Final Rule Meaningful Use Objectives and Measures -Stage 1
Adapted from Table 2 and Table 3: Stage 1 Meaningful Use Objectives and Associated Measures Sorted by Core and Menu Set from CMS Medicare and Medicaid Programs; Electronic Health Record Incentive Program Final Rule 7/28/10

and the ONC Health Information Technology: Initial Set of Standards, Implementation Specifications, and Certification Criteria for Electronic Health Record Technology Final Rule 7/28/10

Core Set - Eligible Professionals, Eligible Hospital, or CAH required to satisfy all Core Set of objectives Core Set Measures based on % Threshold Certification Language Standards

Vocabulary Transmission and Implementation Specifications Content
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CPOE - Computerized Use CPOE for medication orders directly entered by Use CPOE for medicaton oders drecty enered by any _ More than 30% of unique patients with at least one medication in their e number ofpaiens nthe denominator that have ateast - Number ofurique paiets v at et one medicaton n thlr The resuling percentage Mt be more than 30 percent. Any EP who wites ewer han 100 prescrpions during he EHR  Final Rule Text: EP §170.304 (a) and Elgible Hospitals and CAH §170.306 (a) Computerized povider
) any licensed healthcare professional who can enter censed healtcare professional who can eer 0rcers 0. meication lst seen by the EP or admitted to the efigible hospital's or 00 Medicaton order ertered using CPOE medicaton st seen by the EP or admited 0 an elghe Nospiarsofn order foran EP, efgble hosptal o CAH f0 meet s reporing peiod order entry. Enable a user to electronicaly record,store, etreve, and mdfy, at & minimum, the ollowing
provider order entry he medical record per tate local and professional ‘ CAH's inpaiient or emergency department (POS 21 or 23) during  measure. order types: (1) Medications; (2) Laboratory; and (3) Radiologylimaging. °
orders into the medical record per state, localand g CAH's inpatient or emergency department (POS 21 or 23) have at least he EHR reporing period For Stage 2 CPOE - Any EP who writes fever than 100
professional guidelines one medication order entered using CPOE prescriptions during the EHR reporiing period
ePrescribing Generate and transmit permissible prescriptions More than 40% of all permissible prescriptions written by the EP are  The number o prescriptions in the denominator generated and Nurber o préscripions wiiten for diugs requiring a prescripion in The resuling percertage must be more than 40 percent. Any EP who wiite fewer than 100 prescrptions during the EHR Final Rule Text: §170.304(b)
EP only] ® || >40 [Eelectonicaly (eR) wa ransmitted electronically using certiied EHR technology reremusd eczancaly e i reporig prod O DSANCES QN0 e 1 P el Pl o CA 0 et cepertngpes e oo T aceordanct i () Te S speciied 1 $170.205)) o 5170 2082, and () o o
2) The standard specifed in 170.207(d)
Demographics Record demographics Record demographics More than 50% of all niaue patents seen by the EP or aditted t the Therurberfpeerc paorwho ave e of e o by i €7 o i ot agi T esing prorage st ore S0 pacert e EPs i dret et aes woud v i Fval e To 9 170 e W §170306 ) Record ;
eprefered egend ¥ 's inpa X clements of demographics (or a specic exclusion f the ospial'sor CA'S Impaton o emergency deparments orin order for an EP, aligible hospial or CAH to meet this  information the oty ant rvive paont Gemographic dea g et
epreferred language ®gender .p":c srvs .ar;g::g‘e .9‘::[:;’ it eligible hospital's or CAH'sinpatient or emergency department (POS 21 [t G 2 El s o ore elements or if 23) during the EHR reporting period. A unique patient is discussed  measure. Most EPs and all eligible hospitals and CAHs  who identified the service as needed by the patient. Therefore,  language, gsnder race, ethnicty, and date of bith. Enable race and ethricity to be recorded in accordance.
® ® 50 ® race ® ethnicity ity or 23) have demographics recorded as structured data . 79.207(D,
50% tecording an element is contary to state law) recorded as  under the objectve of CPOE. ouhave accss ot oo ough e we dd ot nlde an xcusin for i obecve and assosiated il h Sandar peed at 170207
® date of birth  date and preliminary cause of death in the event of Stuctured dara patient access. measure. 170,306 (b) ONLY - date and preliminery cause of death n the event of mortaliy in the
mortality in the eligible hospital or CAH e e s
Problem List Maintain an up-to-date problem list of current and Maintain an up-to-date problem list of current  More than 80% of all unique patients seen by the EP or admitted to the  Numerator: The number of paliens in the denominator who — Denominator: Number of nique patints seen by the EP o Threshold: The ore than We do any EP, eligble hospita, or CAH would Final Rule Text: §170.302(c)
active diagnoses and active diagnoses eligible hospital's or CAH's inpatient or emergency department (POS 21 ::;:,:"“;E;LV";‘:::?;:E::S‘C::‘:"; L‘:‘:ﬂ";;;::‘m are |admitied to an =“ﬂ‘2"1‘=u :‘;;g";“:ﬂ‘“ CAH's inpatient or ‘-""*'dﬂe"cv 0 percent in order or an EP, elgile Posptal or vt ::h‘c:;:v::gv’::? ey o :S:m o *:Edmml”“ealsnl £ne Final e toxtremains the same as Interm Final Rule text, oxcep fof references fo adopied standards, which
. o o >s0% or 23) have at least one entry or an indication that no problems are  yretic Y ™ " poring per e e e o e oo " heve been chenged. ~ [NOTE - Text from Interim fina rule reads - Maintan Up-to-Gate problem st PYPS
Improving known for the patient recorded as structured data and s associated measure e o oy eon o Gpudnal care
quality, safety, standard specified in §170.205(a)(2)()(E)] : o
i Medication List Maintain active medication list Maintain active medication list More than 80% of all unique patients seen by the EP or admitted to the  The number of pafents in have rof unique patients seen by the EP or admited to an eligile The resuling percentage must be more han 80 percent  There are no exclusions for his objective and s associated  Final Rule Text: §170.302(d)
efﬂmgncy, and eligible hospital’s or CAH's inpatient or emergency department (POS 21 or  medicaton (or ITQZ?Q::E‘Z?.‘:Z.!,‘QEJ’:;‘Z‘"?JZS?S;:LT."“’ ospials or CAH' inpatent inorder fr an EP, eigbl Mosptal, o CAL to meet tis measure Maintain active medication list. Enable a user to electronically record, modify, and
reducing health o o 8w 23) have at least one entry (or an indication that the patient is not currently ¥ parcent threshold can be found under the objectve of retrieve a patient’s active medication list as well as medication history for longitudinal o
disparities prescribed any medication) recorded as structured data aintaining an up-o-date problem st care.
Medication Allergy List Maintain active medication allergy list Maintain active medication allergy list More than 80% of all unique patients seen by the EP or admitted to the  The number of have atNumber of by the EP or admited to an cigible e do any EP, eligble hospital Final Rule Text: Unchanged Now §170.302(e)
' v Icast one eniry (o a iicaton ha the patient has o known hospials of CAH's mpatient o emergency depariments (PO 21 o fora an nEP. gl Fespial o CAY o meet 1 o toxt from Intorim Final Rule teads. - Meintain aciive medicati "
® o s 2:‘92"3’;9"23:9:‘3';:{ ;i"z’li“r”y"(‘;“f:; e fﬁsi’;ﬁ:&‘é:fffl medicaton allerges) recorde as structured data n their  23)doring the EHR reporing perod. The definton of *a unique. pasets have medicain a d therefore oo o ot e e et e mcRcaton Aoy o ok e @
medicaton allergy st patlent s provided under the objectie of CPOE. o o i monste v
known medication allergies) recorded as structured data medication alergy sty or ongidinal care ]
Vital Signs Record and chart changes in vital signs Record and chart changes in vital signs: For more than 50% of all unique patients age 2 and over seen by the EP The number o patients i the denomiator uho Fave ateast Number of uiaue patets age 2 of o sen by the €2 or “The resuling percentage mus be more than 50 percent. Any EP who eifher see no patients 2 years o oider. or who — Final Rule Text: §170.302(f) (1)Vital signs. Enable a user to electronically record,
© Height @ Weight @ Blood pressure @ Height @ Weight @ Blood pressure or admitted to eligible hospital's or CAH's inpatient or emergency one entyof el hht, veight and bood pressureare - adrite {0 an el hosials o CALY npatent o emergency . norder foran P lighlehosptal o CAH 0 meet s bolves ht al tree vial sns of heiht weight, sndood  moyiy, and retrieve a patient's vial signs including, at a minimurn, height, weight, and
@ Plotand display growth charts for children 2-20 ® Plot and display growth charts for children  department (POS 21 or 23), height, weight and blood pressure are " ° ractice, " " blood pressure. (2) Unchanged (3) Unchanged
e o >50% years, 2-20 years, including BMI recorded as structured data [NOTE - The (2) and (3) Text from Interim Final Rule reads - (2)Calculate body mass index.
including BMI ® Calculate and display BMI ® Calculate and display BMI Automtcaly calcotean dplay bocy mass ndex (8M) based o a patent hghtnd wegh. )
ot and display growth charts. Plot and electronically display, upon request, o
patients 2-20 years old.]
Smoking Status Record smoking status for patients 13 years old or  Record smoking status for patients 13 years  More than 50% of all unique patients 13 years old or older seen by the  The number of patiens in the denominaior with smoking saiusNumber of unique patints age 13 or older seen by fhe P o The resuling perceniage must be more ihan 50 percent. Any EP who sees no paiients 13 years o oider Final Rul Text: 17030200
i . recorded as stuciured daia. admited o an eligile hospitals o CAH's npatien or emergency  in order for an EP, efgible hospital,or CAH 1o e ser modiy, and retreve ofa patent
older old or older EP or admitted to the eligible hospital’s or CAH's inpatient or emergency
o o 5% epariments (POS 21 or 23) during the EHR reporting period. A meet this measure. Any elgible hospital or CAH that ad years or includ Y every day smoker;current some day smoker, former smoker;
department (POS 21 or 23) have smoking status recorded \unique patient s discussed under the otieciive of mainiainng an up e 16 et et emergeney Separiment S 3o 59, v e e et et oA, o v e
to-ate problem st
Electronic Copy of Provide patients with an electronic copy of their health ~ Provide patients with an electronic copy of  More than 50% of all patients of the EP or the inpatient or emergency  The number of paties i the denominator wha receive an  The number of paients of he EP o plar o CAs T e prrage st b e an 50 percen i Ay EP hat hs 0 equests o pant of e agents o an Fina Rulo Text: EP §170.304 () and Elfgile Hospials and CAH §170.306 @112
Health Information information (including diagnostic test results, problem their health information (including diagnostic ~ departments of the eligible hospital or CAH (POS 21 or 23) who request Sectone cop ﬁ"‘*" :"P:“;"‘:;“'m Tergerey departments hzgﬁ‘f:’:;mm“ P reare Oor CAH to meet this m‘ cronie copy 0! P heatth EHR Detai
o o >s50% list, medication lists, medication allergies), upon requesttest results, problem list, medication lists, an electronic copy of their health information are provided itwithin 3 - Dusiness days prior o the end of e R reporing period porting per ° ° PREPSPS olole °
medication allergies, discharge summary, business days Aoy engmne  hosptl o GAH tht s o gt rom paeres
procedures), upon request s o amleroni oy ofpant healh
normaton g he EXR reporind per
Engage Electronic Copy of Provide patients with an electronic copy of  More than 50% of all patients who are discharged from an eligible “The number of patients in are provided an olgble hospials or CAH'S  The resuling percentage must be more fhan 50 parcant Any aligibe hospital or CAH hat has no requesis fom patiens  Final Rule Text: §170.306(e)
-ngag Discharge In s’t)ry ctions | na | ® | >s0% 7 their discharge instructions at time of hospital or CAH's inpatient department or emergency department (POS | éectronic copy o discharge nstructions. inpatient or emergenicy dopartment (POS 21 o 23) who request an in order for an EP. elighie hospital,or CAH to mee thisor thlr agents fo an electroni copy of the discharge Electronic copy of discharge instructions. Enable a user to create an electronic copy
patients and 9 u e e discharge, upon request 21 or 23) and who request an electronic copy of their discharge g e S eporing ponon 9 poring per of the discharge instructions for a patient, in human readable format, at the time of
families in their [Hospitel only] instructions are provided it discharge on electronic media or through some other electronic means.
Clinical Summaries for Provide clinical summaries for patients for each office Clinical summaries provided to patients for more than 50% of all office pa Provdeda  |Number of seenby e EP foran “The resulling perceniage must be more than 50 percent Any EP who has no ofice visits during the EHR reporling period. Final Rule Text: §170.504(h)
health care b office viet visit Visits within 3 business days cincal summay o e i i R teporing penod A i paent s dscssed nderhe | order foran € il hospalor AR o Enabo a ser 0o " 3 ¢
each office visil ihree business days, objeciive of using CPOE. meet tis meastre minimum, + mecicaton It
) proved
[EP only]
@ For [ ] e o o L ) [ ]
standard must be used
(AY Problems. Th standard specie i 5170,207(a)(1)or, at a minimum, he version of the standard specie
51702072 (B) Laboratory est roslt. AL & mmum, he version o the Sandaid Specitd h $170 507 and
() Wedications. The sandard speciied n 170.207(0)
CORE SET - Attestation by Yes / No - There are no exclusions to these measures Detail Hightlists for Vocabulary and Content Standard for Electronic Copy of Health Information FINAL RULE - Certification Language Standards
Implement drug-drug Implement drug-drug and_drug-allergy interaction implement drug-drug and drug-allergy The EP/eligible hospital/CAH has enabled this functionalty for the entire | § 170,207 Vocabulary standards for representing electronic health Electronic Copy of Health Information FinaRul Tox: §1703026) sl
and drug allergy checks interaction checks EHR reporting period information Final Rule Text: § 170.304(f). NIST Certification Criteria §170.304(f) ot for g g s sy Conanetons b on meciaton . oo atergy 5. s
interaction checks ® ® Enabled Electronic copy of health information. Enable a user to create an electronic copy of a patient's ‘computerized provider order entry (CP
(2) Adjustmens. Provide cerain Users wih the abilty o adjust noifcations provided fo crug-drug and
The Secretary adopts the folowing code sets, terminology, and nomenclature as the vocabulary e o ol e oo 1oL ety moratn e B o
i tandards for th f ting electronic health information: g
Improving  Giinical Decision Implement one clinical decision support rule relevant to Implement one clinical decision support rule  Implement one cinical decision support rule fa",':l',l: g | PuPose oftepresenting electionic healih informaton some other electronic means in accordance with: () The Standard (and applicable :T." Fule Toxt: EP §170304 () and g Hospas snd 50 soton s
i specialty or high clinical priority along with the ability to. relevant to specialty or high clinical priority B P T e e e R S e el specicatons) spcied n S110205(e1) o §170205()2): and (1) For hefolowing data Implrnt es, implment automate, ectoniccnical eglﬂs\o:v':u:po i nagdiion o crugdug
quality, safety, support ® © Onere Biack compliance that rule slong with the biiy 1o rack complnce that e AR elemens the applicable standard must be o dombatepmoa:an boron es oo 2) Nofcatons Atomaticly and Slooromealy enerce and
efficiency, and r 2) Standard. Intemational Health Terminology Standards Development Organization (HTSDO) (A) Problems. The standard spe:med in §170 207(a)(1) or, at a minimum, the version of the |incicate n rea-ime, notfications and care suggestions based upon cinicaldecision Supportrues.
ducing health Calculate and Transmit Report ambulalury clinical quality measures to CMS or Repon hospital clinical quality measures to  For 2011, provide aggregate numerator, denominator, and exclusions | Systematized Nomenclature of Mediicine Clinical Terms (SNOMED CTR) July 2009 version (incorporated | Standard specified in §170.207(a)(2); it Rl Tox 170304 Elghi Presions
readucing neal CMS Quality Measures the Stat CMS or the States through attestation as discussed in section II(A)(3) of this final rule by reference in § 170.299). o (2%)7 :.i;boralary test results. At a minimum, the version of the standard specified in ) Calculate. () @
i it i i ©); and pased
disparities NOTE - Attestation of actual For 2012, electronically submit the clinical quality measures as (b) Procedures 3
P ° Haspualbor NOTE - Attestation of actual is is required for some  discussed in section 11(A)(3) of this final rule (1) Standard. The code set specified at 45 CFR 162.1002(a)(2). [*ICD-9] (C) Medications. The standard specified in §170.207(d). oo
-6 required for some clinical quality measures in 2011 clinical quality measures in 2011 NOTE - Attestation for the Quality Measures and entering the actual (2) Standard. The code set specified at 45 CFR 162.1002(a)(5). [*CPT-4] . . S §170.306() Elibl Hosptals and CAH
numerator/denominator and any exclutions occurs is within the listing of e e ext: § 170.306(d). _ Hospital NIST Certification Criteria §170.306 (d)(1) and Kk
NOTE - Can exclude from a measure by a denominator NOTE - Can exclude from ameasure bya  each individual clinical quality measure listing in the attestation tool (c) Laboratory test results 51 o (d)(2) o create an elect < 2 patients cinical information. nciuing. at (2 St erat o seconcat s o o
of zero indicating no cases denominator of zero indicating no cases Standard. Logical Observation Identifiers Names and Codes (LOINC®) version 2.27, when such codes | (1) Enable a user to create an electronic copy of a patient's clinical information, including, at a “ - ot
o T 2 3 minimum, diagnostic test results, problem list, medication list, medication allergy lst, and
Exchange Key Clinical Capabilty to exchange key clinical information (for  Capability to exchange key clinical information Performed at least one test were received within an electonic ransaction from a laboratory (ncorporated by reference in §170.299). | TELIh, ¢ 3 : 3 3 Fina Rl Text: €9 §170.304 ) and ElgleHospaiSAH
Information example, problem list, medication list, medication (for example, problem list, medication lst, (d) Medications ® 1n human readable forma; and
allergies, diagnostic test results), among providers of  medication allergies, diagnostic test results), Standard. Any source vocabulary that is included in RxNorm, a standardized nomenclature for clinical R B N T T T B D e T including, aa miniman, e Rom) o6 sosme)
Improve care care and patient authorized entities electronically among providers of care and patient Ciasiccieedbviisited S latonalbbacti s ] (A) The standard (and applicable implementation specifications) specified in§170.205(a)(1) or § Sl g e oo PP °
® @ oOnetest authorized entities electronically - 2t mnimu, problem i, medicaion . a
i 1 170.205(a)(2); and 205(a)(1) or
coordination
. (B) For the following data elements the applicable standard must be used; @) or, ata minnum,
Source — Page 44650 of ONC Standards Final Rule and *extract from 45 (1) Problems. Th standard specified in § 170.207(a)(1) or, at a minimum, the version of the _ eencine-
CFR 162.1002 Medical data code sets standard specified in § 170.207(a)(2);
. @ res. The standard specified in § 170.207(b)(1) or § 170.207(b)(2);
Ensure adequate Privacy / Security Protect electronic health information created or Protect electronic health information created  Conduct or review a security risk analysis per 45 CFR 164.308 (a)(1) (3) Laboratory test results, At a minimum, the version of the standard specified in § ot i TorE. TG00 e g G ric el i
I maintained by the certified EHR technology through  or maintained by the certified EHR technology and implement security updates as necessary and correct identified 170.207(c); Secury i fr Cried EWR Tecmolo Ehey and
privacy and the implementation of appropriate technical capabilities thn;ugh :he Ams\‘ememalmn of appropriate  security deficiencies as part of its risk management process (4) Medications. The standard specified in § 170.207(d). o Sty Rt forCriios O Tchrlogy
security Conductor technical capabilties (2) Enable a user to create an electronic copy of a patient's discharge summary in human 6170302 (0 Access conro 302 ) Emergency access e
i ® | roview Security readable format and on electronic media or through some other electronic means. e e SR e R ]
rotections for riskanalysis o 2 g
personal health Source - ONC Standards Final Rule, pp. 44629, 44637 and o e A encses oy .
P mation http://healthcare.nist.gov e
MENU SET - Select 5 Measures that includes one from Population Health - The other 5 Measures defer to Stage 2 Menu Set Measures based on % Threshold FINAL RULE - Certification Language Standards
Advance Directives Record advance directives for patients 65 More than 50% of all unique patients 65 years old or older admitted to  The number of patients in the denominator with an  Number of unique patients age 65 or older admitted to an  The resulting percentage must be more than 50 | An eligible hospital or CAH that admits no patients age 65 Final Rule Text: §170.306(h)
[Hospital only] years old or older the eligible hospital's or CAH's inpatient department (POS 21) have an  indication of an advanced directive entered using  eligible hospital's or CAH's inpatient department (POS 21)  percent in order for eligible hospital or CAH o years old or older during the EHR reporting period Advance directives. Enable a ser to electronically record whether a patient has an
P o na ® >50% n/a indication of an advance directive status recorded structured data. during the EHR reporting period. A unique patient is meet this measure ‘advance directive.
discussed under the objective of CPOE g
Im_provmg Lab Results into EHR Incorporate clinical lab-test results into certified incorporate clinical lab-test resuls into More than 40% of all clinical lab tests resuits ordered by the EP or by an The number of ab test resus whose resuts are Number of lab tests ordered during the EHR reporting  The resulting percentage must be more than 40 | An EP who orders no b tests whose results are either in Final Rule Text: §170.302(h) (1) Unchanged
quality, safety, EHR technology as structured data certified EHR technology as structured data  authorized provider of the eligible Nospial or GAK for patients admitied expressed in  positve or negative affrmaton or s a_ perod by th EP or authorzed providers of he afgile _ percent n order fo an EP, elgole hospital,or | postelnegatie or numeric format during the EHR. [niomation o et repr: spcied at 42 CFR 493.1291(01) hrough (7. 3 Incorporate ,esm.s
. toits inpatient or emergency department (POS 21 or 23) during the  number which are incorporated as siructured data  hospital or CAH for patients admitted to an eligible hospital's CAH to meet this measure. reporting period. Elecuonicaly attibute, associate, or link a laboratory test result 10 a laboratory order or patient re
efficiency, and o o 4% EHR reporting period whose results are either in a positive/negative or or CAH's inpatient or emergency department (POS 21.& 23) et i ssenre o and sty Sooh emere o o et o o iLonc
reducing health numerical format are incorporated in certified EHR technology as [Vhose fes.is are expressed n a pasitive or negative senttom
structured data i
disparities
P Patient Reminders Send reminders to patients per patient preference for More than 20% of all unique patients 65 years or older or 5 years old or The number of patients i the denominator who were  Number of unique patients 65 years old or older or 5 years  The resulting percentage must be more than 20 An EP who has no patients 65 years old or older or 5 Final Rule Text: §170.304(d) Patient reminders. Enable a user min
[EP only] ® lnal >20% preventive/ follow up care . younger were sent an appropriate reminder during the EHR reporting  sent the appropriate reminer. older or younger. ercentnorder for an EP o meet s measure. - years oldor youngerwih records maitaned using It pevene o louwup car according 0 et peerenes bsed o, ot & miiu, e Gata °
elements included in: ; (2) Medication list; (3) Medication allergy list; (4)
period certified EHR technology. gements )
odraphics an (3 Laporator et rosuls
Timely Electronic Provide patients with timely electronic access o their More than 10% of all unique patients seen by the EP are provided timely The number of patients in the denominator who have  Number of unique patients seen by the EP during the EHR  The resulting percentage must be atleast 10 Any EP that neither orders nor creates any of the Final Rule Text: §170.304(
Engage Access to Health health information (including lab results, problem list, (available to the patient within four business days of being updated in ~ timely (available to the patient within four business daysreporting period. percent in order for an EP to meet this measure.  information listed at 45 CFR 170.304(g) during the EHR Emy“:"rr‘:;‘ EE;?:; 2user k:lne:ﬁ‘xde;n Zau‘-‘::“;mx D:r‘v‘:?v access ;: ‘ahﬂee‘vr cu:;al information, including, at a
- gag - ® na >10% medication lists, medication allergies) within four n/a the certified EHR technology) electronic access to their health of being updated in the certified EHR technology) reporting period. X 3 3 ay )
patients and  Information business days of the information being available to the information subject to the EP's discretion to withhold certain information €lectronic access to their health information oniine.
L . [IEP onlvl
families in their patient Specific Use certified EHR technology to identify patient-specific Use certified EHR technology to identify More than 10% of all unique patients seen by the EP or admitted to the Number of patients in the denominator who are Number of unique patients seen by the EP or admitted to  The resulting percentage must be more than 10 | NOTE - There are no exclusions stated in the final rule fo Final Rule Enable a user 0 electronicall identlty and provide
health care  Education oo 1% education resources and provide those resources to the patient-specific education resources and eligible hospital's or CAH's inpatient or emergency department (POS 21 provided patient education specific resources the eligible hospital's or CAH's inpatient or emergency percent in order for an EP, eligible hospital, o this measure.
uf patient if appropriate provide those resources to the patient if or 23) are provided patient-specific education resources department (POS 21 or 23) during the EHR reporting period. CAH to meet this measure.
appropriate
Medication [ The EP. eligible hospital or CAH who receives a patient from another  The EP, eligiole hospital or CAH who receives a patient | The EP, eligible hospital or CAH performs medication reconciliation for more than 50% of  The number of transitions of care in the denominator  Number of transitions of care during the EHR reporting period for  The resulting percentage must be more than 50 | An EP who was not the recipient of any transitions of care Final Rule Text: §170.302()
seting of care orprovider o care or believes an encountr s elevant _fom another seting of care o provider of care of elieves _ ransiions of care in which the patint is ansiioned into he care of the EP or admitted 0 where medication reconciiation was performe which the EP or eligible hospital or CAH's inpatien of emergency percent in order for an EP, eligible hospital, or  during the EHR reporting period. Medication reconcliation. Enabie & user to electrorically compare two or more medicaion st
L] L] 50% 5
| Reconciliation should perform medication reconciiation on snccurter medication P or emerg: partment (POS 21 or 23) depariment (POS 21 to 23) was the receiving party of the transiton. A to meet this measure.
mprove care reconcilation
coordination sm.:;:’ care o provder ;:‘;:f“:;:eyi thef patlnt o anather - pallent o another setng of careorprovider of cate o anohersetting of care or provider of care provides a summary of care  denominator where a summary of care record was repumng penad for whlch (he EP or eligible hospital's or  order for an EP, eligible hospital, or CAH to meet nor refers a patient to another provider during the EHR  pioai e Text: £P §170.304 () and Eigble Hospials/CAH ° ° o000 °
O | O S vt o refera " rovide s..m";aw o care record o sach tansiion o care  "€€0Td or more than 0% of transitions of care and referrals provided. cy depariment (POS 21 o 23) tis measire. reporting period
provde s th g o el provider
MENU SET Continued with Attestation by Yes / No Detail Highlights - Certification Required for Complete EHR Exclusions FINAL RULE - Certification Language Standards
. i+, | Implement drug- Implement drug-formulary checks Implement drug-formulary checks The EP has enab , ity and h for both EP and Eligible Hospitals and | Certifcati i PIAISICAH 10 | No Exclusions (o this measure Final Rule Text: §170.302(0) ‘Enable a user e
Improving quality, ® @ cEnabled internal or extemal drug formulary for the entire EHR reporting period CAH to attest to utiizing * Certiied EHR Technology” “Cerified EHR Technology” attest (o utiizing * Certified EHR Technology” formulary or preferred drug st
f I heck:
) formulary checks
safety, efficiency, Patient List (Generate st of patients by specific conditions to use for quality Generate s of patients by specific conditions to use for  Generate at least ane repor listing patients of the EP, eligible hospital or CAH with a specific §170.302 (a) Drug-drug, drug-allergy interaction checks | §170.304 (a) Computerized provider order entry. §170.306 () Computerized pvov;ﬂev orderentry | No Exclusions to this measure Final Rule Text: §170.302()
and reducing improvement reduciion o dispaiies, research of outeach ity mprovement, reduction of disparies, esearch or  condiion 170.302 (b) Drug formulary checks §170.304 (b) Electronic Presciibing §170.306 (b) Record demographics (ot et Enaie o rta sy st o, e, grate s ot
3 . ® @ Onelist outreach 170.302 (c) Maintain up-to-date proble list §170.304 (c) Record demographics §170.306 (c) Clinical declsmn support ‘according to, at a minimum, the data elements included in: (1) Problem list; (2) Medication list; (3) [ ]
health disparities 170,302 (d) Maintain active medication list §170.304 (d) Patient reminders §170.306 (d)(1) Electronic copy of health Dzmnnrlahvcs. and (4) Laboratory test results.
P P 170.302 (e) Maintain active medication allergy list §170.304 (e) Clinical decision support information -
Capat o ubi eoric da o mmunzaion egties o Capa d Performed certed E i d & - £P who adminisers o immunzalons g he EFR reparing  Final Rule Text: §170.30206)
Immunization Registries imimunizaton informaion Systems and actual submission in regetnes o mmarizasn o 1 Cotow up Susmiscon 1 e e 15 Suceescul elessmené of | §170.302 (1) Vi signs 2030 (hEectoncop e br el GO ety e Submision o immizaion it Eletonicaly tecor. modiy. o, andsuoimmrizaion
ccordance with applicable jau and pracice e oo i aepA o st P (1 o i 5 £ et homsite o At st e c mass index §170.304 () Timely access information - for nformation i
® ® Onetest Plot and display g §170.304 (h) Clinical summeries §170.306 (o) discharge 170305013 o 3170205 an ) At i, v verlon ot Sandas scied 21703070 ° o0 e o
170.302 (g) Smoking status §170.304 (i) Exchange clinical information and patient instructions Togisoy b the capaciy 1o recene (e mrmation
170.302 (h) Incorporate laboratory test results 'summary record. §170.306 (f) Exchange clinical information and electronically.
170.302 (i) Generate patient lists §170.304 (j) Calculate and submit clinical quality measures | patient summary record
|mpr_0V9 Lab Results to Public Capabiy o st o g n el (s Pttt ong e f e % © 170302 () $170:306 (o) Repotaieas reuns No public health agency to which the eligible hospital or  Final Rule Text: §170.306(g)
population and a 0 o . ’ required by sate or ocal submission o  follow-up subrmission fthe. §170.302 (k) Submission to immunizafion registries Source for certification detail hightlights - National | §170-306 (n) Advance directi CAH submits such information has the capacit t receive Reporabl areuis Eleconicalyrecord, modiy, etieve,and subi repotabie ciica b resulsin 0 o o
blic health ealth Agencies nfa One test nla sgencs ard aca suimisian i csrdance v et i.“,fﬁifi'u“é (s none e pblc bt agres ol lgbe sl o | §170:302 () Publchelhsuflance Institute of Science and Technology (NIS 170306 () Calctteand Sobt el QU | electronicaly, i e (sl mlcnaion spelicaons) pecied 170205 an,
public heal [Hospital only] na pri 170.302 (m) Patient specific education resources & [ minimum, the versicn of the standard specified in («
pproved Test Procedures Version 1.1
170,302 (1) Automated lculat
Syndromic Surveillance Capabilty 1o subit seconi syromi suvelancedea 0 pubkc  (CapaGHR o U lcion syatanicsivelacs el Paromid tese ane st ofcaied EFR techoology’ capacy 1o povide dlcionc DA D ) N e Final Rule Text: §170.302(1)
d actual submission in licable o public healt e testis in next rid to the right lipi iR i peiers g e £ eponing petd o does ot b such o Puslchesth survelancs. Eleoraiclly tecord, modt, e, and subt syndrome-based gt st
® o onctest [Jllawandpracice o Wit sopcaeaw and e Drccosstt oness nona o he bl heatn nsgences o i o 5. e nospral o effective_requirements.html o Bubk bl agecy ety sunveillan o ) )
CAH submits such o receive the snncmcd in qJ’n 205(d)(1) or §170.205(d)(2).
Matrx createa as reference ool Jor pubiic use-anaconvenrence
"Meaningful Use Stage 1 Final Rule, The White Board Story" - Version 2 - With Numerators / Denominators / Exclusions and Detail Highlights - June 5, 2011 ‘ ; . This s ot an il ederldecument




