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CORE: CPOE:

S1= More than 30 percent of medication orde
the EP during the EHR reporting period are recorded using
CPOE.

* S2= More than 60% of med; more than 30% of lab; more than
30% of radiology (core)

+ No exclusions.

ERH Demo (Yes)
EHR/Order Tab
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CORE: Drug Interaction Checks

‘\

* S1=The EP has enabled this functionality for the entire
EHR reporting period.

* S2=Incorporated into Clinical Decision Support
* No exclusions.

EHR Demo (Yes)
*Notifications/Drug Interaction*
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Drug-Drug and Drug-Allergy check
\’

+ ‘“The EP, eligible hospital, or CAH has enabled the
functionality for drug-drug and drug-allergy
interaction checks for the entire EHR reporting
period.”

* Enable drug-drug and drug-allergy interaction at the
system level.
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Order Checks Must be Set to Enabled

and Mandatory
\‘

These Order checks must be set to Enabled and Mandatory:
ALLERGY-DRUG INTERACTION
ALLERGY-CONTRAST MEDIA INTERACTION
CRITICAL DRUG INTERACTION
DANGEROUS MEDS FOR PT > 64
ESTIMATED CREATININE CLEARANCE
GLUCOPHAGE-CONTRAST MEDIA
GLUCOPHAGE-LAB RESULTS

NO ALLERGY ASSESSMENT

RENAL FUNCTIONS OVER AGE 65
ALLERGY UNASSESSIBLE

* K X K X K X F X ¥
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CORE: Maintain Problem List:

* S1= More than 80 percent of all unique patier
EP have at least one entry or an indication that no problems
are known for the patient recorded as structured data.

* S2=Incorporated into Summary of Care
* No exclusions

EHR Demo (Yes)
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Problem List (cont.)
\‘

EHR Documentation:

* EHR Cover sheet: Right Click on Active Problem List
Component.
* Select Reviewed or No Active Problems as appropriate

or:

* Yellow Problem List Review buttons change to Green when
reviewed or updated.

or:.

* When updates needed, go to Problem Management EHR tab
to update Integrated Problem List (IPL).
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Problem List Review -Coversheet

DIRECT

Orders: 0

wiell Child 1 Medications IL&‘NI Order

|

{I"blu—""'

Problem =~ At
Allergic asthma 29-Apr-2014 14:20
Depressive disorder 18-Aug-2014 13:08
E ating routine - finding 22-8ug-2014
Exercise-induced asthma 18-4ug-2014 1318
Low back pain 18:4ug-2014 13:05
Purulent otitis media 18-4ug-2014 13:07

- NoActive Problems I |
T
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Problem List Review -Buttons

‘
Problem List Advs React Medications
Ndsvaledsvaledsvadl

: | Notes | Consuts/Re| Reviewed V
‘ No Active Problems “edicabon List

l
’
vadl NdsvadI

MU 2 Meeting the M




Problem List Update Problem
Management —|PL

o ok ‘Community Nerts Dosng Caladator RxPrnt Seftngs_Imagng
PRIVACY RESOURCES AOS DIRECT Webial
D T | Visit not selected | Py Care Team Unassned.
[ 3 a&mn M Mwumﬁomm ””
= Postings FOC Lt Relil 0" * ProblemList AdvsReact Medications CIC  Astmahcion| PwHMed Reviowed/
) !& Ivm B | D | k] gee0 | | | nu Pl Boc™ | RxRecstt | Tlodued | Vet Summay
Nothiations | Cover Sheer || 1s Welless | ProblemMng | Prensial | WekGhis | Medcobons |[ Labe || Osders [ Noss | Consus/Metzachs || Sipa | 0/C Summery | Sukedefam | Aepors |
Expand A Get St ff Pektiatf] Pov I add J| s || el
Saan  OnsetDate _Providor Namative Comments PHx PP KD
=1 Chvonic Exercise-nduced ahma 381
2l Cheonic 02112013 Alergic asthma a0
21 Chonic Puraant osis madia 824
=] Chronic Depressve discrder m
=1 Chronic Lowbackpan 242
= Chvoric Eating rousine - finding %9
* Requires updste to SNOMED CT
Visit Diagnosis [3)
[SNOMED T Provider Naualive Provide Tew 10| thma Corlicl Caune. Dte [ingay Cae Inuay Ploce Modier | Orset Dake

T
:-l_ul €9 [

[VsoB ~cRPRBG o=
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CORE: e-Prescribing (eRx)

\

* S1= More than 40 percent of all permissible prescriptions written by
the EP are transmitted electronically using certified EHR technology.

* S2= More than 50% of all permissible prescriptions

+ Exclusions:

MU 2 Meeting the Measures

1. Any EP who writes fewer than 100 prescriptions during the EHR
reporting period.

2. Any EP who does not have a pharmacy within their organization and
there are no pharmacies that accept electronic prescriptions within 10
miles of the EP's practice location at the start of his/her EHR reporting
period.

EHR Demo (NO)
*Training Database not set for e-Prescribing*

1



CORE: Active Medication List

S1= More than 80 percent of all unique patie
EP have at least one entry (or an indication that the patient

is not currently prescribed any medication) recorded as
structured data.
* S2= Incorporated into Summary of Care

* No exclusions

EHR DEMO (Yes)
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Active Medication List (cont.)
\

EHR Documentation:

* EHR Cover sheet: Right Click on Medication List
Component.
* Select Reviewed or No Active Medications as appropriate.

or:

* Yellow Problem List Review buttons change to Green when
reviewed or updated.

or:.

* When updates needed, go to EHR Medications tab to Order
Medications.
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Active Medication List

No Active Medications

BARTLETT.ROBIM A drnblatory

BLUE FFP PRINCIPLE 12-5ep-2014 21:23 H

* Problem List Advs React Medications

Nds Rewd [[RUNIT] Nds Ruwd |

_" MHaotes H Consults/Refenals H Superhil H WWHEDDHS ]
/4 A

Medication List

Mo Medications Found

Reviewed

Mo Active Medications

e * Problem List Advs React /¥ Medications o)
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Active Medication List Reviewed

* Problem List Advs React Medications
Nds Rvwd | Nds Rvwg | Nes Rvwd |

&n

_" Motes || Consults/Referals || Superbill || 0/C Sur|| Reviewed |t3 |
Mo Active Medications
M edization Statug D ——
OUTSIDE R ACTIVE® 07-lan-2008
|[BLIFROFER 400G TAR PERDIMG
|[ELIPROFEM B00MG TAE PEMDIMG

DIMETHICOMNE 1.5% CRE&M [4... ACTIVE
ALEUTEROL 30MCHG [CFC-F) 20... ACTIVE
METOPROLOL TARTRATE 0. ACTIVE
auTSIDE MED MISCELLANED... ACTIVE
OuTsI0E MED MISCELLANED... ACTIVE
ST JOHN'S WORT OTC CAP ACTIVE
OuTsI0E MED MISCELLANED... ACTIVE

—Statu Inpatient/Outpatient————
{+ Al " Active | & Al O Ouw O In
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Active Medication List Updates

Medication Tab

k . Fostings POC Lab Refil 2" * ProblemList Advs React Medications cic Asthmadction|  PW/H Med Revievied?
f o ‘ B | o Entry | PhamEd ‘ Orders: 0 ‘ Nés Rvwd | Ns Rvud | m DIA Plzn fe || AR | iy || R |
Motifiations " Caver Sheet ‘ Triage I ‘welhess " Frablem Mngt I Prenatal [ “wiell Child | Medications ‘ Labs I Orders || Nates I Caonsults/Refenals “ Supertil ” DA Surnmarn " Suicide Farm } Feports
File View Action
v & (=] £ + @) @ o ) o
Active Only Chronic Onlp 180 days Print..  Queue Print Process..  Mew.. Check Outpatient Medications  ~
Action |Ehmmc| Outpatiert Medications | Status | Process | lssued | Last Filed | Expires: | , Refills | Re | B
o METFORMIN HCL SO0MG 54 TAB Oy 60 Fendin ﬁ
Sig: TAKE ONE TABLET BY MOUTH TWICE A DAY TAKE WITH FOOD FOR DIABETES TREATMENT g E
o MORPHINE SULFATE EONG "SR° TAB 0ly- 20 Ferdin
Sig: TAKE ONE TABLET BY MOUTH EVERY 12HOURS FOR PAIN; M&Y CAUSE DROWSINESS a E
AMOXICILLIN 250G /5ML PwDRRENST-ORAL Qiy: 100 Pendin H
Sig: TAKE 2.5ML BY MOUTH TWICE A DAY FOR INFECTION. SHAKE WELL. g E
CHLORHERIDINE GLUCONATE 0.12% MOUTHWASH Gty 473 Pendin H
Sig: RINSE 1 OUNCE BY MOUTH TWICE A D&Y AFTER BREAKFAST AND BEFORE BEDTIME & E
FLUTICASONE/SALME TERDL 260-50MCG INHLORAL Qiy: 60 Pendin H
Sig: INHALE 1 PUFF B MOUTH TWICE & DAY B E
HYDROCODONE/APAP 10MG/325MG TAB Qty: 15 Pendin ﬁ
Sig: TAKE 1 TABLET BY MOUTH EVERY B HOURS IF NEEDED FOR PAIN o E
IBUPROFEN 400MG TAB Oty: 40 Pendin H
Sigr TAKE OME TABLET BY MOUTH FOUR TIMES 4 DAY FOR PAIN; TAKE wITH FOOD OR MILK B E
LORAZEPAM 1MG TAB Gy 4 Pendin
Sigr TAKE Twi0 TABLETS BY MOUTH AT BEDTIME THEN TAKE Twi0 TABLETS 1 HOUR PRIOR TO APPOINTMENT g E
MONTELUKAST NA MG CHEW TAB Gty 90 Pendin
Sigr CHEW ONE TABLET BY MOUTH EVERY DAY B E
SODIUM HYPOCHLORITE 0.125% TOP SOLN Gty 473 Pendin
Sig SOLUTION TD AFFECTED AREA TwICE A DAY g E
foton | Non-CIHA Medications | Stalus | stat Dat=
FISH OIL CAP,ORAL
BY WOUTH Aote
FLUOCINOMIDE 0.05% CREAM Active
LARGE AMOUNT TO AFFECTED AREA
Validste  OUTSIDE MED MISCELLANEOUS Active
(OUTSIDE MED MISCELLANEDUS TAB Active
FISH DIL BY MOUTH TWICE A DAY Patient buys OTC/Herbal product without medical advice,
OUTSIDE MED MISCELLANENUS TAB Active
WITAMIN C 500 MG BY MOUTH ONCE A'WEEK
Action | Inpatient Medications | Status | Stop Date:
I ir ir ir
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EHR Documentation

\

* Green buttons indicate Problem List, Adverse
Reactions, and Medications have been updated or
reviewed.

* R = Reviewed.
* U = Updated.

— ([l

* N=NONe. — puenlit MRt Necisions
SR om | e

_" Motes || Consults/Refenals || Superbil || 0/C Surnmary || Suicide Fom || Reports |

Medication List
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EHR Documentation (cont.)

+ Select Yellow Hand with Pencil or Select new patient to
prompt for electronic signature to sign off on updates

MU 2 Meeting the Measures

atlent Michael
20-Dec-1962 (A1) U

POC

[

F'u:ustlngs

Lab
Ent | Pharm Ed|

Fefill 3"
Orders: 0

Uiﬁ

Review/Sign Changes for Demo,Patient Michael

Signature will be applied to checked items

Chart Review

Problem List - Reviewsd

Mo Active Medications
bedications - Reviewed

Mo Active ddverse Reactions
Adverze Reactions - Reviewed

Electronic Signature Code:

xxxxxxxxxxxx

If proceszsing Surescripts, signature

18 will be applied after action zelected. Sign I

Cancel




CORE: Medication Allergy List

\

* S1= More than 80 percent of all unique patients seen by the
EP have at least one entry (or an indication that the patient
has no known medication allergies) recorded as structured
data.

* S2=Incorporated into Summary of Care
* No exclusions

EHR DEMO (Yes)
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Medication Allergy List (cont.)
_’

EHR Documentation:

* EHR Cover sheet: Right Click on Adverse Reactions
Component.
* Select Reviewed or No Active Allergies as appropriate.

* When No Allergy Assessment, Select New Adverse Reaction
to document No Known Allergies.

* Right Click on Adverse Reactions and Select Enter New
Adverse Reaction to Update Medication Allergy List.

or:.

# Yellow Adverse (Advs) Reaction Review buttons change to
Green when reviewed or updated.
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Medication Allergy List Review

Coversheet
S

Adverse Reactions

| Agent - | Typ ion | Statuz | IndAct Date

b0, | Drug A5 Verified

HYDRO.. Dug  ITCHL.  Verified E‘iltfd::'SE RE:CM:_---
LAMSO... Drug ARDO.. Verified Elete Adverse ea.n: o
Mew Adverse Reaction...

LISINDO... Drug DIEZL..  erfied
MORP...  Drug RasH Verified
PEAMU... Drug,F... RASH Verfied Entered in Error

PEMCIC... Drug AMAP . Werfied Inactivate Adverse Reaction
PEMICL.. Drug RASH Vernfied Reactivate Adverse Reaction
POVID... Drug,F... RASH Verfied Inability to Assess

Sign fdverse Reackion

—Statu
Al v Active \

SO0 Dug.F. DRYM. Ve —r— m—
SULFA .. Dug  ANGIO.. Ve BiEUiE ey wEl e
- Mo Ackive Allergies
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Medication Allergy List Review

Buttons
\
L

* Problem List Advs React Medications
Nos Rvwd | Nds Rewd | Nds Rww |

_" Motes " Consults/Referals " Supe( Reviewed h | de Form " Reparts l

M edication
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Medication Allergy List

No Allergy Assessment Scenario

Adverze Reactions

Mo Allergy Aszeszment

Edit: &dyverse FReaction, ..
Delete Adverse Reackion
Sian Adverse Reaction

Emtered im Errar

Inackivate Adverse Reackion
Reactivate Adverse Reackion
Inability to Assess

rStatue———————

Al {+ Active

Reviewed

Mo Active Allergies

‘-_-‘.__ Hnmﬂnre
* Problem Listf Advs React cations
Nds Rvwd Nds Rywd |

e —
Adverse Reactions / \

L Modllergy Aszessment [

N~
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Medication Allergy List Update

No Known Allergy Documentation

Adverse Reactions
No Allesgy Assessment
Enter camalive sgent [on fdver s Fleacion
[Entes & beait 3 chsrsctin]
Edit &dverse Readtion, .. | ETE
I Delete Adverse Reaction
Sigr Adverse Reaction
Enrtered in Error
Inactivate fAdverse Reaction
Reactivate Adverse Reackion
Inabiity to Assess
Chart Review
_5
Al @ Active Refresh
” 7 | No Know Adesgis E* ok | Concel |
Adverse Reactions [
. e
Mo k.nown Allergies - =
*  Problem Li Advs React YMedications
Nds Nds Rvwd |
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Medication Allergy List Update

New Adverse Reaction Entry

——

Adverse Reactions

Mo Allergy Aszessment Erier cammaton sk hoe Ackoarsn Raastion:

= I

Edit Adverse Reaction, .

Delete Adverse Reaction
“ New A e Reaction...

Siam Adverse Reaction

Entered in Error
Inactivate Adverse Reaction

Reactivate Adverse Reaction Erder cansaive gert hos ducbvoeisn Rlaaction:
[Ender o boaut 3
Inability to Assess [FEraciie Seach |
i Sielact hom o of the lodowing ema
Chart Review L4 o 48 matches found.

— | VA Absegies Fil [no matches]

Status—— +
=+ Hational Disg File - Gonesic Diog Mame (2]
Coal @ Ative Refresh = “ oty
FENICILLN/PROBEHECI

5w Matonal Dnag fle - Tiada Mame [41)
K Locallasg File o maiches]

1+ Dinug Ierechents Fie: (1)

- WA D Clas File ()

5w s e o tecet ey 1]

0 | Cwea |
agan.

From the matchng eriries on the bst, or
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Medication Allergy List Update

New Adverse Reaction Entry (cont.)

& Edit Adverse Reaction (Verified) i ] B

— Reaction
Causative agent: ~ [ Dbszerved

|PENICILLIN = By

Mature of R eaction I d
|Drug j Feaction [Date/Time

Event Code
|DRUG ALLERGY = | severiy

Source of Information I j
|PATIENT =l

— Sigha/Sumptoms
Auvailable Selected

|RasH

ITCHING WATERING EYES ﬂ

MALUSEAWOMITIMNG & |
K

AMAPHYLAKIS

I~ | Imprecize Date

Date/Time: [10-0ct-2008 1205 [

Source: I vI

r— Comments

Current I ] Cancel
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CORE: Record Demographics

* S1= More than 50 percent of all unique patien
have demographics recorded as structured data.

# S2= More than 80% (core)

Record the following demographics:
e Preferred language

e Gender

* Race

e Ethnicity

e Date of birth.

+ No exclusions
EHR Demo (No)

*RPMS REG-Pack /Practice Management Application Suite*
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CORE: Record Vital Signs

** S1= For more than 50 percent of all unique patients see SR e EHR
reporting period have blood pressure (for patients age 3 and over only) and height
and weight (for all ages) recorded as structured data.

* S2= More than 80%, BP recorded (for patients age 3 and older), and/or height and
weight recorded (for all ages)

+ Exclusions
Any EP who:

1. Sees no patients 3 years or older is excluded from recording blood
pressure;

2. Believes that all three vital signs of height, weight, and blood
pressure have no relevance to their scope of practice is excluded from recording
them;

3. Believes that height and weight are relevant to their scope of
practice, but blood pressure is not, is excluded from recording blood pressure; or

4. Believes that blood pressure is relevant to their scope of practice,
but height and weight are not, is excluded from recording height and weight.

EHR Demo (Yes)
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**EHR P13 **

User Patient RefreshData Tools Help eSig Clear Clear andLock Community Alerts Doging Calculator Ry Print Settings  Imaging

—loix

Motfistions | Cover Sheet | Triage | wieliness || Problem Mgt | Prenctal || wfelChild | Medieations || Lats | Orders

PRIVACY [ PATIENT CHART L ResoURCEs oL RCIS ~{ DIRECT webhail
Patient.| 7 DEMO CLINIC 264052014 03:23 ||| Primary Care Team Unsssigned
147545 2DMar134 (BD) M DOCTOR.DEMO1 Ambulatory
Postings FOC Refil 0" - Problem List Advs React  Medications clc
; Phsrm Asthma dction | PwH Med | Reviewsdr |
I!j o9 A ‘ b e | Orders: 0 DR | mds Rvwd | Nds Rvwd n| A Plan Rec oRkRecoipt | i ey | Visit Summary
; Entry T

®

Chiet Complaint

Edit || Delete

Adverse Reactions

Motes | ConsdbssRefenals || Superbil | D/C Summaty || Suicide Farm || Feports |

Agert = | Type | Reaction| Stals | InAct Date 1|

Buthor Chief Complaint CEFAT. Dmig  AMAP.  Veifisd
BUPR.. Drg  HIMES  Verisd
LEVEMIR Dug  FACK..  Verlied
FENICl. Dmg  DIZZ. Verfied
SULFA. Dmg  WHEE. . Vtisd
Statu
Al Aotive

Freproductive history | Femonaitizatn__|| T Veemy (. ViealDiglay .
Reproductive Factors add Edit Defzult Units Iz‘ 28-Aug-2014 09:42 Range Units ﬂ
Mot Applicable ] Tempeiature F

Pulse

BO-100

Rlespirations

02 Saturation

Blond Pressure

50-150

Height

weight

Pain

NawDatelemel Updat= |

e |

D(X:TOR.DEMO]‘ 201 3-DEMO.NA [HS.GOY ‘ 2013 DEMO HOSPITAL | 28-4ug-2014 03:47 ‘
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Record Vital Signs

ViaEmy | VilDigly

[efault Urits

-0r ages 3and up

-or all ages

-or all ages
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CORE: Record Smoking Status

S1= More than 50 percent of all unique patier
or older seen by the EP have smoking status recorded as
structured data.

* S2= More than 80% for patients age 13 and older
# Exclusion
Any EP who sees no patients 13 years or older.

EHR Demo (Yes)
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& RPMSEHR = EHR P13 * =1
User Patient Refresh Data Tools Help eSig Clear  Clear and Lock  Community Alerts  Dosing Calculabor R Print Settings  Imaging
FRIVACY T PATENT CHART L RESOURCES L RCI [ DIRECT webMai
Demo.Patient7 ‘ DEMO CLINIC 2B-80g-2014 09:23 ||| | Primary Care Team Unassigned
147545 20-Mar1964 [B0) M DOCTOR.DEMO1 Arnbulatory
Ig § ﬁ Pos.p:ngs i:%:)j Pt:ad[m [ l::::eltlhe"n;:u LI} % A:i:: F;\;Rﬁt I hmc;::': | @iﬁ% Asthn;fa.:ction WF’!-IE': & eRx Receipt F!Ue;ga;r:dd.-’ Wisit 5 ummary @
" e —

Hatifistions " Cover Sheet " Triage | “Wellness | Problem Mngt " Frenatal " el Child " Medications " Labs " Orders " MHaotes " Consults/Refenals " Superbil " D/C Summary " Suicide Form " Reports ]

Ed/Exams/HF Education =
Immz/Skin Tests ‘% i | Shiovy Standard |

Add | Edit |Qe|ete|

l

Wizit Date © | Education Topic | Comprehension | Status | Objectives |Camment | Provider | Length [ Type | Lacation | Cade
08/26/2014 | Benign Prostatic Hyperplazia-Lifestyle Adap B Add Health Factor ll EMD HOSFITAL — 2BEBES003
08/26/2014  Benign Prostatic Hyperplazsia-Hutrition EMD HOSFITAL  2BEBES009

[ Items [«]
TOBACCO [EXPOSURE)

TOBACCO [SMOKELESS - CHEWING/DIP)

Add Edit | Qeletel

= TOBACCO [SMOKING) Cancel |
CEREMOMIAL USE OMLY
CESSATION-SMOKER
Erms CURRENT SMOKER, EVERY Day
CURREWT SMOKER. SOME DAY
— CURRENT SMOKER, STATUS UNKNOWHN
Wigit Date

HE&w TOBACCO SMOKER
LIGHT TOBACCO SMOKER
MEYER SMOKED

PREVIOUS [FORMER] SMOKER
SMOKING STATUS UNENDWHN

@ Health Factors

Edit | Qelete|

|Misit Date | Health Factor |Categoy [ Comment

l

08/26/2014 | Smoking Status Unknown  Tobacco

|DOCTOR.DEMO1 || 2013-DEMO.MA IHS. GOV || 2013 DEMO HOSPITAL || 28-Aug-2014 10:03
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Record Smoking Status

health factors will count for the me

* Current every day smoker.
* Current some day smoker.

* Smoker, current status unknown.

Add Health Factor eS|

* Heavy tobacco smoker. |[fe -
—HOBACCOE<POSURE]-

HTOBACCO[SMOKELESS CHEWANGDP]—

« Light tobacco smoker. ||| roscen suocne

—CESSATE-SMEER—
CURREMT SMOKER, EVERY DY Tl

x N ever smo ke Ir. CURRENT SMOKER, SOME D&Y

CURREMT SMOKER, STATUS UNEMOWN
HE&YY TOBACCO SMOEER

LIGHT TOBALCCO SMOKER
+* Former smoker.
PREVIOUS [FORMER] SMOKER
SMOEING STATUS LIMNEMIDWN I

L

1

+ Unknown if ever smoked.

MU 2 Meeting the Measures




CORE: Clinical Decision Support:

\

* S1= Implement 1 CDS support rule.

* S2=1. Implement 5 CDS interventions related to 4 or
more CQMs. (Yes/No) 2. Functionality enabled for
drug-drug and drug-allergy interaction checks
(Yes/No)

* No exclusions
* YES/NO Attestation Requirements.

+ EHR Demo (NO)
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Prioritize Reminders You Need to

Attest for MU2

to four or more clinical quality measures at a relevant point in
patient care for the entire EHR reporting period.”

FRRTERNN S R

10
11
12
13
14

16

17

18
19

A B E D E

REMINDER/DIALOGS M CMS RdNQF R4/ CQM Name \ Other Measures/Guidelines

IHS-ACTIVITY SCREEN 2013 Million hearts, HP 2020 - PA

IH5-ALCOHOL SCREEN 2013 GPRA, USPSTF, HP 2020 - 5A

IHS-ALLERGY 2013

IHS-ANTICOAG DURATION OF TX 2013 US American College of Chest Physicians Antithrombotic Therapy
and Prevention of Thrombaosis Panel

IHS-ANTICOAG INR GOAL 2013 US American College of Chest Physicians Antithrombotic Therapy
and Prevention of Thrombasis Panel

IHS-ANTICOAG THERAPY END DATE 2013 US American College of Chest Physicians Antithrombotic Therapy
and Prevention of Thrombosis Panel

IHS-ASTHMA ACTION PLAN 2013 26 332  Home Management Plan of Care (HMPC) Document Given to MNHBLI Asthma Guidelines, HP 2020- RD 7

Patient/Caregiver

IHS-ASTHMA CONTROL 2013 NHBLI Asthma Guidelines, HP 2020- RD 7

IHS-ASTHMA PRIM PROV 2013 NHBLI Asthma Guidelines, HP 2020-RD 7

IH5-ASTHMA RISK EXACERBATION 2013 NHBLI Asthma Guidelines, HP 2020- RD 7

IHS-ASTHMA SEVERITY 2013 NHBLI Asthma Guidelines, HP 2020- RD 7

IH5-ASTHMA STEROID 2013 126 = 0036 Useof Appropriate Medications for Asthma MHBLI Asthma Guidelines, HP 2020- RD 7

IHS-BLOOD PRESSURE 2013 165 i 0018 Controlling High Blood Pressure Million hearts, HP 2020 - HDS

IHS-CHLAMYDIA SCREEN 2013 153 i 0033 Chlamydia Screening for Women USPSTF, HP 2020 - 5TI

IH5-COLOMN CAMCER 2013 130 | 0034  Colorectal Cancer Screening HP 2020 - Cancer, GPRA

IHS-CVD 2013 30 639  AMI-10 Statin Prescribed at Discharge GPRA, Million hearts, ATP 11l 2004, Million hearts, HP 2010 —HDS

IHS-DENTAL VISIT 2013 HP 2020 - Oral Health

IHS-DEPO PROVERA 2013 HP 2020 - FP

|HS-DEPRESSION SCREENING 2013 2 | 0418 Preventive Care and Screening: Screening for Clinical Depressionand  GPRA, HP 2020 - MHMD



CORE: Patient Electronic Access

S1= More than 50 percent of all unique patien oy th ,

EHR reporting period are provided timely (avallable to the patient within 4
business days after the information is available to the EP) online access to
their health information, with the ability to view, download, and transmit
to a third party.

* S2=1. More than 50% of all unique patients are provided online access to
their health information within 4 business days 2. More than 5% of all
unique patients view, download, or transmit their health information to
a third party

Exclusion:

* Any EP who neither orders nor creates any of the information listed for
inclusion, except for "Patient name" and ""Provider's name and office
contact information, may exclude the measure.

EHR Demo (NO)
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CORE: Clinical Summaries

,,,,,,,,,,,,,, thinsbusnessdays.

* S2= Provided for more than 50% of all office \
business day

+ Exclusion

* Any EP who has no office visits during the EHR reporting
period.

EHR Demo (NO)
*PHR not available at this time*
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URE: Protect Electronic Hea
Information

* S1= Conduct or review a security risk analy //

|CCOIdg

with the requirements under 45 CFR 164.308(2a)(1) and
implement security updates as necessary and correct
identified security deficiencies as part of its risk
management process.

* S2= Conduct or review SRA, including addressing the
encryption/security of data stored in CEHRT, and implement
updates as necessary

No exclusions.
* YES/NO Attestation Requirements.
EHR Demo (NO)
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CORE: RPMS DIRECT Secure
Messaging

# S1=N/A ‘\

* S2= More than 5% of unique patients sent a secure
electronic message
* Exchange structured information among Providers and Patients.

* Electronic transmission of patient care summaries across multiple
settings.

* More patient controlled data

#* EHR Demo (NO)
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DIRECT Requirements for Stage 2

1. CPOE

. E-Prescribing

. Record demographics

. Record vitals

. Record smoking status

. Use clinical decision support
Patients view, download, transmit
. Clinical summaries to patients

9. Protect electronic health information
10. Incorporate lab results

11. Generate patient lists

12. Reminders for follow-up care

coN ooV W N
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13. Patient educational resources

14. Medication reconciliation

15. Transmit care summaries for
transitions of care

16. Report immunizations

17. Secure messaging with patients
plus menu items...

18. Report syndromic data

19. Record electronic notes

20. Imaging results

21. Record family history

22. Report cancer cases

23. Report other registry cases



MENU: Clinical Lab Test Results

* S1= More than 40 percent of all clinical Iab tes
the EP 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.

+ S2= More than 55% (core)

+ Exclusion

* An EP who orders no lab tests whose results are eitherin a
positive/negative or numeric format during the EHR reporting period.

EHR Demo (YES)
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MENU: Patient Lists

* S1=Generate at least one report listing patients o
with a specific condition.

# S2= Generate at least 1 report --Yes/No (core)
* No exclusion.

* YES/NO Attestation Requirements.

EHR Demo (NO)

MU 2 Meeting the Measures 42



MENU: Patient Reminders

* S1= More than 20 percent of all patien

5 years old or younger were sent an appropriate reminder
during the EHR reporting period.

* S2= More than 10% of all unique patients with 2 or more
office visits in the last 24 months (core)

+* Exclusion:

* An EP who has no patients 65 years old or older or 5 years old
or younger with records maintained using certified EHR
technology.

EHR Demo (NO)
*ICARE REMINDER NOTIFICATIONS*
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MENU: Patient-Specific Education

Resources

\

* S1= More than 10 percent of all unique patients seen
by the EP are provided patient-specific education
resources.

* S2= More than 10% of all unique patients provided
patient-specific education resources (core)

+* No exclusions.

EHR Demo (YES)
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Patient-Specific Education

‘\

* Optional Menu Set Measure with MU Stage 1.

* Required MU2 Core Measure:

* More than 10% of all unique patients with office visits
are provided patient-specific education resources.
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Documenting Patient Education for

MU (1)
‘\

* Document Literature (L) in a face-to-face patient
encounter.

* Can be done by anyone on the care team.
* Can be done multiple ways. Patient Ed button:
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Documenting Patient Education for MU (1)

\

+ Document Literature (L)
in a face-to-face patient
encounter.

: Add Patient Education Event

* Can be done by anyone
on the care team.

Provided By |ALLEN MICHAEL Jo1 |
B

* Can be done multiple st | sttt
wadays. { O godset  Goallet (" Goaltotet I
!

+ Patient Ed button:
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Documenting Patient Education for MU

\

+ “Ed” button added to retrieve MedlinePlus Patient Education.

Yisit Dhagnosi m

Frowvider T ext ICD Friarity Azthrna Contral

FamityDioctor.ong
Google
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Documenting Patient Education for MU (3)

—
« “i” button will retrieve ClinicalKeyclinical info.

Yisit Diagnosis Iﬂ

SHOMED CT Prowvider Marrative Prowider Test [CD Priarity Bzthma Contral

Web Reference 5ea

Reference Site

Search Term | japa Search
Medline
CDC
FamihyDoctaor.ong
(Google
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Documenting Patient Education for MU

@ RPMS THR ALLINMICHAIL  ** MUPrepiiost Precert *

WMWMMWﬂWQI“MMMMMummm

PRvADy - PATRNTOWRT  mesounces o AoS N_oBECTwaa
Everyman Adom © DEMO CLINIC 05002014035 | KhonSame ‘
S 20192151 M | ALLEN MICHAEL Anbadgtory || - ; : : )
! * Problem List Advs React  Medicatons TN ICIC At Acken Mlld | z | w' | s ‘
I u 'I I‘I | “I I Nds Rend | Ns Bune | 1igs Rnet | \Q}ou Fn e Pscut Vasamw) J |
 tatiwiorn | Cow sheot [ Thage § Welness | WO Medcaton | Labs | Oiders | tetes | Conmbueiemats ijm_mrp] Repots |
N Fats . SugcaMs 3 h“ SN Amecag. N\ Eyegem A e A -
Expand A d et 50T || PrckLst )| POV Add Est I Dolte
Siats  OnsetOpte  Pronder Naratve Commerts PHx PP P KD
2] Epsodec 03302012  Essental hypertension | Test0227 aMme
2 Orecenc 03252017 Asthere 0%
2] Epwodc 08152012 Costal chondrte 7336
2] Cheors: Q8152012  Dusabdty evalustion, noemal. no deabiity. no mmpamment INVALID CODE

* Requees update 30 SNOMED CT

Visit Diagnosis {4

c1 | Provades Nasafive | Tet D | ' Asthen Corivol | Coute Date  lrgsy Cosse lrpay Place Modfier  Orvet Date |
| AUENMIOWEL | 213DEMONAMSGOV | 2013DEMOHOSATAL || O4Sep2014 1725 J
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ocumenting Patient Education for MU
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Documenting Patient Education for MU

| Chionic 07232011 Berign prostai hypeeplasia
4 e

D Stahs Prov.Namabv POV Episodicity

Prov.Tot  GodMNotes CarePlans Visk Instructions PtEd

Re9m 1y egmen gy oy

8020

i

535 Ovonc Bengnprsae| 5 rmﬁt Coe [N
.
3 (" 0id epsde = F:A
(" Ongoing episode
| (" Undefned epsodicty
T pmay ey

|aewmw B

Treatment/
Regmen
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Documenting Patient Education for MU (7)

MM Dogng Ceiustor Ry Privt Settngs  [magrg

Foar £ PATENTOWAT - ‘{, FOS N DEECTwimha .\
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Documenting Patient Education for MU

©)

i, Education Topic Selection
| | @) N 2| arditems

Select By % Categom List {7 Disease & Topic Entry £ Pick List
" Mame Lookup Procedure & Topic Entry

| Items |:| Select
= DIABETES MELLITUS
AMATOMY & PHYSIOLOGY Cancel

BEH&VIORAL aMD EMOTIOMAL HEALTH
COMPLICATIONS

CULTURALASPIRITUAL ASPECTS OF HEALTH
DISEASE PROCESS J
EQUIPMENT

EXERCISE

FOLLOW-LP

FOOT CARE AMD ExaMIMATIONS

HELF LIME

FIDMEY DISEASE

LIFESTYLE ADAPTATIONS

:LITERATURE

MEDICAL MUTRITION THERAFY

MEDICATIONS
NUTRITION

PAIN MANAGEMENT Display
PERIDDONTAL DISEASE Outcome &
PRE-COMCEFTION CARE | Standard




Documenting Patient Education for MU (9)

Fg};| ,J| ﬂ ﬁ@ 3754 tems

Select By ¢ Category List & Dizeasze & Topic Entry * Pick List
" Mame Lockup { Procedure & Topic Entry

Pick Lists | | oK,
[~ Show &l Cancel
[7] Diabetes Melitus-anatamy & Phyzialogy Diabetes Melitus-home Management [ Diabetes Melitus-zafety
[] Diabetes Melitus-caze Management [] Diabetes Melitus-kidney Diseaze [ Diabetes Melitus-screening
Diabetes Melitus-complications [] Diabetes Melitus-lifestyle Adaptations [ Diabetes Melitus-strezs M anagement

[7] Diabetes Melitus-cultural/zpitual Azpects OF Health [w] S ==l 0 == =

Diabetes Mellitus-tests
Diabetes Melitus-dizeaze Process Diabetes Melitus-medications

[ Diabetes Melitus-treatment

Diabetes Melituz-equipment Diabetes Melituz-ristrition [] Diabetes Melituz-wound Care
Diabetes Melituz-exercize [[] Diabetes Melituz-pain M anagement

Diabetes Melituz-follow [[] Diabetes Melituz-periodontal Dizeaze

Diabetes Melituz-foot Care And Examinations [[] Diabetes Melituz-prevention

1| i

Type of Trairing ™ Individual € Group

Comprehenzsion Leyvel IGEIEID j
Length |-| 0 [min]
Readiness to Learn |HEEE PTIVE j

MU 2 Meeting the Measures 55



Documenting Patient Education for MU (10)
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* S2= Med rec for more than 50% of transitions of care (core)

*  Exclusion
* An EP who was not the recipient of any transitions of care during the EHR
reporting period.

EHR Demo (YES)

*Count each patient visit in the denominator where SNOMED Code
428191000124101(Documentation of current medications (procedure)) is present in
the SNOMED CT field of the V Updated/Reviewed file for a visit during the reporting

period.
And the Event Date and Time entry in the V Updated/Reviewed file field is during
the reporting period *
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. . : : \
or provider of care provides a summary of care record foi
percent of transitions of care and referrals.

* S2= 1. Provides a summary of care record for more than 50% of transitions of
care and referrals

2. Provides a summary of care record using electronic transmission

through CEHRT eHealth exchange for more than 10% for transitions of care and
referrals

3. Transmits at least 1 summary of care record electronically to a
recipient with a different EHR vendor or to the CMS test EHR (core)

* Exclusion
* An EP who neither transfers a patient to another setting nor refers a patient to
another provider during the EHR reporting period.

EHR Demo (NO)
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Transition of Care/Summary of Care

Patient Summary

. —

Get Well Clinic: Health Summary

Created On: August 6. 2012

Patient: Isabella Demo MRN: 1
1357 Amber Drive
Beaverton, OR. 97006
tel:(816)276-6909
Birthdate: May 1, 1947 Sex: Female

Guardian: Next of Kin:

Table of Contents

ALLERGIES. ADVERSE REACTIONS. ALERTS
ENCOUNTERS
IMMUNIZATIONS
Medications

CARE PLAN

REASON FOR REFERRAL
PROBLEMS
PROCEDIIRES
FUNCTIONAL STATUS
RESULTS

SOCIAL HISTORY

VITAL SIGNS

* & & 8 5 8 s s s s s

AILTERGIES. ADVERSE REACTIONS, ALERTS
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TOC -Provide Summary Record (1)

Measure 1:
*  Provide a summary of care record for more than 50% of transitions ofMeferrals.

Measure 2:

*  Provide a summary of care record for more than 10% of the total number of transitions and referrals
either: Electronically transmitted using CEHRT to a recipient.

or:

* Where the recipient receives the summary of care record via exchange facilitated by an
organization that is an eHealth Exchange (formerly NwHIN exchange) participant or in a manner
that is consistent with the governance mechanism ONC establishes for the eHealth Exchange.

Measure 3:
* EPs must also satisfy one of the following criteria:

# Conduct one or more successful electronic exchanges of a summary of care document, as part of
which is counted in “measure 2”” with a recipient who has EHR technology that was developed/
designed by a different EHR technology developer than the sender’s EHR technology.

# Conduct one or more successful tests with the CMS designated test EHR during the EHR
reporting period.
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TOC -Provide Summary Record (2)
o

What that means for you:

* For over half of the patients you refer to another provider or transfer to
another setting of care (e.g., nursing home), you have to send the next
provider of care either an electronic or paper summary of care document
that is generated by your certified EHR.

*  Of those summary of care documents you send, more than 10% must be sent
electronically—either directly to a recipient or using the eHealth Exchange
standards.

* At least one of the summary of care documents that are sent electronically
must be sent to someone who is using a completely different EHR vendor or
to the CMS designated test EHR.

Are you excluded from doing this?

* You can be excluded from all three measures if you transfer a patient to
another setting or refer a patient to another provider less than 100 times
during the reporting period.
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TOC -Provide Summary Record (3)

* This measure only counts for outside
Consults).

* The measure evaluates referrals initiated during face-to-face
visits within the reporting period.

* To be in the denominator, a referral must be approved
during the reporting period and have an appointment date
entered in the RCIS system.

* To count in the numerator there must be a TOC printed or
transmitted after the referral is approved.
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\

* Generating, customizing, and printing TOC are
essentially the same as CS.

* ATOC must accompany each referral in RCIS.

+* Senders and receivers of TOCs must have a Direct
email account which is secure.

« Never transmit protected health information (PHI)
through unsecured processes.
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TOC Dialog for Vendors With Direct
Messaging

T e

& GENERATE CCDA for Visits/Referrals -0l =]
Patient: Williams,John | HR#: 147521 " Clinical Summary * Transition of Care ‘

[ visits | Referrals |

= = 6/30/2014
[=1 Jlw hf'lsilt Detail: {Time: 9:00 AM; Location: DEMQ CLIMIC; Status: AMBULATORY; Email: ; Fax: )
[¥ireference Detail: (Ref#: 134770; RefType: Angina | ; Status: ACTIVE; Vendor: ; Email: ; Fax

| | ]

submit | ReviewjCustomize |  Cancel |
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TOC Demonstration

‘\

* EHR.
* Patient with qualifying referral.
* Place the cursor over the CCDA button.

+ TOC for selected referral:
+ Choose referral.
+* Submit.

* Print to PDF.
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Receiving CCDA Documents

When a C-CDA document is received, it “

is stored in Vista Imaging and linked to
the patient in RPMS via Medical
Records.

* Records are reviewed and reconciled -~ ‘
using the Clinical Information 5 0 ‘ 3
Reconciliation (CIR) tool.

* If a patient has any unreconciled

received C-CDA documents the CIR -R ded -
icon will turn red and display the 0 3 Recondiled / 6 Total
number of unreconciled documents.

* Placing the cursor over the icon will \3
display the total number of
documents.

MU 2 Meeting the Measures 66



* Clicking the CIR icon will open the reconciliation window.

\

* The top section lists the available documents:
Reconciliation data is listed with each entry.

+* The left section lists information from the selected

incoming document: Multiple documents may be selected.
* The bottom section populates with reconciled information.
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Selecting and Viewing Documents

\’

* Clicking a document
loads it into the display.

+ Right-clicking a document
displays a menu that will
allow viewing of the
entire document.
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Tabs: Problems, Adverse Reactions,
and Medications
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Reconciling Elements From Incoming

Document

Right-clicking elements on the right “

and left sections will display context-
sensitive menus:

* Use these options to reconcile the
respective lists.

* Actions on these tabs will be = —
recorded as reconciliation of those Leprosy RS T
elements in RPMS. Asthmaltriggered by__Entered In Eror 103/

* Each reconciliation adds to the
bottom list.

+ Each tab also has an Add button on Accept Problems | Cancel
the bottom section for easy additionjadic
of any new problems discovered in Eetis Reviewed, No Action
this process.
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The Finished Product

* When finished, click Accept.
* Use the button for each tab.
*Or:

* Select all by using the button
at the top.

* A signature dialog will open.
+ Signed changes will be saved in

RPMS.
* Unsigned changes will be lost o | -
when the CIR tool is closed. oo o e e
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\’

* The CIR tool is not for regular maintenance of
problem lists, adverse reactions, or medications.

* The focus of the tool is to import information from C-
CDA documents.

* To add problems, medications, and allergies, use the
normal EHR entry processes:
* Medication ordering dialog.
* Add problem dialog.
* Add allergy dialog.
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Clinical Summary and Transfer of

Care Documents

\’

# In Meaningful Use Stage 2 (MU2) the Patient Wellness
Handout and C32 are replaced by the Clinical
Summary (CS) and Transfer of Care (TOC) documents.

* CSisintended to be used as a visit summary to give
the patient at the conclusion of the provider
encounter.

* TOC s intended to transmit patient information to a
referred provider.

MU 2 Meeting the Measures 73



Consolidated Clinical Document

Architecture (CCDA)
-‘

# The Consolidated Clinical Document Architecture (C-CDA) is a
prescribed document format that includes defined elements in a
specific structure.

+ Dictates elements for both CS and TOC.

* Because of this common format, both documents are generated
and printed from the same menuin EHR.

* TOC is meant to be transmitted from provider to provider and
can be transmitted electronically via secure messaging:

* Because of the prescribed format, transmitted TOCs received by
referral providers who use a MU2 Certified EMR should be able
to import them directly into their system.
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Clinical Summaries

Get Well Clinic: Health Summary

Created On: August 6, 2012

Patient: Isabella Demo MRN: 1
1357 Amber Drive
Beaverton. OR., 97006
tel:(816)276-6909

Birthdate: May 1, 1947 Sex: Female
Guardian: Next of Kin:
Table of Contents

« ALLERGIES. ADVERSE REACTIONS. ALERTS
« ENCOUNTERS

o  IMMUNIZATIONS

o Medications

« CARF PLAN

« REASON FOR REFERRAL
« PROBLEMS

« PROCEDIIRES

« FUNCTIONAL STATUS

« RESULTS

« SOCIAL HISTORY

o VITAL SIGNS

ALLERGIES, ADVERSE REACTIONS, ALERTS

MU 2 Meeting the Measures 75



Provide Clinical Summaries
_‘

What this measure requires:

* Clinical Summaries provided to patients within one
business day for more than 50% of office visits.

What that means for you:

* For more than half of your office visits, patients
receive a clinical summary within one day of the visit.

Are you excluded from doing this?

* |f you do not conduct any office visits, you can be
excluded from meeting this objective.
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Generating a Clinical Summary

Place the cursor over the'icon and c
* Mouse over the selection and the menu expands.

+ Selecting Patient Declines or Print will count towards the
measure.

* Select Review/Customize to edit the summary but it must
still be printed.

cic

D| DO NOT GENERATE Summary, Patient Declines |
GEMERATE Clinical Summary for Current date of service visits  *  Print
GEMERATE Clinical Summary for Current date of service visits  »  Review/Customize ‘
GEMERATE Transition of Care for Current selected visit
GEMERATE Transition of Care for Current date of service visits
GENERATE CCDA for Visits/Referrals
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Sample Customizin

Screen

& cCDA - Clinical Summary

Patient: Dataportability, Patientbwo | HR#: 147500

= ¥ ClinicalDarument -

El ¥ Problems/Encounter Diagnoses
= W Active:
[+ Language-related cognitive disorder
[+ Diabetes mellitus | [73211009]; 10/
E [« Inactive (persenal histery):
W Nong
[¥ *Reasons for today's visit
El [¥ Allergies, Adverse Reactions, Alerts
H ¥ Active allergies:
El [¥ PENICILLIN
[V NAUSEA,VOMITING
E ¥ Inactive allergies:
[w None reported
[+ Medications
E ¥ Procedures
[¥ Mo Procedure Information for the extr

[+ Taday's Instructions and Patient Decision Ai__|
[+ Plan of Care
El [ social History (Smoking Status)
[ Current some day smoker [42804100012
E [+ Recent Lab Results
E W POC FECAL OCCULT BLO
|w POC FECAL OCCULT BLOGD-_CRSU |
| POC FECAL OCCULT BLOOD-_CRSU
[¥ POC FECAL OCCULT BLOOD-_CRSU |
E ¥ Immunizations
E [ Complated:
[+ None
=R

4 | _"|_I

|<| < IDm:umentlol'l = |‘.>|

=101 x|

Visit Date: July 15, 2014

Clinical Summary from 2013 DEMO HOSPITAL [

Patient: PATIENTTWO DATAPCORTABILITY
Date of Birth: April 1, 1955

Race: American Indian or Alaska Native
Preferred Language: English

Visit Date: July 15, 2014

HR#: XFa: 147500
Sex: Female . ) .
Ethnicity: Not Hispanic or Latinc

Visit Location: 2013 DEMO HOSPITAL; UFTOWN USA; ALBUQUERQUE, NE 85701

Table of Contents

Reaszon for Visit
Problems/Encounter Diagnoses
Allergies, Adverse Reactions. Alerts
Medications

Procedures

Today's Instructions and Patient Decision Aids
Flan of Care

Social History (Smoking Status)
Recent Lab Results

Immunizations

Recent Vital Signs

Care Team

Nenhlamses fCnanomtaes Nioannecae

Finalized ~|

When finished, select Finalized and click Print. The EHR print dialog

displays.
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Submission

* S1= Performed at least one test of certified EHR techns ///

submit electronic data to immunization registries and follow up
submission if the test is successful, (unless none of the immunization
registries to which the EP submits such information has the capacity to
receive the information electronically), except where prohibited.

* S2= Successful ongoing submission for the entire EHR reporting period
(core)

+ Exclusion

* An EP who administers no immunizations during the EHR reporting
period, where no immunization registry has the capacity to receive the
information electronically, or where it is prohibited.

# YES/NO Attestation Requirements
EHR Demo (NO)

MU 2 Meeting the Measures 79



MENU: Syndromic Surveillance

successful, (unless none of the publ !
EP submits such information has the capacity to receive the
information electronically) except where prohibited.

# S2= Successful ongoing submission for the entire EHR reporting
period (menu)

# Exclusion
* An EP who does not collect any reportable syndromic information on

their patients during the EHR reporting period, does not submit such

information to any public health agency that has the capacity to
receive the information electronically, or if it is prohibited.

YES/NO Attestation Requirements.
EHR Demo (NO)
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MENU: Record Electronic Notes

S1= N/A
S2= What this measure requires: e

* Enter at least one electronic progress note created, edited and signed by an
EP for more than 30%of unique patients with at least one office visit during
the EHR reporting period. Electronic progress notes must be text-
searchable. Non-searchable notes do not qualify, but this does not mean
that all of the content has to be character text. Drawings and other content
can be included with searchable text notes under this measure.

What that means for you:

* For over 30%0f your patients, you must enter progress notes into the
electronic health record. Your EHR will have the capability for those notes to

be text searchable.

Are you excluded from doing this?

* There are no exclusions. Everyone who selects this measure must meet this
objective.

EHR Demo (YES)
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Record Electronic Notes

———

* The report counts patients.

* The provider must have a face to face visit with the patient.
* For patients to count in the numerator:

+ The provider must be the author and signer of a note

* The provider may be a cosigner of a student’s note

* The requirement of the notes being searchable is satisfied
by the EHR’s requirement to make notes searchable for
certification.
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Record Electronic Notes
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MENU: Imaging

L

* S1= N/A

* S2= More than 10% of all tests accessible through
CEHRT (menu)

+* EHR Demo (YES)
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MENU: Patient Family Health History
\‘

* S1= N/A

* S2= More than 20% of all unique patients have a
structured data entry for 1 or more first-degree
relatives or an indication that family health history has
been reviewed

* This measure is counting patients

# Enter health conditions on first degree (blood)
relatives

+* EHR Demo (YES)
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Family Health History

& RPMS-EHR ** EHRP13 **
User Patient RefreshData Tools Help eSig Clear Clear andlock Community Alerts Dosing Calculator Ry Print Settings  Imaging
= =T e e e O\ S
DEMD CLINIC
DOCTOR,DEMO7
Problem List  Advs React Medications
Nds Rvwd | Mds Rvwd | Mds Rwwd |

Trnary

MU 2 Meeting the Measures




MENU: Specialized registry

‘\

* S1= N/A

# S2= Successful ongoing submission of specific case
information from CEHRT to a specialized registry for
the entire EHR reporting period

EHR Demo (NO)
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	CORE: Record Vital Signs S1= For more than 50 percent of all unique patients seen by the EP during the EHR reporting period have blood pressure (for patients age 3 and over only) and height and weight (for all ages) recorded as structured data.S2= More than 80%, BP recorded (for patients age 3 and older), and/or height and weight recorded (for all ages)Exclusions Any EP who: 1. Sees no patients 3 years or older is excluded from recording blood pressure; 2. Believes that all three vital signs of height, w
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	CORE: Record Smoking StatusS1= More than 50 percent of all unique patients 13 years old or older seen by the EP have smoking status recorded as structured data. S2= More than 80% for patients age 13 and older Exclusion Any EP who sees no patients 13 years or older. EHR Demo (Yes)MU 2 Meeting the Measures31
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	Record Smoking Status
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	“Implement five clinical decision support interventions related to four or more clinical quality measures at a relevant point in patient care for the entire EHR reporting period.” 
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	CORE: Patient Electronic Access (View/Download/Transmit): S1= More than 50 percent of all unique patients seen by the EP during the EHR reporting period are provided timely (available to the patient within 4 business days after the information is available to the EP) online access to their health information, with the ability to view, download, and transmit to a third party.S2= 1. More than 50% of all unique patients are provided online access to their health information within 4 business days 2. More tha
	CORE: Patient Electronic Access (View/Download/Transmit): S1= More than 50 percent of all unique patients seen by the EP during the EHR reporting period are provided timely (available to the patient within 4 business days after the information is available to the EP) online access to their health information, with the ability to view, download, and transmit to a third party.S2= 1. More than 50% of all unique patients are provided online access to their health information within 4 business days 2. More tha

	CORE: Clinical Summaries S1= Clinical summaries provided to patients for more than 50 percent of all office visits within 3 business days. S2=  Provided for more than 50% of all office visits within 1 business day Exclusion Any EP who has no office visits during the EHR reporting period. EHR Demo (NO) *PHR not available at this time*MU 2 Meeting the Measures37
	CORE: Clinical Summaries S1= Clinical summaries provided to patients for more than 50 percent of all office visits within 3 business days. S2=  Provided for more than 50% of all office visits within 1 business day Exclusion Any EP who has no office visits during the EHR reporting period. EHR Demo (NO) *PHR not available at this time*MU 2 Meeting the Measures37

	CORE: Protect Electronic Health Information S1= Conduct or review a security risk analysis in accordance with the requirements under 45 CFR 164.308(a)(1) and implement security updates as necessary and correct identified security deficiencies as part of its risk management process. S2=  Conduct or review SRA, including addressing the encryption/security of data stored in CEHRT, and implement updates as necessary No exclusions. YES/NO Attestation Requirements. EHR Demo (NO)MU 2 Meeting the Measures38
	CORE: Protect Electronic Health Information S1= Conduct or review a security risk analysis in accordance with the requirements under 45 CFR 164.308(a)(1) and implement security updates as necessary and correct identified security deficiencies as part of its risk management process. S2=  Conduct or review SRA, including addressing the encryption/security of data stored in CEHRT, and implement updates as necessary No exclusions. YES/NO Attestation Requirements. EHR Demo (NO)MU 2 Meeting the Measures38

	CORE: RPMS DIRECT Secure MessagingS1 = N/AS2=   More than 5% of unique patients sent a secure electronic message Exchange structured information among Providers and Patients.Electronic transmission of patient care summaries across multiple settings.More patient controlled dataEHR Demo (NO)MU 2 Meeting the Measures39
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	DIRECT Requirements for Stage 2
	DIRECT Requirements for Stage 2
	1. CPOE2. E-Prescribing3. Record demographics4. Record vitals5. Record smoking status6. Use clinical decision support7. Patients view, download, transmit8. Clinical summaries to patients9. Protect electronic health information10. Incorporate lab results11. Generate patient lists12. Reminders for follow-up care
	13. Patient educational resources14. Medication reconciliation15. Transmit care summaries for transitions of care16. Report immunizations17. Secure messaging with patientsplus menu items…18. Report syndromic data19. Record electronic notes20. Imaging results21. Record family history22. Report cancer cases23. Report other registry cases 

	MENU: Clinical Lab Test Results S1= More than 40 percent of all clinical lab test results ordered by the EP 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. S2=  More than 55% (core) Exclusion An EP who orders no lab tests whose results are either in a positive/negative or numeric format during the EHR reporting period. EHR Demo (YES)MU 2 Meeting the Measures41
	MENU: Clinical Lab Test Results S1= More than 40 percent of all clinical lab test results ordered by the EP 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. S2=  More than 55% (core) Exclusion An EP who orders no lab tests whose results are either in a positive/negative or numeric format during the EHR reporting period. EHR Demo (YES)MU 2 Meeting the Measures41

	MENU: Patient Lists S1=Generate at least one report listing patients of the EP with a specific condition. S2= Generate at least 1 report --Yes/No (core) No exclusion. YES/NO Attestation Requirements. EHR Demo (NO)MU 2 Meeting the Measures42
	MENU: Patient Lists S1=Generate at least one report listing patients of the EP with a specific condition. S2= Generate at least 1 report --Yes/No (core) No exclusion. YES/NO Attestation Requirements. EHR Demo (NO)MU 2 Meeting the Measures42

	MENU: Patient RemindersS1= More than 20 percent of all patients 65 years or older or 5 years old or younger were sent an appropriate reminder during the EHR reporting period. S2= More than 10% of all unique patients with 2 or more office visits in the last 24 months (core) Exclusion: An EP who has no patients 65 years old or older or 5 years old or younger with records maintained using certified EHR technology. EHR Demo (NO)*ICARE REMINDER NOTIFICATIONS* MU 2 Meeting the Measures43
	MENU: Patient RemindersS1= More than 20 percent of all patients 65 years or older or 5 years old or younger were sent an appropriate reminder during the EHR reporting period. S2= More than 10% of all unique patients with 2 or more office visits in the last 24 months (core) Exclusion: An EP who has no patients 65 years old or older or 5 years old or younger with records maintained using certified EHR technology. EHR Demo (NO)*ICARE REMINDER NOTIFICATIONS* MU 2 Meeting the Measures43

	MENU: Patient-Specific Education Resources S1= More than 10 percent of all unique patients seen by the EP are provided patient-specific education resources. S2= More than 10% of all unique patients provided patient-specific education resources (core) No exclusions. EHR Demo (YES)MU 2 Meeting the Measures44
	MENU: Patient-Specific Education Resources S1= More than 10 percent of all unique patients seen by the EP are provided patient-specific education resources. S2= More than 10% of all unique patients provided patient-specific education resources (core) No exclusions. EHR Demo (YES)MU 2 Meeting the Measures44

	Patient-Specific EducationOptional Menu Set Measure with MU Stage 1.Required MU2 Core Measure:More than 10% of all unique patients with office visits are provided patient-specific education resources. MU 2 Meeting the Measures45
	Patient-Specific EducationOptional Menu Set Measure with MU Stage 1.Required MU2 Core Measure:More than 10% of all unique patients with office visits are provided patient-specific education resources. MU 2 Meeting the Measures45

	Documenting Patient Education for MU (1)Document Literature (L) in a face-to-face patient encounter.Can be done by anyone on the care team.Can be done multiple ways. Patient Ed button: MU 2 Meeting the Measures46
	Documenting Patient Education for MU (1)Document Literature (L) in a face-to-face patient encounter.Can be done by anyone on the care team.Can be done multiple ways. Patient Ed button: MU 2 Meeting the Measures46

	Documenting Patient Education for MU (1)
	Documenting Patient Education for MU (1)
	Documenting Patient Education for MU (1)

	Document Literature (L) in a face-to-face patient encounter.
	Document Literature (L) in a face-to-face patient encounter.
	Document Literature (L) in a face-to-face patient encounter.
	Document Literature (L) in a face-to-face patient encounter.

	Can be done by anyone on the care team.
	Can be done by anyone on the care team.

	Can be done multiple ways.
	Can be done multiple ways.

	Patient Ed button: 
	Patient Ed button: 
	Patient Ed button: 
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	Documenting Patient Education for MU (2)
	Documenting Patient Education for MU (2)
	Documenting Patient Education for MU (2)

	“Ed” button added to retrieve MedlinePlus Patient Education. 
	Figure

	Documenting Patient Education for MU (3)
	Documenting Patient Education for MU (3)
	Documenting Patient Education for MU (3)

	“i” button will retrieve ClinicalKeyclinical info. 
	Figure

	Documenting Patient Education for MU (4) 
	Documenting Patient Education for MU (4) 
	Documenting Patient Education for MU (4) 

	Figure

	Documenting Patient Education for MU (5) 
	Documenting Patient Education for MU (5) 
	Figure

	Documenting Patient Education for MU (6)
	Documenting Patient Education for MU (6)
	Documenting Patient Education for MU (6)
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	Documenting Patient Education for MU (7)
	Documenting Patient Education for MU (7)
	Documenting Patient Education for MU (7)

	Education on Wellness tab. 
	Figure

	Education on Wellness tab –Category List. 
	Education on Wellness tab –Category List. 
	Education on Wellness tab –Category List. 
	Education on Wellness tab –Category List. 
	Education on Wellness tab –Category List. 



	Documenting Patient Education for MU (8)
	Documenting Patient Education for MU (8)

	Figure

	Documenting Patient Education for MU (9)
	Documenting Patient Education for MU (9)
	Documenting Patient Education for MU (9)

	Education on Wellness tab -Pick List. 
	Figure

	Documenting Patient Education for MU (10)
	Documenting Patient Education for MU (10)
	Documenting Patient Education for MU (10)

	Education on Wellness tab. 
	Figure

	MENU: Medication Reconciliation S1= The EP performs medication reconciliation for more than 50 percent of transitions of care in which the patient is transitioned into the care of the EP. S2= Med rec for more than 50% of transitions of care (core) Exclusion An EP who was not the recipient of any transitions of care during the EHR reporting period. EHR Demo (YES)*Count each patient visit in the denominator where SNOMED Code 428191000124101(Documentation of current medications (procedure)) is present in t
	MENU: Medication Reconciliation S1= The EP performs medication reconciliation for more than 50 percent of transitions of care in which the patient is transitioned into the care of the EP. S2= Med rec for more than 50% of transitions of care (core) Exclusion An EP who was not the recipient of any transitions of care during the EHR reporting period. EHR Demo (YES)*Count each patient visit in the denominator where SNOMED Code 428191000124101(Documentation of current medications (procedure)) is present in t

	MENU: Transition of Care Summary (Summary of Care) S1= The EP who transitions or refers their patient to another setting of care or provider of care provides a summary of care record for more than 50 percent of transitions of care and referrals. S2=  1. Provides a summary of care record for more than 50% of transitions of care and referrals 2. Provides a summary of care record using electronic transmission through CEHRT eHealth exchange for more than 10% for transitions of care and referrals 3. Transmits 
	MENU: Transition of Care Summary (Summary of Care) S1= The EP who transitions or refers their patient to another setting of care or provider of care provides a summary of care record for more than 50 percent of transitions of care and referrals. S2=  1. Provides a summary of care record for more than 50% of transitions of care and referrals 2. Provides a summary of care record using electronic transmission through CEHRT eHealth exchange for more than 10% for transitions of care and referrals 3. Transmits 

	Transition of Care/Summary of Care Patient Summary 
	Transition of Care/Summary of Care Patient Summary 
	Transition of Care/Summary of Care Patient Summary 

	Figure

	TOC -Provide Summary Record (1)Measure 1: Provide a summary of care record for more than 50% of transitions of care and referrals. Measure 2: Provide a summary of care record for more than 10% of the total number of transitions and referrals either: Electronically transmitted using CEHRT to a recipient.or:Where the recipient receives the summary of care record via exchange facilitated by an organization that is an eHealth Exchange (formerly NwHIN exchange) participant or in a manner that is consistent wi
	TOC -Provide Summary Record (1)Measure 1: Provide a summary of care record for more than 50% of transitions of care and referrals. Measure 2: Provide a summary of care record for more than 10% of the total number of transitions and referrals either: Electronically transmitted using CEHRT to a recipient.or:Where the recipient receives the summary of care record via exchange facilitated by an organization that is an eHealth Exchange (formerly NwHIN exchange) participant or in a manner that is consistent wi

	TOC -Provide Summary Record (2)What that means for you:For over half of the patients you refer to another provider or transfer to another setting of care (e.g., nursing home), you have to send the next provider of care either an electronic or paper summary of care document that is generated by your certified EHR. Of those summary of care documents you send, more than 10% must be sent electronically—either directly to a recipient or using the eHealth Exchange standards. At least one of the summary of care
	TOC -Provide Summary Record (2)What that means for you:For over half of the patients you refer to another provider or transfer to another setting of care (e.g., nursing home), you have to send the next provider of care either an electronic or paper summary of care document that is generated by your certified EHR. Of those summary of care documents you send, more than 10% must be sent electronically—either directly to a recipient or using the eHealth Exchange standards. At least one of the summary of care

	TOC -Provide Summary Record (3)This measure only counts for outside referrals (not Consults).The measure evaluates referrals initiated during face-to-face visits within the reporting period.To be in the denominator, a referral must be approved during the reporting period and have an appointment date entered in the RCIS system.To count in the numerator there must be a TOC printed or transmitted after the referral is approved. MU 2 Meeting the Measures62
	TOC -Provide Summary Record (3)This measure only counts for outside referrals (not Consults).The measure evaluates referrals initiated during face-to-face visits within the reporting period.To be in the denominator, a referral must be approved during the reporting period and have an appointment date entered in the RCIS system.To count in the numerator there must be a TOC printed or transmitted after the referral is approved. MU 2 Meeting the Measures62

	Transmit TOCGenerating, customizing, and printing TOC are essentially the same as CS.A TOC must accompany each referral in RCIS.Senders and receivers of TOCs must have a Direct email account which is secure.Never transmit protected health information (PHI) through unsecured processes. MU 2 Meeting the Measures63
	Transmit TOCGenerating, customizing, and printing TOC are essentially the same as CS.A TOC must accompany each referral in RCIS.Senders and receivers of TOCs must have a Direct email account which is secure.Never transmit protected health information (PHI) through unsecured processes. MU 2 Meeting the Measures63

	TOC Dialog for Vendors With Direct Messaging
	TOC Dialog for Vendors With Direct Messaging
	TOC Dialog for Vendors With Direct Messaging

	Notice the new Submit button. 
	Notice the new Submit button. 

	Figure

	TOC DemonstrationEHR.Patient with qualifying referral.Place the cursor over the CCDA button.TOC for selected referral:Choose referral.Submit.Print to PDF. MU 2 Meeting the Measures65
	TOC DemonstrationEHR.Patient with qualifying referral.Place the cursor over the CCDA button.TOC for selected referral:Choose referral.Submit.Print to PDF. MU 2 Meeting the Measures65

	Receiving CCDA Documents
	Receiving CCDA Documents
	Receiving CCDA Documents

	When a C-CDA document is received, it is stored in Vista Imaging and linked to the patient in RPMS via Medical Records.Records are reviewed and reconciled using the Clinical Information Reconciliation (CIR) tool.If a patient has any unreconciled received C-CDA documents the CIR icon will turn red and display the number of unreconciled documents.Placing the cursor over the icon will display the total number of documents. 
	When a C-CDA document is received, it is stored in Vista Imaging and linked to the patient in RPMS via Medical Records.Records are reviewed and reconciled using the Clinical Information Reconciliation (CIR) tool.If a patient has any unreconciled received C-CDA documents the CIR icon will turn red and display the number of unreconciled documents.Placing the cursor over the icon will display the total number of documents. 
	When a C-CDA document is received, it is stored in Vista Imaging and linked to the patient in RPMS via Medical Records.Records are reviewed and reconciled using the Clinical Information Reconciliation (CIR) tool.If a patient has any unreconciled received C-CDA documents the CIR icon will turn red and display the number of unreconciled documents.Placing the cursor over the icon will display the total number of documents. 
	When a C-CDA document is received, it is stored in Vista Imaging and linked to the patient in RPMS via Medical Records.Records are reviewed and reconciled using the Clinical Information Reconciliation (CIR) tool.If a patient has any unreconciled received C-CDA documents the CIR icon will turn red and display the number of unreconciled documents.Placing the cursor over the icon will display the total number of documents. 




	CIR ToolClicking the CIR icon will open the reconciliation window.The top section lists the available documents: Reconciliation data is listed with each entry.The left section lists information from the selected incoming document: Multiple documents may be selected.The bottom section populates with reconciled information. MU 2 Meeting the Measures67
	CIR ToolClicking the CIR icon will open the reconciliation window.The top section lists the available documents: Reconciliation data is listed with each entry.The left section lists information from the selected incoming document: Multiple documents may be selected.The bottom section populates with reconciled information. MU 2 Meeting the Measures67

	Selecting and Viewing Documents 
	Selecting and Viewing Documents 
	Selecting and Viewing Documents 

	Clicking a document loads it into the display.
	Clicking a document loads it into the display.
	Clicking a document loads it into the display.
	Clicking a document loads it into the display.

	Right-clicking a document displays a menu that will allow viewing of the entire document. 
	Right-clicking a document displays a menu that will allow viewing of the entire document. 
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	Tabs: Problems, Adverse Reactions, and Medications 
	Tabs: Problems, Adverse Reactions, and Medications 
	Tabs: Problems, Adverse Reactions, and Medications 
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	Reconciling Elements From Incoming Document
	Reconciling Elements From Incoming Document
	Reconciling Elements From Incoming Document

	Right-clicking elements on the right and left sections will display context-sensitive menus: 
	Right-clicking elements on the right and left sections will display context-sensitive menus: 
	Right-clicking elements on the right and left sections will display context-sensitive menus: 
	Right-clicking elements on the right and left sections will display context-sensitive menus: 

	Use these options to reconcile the respective lists. 
	Use these options to reconcile the respective lists. 
	Use these options to reconcile the respective lists. 


	Actions on these tabs will be recorded as reconciliation of those elements in RPMS.
	Actions on these tabs will be recorded as reconciliation of those elements in RPMS.

	Each reconciliation adds to the bottom list.
	Each reconciliation adds to the bottom list.

	Each tab also has an Add button on the bottom section for easy addition of any new problems discovered in this process. 
	Each tab also has an Add button on the bottom section for easy addition of any new problems discovered in this process. 
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	The Finished Product
	The Finished Product
	The Finished Product

	When finished, click Accept.
	When finished, click Accept.
	When finished, click Accept.
	When finished, click Accept.

	Use the button for each tab.
	Use the button for each tab.
	Use the button for each tab.

	or:
	or:

	Select all by using the button at the top.
	Select all by using the button at the top.


	A signature dialog will open.
	A signature dialog will open.

	Signed changes will be saved in RPMS.
	Signed changes will be saved in RPMS.

	Unsigned changes will be lost when the CIR tool is closed. 
	Unsigned changes will be lost when the CIR tool is closed. 
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	NotesThe CIR tool is not for regular maintenance of problem lists, adverse reactions, or medications.The focus of the tool is to import information from C-CDA documents.To add problems, medications, and allergies, use the normal EHR entry processes:Medication ordering dialog.Add problem dialog.Add allergy dialog. MU 2 Meeting the Measures72
	NotesThe CIR tool is not for regular maintenance of problem lists, adverse reactions, or medications.The focus of the tool is to import information from C-CDA documents.To add problems, medications, and allergies, use the normal EHR entry processes:Medication ordering dialog.Add problem dialog.Add allergy dialog. MU 2 Meeting the Measures72

	Clinical Summary and Transfer of Care DocumentsIn Meaningful Use Stage 2 (MU2) the Patient Wellness Handout and C32 are replaced by the Clinical Summary (CS) and Transfer of Care (TOC) documents.CS is intended to be used as a visit summary to give the patient at the conclusion of the provider encounter.TOC is intended to transmit patient information to a referred provider. MU 2 Meeting the Measures73
	Clinical Summary and Transfer of Care DocumentsIn Meaningful Use Stage 2 (MU2) the Patient Wellness Handout and C32 are replaced by the Clinical Summary (CS) and Transfer of Care (TOC) documents.CS is intended to be used as a visit summary to give the patient at the conclusion of the provider encounter.TOC is intended to transmit patient information to a referred provider. MU 2 Meeting the Measures73

	Consolidated Clinical Document Architecture (CCDA)The Consolidated Clinical Document Architecture (C-CDA) is a prescribed document format that includes defined elements in a specific structure.Dictates elements for both CS and TOC.Because of this common format, both documents are generated and printed from the same menu in EHR.TOC is meant to be transmitted from provider to provider and can be transmitted electronically via secure messaging:Because of the prescribed format, transmitted TOCs received by
	Consolidated Clinical Document Architecture (CCDA)The Consolidated Clinical Document Architecture (C-CDA) is a prescribed document format that includes defined elements in a specific structure.Dictates elements for both CS and TOC.Because of this common format, both documents are generated and printed from the same menu in EHR.TOC is meant to be transmitted from provider to provider and can be transmitted electronically via secure messaging:Because of the prescribed format, transmitted TOCs received by

	Clinical Summaries 
	Clinical Summaries 
	Clinical Summaries 
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	Provide Clinical SummariesWhat this measure requires:Clinical Summaries provided to patients within one business day for more than 50% of office visits. What that means for you:For more than half of your office visits, patients receive a clinical summary within one day of the visit. Are you excluded from doing this?If you do not conduct any office visits, you can be excluded from meeting this objective. MU 2 Meeting the Measures76
	Provide Clinical SummariesWhat this measure requires:Clinical Summaries provided to patients within one business day for more than 50% of office visits. What that means for you:For more than half of your office visits, patients receive a clinical summary within one day of the visit. Are you excluded from doing this?If you do not conduct any office visits, you can be excluded from meeting this objective. MU 2 Meeting the Measures76

	EHR will have a CCDA icon.
	EHR will have a CCDA icon.
	EHR will have a CCDA icon.
	EHR will have a CCDA icon.
	EHR will have a CCDA icon.

	Place the cursor over the icon and a menu appears.
	Place the cursor over the icon and a menu appears.

	Mouse over the selection and the menu expands.
	Mouse over the selection and the menu expands.

	Selecting Patient Declines or Print will count towards the measure.
	Selecting Patient Declines or Print will count towards the measure.

	Select Review/Customize to edit the summary but it must still be printed. 
	Select Review/Customize to edit the summary but it must still be printed. 



	Generating a Clinical Summary
	Generating a Clinical Summary
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	Sample Customizing Screen
	Sample Customizing Screen
	Sample Customizing Screen

	Textbox
	Figure
	When finished, select Finalized and click Print. The EHR print dialog displays. 


	MENU: Immunization Registries Data Submission S1= Performed at least one test of certified EHR technology’s capacity to submit electronic data to immunization registries and follow up submission if the test is successful, (unless none of the immunization registries to which the EP submits such information has the capacity to receive the information electronically), except where prohibited. S2= Successful ongoing submission for the entire EHR reporting period (core) Exclusion An EP who administers no imm
	MENU: Immunization Registries Data Submission S1= Performed at least one test of certified EHR technology’s capacity to submit electronic data to immunization registries and follow up submission if the test is successful, (unless none of the immunization registries to which the EP submits such information has the capacity to receive the information electronically), except where prohibited. S2= Successful ongoing submission for the entire EHR reporting period (core) Exclusion An EP who administers no imm

	MENU: Syndromic Surveillance S1= Performed at least one test of certified EHR technology’s capacity to provide electronic syndromic surveillance data to public health agencies and follow-up submission if the test is successful, (unless none of the public health agencies to which an EP submits such information has the capacity to receive the information electronically) except where prohibited. S2= Successful ongoing submission for the entire EHR reporting period (menu) Exclusion An EP who does not collec
	MENU: Syndromic Surveillance S1= Performed at least one test of certified EHR technology’s capacity to provide electronic syndromic surveillance data to public health agencies and follow-up submission if the test is successful, (unless none of the public health agencies to which an EP submits such information has the capacity to receive the information electronically) except where prohibited. S2= Successful ongoing submission for the entire EHR reporting period (menu) Exclusion An EP who does not collec

	MENU: Record Electronic NotesS1=  N/AS2= What this measure requires:Enter at least one electronic progress note created, edited and signed by an EP for more than 30%of unique patients with at least one office visit during the EHR reporting period. Electronic progress notes must be text-searchable. Non-searchable notes do not qualify, but this does not mean that all of the content has to be character text. Drawings and other content can be included with searchable text notes under this measure.What that mea
	MENU: Record Electronic NotesS1=  N/AS2= What this measure requires:Enter at least one electronic progress note created, edited and signed by an EP for more than 30%of unique patients with at least one office visit during the EHR reporting period. Electronic progress notes must be text-searchable. Non-searchable notes do not qualify, but this does not mean that all of the content has to be character text. Drawings and other content can be included with searchable text notes under this measure.What that mea

	Record Electronic NotesThe report counts patients.The provider must have a face to face visit with the patient.For patients to count in the numerator:The provider must be the author and signer of a noteThe provider may be a cosigner of a student’s noteThe requirement of the notes being searchable is satisfied by the EHR’s requirement to make notes searchable for certification. MU 2 Meeting the Measures82
	Record Electronic NotesThe report counts patients.The provider must have a face to face visit with the patient.For patients to count in the numerator:The provider must be the author and signer of a noteThe provider may be a cosigner of a student’s noteThe requirement of the notes being searchable is satisfied by the EHR’s requirement to make notes searchable for certification. MU 2 Meeting the Measures82

	Record Electronic Notes 
	Record Electronic Notes 
	Record Electronic Notes 
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	MENU: Imaging S1= N/A S2= More than 10% of all tests accessible through CEHRT (menu) EHR Demo (YES)MU 2 Meeting the Measures84
	MENU: Imaging S1= N/A S2= More than 10% of all tests accessible through CEHRT (menu) EHR Demo (YES)MU 2 Meeting the Measures84

	MENU: Patient Family Health History S1= N/AS2= More than 20% of all unique patients have a structured data entry for 1 or more first-degree relatives or an indication that family health history has been reviewed This measure is counting patients Enter health conditions on first degree (blood) relatives EHR Demo (YES)MU 2 Meeting the Measures85
	MENU: Patient Family Health History S1= N/AS2= More than 20% of all unique patients have a structured data entry for 1 or more first-degree relatives or an indication that family health history has been reviewed This measure is counting patients Enter health conditions on first degree (blood) relatives EHR Demo (YES)MU 2 Meeting the Measures85

	Family Health History 
	Family Health History 
	Family Health History 

	Figure

	MENU: Specialized registry S1= N/AS2= Successful ongoing submission of specific case information from CEHRT to a specialized registry for the entire EHR reporting period EHR Demo (NO)MU 2 Meeting the Measures87
	MENU: Specialized registry S1= N/AS2= Successful ongoing submission of specific case information from CEHRT to a specialized registry for the entire EHR reporting period EHR Demo (NO)MU 2 Meeting the Measures87
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