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Definition

A hospital-based eligible professional (EP) is defined as an EP who furnishes 90% or more of their covered professional services in either the inpatient (Place of Service 21) or emergency department (Place of Service 23) of a hospital. CMS defines “covered professional services” as “physician fee schedule (PFS) services paid under Section 1848 of the Social Security Act.” 
For Maryland Medicaid, the percentage determination is made based on the total number of paid Medicaid encounters (Fee for Service (FFS) claims or Managed Care encounters) during the full calendar year preceding the payment year.

Procedure

1.   Check 90-day Medicaid patient volume in Access.
a.     If 90-day patient volume is less than 88% hospital-based, we will consider this provider non-hospital based. We will assume that the provider accurately attested to the information submitted in eMIPP.

b.    If 90 day patient volume is at least 88% hospital-based, check the hospital-based percentage for the full year. Keep the attestation as “pending” and add more ‘attestations’ to the database until you have patient volume data for the full year preceding their program year.

*NOTE: This step requires you to create four separate quarters worth of data for the provider, record the Medicaid patient volume and the hospital-based Medicaid patient volume for each quarter. You should capture a screen shot of MMIS for each quarter you query and save this as part of the provider’s record in eMIPP.  Add each quarter up to get a full year’s worth of data.

2.   If the full year Medicaid patient volume is at least 90% hospital-based, request supporting documentation, including place of service information, for the full calendar year.

3.    Compare hospital-based percentage from MMIS full year data to the provider’s submitted full year data using the Margin of Error Rule:
a.     +/- 10% = OK
b.    +/- 15% = Reject, unless the provider can provide a reasonable explanation for the discrepancy. Possible explanations include using a different



Things to keep in mind:

· The EHR Database uses unduplicated paid and unpaid claims/encounters when running patient volume. The definition of hospital based uses only paid claims/encounters. We account for this by using the Margin of Error rule.
· If a provider is deemed “hospital-based,” that provider’s encounter information cannot be used when calculating group proxy. This is because a “hospital-based” provider is ineligible to participate in the EHR Incentive Program, and thus should be treated as if they do not exist.
