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[bookmark: _Toc323707393]Meaningful Use Objective 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

	
	Workgroup Comments
Meaningful Use: (1) Clarify whether paper orders need to be counted. If counting paper orders is difficult, then we propose that the denominator be 1) medications on the med list, 2) resulted lab tests, and 3) resulted radiology tests.  The numerator would be # of CPOE orders entered by the authorizing provider (the goal of CPOE).   (2) As proposed, med, lab, & rad orders are lumped so that one could skip an order type completely.  Recommend keeping percentage by order type (3) Recommend keeping definition requiring a licensed professional (no scribes, defined as an intermediary who is not licensed); this is not meant to extend to progress notes. (4) Clarification- HITPC Proposal: only radiology was suggested as yes/no; laboratory was counted.

	
	HITPC Comments

	 
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 


	
	Workgroup Comments
Meaningful Use: (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.

	
	HITPC Comments




	
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

	
	Workgroup Comments
Meaningful Use: 65% may be high due to patient preference and pharmacy capabilities in certain geographies. 
IE WG preliminary: The IE WG agrees with increasing the eRX requirement, but recommends that the threshold be 50% rather than 65% to account for the persistently wide variation in eRX infrastructure across the country and the non-universal use of eRX among mail-order pharmacies. The IE WG also feels that prescriptions to internal pharmacies should be excluded from the denominator.
· IE WG remains concerned about the difficulty of achieving this objective in many parts of the country.
· According to Surescripts, only 60% of the mail-order prescription volume is electronically enabled through the SureScripts network.
· Regarding internal pharmacies, we note that the HIT Standards Committee recognized the same problem (much internal eprescribing happens today via HL7 messages) but recommended a different approach; to add HL7 as an approved standard for eRx transactions.  Rather than diluting the policy toward eRX standards by adding another approved standard, the IE WG recommends excluding internal pharmacy transactions from the measure denominator.

	
	HITPC Comments




	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

	
	Workgroup Comments
Meaningful Use: Agree with 80%. Would recommend adoption of CDC demographic standards, which are more granular (but can be mapped to) 1997 OMB standards.

	
	HITPC Comments

	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 


	
	Workgroup Comments
Meaningful Use workgroup: 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 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.

	
	HITPC Comments



	
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 


	
	Workgroup Comments
Meaningful Use workgroup: 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 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.

	
	HITPC Comments

	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 


	
	Workgroup Comments
Meaningful Use workgroup: 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 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.

	
	HITPC Comments





	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

	
	Workgroup Comments
Meaningful Use workgroup: Agree.

	
	HITPC Comments

	
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

	
	Workgroup Comments
Meaningful Use workgroup: Agree.

	
	HITPC Comments





	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 



	
	Workgroup Comments
Meaningful Use workgroup: Agree with NPRM. We are concerned about having to check paper prescriptions against a formulary and that it may not be feasible for private providers to get the formularies for all the payers for all their patients.

Information Exchange workgroup: The IE WG recommends retaining the formulary objective as a stand-alone measure and making it Core for EPs and hospitals:
· Formulary-checking should apply to all prescriptions, not just electronic.
· Providers should be required to use the EHR’s automated formulary checking available in CEHRT; MU should not force the provider to perform out of workflow formulary checking 
· HITSC/ONC should identify standards to support automated electronic formulary checking by EHRs
· EHR certification should include automated formulary checking applicable to the medication/patient/insurer/product and provide at a minimum formulary status, coverage, and copay
· Measure should be that EP has enabled (“turned on”) EHR’s automated formulary checking during the entire reporting period

	
	HITPC Comments

	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

	
	Workgroup Comments
Meaningful Use workgroup: Agree.

	
	HITPC Comments





	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.  

	
	Workgroup Comments
Meaningful Use workgroup: EP: We recommend adding a Menu requirement - More than 10% of patients who are 65 or older. Strongly recommend moving 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.

	
	HITPC Comments





	
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.

	
	Workgroup Comments
Meaningful Use workgroup:  
Reinstate the HITPC’s original recommendations
Difference:
a. Only source/citation of CDS
b. 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

	
	HITPC Comments






	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

	
	Workgroup Comments
Meaningful Use workgroup: EP: Agree. Okay to count individual tests.

	
	HITPC Comments

	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.

	
	Workgroup Comments
Meaningful Use workgroup: EP: Agree. We had suggested multiple specific conditions, to ensure that EHRs were certified to handle more than one variable.

	
	HITPC Comments





	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

	
	Workgroup Comments
Meaningful Use workgroup: 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.

	
	HITPC Comments

	
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.

	
	Workgroup Comments
Meaningful Use workgroup: Agree.

	
	HITPC Comments





	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

	
	Workgroup Comments
Meaningful Use workgroup: (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 but believe that Stage 2 may be too soon to expect EPs and EHs to share images with outside providers.

	
	HITPC Comments

	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

	
	Workgroup Comments
Meaningful Use workgroup: Although we support the spirit of this objective, we are not aware of adopted standards in this area, and we have concerns about the cost/benefit of the information as currently captured (e.g., FH is dependent on the clinical condition). 

	
	HITPC Comments





	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.

	
	Workgroup Comments
Meaningful Use workgroup: Agree with adding text-searchable notes to certification. 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.

	
	HITPC Comments





	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.

	
	Workgroup Comments
Meaningful Use workgroup: The providers depend upon hospital labs which are about 40% of the market. 
IE WG recommendation: The IE WG disagrees with the CMS NPRM decision to exclude this objective and recommends that CMS restore the HITPC-recommended requirement for hospitals to send structured lab results electronically to ambulatory providers using certified electronic health record technology and in accordance with designated standards (references to NPRM): 
· § 170.205(k) - HL7 2.5.1 and HL7 Version 2.5.1 Implementation Guide: Standards and Interoperability Framework Lab Results Interface, Release 1 (US Realm)
· § 170.207(g) - LOINC version 2.38
Existing operational interfaces that are delivering structured lab results in accordance with the MU definition should be grandfathered for as long as the existing interfaces are in place.  


	
	HITPC Comments

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

	Engage patients and families in their care 
health disparities
	EP: Provide more than 50% of all patients with an electronic copy of their health information upon request
	Combined with other objectives
	Replaced


	
	Workgroup Comments
Meaningful Use workgroup: Agree. 

	
	HITPC Comments



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

	Engage patients and families in their care 
health disparities
	EH: Provide more than 50% of all patients with an electronic copy of their discharge instructions at the time of discharge upon request
	Combined with other objectives 

	Replaced



	
	Workgroup Comments
Meaningful Use workgroup: Agree. 

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

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



	
	Workgroup Comments
Meaningful Use workgroup: Agree.





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

	Engage patients and families in their care 
health disparities
	N/A

	N/A

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

	
	Workgroup Comments
Meaningful Use workgroup: 
· We appreciate and agree with the intent to keep the timeliness criterion simple (1 timeline).  However, we believe there is value in providing the patient with prompt access to the summary of an encounter (which we define as an office visit or other contact in which an order is generated). We propose that a single timeliness criterion be applied, and that it be shortened to "within two business days of information becoming available to the EP.”
· We believe that 10% of active patients (or care givers) need to have logged on (agreed to terms, authenticated, etc.; view, download, and transmit all count) at any time in the past (not just this reporting period). We believe it is reasonable to reuse previous log-on events in future years.
Information Exchange workgroup: 
1. IE WG supports the intent of the patient engagement objectives but recommends the following changes:
· Recommends changing the measure so that what counts towards the numerator are users registered for a patient portal or method to transmit to a patient-controlled application (eg, PHR).
· Threshold should gradually increase over the Stage 2 period, beginning at 10% in year 1 and increasing 5 percentage points per year to a maximum of 25%.
· Numerator should count two options for transmit: 1) patient entering a portal and pushing information or 2) provider sending information automatically  to an end point designated by the patient (for instance, to their Direct address).
2. Agrees with the intent to encourage greater electronic communication between patients and providers, however, we recommend modifying this measure to also count in the numerator physician-initiated messages that are specifically relevant to the patient’s clinical situation

	
	HITPC Comments





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

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


	
	Workgroup Comments
Meaningful Use workgroup: The NPRM says that HITPC recommended that for clinical summaries information be made available within 24 hrs or within 4 business days of info becoming available.  The HITPC actually recommended that for clinical summaries information be made available within 24 hrs or within 4 (calendar) days of becoming available. That is consistent with our new recommendation to use 2 business days overall to achieve a single timeline for all data.

	
	HITPC Comments

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

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

	
	Workgroup Comments
Meaningful Use workgroup: Agree.

	
	HITPC Comments





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

	Engage patients and families in their care 
health disparities
	N/A

	Offer secure online messaging to patients: at least 25 patients 

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

	
	Workgroup Comments
Meaningful Use workgroup: We are concerned about 10% being too high to achieve by Stage 2. We recommend lowering the threshold to 5% (which is 10% of the necessary 50% with portal access) for patient-initiated messages. The patient-initiated message could be a response to a provider message. We support patient-initiated messages, as provider-initiated reminders and educational materials are already covered in other objectives.
Information Exchange workgroup:  IE WG agrees with the intent to encourage greater electronic communication between patients and providers, however, we recommend modifying this measure to also count in the numerator physician-initiated messages that are specifically relevant to the patient’s clinical situation.
· There is wide variation in market success with patient adoption of patient-facing applications; the vast majority of EPs do not even have such technology in place, and of those who do, some larger, more experienced organizations have reached relatively high (50%+) active patient usage, but most providers have likely not been able to get adoption at such high levels
· Even though we are suggesting expansion of the numerator to include provider-initiated messages, we recommend maintaining the measure at 10% of all patients because providers would only be able to initiate clinically relevant messages to a fraction of those patients who have registered for secure messaging access

	
	HITPC Comments




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

	Engage patients and families in their care 
health disparities
	N/A

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

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

	
	HITPC Comments






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

	Improve Care Coordination

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

	HIE test eliminated in favor of actual use case objectives

	Removed for an actual use case 

	
	Workgroup Comments
Meaningful Use workgroup: We agree with eliminating the test for Stage 2. For Stage 1, we suggested option 4 (actual electronic transmission of a summary of care document).
IE WG recommendation: The IE workgroup agrees with the CMS proposal to remove this objective for Stage 1 with no replacement.
· According to CMS statistics, this objective has not been widely chosen by EPs or EHs to date. One contributing factor is likely confusion about the intent and requirements of the objective. This was a comment the workgroup made in its Stage 1 recommendations. 
· While we understand that removing this objective will eliminate the only Core care coordination measure from Stage 1, this measure is not well enough defined to result in an appropriate escalator towards exchange.   
· We do not recommend replacing this objective because relatively few providers will be affected by it as the Stage 1 cohort diminishes over time, the intent of the objective is achieved by Stage 2 interoperability requirements, and we want to minimize the number of changes made to Stage 1 requirements to reduce market confusion.
· Replacing this objective with Option 4 would not be productive because single tests of capabilities end up being little more than “check the box” objectives that do not tend to have a strong or lasting behavioral impact.

	
	HITPC Comments




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

	Improve Care Coordination

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

	Move to core.

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

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

Information Exchange workgroup: The IE WG agrees with the medication reconciliation objective and measures, but recommends that the exclusion criteria account for specialties and/or clinical situations where medication reconciliation would not be warranted or necessary.
· Some situations do not require medication reconciliation and the requirement could impose workflow burdens with no corresponding clinical benefit (for example, orthopedist treating sprained wrist of an elderly person who is on multiple medications – med rec could be time-consuming but may not be relevant to the diagnosis or treatment).
· This expansion of allowed exclusions is especially important because this requirement is being moved from Menu to Core.

	
	HITPC Comments





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

	Improve Care Coordination

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

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

	
	Workgroup Comments
Meaningful Use workgroup: 
· Care plan section of the summary of care document should include the reason(s) for referral or transition and the results of the referral (recommendations). 
· To support the measure, the provider needs to capture the fact that a transition is about to occur.  
· We agree with the requirement for measure 2 that the transmitted summary of care document should cross organizational barriers.  However, we believe that while it is essential that the exchange of information comply with prescribed standards, we believe that requiring that the transmission occur between different vendor systems may cause unintended consequences in some geographic regions where a few vendors may have a dominant market share. 
· The group was divided on countable number vs. percent. 
· One ongoing electronic connection between two different organizations should be required unless less than 5 transitions occurred in the year. 
Information Exchange workgroup
1. The IE WG supports the requirement to conduct electronic transmission of care summaries, but recommends removing the cross-vendor requirement to meet the 10% electronic exchange threshold. 
2. The IE WG recommends adjusting the electronic transmission measure denominator in two ways: 1)Exclude from the denominator referrals to providers that have the ability to view or query patient clinical data, either directly from the referring provider’s EHR or from a repository or HIE populated with patient data by the referring provider. 2) Exclude the provider from the objective if the resultant denominator is fewer than 50 referrals per year.

	
	HITPC Comments





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

	Improve Care Coordination

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

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

	
	HITPC Comments

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

	Improve Care Coordination

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

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

	
	HITPC Comments





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

	Improve population and public health 

	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

	
	Workgroup Comments
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). 

Information Exchange workgroup: 
· The IE WG concurs with the inclusion of NPRM objectives that increase the volume and value of public health reporting and, in particular, with requiring public health submissions “except where prohibited” in Stage 1.  
· Specifically define “successful ongoing submission” to be 10% of all qualifying transactions increasing 10 percentage points per year over Stage 2 to a maximum of 50%  
· IE WG recommends that CMS broaden exclusion criteria to include circumstances where the immunization registry has designated a “health information exchange” to receive the information so long as this alternative is a reasonable alternative in terms of price and integration requirements.
· IE WG recommends that CMS define more specifically which immunizations are required to be reported by providers.
· NPRM allows exclusion where a public health entity is not capable of receiving immunization information, but exclusion does not apply where public health entity has designated a “health information exchange” or other entity to receive such information on its behalf.
· To the extent that such organizations may charge a fee or have high integration or other requirements, the exclusion should specify that the requirements for submission through the designated entity should be “reasonable”.

	
	HITPC Comments





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

	Improve population and public health 

	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.


	
	Workgroup Comments
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). 

Information Exchange workgroup: Concern that too much discretion left to state and local public health agencies.  Lack of definition of ongoing successful submission. There appears to be significant optionality allowed in the standards, which may not align with other information exchange objectives such, e.g. transitions of care.  
· The IE WG concurs with the inclusion of NPRM objectives that increase the volume and value of public health reporting and, in particular, with requiring public health submissions “except where prohibited” in Stage 1.  
· Specifically define “successful ongoing submission” to be 10% of all qualifying transactions increasing 10 percentage points per year over Stage 2 to a maximum of 50%  


	
	HITPC Comments




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

	Improve population and public health 

	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

	
	Workgroup Comments
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). 

Information Exchange workgroup: 
· The IE WG supports CMS’ proposal to make Syndromic Surveillance a Core requirement for EH/CAHs and a Menu requirement for EPs. 
· This was the IE WG recommendation last year.
· Public health infrastructure is not yet prepared to receive syndromic surveillance data from ambulatory care settings. 
· The necessary standards are under development but do not yet exist so the WG is unable to assess the reasonableness of the requirement.  
· We also note that for EPs this would be a new public health requirement that did not even exist in the paper world, so will be a whole new workflow and adoption challenge for ambulatory practices.
· The IE WG concurs with the inclusion of NPRM objectives that increase the volume and value of public health reporting and, in particular, with requiring public health submissions “except where prohibited” in Stage 1.  
· Specifically define “successful ongoing submission” to be 10% of all qualifying transactions increasing 10 percentage points per year over Stage 2 to a maximum of 50%  

	
	HITPC Comments





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

	Improve population and public health 

	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

	
	Workgroup Comments
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
· 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.  
Information Exchange workgroup: 
· IE WG recommends that CMS specifically designate which registries in each state or territory would qualify for this objective.  These registries should also adhere to any standards being required through EHR certification.
· For Cancer Registries, recommend changing “state cancer registry” to  “Public Health Central Cancer Registries” or just “Central Cancer Registries”, which would include all of the registries funded by CDC’s Division of Cancer Prevention and Control and by NCI’s SEER program. These include cancer registries maintained by states, territories, and regions. (SEER also includes some Indian nations.) The word “central” is typically used to distinguish these from hospital cancer registries.  
· The IE WG concurs with the inclusion of NPRM objectives that increase the volume and value of public health reporting and, in particular, with requiring public health submissions “except where prohibited” in Stage 1.  
· Specifically define “successful ongoing submission” to be 10% of all qualifying transactions increasing 10 percentage points per year over Stage 2 to a maximum of 50%  

	
	HITPC Comments





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

	Improve population and public health 

	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

	
	Workgroup Comments
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). 

Information Exchange workgroup: 
· More specificity is needed on the definition of what would be qualifying registries. 
· The IE WG concurs with the inclusion of NPRM objectives that increase the volume and value of public health reporting and, in particular, with requiring public health submissions “except where prohibited” in Stage 1.  
· Specifically define “successful ongoing submission” to be 10% of all qualifying transactions increasing 10 percentage points per year over Stage 2 to a maximum of 50%  

	
	HITPC Comments




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

	Privacy and security protections for personal
	Conduct or review a security risk analysis and implement security updates as necessary and correct identified security deficiencies as part of the its risk management process

	1. Perform, or update, security risk assessment and address deficiencies
2. Address encryption of data at rest
	Conduct or review a security risk analysis in accordance with the requirements under 45 CFR 164.308 (a)(1), including addressing the encryption/security of data at rest in accordance with requirements under 45 CFR 164.312 (a)(2)(iv) and 45 CFR 164.306(d)(3),and implement security updates as necessary and correct identified security deficiencies as part of its risk management process

	
	Workgroup Comments
Privacy and security tiger team: 
Addressing security of data at rest requires assessments of at least three situations: (a) data on portable devices or media; (b) data on devices in public areas or locales with poor physical security; and (c) data on servers in locales that are physically and electronically protected well. Addressing encryption of data at rest may result in different solutions in these locales. In particular, the requirement to attest to addressing the issue of encryption of data at rest is critical in protecting against data breaches involving portable media.

The adoption of this Policy Committee recommendation provides some of the policies, technical capabilities and controls necessary for ensuring the privacy and security of patient health information, and we urge both CMS and ONC to retain them in the final rule.  


	
	HITPC Comments






[bookmark: _Toc323707394]Clinical Quality Measure Comments

	Quality Measure Workgroup Comments

	Continue to develop outcome measures that represent Quality Measure WG supported concepts

	After comparing the 2011 QMWG recommendations to the 2012 NPRM EP and EH measure sets, the workgroup reports the following:
· All 5 original domains have at least one concept that is fully represented (an NPRM measure closely extends the intention of the recommended concept) in a Stage 2 NPRM measure.
· All domains also have both a fully represented and at least one partially represented concept in a Stage 2 NPRM measure.
· The NPRM reflects efforts to drive innovation in e-measurement. For three domains, Population/Public Health, Care Coordination, Patient Safety, the Stage 2 NPRM includes   measures that the WG suggested for Stage 3 MU (such as Longitudinal Improvement in Blood Pressure).
· The Clinical Appropriateness and Population and Public Health domains have the complete coverage and also contain a plurality of the NPRM measures that represent 2011 WG concepts. 
· Care Coordination is the domain at greatest risk. Of the 5 Care Coordination measure concepts that the WG recommended, only one is fully represented and one is partially represented. The sub-domain Effective Care Planning has no measure representation in Stage 2 NPRM.

	Falls risk screening - encourage broad measurement of falls risk that captures risk across care settings

	· There is no proposed inpatient eCQM that addresses fall risk, but hospitalized patients and recently discharged patients are at especially high risk for falls.
· Consider an inpatient measure for fall risk in future versions of the incentive program.
· The WG appreciates such a measure may be out of scope for planned validity/feasibility testing in time for MU2 FR.

	Medication Reconciliation -  wider age band , NQF 0097

	·  The measure proposed in the NPRM tracks medication reconciliation for patients older than age 65. Medication reconciliation should be encouraged in all patients, regardless of age.
·  Medication reconsolidation is such an important issue, for quality of care and patient safety, that the practice should be measured across settings and age bands.

	ADE Prevention & Monitoring – clarify the type of medication and monitoring tracked by this measure

	· The QMWG recommends warfarin as the measured drug and INR as the monitored test. 
· The QMWG recommends an outcome measure to monitor ADEs.
· The measure description is currently vague in its description of what drug will be the measure target and which tests results should be monitored.

	Potent ART for HIV/AIDS, NQF 407  - Minimize the influence of "check box" compliance 

	· This measure accepts the presence of HAART on a provider attestation that a patient on HAART or has a plan or care.

	The eCQM set should emphasize patient experience

	· The QMWG reaffirms its recommendation that MU eCQMs quantify patient experience and recommend CMS consider CAHPS measures or a similar measure set that broadly captures and describes patient experience and satisfaction.
· The QMWG supports CMS efforts to use The MU CQMs to drive development of valid, EHR-enabled patient reported measures.





[bookmark: _Toc323707395]Comments Solicited in NPRM
	General Comment Topic
	Stage 2 NPRM Language

	Group Reporting
	Page 241  of the Proposed Rule states:
 "We seek public comment on a group reporting option that allows groups an additional reporting option in which groups report for their EPs a whole rather than broken out by individual EP.  What should the definition of a group be for the exercise of group reporting? For example, under the PQRS Group Reporting Option, a group is defined as a physician group practice, as defined by a single Tax Payer Identification Number, with 25 or more individual eligible professionals who have reassigned their billing rights to the TIN. We could adopt this definition or an alternative definition.”

	Comments

Quality Measure workgroup: 
· In 2011 the HITPC recommended that a group reporting option allow provider groups to report for their EPs as a whole rather than being partitioned by individual EP.  Group reporting meets CMS’s goal of reducing both the administrative burden of reporting and encouraging high quality, team-based care.  
· Whereas multi-fold variations in care quality and utilization persist in American medicine, the QMWG supports finding more efficient batch reporting options that do not obscure variability within the group. 
· The QMWG has concerns that the group reporting option, as described in the NPRM, may  allow "groups" of doctors that only share a tax ID to report together without having coherent practice with care coordination.  The WG suggests making the financial incentive align for "natural" groups like ACOs, but make the financial incentives stronger for "artificial" groups (e.g., multi-specialty group sharing a tax ID, but not exchanging data or providing  care coordination) to report individually rather than as a group.
Meaningful Use workgroup:
· The MU WG believes that the functional objectives should be met individually and supports the Quality Measurement WG




	General Comment Topic
	Stage 2 NPRM Language

	EP Reporting Options
	Page 178 of the Proposed Rule states:
 "We are proposing two reporting options that would begin in CY 2014 for Medicare and Medicaid EPs, as described below: 
Options 1 and 2. For Options 1, we are proposing the following two alternatives, but intend to finalize only a single method:
· Option 1a: EPs would report 12 clinical quality measures from those listed in Table 8, including at least 1 measure from each of the 6 domains.
· Option 1b: EPs would report 11 "core" clinical quality measures listed in Table 6 plus 1 "menu" clinical quality measure from Table 8."

	Comments
Quality Measure workgroup: 
· Select 1a as the process for individual EP reporting
· Allow individual EPs to report 6 measures via option 1a instead of requiring 12.
· The QMWG recognizes that many providers will confront a significant challenge when choosing a dozen measures that are relevant to their field of practice from the 6 domains. 
· The QMWG also appreciates that the number of measures in the final rule may  be reduced from the 125 proposed.  
· We are confident that internists, family medicine physicians and geriatricians will find a variety of relevant measures to their practice but many other specialists/subspecialists will have a greater challenge


	General Comment Topic
	Stage 2 NPRM Language

	PQRS Reporting
	P. 213 of the proposed rule suggests “Medicare EPs who submit and satisfactorily report Physician Quality Reporting System clinical quality measures under the Physician Quality Reporting System’s EHR reporting option using Certified EHR Technology would satisfy their clinical quality measures reporting requirement under the Medicare EHR Incentive Program.”   

	Comments
Quality Measure workgroup: 
· The QMWG encourages CMS instead to permit the reverse this option, so that EPs who fully satisfy the meaningful use requirements may be deemed to have also satisfied the PQRS requirements. Alignment to MU requirements is a  more robust approach to alignment.  
· The QMWG does not believe that satisfying the PQRS requirements provides an indication of “meaningful use” that would qualify for incentive payments, therefore it does not support the proposed alignment to PQRS.




	General Comment Topic
	Stage 2 NPRM Language

	Stage 2 Core and Menu Objectives

	In the Stage 1 final rule we outlined Stage 1 criteria, we finalized a separate set of core objectives and menu objectives for both EPs and eligible hospitals and CAHs. EPs and hospitals must meet or qualify for an exclusion to all of the core objectives and 5 out of the 10 menu measures in order to qualify for an EHR incentive payment. In this proposed rule, we propose to maintain the same core-menu structure for the program for Stage 2. We propose that EPs must meet or qualify for an exclusion to 17 core objectives and 3 of 5 menu objectives. We propose that eligible hospitals and CAHs must meet or qualify for an exclusion to 16 core objectives and 2 of 4 menu objectives. 

	Comments
Meaningful Use workgroup: 
We agree with use of the menu approach to provide: 
1. Flexibility
2. Strong signals with lead time to develop/implement new functionality
3. Accommodation for all-or-nothing qualification rule 


	General Comment Topic
	Stage 2 NPRM Language

	CPOE - licensed healthcare professionals
	With this new proposal, we invite public comment on whether the stipulation that the CPOE function be used only by licensed healthcare professionals remains necessary or if CPOE can be expanded to include non licensed healthcare professionals such as scribes.

	Comments
Meaningful Use workgroup: 
The essential feature is that the EP or EH professional be able to act on the automated decision support and be accountable for the order.

	General Comment Topic
	Stage 2 NPRM Language

	eRx - OTC meds

	We do not believe that OTC medicines will be routinely electronically prescribed and propose to continue to exclude them from the definition of a prescription. However, we encourage public comment on this assumption

	Comments
Meaningful Use workgroup: 
We believe it is important for EHRs to be able to capture OTC medicines (without transmitting to pharmacy) and to ensure that these medicines can be used to detect drug-drug interactions.  We agree, however, that for measurement purposes, OTCs can continue to be excluded from the denominator.





	General Comment Topic
	Stage 2 NPRM Language

	Demographics - disability status

	We encourage public comment on the burden and ability of including disability status for patients as part of the data collection for this objective. We believe that the recording of disability status for certain patients can improve care coordination, and so we are considering making the recording of disability status an option for providers. We seek comment on the burden incorporating such an option would impose on EHR vendors, as well as the burden that collection of this data might impose on EPs, eligible hospitals, and CAHs. 

	Comments
Meaningful Use workgroup: 
Important signal to send for Stage 3, but data standards do not exist yet.


	
General Comment Topic
	Stage 2 NPRM Language

	Summary of Care Record - Care Plan 

	For purposes of meaningful use measurement we propose that a care plan must include at a minimum the following components: problem (the focus of the care plan), goal (the target outcome) and any instructions that the provider has given to the patient. A goal is a defined target or measure to be achieved in the process of patient care (an expected outcome). We encourage EPs to develop the most robust care plan that is warranted by the situation. We also welcome comments on both our description of a care plan and whether a description is necessary for purpose of meaningful use.

	Comments
Meaningful Use workgroup: 
Although the information content in the summary of care document (intended for providers) may overlap with the content in clinical summaries (intended for patients), the way the information is expressed in the patient-facing document should be understandable to patients. 
We note that “relevant past diagnoses” requires a precise definition and would require human intervention to implement.    


	General Comment Topic
	Stage 2 NPRM Language

	Summary of Care Record - Definition of lists

	We solicit comment on whether the problem list should be extended to include, "when applicable, functional and cognitive limitations" or whether a separate list should be included for functional and cognitive limitations. We define an up-to-date problem list as a list populated with the most recent diagnoses known by the EP or hospital. 

	Comments
Meaningful Use workgroup: 
The conditions listed are similar to any other health condition, and consequently should appear on the problem list when applicable.  





	General Comment Topic
	Stage 2 NPRM Language

	Public Health - Syndromic Surveillance Menu item

	We specifically invite comment on the proposal to leave syndromic surveillance in the menu set for EPs, while requiring it in the core set for eligible hospitals and CAHs.

	Comments
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.  






[bookmark: _Toc323707396]General/Other Comments 

	Quality Measure Workgroup 

	Continue to align CQMs across quality improvement programs

	· To encourage provider adoption, reduce administrative burden and support focused improvement, CMS should continue to align measures across its suite of measurement and payment programs. MU 1 was challenging for small practices. CMS should appreciate the extent to which increasing requirements can be barriers for MU2.

	Incentivize MU eligible providers to exchange information with non-MU eligible providers, such as SNFs, HHAs and behavioral health

	· The QMWG recommends that CMS  select quality measures with existing or potential future relevance to providers and facilities across a wide range of care and settings, even those that are outside of scope for the EHR Incentive Payment Program.(for example falls measure, medication reconciliation measures, and other care coordination and patient engagement measures)
· This would encourage EHR Incentive Program participation among behavioral health providers and long term facilities that report to other CMS quality improvement programs.

	Release communication to signal MU Stage 3 intentions

	· CMS should consider an interim publication, following the FR of Stage 2 MU and preceding the Stage 3 MU NPRM. CMS should also consider advancing the release date for Stage 3 MU NPRM to allow vendors more time to develop the appropriate functionality and allow providers time to adjust applicable clinical workflows. 
· To the extent that such a timetable switch is infeasible, the WG encourages CMS to send clear, strong signals through the Stage 2 MU FR this fall. Although the committee recognizes that CMS cannot make Stage 3 final decisions without experience from implementation of Stage 2, a clear signal of intentions would be very helpful to make vendor and provider implementation more feasible. Furthermore, the availability of measures to satisfy reporting domains remains weak and will need substantial attention for Stage 3. Data elements and data types needed for Stage 3 should be captured by Stage 2 certification.

	Advance the timetable for the release of future MU NPRMs

	· An earlier release of future NPRMs or future informational letters will allow additional software design and development time for vendors and workflow planning time for providers.

	Continue to use MU to advance innovation in EHR based quality measurement 

	· Accelerate the design, development and testing of eCQMs that take advantage of functional capabilities of EHR captured data that were previously unavailable or unfeasible via abstracted and claims-based quality measurement.

	Use MU to test novel measures

	· The QMWG supports the release of "pilot" eCQMs to allow testing of EHR-enabled measurement on a national scale in a broad range of vendor platforms.

	Use MU as a forum to demonstrate local, operational, practice-level EHR-based eCQMs.

	· The QMWG recognizes that IDNs, ACOs, and other provider networks have developed, tested and deployed unique eCQMs that measure and enhance quality care for diverse patient populations across the nation. 
· The QMWG also recognized that these practice-level eCQMs are often not vetted by national quality endorsers.
· The QMWG encourages CMS to use MU as a forum to focus national attention on practice-level innovation in eCQM deployment.



	
Privacy & Security Tiger Team

	We are pleased that the NPRMs address many of the Committee’s previous privacy and security recommendations

	· With respect to the proposed Stage 2 meaningful use objectives, CMS proposes to require providers to perform a security risk assessment (the same criterion currently included for Stage 1). CMS also proposes to require providers to specifically attest to addressing encryption of data at rest in Stage 2.  
· With respect to new proposed certification criteria, ONC proposes that Certified EHR Technology have the capability to make amendments to a patient’s health data and be able to append information from the patient and any rebuttal from the entity regarding the data. These criteria will help support providers’ compliance with the HIPAA Privacy Rule.
· ONC also proposes that Certified EHR Technology include a patient accessible log to track the use of the view, download, and transmit capabilities for Stage 2 MU Certified EHR Technology certification. 
· The adoption of these Policy Committee recommendations provides some of the policies, technical capabilities and controls necessary for ensuring the privacy and security of patient health information, and we urge both CMS and ONC to retain them in the final rule





[bookmark: _Toc323707397]ONC Standards & Certification Criteria NPRM Comments

	Information exchange workgroup

	Public Health

	IE WG recommends more specific definitions for the key parameters of the public health requirements to assure rapid momentum in electronic reporting to public health.
· The goal is to accommodate: 1) possible delay between the time an EH or EP offers to begin ongoing submission and the time that data/message/transport testing (“on-boarding”) is complete. This delay may occur both due to PH on-boarding capacity and the quality-testing and refinement often needed; and 2) the disruptions to ongoing transmission that might be due to either sender, receiver or intermediaries.  Specify transport requirements for public health transactions, aligned with transport requirements specified for electronic transmission care summaries for transitions.  Grandfather existing transport approaches and apply new transport requirements only on new or replacement interfaces.  
· Support policy of a single standard for public health transactions (uniformly use HL7 2.5.1 rather than permitting the 2.3.1/2.5.1 choice offered in Stage 1), however, recommend grandfathering those EPs and EHs who:  1)  implemented 2.3.1 to achieve Stage 1 objective; 2) went beyond the single test and maintained submission to public health during the Stage 1 period; 3) are reporting to a public health department that is accepting 2.3.1 messages, and 4) are utilizing the same EHR technology that was used for their Stage 1 attestation.
· The Workgroup recognizes that local variation in the application of a national Implementation Guide is often needed (due to local law or practice) but should not increase the risk to EPs and EHs of failing to be able to comply with MU.   Further consideration of how local variation may be defined, limited and communicated in with ample advance notice to all impacted EPs and EHs is advised.
· Additional specificity is needed around the criteria by which providers can apply for exclusions; this should include cases where the public health agency/registry does not support ONC recognized transport, ONC recognized standards, implementation guides and vocabulary standards, or goes materially beyond the requirements of the implementation guide
· We note that the CDC has begun a process to guide development of local implementation guides that are flexible to local needs but still conform to HL7 2.5.1 and CDC implementation guides.  An example for immunization transactions can be found here:  http://www.cdc.gov/vaccines/programs/iis/stds/downloads/hl7-IG-Template.docx .





	Certification and Adoption Workgroup

	Definition of Certified EHR Technology

	· ONC add a Voluntary Base EHR certification specification to test integration of Base modules with respect to security, safety, and usability.
· ONC add a voluntary Security integration certification specification to test integration of Base, Core, or Menu modules with security module contained in Base EHR.

	Safety Enhanced Design

	· Require documentation of evidence that user centered design principles were employed throughout product development.
· Require use of standard quality criteria for software development captured in documentation.
· Support need for an ability to generate a file for reporting EHR safety events to the PSO.   However, care needed to not further complicate UI and workflow.

	Clinical Decision Support

	· The change to "Clinical Decision Support Intervention" vs. "rule" is a good one providing a wider, more robust definition that doesn't focus on technical implementation.
· Requiring this relatively early InfoButton standard as the "go to" standard is premature.
· Propose requiring a broader certification criteria such as 5 examples of decision support and at least one set of decision support software build tools (rules engine, InfoButton, expert system builder).

	Other Health Care Settings

	· Care Summary Exchange.   Reduce the time and cost for ineligible providers to acquire, implement and use HIT to exchange information with other providers using standard-based care summaries (C-CDA) to coordinate care.
· Voluntary setting of specific criteria.  Voluntary certification with ONC criteria and process, especially for modular certification.

	Accounting of Disclosures 

	· There is benefit in keeping the “optional” certification criterion language so long as HHS and OCR have not identified a long-term plan for addressing what the AOD report should entail.

	Disability Status

	· Dual emphasis on improving care and tracking disparities of access and outcomes.
· Include in Stage 3 Meaningful Use, as formal nomenclature and coding are still in preliminary phases.
· Include sexual orientation and gender identity in Stage 3 Meaningful Use.

	Data Portability

	· It is not likely that the Consolidated CDA could electronically provide a sufficient amount of a patient’s health history, especially for complex, long hospital stays, and probably not for complex patients w/ chronic disease.
· Standards required for items such as; Flow charts, ancillary care (therapists) notes, dietary, ventilator settings, and many other detailed clinical information.
· Batch export of multiple patient records represents a privacy risk.

	EHR Technology Price Transparency

	· EHR pricing is complex. There are many factors that affect total cost of ownership (TCO). Although we recognize potential value of EHR price transparency, without a full cost model, pricing information is anything but transparent.
· We recommend that ONC does not include this as part of its final rule.



	Privacy & Security Tiger Team

	EHR Modules

	· Providers need to have sufficient technical capabilities to protect patient data. In Stage 1, ONC requires Certified EHR Technology to include basic security functionalities.  Such certification is required of Complete EHRs and EHR modules, although modules may be exempted from the criteria if (1) they are testified for certification with other modules (as a bundle) and one of the other modules provides the required security capabilities or (2) the module can demonstrate that a security criterion is inapplicable or would be technically infeasible to meet.  
· In the proposed Stage 2 rule, ONC proposes to exempt EHR modules from being required to meet the security criteria.  However, in the proposed rule ONC also introduces a new concept of a Base EHR, which provides core functionalities needed to meet meaningful use.  Providers seeking meaningful use incentives must have a Base EHR that meets all of the security criteria.  According to ONC’s proposed rule, “a Base EHR can be satisfied through a Complete EHR, through a single EHR module, or a combination of modules.”   The Tiger Team agrees that a Base EHR should demonstrate the required security functionalities.
· The Tiger Team wants vendors of EHR modules to be able to succeed in the marketplace.  However, a number of Tiger Team members are concerned that exempting all EHR modules from the requirement to be certified to all of the basic security criteria will potentially leave providers without basic technical capabilities to deploy security safeguards for protected health information (PHI) in a module.  In addition, because the concept of the Base EHR is new, it is unclear whether requiring certification of security capabilities for Base EHRs will provide sufficient security capabilities for PHI in Certified EHR Technology.  
· A number of members of the Tiger Team sought to endorse the recommendation put forth by the Health IT Standards Privacy and Security Workgroup, which would require EHR modules to either implement the required security functionality within the Complete EHR or EHR Module(s) submitted for certification; or assign the function to a third-party component or service, and demonstrate how the certified EHR product, integrated with its third-party components and services, meets the criterion.  However, others expressed concern that such an approach would result in the certification program becoming a test for implementation or overall EHR architecture, which it was not intended to be. The Tiger Team did not have sufficient time to reach consensus on this issue.  

	Patient Portals (View, Download, Transmit)

	· The HITPC previously recommended that providers should require at least single factor authentication for patients using view, download, and transmit functionalities. We recognize that the HIPAA Security Rule already addresses technical safeguards requiring person or entity authentication, and requires covered entities to verify that a person or organizations seeking access to PHI is the one claimed. However, we noted that there is some inconsistency in how authentication is described in ONC’s NPRM, which may be misleading to providers. For example, the proposed rule states that Certified EHR Technology must authenticate users for secure messaging; however, there is no comparable authentication requirement for patient access to view, download, and transmit. 
· To ensure that providers understand the need to authenticate patients, we recommend that ONC clarify in the NPRM preamble that the term “user” includes patients using the view, download, and transmit capabilities. 
· The HITPC also recommended that EHRs be certified to ensure information can be securely downloaded from patient portals, either to the patient or to a third party at the patient’s request.  This recommendation was not adopted in ONC’s NPRM.
· Because the HIPAA Security Rule does require physical, technical and administrative safeguards for portals, it is important for providers to understand how these providers can meet these legal obligations with respect to the portals.  
· We recommend that the HHS Office for Civil Rights, which oversees and enforces the HIPAA Security Rule, provide guidance to providers on application of the Security Rule to the portal.  We also recommend that ONC provide technical guidance to providers who will be purchasing Certified EHR Technology that will include this functionality. 
· The HITPC also recommended that certification of portal functionalities include requirements for data provenance.  We note that the NPRM states that the adoption of the Consolidated CDA addresses the need for data provenance, which is accessible to the user, as recommended by the Committee. However, we are concerned that the rule might not be sufficiently clear that data provenance information is to be visible to the patient.  Thus, we agree with this approach, provided that ONC include in the final rule clarification that the data provenance information must be visible to the patient in human-readable form.
· While briefly mentioned in CMS’s NPRM for Stage 2 MU, we also want to underscore the Committee’s previous recommendations with respect to providing guidance (as opposed to certification criterion) for providers, vendors, and software developments on being transparent with patients about the potential risks associated with patient portals when using the view, download and transmit capabilities. We encourage ONC to more formally endorse these best practices and to provide clear guidance to providers. As patient portals are expected to be in more robust use by 2014, we strongly encourage ONC to develop and implement a dissemination strategy for this guidance, such as through the Regional Extension Centers. 

	Amendments

	· ONC also specifically requested comment on whether Certified EHR Technology should be required to be capable of appending patient supplied information in both free text and scanned format or only one or these methods to be certified to this proposed certification criteria. We agree that both formats should be required. We note that public comments provided for the April 9th Tiger Team meeting suggested that these requirements be broadened to include patient-supplied images.
· We also recommend that ONC signal to vendors that by Stage 3 MU, Certified EHR Technology demonstrate capability to transmit amendments and appended information to other providers. This capability is important to providers when they determine that another provider should receive the amended and appended information, or when the provider has a legal obligation to transmit such information.

	Digital Certificates

	· The Tiger Team assumes that the transport standards proposed in ONC’s NPRM address the validation aspects of the entity-level authentication recommendations previously issued by the HITPC.[footnoteRef:1]  With respect to the HITPC’s previous recommendation that entity-level authentication credentials be issued with a high degree of assurance, the Tiger Team urges ONC to address level of assurance in the governance rule for the Nationwide Health Information Network (NwHIN). [1:  The Department of Health and Human Services notices of proposed rulemaking (NPRMs) related to Stage 2 Meaningful Use: Health Information Technology: Standards, Implementation Specifications, and Certification Criteria for Electronic Health Record Technology available at 77 FR 13832: https://www.federalregister.gov/articles/2012/03/07/2012-04430/electronic-health-record-technology-2014-edition-health-information-technology-implementation.
Transport Standards. a) Directed exchange. 
(1) Standard. Applicability Statement for Secure Health Transport (incorporated by reference in § 170.299).
(2) Standard. External Data Representation and Cross-Enterprise Document Media Interchange for Direct Messaging (incorporated by reference in § 170.299).
(3) Standard. Simple Object Access Protocol (SOAP)-Based Secure Transport Requirements Traceability Matrix (RTM) version 1.0 (incorporated by reference in § 170.299).
These transport standards include the two transport specifications developed under the Direct Project: (1) Applicability Statement for Secure Health Transport and (2) External Data Representation (XDR) and Cross-Enterprise Document Media Interchange (XDM) for Direct Messaging. The Applicability Statement for Secure Health Transport specification describes how electronic health information can be securely transported using simple mail transport protocol (SMTP), Secure/ Multipurpose Internet Mail Extensions (S/MIME), and X.509 certificates. The XDR and XDM for Direct Messaging specification describes the use of XDR and XDM as a means to transport electronic health information and serve as a bridge between entities using/ following Web services and SMTP transport methods.] 



	Patient Matching

	· In response to specific questions posed by ONC in its NPRM, the Tiger Team concludes that EHR technology is not sufficiently mature to do “automatic” matching of patient data.  However, the Tiger Team continues to recommend that EHRs be tested and certified for (1) the capability to correctly populate standardized demographic data fields for outgoing patient data and (2) the capability to make incoming patient demographic data readable and available to assist recipients in matching this data to the correct patient record.   As a best practice, entities participating in the meaningful use program should be encouraged to use U.S.P.S. normalization as a mechanism for validating addresses.  ONC should include this best practice in the preamble to the final rule.
· As a final note, although automated patient matching capability is largely not present in EHR technology today, some software vendors have developed (or are developing) the technical capability.  ONC should monitor technology developments in this area and consider potentially requiring such capability by the last stage of the HITECH incentive program.    
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