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	Clinical Decision Support
	Objective: Use clinical decision support to improve performance on high-priority health conditions.

Measure 1: Implement five clinical decision support interventions related to four or more clinical quality measures at a relevant point in patient care for the entire EHR reporting period. Absent four clinical quality measures related to an EP’s scope of practice or patient population, the clinical decision support interventions must be related to high-priority health conditions.

Measure 2: The EP has enabled and implemented the functionality for drug-drug and 
drug-allergy interaction checks for the entire EHR reporting period. 
	Objective: Use clinical decision support to improve performance on high priority health conditions
Measure: 
1. Implement 15 CDS interventions or guidance related to 5 or more CQMs. The 15 CDS interventions should include 2 or more interventions in each of the following areas:
a) Preventive care 
b) Chronic disease management
c) Appropriateness of lab/rad
d) Advanced medication CDS
e) Accuracy or completeness of the problem list
2. Enable drug-drug and drug-allergy interaction checks

Certification Criteria
1. Ability to track CDS triggers
2. Ability to flag preference-sensitive conditions and provide decision support materials for patients
3. Check for a maximum dose /weight based calculation
4. Use of structured SIG standards
5. Consume external CDS interventions 
6. Use info in  systems to support maintenance of lists

	Demonstrate use of multiple CDS interventions that apply to quality measures in at least 4 of the 6 National Quality Strategy priorities. Recommended intervention areas:
1. Preventive care
2. Chronic disease management (e.g., diabetes, coronary artery disease) 
3. Appropriateness of lab and radiology orders (e.g., medical appropriateness, cost-effectiveness)
4. Advanced medication-related decision support* (e.g., renal drug dosing, condition-specific recommendations).  
5. Improving the accuracy/completeness of the problem list, medication list, drug allergies
6. Drug-drug and drug-allergy interaction checks

CEHRT should have the functionality to enable intervention tools such as (the intention is not to be overly prescriptive, but to encourage innovation in these areas):
1. Ability to track CDS  interventions and user responses to interventions (e.g. how often an intervention such as an alert has fired, and what the immediate user response was—e.g. override (and if applicable provide reason), discontinue.  
2. Perform age-appropriate maximum-dose weight based calculation 
3. Ability to consume external CDS rules to support CDS interventions, using for example standards from Health eDecisions.

*Kuperman, GJ. (2007)Medication-related clinical decision support in computerized provider order entry systems a review. Journal of the American Medical Informatics Association: JAMIA, 14(1):29-40.

	


	Care Planning
	Objective: Record whether a patient 65 years old or older has an advance directive. 

Measure:  More than 50 percent 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. 
	EP MENU/EH Core Objective: Record whether a patient 65 years old or older has an advance directive

EP MENU/EH Core Measure: More than 50 percent 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. 

	· Core for EHs, introduce as Menu for EPs
· Record whether a patient 65 years old or older has an advance directive 
· Threshold: Medium 
· Certification Criteria: CEHRT has the functionality to store the document in the record or include more information about the document (e.g., link to document or instructions regarding where to find the document or where to find more information about it).

	

	Reminders
	Objective: Use clinically relevant information to identify patients who should receive reminders 
for preventive/follow-up care and send these patients the reminders, per patient preference.

Measure: More than 10 percent of all unique patients who have had 2 or more office visits with 
the EP within the 24 months before the beginning of the EHR reporting period were 
sent a reminder, per patient preference when available.
	EP Objective: Use clinical, social, or family history information (beyond demographics) to identify patients who should receive reminders for preventive/follow-up care.

EP Measure: More than 20% of all unique patients who have had one office visit with the EP within the 24 months prior to the beginning of the EHR reporting period were sent a reminder for preventive or follow-up care (does not include appointments), in the format of the patient’s preference (e.g., telephone, text, email), if the provider has the technical capability.

Exclusion: Specialists may be excluded for prevention reminders (could be more condition specific). 
Certification criteria: HITSC to identify what the communication preferences options should be for this objective. Providers should have the ability to select options that are technically feasible, these could include:  Email, text, patient portal, telephone, regular mail. 

	· No Change
· Core: Eligible Professionals use relevant data to identify patients who should receive reminders for preventive/follow-up care
· Threshold: Low 
· Reminders should be shared with the patient according to their preference (e.g., online, printed handout), if the provider has the technical capability 
	

	eMAR
	Objective: Automatically track medications from order to administration using assistive 
technologies in conjunction with an electronic medication administration record 
(eMAR).

Measure: More than 10 percent 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 for which all doses are tracked using eMAR.
	EH Objective: Automatically track medications from order to administration using assistive technologies in conjunction with an electronic medication administration record (eMAR)
Measure:  
1) More than 50% 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.
2) Mismatches (situations in which a provider dispenses a medication and/or dosing that is not intended) are tracked for use in quality improvement. 

	· Eligible Hospitals automatically track medications from order to administration using assistive technologies in conjunction with an electronic medication administration record (eMAR)
· Threshold: Medium
· Certification criteria: CEHRT provides the ability to track mismatches between the order and what was administered to use for quality improvement 
	

	Imaging
	Objective: Imaging results consisting of the image itself and any explanation or other 
accompanying information are accessible through CEHRT.

Measure: More than 10 percent of all tests whose result is one or more images ordered by the 
EP during the EHR reporting period are accessible through CEHRT. 
	EP MENU/EH CORE Objective: Imaging results consisting of the image itself and any explanation or other accompanying information are accessible through CEHRT
EP MENU/EH CORE Measure: More than 10 imaging study encounters (anything associated with an order, e.g., radiology, photographs, images of ECG),  ordered are accessible (e.g. viewed directly in the EHR or a link to a separate system reached via the EHR) through CEHRT
Certification criteria: CEHRT should be able to display with the image the radiation exposure associated with the imaging study.  
	· For both Eligible Professionals (menu) and Hospitals (core) imaging results should be included in the EHR.  Access to the images themselves should be available through the EHR.  
· Threshold: Low
· CEHRT should have ability to deliver a patient friendly description of the result from the provider to the patient 
	Awaiting feedback from Clinical Operations.


	Family History
	Objective: Record patient family health history as structured data.

Measure: More than 20 percent of all unique patients seen by the EP during the EHR reporting 
period have a structured data entry for one or more first-degree relatives. 
	MENU Objective: Record patient family history  as structured data
MENU Measure: More than 20 percent of all unique patients seen by the EP or admitted to the EH 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 
Certification criteria: Make sure that every appropriate CDS intervention can take into account family history for outreach (need to move that functionality along as part of preventative outreach).

	· No Change
· Menu Eligible Professionals and Hospitals record patient family health history as structured data for one or more first-degree relatives 
· Threshold: Low
· Certification criteria: CEHRT have the capability to take family history into account for CDS interventions

	

	Electronic Notes
	Objective: Record electronic notes in patient records. 

Measure: Enter at least one electronic progress note created, edited and signed by an EP for more than 30 percent of unique patients with at least one office visit during the EHR Measure reporting period. The text of the electronic note must be text searchable and may 
contain drawings and other content
	CORE EP/EH objective: Record electronic notes in patient records

EP: Within 4 calendar days, record an electronic progress note, authored by the eligible professional, for more than 30 % of unique patient office visits. 

EH: Within 4 calendar days of admission, record an electronic progress note (excluding the discharge summary) created, edited, and signed by an authorized provider of the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23) for more than 30% of unique patients.

Notes must be text-searchable. Non-searchable scanned notes do not qualify but this does not mean that all of the content has to be character text.  Drawings and other content can be included with text notes under this measure

	· Move to Core
· Eligible Professionals record an electronic progress note, authored by the eligible professional.  
· Electronic progress notes (excluding the discharge summary) should be created, edited, and signed by an authorized provider of the Eligible Hospital or CAH
· Notes must be text-searchable
· Non-searchable scanned notes do not qualify but this does not mean that all of the content has to be character text.  Drawings and other content can be included with text notes under this measure
· Threshold: Low
· Certification Criteria:  Provide functionality analogous to “track changes” in Microsoft Word™.  Help reader assess accuracy and find relevant changes by making the originating source of sections of clinical documents transparent. 
· Default view of documents in the medical record and those transmitted to other EHRs is a "clean copy" (i.e. not showing tracked changes).  The reader can easily click a button and view the tracked-changes version.

	

	Hospital Labs
	EH MENU Objective: Provide structured electronic lab results to ambulatory providers
EH MENU Measure: Hospital labs send structured electronic clinical lab results to the ordering provider for more than 20 percent of electronic lab orders received
	EH CORE Objective: Provide structured electronic lab results to EPs
EH CORE Measure: Hospital labs send (directly or indirectly using LOINC) structured electronic clinical lab results to the ordering provider for more than 50% of electronic lab orders received. 
· Address threshold based upon stage 2 experience.

	· Eligible Hospitals provide structured electronic lab results using LOINC to ordering providers
· Threshold: Low

	

	Order Tracking
	**New**
	EP Objective: The EHR is able to assist with follow-up on orders to improve the management of results. 
EP Measure: 10% of results (e.g., consult requests (referrals), lab, rad, pathology) are acknowledged within 3 business days of when the request/test is resulted.
Certification Criteria:
EHRs must have the ability to:
· identify abnormal test results as determined by the laboratory
· provide the option at ordering time for the provider to indicate a due date for any order
· notify the ordering provider when results are available or not completed by a certain time
· record date and time that results are reviewed and by whom

	· Menu Eligible Professionals 
· Results of consult requests are returned to the ordering provider
· Threshold: Low
· Certification requirements:
· CEHRT provides ability to:
· Identify abnormal tests as  indicated in the lab result message
· Indicate a due date for orders when entering the order
· Notify ordering provider when results are available or not completed by a certain time
· Record date and time that results are reviewed and by whom

	

	Unique Device Identifier (UDI)
	**New**
	MENU objective:  EPs and EHs should record the FDA Unique Device Identifier (UDI) when patients have devices implanted for each newly implanted device.
MENU Measure: EPs and EHs should record the UDI when patients have the device implanted for 80% of patients seen within the EHR reporting period.

	· Eligible providers and hospitals should record the FDA Unique Device Identifier (UDI) when patients have devices implanted for each newly implanted device
· Threshold: High 

	

	Medication Adherence
	**New**
	Medication adherence: create ability to accept data feed from PBM (Retrieve external medication fill history for medication adherence monitoring)
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. 
Certification criteria: EHR technology supports streamlined access to prescription drug monitoring programs (PDMP) data.
· For example:
· Via a hyperlink or single sign-on for accessing the PDMP data
· Via automated integration into the patient’s medication history 
· Leveraging things like single sign on or functionality that could enable the linkage between PDMPs and prescribers and EDs?

	· Certification Criteria 
· CEHRT has the ability to:
1. Access medication fill information from PBM
2. Access PDMP data in a streamlined way (e.g., sign-in to PDMP system)
3. Provide patients with the ability to share their adherence history (using structured questionnaire)


	EHRA: Feedback on the level of effort will help MU WG decide whether Stage 3 or Future?

Clinical Quality: feedback on the readiness of standards will help determine whether this could be a certification criteria item or should be pushed out to a future stage.

	View, Download, Transmit (VDT)

	Objective: Provide patients the ability to view online, download and transmit their health 
information within four business days of the information being available to the EP. 

Measure 1: 
More than 50 percent of all unique patients seen by the EP during the EHR 
reporting period are provided timely (available to the patient within 4 
business days after the information is available to the EP) online access to 
their health information. 

Measure 2: 
More than 5 percent 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. 
1.	 More than 50 percent of all unique patients discharged from the inpatient or 
emergency departments of the eligible hospital or CAH (POS 21 or 23) during 
the EHR reporting period have their information available online within 36 
hours of discharge. 
2.	 More than 5 percent of all unique patients (or their authorized 
representatives) 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 EHR reporting period
	EPs should make information available within 24 hours if generated during the course of a visit
· For labs or other types of information not generated within the course of the visit, it is made available to patients within 4 days of becoming available 
· Potential to increase both thresholds (% offer and % use) based upon experience in Stage 2
· Add optional item: family history
· Certification Criteria: CEHRT should provide the ability for patients to designate to whom and when a summary of care document is sent to a patient-designated recipient, building upon Blue Button.

	· Eligible Professionals/Eligible Hospitals provide patients with the ability to view online, download, and transmit  (VDT) their health information within 24 hours if generated during the course of a visit and ensure the functionality is in use by patients.
· Threshold for availability: High (i.e., the functionality is available to the majority of patients; it does not require patients to view information online, if they chose not to)
· Threshold for use: low
· Labs or other types of information not generated within the course of the visit should be made available to patients within four (4) business days of information becoming available
· Add family history to  data available through VDT 
· Mobile access to VDT is encouraged as an essential way to reach underserved populations.
	Consumer Technology WG: Certification criteria around translating medical information into plain language (e.g. MedlinePlus) 

Mobile access to VDT?

· Recommend that CEHRT provide the ability for patients to designate to whom and when a summary of care document is sent to a patient-designated recipient, building upon automated Blue Button efforts
Letter of Transmittal: The recommendations from the February 13, 2013 Clinical Documentation Hearing, suggested that to improve accuracy, to improve patient engagement, and to guard against fraud, EHRs should have the functionality to provide progress notes as part of the MU objective for View, Download, and Transmit, for those providers who elect to do so.  Although these goals still remain, upon further investigation, the workgroup is concerned that the inclusion of open assess to notes as a requirement for Meaningful Use could potentially stifle innovation and impact future sharing.  The workgroup felt it was too early to prescribe a method, as those currently doing this are using different methods.  

Discussions with those leading the Open Notes project revealed that many systems do this differently and it is too early to identify a single method that works best for all systems.   The workgroup agreed upon the importance of sharing notes with patients, but felt it was too early to include in stage 3 without stifling innovation.  That being said, there were a few workgroup members that felt that it would be possible to create the capacity to electronically share notes with patients through portals in stage 3.

	Amendments
	**New**
	· Provide patients with an easy way  to request an amendment to their record online (e.g., offer corrections, additions, or updates to the record) 

	· Certification Criteria only:  Provide patients with an easy way to request an amendment to their record online (e.g., offer corrections, additions, or updates to the record) 

	

	Patient Generated Health Data
	**New**
	EP/EH MENU Objective: Patients have the ability to electronically submit PGH information
EP/EH MENU Measure: Provide the ability to electronically submit PGH information through structured or semi-structured questionnaires (e.g., screening questionnaires, intake forms, risk assessment, functional status) for more than 10 % of all unique patients seen by the EP during the EHR reporting period.   
Standards work needed: Certification criteria for devices, continue to work with HITSC.

	· Eligible professionals and Eligible Hospital providers accept electronically submitted patient-generated health information through structured or semi-structured questionnaires (e.g., screening questionnaires, intake forms, risk assessment, functional status) or secure messaging.  (NB: an organization that accepts patient-generated information using interfaces to remote devices may count that as patient-generated health information.)  
· Threshold: Low

	HITSC will provide guidance prior to January 28th
· Specific use cases for care team roster and PGHD questionnaires
· Review of Continua standards

Link to CE WG letter of transmittal

	Visit Summary/ Clinical Summary
	Objective: Provide clinical summaries for patients for each office visit.
Measure: Clinical summaries provided to patients or patient-authorized representatives within 
one business day for more than 50 percent of office visits
	The visit summary should be pertinent to the office visit, not just an abstract from the medical record.
EP Objective: An office-visit summary is provided to a patient or patient-authorized representative with relevant and actionable information and instructions pertaining to the visit in the format indicated by the patient.
EP Measure: An office visit summary is provided to a patient or patient-authorized representative with relevant and actionable information and instructions pertaining to the visit in the format requested as indicated by the patient (e.g., available online, via email, print out of summary, etc.), if the provider has the technical capability within 1 business day for more than 50 percent of office visits.
Certification criteria #1:  Intent is to make sure the EHR can draw from the range of existing specified information and enable providers to include and exclude data based upon patient needs.  
Certification criteria #2: HITSC to identify what the communication preferences options should be. Providers should have the ability to select options that are technically feasible, these could include:  Email, patient portal, regular mail. 

	· EPs provide office-visit summaries to patients or patient-authorized representatives with relevant, actionable information, and instructions pertaining to the  visit in the form/media preferred by the patient
· Summaries should be shared with the patient according to their preference (e.g., online, printed handout), if the provider has the technical capability
· Certification Criteria: CEHRT allows provider organizations to configure the summary reports to provide relevant, actionable information related to a visit.   
· Threshold: Medium
· HITSC to identify what the communication preferences options should be. Providers should have the ability to select options that are technically feasible, these could include:  Email, patient portal, regular mail, etc…


	

	Patient Education
	Objective: Use clinically relevant information from Certified EHR Technology to identity patient-specific education resources and provide those resources to the client.

Measure: Patient-specific education resources identified by Certified EHR Technology are 
provided to patients for more than 10 percent of all unique patients with office visits 
seen by the EP during the EHR reporting period.
	Objective: Provide patient  specific educational material in at least one non-English language, in the format preferred by the patient, if the provider has the technical capability 
Measure: Deliver at least one patient specific educational material to one patient in that patient’s preferred non-English language identified by CEHRT and in the patient’s preferred format (e.g., online, print-out from CEHRT).
Certification criteria #1: Expand the InfoButton standard to include disability status.  Disability status needs to be defined and flagged at the point of entry (e.g. registration or appointment gathering).   
Certification criteria #2: HITSC to identify what the communication preferences options should be. Providers should have the ability to select options that are technically feasible, these could include:  Email, patient portal, regular mail. 

	· Eligible Providers and Hospitals use CEHRT capability to provide patient-specific educational material  in the patient’s preferred non-English language and preferred form/media (e.g.,  online, print-out from CEHRT)
· Certification criteria: EHRs are capable of providing patient-specific non-English educational materials based on patient preference
· Thresholds: Low
· At least one patient receives non-English educational material according to the patient’s language preference
· Certification Criteria: CEHRT will flag situations where patient preferences may significantly affect diagnostic or treatment options (e.g., PSA testing, genetic testing, ***).  These should also be applied to  provide CDS material for patients.

	Transmittal letter: Expand the InfoButton standard to include disability status.  

	Secure Messaging
	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 CEHRT by more than 5 percent of unique patients (or their authorized representatives) seen by the EP 
during the EHR reporting period. 
	Measure: More than  5% of patients use secure electronic messaging to communicate with EPs
 
Certification requirement:  Provide the capability to: 
1. measure and report the response timeframe
2. for the patient to indicate that no response is needed
3. mode of response (e.g., telephone, secure message)
	· No Change
· Eligible Professionals 
· Patients use secure electronic messaging to communicate with EPs on clinical matters.  
· Certification-only requirement:  EHRs have the capability to:
· Indicate whether the patient is expecting a response to a message they initiate
· Track the response to a patient-generated message (e.g., no response, secure message reply, telephone reply) 
· Threshold: Low (e.g. 5% of patients send secure messages)


	EHRA: Why Jumbo?  The more details provided will help MU WG make less burdensome.  What assumptions are being made in feedback?

Original Response: 
Overall estimate: Jumbo 
Additional tracking of response timeframe including multiple modes of response – large. 
· Patient indication of no response needed – small. 
· Tracking of mode of response – small. (See first estimate for support for multiple modes of response.) Updated reporting for revised measure. 

	Medication Reconciliation
	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.

Measure: The EP who performs medication reconciliation for more than 50 percent of 
transitions of care in which the patient is transitioned into the care of the EP. 


	EP / EH / CAH Objective: The EP, EH, 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

EP / EH / CAH Measure: The EP, EH, or CAH who receives a patient from another setting of care or provider of care or believes an encounter is relevant performs reconciliation for medications for more than 50% of those patients. 

Certification criteria: CDS intelligence to ensure lists are accurate (see SGRP113 as well)

	· Eligible Professionals, Hospitals, and CAHs who receive patients from another setting of care performs medication reconciliation.  
· FAQ: Reconciliation may also be performed for all encounters.
· Threshold: No Change
	

	Summary of Care
	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.

EPs must satisfy both of the following measures in order to meet the objective: 
Measure 1: 
• The EP who 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. 
Measure 2: 
The EP who transitions or refers their patient to another setting of care or 
provider of care provides a summary of care record for more than 10 percent 
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 NwHIN. 
Measure 3: 
An EP must satisfy one of the following criteria: 
Conducts one or more successful electronic exchanges of a summary of care 
document, as part of which is counted in "measure 2" (for EPs the measure at 
§495.6(j)(14)(ii)(B) with a recipient who has EHR technology that was 
developed designed by a different EHR technology developer than the 
sender's EHR technology certified to 45 CFR 170.314(b)(2). 
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 transfers their patient to another setting of care (including home),  requests a consult from a provider in another setting of care, or provides consultation results to a provider in another setting of care provides a summary of care record that pertains to the type of transition:
· Transfers of care from one site of care to another (e.g.. Hospital to SNF, PCP, HHA, etc…; SNF, PCP, etc… to HHA; PCP to new PCP)
· Consult (referral) request (e.g., PCP to Specialist;  PCP, SNF, etc… to ED)
· Consult result note (e.g. ER note, consult note) 

Measure: The EP, EH, or CAH that transfers their patient to another setting of care (including home), requests a consult from a provider in another setting of care, or provides consultation results to a provider in another setting of care, provides a summary of care record for 50% of transitions (consult note, consult request, transfer of care, as indicated above) and at least 10%* electronically.
 
Certification criteria #1:  EHR is able to set aside a concise narrative section in the summary of care document that allows the provider to document clinically relevant rationale such as reason for transition and / or consult request.

Certification criteria #2: Ability to automatically populate a consult request form for specific purposes, including a referral to a smoking quit line. Certification criteria #3: Care team should include all care team members as defined in the consolidated CDA

	EPs/EHs/CAHs provide a summary of care* record pertaining to the type of transition when transferring patients to another setting of care (including home), requests a consult from a provider in another setting of care, or provides consultation results to a provider in another setting.
Types of transitions:
· Transfers of care from one site of care to another (e.g.. Hospital to SNF, PCP, HHA, home, etc…; SNF, PCP, etc… to HHA; PCP to new PCP) 
· Consult (referral) request (e.g., PCP to Specialist;  PCP, SNF, etc… to ED)
· Consult result note (e.g. ER note, consult note) 
Summary of care may (at the discretion of the provider organization) include:
· A narrative that includes a synopsis of current care and expectations for consult/transition
· Overarching patient goals and/or problem specific goals
· Patient instructions, suggested interventions for care during transition
· Information about known care team members (including a designated caregiver)
* An electronic summary is preferred

Threshold: No Change
	Seeking additional feedback from EHRA, based upon updated objective.

Original Response from EHRA:
Overall estimate: Large to Jumbo 
Adding consult result workflows, large or jumbo, see entry in next row also. 
Auto-consult request forms, small. 
Narrative in CCDA, small. 
Updated reporting for revised measure. 

	Notifications
	**New**
	· MENU EH Objective: The EH/CAH will send electronic notification of a significant healthcare event in a timely manner to key members of the patient’s care team, such as the primary care provider, referring provider or care coordinator, with the patient’s consent if required. 
· Significant events include:
· Arrival at an Emergency Department (ED)
· Admission to a hospital
· Discharge from an ED or hospital
· Death

· EH Measure: For 25 patients with a significant healthcare event (arrival at an Emergency Department (ED), admission to a hospital, discharge from an ED or hospital, or death), EH/CAH will send an electronic notification to at least one key member of the patient’s care team, such as the primary care provider, referring provider or care coordinator, with the patient’s consent if required, within 24 hours of when the event occurs.
Certification Criteria: Ability to send/receive notification of a significant healthcare event 

	· Menu: Eligible Hospitals and CAHs send electronic notifications of significant healthcare events in a timely manner to key [?requested] members of the patient’s care team (e.g., the primary care provider, referring provider, or care coordinator) with the patient’s consent if required
· Significant events include:
· Arrival at an Emergency Department (ED)
· Admission to a hospital
· Discharge from an ED or hospital
· Death
· Notifications should be automatically sent to the provider of record 
· Low threshold 

	Question to EHRA: If ED and admissions are prioritized, will this be more manageable? 


EHRA Original Response: Overall estimate: Jumbo 
Estimate depends on approach and the availability of standards. Would have both development and implementation impact. 
· Identification of appropriate triggers 
· Sending the notification 
· Capture who the patient wants to send notifications to 
· Capturing patient consent for sending the notifications 
· Tracking/auditing of notifications 
· Directory of recipients of notifications 
· Reporting for new measure. 

We would be happy to further discuss appropriate standards with the HITSC. 

	Immunization history
	
	· EP/ EH Objective:  Capability to receive a patient’s immunization history supplied by an immunization registry or immunization information system, and to enable healthcare professionals to use structured historical immunization events in the clinical workflow, except where prohibited, and in accordance with applicable law and practice.

Measure: Documentation at least 10 query results received by the EHR from the immunization registry or immunization information system within the reporting period.

Exclusion: EPs and EHs that administer no immunizations or jurisdictions where immunization registries/immunization information systems cannot provide electronic immunization histories.

Certification criteria #1: EHR is able to receive and present a standard set of structured, externally-generated, immunization history and capture the act and date of review within the EP/EH practice.
Certification criteria #2: Ability to generate a report that the functionality was enabled for the entire reporting period.


	· Eligible Professionals, Hospitals, and CAHs receive a patient’s immunization history supplied by an immunization registry or immunization information system, allowing healthcare professionals to use structured historical immunization information in the clinical workflow
· Threshold: Low, a simple use case
· Certification Criteria:
·  CEHRT functionality provides ability to receive and present a standard set of structured, externally-generated immunization history and capture the act and date of review within the EP/EH practice

	

	Electronic lab reporting
	Objective: Capability to submit electronic reportable laboratory results to public health agencies, 
where 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 a public health agency for the entire EHR reporting period.

	No Change from Stage 2
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.

	· No Change
· Eligible Hospitals and CAHs  submit electronic reportable laboratory results, for the entire reporting period, to public health agencies, except where prohibited, and in accordance with applicable law and practice

	

	Case Reports
	
	Certification criteria ONLY:  The EHR uses external data to prompt the end-user when criteria are met for case reporting.  The date and time of prompt is available for audit.  Standardized (e.g., consolidated CDA) case reports are submitted to the state/local jurisdiction and the data/time of submission is available for audit. 

	· Certification Criteria
· CEHRT is capable of using external knowledge (i.e., CDC/CSTE Reportable Conditions Knowledge Management System) to prompt an end-user when criteria are met for case reporting.  
· When case reporting criteria are met, CEHRT is capable of recording and maintaining an audit for the date and time of prompt.  
· CEHRT is capable of using external knowledge to collect standardized case reports (e.g., structured data capture) and preparing a standardized case report (e.g., consolidated CDA) that may be submitted to the state/local jurisdiction and the data/time of submission is available for audit. 
	

	Syndromic Surveillance
	Objective: Capability to submit electronic syndromic surveillance data to public health agencies 
except where prohibited, and in accordance with applicable law and practice

Measure: Successful ongoing submission of electronic syndromic surveillance data from CEHRT to a public health agency for the entire EHR reporting period
	No Change from Stage 2
EP MENU Objective: Capability to submit electronic syndromic surveillance data to public health agencies, except where prohibited, and in accordance with applicable law and practice

EH Objective: Capability to submit electronic syndromic surveillance data to public health agencies, except where prohibited, and in accordance with applicable law and practice 

EP/EH Measure: Successful ongoing submission of electronic syndromic surveillance data from Certified EHR Technology to a public health agency for the entire EHR reporting period 

	No Change from Stage 2

· Eligible Hospitals and CAHs  submit syndromic surveillance data for the entire reporting period from CEHRT to public health agencies, except where prohibited, and in accordance with applicable law and practice

	

	Registries
	
	EP Objective: 
Capability to electronically submit standardized commonly formatted reports to two registries from the CEHRT.
Measure:  Documentation (or registry acknowledgement) of ongoing successful electronic transmission of Standardized reports from the CEHRT to two registries (either mandated or voluntary)).  Attestation of submission for at least 10% 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 build and then send a standardized report (e.g., standard message format) to a registry, maintain an audit of those reports, and track total number of reports sent.





	· EPs/EHs reuse CEHRT data to electronically submit standardized (i.e., data elements, structure and transport mechanisms) reports to two registries (e.g., local/state health departments, professional or other aggregating resources) 
· Reporting should use one (or more) of these mechanisms: 
1. For uploading information on individual cases to registries, use standard or enhanced (e.g., structured data capture) c-CDA (e.g., early hearing detection and intervention, cancer, or healthcare associated infections),
2. For large-scale (population-wide) reporting of common conditions, use a  modified consolidated CDA to limit protected health information release to community-based, high priority condition registries (e.g., obesity or hypertension), or
3. Leverage national networks (e.g., FDA Mini-sentinel or  DARTNet Institute) or local (e.g., NYC Primary Care Information Project) federated query technologies .
· Certification criteria
· CEHRT is capable (certification criteria only) of allowing end-user to configure standard c-CDA file to determine which data will be sent to the high priority condition registries (#2 mechanism above).
· Registry owners (e.g., health department, professional societies, other aggregating resources) provide participation proof (e.g., letter)

	


	Clinical Decision Support
	
	
	· Demonstrate use of multiple CDS interventions that apply to quality measures in each of the six NQS domains. Recommended interventions include: 
· Preventive care
· Chronic disease management (e.g., diabetes, coronary artery disease) 
· Appropriateness of lab and radiology orders 
· Advanced medication-related decision support (e.g., renal drug dosing) 
· Improving the accuracy/completeness of the problem list
· Drug-drug and drug-allergy interaction checks
· CEHRT should provide tools that enable the ability to provide these interventions
· Related work that can inform: S&I HealtheDecisions,  HITSC Clinical Quality WG

	

	Additional Patient Information
	EP Objective: Record the following demographics
• Preferred language
• Sex
• Race
• Ethnicity
• Date of birth

EH Objective: Record the following demographics
• Preferred language
• Sex
• Race
• Ethnicity
• Date of birth
• Date and preliminary cause of death in the event of mortality in the eligible hospital or CAH

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) during the EHR reporting period have demographics recorded as structured data.
	Certification criteria: 
· Patient preferred method of communication
· Occupation and industry codes
· Sexual orientation, gender identity (optional fields) 
· Disability status 
· Differentiate between patient reported & medically determined 
· Need to continue standards work 
Certification criteria: HITSC to identify what the communication preferences options should be for the clinical summary, reminders, patient educational material objectives (this will correlate to the patient’s preferred format in each of these objectives).  Providers should have the ability to select options that are technically feasible for them, these could include:  Email, text, patient portal, telephone, regular mail. 

	· Certification criteria
· CEHRT provides the ability to capture
· Patient preferred method of communication*
· Occupation and Industry codes
· Sexual orientation, gender identity (optional fields)
· Disability status
· Differentiate between patient reported & medically determined
· Communication preferences will be applied to the clinical summary, reminders, and patient education objectives
· Providers should have the ability to select options that are technically feasible for them, these include: Email, text, patient portal, telephone, regular mail

· Recommended as certification criteria only
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