Meaningful Use Workgroup Subgroup 1 Stage 3 Planning


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



[bookmark: _Toc324155990]Meaningful Use Objective MU workgroup Stage 2 Comments: 
	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:
· [bookmark: _GoBack]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.  
More important on the outpatient side, but still relevant on the inpatient side.  	Comment by Department of Health and Human Services: Reconcile with subgroup 3 when ready.


	
 
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.  Wording to suggest that ONC and others fund these lists.	Comment by Department of Health and Human Services: RAND study with 14 drug-drug interactions


	

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: 
Don’t need to go further.  From the MU workgroup - Need to add something about functional status and gender identity (needs to be included in certification).  

IOM has convened some work around gender identity issues.  Fine with including if there is a standard.  

Additional focused work is needed on this (standards? How to enable for best intended use?).

	
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?  	Comment by Department of Health and Human Services: Confirm Standards for reactions.
Contraindication objective (meds or procedures). 






	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.	Comment by Department of Health and Human Services: All groups should consider.
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: 
Ensure being coded in a standard way or retire the objective because 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.	Comment by Department of Health and Human Services: HITSC – 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, work sponsored by ONC.  Will need comment on these items.
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 CDS is not included in most.  Can work its way into certification criteria, more important as we all age? Add renal dose checking for relevant meds because well established.

Not sure what else to ask for in stage 3?

Survey – what is the state of the vendor market?  Age related dosing suggestions.

	
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: Ensure not overlapping with other subgroups.
Multiple specific conditions, if not included in Stage 2.  Lists tend to be retrospective, would be great to have more as a dashboard instead.  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.

	
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, track mismatches.  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.  Glaucoma, 

One time update or every 5 years?  Prioritize high priority family history data to prioritize outreach.  Family history of colon cancer to affect colonoscopy screening.  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.
 
Emerging standards?	Comment by Department of Health and Human Services: Need to follow-up once 2014 Standards are published.  HL7 Pedigree or SNOMED-CT – neither is great.


	
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: 

Hoping that by stage 3 would be able to have electronic discharge summary.  Shorten the time to four calendar days?  For transitions, need it immediately. Timing?  LTC wants same day discharge.

Predictive models have not been good.  Identify a % that needs to be done within a certain timeframe.  Might be an opportunity to “play” this if it isn’t specified.  More discussion to come.


	

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.  


	
	New for Stage 3

	
	· The ability to capture data from function status scales.  Functional status should be treated like an assessment, not demographic.  Important around daily living.



· Include something around preferences and patient engagement
· Transition of care
· When send a transition would send an order to know received order
· Include in how we think about orders
· Same with referrals, hard to know if the patient is actually seen
· 2015, recommendation to signal that record should have the ability to accept other data types from devices using limited specific standards
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