Implementing Million Hearts® Measures using Allscripts
Sunrise Ambulatory™ and Clinical Performance Manager™

Overview

Introduction This document provides guidance on features and functionality of Allscripts Sunrise Ambulatory™ and Clinical
Performance Manager™** to track eCQM data included in Million Hearts®.

Million Hearts® is a national initiative co-led by the Centers for Disease Control and Prevention (CDC) and the
Centers for Medicare & Medicaid Services (CMS)

The goal of this initiative is to prevent one million heart attacks and strokes by 2017 by implementing proven and
effective interventions in clinical settings and communities

The initiative aims to drive adoption and use of a focused set of impactful clinical quality measures for the ABCS
and align these measures across public and private quality measures reporting initiatives:

— National Quality Forum

—  CMS Physician Quality Reporting System

— CMS Medicare Electronic Health Record (EHR) Incentive Program
http://millionhearts.hhs.gov/aboutmh/overview.html  http:/millionhearts.hhs.gov/Docs/MH_CQM.pdf

Who Should Anyone within your organization responsible for configuring and tracking Million Hearts® Quality Data
Read this

Document

Resources The following list contains active hyperlinks to useful resources:
e Million Hearts® - The Initiative

o €CQM Library

** Clinical Performance Manager™ (CPM) is the Allscripts solution for Meaningful Use Clinical Quality Measure and Functional Measure reporting.

\CPM is purchased separately from Sunrise Ambulatory™ m J
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Meeting Million Hearts® Using Sunrise

Allscripts e AlleCQM data is collected in Sunrise Ambulatory
Functionality e Clinical Performance Manager™ (purchased separately) pulls Sunrise data into the ABCS dashboard
e Health Manager, Patient Reminders, and Achieve functionality are tools to that assist in improving Million
Hearts® outcomes
e This guide provides you an overview of:
— How to use the ABCS Dashboard and run reports in Allscripts CPM (purchased separately)
—  The Achieve workflow and configuration
— How to use Health Manager and Patient Reminders

Clinical Performance Manager™ Reporting

Million 1. Measure Summary for office administrators to view overall performance
Hearts® CPM

Profile

BN : lorR B 100% M | find |vert e oG
Provider Measure Summary Provider Resuks | Provider List Profile: Million Hearts, Visits from 1/1/2012to 12/31/2014
Numerator Denominator Measure Rate

Million Hearts Measures Measures

1001 Hypertension BP Control MH 6 19 32% J 2 3 N/A
1002 Tobacco Screen and Intervention MH 136 136 100% 9 136 N/A 0
1003 Diabetes LDLControled MH 2 76 3% O 83 7 N/A
1004 IVD Use of Aspirin or Another AntthromboticMH 5 20 25% O 20 N/A N/A
1005 IVD Complete Lipid Panel and LDL Control MH 5 21 24% O 21 N/A N/A
1006 IVD Complete Lipid Panel and LDL Control LT 100 MH 2 21 10% & 21 N/A N/A
1007 Risk Stratified Cholesterol Fasting LDLc less than 100 MH 15 20 75% 259 1 N/A
1008 Risk Stratified Cholesterol Fasting LDLc less than 130 MH 0 4 0% O 259 0 N/A
1009 Risk Stratified Cholesterol Fasting LDLc less than 160 MH 6 6 100% 9 259 0 N/A
1010 Screenng for High Blood Pressure and Folow Up Doc d MH K 4 100% % 260 26 230

Numerator Denominator IPP  Exclusions Exceptions

1001 2 4 0.0% 9 S NA 0
1002 24 24 100.0% 9 24 NA NA
1003 0 i 0.0%@ 1 N/A N/A
1004 3 5 60.0% @ 5 NA NA
1005 3 5 60.0% @ 5 NA NA
1006 1 5 200% @ 5 NA NA
1007 7 9 77.8% O 2 NA NA
1008 0 1 0.0% ¥ 29 NA NA
1009 1 1 100.0% 9@ 29 NA NA
1010 1 1 0.0 % 9 29 NA 23

- (2
—/

Quick Reference Guide Copyright © 2015 Allscripts Healthcare Solutions, Inc. and/or its affiliates. All rights reserved.



Allscripts

3. Assess further by individual measure. View compliant versus non-compliant patients.

PR e s oo R

Profile: Million Hearts, Visits from 1/1/2012 to 12/31/2014

oon - B

Provider: Facey, lvana NPI: 4871236541

ure Results
Numerator 3
Denominator
Measure Rate 0% ©
Initial Patient Population 5
Exclusions 0
Exceptions 0

NQS Domain: Clinical Processes/tffectiveness

Measure Configuration | Provder Summary | Million Heants Measures
Dashboard

WP Exdusion

Gender

Numerator Denominator

Exception

Birth Date
2/1/1942
2/1/1942
2/1/1942
2/1]1942
2/1/1942

4. From individual measure, capability to view additional patient details

Chapman, Cecil MRN: 103324

Patient Demographics Patient Diagnosis History Summary

Birth Date 21111942 Total Visits 2 Asthma No VD No

Gender Male Ethnicity Not Hispanic or Latino CAD Yes MRSA No

Language Unknown Race Amer Indian/Alaskan CHF Yes Depression No
Obsenvations Prefers Primary Language No Religion Unknown COPD Yes AFib No

Interpreter Required No Clergy Visit Yes Diabetes No VRE No
Triggered Rules

Marital Status Has Email No Hypertension No

Patient Visit History, 1/1/2011 to 12/31/2014

Encounter LOS| ED

Visit Date Attending Provider Age Discharge Visit Type Discharge Date ED

Disposition Admit
1000004276  12/20/2012 12:00:00 PM  Facey, Ivana Unknown F0y Unknown Mot recorded Cutpatient 10 0
1000004273 3/1/2012 12:00:00 PM Facey, Ivana Unknown 70y Unknown Mot recorded Outpatient 10 0
Locations

Minsin Location Active

Type

Encounter Visit Date SHOMEDCT Transfer Date Status

Location

Clinic 12/202012 12:00:00 PM

3f1/2012 12:00:00 PM 1

1000004276 12/20/2012 12:00:00 PM  SCA II FAM 32485007

1000004273 3f1/2012 12:00:00 PM SCAILFAM 32435007 Clinic

Care Team

1000004276
ANNNNNAT TR

127202012 12:00:00 P Facey, lvana 4871236541

AT 17000 PR ARTA7TREAL Vieit ernne

Fareu lana Attendinn Bhusirian

.
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Encoumter Num

.

by Patient

Type 1 diabetes melitys

yoe 2 dishetes melis
with rensl manfestations
Uncsitrobed Eabatan
mallius

Cenbenas

CPM Sample Sample report by provider of patient’s with diagnosis of Hypertension
Report
Popiticn [emee 20 Sttt v 3020 S o S =
whita Fram T | vhit b TR |
Dagnaui Lat [hmesenson =] Disgrassia Tyt [raumienes =]
amnamt Diagnases (e o Uit Levse B 5o See Al [T (e r mmummwnm[:""m_'
S Gal feom 15 e - R Gonl Rt T |
Report el O e JUl O Vinits P15 Age 50 o olies
Encouimtes R Patient Fagnosis Blood Prissyre
E] HTH {yperension) 1560
.y Hynertenzion 12870
o5 Hypertenson 14580
- Erypertension RELTIC ]
= Banigh asanlial 137181
[
&t Haregn Wypertankive hean 13871
dispass
&7 Unoontrobad hypectension 5147
&l Bemgn typertension R ETTET
7l Urembrglsd hypertension roies
&5 Hypertansion. socdersied 20E] 112
&8 Uncontrabed hyportansion 1831785
& Hyporiension 129/84
a7 Barign fyporbension 43785
7 HypertEnoon 132780
&5 Unconbrabed hyperiension 193/ L@
ﬁ Berian irtension 1553
e Red text denotes results out of goal range
CPM Sample  Sample report by provider of patient’s with diagnosis of Diabetes
Report cont. 2 5 8 3 bl
pmn-auumpulmunm o i |.|&n$ni|l|HB :J
st Froee fams @ jreveee fasams @&
Sagneai it Carirs = Disgres Type [ibueyts =]
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Health Manager and Patient Reminders

Health
Manager
Overview

Health
Manager and
Patient
Reminder
Workflow

\

Use Health Manager to improve outcomes by creating wellness events for activities such as blood pressure
screening, cholesterol checks, and smoking cessation. Health Manager provides functionality to monitor wellness
events for follow-up and generate patient reminders for upcoming or missed events.

Workflow benefits include:

-  Streamlined management of preventative care

— Immunizations and wellness events in one place

—  Single view

—  Population reporting

—  Ability to assign schedules or customize Wellness and Immunization events
— Reminders for vaccines and exams

Health Manager Summary View with ABCS relevant wellness events

& Health Manager - Drake, Mary

| Drake, Mary 100277 / 1000000366
1 East-101-A 52V
Allergies: No Known Allergies
“AHBOO O Z &
° Filters = Display Column  Grid gset REﬁ'ESh| C ark A: achment Education Hist
e Pending Status: ——————— View Selection Options de: Done Not Done Log En
[+ Due now @ u All events Sorted by: Scheduled occurrence date
Q=i Event 19y 20-20y 3030y @ 40-4 50-50y 60-64;
e = E - 8 -
[ Future pending L4 % Y %y % Y
(3 3 Month
0 {5 Blood Pressure Check {Evory;3 Monthis])
@] Charted Status: Due:  03-Apr-2015
¥l D Every 1 Y
o {3 Cholesterol (Every 1 Yem(=))
[#] Not done Due:  09-Apr-2015
Invalid
(Once)
[#] Deleted {53 Smoking & Tobacco Use Cessation - i
[#] Discontinued e “Apr
[#] Inactive
1. Add schedules from Manager Schedules window
B Henkh Manager - Drake, i [=[E] & ]
Drake. Mary 10T § H000TH £y 50150 ferige
L Eme-100-A55

i
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2. Add Event to Patient Schedule

Karws | Crnolesescl Chen |

Caergime
Debult Cobarn SN [Tarmen ok 2 15 T )
Schackding Prarty: | |
Erwm m Schacuir

3. Select Event and Frequency

T g Tk by
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::ﬁ.-\.l-—--.rq.- T by halarierol '
e [ ., | e
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4. View Scheduled Events in Health Manager
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Use Report engine to send Reminders based on patient's communication preference

Interpret patient's communication preference
Use Reminder Letter report to send Reminders for patients whose communication preference

are mail, SHM or not entered

are Phone
Optionally log to

The patients will have due wellness activities, only if patients have wellness schedule/events assigned
Note: ‘Not entered’ may be the largest group of patients. Communication preference is defaulted to ‘Mail’
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Use Patient List report to print phone list report for patients whose communication preference
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View Reminder Letters from Documents Tab

(wsosions B scw0 b oocowmwrns ] 3’000

File Registration View GoTo Actions Preferences Tools

P OBA/ATEX+1eEREIESBRAF fies98hLld > T €0

Maeri, Roxie 000006665 / 000003466 9y10m (12-Mar-2003) female
03-401A Unreviewed Allergies Aaron, Ronald [o])]
Ht cm W& kg BSA: Admit Date: 17-Jan-2013
Allergies: Temp(C) HR: RR: Sys: Dias:

Patient List_|_Orders | Results | Documents |_Flowsheets | Potientinfo_| My View | Clinical Summary_|

> - B | [
A -] =) 8 [
Bla@aprhicegnh e LHEDD
A1 Documentation for This Chart for Authored Document dates fram 17-Jan-2013 to Unspecified Display Format Date (Report); Group by: Date (Page 1 of 1)
Date Range 1 of 6 Document(s) Selected
® Authored Date O Date of Service Patient Letter [Date of Service: 22 Jan 2013 13:35]

From: | 17-Jan-2013 : Complete, Entered, Signed in Full, Available to Patie—

[— Date of Serv | DOS Time | Time ¥ Document Name Documen | RevisionSt | Signature Sta | Finalizing Provider Doc

Tor B

[ Retain selections for next patient

Options Panel
Chart Selection

&

® This chart O All available charts

23 main street

Display Format -

Date (Report) 21-Jan-2013 17:05 17:05 Patient Letter Complete  Entered Signed in Full  Non Finalization Documents  Avai
=)

(o) 210en2013 1701 1701 Patient Letter Complete  Entered Signedin Full  Non Finalization Documents  Avai

21-en-2013  14:28 14:28 Diane6.1 Complete  Entered Unsigned Non Finalization Documents  Geny

& Filters 2102013 13:11 13:11 Patient Letter Complete  Entered Signed in Full  Non Finalization Documents  Avai :Roxic Macr

748 5Th Ave
Document Status/Priority: 21-Jan-2013 12:27 12:27  Admit Complete  Entered Unsigned Non Finalization Documents  Geny

[No Document Status/Pric e[ > u
Document Selection: 22-1an-2013

[No Document Selection f [ > D ear Rosie Macti,

Type/Category: Our records show that Roxie is due for the following:
[No Tvoe/Cateaorv Fiter 2]

Signature Status: Due Date [Immunizations
[No Sianature Status Filter > 18-Tan-2013 |TB Skin Test @«

Revision Status/Author:

[ No Revision Status/Authe 1.3
°_D|Spliy Styles &l &l o -

- Dixon, George(MD) 01/22/2013 18:48 ACE_DS_61 =)

Sample Patient Reminder List Report

|Flli.ﬁ.m.t Partent [T Age Ser Last Visit Diate Time FPhome Comrmnmication M ethad

Walker, Lawra DOODETI &y female 09-Dec- 2014 02:00 029353463 Mail
Haalth Manazement Events :  "Bod ¥ Mass Ind ex Wellness | [-al-201041", "Breas Exam (Wallness: 11-Rul-2014)", “Influenza (Tmmuomizetion; 04-52p-1014: Dose
21, "Pap Smear {Wellness; 11-1d-2014)", "Preumococcal (Imm unzzbon; 012-Dec-2014; Doze 1), "Vision E zam including ghucom a
{Wellnezs: 02-Dec-20 14

Powell, John DODIDERLS Ty male 02-Dec- 2014 DESS T10-144-87R7 Mail

Healih Management Events :  “Fasting blood sugar {Wellness (2-Dec- 20147, "Influenza (bnmumzation: 02-Dec-2014; Doze 1)", "Vision Exam Beluding glaucoma
{Wellness: 02 Dec 2014)"

Campbell Mark DOODDET 7T 63y male 02-Dec- 2014 D152
Phone
Health Manazement Events 1 “"Cholesterol {Wellness; 01-Dec-2014)", "Fasting blood suzar (Wellness; 02-Dec-1014)", "Influenza (Tmmunization; {1-Dee-2014; Doz
137 "Mole SkinExam (Wellness: 02-Dhec-2004)° "Poeumococcal (lmmumzation; 02-Dhec- 2014, Dos= 17"

Easerdy, Robin BOO00T 002 Sy female 02-Dec- 2014 10:38 6056458079 E-mail
Health Management Events :  "Body Mass Index (Wellness; 02-Dec-2014)". "Breast Exam (Wellness; 21-00r-200477, Tnfluenzs (Immunization; 02-Drec-20 14: Diose
1), "Mammopram {Wellness; 21-Cot-2004) 7, "Mele Shin Exam (Wellnecs; 01-Drec-2014)", "Pap Smear (Wellness: 21-0a-20141",
“Vieien Exam nelading glaseoma (Wellness: 02 Dec 20143

Kopp, FeAnn DoRR02417 [ feenale 02-Dec-2014 1053

Fhone
Healih Manazement Events :  "Bload Precmrs Check (Wallness; 01-Dee-20 1477, "Body Mass Index [Wellnezs; 02-Dree-2014 ", "Breast Ezmam (Wellness, 012-Dea-
2014)", "Cholesterol (MW ellness; 02 Dec 10143, "Fasting blood magar (Wellness; 01-Dec 2014}, “Influenza (In munizafans 02 Dec-
201 ; Dose 1), "Mammogram [Wellness; 01 Dec 2014)", "Mole Skin Exam {\Wellness; 12-Dec-2014)", "Pap Smear (Wellness; 01 Drec
2014}", "Vision Exam imchwd mg glivcoma (Wellnsss: 01 Dec 2014}

For a more detailed explanation of functionality and configuration, please see the PowerPoint — Million Hearts®
Health Manager and Patient Reminders.
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Achieve Workflow and Configuration in Sunrise Ambulatory and FollowMyHealth

Achieve Achieve is a monitoring and compliance application to improve high-risk patient outcomes. It requires use of

Overview Sunrise Ambulatory and FollowMyHealth (FMH) Patient Portal. Achieve leverages EHR workflows and the patient
portal to engage the patient, improve outcomes, and lower costs through patient engagement, home monitoring,
and care coordination. Achieve has the ability to integrate with wireless devices to automatically capture data.

Requirements

Achieve
Workflow

Sunrise version 6.1 or higher
Must be using FollowMyHealth

Mphzftemo‘qrgc‘f{"?_ o | Patient Follows the Aﬁ;ﬁi:iﬁeir Data Analyzed by
Stk " Order(s) vor =P enHAchiove  [€
FMH Manually entered
F T
Patient Receives and Care Team Contacts
Configures Wireless Patient for Non-Compliant?
Devices in FMH Compliance or
{opticnal) Imtervention
Yes
~ T No No, Keep
Maonitoring
= i:el Ilp"| Send SHM Message
rovider Places y .
Achi Order{s) i Notification and Rules Violation?
\eve s)in Order Results

;YES
Y’

No
FINISH
Order(s) Completed - Order
Results Available in & Complete?
SCM

1. Clinician places an Achieve Goal order in Sunrise Ambulatory for patient to monitor at home post clinic
visit, MLM is triggered

i Tamilg marni VIO T ik [ b T [E=F)
(=] -

s, e

Py grnals . R [re— Ty

T S T ey T Sy T p———
i

=
BT (O AT AT W - P R O - T

\
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2. Patient receives message in FollowMyHealth Inbox — Provider has set a new goal

Schedule an Appointment 1 Helle Skyler My Account - Esparic

T T

Delete MoveTo *

FollowMyHealth 4,

Universal Health Record

Inbox From: The Office of FollowhyHealth
To: Skyler Test

The Office of FollowMyHealth Date: 1/16/2014 &:49 PM

New Goal ;

1/16/2014 4:49 PM Subject:  MNew Godl

FollowMyHealth™

welcome 1o the family! Hello Skyler,

1/15/2014 11:56 AM

Your provider has set new goals for you. Please go to MyHealth and select the Goals
tab to get started.

3. Patient accepts or declines goal — can set reminders to input readings and alerts for out of range results

e - ey v R ey 2

FollowMyHealth 4,

Universal Mealth Record 'n box (?) m‘r‘—_wc

. —

Your provider has set the following goal for you. FollowMyHealth mokes it easy 1o cophure relevant information 1o track your progress
this goal. By pling this goc! you cre cuthorzing the relecse of relcted information 1o your heaith care teom. This information
<can be used by your care feam fo assist you in recching this goal.

FollowMyHeclth gocls cre not intended for situctions that may require urgent or emergency aftention.
In the event of an emergency, please call 711,

Goal N Requosied By Accepl Decline
Maintain ¢ blocd pressure less than 140 / 90 mmig for 30 days Peter Johnson - Sunrise Medical Center 2 [w] Q

You may receive email or text reminders for oction items related to the goals you accept. For example FollowMyHecith™ can remind you
to toke your weight or blood pressure if you have not done $0. in addition clerts con be sent by emcil or fext messege informing you of
results that need your ottention. A veid cell phone i required 1o receive clert end reminder text messages, Check the boxes below if you
would ke to receive clerts and reminders.

Emai: mrubyfmh@gmail.com Change Add A Cell Phone number
My Reminders Goal Alerts
@ Emoil @ Email

Text Messcge Text Messcge

(10
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4. Patient enters readings per goal instructions, alerts show based on parameters set in Sunrise Ambulatory
order

¥ Maintain a blood pressure less than 140 / §0 mmHg for 30 days stark: 1/20/2014 End: 2/20/2014

Take your blood pressure 3 times a day. Rest in a chair for 5 to 10 minutes with your arm at heart level before taking your blood pressure.
Sit up straight with your legs uncrossed. Take it at different times during the day. Make sure to keep track of what you were doing before
taking it. This can be entered into the comments field for the blood prassure reading in FollowMyHesalth.

Date Blood P (= s Source Options
1/20/2014 2:24 PM | 160/ 100 mmHg & Patient Entered = 8

a Withings Blood Pressu onitor

5. As the patient completes the goal, a summary of the result attained by the patient is provided by Achieve
to Sunrise Ambulatory

Wiz kg HI: cm BMA: M2 BMI: MZ IW: kg AIW: kg AUM: L1-reb-JUL3 UbL:

| Ppatient List | Orders Results | Patientinfo | Documents

BaD&hbk 79 & H%BIS 0N 00

Tracking new results. All results for all available charts for performed dates from 01-Jul-2014; Display Format: Default (Report by Order);

04

Options Panel

Achieve Measure BP
[+ Order: Maintain a blood pressure less than 140 / 90 mmHg for 30 days
Ordering Provider: Provider Tw Allscripts

order: Maintain a blood pressure less than 140 / 90 mmHg for 30 days

Ordering Provider: Provider Tw Allscripts

Ordered On: 1/1/2014 |

start Date: 1/1/2014

End Date: 2/14/201¢

EHR Order Id: 001BBFB07

Order Rules:

Send notification if the patient does not consent to the order 3 days after it was placed

Send notification if no measurements are taken over 2 3 day period.

Send notification if systolic blood pressure is less than or equal to 30 mmHg

Send notification if systolic blood pressure is greater than or egual to 150 mmHg.

Send notification if diastolic blood pressure is less than or equal to 50 mmHg.

Send notification if diastolic blood pressure is greater than or equal to 100 mmHg.
Patient Instructions:

| Rest in a chair for 5 to 10 minutes with your arm at heart level before taking your blood pressure. Sit up straight with y

E Notification History:

- 1/4/2014 - Patient is non-compliant. No measurements were taken for at least 3 days.
- Diastolic blood pressurs was greater than or equal to 100 mmHg.

-- Measurement that broke the rule:

-- 1/7/2014 12:45 PM - 151/101 mmHg - Patient Entered (I took this right after jogging)
- Systolic bleed pressure was greater than or squal to 150 mmHg.

-- Measurement that broke the rule:

-- 1/7/2014 12:45 PM - 151/101 mmHg - Patient Entered (I took this right after jogging)
- Diastolic blood pressure was less than or squal to 50 mmHg.

-- Measurement that broke the rule:

-- 1/5/2014 12:44 PM - 89/49 mmHg - Patient Entered

- Systolic blood pressure was less than or equal to S0 mmHg.

-- Measurement that broke the rule:

-- 1/5/2014 12:44 PM - 89/45 mmHg - Patient Entered

Measurements:

- 1/5/2014 12:54 PM 151/101 mmHg - Withings Device (I took this right after jogging

. : =
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6.

Physician can respond directly from the results notification via SHM

File Registration View GoTo Preferences Tools

| BY 000

\_

o Ol ®» © 8 A& F KR T
‘ ., No patient visit selocted. ®
)| [ tbox | Orders | Resoits | Oocuments | Flowsheets | Paventinfo [Ny Views] Cinical Summary | Visit Record Review | Reporting | Clinieal Viewer | ATE [ Sehadhle Views)
Imlvt From: [ 10-Apr-2015 Today Release Results to Patient [~
as Subect o ¥ /Date 'D0s T B
$FE  Labo Ruby, Achieve Goal: Mon Johnson 1 |
¥ Labo Lopez, Glucose, Random  Johnson 10-A
———— ¢l| ¥t Labo Lopez, Lipid Panel Johnson 10-A
v @  SuperBills (From: T 5 = Task: SHM Messages (1 item shown)
© My Sopetis © ’ [28  Gen Ruby, FollowMyHealth Ach Ruby, Mi 10:Ap L]
¥ My Views
’- [Secure Health Message Previous
Next
Proxies Authored By: Ruby, Mike
g Task Type: General Message Reply To SHM Message
s | |Task Importance: Normal Reply All To SHM Message
— [Patient Name: Ruby, Mike Foeward SHM Message
-
Del;p:us I=!| [Date Created: 10-Apr-2015 Delete SHM from MY Inbox
SHM Tools lete SHM from EVERYONE
New General SHM Message el srem Fol Achieve Mok As
N M
bl £|||Susmazy of New Notifications: View SHM Message
New SHM To
[Ozder: Maintain a blood pressure less than 140 / S0 =mHg for 30 days
New SHM Reminder - Systolic blood pressuze was greater than or equal to 161 =mHg.
Reply To SHM Message -~ Messurement that broke the rule:
||~ 4/20/2018 8:42 AM - 170 / 9% rmilg - Pavient Eatered
Reply All To SHM Message
Forward SHM Message
Delete SHM from MY Inbox ——
| Deete s trom eveRVONE &l
Johnson, Peter (MD) 04/10/2015 08:53 SCMDO2 L)

For a more detailed explanation of functionality and configuration, please see the PowerPoint — Million Hearts®
FollowMyHealth Achieve Workflow and Configuration.
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Measure Specification Index

Measure The following measure information was obtained from the Centers for Medicare and Medicaid Services (CMS)
Details website in March 2015. Your organization should routinely reference the CMS website to manage any measure
information changes or additional information provided after the publication of this document.

wowmp

Appropriate Aspirin Therapy
Blood Pressure Control
Cholesterol Management
Smoking Cessation

Term

CMS Specification

Measure

Ischemic Vascular Disease (IVD): Use of Aspirin or Another Antithrombotic

Description

Percentage of patients 18 years of age and older who were discharged alive for acute
myocardial infarction (AMI), coronary artery bypass graft (CABG) or percutaneous coronary
interventions (PCI) in the 12 months prior to the measurement period, or who had an active
diagnosis of ischemic vascular disease (VD) during the measurement period, and who had
documentation of use of aspirin or another antithrombotic during the measurement period.

eMeasure
Identifier

164

NQF

0068

Initial Patient
Population

Patients 18 years of age and older with a visit during the measurement period, and an
active diagnosis of ischemic vascular disease (IVD) or who were discharged alive for acute
myocardial infarction (AMI), coronary artery bypass graft (CABG) or percutaneous coronary
interventions (PCI) in the 12 months prior to the measurement period

Denominator

Equals Initial Patient Population

Reference Guide

Denominator N/A

Exclusions

Numerator Patients who have documentation of use of aspirin or another antithrombotic during
the measurement period

Numerator N/A

Exclusions

Denominator None

Exceptions

Allscripts CMS164v3_Ischemic Vascular Disease Use of Aspirin or Another Antithrombotic
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Allscripts’

Term CMS Specification

Measure Preventive Care and Screening: Screening for High Blood Pressure and Follow-Up
Documented

Description Percentage of patients aged 18 years and older seen during the reporting period who were
screened for high blood pressure AND a recommended follow-up plan is documented
based on the current blood pressure (BP) reading as indicated

eMeasure 22

Identifier

NQF N/A

Initial Patient All patients aged 18 years and older before the start of the measurement period

Population

Denominator

Equals Initial Patient Population

Denominator

Patient has an active diagnosis of hypertension

Exclusions

Numerator Patients who were screened for high blood pressure AND have a recommended follow-up
plan documented, as indicated if the blood pressure is pre-hypertensive or hypertensive

Numerator N/A

Exclusions

Denominator

Patient Reason(s):

Exceptions Patient refuses to participate
OR
Medical Reason(s):
Patient is in an urgent or emergent medical situation where time is of the essence and to
delay treatment would jeopardize the patient’s health status. This may include but is not
limited to severely elevated BP when immediate medical treatment is indicated.

Allscripts CMS22v3 Preventive Care and Screening_Screening for High Blood Pressure and Follow

Reference Guide Up Documented

Term CMS Specification

Measure Controlling High Blood Pressure

Description Percentage of patients 18-85 years of age who had a diagnosis of hypertension and whose
blood pressure was adequately controlled (<140/90mmHg) during the measurement
period.

eMeasure 165

Identifier

NQF 0018

Initial Patient Patients 18-85 years of age who had a diagnosis of essential hypertension within the first

Population six months of the measurement period or any time prior to the measurement period

Denominator

Equals Initial Patient Population

Denominator

Patients with evidence of end stage renal disease (ESRD), dialysis or renal transplant

Exclusions before or during the measurement period. Also exclude patients with a diagnosis of
pregnancy during the measurement period.

Numerator Patients whose blood pressure at the most recent visit is adequately controlled (systolic
blood pressure < 140 mmHg and diastolic blood pressure < 90 mmHg) during the
measurement period.

Numerator N/A

Exclusions

Denominator None

Exceptions

Allscripts CMS165v3 Controlling High Blood Pressure

Reference Guide

Quick Reference Guide
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4 Allscripts:

C Term

CMS Specification

Measure Preventive Care and Screening: Cholesterol - Fasting Low Density Lipoprotein (LDL-C)
Test Performed

Description Percentage of patients aged 20 through 79 years whose risk factors have been assessed
and a fasting LDL-C test has been performed.

eMeasure 61

Identifier

NQF N/A

Initial Patient All patients 20 through 79 years of age before the beginning of the measurement period

Population

Denominator

Denominator 1: (High Risk)
All patients aged 20 through 79 years who have CHD or CHD Risk Equivalent OR 10-Year
Framingham Risk > 20%

Denominator 2 : (Moderate Risk)
All patients aged 20 through 79 years who have 2 or more Major CHD Risk Factors OR
10-Year Framingham Risk 10-20%

Denominator 3 : (Low Risk)
All patients aged 20 through 79 years who have 0 or 1 Major CHD Risk Factors OR 10-
Year Framingham Risk <10%

** For Denominator 2 and Denominator 3, Fasting HDL-C > or equal to 60 mg/dL subtracts
1 risk from the above (This is a negative risk factor.)

Denominator
Exclusions

Patients who have an active diagnosis of pregnancy
OR
Patients who are receiving palliative care

When a fasting LDL-C test is not performed during the measurement period for a valid
patient reason, the appropriate test that should have been performed should be submitted
along with a negation code to indicate the reason the appropriate test was not performed

Numerator

Numerator 1: (High Risk)
Patients who had a fasting LDL-C test performed or a calculated LDL-C during the
measurement period

Numerator 2 : (Moderate Risk)
Patients who had a fasting LDL-C test performed or a calculated LDL-C during the
measurement period

Numerator 3 : (Low Risk)
Patients who had a fasting LDL-C test performed or a calculated LDL-C during the
measurement period or up to four (4) years prior to the current measurement period

Numerator
Exclusions

N/A

Denominator
Exceptions

Patient Reason(s):

Patient Refusal

When a fasting LDL-C test is not performed during the measurement period for a
valid patient reason, the appropriate test that should have been performed should
be submitted along with a negation code to indicate the reason the appropriate test
was not performed

Allscripts
Reference Guide

CMS61v4 Preventive Care and Screening Cholesterol-Fasting Low Density Lipoprotein
(LDL-C) Test Performed
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Term

CMS Specification

Measure

Preventive Care and Screening: Risk-Stratified Cholesterol — Fasting Low Density
Lipoprotein (LDL-C)

Description

Percentage of patients aged 20 through 79 years who had a fasting LDL-C test performed
and whose risk-stratified fasting LDL-C is at or below the recommended LDL-C goal.

eMeasure
Identifier

64

NQF

N/A

Initial Patient
Population

All patients 20 through 79 years of age before the beginning of the measurement period

Denominator

Denominator 1: (High Risk)

All patients aged 20 through 79 years who had a fasting LDL-C or a calculated LDL-C test
performed during the measurement period and have CHD or CHD Risk Equivalent OR 10
year Framingham risk > 20%

Denominator 2: (Moderate Risk)

All patients aged 20 through 79 years who had a fasting LDL-C or a calculated LDL-C test
performed during the measurement period and have 2 or more Major CHD Risk Factors
OR 10 year Framingham Risk 10-20%.

Denominator 3: (Low Risk)

All patients aged 20 through 79 years who had a fasting LDL-C or a calculated LDL-C test
performed up to 4 years prior to the current measurement period and have 0 or 1 Major
CHD Risk Factors OR 10 year Framingham risk <10%.

** For Denominator 2 and Denominator 3, HDL-C > or equal to 60 mg/dL subtracts 1 risk
from the above (This is a negative risk factor.)

Denominator

Patients who have an active diagnosis of pregnancy

Reference Guide

Exclusions
OR
Patients who are receiving palliative care
Numerator Numerator 1:
Patients whose most recent fasting LDL-C test result is in good control, defined as <100
mg/dL
Numerator 2:
Patients whose most recent fasting LDL-C test result is in good control, defined as <130
mg/dL
Numerator 3:
Patients whose most recent fasting LDL-C test result is in good control, defined as <160
mg/dL
Numerator N/A
Exclusions
Denominator None
Exceptions
Allscripts CMS64v4 Preventive Care and Screening Risk-Stratified Cholesterol Fasting Low Density

Lipoprotein (LDL-C)
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Term CMS Specification

Measure Diabetes: Low Density Lipoprotein (LDL) Management

Description Percentage of patients 18-75 years of age with diabetes whose LDL-C was adequately
controlled (<100 mg/dL) during the measurement period.

eMeasure 163

Identifier

NQF 0064

Initial Patient Patients 18-75 years of age with diabetes with a visit during the measurement period

Population

Denominator Equals Initial Patient Population

Denominator None

Exclusions

Numerator Patients whose most recent LDL-C level performed during the measurement period is <100
mg/dL

Numerator N/A

Exclusions

Denominator None

Exceptions

Allscripts CMS163v3_Diabetes Low Density Lipoprotein (LDL) Management

Reference Guide

Term CMS Specification
Measure Ischemic Vascular Disease (IVD): Complete Lipid Panel and LDL Control
Description Percentage of patients 18 years of age and older who were discharged alive for acute

myocardial infarction (AMI), coronary artery bypass graft (CABG) or percutaneous coronary
interventions (PCI) in the 12 months prior to the measurement period, or who had an active
diagnosis of ischemic vascular disease (IVD) during the measurement period, and who had
a complete lipid profile performed during the measurement period and whose LDL-C was
adequately controlled (< 100 mg/dL).

eMeasure 182

Identifier

NQF 0075

Initial Patient Patients 18 years of age and older with a visit during the measurement period, and an
Population active diagnosis of ischemic vascular disease (VD) during the measurement period, or

who were discharged alive for acute myocardial infarction (AMI), coronary artery bypass
graft (CABG) or percutaneous coronary interventions (PCl) in the 12 months prior to the
measurement period

Denominator Equals Initial Patient Population

Denominator Not Applicable

Exclusions

Numerator Numerator 1: Patients with a complete lipid profile performed during the measurement
period

Numerator 2: Patients whose most recent LDL-C level performed during the measurement
period is <100 mg/dL

Numerator N/A

Exclusions

Denominator None

Exceptions

Allscripts CMS182v4 Ischemic Vascular Disease _Complete Lipid Panel and LDL Control

Reference Guide
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S Term

CMS Specification

Measure Preventive Care and Screening: Tobacco Use: Screening and Cessation Intervention

Description Percentage of patients aged 18 years and older who were screened for tobacco use one or
more times within 24 months AND who received cessation counseling intervention if
identified as a tobacco user

eMeasure 138

Identifier

NQF 0028

Initial Patient All patients aged 18 years and older seen for at least two visits or at least one preventive

Population visit during the measurement period

Denominator

Equals Initial Patient Population

Denominator
Exclusions

None

Numerator

Patients who were screened for tobacco use at least once within 24 months AND who
received tobacco cessation counseling intervention if identified as a tobacco user

Numerator
Exclusions

N/A

Denominator
Exceptions

Documentation of medical reason(s) for not screening for tobacco use (eg, limited life
expectancy, other medical reason)

Allscripts
Reference Guide

CMS132v3 Cataracts Complications within 30 Days Following Cataract Surgery Requiring
Additional Surgical Procedures

Client is solely responsible for implementing the recommendations, refining certified workflows, and completing any configurations needed to meet Meaningful Use
measures prior to the defined attestation period. Allscripts is not providing any legal advice within this document or under any Allscripts services project. Client is
responsible for ensuring any revised business processes comply with all federal, state, and local laws.

NOTWITHSTANDING ANYTHING TO THE CONTRARY HEREIN, ALLSCRIPTS MAKES NO REPRESENTATION OR WARRANTY AS TO CLIENT BECOMING A
“MEANINGFUL USER” OF ITS EHR SOFTWARE (AS MODIFIED TO MEET THE DEFINITION OF CERTIFIED EHR) WITHIN THE TIMEFRAMES PRESCRIBED BY

THE HITECH ACT.
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