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Because the meaningful use 
program was defi ned with 
primary-care physicians in 

mind, participation by specialists 
has been challenging. But more 
than 9,000 orthopaedists have 
successfully attested and earned 
incentive payments. Using the right 
electronic health record (EHR) 
system and availing themselves of 
permissible exclusions for nonrel-
evant requirements, some ortho-
paedic practices have even done 
so without any negative impact on 
productivity.

One of those practices is 
St. Cloud Orthopedics in Sartell, 
Minn. This 19-physician group 
earned $342,000 in Medicare in-
centives last year, and their report-
ing period began a mere 2 weeks 
after they fi rst implemented their 
EHR. To unearth the key to their 
success, Jackie Ryan, manager, 
AAOS practice management group, 
interviewed David L. Kaus, MD, 
and practice administrator Bill 
Worzala.

Ms. Ryan: How long have you 
been using an EHR?

Mr. Worzala: We successfully 
transitioned from paper charts to 
an EHR in July 2012.

Ms. Ryan: Can you describe your 
EHR selection process and identify 
the factors that were most impor-
tant in your decision?

Dr. Kaus: We were looking for 
an EHR with widespread success 
in large orthopaedic practices, one 
that would not require massive 
changes to our practice styles and 
would have no negative effect on 
physician productivity. We were 
well aware of the high cost of a 
failed EHR implementation and 
knew that an EHR designed for 
primary care would not work in 
our offi ce. We had reviewed and 
refused point-and-click, templated 
EHR systems due to the productiv-
ity impact. The system we chose 
does not require physicians to keep 
clicking during patient encounters 
to create the documentation. It 
enables us to keep the focus on 
productivity while helping us attest 
to meaningful use. We obtained 
proposals from multiple EHR ven-
dors and narrowed it down to two 
that we observed in site visits at 
practices like ours. 

Ms. Ryan: How long was the 
implementation process, and what 

kind of support and training did 
you receive before going live?

Mr. Worzala: The implementa-
tion went faster than anticipated. 
On-site training and weekly calls 
prepared us to hit the ground run-
ning. It was a very smooth process, 
and, as promised, we never had to 
reduce our patient volume, even 
during implementation.

Ms. Ryan: Why was meaningful 
use important to you?

Dr. Kaus: Although the EHR 
incentives did ultimately offset the 
cost of our EHR purchase, we were 
more concerned about avoiding 
the penalties. We also wanted to be 
positioned for the future.

Ms. Ryan: Which meaningful use 
measures did you exclude and 
which menu measures did you 
choose to report?

Mr. Worzala: Our physicians 
claimed exclusions for the two 
public health menu measures—im-
munizations and syndromic sur-
veillance—because neither is rel-
evant to orthopaedics. We reported 
vital signs; we already documented 
height and weight, but we had 
to add blood pressure to satisfy 
meaningful use. This year, physi-
cians can separately exclude blood 
pressure, but we have decided to 
continue reporting it.

For the remaining three menu 
measures, we selected drug formu-
lary because our software auto-
matically included this capability, 
patient education, which already 
was a standard part of our prac-
tice, and creating a patient list. 
This was a one-time task that was 
easy to do using the advanced re-
porting capabilities that are part of 
our EHR system.

Ms. Ryan: Did the physicians 
have to make any changes to their 
practice style or documentation 
methods to meet meaningful use? 
How did the requirements affect 
the surgeons?

Dr. Kaus: Our staff accepted 
most of the responsibility for meet-
ing the measures; as surgeons, we 
spent minimal time on meaning-
ful use documentation. We didn’t 
have to make any major changes 
in the way we document patient 
care—we continue to dictate our 
notes. Getting the patient’s current 
medications into the EHR initially 
required a signifi cant increase in 
nursing intake time, but this has 

lessened substantially as new pa-
tients become follow-up patients. 
We did have to increase our use of 
ePrescribing, and that is now an 
integral part of our practice.

Ms. Ryan: How did you modify 
the staff’s workfl ow to effi ciently 
achieve meaningful use?

Mr. Worzala: We allocated 
meaningful use responsibilities 
throughout the practice to handle 
them in the most cost-effective 
manner. Our nurses handle clinical 
tasks such as smoking status and 
vital signs, while our front desk 
staff records demographics when 
patients check in and distributes 
clinical summaries when they 
check out.

Ms. Ryan: Who helped you 
through the meaningful use pro-
cess? Did you require the services 
of a consultant or your Regional 
Extension Center?

Dr. Kaus: The meaningful use 
training provided by our EHR ven-
dor was abundant and thorough. 
Their dedicated Government Af-
fairs department and implementa-
tion staff went above and beyond 
to help us understand the require-
ments, plan our workfl ows, and 
meet the thresholds. We attended 
Meaningful Use University at the 
User Summit (our vendor’s annual 
client meeting) and took full advan-
tage of the educational webinars, 
videos, training documents, and at-
testation guide that were offered—
all of which made meaningful use 
as painless as possible. We required 
no outside assistance.

Ms. Ryan: What steps did you 
take to ensure that you would be 
prepared to attest successfully?

Mr. Worzala: Our EHR provides 
a color-coded Automated Measure 
Calculation report that shows how 
each physician is performing at any 
point during the reporting period 
(Fig. 1). We ran these reports on 
a weekly—and when necessary, 
daily—basis, so that we were able 
to correct our workfl ows as soon 
as any shortfalls were detected. 
Consequently, there were no sur-
prises when we were ready to 
attest.

Ms. Ryan: Were there any surpris-
es in the attestation process?

Mr. Worzala: Attestation was 
easier than we had anticipated. The 
website from the Centers for 
Medicare & Medicaid Services 
(https://ehrincentives.cms.gov/
hitech/login.action) is easy to 
navigate and allows physicians to 
authorize an administrative staff 
member to attest on their behalf.

Ms. Ryan: What do you know 
now about meaningful use that 
you wish you knew beforehand?

Mr. Worzala: The weight of the 
meaningful use responsibilities 
should not fall on the physicians. 
We would not have been nearly 
as concerned about the impact on 
our physicians had we known how 
much could be met by clinical and 
administrative staff. Also, we had 
concerns about the clinical quality 
measures (CQMs) because most 
of the measures were not relevant 
to orthopaedics and we reported 
many zeros. We were relieved to 
learn that there were no thresholds 
for CQMs.

Ms. Ryan: What advice can you 
share with other orthopaedists 
considering meaningful use?
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Fig. 1 The Automated Measure Calculation Report shows the physician’s performance on each of 
the meaningful use measures. When it is generated at the end of the reporting period, it is used as 
the basis for attestation, but it is also used as a management tool throughout the reporting period 
to identify areas where physicians are falling short. 

 Measure Eligible Goal met Goal not met Rate Goal
 Dr. G.

 Active medication allergy list 659 623 36 94.54% 80%

Active medication list 659 596 63 90.44% 80%

Clinical summaries 935 605 330 64.71% 50%

CPOE 559 93 446 16.64% 30%

CPOE alternate 78 57 21 73.08% 30%

Electronic copy of patient 0 0 0 NA 50%
health information

Generate and transmit eRX 48 28 20 58.33% 40%
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