 

Alaska 

Richard Hall
Kimi Gosney
Erika Wolter 

rhall@anthc.org; (907) 729-2622
kgosney@anthc.org; (907) 729-2642
ewolter@anthc.org; (907) 729-3907

Albuquerque TBD

Bemidji 
Jason Douglas 
Alan Fogarty

Jason.Douglas@ihs.gov; (218) 444-0550 
Alan.Fogarty@ihs.gov; (218) 444-0538 

Billings CAPT James Sabatinos James.Sabatinos@ihs.gov; (406) 247-7125 

California Marilyn Freeman , RHIA Marilyn.Freeman@ihs.gov; (916) 930-3981, ext. 362 

Nashville CDR Robin Bartlett Robin.Bartlett@ihs.gov ; (615) 467-1577 

Navajo LCDR  Andrea Scott Andrea.Scott@ihs.gov; (928) 292-0201

Oklahoma CDR Amy Rubin Amy.Rubin@ihs.gov; (405) 951-3732 

Phoenix 
CAPT Lee Stern 
Keith Longie, CIO

Lee.Stern@ihs.gov;  (602) 364-5287 
Keith.Longie@ihs.gov;(602) 364-5080

Portland 
CAPT Leslie Dye 
Donnie Lee, MD 

Leslie.Dye@ihs.gov; (503) 326-3288 
Donnie.Lee@ihs.gov; (503) 326-2017 

Tucson CAPT Scott Hamstra, MD Scott.Hamstra@ihs.gov; (520) 295-2532 
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Area MU Consultants
(contractors)

Area MU Consultants Contact Information

Team Lead (ABQ) JoAnne Hawkins Joanne.Hawkins@ihs.gov; (505) 263-6917

Regional Consultant #1 Donna Nicholls Donna.Nicholls@ihs.gov (505) 767-6600 Ext 1545

Regional Consultant #2 Troy Whaley Troy.Whaley@ihs.gov

Aberdeen Carol Smith Carol.Smith3@ihs.gov; (605) 355-2500

Alaska 
1) Karen Sidell
2) Rochelle (Rocky) Plotnick

Karen.Sidell@ihs.gov; (907) 729-2624
Rochelle.Plotnick@ihs.gov

Albuquerque Malissa Lyons Malissa.Lyons@ihs.gov

Bemidji TBD

Billings Jeremy Lougee Jeremy.Lougee@ihs.gov ; (406) 247-7125

California Tim Campbell Tim.Campbell@ihs.gov; (707) 889-3009

Nashville Robin Kitzmiller Robin.Kitzmiller@ihs.gov

Navajo Frank Hulse Harvey.Hulse@ihs.gov

Oklahoma Ursula Hill Ursula.Hill@ihs.gov; (405) 951-6036

Phoenix Rick Bowman (Interim) Richard.Bowman@ihs.gov; (520) 603-6817

Portland Angela Boechler Angela.Boechler@ihs.gov

Tucson Rick Bowman Richard.Bowman@ihs.gov; (520) 603-6817
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Contact Information

• IHS Meaningful Use Contacts
– Chris Lamer, Meaningful Use Project Lead, IHS

(505) 331-8854
Chris.Lamer@ihs.gov

– Catherine Whaley, Meaningful Use Project Manager, DNC
(520) 670-4867
Catherine.Whaley@ihs.gov

– JoAnne Hawkins, Meaningful Use  Field Team Lead, DNC
(505) 382-4228
JoAnne.Hawkins@ihs.gov

mailto:Chris.Lamer@ihs.gov�
mailto:Catherine.Whaley@ihs.gov�
mailto:JoAnne.Hawkins@ihs.gov�
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