Meaningful Use Workgroup – Public Health (Subgroup 4)
	

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

	Improve population and public health (7)

	N/A

	N/A

	N/A


	
	Meaningful Use workgroup:  N/A

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

	Improve population and public health (8)

	N/A

	N/A

	N/A


	
	Meaningful Use workgroup:  N/A

	
	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
1

