Meaningful Use Workgroup Stage 3 Planning

Overarching goals:
· Align with emerging payment
· Harmonized qualifications among CMS program (ACOs/CMS)
· Support population health
· Improve health with HIT
· Don’t penalize success
· Focus on
· Real time impact at the point of care
· Patient partnerships
· Emerging sources of data (outcomes)
· CDS
· Population health assessment to drive policy making
· Health disparities
· Stratify by race and ethnicity
· Measurement – to what end is this happening
· Tools to assist interaction with patients that may be a bit more difficult

Draft MU Impact criteria:
1. Supports new model of care (e.g., team-based, outcomes-oriented, population management) 
2. Addresses national health priorities (e.g., NQS, Million Hearts) 
3. Broad applicability (since MU is a floor)
a. Provider specialties (e.g., primary care, specialty care)
b. Patient health needs
c. Areas of the country
4. Not "topped out" or not already driven by market forces 
5. Mature standards widely adopted or could be widely adopted by 2016

Attributes of a good MU objective description:
1. Clear and unambiguous [operational test: all the definitional questions are answered in the accompanying description to a proposed objective].

Attributes of a good MU measure for an objective:
1. Clear and unambiguous
2. Ideally, can be automatically calculated by EHR 3. Minimal, if any, exclusions.  It's probably better to have a lower threshold than to have hard-to-verify exclusions.  If exclusions exist, the definitions are clear and can be easily ascertained and verified

Subgroup 1   - Improve quality safety, efficiency and reducing health disparities
	Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	Medication only: More than 30% of unique patients seen during the reporting period with at least one medication in their medication list have at least one medication order entered using CPOE
	Medications: 60%
Lab: More than 60% have at least one lab order entered 
Radiology: At least one radiology test is ordered
	Objective: Use computerized provider order entry (CPOE) for medication, laboratory and radiology orders directly entered by any licensed healthcare professional who can enter orders into the medical record per State, local and professional guidelines to create the first record of the order.
Measure: More than 60% of medication, laboratory, and radiology orders created by the EP or authorized providers of the eligible hospital's or CAH's inpatient or emergency department (POS 21 or 23) during the EHR reporting period are recorded using CPOE

	
	 MU workgroup Stage 2 Comments: 
The NPRM appears to include all orders in the denominator, including orders written on paper. If this interpretation is correct, and if CMS and ONC
decide (e.g., based on public input) that counting paper orders is too difficult, then we recommend as an alternative that the denominator be
something that is calculated automatically:
· Medications on the med list
· Resulted lab tests, and 
· Resulted radiology tests.
The numerator would be the number of CPOE orders entered by the authorizing provider.   

As proposed, orders for medications, laboratory tests, and radiology procedures are aggregated, and the 60% threshold applies to the aggregate percent.  In theory, a provider could aggregate the results of medication and laboratory test orders and get a “bye” on radiology procedure orders.  Consequently, we recommend applying the 60% threshold to each order type separately.

As a point of clarification, the previously submitted HITPC recommendations did call for lab test orders to be counted.  Only radiology procedure orders were recommended to be a yes/no attestation. 

	
	Subgroup 1 MU workgroup Stage 3 Comments:
For stage 3, med, lab, rad, and referrals.  The measure should be more than 60% for referrals.  
Transition of care order added to CPOE.  When send a transition, something is ordered, received, and fulfilled (i.e. patient seen).




	
 
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	Implement drug-drug and drug-allergy interaction checks 
	Employ drug interaction checking (drug-drug, drug-allergy) provider to refine DDI rules
	Consolidated 

	
	MU workgroup Stage 2 Comments: 
(1) We agree with the consolidation, especially because DDI is still separate in the consolidated objective. (2) We believe DDI deserves special attention because current commercial DDI databases are well known to have high false positives, which contribute to alert fatigue. Providers should be able to revise DDI rules.

	
	Subgroup 1 MU workgroup Stage 3 Comments: For certification - EHRs need to be able to consume external lists of DDIs (e.g., “never” combinations).  

	

Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	EP only: Generate and transmit more than 40% of all permissible prescriptions electronically

	EP: Increase threshold to 50%
EH: Generate and transmit more than 10% of all hospital discharge orders for permissible prescriptions electronically
	EP Objective: Generate and transmit permissible prescriptions electronically (eRx)
EP Measure: More than 65 % of all permissible prescriptions written by the EP are compared to at least one drug formulary and transmitted electronically using Certified EHR Technology.
EH Objective: Generate and transmit permissible discharge prescriptions electronically (eRx)
EH Measure: More than 10% of hospital discharge medication orders for permissible prescriptions (for new or changed prescriptions) are compared to at least one drug formulary and transmitted electronically using Certified EHR Technology

	
	MU workgroup Stage 2 Comments:  65% may be high due to patient preference and pharmacy capabilities in certain geographies; we recommend 50%.

	
	Subgroup 1 MU workgroup Stage 3 Comments: 
EP: 50% is sufficient /EH: consider pushing threshold to 30%, but more research is needed




	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	Record demographics as structured data for more than 50% of all unique patients:
• Preferred language
• Gender
• Race
• Ethnicity
• Date of birth
• (Hospital Only) date and preliminary cause of death in the event of mortality in the eligible hospital or CAH
	Record demographics for more than 80% of all unique patients seen during the reporting period with the ability to use the data to produce stratified quality reports
	Objective: Record the following demographics:
• Preferred language
• Gender
• Race
• Ethnicity
• Date of birth
Measure: More than 80 percent of all unique patients seen by the EP or admitted to the eligible hospital's or CAH's inpatient or emergency department (POS 21 or 23) have demographics recorded as structured data
• (Hospital Only) date and preliminary cause of death in the event of mortality in the eligible hospital or CAH

	
	MU workgroup Stage 2 Comments: 
Agree with 80%. Would recommend adoption of CDC demographic standards, which are more granular than (but can be mapped to) 1997 OMB standards.

	
	Subgroup 1 MU workgroup Stage 3 Comments: 
IOM has convened some work around gender identity issues - include if there is a standard.  Add functional disability status.  Ask HITSC whether there are mature standards ready for adoption for functional status and gender identity.  Is there a standard list for disability status?  Are there emerging standards for other scales, such as depression. 



	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	Maintain an up-to-date problem list of current and active diagnoses for more than 80% of all unique patients: have at least one entry or an indication that no problems are known for patient recorded as structured data
	No change
	Consolidated with summary of care 


	
	MU workgroup Stage 2 Comments: 
We recommend keeping these three lists as separate objectives for the following reasons: 1) they were and still will be important motivators for clinicians to enter and maintain accurate lists; 2) the stage 1 requirement is very minimal; we were planning to add more rigorous capabilities in stage 3 to facilitate maintaining complete and accurate lists 3)  just having these elements in a transition of care document (which may be difficult or impossible for clinicians to access) does not give the information the visibility it deserves; 4) removing the objectives sends a signal that these 3 items are less important than other items like demographics and vital signs.

	
	Subgroup 1 MU workgroup Stage 3 Comments: 	Comment by Department of Health and Human Services: Subgroup needs to give more thought to how to measure?
· EHR systems need to be capable of computer assisted problems, meds, and med allergies. 
· Problem reconciliation?  
· Reconciliation from discharge, experience says that it is important for a human to review. 
· Select high priority conditions (such as HTN, under diagnosed and under treated). Assess whether properly identifying all patients with high blood pressure:
· Have HTN on problem list?
· Lab tests, drugs, vitals, diagnoses used
· David’s study identify diseases, DM, HTN, renal insufficiency (asthma and COPD are too hard). 
· New objective: Appropriate medications for diseases
· Functionality to make patient information reconciliation possible

	


Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	Maintain active medication list: more than 80% of all unique patients have at least one entry recorded as structured data (or indication that the patient is on no meds) 
	No change
	Consolidated with summary of care 


	
	 MU workgroup Stage 2:  We recommend keeping these 3 lists as separate objectives for the following reasons: 1) they were and still will be important motivators for clinicians to enter and maintain accurate lists; 2) the stage 1 requirement is very minimal; we were planning to add more rigorous capabilities in stage 3 to facilitate maintaining complete and accurate lists 3)  just having these elements in a transition of care document (which may be difficult or impossible for clinicians to access) does not give the information the visibility it deserves; 4) removing the objectives sends a signal that these 3 items are less important than other items like demographics and vital signs.

	
	Subgroup 1 MU workgroup Stage 3 Comments: 
· Have an abnormal INR, should be on Coumadin - are they?
· Safety protocols for IVs?  Take med orders in inpatient setting and transmit to pumps to be validated by nurses	Comment by Department of Health and Human Services: Survey whether patients will want this.
· Ability to detect a long duration of typical short term medication?  Separate drugs by drug class?	Comment by Department of Health and Human Services: Do people have a good approach for dealing with medications that are typically short term?  Still being worked out.

	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	Maintain active medication allergy list: More than 80% of all unique patients seen during the reporting period have at least one entry (or indication that the patient has no known medication allergies) recorded as structured data
	No change
	Consolidated with summary of care 


	
	MU workgroup Stage 2 Comments: 
We recommend keeping these 3 lists as separate objectives for the following reasons: 1) they were and still will be important motivators for clinicians to enter and maintain accurate lists; 2) the stage 1 requirement is very minimal; we were planning to add more rigorous capabilities in stage 3 to facilitate maintaining complete and accurate lists 3)  just having these elements in a transition of care document (which may be difficult or impossible for clinicians to access) does not give the information the visibility it deserves; 4) removing the objectives sends a signal that these 3 items are less important than other items like demographics and vital signs.

	
	Subgroup 1 MU workgroup Stage 3 Comments: 
Coding of med allergies to support better drug-allergy interactions.  Algorithms to identify a strongly predictive interaction.  What is the reaction?  Has this person been on this and had no problem?  
Contraindication objective (meds or procedures). 

Are there mature standards for drug intolerance or allergic reaction value sets?  Also standard value sets for overriding an allergy alert?




	Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	Record and chart changes in vital signs: more than 50% of all unique patients age 2 and over have vital signs recorded as structured data
• Height
• Weight
• Blood pressure
• Calculate and display BMI
• Plot and display growth charts for children 2-20 years, including BMI
	Record and chart vital signs: more than 80% of all unique patients  seen during the reporting period age 2 and over have vital signs recorded as structured data: 
• Height
• Weight
• Blood pressure (age 3 and over)
• Calculate and display BMI
• Plot and display growth charts for patients 0-20 years, including BMI 
	Objective: Record and chart changes in vital signs:
• Height/Length
• Weight
• Blood pressure (age 3 and over)
• Calculate and display BMI
• Plot and display growth charts for patients 0-20 years, including BMI
Measure: More than 80 percent of all unique patients seen by the EP or admitted to the eligible hospital's or CAH's inpatient or emergency department (POS 21 or 23), blood pressure (for patients age 3 and over only) and height/length and weight (for all ages) recoded as structured data

	
	MU workgroup Stage 2 Comments:  Agree.

	
	Subgroup 1 MU workgroup Stage 3 Comments: 
Will be in summary of care, so may not need to have a separate objective? NQF top down measure.   A lot of data trended by disparities.
Functional status as a vital sign?




	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	Record smoking status for patients 13 years old and older: more than 50% of all unique patients seen during the reporting period 13 years or older have smoking status recorded as structured data
	Increase threshold to 80% 

	Objective: Record smoking status for patients
13 years old or older
Measure: More than 80% of all unique patients 13 years old or older seen by the EP or admitted to the eligible hospital's or CAH's inpatient or emergency department (POS 21 or 23) have smoking status recorded as structured data

	
	MU workgroup Stage 2 Comments: Agree.

	
	Subgroup 1 MU workgroup Stage 3 Comments: 
Is there a mature standard for coding smoking status?  May consider retiring the objective because captured within CQMs.  


	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	MENU: Implement drug-formulary checks with access to at least one drug formulary
	Implement drug formulary checks according to local needs (e.g., may use internal or external formulary, which may include generic substitution as a “formulary check”)
	Consolidated - included within eRX core objective 


	
	MU workgroup Stage 2 Comments:  Agree.  HITPC commented to maintain this measure


	
	Subgroup 1 MU workgroup Stage 3 Comments: 
Continue enabled formulary checking and generic substitutions should be required. 




	Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	Report ambulatory and hospital clinical quality measures to CMS or States
	No change
	Removed - Objective is incorporated directly into the definition of a meaningful EHR user and eliminated as an objective under 42 CFR 495.6

	
	MU workgroup Stage 2 Comments: Agree.

	
	Subgroup 1 MU workgroup Stage 3 Comments: 
All set for stage 3

	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities




	EH MENU: Record advanced directives for  more than 50% patients 65 years old or older
	Record an advance directive exists for 
EP: Record whether an advance directive exists (with date and timestamp of recording) for at least 25 unique patients seen during the reporting period have recorded and provide access to a copy of the directive itself if it exists
EH: Record whether an advance directive exists (with date and timestamp of recording) for more than 50% of patients 65 years and older and provide access to a copy of the directive itself if it exists
	EP: N/A

EH Objective: Record whether a patient 65 years old or older has an advance directive
EH Menu Measure: More than 50% of all unique patients 65 years old or older admitted to the eligible hospital's or CAH's inpatient department (POS 21) during the EHR reporting period have an indication of an advance directive status recorded as structured data.  

	
	MU workgroup Stage 2 Comments: 
EP: We recommend adding a Menu requirement - More than 10% of patients who are 65 or older seen during the reporting period have an indication of an advance directive status recorded as structured data.  We strongly recommend moving this proposed menu requirement to core for Stage 3. 

EH: This is an important objective and we recommend the original stage 1 objective should be moved to core for hospitals in stage 2.

	
	Subgroup 1 MU workgroup Stage 3 Comments: 
Raise the threshold for EPs and think about the standards in this area.  Explicit statement about health care proxy.  Add into stage 3 if not added into stage 2.	Comment by Department of Health and Human Services: Are there states that have done anything with this? Hearing?  Pulse may have a better definition? Molst? Challenge grants – ONC grants.  What is a care plan?  How to eliminate criteria that should ultimately be a part of the care plan? Panels: state, legal, provider.  Extensive planning (webinar conversations to lay ground work).  Sept/October timing. 	Comment by Department of Health and Human Services: If have hearing can ask people how representing information about AD?  Specific standards? How accessed? Variances by state?  How much specificity is possible?  How are providers acting upon the data?  Is this part of the care plan.

Standards - Where does AD fit with CDA?

	

Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	EP: Implement one clinical decision support rule relevant to specialty or high clinical priority along with ability to track compliance with that rule
EH: Implement one clinical decision support rule related to a high priority hospital condition along with the ability to track compliance with that rule

	Use CDS to improve performance on high-priority health conditions.
Establish CDS attributes for purposes of certification: 
1. Display source/citation of CDS
2. Configurable based on patient context (e.g., inpatient, outpatient, problems, meds, allergies, lab results)
3. Presented at a relevant point in clinical workflow
4. Alerts presented to users who can act on alert (e.g., licensed professionals)
5. Integrated with EHR (i.e., not standalone)
 
	Objective: Use clinical decision support to
improve performance on high priority
health conditions
Measure: 1. Implement five clinical decision support interventions related to five or more clinical quality measures, if applicable, at a relevant point in patient care for the entire EHR reporting period.
2. The EP, eligible hospital, or CAH has enabled the functionality for drug-drug and drug-allergy interaction checks for the entire EHR reporting period.

	
	MU workgroup Stage 2 Comments: 
In addition to DDI, require an additional decision support function addressing efficiency such as reducing overuse of high-cost imaging or use of generic medications.
We recommend use of the original HITPCs recommendation for five CDS attributes.  We note that these attributes are incorporated into the certification NPRM, with two exceptions:
a. We recommend simplifying the citation of the basis of a CDS intervention to include the reference source and any external funding of the development or implementation of the CDS intervention.
b. We recommend not having a special call-out for "linked references" since it is just one type of CDS intervention and our goal was to be flexible and not prescriptive


	
	Subgroup 1 MU workgroup Stage 3 Comments: 
Specify that the 15 most important ones be included.  Will need comment on these items.	Comment by Department of Health and Human Services: Share ONC work with subgroup.
Could ask that the low risk items are not interrupted?  Way to do better on the 5 clinical decision support interventions?  Focus mostly on chronic conditions which don’t apply to some specialties.  Develop of ACOs should push people in the right direction, may not have to be too prescriptive.  A lot of the value comes from this sort of thing on the other hand.  

Renal dosing should be mandatory.  Identify other priorities as part of the RFC.  Is there a standard for expressing renal dosing considerations to apply in CDS for meds?  

	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	MENU: Incorporate clinical lab test results into certified EHR technology as structured data for more than 40% of all clinical lab tests results ordered whose results are either in a positive/negative or numerical format
	EP/EH: Incorporate lab results as structured data for more than 40% of all clinical lab tests ordered through the EHR for a patient during the reporting period
HITSC: Use LOINC where available
	Objective: Incorporate clinical lab-test results into EHR as structured data
Measure: More than 55% of all clinical lab tests results ordered by the EP or by authorized providers of the eligible hospital or CAH for patients admitted to its inpatient or emergency department (POS 21 or 23) during the EHR reporting period whose results are either in a positive/negative or numerical format are incorporated in Certified EHR Technology as structured data

	
	MU workgroup Stage 2 Comments: 
Agree. Okay to count individual tests.

	
	Subgroup 1 MU workgroup Stage 3 Comments: Could ask for 80%	Comment by Department of Health and Human Services: Among ALL office-based physicians in 2011:
67% have capability to view lab results electronically.
42% have capability to incorporate these lab results into an EHR. (*Note that this doesn’t specifically ask whether it’s being incorporated as structured data*)  

Among office-based physicians with an EHR in 2011:
87% have computerized capability to view lab results electronically.
73% have capability to incorporate these lab results into an EHR.



	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	MENU: Generate lists of patients by specific conditions to use for quality improvement, reduction of disparities, research or outreach
	Generate lists of patients by multiple specific conditions to use for quality improvement, reduction of disparities, research or outreach
	EP Objective: Generate lists of patients by specific conditions to use for quality improvement, reduction of disparities, research, or outreach
EP Measure: Generate at least one report listing patients of the EP, eligible hospital or CAH with a specific condition.

	
	MU workgroup Stage 2 Comments: 
Agree. We recommend that queries for patient lists be able to accommodate multiple specific conditions (e.g., health condition, disparity variables) to ensure that EHRs were certified to handle more than one variable.


	
	Subgroup 1 MU workgroup Stage 3 Comments: 	Comment by Department of Health and Human Services: Define dashboard and re-write to sound like an objective.
Multiple specific conditions, if not included in Stage 2.  Lists tend to be retrospective, would be great to have more as a dashboard instead (real time reporting and made available at the point of care).  Overview of where outreach is important. How doing on high priority conditions (mini huddle with self).  Should this be a separated from patient lists, but still be linked?  Emphasizing something different, but haven’t dropped lists.  Need a process to manage the population.


	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	EP MENU: Send preventive or follow-up reminders to more than 20% of all unique patients 65+ years old or 5 years old or younger
	EP: More than 10% of all active patients are sent a clinical reminder (reminder for an existing appointment does not count)
	EP Objective: Use clinically relevant information to identify patients who should receive reminders for preventive/follow-up care
EP Measure: More than 10% of all unique patients who have had an office visit with the EP within the 24 months prior to the beginning of the EHR reporting period were sent a reminder, per patient preference

	
	MU workgroup Stage 2 Comments: 
EP: Agree. It may require exclusions for some specialists, such as surgeons who do not require follow up after the initial post-op visit or manage preventive services.

	
	Subgroup 1 MU workgroup Stage 3 Comments: 

Reluctant to retire this.  Prioritize outreach (with respective to CQMs).  For example, Million Hearts, dashboard would have relevant things and CDS.  This will start to tie things together.  Target the base of things that should be sent for everyone vs. priority sensitive outreach (same or separate?).  Would like to have one thing focused on prevention.  % is not as high as would like.  List are typically disease specific, would like similar dashboard for prevention.  Need different things for prevention - prevention is way of saying how going to spend time.  Tools to act upon priorities.  

Two, low measures to begin.  Instead of prescribing conditions, prescribe a number and let EP and EH decide what is important to them (similar to PCMH when decide upon conditions for EBGs).  Start to use technology to reach out to conditions.  Exclusions for specialists when comes to prevention (could be more condition specific). Everything should link together.

Increase the threshold to 20%.




	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	N/A

	EH: Medication orders automatically tracked via electronic medication administration record in-use in at least one hospital ward/unit 
	EH Objective: Automatically track medications from order to administration using assistive technologies in conjunction with an electronic medication administration record (eMAR)
Measure: More than 10% of medication orders created by authorized providers of the eligible hospital's or CAH's inpatient or emergency department (POS 21 or 23) during the EHR reporting period are tracked using eMAR.

	
	MU workgroup Stage 2 Comments:  Agree.

	
	Subgroup 1 MU workgroup Stage 3 Comments: 
Increase threshold by stage 3.  Instead of looking at just whether recorded electronically.  Ability for the provider to track mismatches for drugs and timing.  Do you know about it and design something to act upon it.  Report on various errors and act upon those.  


	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	N/A

	N/A

	Objective: Incorporate imaging results and information into Certified EHR Technology
Menu Measure: More than 40% of all scans and tests whose result is an image ordered by the EP or by an authorized provider of the eligible hospital or CAH for patients admitted to its inpatient or emergency department (POS 21 and 23) during the EHR reporting period are incorporated into or accessible through Certified EHR Technology

	
	MU workgroup Stage 2 Comments:  (1) We agree with the proposed objective, but would recommend a 10% threshold with an exclusion if they have no access to electronic images (e.g., local imaging centers do not offer electronic access). (2) Re: question about a potential measure requiring exchanging images for 10%.  While we agree with the spirit of the potential measure, we believe that Stage 2 is too soon to expect EPs and EHs to share images with outside providers.

	
	Subgroup 1 MU workgroup Stage 3 Comments: 
Move to core, less prescription of how it is done.  Will need to loop back based upon what ends up in Stage 2.  





	Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	N/A

	N/A

	Objective: Record patient family health history
as structured data
Menu Measure: More than 20% of all unique patients seen by the EP or admitted to the eligible hospital or CAH's inpatient or emergency department (POS 21 or 23) during the EHR reporting period have a structured data entry for one or more first-degree relatives or an indication that family health history has been reviewed

	
	MU workgroup Stage 2 Comments: 
Agree with this measure as a menu item.  

	
	Subgroup 1 MU workgroup Stage 3 Comments: 
Focus on high priority conditions, different priorities for different groups. 

One time update to family history.  Prioritize high priority family history data to prioritize outreach.  Focus on high priority conditions; colon cancer, breast, glaucoma, MI, diabetes (ask for others in the RFC).

Make sure that every CDS intervention can take into account family history for outreach (need to move that functionality along as part of preventative outreach).  Make a core item with linkage in place.
 
Need to follow-up once 2014 Standards are published. Is there a mature standard for family history?  What about, HL7 Pedigree or SNOMED-CT? 






	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	N/A

	EP: Enter at least one electronic note by a physician, physician assistant, or nurse practitioner, broadly defined, for more than 30% of unique visits during the reporting period (non-searchable, scanned notes do not qualify)
EH: Enter at least one electronic note by a physician, physician assistant, or nurse practitioner, broadly defined, for more than 30% of eligible hospital days (non-searchable, scanned notes do not qualify)
	Objective not included – asked for comment Objective/Measure: Record electronic notes in patient records for more than 30 percent of office visits. While we believe that medical evaluation entries by providers are an important component of patient records that can provide information not otherwise captured within standardized fields, we believe there is evidence to suggest that electronic notes are already widely used by providers of Certified EHR Technology and therefore do not need to be included as a meaningful use objective.

	
	MU workgroup Stage 2 Comments:  
Because some certified EHRs do not have clinical documentation, and we believe that having a complete record, including progress notes, is required to deliver high quality, efficient care, we recommend that provision for recording progress notes should be a meaningful use objective, as originally recommended by HITPC:
 EP: Enter at least one electronic note by a physician, physician assistant, or nurse practitioner, broadly defined, for more than 30% of unique visits during the reporting period (non-searchable, scanned notes do not qualify).  Notes should be text-searchable.
EH: Enter at least one electronic note by a physician, physician assistant, or nurse practitioner, broadly defined, for more than 30% of eligible hospital days (non-searchable, scanned notes do not qualify). Notes should be text-searchable.
Support the NPRM language on text-searchable notes in certification.

	
	Subgroup 1 MU workgroup Stage 3 Comments: 
Depending upon what happens in stage 2, shorten the time to four calendar days.  Identify a % that needs to be done within a certain timeframe.  




	


Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve quality safety, efficiency and reducing health disparities
	N/A

	Hospital labs send (directly or indirectly) structured electronic clinical lab results to outpatient providers for more than 40% of electronic lab orders received. 
* HITSC: Use LOINC where available
	Objective not included – asked for comment 
Hospital Objective: Provide structured electronic lab results to eligible professionals. Hospital Measure: Hospital labs send (directly or indirectly) structured electronic clinical lab results to the ordering provider for more than 40 percent of electronic lab orders received.

	
	MU workgroup Stage 2 Comments: : We reconfirm our initial recommendation for hospitals to send structured lab results electronically to ambulatory providers using certified electronic health record technology:
Hospital labs send (directly or indirectly) structured electronic clinical lab results to outpatient providers for more than 40% of electronic lab orders received.   LOINC should be used where available.

	
	Subgroup 1 MU workgroup Stage 3 Comments: Would like to see threshold raised in Stage 3, perhaps 70%?  Helping out rural practices to achieve the lab measure.  

	


Policy Priority 
	New Stage 3 Measure

	Improve quality safety, efficiency and reducing health disparities
	Want a timely transition document.  

Discharge instructions required from joint commission to be immediate, proposing to the have this available electronically.  	Comment by Department of Health and Human Services: What does joint commission requires for discharge?

	Improve quality safety, efficiency and reducing health disparities
	Add contraindications objective that could include: allergies, adverse reactions, procedural intolerance.  Are there standards that currently exist?





Referrals from other groups:
	


Referred from 
	Concepts Referred

	Subgroup 2 to Subgroup 1
	Advance directives: 
1. Provide patients with the ability to document their AD online in a way that is retrievable by providers and able to be incorporated into EHR. Or, at a minimum, ensure AD document is scanned into EHR. This would accommodate state laws. May also need to provide exclusions for certain state laws.
2. Require capability to document and integrate Physician Order for Life Sustaining Treatment (POLST) into the EHR.
Notes: POLST is a Physician Order for Life Sustaining Treatment, includes proxy and standing orders for treatment (preferences re: nutrition, intubation, for example).  So it fits well within an EHR.  POLST is not replacement for advance directive, but the POLST can include an advance directive. Will need revision management strategy to make sure care team knows it is most up to date, similar to incorporating revisions to a care plan (S&I team can work on technical capabilities).

	Subgroup 2 to Subgroup 1
	Record 1) disability status, 2) sexual orientation and gender identity status, and 3) more granular race/ethnicity and language per IOM.
Notes: Need to give thought to how EHRs display this, because often demographic data shows up at the top of every EHR screen, so SOGI data may not be part of “demographics” but should be a clinical field.

	Subgroup 2 to Subgroup 1
	Patient Decision Aids for preference-sensitive care:  Under CDS Intervention category: Alert providers to highest value preference sensitive conditions (FIMDM has a list to draw a small number from). Also add measure of capturing and accommodating patient preferences in clinical decision making.  Provider decides what clinical decisions this applies to, based on specialty, top conditions in patient populations. 
Notes: Goal is to ID what care is preference sensitive, what isn’t, and to consider patients values and preferences.  
An adaptable questionnaire platform could be used to collect patient preferences on a small number of specific conditions (highest value preference sensitive conditions).
Should this also be reflected in a CQM? Would be consistent with MU2 approach, if the CQM around decision quality have evolved.

	Subgroup 2 to Subgroup 1
	Medication reconciliation: create ability to accept data feed from PBM

	Subgroup 2 to Subgroup 1
	Ability to compare self with other patients, see risk status, understand what evidence based care for the patient’s condition is.

	Subgroup 3 to Subgroup 1
	Ability to maintain an up-to-date medication list inclusive of patient generated data.


	Subgroup 3 to Subgroup 1
	Ability to maintain an up-to-date interdisciplinary problem list inclusive of versioning in support collaborative care.

	Subgroup 3 to Subgroup 1
	Order referrals and “transitions of care” (e-referrals, e-transitions??)

	Subgroup 3 to Subgroup 1
	Immediate capture of concise narrative in support of care transitions (free text) indicating course of care and changes in treatment plan

	Subgroup 3 to Subgroup 1
	Identify care team members’, including patient and their proxies, communication preferences in support of bi-directional communications

	Subgroup 3 to Subgroup 1
	Identify patient’s goals, contraindications, and care preferences, including advance directives

	Subgroup 3 to Subgroup 1
	Ability to create and update an evidence-based longitudinal patient care plan / treatment and show patient’s progress relative to care plan (connect to measurement and standards of care)

	Subgroup 3 to Subgroup 1
	Incorporate standard functional assessment scales

	Subgroup 3 to Subgroup 1
	Ability to capture patient reported data:  home medication lists, allergies and contraindications, medication adherence, patient goals, advance directives, healthcare proxy information, communication preferences, remote devices.





Subgroup 2 – Engage patients and families in their care
Summary of patient- and family-centered care consumer definition:
1. Whole-person care (clinicians understand the full range of factors affecting a patient’s ability to get and stay well and treatment recommendations align with patients’ values, life circumstances and preferences) 
2. Coordination and communication (providers organized in teams, effective communication between all care providers and smooth transitions between settings)
3. Patient support and empowerment (e.g., expanding patients’ and caregivers’ capacity to get and stay well and support for self-management tools and services)
4. Ready access (e.g., getting appointments promptly and accommodating barriers such as language or physical or cognitive problems) 
Key Principles:
· I am a credible source of information and generate meaningful and material data for my care.
· I want to be as healthy as possible.  I own my own health and wellness, am in charge of my care, and I define what that means. 
· I am more than my illness.  Health care should fit into my life, not the other way around.  That means better access, linkages to community supports, administrative conveniences and improved communication with my care team members and staff.
· I should be supported and empowered.  I have tools to prepare for my care encounters, can track my progress with team members including wellness, chronic self-care, and prevention, care plans include me and are based on my goals. I am an important part of shared decision-making, especially where preference sensitive care exists.
· I am a health data exchange of one. My access to my data should be timely based on my direction.  My data should be understandable to me, in plain language with linkages to online resources that help me understand more when I want to.
· I expect the information within an EHR to be secure and private. Privacy and security for what I download is within my authority.  I am informed about how to protect my data.
· I am a necessary and important safety checkpoint. I should be able to correct errors in my data and know when recalls or alerts related to my care are known. 
· My directions and preferences for care should be recognized, followed and recorded.  My experience of care is routinely asked about and recorded, and my preferred communication method is used to contact me.
· I define my care team, which could include providers, payers, coaches, family members, community and public health professionals and beyond. I can have my providers CC: me or my designee(s) on any or all information, according to my preferences.
· I should know that I am getting the services that I should, when I should, compared to industry standards and/or people like me.  I should know what opportunities there are for me in research.
· I can contribute to CQM success.
· I define myself. My race, ethnicity, preferences and directions are mine to define. 



	

Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Engage patients and families in their care 

	EP: Provide more than 50% of all patients with an electronic copy of their health information upon request
	Combined with other objectives
	Replaced


	
	HITPC Comments Agree.

	
	MU workgroup subgroup 2 -  Stage 3 Comments: N/A


	Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Engage patients and families in their care 

	EH: Provide more than 50% of all patients with an electronic copy of their discharge instructions at the time of discharge upon request
	Combined with other objectives 

	Replaced



	
	HITPC Comments Agree.

	
	MU workgroup subgroup 2 -  Stage 3 Comments: N/A





	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Engage patients and families in their care 

	Provide more than 10% of all unique patients timely electronic access to their health information subject to the EP’s discretion to withhold certain information
	EP: More than 10% of patients and families view and have the ability to download their longitudinal health information; information is available to all patients within 24 hours of an encounter (or within 4 days after the information is available to EPs)
EH: More than 10% of patients and families view and have the ability to download information about a hospital admission; information is made available within 36 hours of the encounter
	Replaced



	
	HITPC Comments: Agree.

	
	MU workgroup subgroup 2 -  Stage 3 Comments: N/A





	Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Engage patients and families in their care 

	N/A

	N/A

	EP Objective: Provide patients the ability to view online, download, and transmit their health information within 4 business days of the information being available to the EP.
EP Measure: 1. More than 50 percent of all unique patients seen by the EP during the EHR reporting period are provided timely (within 4 business days after the information is available to the EP) online access to their health information subject to the EP's discretion to withhold certain information
2. More than 10 % of all unique patients seen by the EP during the EHR reporting period (or their authorized representatives) view, download , or transmit to a third party their health information
EH Objective: Provide patients the ability to view online and download information about a hospital admission
EH Measure: 1. More than 50 percent of all patients who are discharged from the inpatient or emergency department (POS 21 or 23) of an eligible hospital or CAH have their information available online within 36 hours of discharge 2. More than 10 percent of all patients who are discharged from the inpatient or emergency department (POS 21 or 23) of an eligible hospital or CAH view, download or transmit to a third party their information during the reporting period

	
	HITPC Comments 
· We appreciate and agree with the intent to keep the timeliness criterion simple (ie, have only 1 timeline).  However, we believe there is value in providing the patient with prompt access to the summary of an encounter (which we define as an office visit or other contact in which an order is generated). We propose that a single timeliness criterion be applied, and that it be shortened to "within two business days of information becoming available to the EP.”
· Denominator: All active patients seen within the last 2 years, less those in the adolescent category (will vary for provider due to individual state laws)
· Numerator: Number of patients or proxies (e.g. parent, child) that have logged in at any time prior to attestation.  The threshold would be 10% or greater.  Exclusion allowed for low broadband access (according to FCC) and special hardship cases (e.g. Amish). Information of that record is viewed, downloaded, transmitted in a way that is successful to the patient (transmit can include transmission from one provider to patient’s personal record or another provider if the patient chooses).

	
	MU workgroup subgroup 2 -  Stage 3 Comments: 
View/Download/Transmit and Report: (including ability to upload or report data into primary place of choice by patient (PHR, Portal, care team member EHR, etc.)  
· Provide patients with ability to self-report information such as:	Comment by Department of Health and Human Services: Subgroup needs to develop the idea of how to have the capacity for patient reported data collection that is meaningful to the care team.  Patients filling out a questionnaire is a capability.
· Family health history
· Patient-created health goals
· Observations of daily living
· Caregiver status and role (using DECAF)*
· List of care team members
· Functional status
· Self-reporting of adherence to meds, diet, exercise or care plan
· System should provide the ability to provide hyperlinks to online resources and education materials through the V/D/T/R function, to help patients interpret information in the record and improve their knowledge of conditions, treatments, etc. Already readily available.  (see above for language objective)
· Provide patients the ability to send relevant updated information to care team members (across settings/providers), and ability of providers to review/accept updates.  	Comment by Department of Health and Human Services: Identify questions for the RFC regarding the legal issues.  MacKenzie - Legal whitepaper on this issue?
· Create capacity to accept pre-visit prep tools into the EHR (e.g., the ability to consent to treatment, fill out administrative forms) (and also could send to other EHRs)	Comment by Department of Health and Human Services: How to create the capacity?  IE workgroup?
· Create capacity in EHR to receive data from telemedicine and biomedical devices and display to patients through online access	Comment by Department of Health and Human Services: Needs more work – define better within subgroup.
· Offering patients the ability to reconcile information -- correct errors, add addenda

Notes:
Family health history, functional status, etc. will require questionnaire capability for patient generated data.  Questionnaires should collect standardized data elements that can be integrated back into or used by EHR. (Could be a separate module as long as the data supports functioning of the EHR.)  In terms of pt-reported data, most times the EHR requires an “acceptance” of the data before it is integrated. It is sourced, time stamped, sometimes prioritized for urgency, etc. Ask HITSC for input.
RE: self-reporting data: subgroup should work on identifying standardized tools (e.g., standardized content) for this. View in terms of value sets.  Develop questionnaire capability where data is digestible.  Another ex: uploading data from home devices is another capability. 	Comment by Department of Health and Human Services: Referral from subgroup 1.  Need to identify the source.  
RE: Sending updates and provider reviews – question about whether data provider didn’t “accept” would still be part of the record.  Include questions in RFC around legal and workflow.  Would “acknowledge receipt” be better than “accept?”  How does physician best act upon that info?  Possible for ONC to commission white paper or use consultant to explore?
Telemed: create capacity for EHR to accept data from home monitoring devices.  Define in a way that is more specific. 
Key themes from MU WG: structured questionnaires, patients report structured data, EHR can digest it, EHR or patient can send it to other EHRs.  Applies to pre-visit forms, list of patient reported data above, and may connect to patients sending updates function.
*Caregiver Status and Role: DECAF is a structured approach for documenting the role family caregivers play in pt’s care:  D= Direct Care Provision, E= Emotional Support, C= Care Coordination, A= Advocacy, and F= Financial.




	Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Engage patients and families in their care 

	EP: Provide clinical summaries for more than 50% of all office visits within 3 business days
	Provide clinical summaries to patients for more than 50% of all office visits within 24 hours; pending information, such as lab results, should be available to patients within 4 days of becoming available to EPs; (electronically accessible for viewing counts)
	EP Objective: Provide clinical summaries for patients for each office visit
Measure: Clinical summaries provided to patients within 24 hours for more than 50 % of office visits.


	
	HITPC Comments The NPRM says that HITPC recommended that for clinical summaries information be made available within 24 hrs or within 4 business days of info becoming available.  The HITPC actually recommended that for clinical summaries information be made available within 24 hrs or within 4 (calendar) days of becoming available. 

To be consistent with the view/download/transmit objective, we recommend that a single timeline of 2 business days be applied to this objective as well

	
	MU workgroup subgroup 2 -  Stage 3 Comments: 
The goal is concise and clear access to info about your most recent health and care, in terms patients can use and understand what they can do next, as well as when to call the doctor if certain symptoms/events arise.  May need to adapt current requirement post final rule on Stage 2.


	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Engage patients and families in their care 

	MENU: Use certified EHR technology to identify patient-specific educational resources for more than 10% of all unique patients and provide those resources to the patient if appropriate
	Use certified EHR technology to identify patient-specific educational resources and provide those to the more than 10% of all unique patients
	EP/EH Objective: Use Certified EHR Technology to identify patient-specific education resources and provide those resources to the patient
EP Measure: Patient-specific education resources identified by Certified EHR Technology are provided to patients for more than 10 percent of all office visits by the EP.
EH Measure: More than 10% of all unique patients admitted to the eligible hospital's or CAH's inpatient or emergency departments (POS 21 or 23) are provided patient- specific education resources identified by Certified EHR Technology

	
	HITPC Comments: Agree.

	
	MU workgroup subgroup 2 -  Stage 3 Comments: 
Provide patient-specific education materials and/or reminders in languages spoken by more than 15% of patient population by generating list of patients by preferred language for languages where materials are available in the public domain.
Notes:
Must make this achievable but meaningful.  Ask for public comment in RFC with specific questions about how best to structure this requirement.  There are civil rights laws and other standards that we should be consistent with. Need to think more about the threshold.


	Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Engage patients and families in their care 

	N/A

	Offer secure online messaging to patients: at least 25 patients 
	Objective: Use secure electronic messaging to communicate with patients on relevant health information
Measure: A secure message was sent using the electronic messaging function of Certified EHR Technology by more than 10 % of unique patients seen during the EHR reporting period

	
	HITPC Comments 
· We are concerned that 10% is too high to achieve by Stage 2. We recommend lowering the threshold to 5% (which is 10% of the necessary 50% with portal access) for patient-initiated messages. The patient-initiated message could be a response to a provider message. 
· Exclusion allowed for low broadband access (according to FCC) and special hardship cases (e.g. Amish). 

	
	MU workgroup subgroup 2 -  Stage 3 Comments: 
Create/support capacity for secure patient messaging which is an online visits/consults.  
Notes: Create capacity for encounters between patients and providers/care team members, in support of future payment models.  Synchronous or a-synchronous. Make sure that other data needed to support encounter is available from the EHR, and that info generated from the encounter is digestible by the EHR.  Make sure the communication is actionable for clinical and billing purposes.
Secure messaging may be one of the primary methods, but what other capacities need to be developed? Keep it simple.




	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Engage patients and families in their care 

	N/A

	Record patient preferences for communication medium for more than 20% of all unique patients seen during the reporting period
	Objective not included – asked for comment 
EP Objective/Measure: Record patient preferences for communication medium for more than 20 % of all unique patients seen during the EHR reporting period. We believe that this requirement is better incorporated with other objectives that require patient communication and is not necessary as a standalone objective.

	
	HITPC Comments 
We recommend inclusion of this objective as a Core measure.  HITPC's intent was to capture a patient's preferred communication method in order for the system to use that media for future non-urgent communication.  This respects the patient's wishes and is more efficient for the provider.  We recommend that the preferred communication field support multiple message types (e.g., non-urgent clinical, administrative) and preferred media ( e.g., electronic, phone, SMS message).  

	
	MU workgroup subgroup 2 -  Stage 3 Comments: Referral from subgroup 1 to discuss patient preference for communication.




Adapted Objectives
	Policy Priority
	New Objective
	Notes

	Engage patients and families in their care 

	Record 1) disability status, 2) sexual orientation and gender identity and 3) more granular race/ethnicity and language data per IOM.
	Need to give thought to how EHRs display SOGI data, because often demographic data show up at the top of every EHR screen, so SOGI data may not be part of “demographics” but should be a clinical field. Will need HITSC input on all three.





NEW OBJECTIVES
	
Policy Priority
	New Objective

	Engage patients and families in their care
health disparities
	Mechanism to identify patient preference for participating in patient-specific opportunities for enrollment in research/clinical trials	Comment by Department of Health and Human Services: Mary Jo work with NCI? More discussion in subgroup regarding complexity.

Notes: Create capacity to link patient with research community.  If patient wants to identify themselves for enrollment purposes, enable the EHR to flag and report that patient to clinical trial offerings.  Cleveland Clinic has done related work.  Could ask patient if they want to be alerted to clinical trials relevant to them.



Referral from others:
	
Referral from
	Concept

	Subgroup 3 to 2
	Ability to self-refer.




PLACEHOLDER
	
Policy Priority
	PLACEHOLDER

	Engage patients and families in their care
health disparities
	Receive alerts for drug recalls, devices or other safety alerts; set preferences for receiving alerts. PLACEHOLDER ONLY.

EHRs will be able to do this if they can A) Generate patient lists (Stage 1) and B) Communicate with patients based on their preferences (Stage 2).  Make sure that MU2 includes communication preferences for patients.  If so, can delete. 

The gap here may be devices because no standard device identifier and pharmacies, not physicians, typically track device and lot numbers (with exceptions)




Principles/Approach to Creating Parsimony:
The objective/measure:
1. Is not topped out- e.g., where there are gaps in achievement, or the threshold requirement is low, the objective should remain.  If EPs/EHs are achieving the objective for 50%-80% of patients, the objective can come out under the assumption that providers won’t stop doing it if it’s useful to them and to their patients.
2. Enables, supports or accelerates delivery system reform 
3. Is fed by or feeds into EHR
4. Is outcomes oriented or improves efficiency for patients or providers 
5. Is actionable for patients and/or clinicians 
6. Is not already driven by market forces that will drive or continue to drive use
7. Should be widely applicable to a broad range of provider types (otherwise, consider removing or designating menu)
8. Should be aspirational but achievable 
9. Is clear in its meaning 



Subgroup 3 – Care Coordination
Key findings:
· Stage 3 Vision 
· Collaborative Model Care with shared responsibility and accountability
· Whereas care coordination is transactional, care collaborative is holistic, dynamic, and dependent upon bidirectional communications 
· Listening sessions included input regarding the current state of TOC and care plan standards, current state of care coordination, and what thought leaders desire from the future state
· Recommendations:
· While we recognize and appreciate today’s challenges in getting data exchange to work and be factored into the workflow, it is the workgroup recommendation that strategically Stage 3 is the time to begin transition from venue centric to collaborative care (patient centric) solution approach
· Standards are emerging and will solidity
· Products are now emerging and will evolve
· Support ACA and Supreme Court Decision

Solution Approach to Stage 3 Care Coordination:
A collaborative care (platform) solution approach will serve as the initial step toward the electronic white board:
· To meet the criteria for Stage 3 MU, both EPs and EHs must implement a solution that:
·  Tracks individual care goals
· Records care team members, their roles, and their contact information across care settings
· Tracks tasks/steps and responsible party
· Feeds population health management (as an initial step toward truly implementing a “learning health care system”)
· Facilitates reconciliation of medications, problem lists, goals, and plan of care
· Allows for input and viewing by all care team members, the patient and their caregivers (within P&S parameters), including assessment info (such as functional status)
Potential measures:
· A platform for collaborative care exists and is being used for at least 20% of patients
· Receiving care team members in a care transition access information for at least 10% of patients having an active collaborative care plan
· Note:  These measures replace the need to have a separate summary of care record, and potentially the care summary on the patient end.




	



Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve Care Coordination

	Perform at least one test of the capability to exchange key clinical information 

	HIE test eliminated in favor of actual use case objectives

	Removed for an actual use case 

	
	Meaningful Use workgroup: We agree with eliminating the test for Stage 2. For Stage 1, we suggested option 4 (actual electronic transmission of a summary of care document).

	
	MU workgroup subgroup 3 - Stage 3 Comments: Eliminate for stage 3 in favor of use cases.  

	


Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve Care Coordination

	MENU: Perform medication reconciliation for more than 50% of transitions of care in which the patient is transitioned into the care of the EP, eligible hospital, or CAH

	Move to core.

	EP Objective: The EP who receives a patient from another setting of care or provider of care or believes an encounter is relevant should perform medication reconciliation.
EP Measure: The EP, eligible hospital or CAH performs medication reconciliation for more than 65% of transitions of care in which the patient is transitioned into the care of the EP or admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23)
EH Objective: The eligible hospital or CAH who receives a patient from another setting of care or provider of care or believes an encounter is relevant should perform medication reconciliation
EH Measure: The EP, eligible hospital or CAH performs medication reconciliation for more than 65% of transitions of care in which the patient is transitioned into the care of the EP or admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23)

	
	Workgroup Comments
Meaningful Use workgroup:  
· Criteria to document that the transition is about to or has occurred is needed.  
· Agree with the definition of a transition.  
· Recommend that the threshold remains at 50%. 

	
	MU workgroup subgroup 3 - Stage 3 Comments: 
Revised:
EP Objective: The EP who receives a patient from another setting of care or provider of care or believes an encounter is relevant should perform medication , medication allergy, intolerance, and contraindication reconciliation.
EP Measure: The EP, eligible hospital or CAH performs medication, medication allergy, intolerance, and contraindication reconciliation for more than 50% of transitions of care in which the patient is transitioned into the care of the EP or admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23)
EH Objective: The eligible hospital or CAH who receives a patient from another setting of care or provider of care or believes an encounter is relevant should perform medication, medication allergy, intolerance, and contraindication reconciliation.
EH Measure: The EP, eligible hospital or CAH performs medication,  medication allergy, intolerance, and contraindication reconciliation for more than 50% of transitions of care in which the patient is transitioned into the care of the EP or admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23)
Considerations:
Patient engagement in the reconciliation process may be more feasible by stage 3, such as a patient provided medication and adherence list.  The availability of such information into the reconciliation process needs to be evaluated as input into defining certification criteria for this objective.   Also, note that that the threshold depends upon experience from previous stages.  

	


Policy Priority
	New Stage 3 Objective

	Improve Care Coordination
	MU workgroup subgroup 3 -  Stage 3 Comments: 

Objective:  Perform problem list reconciliation for more than 50% of transitions of care, starting with problems based on patient’s diagnosis. 	Comment by Department of Health and Human Services: Subgroup needs to provide more detail with stages.  Bring back a finer description.

Measure: The EP/CAH/EH performs problem list reconciliation for more than 50% of transitions of care.  
Discussion:  The workgroup recognizes the complexity of problem management, but endorses this direction as an important step in the evolution of a collaborative care model, based on patient goals and problems.   Today, problems are maintained in venue specific are settings and not necessarily shared among disciplines.  A level of complexity exists as some problems are chronic, others are acute and can be resolved, and problem status needs to be managed and pertinent to care giver and their role.  Patient problems can also be tied to evidence of best practices and supportive of defining and updating patient care plans.   
Considerations:   Reconcile patient goals and plan of care
Need direction from standards on course of direction of interdisciplinary problem list and how to manage problem status (chronic, acute, current, resolved, etc.). Would like to have the ability to add, delete, or edit, all in one screen.






	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve Care Coordination

	MENU: Provide a summary of care record for more than 50% of all transitions and referrals of care
	1.Record and provide (by paper or electronically) a summary of care record for more than 50% of transitions of care for the referring EP or EH
2. Record care plan goals and patient instructions in the care plan for more than 10% of all active patients
	EP Objective: The EP who transitions their patient to another setting of care or provider of care or refers their patient to another provider of care should provide summary care record for each transition of care or referral.

EH Objective: The eligible hospital or CAH who transitions their patient to another setting of care or provider of care or refers their patient to another provider of care should provide summary care record for each transition of care or referral.
Measure: 1. The EP, eligible hospital, or CAH that transitions or refers their patient to another setting of care or provider of care provides a summary of care record for more than 65 % of transitions of care and referrals.
2. The EP, eligible hospital, or CAH that transitions or refers their patient to another setting of care or provider of care electronically transmits a summary of care record using certified EHR technology to a recipient with no organizational affiliation and using a different Certified EHR Technology vendor than the sender for more than 10 % of transitions of care and referrals.
Seeking Comment

	
	Meaningful Use workgroup: 
· Care plan section of the summary of care document should include the reason(s) for referral or transition and the results of the referral (recommendations). 
· To support the measure, the provider needs to capture the fact that a transition is about to occur.  
· We agree with the requirement for measure 2 that the transmitted summary of care document should cross organizational barriers.  However, we believe that while it is essential that the exchange of information comply with prescribed standards, we believe that requiring that the transmission occur between different vendor systems may cause unintended consequences in some geographic regions where a few vendors may have a dominant market share. 
· The group was divided on countable number vs. percent. 
· One ongoing electronic connection between two different organizations should be required unless less than 5 transitions occurred in the year. 

	
	MU workgroup subgroup 3 -  Stage 3 Comments:
EP/ EH / CAH Objective:  EP/ EH / CAH who transitions their patient to another setting or care and / or refers their patient to another provider of care 
1.  Provide a summary care record for each transition of care or referral when transition or referral occurs with available information, inclusive of a concise narrative in support of care transitions (free text) explaining course of care and changes in care plan and updates at a minimum to a core set of information:
· Current care team members and their contact information
· Individual’s care goals and plan of care including historical care plan history (could be narrative)
· Current status of activities to meet goals
· Assessment of functional status
· Advance Directives
2.  Recipient provider can receive, review, and import a core data set, including but not limited to a concise narrative and core elements.

Measure: Documentation and acknowledgement of receipt of summary of care record summary from recipient (some won’t be MU covered entities) provider for 20% of patients who are transitioned or referred.  Immediate summary in electronic form – verify with joint commission. The sending provider ensures that the receiving provider did actually receive the information – needs standards input.

Discussion:
1. The intent is meet the objective of two-way communication among care team members about the transition - ensuring that a core set of data relevant to the transition is provided immediately upon referral or transition to care team members and that there is recognition of acceptance with some reasonable time period. Acknowledgement and document of time stamp that it was received with a time stamp.  Would be useful to document reception (I got it and I could use it).  
2. We assume that the recipient EHR has mailbox capability to manage incoming summary of care records making them available in the timeframe and manner desired (as an alert and / or with full text) by the recipient provider(s).  This process will support the documentation of receipt of the summary of care record.

	
	



	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve Care Coordination
	N/A

	N/A

	N/A


	
	Meaningful Use workgroup:  N/A
· Closed loop referrals

	
	MU workgroup  3 -  Stage 3 Comments: 
Should this be incorporated into a large “care transition management capability” per above.
EP / EH / CAH Objective(new): Capability to track the status of referral orders, remind patients, and receive and incorporate external data as provided (e.g., referral status, reports, links to images, etc.) from the provider to whom the patient was referred.   	Comment by Department of Health and Human Services: Consolidate with above objective.
Measure:  Receipt of successful electronic referral order completion from the provider to whom patient was referred within time period allocated by referring provider for 10% of patients referred during reporting period.

Discussion:
1. The intent is to streamline and manage patient referrals so that patient information about the referral is provided to the referring provider in time frame appropriate for the care situation or in other words, to “close the referral loop” by tracking referrals as orders.
2. We assume that the order for the referral will be handled as e-referrals.  EHRs will need to able to generate and consume such orders.




	Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve Care Coordination

	N/A
	Record health care team members (including at a minimum PCP, if available) for more than 10% of all patients seen during the reporting period; this information can be unstructured
	Objective not included – asked for comment 
Objective/Measure: Record health care team members (including at a minimum PCP, if available) for more than 10 percent of all patients seen during the reporting period; this information can be unstructured. We believe that this requirement is better incorporated with other objectives that require summary of care documents and is not necessary as a standalone objective.

	
	Meaningful Use workgroup: Okay to leave as part of the summary of care document.

	
	MU workgroup subgroup 3 -  Stage 3 Comments: 
Deleted and add into care summary:
Revised EP / EH / CAH Objective:  Capability to track health care team members, including name, role and contact information
 Measure:  10% of patients have care team members and their contacts recorded

Discussion:  	Comment by Department of Health and Human Services: Need to balance aspiration items so that they are specific and achievable. Could collapse with broader white board?
1. The intent is to support communications among care team members and the patient and / his or her proxy.   This bi-directional communications is an essential to collaborative care, so that ongoing communications can be enable during the care process, both in real time and asynchronously.  
2. We assume that there is a shared means to identify care team members and their contact information and this information is used in support of care planning and management.  The patient and / or proxy is included as a care team member. 
a. Know communication preferences of patient 
b. Care team member roles and communication references, that could be use case based





	Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve Care Coordination

	N/A
	EP: Send a care summary (including care plan and care team if available) electronically to the receiving provider for at least 25 patients undergoing a transition of care
EH: Send a care summary (including care plan and care team if available) electronically to the receiving provider or post-acute care facility for more than 10% of all discharges
	Objective not included – asked for comment 
Objective/Measure: Record care plan goals and patient instructions in the care plan for more than 10 percent of patients seen during the reporting period. We believe that this requirement is better incorporated with other objectives that require summary of care documents and is not necessary as a standalone objective.

	
	Meaningful Use workgroup: Okay to leave as part of the summary of care document.

	
	MU workgroup subgroup 3 -  Stage 3 Comments: 
Delete and add into care Summary?
EP / EH / CAH Objective Objective (new): 	Comment by Department of Health and Human Services: Define the care plan, what is included?  Breakdown with precision, is there a way to consume and make it available? Include under the summary of care element. Describe the collaborative work space.
1. Capability to receive and review a patient’s care plan supplied by another provider and / or health information exchange, and to enable provider to incorporate historical care plan history (could be narrative) into patient care plan maintained in the EHR.
2. Capability to transmit updates to a patient’s care plan (could be narrative) when a patient is transitions and / or referred …
Measure: Documentation of successful electronic receipt and review (and consumption?) of patient’s care plan for 30% of patients who were transitioned or referred during the entire EHR reporting period.

Objective (new)
1. Capability to track populations and identify patients for outreach and / or engagement (for example, at risk for readmissions, diabetics, etc.) and suggest evidence-based care plan.
2. Capability to monitor individual care plan progress and suggest interventions based upon progress relative to care plan, including patient generated data.
Discussion: 
1. The intent is to support the collaborative care model where patients and care team members interact with a patient’s care plan showing a patient’s progress and plan.
2. Care plans in themselves are complex, as problems, goals, and inventions are inter-related.   
3. To accomplish objective 3 and 4 may be beyond the bounds of an EHR and dependent upon a collaborative platform.

Comments to MU Workgroup:  The hearing on advance directives could include a discussion of care plans and care coordination.  The question is how to move to the provision of a collaborative platform, summary displays, inclusive of advance directives, potentially use CDA as a framework.

Standards:  Work is currently being done to define steps needed to create a collaborative platform (for all caregivers) with summary displays.  Suggest leaving the policy criteria vague and defining from provider perspective in alignment with available standards.




	
Referral from
	Concept

	Subgroup 2 to 3
	Record caregiver status and role: DECAF is a structured approach for documenting the role family caregivers play in pt’s care:  D= Direct Care Provision, E= Emotional Support, C= Care Coordination, A= Advocacy, and F= Financial.

	Subgroup 2 to 3
	CC: me or designees (ex: family caregiver) with care summaries or any/all part of my record.

	Subgroup 2 to 3
	More comprehensive care plan, versioning and interoperability. Able to be uploaded to EHR, updated, with lead provider designated.

	Subgroup 2 to 3
	List of care team members, their roles, contributed by patient/family caregiver.

	Subgroup 2 to 3
	Information sharing preferences: standardized collection of preferences similar to communication preferences, related to which members of the care team should always be sent certain types of information

	Subgroup 2 to 3
	Access and update patient whiteboard. E.g. a collaborative care platform.	Comment by Department of Health and Human Services: Defer to Care coordination?


Notes: Central clearing house for which care team members (EP, EH) will interact with patient for what purpose.  Include ability to track progress against care plan, and for patient/caregiver to input information or give feedback on info there. Interactive, collaborative, dynamic.  Not simply a document.  WILL GO TO CARE COORDINATION.




Subgroup 4 – Population and Public Health

	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve population and public health (1)

	MENU: Perform at least one test of the capability to submit electronic data to immunization registries or Immunization Information systems and actual submission in accordance with applicable law and practice
	Attest to at least one submission of data in accordance with applicable law and practice
	Objective: Capability to submit electronic data to immunization registries or immunization information systems except where prohibited, and in accordance with applicable law and practice
Measure: Successful ongoing submission of electronic immunization data from Certified EHR Technology to an immunization registry or immunization information system for the entire EHR reporting period

	
	Meaningful Use workgroup: 
· We understand that it may be challenging for public health departments to be fully prepared to accept electronic submissions of all three public health objectives by 2014. If HHS needs to maintain flexibility (e.g., retain menu option), we recommend that immunization registries be the highest priority. 
· Need clarification on "except where prohibited." Participation should be encouraged beyond transfers required by law, but we are concerned about unintended consequences (e.g., temptation to pass new laws prohibiting transfer to avoid penalizing local health providers). 

	
	MU workgroup subgroup 4 -  Stage 3 Comments: 
[bookmark: OLE_LINK1][bookmark: OLE_LINK2]EP/ EH Objective (New):  Capability to receive and review  a patient’s immunization history supplied by an immunization registry/immunization information system, and to enable healthcare professionals to incorporate such historical immunization events into the immunization record maintained in the EHR, except where prohibited, and in accordance with applicable law and practice.
Measure: Documentation of successful electronic receipt and review by the Certified EHR Technology of vaccine history (including null results) from an immunization registry or immunization information system for 30% of patients who received immunizations during the entire EHR reporting period.
Certification criteria: EHR is able to consume a standard set of externally generated data; configurable for the specific jurisdiction; capture the act and date of review.
Exclusion: EPs and EHs that administer no immunizations or jurisdictions where immunization registries/immunization information systems cannot provide immunization histories

EP/EH Objective New:  Capability to receive clinical decision support regarding recommended immunization based on the total historical record of immunization maintained by the EHR (including immunization events integrated from immunization registries/immunization information systems).  [Potentially could make this part of the Clinical Decision Support measure.]
Measure: Implement a clinical decision support intervention related to quality measures related to adequate immunization based on the historical record of immunization, including events integrated from immunization registries/immunization information systems where available. 
Certification criteria:  EHR clinical decision support system uses national clinical decision support rules and the total historical immunization record to recommend administration of immunizations needed to bring patients’ immunization to nationally-recommended levels.
Exclusion: EPs and EHs that administer no immunizations.  
Discussion:  
· [bookmark: _GoBack]Subgroup agrees that health information exchange may be challenging for public health departments but we still recommend moving forward with immunization registries and information systems as the highest priority.  These recommendations move from simply reporting immunization events to improving care, by using immunization registries/immunization information systems to provide a comprehensive (multi-provider) immunization history and helping providers recognize immunizations that may be lacking.  A Certified EHR should demonstrate health information exchange capabilities including access to and use of an external knowledgebase (e.g., immunization schedules).  Federal agencies issuing immunization guidelines will make those recommendations available in electronic format, readily consumable by the Certified-EHR.  Stage 2 NPRM quality measures include NQF 0038 on the adequacy of vaccinations of 2-year olds; NQF 41 on influenza immunization of children and adults; and NQF 43 on the adequacy of pneumonia vaccination in adults.    Subgroup recognized need for Certified-EHR vendor perspectives on approach of directly consuming knowledge from an immunization information system. 

	Policy Priority
	Sta`ge 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve population and public health (2)

	Perform at least one test of the capability to submit electronic data on reportable lab results to public health agencies and actual submission in accordance with applicable law and practice
	EH: Attest to submitting to at least one organization in accordance with applicable law and practice
	EH Objective: Capability to submit electronic reportable laboratory results to public health agencies, except where prohibited, and in accordance with applicable law and practice
Measure: Successful ongoing submission of electronic reportable laboratory results from Certified EHR Technology to public health agencies for the entire EHR reporting period as authorized, and in accordance with applicable State law and practice.


	
	Meaningful Use workgroup: 
· We understand that it may be challenging for public health departments to be fully prepared to accept electronic submissions of all three public health objectives by 2014. If HHS needs to maintain flexibility (e.g., retain menu option), we recommend that immunization registries be the highest priority. 
· Need clarification on "except where prohibited." Participation should be encouraged beyond transfers required by law, but we are concerned about unintended consequences (e.g., temptation to pass new laws prohibiting transfer to avoid penalizing local health providers). 


	
	MU workgroup subgroup 4 -  Stage 3 Comments: 
[bookmark: OLE_LINK3][bookmark: OLE_LINK4]EH Objective: No change from current requirement for electronic lab reporting which generally is sent from the laboratory information system
EP Objective(new): Capability to receive and incorporate external data (e.g., jurisdiction-specific reportable disease/condition criteria) from case reporting knowledge bases into the Certified EHR, and use those criteria to determine when a standard initial case report should be reported to a public health agency, except where prohibited, and in accordance with applicable law and practice.
Measure: Documentation of successful electronic receipt and integration of jurisdiction specific knowledge into the Certified EHR Technology and attestation of submission of initial case reports to public health agencies on 10% of all reportable disease or conditions during the entire EHR reporting period as authorized, and in accordance with applicable State law and practice.
Certification criteria: EHR is able to consume a standard set of externally generated data specific to the jurisdiction(s) of interest;  a method exists to prompt the end-user when criteria are met for case reporting; when a report is generated an audit trail is established to track number of reports to local or state health departments
Exclusion: where local or state health departments are incapable of receiving these standard case reports

Discussion: 
· Stages 1 and 2 have focused on hospitals, where laboratory information systems are the probable information sources. Hospitals now meet their regulatory requirements by electronically reporting communicable diseases to state and local public health agencies.  Subgroup believes Certified EHR technology should help clinicians fulfill their reporting requirements (as many as 60 diseases and conditions).  A federal agency should host a computerized repository for what disease and/or conditions are required by jurisdiction and what are the key elements required for reporting.  This knowledgebase would be readable through a web-service call from the EHR to the repository.
· The public health community would like to enable and leverage EHR communication through the consolidated CDA.  One proposal would be a consolidated CDA-based solution for reporting diseases/ conditions.  While the complete content of every case report is not currently ready for deployment, there are a key set of initial variables (e.g., diagnosis/condition, date of onset/report, name, age, gender, race, address, telephone) that could be assembled and sent in a consolidated CDA.  Templates would be developed for each disease to supplement data of significance for specific diseases/conditions.  Those templates would be added to the consolidated CDA and their composition would be posted to the federal repository of jurisdictional requirements.  The key element for Stage 3 is to achieve EP case reporting.  Public health can tolerate missing data, just as in the current environment, case reporting is the first step in surveillance.  Usually a public health official needs to follow up with the provider and/or patient.  This just establishes that a case has been identified.
· Standard Committee:  needs to determine the feasibility of the consolidated CDA as the method by which data will be structured for sending to public health agencies from the EHR

	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve population and public health (3)

	Perform at least one test of the capability to submit electronic syndromic surveillance data to public health agencies and actual submission in accordance with applicable law and practice
	Attest to at least one submission in accordance with applicable law and practice
	Objective: Capability to submit electronic syndromic surveillance data to public health agencies and actual submission except where prohibited and in accordance with applicable law and practice
EP Menu Measure: Successful ongoing submission of electronic syndromic surveillance data from Certified EHR Technology to a public health agency for the entire EHR reporting period
Objective: Capability to submit electronic syndromic surveillance data to public health agencies and actual submission except where prohibited and in accordance with applicable law and practice
EH CORE Measure: Successful ongoing submission of electronic syndromic surveillance data from Certified EHR Technology to a public health agency for the entire EHR reporting period

	
	Meaningful Use workgroup: 
· We understand that it may be challenging for public health departments to be fully prepared to accept electronic submissions of all three public health objectives by 2014. If HHS needs to maintain flexibility (e.g., retain menu option), we recommend that immunization registries be the highest priority. 
· Need clarification on "except where prohibited." Participation should be encouraged beyond transfers required by law, but we are concerned about unintended consequences (e.g., temptation to pass new laws prohibiting transfer to avoid penalizing local health providers).  

	
	MU workgroup subgroup 4 -  Stage 3 Comments: 
EH Objective: No change from the current requirements

	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve population and public health (4)

	N/A

	N/A

	EP Objective: Capability to identify and report cancer cases to a State cancer registry, except where prohibited, and in accordance with applicable law and practice.
EP Menu Measure: Successful ongoing submission of cancer case information from Certified EHR Technology to a cancer registry for the entire  EHR reporting period

	
	Meaningful Use workgroup: 
· Recommend consolidating two registry objectives (cancer and specialty registry) into one menu objective. Out of HIT policy committee meeting 4/4 – wondering why we chose cancer, think more about what should be the registry options.
· Important to establish national comparative data that can be done with registries
· Supportive of cancer registry because it is prevalent
· Need to consider whether sufficient standards are available to support the interfaces between EHRs and registries.  Panelists at our hearing also expressed concern about the proprietary nature of some registries, which affects the costs to participate, and in some cases places contractual restrictions on use of data and ability to participate in other registries.  Concern about requiring all EHRs to interface all data with all registries.   

	
	MU workgroup subgroup 4 -  Stage 3 Comments: 
EH/EP Objective (New, pending Stage 2 Rule): Capability to electronically participate and send standardized reports to two different jurisdictional or professional registries (e.g., early hearing detection and intervention, children with special needs, cancer, hypertension, and/or diabetes, devices, procedures, vaccine adverse events, and/or conditions) using a common format (e.g., consolidated CDA) from the Certified EHR to either local/state health departments or other aggregating resources (e.g., HIE, ACO), except where prohibited, and in accordance with applicable law and practice.
Measure: Documentation of successful electronic transmission from the Certified EHR Technology of standardized reports to the two jurisdictional or professional registries of interest.  Attestation of submission for at least 80% of all patients who meet registry inclusion criteria during the entire EHR reporting period as authorized, and in accordance with applicable State law and practice.
Certification criteria: EHR is able to send a report using standard message format to an external registry, maintain an audit of those reports, and track total number of reports sent.
Exclusion: where local or state health departments or other agencies are incapable of receiving these standard reports

Discussion:  
· Subgroup recommends 2 registry activities for Stage 3 EP and EH full participation.  
· [bookmark: OLE_LINK5][bookmark: OLE_LINK6]While comparative national data may offer good benchmarks, they are often less valued and less actionable than highly localized data.  Hoped for participation in sub-jurisdictional analyses would allow community comparisons that include environmental and social determinants and often expose health disparities.  Having place-based information for local query, permits geographic analysis and identifies opportunities to address those disparities.  
· Where cancer is prevalent, the cancer registry is an excellent site with which to conduct health information exchange.  However, it is rare in some practices or groups.  Meaningful use should create utility for the end user.  For practices with few or no cancer, a meaningful use measure should create some value.  Registry participation might support local population-based quality improvement efforts and chronic disease management for patient panels of interest to the practice.  These two registry efforts should leverage Certified EHR technology and be meaningful for the end-user.  
· Subgroup supports concept of a standard (e.g., consolidated CDA) implementation as the message structure for reporting.  If Certified EHR technology mandates Transitions of Care and clinical summaries in a transportable consolidated CDA (or another format), public health should leverage that established EHR functionality when receiving and sending information.  Ultimately, public health will send providers reports for or about their patients using the standard message structure.  The current objective does not require bi-directional data sharing by/with registries, thus providers may perceive limited direct benefit from contributing data.    

	
Policy Priority
	Stage 1 Final Rule
	Stage 2 – Proposed by HITPC
	Stage 2 NPRM

	Improve population and public health (5)

	N/A

	N/A

	EP Objective: Capability to identify and report specific cases to a specialized registry (other than a cancer registry), except where prohibited, and in accordance with applicable law and practice.
EP Menu Measure: Successful ongoing submission of specific case information from Certified EHR Technology to a specialized registry for the entire EHR reporting period

	
	Meaningful Use workgroup: 
· Recommend consolidating two registry objectives (cancer and specialty registry) into one menu objective.
· Important to establish national comparative data that can be done with registries
· Need to consider whether sufficient standards are available to support the interfaces between EHRs and registries.  Panelists at our hearing also expressed concern about the proprietary nature of some registries, which affects the costs to participate, and in some cases places contractual restrictions on use of data and ability to participate in other registries.  Concern about requiring all EHRs to interface all data with all registries.  
· We understand that it may be challenging for public health departments to be fully prepared to accept electronic submissions of all three public health objectives by 2014. If HHS needs to maintain flexibility (e.g., retain menu option), we recommend that immunization registries be the highest priority. 
· Need clarification on “except where prohibited.” Participation should be encouraged beyond transfers required by law, but we are concerned about unintended consequences (e.g., temptation to pass new laws prohibiting transfer to avoid penalizing local health providers). 

	
	MU workgroup subgroup 4 -  Stage 3 Comments: 	
EP Objective: Blending of objective with the prior.  

Discussion:  
· Subgroup recommends 2 registry activities for Stage 3 EP and EH full participation.  
· While comparative national data may offer good benchmarks, they are often less valued and less actionable than highly localized data.  Registry participation should permit sub-jurisdictional analyses for community comparisons that include environmental and social determinants; these often identify health disparities by geography.  Having place-based information for local query in local registries, permits geographic analysis and identifies opportunities to address those disparities.
· Subgroup recommends ONC and CDC conduct rapid prototyping for a standard (e.g., consolidated CDA) implementation guide as the messaging structure for registry reporting.  Registries would be required to establish a method for receiving and consuming a standard document structure sent by the Certified EHR. There are several open source solutions for HL7 messaging. If Certified EHR technology mandates Transitions of Care and clinical summaries in a transportable consolidated CDA (or another defined format), public health should leverage that required EHR functionality when receiving and sending information.  Ultimately, public health should send providers feedback reports for or about their patients using the same standard message structure.  
· There should be sufficient opportunities to contribute to registries for most providers and hospitals. Jurisdictional registries need to be capable of receiving and consuming a standard document (e.g., patient-level consolidated CDA document) sent by the Certified EHR.  There should be web-based tools to help registries confirm their capacity.  The implementation guide must define functional requirements, technical solutions and performance criteria for registries, as they build to greater connectivity.   Jurisdictional registries may leverage emerging meaningful use data opportunities - standardized collection of demographics, vital signs, diagnosis, adherence, and referral data.  These jurisdiction-wide registry prospects should leverage Certified EHR technology and be central to a learning health system.    
· Alternatively, clinicians should be able to choose more professionally-oriented registries.  Participation in proprietary registries should not qualify for meaningful use.  Specialized registries include those developed for specialists who contribute data about their specific specialty, procedure or disease management outcomes.  Where no jurisdictional registries of value to the provider or hospital exist, a professional or specialized registry should support population-based quality improvement efforts.  Even these more nationally based registries should send providers reports for or about their patients.  This current meaningful use objective does not require bi-directional data sharing by/with registries; thus, providers are unlikely to immediately receive benefit from contributing data.  Bi-directional data flow continues to be of interest to the Subgroup.  Immunization registries and immunization information systems will continue to be the primary bi-directional exchange focus for Stage 3.  Subgroup believes the proposed unintended consequence of passing laws to prohibit transfer is unlikely to happen.

	
	
	
	

	
Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve population and public health (6)
	N/A

	N/A

	N/A


	
	Meaningful Use workgroup:  N/A
· Patient generated data submitted to public health agencies

	
	MU workgroup subgroup 4 -  Stage 3 Comments: 
Discussion:
· Subgroup agrees that where appropriate and helpful to public health investigations, patient-generated data submitted to an EHR should be made available to public health agencies.  Public health agencies could be capable of receiving, storing and using patient-generated data, but are unlikely to be successful without some clinical context.  Data such as occupation and industry codes have already been suggested as additional Stage 3 demographic data.  These data have public health significance and should be shared with public health agencies regarding case reports (e.g., food-borne disease), syndromic surveillance, and specialized registries (e.g., respiratory diseases).  
· Clinicians and registration personnel struggle with coding current and/or historic occupation and industry.  As Certified EHR capture and store pertinent data, that technology should pilot incorporating patient contributed data which support population health through stratified (e.g., by occupation) registry analyses.  As patients often have the most accurate information (e.g.,   immunizations history, occupation, family history), public health agencies should be able to leverage these EHR-stored,  patient-generated data for population-based analyses.  
Certification criteria: The EHR should be able also to store the provenance (e.g., from the patient or caregiver) for patient-generated data.
Exclusion: 

	

Policy Priority
	New Stage 3 Concepts

	Improve population and public health (7)

	MU workgroup subgroup 4 -  Stage 3 Comments: 
EH Objective (new): Capability to electronically send standardized Healthcare Associated Infection (HAI) reports to the National Healthcare Safety Network (NHSN) using a common format from the Certified EHR, except where prohibited, and in accordance with applicable law and practice.
Measure: Documentation of successful electronic transmission of standardized healthcare acquired infection reports to the NHSN from the Certified EHR Technology.  Total numeric count of HAI in the hospital and attestation of Certified EHR electronic submission of for at least 80% of all reports during the entire EHR reporting period as authorized, and in accordance with applicable State law and practice.
Certification criteria: EHR is able to sending a standard HAI message to NHSN, maintain an audit and track total number of reports sent.
Exclusion:  None anticipated.  Any healthcare facility accredited by JCAHO would need to report these measures.

	

Policy Priority
	New Stage 3 Concepts

	Improve population and public health (8)

	MU workgroup subgroup 4 -  Stage 3 Comments: 
EH/EP Objective (new): Capability to electronically send a report to the vaccine adverse event report system (VAERS) to the Federal Drug Administration (FDA) and Centers for Disease Control and Prevention (CDC) from the Certified EHR, except where prohibited, and in accordance with applicable law and practice.
Measure: Attestation of successful electronic transmission of standardized vaccine event report to the FDA/CDC from the Certified EHR Technology.  Total numeric count of vaccine adverse event reports in the hospital or practice submitted electronically during the entire EHR reporting period as authorized, and in accordance with applicable State law and practice.
Certification criteria: EHR is able to sending a standard VAERS message to FDA/CDC potentially using  clinical data interchange standard methods and maintain an audit of those reports sent to track number of reports sent
Exclusion: Absence of any vaccine adverse events or provider/hospital that does not vaccinate.  


Other items: 
· E-Referral to Quitlines – Million Hearts campaign
· Vital records – high volume but still with many items to be collected by hand from chart review

	
Referral from
	Concept

	Subgroup 3 to 4
	Ability to identify and track populations for patient outreach and / or engagement (for example, at risk for readmissions, diabetics, etc.) and suggest evidence-based care plan.


	Subgroup 3 to 4
	Ability to monitor individual care plan progress and suggest interventions based upon progress relative to care plan, including patient generated data.

	Subgroup 3 to 4
	Ability to capture and report patient reported outcomes: care experience.

	Subgroup 3 to 4
	Ability to capture and report transition of care outcomes:  closed loop referrals, consults, transitions of care, satisfaction with data exchange.
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