Meaningful Use Subgroup 3 – Stage 3 Recommendations

	SGRP301
	Improve Care Coordination
	Perform at least one test of the capability to exchange key clinical information 
Change as of 2013:  Objective is no longer required
	Removed for an actual use case 
	Eliminate for stage 3 in favor of use cases. 
	 
	

	SGRP302
	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
	EP/EH CORE Objective: The EP/EH who receives a patient from another setting of care or provider of care or believes an encounter is relevant should perform medication reconciliation. 

EP/EH CORE Measure: The EP, eligible hospital or CAH performs medication 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)
	EP / EH / CAH Objective: The EP, 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 reconciliation for: 
- medications
- medication allergies
- problems 

EP / EH / CAH Measure: The EP, EH, or CAH performs reconciliation for medications for more than 50% of transitions of care, and it performs reconciliation for medication allergies, and problems for more than10% 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).
	Stage 4: Reconciliation of contraindications (any medical reason for not performing a particular therapy; any condition, clinical symptom, or circumstance indicating that the use of an otherwise advisable intervention in some particular line of treatment is improper, undesirable, or inappropriate)

	HITSC Questions: Are there value sets that exist related to the nature of reaction for allergies (i.e. severity)? We are considering including medication allergies for Stage 4.
Clinical Operations WG/ Vocabulary Task Force response:  Substantial work would have to be done to adapt and further develop existing standards for this purpose but we feel the development of standard value sets could be done within 2 years.

	SGRP303
	Improve Care Coordination
	MENU: Provide a summary of care record for more than 50% of all transitions and referrals of care
	EP/EH CORE Objective: The EP/EH/CAH who transitions their patient to another setting of care or provider of care or refers their patient to another provider of care provides summary care record for each transition of care or referral. 

CORE 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 50 percent 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 provides a summary of care record for more than 10%  of such transitions and referrals either (a) electronically transmitted using CEHRT to a recipient or (b) where the recipient receives the summary of care record via exchange facilitated by an organization that is a NwHIN Exchange participant or in a manner that is consistent with the governance mechanism ONC establishes for the nationwide health information network.
3. An EP, eligible hospital or CAH must satisfy one of the two following criteria: 
(A) conducts one or more successful electronic exchanges of a summary of care document,  as part ofwhich is counted in "measure 2" (for EPs the measure at §495.6(j)(14)(ii)
(B) and for eligible hospitals and CAHs the measure at §495.6(l)(11)(ii)(B)) with a recipient who has EHR technology that was developed by a different EHR technology developer than the sender’s EHR technology certified to 45 CFR 170.314(b)(2); or 
(B) conducts one or more successful tests with the CMS designated test EHR during the EHR reporting period.
	EP/ EH / CAH Objective: EP/EH/CAH who transitions their patient to another setting of care or refers their patient to another provider of care 
- Provide a summary of care record for each site transition [endnoteRef:1]or referral when transition or referral occurs with available information

Measure: The EP, eligible hospital, or CAH that site transitions or refers their patient to another setting of care (including home) or provider of care provides a summary of care record for 65% of transitions of care and referrals (and at least 30% electronically).

Certification Criteria:  EHR is able to set aside a concise narrative  section in the summary of care document that allows the provider to prioritize clinically relevant information such as reason for transition and/or referral.  

Must include the following four for transitions of site of care, and the first for referrals (with the others as clinically relevant): 
1. Concise narrative in support of care transitions (free text that captures reason for referral or transition)
2. Setting-specific goals
3. Instructions for care during transition and for 48 hours afterwards
4. Care team members, including primary care provider and caregiver name, role and contact info (using DECAF)
   [1:  Definition of transition of care: We revise our description of transitions of care for the purpose of defining the denominator. For an EP who is on the receiving end of a transition of care or referral, (currently used for the medication reconciliation objective and measure), the denominator includes first encounters with a new patient and encounters with existing patients where a summary of care record (of any type) is provided to the receiving provider. The summary of care record can be provided either by the patient or by the referring/transiting provider or institution. We believe that both of these situations would create information in the CEHRT that can be automatically recorded. For an EP who is initiating a patient transfer to another setting and/or referring a patient to another provider, (currently used for providing summary of care documents at transitions of care), the initiating/referring EP would count the transitions and/or referrals that were ordered by the EP in the measure denominator. If another provider also sees the same patient, only the EP who orders the transition/referral would need to account for this transition for the purpose of this measure. EPs are not responsible for including patient-initiated transitions and referrals that were not ordered by the EP. For example, if the EP creates an order for admission to a nursing home, this transition of care would be counted in the EP's measure denominator. If one of the EP's patients is admitted to a nursing home by another provider, this transition would only have to be counted by the EP who creates the order and not necessarily by other EPs who care for the patient. We want to emphasize that these transitions of care/referral descriptions have been developed for purposes of reducing the provider measurement burden for the EHR Incentive Program and do not necessarily apply to other programs or regulations. We also clarify that these descriptions are minimum requirements. An EP can include in the denominator transitions of care and referrals that fit the broader descriptions of these terms, but are not one of the specific events described previously.
] 

	 
	

	SGRP304
	Improve Care Coordination
	New 
	New 
	EP/ EH / CAH Objective: EP/ EH/CAH who transitions their patient to another setting of care or refers their patient to another provider of care
For each transition of site of care, provide the care plan information, including the following elements as applicable:
•Medical diagnoses and stages 
•Functional status, including ADLs
•Relevant social and financial information (free text)
•Relevant environmental factors impacting patient’s health (free text)
•Most likely course of illness or condition, in broad terms (free text)
•Cross-setting care team member list, including the primary contact from each active provider setting, including primary care, relevant specialists, and caregiver
•The patient’s long-term goal(s) for care, including time frame (not specific to setting) and initial steps toward meeting these goals
•Specific advance care plan (POLST) and the care setting in which it was executed

For each referral, provide a care plan if one exists

Measure:  The EP, eligible hospital, or CAH that transitions or refers their patient to another setting of care or provider of care provides the electronic care plan information for 10% of transitions of care to receiving provider and patient/caregiver.


	 
	HITSC Questions:
· What counts as a transition? Definition of a transition?
· We need a definitional statement about what the care plan refers to.
· What standards exist for structured data elements to include in summary of care?
Clinical Quality response (primary): Typically care plan is free text-- there are places in a consolidated CDA that accommodate text but little is encoded data.
There is no standard around defining goals and related interventions for the care plan, but many other elements can be pulled from the EHR.
The care plan should be present regardless of transition but should certainly be transmitted at transfers of care.
Transitions of greatest concern are separate encounters—hospital to other facility would probably be first step and therefore moving from one encounter to another is a possible definition, although this does not capture the full intent and might still be difficult to define for  the denominator.
Clinical Operations WG/ Vocabulary Task Force response (secondary):  Consolidated CDA currently enables templates for problems, medications, allergies, notes, labs, and care plans. There are no standards to support the structured recording of a number of items listed in the suggested criterion.  Much more specific policy requirements for the criterion must be documented quickly to have any hope of using sufficiently mature standards in time for MU3.



	SGRP305
	Improve Care Coordination
	New 
	New 
	EP / EH / CAH Objective (new): EP/EH/CAH to whom a patient is referred acknowledges  receipt of external information and provides referral results to the requesting provider, thereby closing the loop on information exchange. 

Measure:  For 10% of patients referred during an EHR reporting period, referral results generated from the EHR are returned to the requestor (e.g. via scan, printout, fax, electronic CDA Care Summary and Consult Report).




	 
	HITSC Questions: Are there mature standards available to “close the loop” for this process? 
What format/infrastructure would you recommend?

Clinical Operations WG/ Vocabulary Task Force response :There are no mature standards available to close the loop for this process. Standards for provenance on CDA could be developed but work would have to be done.

	SGRP127
	Improve Care Coordination
	New 
	New 
	New 
	Stage 4: Ability to maintain an up-to-date interdisciplinary problem list inclusive of versioning in support of collaborative care 
	

	SGRP125
	Improve Care Coordination
	New 
	New 
	New 
	Stage 4: Medication reconciliation: create ability to accept data feed from PBM (Retrieve external medication fill history for medication adherence monitoring)

Vendors need an approach for identifying important signals such as: identify data that patient is not taking a drug, patient is taking two kinds of the same drug (including detection of abuse) or multiple drugs that overlap. 
	

	SGRP306
	Improve Care Coordination
	N/A
	Not included separately (included in care summary)
	Add into care summary
	 
	

	SGRP307
	Improve Care Coordination
	N/A
	Not included separately (included in care summary)
	Add into care summary
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