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Early Results of the Meaningful Use Program for Electronic 
Health Records

To the Editor: In 2009, the Health Information 
Technology for Economic and Clinical Health 
(HITECH) Act established Medicare and Medic-
aid incentive programs to encourage the adop-
tion of electronic health records (EHRs) by hos-
pitals and eligible professionals. Under Medicare, 
eligible professionals who show “meaningful 
use” of certified EHRs are eligible for payments 
up to $44,000, whereas eligible professionals 
who do not are subject to penalties after 2015.1,2

Stage 1 requirements for meaningful use in-
volve the use of key EHR functions, including 
electronic prescribing, drug–drug and drug–aller-
gy checking, and the maintenance of problem, 
medication, and allergy lists. In stage 1, providers 
must meet 15 core objectives and choose 5 addi-
tional specified objectives from a menu of 10. 
Future stages will focus on the use of EHRs to 
further improve care processes and patient out-
comes.

We calculated attestation rates according to 

state, specialty, EHR vendor, and month by com-
bining data on attestations of meaningful use 
between April 2011 and May 2012 from the Cen-
ters for Medicare and Medicaid Services, esti-
mates of the number of eligible professionals 
from the Government Accountability Office, and 
data on the number of physicians according to 
state and specialty from the American Medical 
Association. We excluded attestations by hospi-
tals and nonphysicians and did not consider 
participation in the Medicaid program, which 
does not require meaningful use.

As of May 2012, a total of 62,226 eligible 
professionals had attested to meaningful use 
under the Medicare program. This represents 
12.2% of the estimated 509,328 eligible physi-
cians in the United States, including 9.8% of 
specialists and 17.8% of primary care providers 
(PCPs). Figure 1 depicts the cumulative number 
of attestations, according to month. The attesta-
tion rate varied substantially according to state 
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Figure 1. Meaningful Use of Electronic Health Records, April 2011 through May 2012.

Cumulative attestations of meaningful use of electronic health records by primary care physicians and specialists  
increased substantially during the period from April 2011 through May 2012.
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(median, 7.7%; range, 1.9% in Alaska to 24.2% 
in North Dakota). Family practitioners had the 
highest number of attestations (with 14,122), 
and PCPs comprised 44.0% of all attestations. 
Providers used EHRs from 310 vendors, al-
though the top 5 vendors (Epic, Allscripts, 
eClinicalWorks, GE Healthcare, and NextGen) 
accounted for 58.5% of attestations, and 15 ven-
dors accounted for 80.1%.

Although these data suggest rapid growth in 
the number of providers achieving meaningful 
use, this pace must accelerate for most eligible 
professionals to avoid penalties in 2015. Barriers 
to EHR adoption and meaningful use include 
cost, lack of knowledge, workflow challenges, 
and lack of interoperability. A total of 62 feder-
ally funded regional extension centers assist eli-
gible professionals with EHR adoption.3 These 
centers have exceeded their enrollment targets, 
but only 15.9% of eligible professionals who 
have enrolled in regional extension centers have 
shown meaningful use, and long-term financial 
support for the regional extension centers is 
uncertain.

Successive stages of meaningful use increase 
in difficulty, and it is not yet clear how many 
eligible professionals will successfully attest in 
these later stages. The downstream effects of 
meaningful use on quality, safety, and efficiency 
are not yet known, and further increases in EHR 
adoption, functionality for clinical decision 
support systems, and research are needed to 
ensure the effectiveness of the meaningful use 
program.4,5
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