
 
209

Volume 94     No. 7     July 2011

meaningful use for the Pediatrician
Raymond Zarlengo, MD, FAAP


 “Change is inevitable. Change is 

constant.”
– Benjamin Disraeli

it seems that every other week something 
is new in our medical offices; we are 
bombarded from all directions. Insur-
ance claims, electronic health records 
(EHRs), medical boards, hospital privi-
leges—change has become the norm and 
medicine has become a moving target. 
Meaningful Use, through its application 
to EHRs, hopefully has the potential to 
drastically change how we practice medi-
cine in the next five years in a good way. 
There are compelling reasons to move 
your office to the electronic age. Let me 
explain. 

In February 2009, President Obama 
signed the American Recovery & Rein-
vestment Act into law, a landmark bill 
that contained within it the impetus to 
restructure healthcare into the electronic 
age. Seventeen months later the Fed-
eral Register released the Final Rule for 
Meaningful Use. This document broadly 
outlines the functional requirements of 
EHRs in order for eligible providers and 
eligible hospitals to earn the significant 
federal stipend that was earmarked in 
this landmark legislation to offset the 
cost of computer system implementation 
and training. Two criteria must be met 
to earn the federal EHR reimbursement. 

First, providers must obtain a qualified 
EHR product that has been certified 
through designated agencies. Secondly, 
the provider must prove functionality of 
this electronic record by producing health 
data reports for a government review. 
Once both steps have been successfully 
completed, the provider must meet either 
Medicaid or Medicare patient volume 
qualifying standards to finally earn the 
stipend. For pediatricians, the standard is 
Medicaid volume, based on the percent-
age of patient visits.

An Eligible Provider (EP) is defined 
as a physician, nurse practitioner, certi-
fied nurse-midwife, dentist, or physician 
assistant (who works in a federally quali-
fied health center). In order to qualify for 
federal funds in the first year, the pro-
vider must first attest that >20% of his/
her patients seen in a 90-day period are 
Medicaid-insured. After the first year, 
the 90-day period is expanded to a full 
12 months. There are two categories of 
stipends—a higher stipend of $63,750 is 
reserved for EPs who work in a federally 
registered health center, or whose practices 
serve a Medicaid patient volume that is 
>30%. The second category, with a lower 
stipend of $42,500, is for those pediatri-
cians whose practice volume consists of 
20%-29% Medicaid insured patients.  
This latter category encompasses the 
typical pediatric practice. Practices who 

successfully meet the EHR stipend criteria 
are eligible to receive federal stipend dol-
lars commencing in 2011 with a five-year 
payout. The final date to apply for these 
funds is set for 2016 in order to complete 
the incentive payments by 2021. Given 
that funding streams are affected by future 
politics and budgets, it is recommended 
that EPs apply for these funds in a timely 
fashion in order to guarantee access to the 
full payment.

The first year’s payment is based on 
the attestation that the EP has adopted, 
implemented and upgraded their EHR 
for Meaningful Use. The objectives of 
Meaningful Use are to improve quality, 
safety, efficiency and limit disparities in 
health care. Furthermore, the hope is to 
engage patients and families in their own 
healthcare, to improve care coordination, 
to improve population and public health 
as well as ensure privacy and security. 
The ultimate goal is to drive down the 
cost of health care and to improve health 
outcomes.

The second year’s payment is based 
on achieving the three standards set forth 
in Stage 1. First, a provider must enroll 
at least 80% of his/her patients in a certi-
fied EHR.  Second, the EHR must pass 
extensive security thresholds. Third, EPs 
must provide reports on 20 of the 25 
Meaningful Use objectives that showcase 
the capabilities of the EHR. Some items 

Calendar
Year

If You Begin Adoption in Year:
2011 2012 2013 2014 2015 2016

2011 $14,167 -------- -------- -------- -------- --------
2012 $5,667 $14,167 -------- -------- -------- --------
2013 $5,667 $5,667 $14,167 -------- -------- --------
2014 $5,667 $5,667 $5,667 $14,167 -------- --------
2015 $5,667 -------- $5,667 $5,667 $14,167 --------
2016 $5,667 $5,667 -------- $5,667 -------- $14,167
2017 -------- $5,667 $5,667 $5,667 $5,667 $5,667
2018 -------- $5,667 $5,667 $5,667 $5,667 $5,667
2019 -------- -------- -------- $5,667 $5,667 $5,667
2020 -------- -------- $5,667 -------- $5,667 $5,667
2021 -------- -------- -------- -------- $5,667 $5,667

Total $ $42,500 $42,500 $42,500 $42,500 $42,500 $42,500

Table 1. Incentive Payment Plans to Pediatricians

Note: This table demonstrates that Meaningful Use criteria do not need to be done in consecutive years to receive the stipend.
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on the list include computerized physician 
order entry, e-prescribing, clinical quality 
measurements, clinical patient summa-
ries, demographics, medication lists, al-
lergy lists, transmission to immunization 
registries, and document tobacco use in 
patients older than 13. The entire list of 
these objectives is detailed at www.cms.
gov/EHRIncentivePrograms.

After the first year of adopting a certi-
fied EHR, two more objectives are added as 
the next condition of achieving Meaning-
ful Use. First, the EP must transmit data 
electronically to either the state Medicaid 
agency, or the Centers for Medicare & 
Medicaid Services (CMS). Second, EPs 
must report data on three “core” clinical 
quality measures (CQM) and three “ad-
ditional” measures from a quality measures 
menu set of 38 choices for a total of six 
reportable measures. For those physicians 
who lack the data to report from the core 
set, there is an alternate core set of quality 
measures from which to choose. 

For example, the CQM core set is: 
hypertension (blood pressure measure-
ment), prevention care and screening 
(tobacco use assessment and cessation 
intervention), and adult weight screen-
ing with follow-up. Most pediatricians 
are unable to supply data for all three 
of these measures. This is referred to as 
a denominator of zero. The next step is 
to assess the alternate core set of qual-
ity measures: weight assessment and 
counseling for children and adolescents, 
childhood immunization status, and 
influenza immunization in patients over 
50. Most pediatricians can successfully 
generate reports for two of these alternate 
core measures. Therefore, to report on a 
total of six measures, the remaining four 
measures are taken from the additional list 
set of quality measures. Of the thirty eight 
clinical measures listed, the more pediatric 
friendly ones are asthma pharmacologic 
therapy, asthma assessment, appropriate 
use of asthma medications, appropriate 
testing for children with pharyngitis, and 
Chlamydia screening for sexually active 
women age 15-24. Many of the CQM are 
derived from the 2010 HEDIS measure-
ments. The complete list is available at 
www.cms.gov/EHRIncentivePrograms. 
The reporting requirements of Stage 1 
are designed to show that the provider 
is using the electronic health record in a 
meaningful way. It is anticipated that the 

yet unwritten Stage 2 and 3 standards will 
have a similar reporting requirements.

To obtain federal monies providers 
need to register with the EHR Incentive 
Program. As of this writing, national 
Medicare registration started January 3, 
2011 whereas Medicaid registration is 
state-specific. It was anticipated that the 
Rhode Island Medicaid program registra-
tion would begin in June 2011. For this 
program the EP must be enrolled in Med-
icaid, have a National Provider Identifier 
(NPI), and implemented a certified EHR. 
Updated information is available at www.
cms.gov/EHRIncentivePrograms/20_
RegistrationandAttestation.asp. 

To provide assistance in this new 
confusing world of EHRs and Meaningful 
Use, the federal government has funded 
state-level Regional Extension Centers 
(RECs) whose singular goal is to aid EPs in 
the adoption of certified EHR technology 
and the achievement of Meaningful Use. 
In Rhode Island, the REC is a service of 
the Rhode Island Quality Institute, a non-
profit organization dedicated to improving 
the healthcare system in Rhode Island.

The RI REC has established many 
supports in an effort to meet each pro-
vider’s current needs, to obtaining the right 
EHR for that practice and to achieving 
Meaningful Use. The first support is the 
website www.docEHRtalk.org. This na-
tionally recognized site provides up to date 
information about the standards and quali-
fications as well as a web forum for EPs to 
post questions and comments about EHR 
issues. Once registered with the website, 
the provider is assigned a process manager 
at no cost who will provide individualized 
counseling. This support may include 
but is not limited to a practice EHR cost/
benefit calculation and an assessment of the 
pre-qualified EHR vendors. The ultimate 
goal is the implementation of an EHR sys-
tem that achieves Meaningful Use for the 
practice. As mentioned, the second support 
of the RI REC is the pre-qualifying of EHR 
vendors who have met federal standards. 
With so many EHRs on the market, the 
RI REC list of pre-qualified records is a 
tremendous time-saver.

There is a $2500 subsidy from the RI 
REC for EPs who qualify and complete 
Stage 1 Meaningful Use. The structure of 
the RI REC stipend payment is depen-
dent on the office EHR status. For those 
practices who have not yet adopted an 

EHR, an initial $1000 is paid to offset 
the acquisition costs and the final $1500 is 
paid once Meaningful Use is achieved. For 
those practices who have already adopted 
an EHR, the $2500 stipend is paid once 
the Meaningful Use criteria have been 
achieved. The subsidy is paid to each 
qualifying EP in a practice. Applications 
for this grant are already available as RI 
REC has an ambitious goal of assisting 
1000 priority primary care providers. 

These are exciting times, but changing 
times. Certainly the practice of medicine 
and the documentation of medicine are 
dramatically changing but never before has 
such a systems change been provided such 
support. The financial incentives from the 
federal government and local health insur-
ance companies as well as the intellectual 
support from RI REC should ease the bur-
den of this transformation for the individual 
provider. The goals of improved patient 
outcomes and reduced healthcare costs are 
laudable and worthy of a national EHR 
adoption. History will be the best judge.
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