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With an estimated $1.5 billion in potential stimulus bonus payments for radiologist professionals at stake, and
penalties looming farther down the road, radiologists would be wise to study and respond to recent federal
regulations related to meaningful use of complete certified ambulatory electronic health records and their
equivalents. Many radiologists mistakenly believe that they were “left out” of the meaningful use rewards or that
compliance is technically impractical. With diligent preparation, including the adoption of new technology and
workflows, the vast majority of radiologists can qualify before October 2012 to capture the full available rewards
and avoid later penalties.
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INTRODUCTION
“Meaningful use” is now a hot health care topic because
of the significant financial incentives available to provid-
ers who meaningfully use certified electronic health re-
cord (EHR) systems, as well as the looming penalties for
those who do not. Although the current available infor-
mation from the ACR and other sources is substantial,
many radiologists remain confused about their eligibility
and requirements for potential rewards. Many radiol-
ogists today have the perception that radiology was
“left out” of meaningful use, which is incorrect. Nev-
ertheless, the current regulations require radiologists,
who represent arguably the most computerized physi-
cian specialty, to still add additional technology and
use this technology is very specific ways to obtain the
incentive bonus payments.

To the contrary, each radiologist who receives Medi-
care payments of a minimum of $24,000 per year is
eligible for up to $44,000 in bonus payments per physi-
cian over the next 5 years, provided that �10% of ser-
vices are performed in the outpatient setting as defined by
the following CMS place of service (POS) codes [1]:

● POS 11, office;
● POS 20, urgent care facility;
● POS 22, outpatient hospital;
● POS 24, ambulatory surgery center; and
● POS 49, independent clinic.

Given that even most hospital-based radiologists pro-
vide care for urgent care centers and clinics or offices, the
ACR estimates that perhaps 90% of radiologists will be
eligible for the CMS incentives, totaling a potential of
$1.5 billion. Of course, eligibility based on billing criteria
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oes not mean that most radiologists will receive stimu-
us payments (or avoid later penalties), which depends
urther on the capacity of radiologists to rapidly adopt
ssential technology and practice workflows.

KEY FACTS
Meaningful use regulations are based on two closely re-
lated but separate set of regulations. First, the Office of
the National Coordinator for Health Information Tech-
nology published the final rule providing the functional
criteria for certified EHRs. Second, CMS provided clin-
ical objectives that define how eligible professionals must
use EHR technology to qualify for the incentive pay-
ments. The criteria and objectives will be rolled out in 3
stages, each with a different focus. Stage 1 focuses on
standardizing the format of captured health information,
tracking key clinical conditions, communicating infor-
mation, implementing clinical decision support tools,
and reporting clinical quality measures and public health
information. Stage 2, which takes effect in 2013, focuses
on continuous quality improvement and structured in-
formation exchange. Stage 3, anticipated in 2015, fur-
ther promotes improvements in quality, safety, and effi-
ciency, including decision support for national high
priority conditions, as well as patient self-management
tools, access to comprehensive patient data, and popula-
tion health improvement. The technology criteria are not
met by the vast majority (perhaps all) of present-day
radiology information systems (RIS) and PACS, so that
radiologists must add technology and modify their clin-
ical practices to comply. For example, most radiology
practices have not typically recorded vital signs during
outpatient imaging visits, but to comply with meaningful
use, radiologists must not only use technology that can
store vital signs but must record vital signs in at least 50%
of their patients during the reporting period. Because

meaningful use compliance requires changes in most ra-
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diologists’ IT and clinical practices, many are left with
the perception that radiologists were left out. Although it
is certainly true that radiologists will need to adapt, there
is perhaps a silver lining: the requirements for interoper-
ability of such items as the patient problem list, allergies,
medications, and immunizations may finally provide ra-
diologists the critical clinical information needed to pro-
vide the best possible patient care. Plus, the collection of
more clinical data may improve medical imaging billing
performance because reimbursement is often tied to doc-
umented clinical indications, not the “rule-out pneumo-
nia” type indication that radiologists often receive today.

For hospital-based radiologists, the use of hospital in-
formation systems may help satisfy some of the clinical
objectives. This option will not work for hospital infor-
mation systems that are certified as inpatient EHRs be-
cause qualification depends on the use of fully certified
ambulatory EHRs (or, alternatively, a set of certified
ambulatory modules that together meet the criteria of a
fully certified ambulatory EHR). Although, a radiologist
might be able to qualify through the meaningful use of
combined systems, most physicians intuitively recognize
that compliance and associated administrative processes
would be far more efficient if a single technology could
satisfy all the required objectives. Therefore, a radiology-
centric solution seems required not only to obtain the
incentive bonus but to do so in manner that is efficient
and cost effective.

“GOTCHAS”
First, dual requirements of meeting both technological
criteria and clinical objectives to qualify for meaningful
use bonus payments introduce further issues. During
stage 1, the CMS objectives include 15 required items
(called the “core”) and 10 more elective items (called the
“menu”). This may change in stage 2, but at the present
time, one can only speculate about stage 2 changes. There
are exemptions for the clinical objectives but no match-
ing exemptions for the technical criteria, yet eligibility
depends on a radiologist’s satisfying both the technical
criteria and the clinical objectives. For example, the clin-
ical objective related to e-prescribing does not apply to
most radiologists because they do not prescribe medica-
tions at pharmacies more than 100 times per year (the
administration of intravenous contrast material for a CT
scan does not count in this regard). Yet, even though a
radiologist may be exempt from the e-prescribing clinical
objective, that same radiologist must also document use
of a complete certified EHR (or equivalent). That means
the hospital, office, or imaging center must own e-pre-
scribing technology, even though the radiologist is ex-
empt from using it. As illogical as this may seem, it is the
law.

Second, hospital-based radiologists are no doubt
aware of the tremendous efforts of their information

systems teams to comply with meaningful use. For hos-
itals, meaningful use of complete certified inpatient
HRs can result in payments of $17,500 per bed. But

emember, the physician payments require meaningful
se of completely certified ambulatory EHRs. Even for
adiologists serving hospitals that are implementing com-
lete certified ambulatory EHRs, installation of the tech-
ology is not enough. Each radiologist must also mean-

ngfully document the ongoing use of this technology to
ualify. Therefore, for hospital-based radiologist compli-
nce with meaningful use, a hospital must not only adopt
ssential technology but must also collaborate with radi-
logists to present this technology in the context of nor-
al radiology workflow, so that radiologists can docu-
ent meeting the use criteria.
Third, for radiologists who practice in both hospi-

als and separate outpatient offices or imaging centers,
he locations where they have at least 50% of their
atient encounters during the reporting period must
e equipped with complete certified EHRs or their
quivalent. For example, suppose you practice at a
ospital where you meaningfully use a completely cer-
ified ambulatory EHR, but you also practice at an
maging center where you do not use an EHR. At least
0% of your outpatient encounters must occur at the
ospital to qualify. Ideally, both facilities should provide
fully certified ambulatory EHR, but if not, physicians
ho wish to qualify will need to carefully track the POS
f their activities.

Fourth, the bonus is paid per physician. For example,
uppose a group of 10 radiologists covers a hospital and a
eparate imaging center, with 1 radiologist working pre-
ominantly in the hospital and 1 working predominantly

n the imaging center. The imaging center-based radiol-
gist must use a complete certified ambulatory EHR in
he imaging center, and the hospital-based radiologist
ust use a complete ambulatory EHR in the hospital.
hat if only one of the two practice sites owns a com-

lete certified ambulatory EHR? This might make for a
ricky physician scheduling challenge for a group practice
iming to have all physicians qualify because each of the
hysicians would need to have more than 50% of their
atient encounters (not aggregate group billings) at the
ite equipped with the complete certified ambulatory
HR.

MEANINGFULLY USING THE EHR
Meaningful use requires adherence to specific clinical
objectives published by CMS (see Table 1). Remember,
for each of the CMS clinical objectives, there are also
technological criteria specified by the Office of the Na-
tional Coordinator for Health Information Technology,
although this is not a precise mapping between the two
sets of regulations.

For each objective, one must achieve and document a
specified percentage of use, meaning that there are nu-

merators and denominators that must be reported to
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Table 1. Meaningful use clinical objectives, exclusions, and compliance thresholds

Clinical Objective Exclusion Criteria
Compliance

Threshold Stage 1
Core set (all required unless

specific exclusions apply)
§495.6(d)(1): CPOE Any EP who writes �100 prescriptions during the EHR reporting

period
30%

§495.6(d)(2): drug/drug, drug/allergy No exclusion Must be enabled
§495.6(d)(3): maintain problem list 80%
§495.6(d)(4): e-prescribing Any EP who writes �100 prescriptions during the EHR reporting

period
40%

§495.6(d)(5): maintain active
medication list

No exclusion 80%

§495.6(d)(6): maintain active
medication allergy list

No exclusion 80%

§495.6(d)(7): record demographics No exclusion 50%
§495.6(d)(8): record changes in vital

signs
Any EP who sees only patients aged � 2 y or who believes that

all 3 vital signs of height, weight, and blood pressure have no
relevance to their scope of practice may attest and be excluded

50%

§495.6(d)(9): record smoking status Any EP who sees only patients aged � 13 y 50%
§495.6(d)(10): report clinical quality

measures
No exclusion

§495.6(d)(11): clinical decision
support

No exclusion One rule

§495.6(d)(12): provide patient with
electronic copy of their health
information

Any EP who has no requests from patients or their agents for
electronic copies of patient health information during the EHR
reporting period

50%

§495.6(d)(13): provide clinical
summaries for patients for each
visit

Any EP who has no office visits during the EHR reporting period 30%

§495.6(d)(14): capability to
exchange key clinical information

No exclusion One test

§495.6(d)(15): conduct annual
security risk analysis

No exclusion

Menu set (5 of 10 required in stage 1)
§495.6(e)(1): drug formulary checks Any EP who writes �100 prescriptions during the EHR reporting

period
One report

§495.6(e)(2): incorporate clinical
laboratory test results into EHR

Any EP who orders no laboratory tests whose results are either
in a positive/negative or numeric format during the EHR
reporting period

40%

§495.6(e)(3): generate patient lists
by specific conditions

No exclusion One report

§495.6(e)(4): end reminders to
patients for follow-up care

Any EP who has no patients aged � 65 or � 5 y 20% for patients aged
�65 or � 5 y

§495.6(e)(5): provide patients with
timely electronic access

Any EP who neither orders nor creates laboratory tests or
information that would be contained in the problem list,
medication list, or medication allergy list (or other information
as listed at 45 CFR 170.304[g]) during the EHR reporting
period

10%

§495.6(e)(6): identify patient-specific
educational resources via EHR

No exclusion 10%

§495.6(e)(7): medication
reconciliation

Any EP who was not the recipient of any transitions of care
during the EHR reporting period

50%

§495.6(e)(8): summary of care for
each transition of care or referral

Any EP who does not transfer a patient to another setting or refer a
patient to another provider during the EHR reporting period

50%

§495.6(e)(9): submit electronic data
to immunization registries

Any EP who administers no immunizations during the EHR
reporting period or where no immunization registry has the
capacity to receive the information electronically

One test

§495.6(e)(10): submit electronic
syndromic data

Any EP who does not collect any reportable syndromic
information on patients during the EHR reporting period or
does not submit such information to any public health agency
that has the capacity to receive the information electronically

One test
Note: CPOE � computerized physician order entry; EHR � electronic health record; EP � eligible professional.
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CMS to receive the associated incentive payments. The
process for calculating compliance is tricky as well. Sup-
pose radiologist X reads an examination on patient A on
January 1 and, at that time, the vital signs are not re-
corded. Then suppose radiologist Y reads an examination
on patient A on December 31 of the same year, and the
vital signs are recorded. If the reporting period includes
the entire year, both radiologists “get credit” because the
vital signs were recorded during the reporting period in
which both examinations were obtained. Again, al-
though this may seem quirky, the regulations in this case
serve the main goal of providing an incentive to obtain
vital signs at least one time during the reporting period.
In a country with perhaps as many as 15 million undiag-
nosed hypertensive patients, one can at least appreciate
the rationale for providing any and all physicians an
incentive to measure blood pressure once a year.

REGISTRATION TO OBTAIN PAYMENT
Radiologists, as well as any eligible physician specialist,
can register now at https://ehrincentives.cms.gov. Even if
you do not use a complete certified ambulatory EHR,
you can register, but be aware that you cannot qualify for
the incentives until after you have used a complete certi-
fied ambulatory EHR for at least 90 days.

The first deadline is October 1, 2012; this is the very
latest that a physician can begin using certified technol-
ogy to qualify for the maximum incentives. If this date is
missed, the maximum incentive drops from $44,000
over 5 years per physician to $39,000 over 4 years per
physician and progressively decreases thereafter. The sec-
ond important date is October 1, 2015, which is the last
date to begin compliance before the penalties are set to
begin if 2015 is your first year of participation.

RECOMMENDATIONS
The first recommendation is to become knowledgeable
with regard to the required technology and clinical ob-
jectives. The ACR, CMS and the US Department of
Health and Human Services all provide excellent on-line
resources [2–4]. Even if meaningful use compliance
seems to be too much trouble relative to the bonus pay-
ment available in the early stages, assuming the current
regulations stay in effect, compliance will be required to
avoid subsequent penalties. Given the likelihood that

hospitals may be biased toward satisfying the inpatient
riteria first, it would seem wise for radiologists to be-
ome active participants in their hospital information
ystems planning processes.

We believe that it may be easier and faster to access a
loud-based complete certified ambulatory EHR solu-
ion that is radiology-centric and interfaced to your ex-
sting RIS or PACS rather than attempting to deploy a
isparate system that was not designed with radiologists

n mind, yet such a solution is not yet commercially
vailable to our knowledge. Another option may be to
pgrade your existing RIS or PACS if the vendor offers
n upgrade to a complete certified ambulatory EHR so-
ution, but again, we are not yet aware of any RIS or
ACS that qualifies as a completely certified ambulatory
utpatient EHR. Radiologists and their administrators
ill need to keep careful surveillance of the marketplace

s both cloud-based and non-cloud-based solutions
merge.

The bottom line is the regulations do not make it easy
or radiologists and other specialists to qualify, but they
ill need to comply nevertheless, using existing and po-

entially emerging technologies. Ultimately, the require-
ent to collect and communicate clinical information in
standardized manner may finally provide radiologists

he clinical integration required to provide ideal patient
are.
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