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	ID#
	Type
	Name
	Statement: / Description 

Conformance Criteria
	See Also
	Model

Row #
	Change 

Status & 
Priority
	Profile Comment
	Row #


	DC.1
	H
	Care Management
	Description: Care Management functions (i.e. DC.1.x functions) are those directly used by providers as they deliver patient care and create an electronic health record.  DC.1.1.x functions address the mechanics of creating a health record and concepts such as a single logical health record, managing patient demographics, and managing externally generated (including patient originated) health data.  Thereafter, functions DC.1.2.x through DC.1.9.x follow a fairly typical flow of patient care activities and corresponding data, starting with managing the patient history and progressing through consents, assessments, care plans, orders, results etc.
Integral to these care management activities is an underlying system foundation that maintains the privacy, security, and integrity of the captured health information – the information infrastructure of the EHR-S.   Throughout the DC functions, conformance criteria formalize the relationships to Information Infrastructure functions.  Criteria that apply to all DC.1 functions are listed in this header (see Conformance Clause page six for discussion of “inherited” conformance criteria).
In the Direct Care functions there are times when actions/activities related to "patients" are also applicable to the patient representative.  Therefore, in this section, the term “patient” could refer to the patient and/or the patient’s personal representative (e.g. guardian, surrogate).
	 
	X
	 
	EN
	 
	1

	DC.1
	 
	 
	1.     The system SHALL conform to function IN.1.1 (Entity Authentication).
	 
	1
	NC
	 
	 
	2

	DC.1
	 
	 
	2.     The system SHALL conform to function IN.1.2 (Entity Authorization).
	 
	2
	NC
	 
	 
	3

	DC.1
	 
	 
	3.     The system SHALL conform to function IN.1.3 (Entity Access Control).
	 
	3
	NC
	 
	 
	4

	DC.1
	 
	 
	4.     The system SHALL conform to function IN.1.5 (Non-Repudiation), to guarantee that the sources and receivers of data cannot deny that they entered/sent/received the data.
	 
	4
	C
	 
	 
	5

	DC.1
	 
	 
	5.     The system SHALL conform to Function IN.1.6 (Secure Data Exchange), to ensure that the data are protected.
	 
	5
	C
	 
	 
	6

	DC.1
	 
	 
	6.     The system SHALL conform to Function IN.1.7 (Secure Data Routing), to ensure that the exchange occurs only among authorized senders and receivers.
	 
	6
	C
	 
	 
	7

	DC.1
	 
	 
	7.     The system SHALL conform to function IN.1.8 (Information Attestation), to show authorship and responsibility for the data.
	 
	7
	C
	 
	 
	8

	DC.1
	 
	 
	8.     The system SHALL conform to function IN.1.9 (Patient Privacy and Confidentiality).
	 
	8
	NC
	 
	 
	9

	DC.1
	 
	 
	9.     The system SHALL conform to function IN.2.1 (Data Retention, Availability and Destruction).
	 
	9
	NC
	 
	 
	10

	DC.1
	 
	 
	10.   The system SHALL conform to function IN.2.3 (Synchronization).
	 
	10
	C
	 
	
	11

	DC.1
	 
	 
	IF the system is used to extract data for clinical research, THEN the system SHALL conform to function IN.2.4.1 (Extraction of Health Record Information for clinical research).
	 
	NEW
	N
	 
	 HL7-FM-R2 (Clinical Research)
	12

	DC.1
	 
	 
	11The system SHALL conform to function IN.2.4 (Extraction of Health Record Information), to support data extraction across the complete health record of an individual.
	 
	11
	C
	 
	 
	13

	DC.1
	 
	 
	12.   The system SHALL conform to function IN.2.5.1 (Manage Unstructured Health Record Information), to ensure data integrity through all changes.
	 
	12
	C
	 
	 
	14

	DC.1
	 
	 
	13The system SHALL conform to function IN.2.5.2 (Manage Structured Health Record Information), to ensure data integrity through all changes.
	 
	13
	C
	 
	 
	15

	DC.1
	 
	 
	14.   The system SHALL conform to function IN.3 (Registry and Directory Services).
	 
	14
	C
	 
	 
	16

	DC.1
	 
	 
	15The system SHALL conform to function IN.4.1 (Standard Terminologies and Terminology Models), to support semantic interoperability.
	 
	15
	C
	 
	 
	17

	DC.1
	 
	 
	16The system SHALL conform to function IN.4.2 (Maintenance and Versioning of Standard Terminologies), to preserve the semantics of coded data over time.
	 
	16
	C
	 
	 
	18

	DC.1
	 
	 
	17.   The system SHOULD conform to function IN.4.3 (Terminology Mapping).
	 
	17
	NC
	 
	 
	19

	DC.1
	 
	 
	18.   The system SHALL conform to function IN.5.1 (Interchange Standards), to support interoperability.
	 
	18
	C
	 
	 
	20

	DC.1
	 
	 
	19.   The system SHALL conform to function IN.5.2 (Interchange Standards Versioning and Maintenance), to accommodate the inevitable evolution of interchange standards.
	 
	19
	C
	 
	 
	21

	DC.1
	 
	 
	20.   The system SHOULD conform to function IN.5.3 (Standards-based Application Integration).
	 
	20
	NC
	 
	 
	22

	DC.1
	 
	 
	21.   The system SHALL conform to function IN.5.4 (Interchange Agreements), to define how the sender and receiver will exchange data.
	 
	21
	C
	 
	 
	23

	DC.1
	 
	 
	22.   IF the system provides the ability manage Business Rules, THEN the system SHALL conform to function IN.6 (Business Rules Management).
	 
	22
	C
	 
	  
	24

	DC.1
	 
	 
	23.   IF the system provides the ability to manage workflow THEN the system SHALL conform to function IN.7 (Workflow Management).
	 
	23
	C
	 
	
	25

	DC.1
	 
	 
	24.   The system SHALL conform to function S.2.2.1 (Health Record Output).
	 
	24
	NC
	 
	 
	26

	DC.1.1
	H
	Record Management
	Statement:
Description: For those functions related to data capture, data may be captured using standardized code sets or nomenclature, depending on the nature of the data, or captured as unstructured data. Care-setting dependent data is entered by a variety of caregivers. Details of who entered data and when it was captured should be tracked. Data may also be captured from devices or other tele-health applications. 


	S.3.1.4
	25
	 
	EN
	 
	27

	DC.1.1.1
	H
	Manage a Patient Record
	Statement:  Identify and maintain a single patient record for each patient supporting identifier for patient care and research functions.


	 
	X
	 
	EN
	 
	28

	DC.1.1.1.1
	F
	Identify and Maintain a Patient Record
	Statement:  Identify and maintain a single patient record for each patient.

Description: A single record is needed for legal purposes, as well as to organize it unambiguously for the provider.  Health information is captured and linked to the patient record.  Static data elements as well as data elements that will change over time are maintained.  The patient is uniquely identified, after which the record is tied to that patient.  Combining information on the same patient, or separating information where it was inadvertently captured for the wrong patient, helps maintain health information for a single patient.  In the process of creating a patient record, it is at times advantageous to replicate identical information across multiple records, so that such data does not have to be re-entered.  For example, when a parent registers children as new patients, the address, guarantor, and insurance data may be propagated in the children’s records without having to re-enter them.
	 
	X
	 
	EN
	
	29

	DC.1.1.1.1
	 
	 
	1.     The system SHALL create a single logical record for each patient.
	S.1.4.1

S.2.2.1

S.3.1.2

S.3.1.5

IN.2.1

IN.2.3
	26
	NC
	 
	 
	30

	DC.1.1.1.1
	 
	 
	2.     The system SHALL provide the ability to create a record for a patient when the identity of the patient is unknown.
	 
	27
	NC
	 
	Note:  It is not anticipated that the Ambulatory Oncology environment will require support for unknown patients; however, this is a requirement of the HL7 Functional Model.
	31

	DC.1.1.1.1
	 
	 
	3.     The system SHALL provide the ability to store more than one identifier for each patient record including identifiers for specific purposes (e.g. research or secondary use support).
	 
	28
	NC
	 
	 HL7-FM-R2 (Clinical Research)
	32

	DC.1.1.1.1
	
	
	The system SHALL provide the ability to store multiple patient names in each name field, including any accent marks or special characters. For example: first name: "Mary Jane", middle name: "Sue", last name: 'Smith-Jones"
	
	
	N
	
	HL7-FM-R2 (Vital Records)
	

	DC.1.1.1.1
	 
	 
	4.     The system SHALL associate (store and link) key identifier information (e.g., system ID, medical record number) with each patient record.
	 
	29
	C
	 
	 HL7-FM-R2
	33

	DC.1.1.1.1
	 
	 
	5.     The system SHALL provide the ability to uniquely identify a patient and tie the record to a single patient.
	 
	30
	NC
	 
	 
	34

	DC.1.1.1.1
	 
	 
	6.     The system SHALL provide the ability, through a controlled method, to merge or link dispersed information for an individual patient upon recognizing the identity of the patient.
	 
	31
	NC
	 
	 
	35

	DC.1.1.1.1
	 
	 
	7.     When health information has been mistakenly associated with a patient, the system SHALL provide the ability to mark the information as erroneous in the record of the patient in which it was mistakenly associated and represent that information as erroneous in all outputs containing that information.
	 
	32
	C
	 
	 HL7-FM-R2
	36

	DC.1.1.1.1
	 
	 
	8.      The system SHALL provide the ability to associate health information that has been mistakenly associated with a patient,  with the correct patient.
	 
	33
	C
	 
	 
	37

	DC.1.1.1.1
	 
	 
	9.     The system SHALL provide the ability to retrieve parts of a patient record using a primary identifier, secondary identifiers, or other information which are not identifiers, but could be used to help identify the patient.
	 
	34
	NC
	 
	 
	38

	DC.1.1.1.1
	 
	 
	10.   The system SHALL provide the ability to obsolete, inactivate, nullify, destroy and archive a patient's record in accordance with local policies and procedures, as well as applicable laws and regulations.
	 
	35
	C
	 
	 
	39

	DC.1.1.1.1
	 
	 
	11.   IF related patients register with any identical data, THEN the system SHOULD provide the ability to propagate that data to all their records.
	 
	36
	NC
	 
	 
	40

	DC.1.1.1.1
	 
	 
	12.   The system SHALL conform to function IN.2.2 (Auditable Records).
	 
	37
	NC
	 
	 
	41

	DC.1.1.1.2
	F
	Identify and Maintain Patient Research Record
	Statement:  Maintain additional identifiers for research purposes 
	 
	NEW
	N
	EN
	HL7-FM-R2 (Clinical Research)
	42

	DC.1.1.1.2
	 
	 
	The system SHALL allow for unique research identifiers (i.e. sponsor-provided Protocol mnemonic) such that the research study can be identified.
	 
	 
	N
	 
	HL7-FM-R2 (Clinical Research)
	43

	DC.1.1.1.2
	 
	 
	The system SHALL capture and maintain the site identification number(s) as assigned by the Research Sponsor.
	 
	 
	N
	 
	HL7-FM-R2 (Clinical Research)
	44

	DC.1.1.1.2
	 
	 
	The system SHALL allow for unique research subject identifier (This identifier could be used as a screening number prior to the subject qualifying for the clinical trial.)  Note: one patient may have multiple research subject identifiers if the patient has been on multiple research studies.
	 
	 
	N
	 
	HL7-FM-R2 (Clinical Research)
	45

	DC.1.1.1.2
	 
	 
	The system SHALL capture the date and time of a patient visit.
	 
	 
	N
	 
	HL7-FM-R2 (Clinical Research)
	46

	DC.1.1.1.2
	 
	 
	The system SHOULD capture additional clinical research identifiers including Investigator Identifier and Visit Name as discrete elements.
	 
	 
	N
	 
	HL7-FM-R2 (Clinical Research)
	47

	DC.1.1.2
	F
	Manage Patient Demographics
	Statement:  Capture and maintain demographic data. Where appropriate, the data should be clinically relevant and reportable.

Description: Contact information including addresses and phone numbers, as well as key demographic information such as date of birth, time of birth, gestation, gender, and other information is stored and maintained for unique patient identification, reporting purposes and for the provision of care.  Patient demographics are captured and maintained as discrete fields (e.g., patient names and addresses) and may be enumerated, numeric or codified.  Key patient identifiers are shown on all patient information output (such as name and ID# on each screen of a patient’s record).  The system will track who updates demographic information, and when the demographic information is updated.
	 
	X
	C 
	EN
	 
	48

	DC.1.1.2
	 
	 
	1.     The system SHALL manage demographic information as part of the patient record.
	S.1.4.1

S.2.2.2

IN.2.1

IN.2.2

IN.2.4
	38
	NC
	 
	 
	49

	DC.1.1.2
	 
	 
	The system SHALL provide the ability to Receive CCD documents, using a subset of the HITSP C32 specification for Registration Summary information, file them as intact documents in the EHR, and import the discrete data from one or more of the entries in a structured form into the patient record. If coded data is present it shall be maintained or mapped to a local value.
	 
	NEW
	N
	 
	
	50

	DC.1.1.2
	 
	 
	2.     The system SHALL store and retrieve demographic information as discrete data.
	 
	39
	NC
	 
	 
	51

	DC.1.1.2
	 
	 
	3.     The system SHALL provide the ability to retrieve demographic data as part of the patient record.
	 
	40
	NC
	 
	 
	52

	DC.1.1.2
	 
	 
	4.     The system SHALL provide the ability to update demographic data.
	 
	41
	NC
	 
	 
	53

	DC.1.1.2
	 
	 
	5.     The system SHALL provide the ability to report demographic data.
	 
	42
	C
	 
	 
	54

	DC.1.1.2
	 
	 
	6.     The system SHALL provide the ability to maintain and make available  historical information for demographic data including prior names, addresses, phone numbers and email addresses.
	 
	43
	C
	 
	 
	55

	DC.1.1.2
	 
	 
	7.     The system SHALL present a set of patient identifying information at each interaction with the patient record.
	 
	44
	NC
	 
	 
	56

	DC.1.1.2
	 
	 
	8.     IF the system provides the ability for direct entry by the patient THEN the system SHOULD conform to function IN.1.4 (Patient Access Management).
	 
	45
	C
	 
	 
	57

	DC.1.1.2
	 
	 
	9.     The system SHALL conform to function IN.2.2 (Auditable Records).
	 
	46
	NC
	 
	 
	58

	DC.1.1.2
	 
	 
	10.   The system MAY store the demographic information (and other meaningful individual identifiers) separately from clinical data for identity protection purposes.
	 
	NEW
	NC
	 
	 
	59

	
	
	
	The system SHALL provide the ability to manage demographic information for patient personal representatives (e.g. parent, guardian, surrogate, financial guarantor) and personal relationships (e.g. foster parents, biological parents) with contact information for each including telephone numbers and address.
	
	
	
	
	 HL7-FM-R2
	

	
	
	
	IF required by the scope of practice, THEN the system SHALL capture  time of birth, down to the minute.
	
	
	
	
	 HL7-FM-R2
	

	
	
	
	The system MAY provide the ability to compute post conception age (corrected age) for the purposes of decision support.
	
	
	
	
	 HL7-FM-R2
	

	DC.1.1.3 
	H
	Data and Documentation from External Sources
	Description: External sources are those outside the EHR system, including clinical, administrative, and financial information systems, other EHR systems, PHR systems, and data received through health information exchange networks.
	 
	X
	 
	EN
	 
	60

	DC.1.1.3 
	 
	 
	1.     If the system provides the ability for direct entry by the patient, THEN the system SHOULD conform to function IN.1.4 (Patient Access Management).
	 
	47
	C
	 
	 
	61

	DC.1.1.3 
	 
	 
	2.     The system SHALL conform to function IN.2.2 (Auditable Records).
	 
	48
	NC
	 
	 
	62

	DC.1.1.3.1
	F
	Capture Data and Documentation from External Clinical Sources
	Statement:  Incorporate clinical data and documentation from external sources.


Description: Mechanisms are available for capturing and incorporating external clinical data and documentation 
Intrinsic to the concept of electronic health records is the ability to exchange health information with other providers of health care services.  Health information from these external sources needs to be received, incorporated into the patient record and  presented alongside locally captured documentation and notes wherever appropriate.
Care of a patient may be shared with providers who may not use the EHR themselves (e.g. dieticians, radiologists, therapists and consultants).  The system should be able to capture or link these provider's documents to the patient's file in the EHR.   Data managed outside of the EHR by other providers and systems should be available to users of the EHR. Examples of data and documents include referral summaries, transfer summaries, DNR orders, clinical images, laboratory results, scanned documents and text based outside reports.
	 
	X
	 
	EN
	 
	63

	DC.1.1.3.1
	 
	 
	1.     The system SHALL provide the ability to manage external data and documentation using HL7 standards where appropriate.
	IN.1.5

IN.1.6

IN.1.7

IN.1.8

IN.2.1

IN.2.2

IN.4.2

IN.4.3

IN.5.1

IN.5.2
	49
	C
	 
	 
	64

	DC.1.1.3.1.1
	F
	Capture Data from External Clinical Sources
	Statement: Incorporate clinical data from external sources.


Description:  Mechanisms for incorporating external clinical data  (including identification of source) such as images and other clinically relevant data are available. Data incorporated through these mechanisms is presented alongside locally captured data wherever appropriate.
	 
	NEW
	N
	EN
	 
	65

	DC.1.1.3.1.1
	 
	 
	2.     IF lab results are received through an electronic interface, THEN the system SHALL receive and store the data elements into the patient record.
	 
	50
	NC
	 
	 
	66

	DC.1.1.3.1.1
	 
	 
	3.     IF lab results are received through an electronic interface, THEN the system SHALL provide the ability to display them upon request.
	 
	51
	NC
	 
	 
	67

	DC.1.1.3.1.1
	 
	 
	IF lab results are received through an electronic interface, THEN the system SHALL provide the ability to support the HITSP Electronic Health Records Laboratory Results Reporting Interoperability Specification HITSP/IS01
	 
	NEW
	N
	 
	 
	68

	DC.1.1.3.1.1
	 
	 
	The system SHOULD collect Lab test data elements including Test Name, Lab sample status, date/time of collection, Test Results, Original Test Units, Lab panel name, pre-defined testing conditions met indicator, sample status, specimen identifier, Reference range lower limit, Reference range upper limit, abnormal flag, clinical significance indicator as discrete elements.
	 
	NEW
	N
	 
	 HL7-FM-R2 (Clinical Research)
	69

	DC.1.1.3.1.1
	 
	 
	7.     The system SHALL provide the ability to manage clinical result images (such as radiologic images) received from an external source.
	 
	55
	C
	 
	 
	70

	DC.1.1.3.1.1
	 
	 
	The system SHALL provide the ability to support DICOM standards to receive clinical result images from an external source.
	 
	NEW
	N
	 
	 
	71

	DC.1.1.3.1.1
	 
	 
	8.     The system SHOULD provide the ability to manage other forms of clinical results (such as wave files of ECG tracings or psychological assessment results) received from an external source.
	 
	56
	NC
	 
	OF:  When external source systems are able to send other forms of clinical results. 
	72

	 
	 
	 
	The system SHOULD collect ECG data elements including an ECG performed indicator, test name, date and time of ECG, ECG Test Result and original ECG units as discrete elements."
	 
	 
	N
	 
	HL7-FM-R2 (Clinical Research)
	73

	DC.1.1.3.1.1
	 
	 
	9.     The system SHALL provide the ability to manage medication details from an external source.
	 
	57
	C
	 
	 
	74

	DC.1.1.3.1.1
	 
	 
	11.   The system SHALL provide the ability to manage standards-based structured, codified data received from an external source.
	 
	59
	C
	 
	 
	75

	 
	 
	 
	The system SHOULD include reference to originating medical equipment identified by original device ID and device type for captured data.
	 
	 
	N
	 
	HL7-FM-R2 (Clinical Research)
	76

	 
	 
	 
	The system SHOULD provide the ability to capture date/time from medical devices.
	 
	 
	N
	 
	HL7-FM-R2 (Clinical Research)
	77

	DC.1.1.3.1.2
	F
	Capture Documents from External Clinical Sources
	Statement: Incorporate clinical documents from external sources.


Description: Mechanisms for incorporating external clinical documentation (including identification of source) such as report documents that may contain structured content in addition to the attested document are available. Data incorporated through these mechanisms is presented alongside locally captured documentation and notes wherever appropriate.
	 
	NEW
	N
	EN
	 
	78

	DC.1.1.3.1.2
	 
	 
	4.     The system SHALL provide the ability to manage scanned documents as images.
	 
	52
	C
	 
	 
	79

	DC.1.1.3.1.2
	 
	 
	5.     The system SHALL provide the ability to store imaged documents or reference the imaged documents via links to imaging systems.
	 
	53
	C
	 
	 
	80

	
	
	
	The systems SHALL provide the ability to index and retrieve documents based on the document type, the date of the original document and the date of receipt. 
	
	
	N
	
	HL7-FM-R2
	

	DC.1.1.3.1.2
	 
	 
	6.     The system SHALL provide the ability to receive, store and present text-based externally-sourced documents and reports.
	 
	54
	C
	 
	 
	81

	DC.1.1.3.1.2
	 
	 
	10.   The system SHALL provide the ability to receive, store and present structured text-based reports received from an external source.
	 
	58
	C
	 
	 
	82

	DC.1.1.3.1.2
	 
	 
	The system SHALL provide the ability to receive HL7 CDA CCD (Continuity of Care Document) standards, including structured entries.
	 
	NEW
	N
	 
	 
	83

	DC.1.1.3.1.2
	 
	 
	The system SHALL provide the ability to receive the HL7 CDA Release 2.0 Care Record Summary Release 2 Discharge Summary (U.S. Realm) Draft Standard for Trial Use Levels 1, 2 and 3 Discharge Summary Requirements
	 
	NEW
	N
	 
	 
	84

	DC.1.1.3.1.2
	 
	 
	The system SHALL provide the ability to receive the HL7 CDA Release 2.0 History and Physical (U.S. Realm) Draft Standard for Trial Use Levels 1, 2 and 3. 
	 
	NEW
	N
	 
	 
	85

	DC.1.1.3.1.2
	 
	 
	The system SHALL provide the ability to receive the HL7 CDA Release 2.0 Operative Notes (U.S. Realm) Draft Standard for Trial Use Levels 1, 2 and 3. 
	 
	NEW
	N
	 
	 
	86

	DC.1.1.3.1.2
	 
	 
	The system SHALL provide the ability to receive the HL7 CDA Release 2.0 Consult Notes (U.S. Realm) Draft Standard for Trial Use Levels 1, 2 and 3. 
	 
	NEW
	N
	 
	 
	87

	DC.1.1.3.1.3
	F
	Capture Referral Request
	Statement:  Enable the receipt and processing of referrals from care providers or healthcare organizations, including clinical and administrative details of the referral, and consents and authorizations for disclosures as required. 
Description: When a system receives a referral request the request must be validated against established criteria to determine if it meets the recipient’s requirements and is appropriate.  Referrals may be received for patients who do not previously exist in the recipient system and the system must allow for the ability to triage the request and respond to the requestor.  If appropriate the system should allow for the creation of a patient record including the capture of clinical and administrative information received with the referral request.
	 
	NEW
	N
	EN
	 
	88

	DC.1.1.3.1.3
	 
	 
	1. The system SHALL provide the ability to capture referral(s) from other care provider (s), whether internal or external to the organization.
	 
	NEW
	N
	 
	 
	89

	DC.1.1.3.1.3
	 
	 
	2. The system SHALL provide the ability to electronically capture referral(s) from other care provider (s), whether internal or external to the organization.
	 
	NEW
	N
	 
	 
	90

	DC.1.1.3.1.3
	 
	 
	3. The system SHALL conform to function IN.5.1 (Interchange Standards), to support the receipt of electronic referrals. 
	 
	NEW
	N
	 
	 
	91

	DC.1.1.3.1.3
	 
	 
	4. The system SHALL conform to function DC.1.1.3.1 (Capture Data and Documentation from External Clinical Sources) to support the capture of e-referral documents and data. 
	 
	NEW
	N
	 
	 
	92

	DC.1.1.3.1.3
	 
	 
	5. The system SHALL provide the ability to identify and present recommendations for potential matches between the patient identified in a received referral and existing patient’s in the system.
	 
	NEW
	N
	 
	 

	93

	DC.1.1.3.1.3
	 
	 
	6. The system SHALL provide the ability to receive a referral for a patient that does not previously exist in the system.
	 
	NEW
	N
	 
	 
	94

	DC.1.1.3.1.3
	 
	 
	7. The systems SHALL provide the ability to define a minimum set of required information that must be included in a referral to be accepted. 
	 
	NEW
	N
	 
	 
	95

	DC.1.1.3.1.3
	 
	 
	8. The system SHALL provide the ability to capture administrative details (such as insurance information, consents and authorizations for disclosure) as necessary from a received referral.
	 
	NEW
	N
	 
	 
	96

	DC.1.1.3.1.3
	 
	 
	9. The system SHALL provide the ability to capture clinical details as necessary from a received referral.
	 
	NEW
	N
	 
	 
	97

	DC.1.1.3.1.3
	 
	 
	10. The system SHALL provide the ability to present received referrals to a user for triage and approval.
	 
	NEW
	N
	 
	 
	98

	DC.1.1.3.1.3
	 
	 
	11. The system SHALL conform to function S.3.3.2 (Eligibility Verification and Determination of Coverage) and display the results of electronic referral eligibility and health plan/payer checking.
	 
	NEW
	N
	 
	 
	99

	DC.1.1.3.1.3
	 
	 
	12. The system SHALL provide the ability to define diagnosis based requirements for accepting a referral.
	 
	NEW
	N
	 
	 
	100

	DC.1.1.3.1.3
	 
	 
	13. The systems SHALL provide the ability to define clinical requirements for acceptance of a referral such as test results. 
	 
	NEW
	N
	 
	 
	101

	DC.1.1.3.1.3
	 
	 
	14. The systems SHALL provide the ability for a user to create a patient record from information received in a referral. 
	 
	NEW
	N
	 
	 
	102

	DC.1.1.3.1.3
	 
	 
	15. The system SHALL provide the ability for a user to reject a referral request
	 
	NEW
	N
	 
	 
	103

	DC.1.1.3.1.3
	 
	 
	16. The system SHALL provide the ability for a user to specify the reason for a referral rejection
	 
	NEW
	N
	 
	 
	104

	DC.1.1.3.1.3
	 
	 
	17. The systems shall provide the ability to communicate to the referring provider the acceptance or rejection of the referral request including the reasons provided for acceptance/rejection. 
	 
	NEW
	N
	 
	 
	105

	DC.1.1.3.1.3
	 
	 
	18. The system SHALL provide the ability to communicate to the referring provider to request additional information prior to accept/rejection of referral request.
	 
	NEW
	N
	 
	 
	106

	DC.1.1.3.1.3
	 
	 
	19. If the Referral includes a transfer of care (complete or partial or temporary), THEN the system SHALL provide the ability to document transfer of care according to organizational policy, scope of practice, and jurisdictional law.
	 
	NEW
	N
	 
	Refer to section X regarding organizational policy, scope of practice, and jurisdictional law applicability.
	107

	DC.1.1.3.2
	F
	Capture Patient-Originated Data
	 Statement:  Capture and explicitly label patient originated data, link the data source with the data, and support provider authentication for inclusion in patient health record.
Description It is critically important to be able to distinguish clinically authored and authenticated data from patient-originated data that is either provided by the patient for inclusion in the EHR or entered directly in the EHR by a patient. Patients may provide data for entry into the health record or be given a mechanism for entering this data directly. Patient-originated data intended for use by providers will be available for their use.

Data about the patient may be appropriately provided by 

1.  the patient

2.  a surrogate (parent, spouse, guardian) or 

3.  an informant (teacher, lawyer, case worker).  

An electronic health record may provide the ability for direct data entry by any of these.  

Patient-originated data may also be captured by devices and transmitted for inclusion into the electronic health record.

Data entered by any of these must be stored with source information.  A provider must authenticate patient-originated data included in the patient’s legal health record.
A provider must be able to indicate they have verified the accuracy of patient-originated data (when appropriate and when a verification source is available) for inclusion in the patient record. Such verification does not have to occur at each individual data field and can be at a higher level of the data.
	 
	X
	 
	EF
	EF: Release 3.0
	108

	DC.1.1.3.2
	 
	 
	1.     The system SHALL provide the ability to capture and explicitly label patient- originated data including, but not limited to, demographics, past medical history, medications, family history and allergies.
	IN.1.4

IN.2.5.1

IN.2.5.2
	60
	NC
	 
	 
	109

	DC.1.1.3.2
	 
	 
	2.     IF the system provides the ability for direct entry by the patient, THEN the system SHALL explicitly label the data as patient entered.
	 
	61
	NC
	 
	 
	110

	DC.1.1.3.2
	 
	 
	3.     The system SHALL capture and label the source of clinical data provided on behalf of the patient.
	 
	62
	NC
	 
	 
	111

	DC.1.1.3.2
	 
	 
	4.     The system SHALL present patient-originated data for use by care providers.
	 
	63
	NC
	 
	 
	112

	DC.1.1.3.2
	 
	 
	5.     The system SHALL provide the ability for a provider to indicate that they have verified the accuracy of patient-originated data (when appropriate and when a verification source is available) for inclusion in the patient record.
	 
	64
	NC
	 
	 
	113

	DC.1.1.3.2
	 
	 
	6.     The system SHOULD provide the ability to view and comment upon, but not alter, patient-originated data.
	 
	65
	NC
	 
	 
	114

	DC.1.1.3.3
	F
	Capture Patient Health Data Derived from Administrative and Financial Data and Documentation
	 Statement:  Capture and explicitly label patient health data derived from administrative or financial data; and link the data source with that data.

Description: It is critically important to be able to distinguish patient health data derived from administrative or financial data from clinically authenticated data.  

Sources of administrative and financial data relating to a patient’s health may provide this data for entry into the health record or be given a mechanism for entering this data directly.  The data must be explicitly labeled as derived from administrative or financial data, and information about the source must be linked with that data.  

Patient health data that is derived from administrative or financial data may be provided by 

1.  the patient

2.  a provider

3.  a payer, or 

4.  entities that transmit or process administrative or financial data.  

Since this data is non-clinical, it may not be authenticated for inclusion in the patient’s legal health record.  Registration data, which may contain demographic data and pertinent positive and negative histories, is an example of administrative and financial data that may be captured.
	 
	X
	 
	EF
	EF: Release 2.0
	115

	DC.1.1.3.3
	 
	 
	1.     The system SHALL provide the ability to capture and label patient health data derived from administrative or financial data.
	DC.1.1.2

DC.1.2

S.1.4.1
	66
	NC
	 
	 
	116

	DC.1.1.3.3
	 
	 
	2.     The system SHALL provide the ability to capture and link data about the source of patient health data derived from administrative and financial data with that patient data.
	 
	67
	NC
	 
	 
	117

	DC.1.1.3.3
	 
	 
	3.     The system SHALL provide the ability to present labeled patient health information derived from administrative or financial data and the source of that data for use by authorized users.
	 
	68
	NC
	 
	 
	118

	DC.1.1.3.3
	 
	 
	4.     The system SHOULD provide the ability to view health information data and comment on patient health records or documents derived from administrative or financial data.
	 
	69
	NC
	 
	 
	119

	
	
	
	The system SHALL provide the ability to correct administrative and financial data.
	
	
	
	
	
	

	DC.1.1.3.3
	 
	 
	5.     The system SHOULD provide the ability for patients or their representatives to request correction from external source of the administrative or financial data.
	 
	70
	NC
	 
	 
	120

	DC.1.1.4
	F
	Produce a Summary  Record of Care

	Statement:  Present a summarized review of a patient's  comprehensive EHR, subject to jurisdictional laws and organizational policies related to privacy and confidentiality.

Description: According to organizational policy, scope of practice and jurisdictional law, create summary views and reports at the conclusion of an episode of care.  
Service reports at the completion of an episode of care such as, but not limited to, discharge summaries and public health reports, should be compiled without requiring additional input from clinicians.
Summarized views and reports of the episode of care must support jurisdictional requirements for a discharge summary and should support other secondary uses of information such as public health reporting.   
	 
	X
	 
	EN
	 
	121

	DC.1.1.4
	 
	 
	1.     The system SHALL present summarized views and reports of the patient’s comprehensive EHR including, but not limited to, discharge summary requirements as required by jurisdictional law.
	S.2.2.1

IN.1.9

IN.2.4

IN.2.5.1

IN.2.5.2


	71
	NC
	 
	Comment:   
Examples may include view of orders by type; view of potential interactions; print copy of treatment plan and summary; and generation of a Summary of Course of Treatment.
	122

	DC.1.1.4
	 
	 
	2.     The system SHALL include at least the following in the summary:  problem list, medication list, allergy and adverse reaction list and procedures.
	 
	72
	C
	 
	
	123

	DC.1.1.4
	 
	 
	3.     The system SHALL conform to function S.3.3.6 (Health Service Reports at the Conclusion of an Episode of Care).
	 
	73
	C
	 
	 
	124

	DC.1.1.4
	 
	 
	4.     If the system provides the ability for direct entry by the patient, THEN the system SHOULD conform to function IN.1.4 (Patient Access Management).
	 
	74
	C
	 
	 
	125

	DC.1.1.4
	 
	 
	5.     The system SHALL conform to function IN.2.2 (Auditable Records).
	 
	75
	NC
	 
	 
	126

	DC.1.1.5
	F
	Present Ad Hoc Views of the Health Record
	Statement:  Subject to jurisdictional laws and organizational policies related to privacy and confidentiality, present customized views and summarized information from a patient's comprehensive EHR. The view may be arranged chronologically, by problem, and other parameters, and may be filtered or sorted.

Description: A key feature of an electronic health record is its ability to support the delivery of care by enabling prior information to be found and meaningfully displayed.  EHR systems should facilitate search, filtering, summarization, and presentation of available data needed for patient care.  Systems should enable views to be customized, for example, specific data may be organized chronologically, by clinical category, or by consultant, depending on need.  Jurisdictional laws and organizational policies that prohibit certain users from accessing certain patient information must be supported.
	 
	X
	 
	EN
	 
	127

	DC.1.1.5
	 
	 
	1.     The system SHALL provide the ability to create views that prohibit providers from accessing certain information according to organizational policy, scope of practice, and jurisdictional law.
	S.1.8

S.2.2.3

S.3.1.1

IN.1.3

IN.1.6

IN.1.7

IN.1.9

IN.2.4

IN.2.5.1

IN.2.5.2

IN.4.1

IN.4.2

IN.4.3

IN.5.1

IN.5.2

IN.5.4

IN.6
	76
	C
	 
	Refer to section X regarding organizational policy, scope of practice, and jurisdictional law applicability.
	128

	DC.1.1.5
	 
	 
	2.     The system SHALL provide the ability to create customized views of summarized information based on sort and filter controls for date or date range, problem, or other clinical parameters such as, but not limited to, the treatment summary.
	 
	77
	C
	 
	 
	129

	DC.1.1.5
	 
	 
	3.     The system SHALL provide the ability to access summarized information through customized views based on prioritization of chronology, problem, or other pertinent clinical parameters such as, but not limited to, the treatment summary.
	 
	78
	C
	 
	 
	130

	DC.1.1.5
	 
	 
	4.     If the system provides the ability for direct entry by the patient, THEN the system SHOULD conform to function IN.1.4 (Patient Access Management).
	 
	79
	C
	 
	 
	131

	DC.1.1.5
	 
	 
	5.     The system SHALL conform to function IN.2.2 (Auditable Records).
	 
	80
	NC
	 
	 
	132

	DC.1.2  
	F
	Manage Patient History
	Statement:  Capture and maintain current and past medical, procedural/surgical, mental health, substance use, social and family history including the capture of pertinent positive and negative histories, patient-reported or externally available patient clinical history.
Description The history of the current illness and patient historical data related to previous medical diagnoses, surgeries and other procedures performed on the patient, clinicians involved in procedures or in past consultations, and relevant health conditions of family members is captured through such methods as patient reporting (for example interview, medical alert band) or electronic or non-electronic historical data. This data may take the form of a pertinent positive such as "The patient/family member has had..." or a pertinent negative such as "The patient/family member has not had..." When first seen by a health care provider, patients typically bring with them clinical information from past encounters. This and similar information is captured and presented alongside locally captured documentation and notes wherever appropriate.
	 
	X
	 
	EN
	 
	133

	DC.1.2  
	 
	 
	1.     The system SHALL provide the ability to capture, update and present current patient history including pertinent positive and negative elements, and information on clinicians involved.  
	S.2.2.1

S.3.5

IN.1.7

IN.2.5.1

IN.2.5.2

IN.4.1

IN.4.2

IN.4.3

IN.5.1

IN.5.2

IN.5.4
	81
	C
	 
	 
	134

	DC.1.2  
	 
	 
	2.     The system SHALL provide the ability to capture and present previous external patient histories in compliance with Function DC.1.3.1.1 (Capture Data and Documentation from External Clinical Sources).
	 
	82
	C
	 
	HL7-FM-R2 (General)
	135

	DC.1.2  
	 
	 
	The system SHALL provide the ability to capture structured data in the patient history.
	 
	NEW
	N
	 
	HL7-FM-R2 (CCHIT Ambulatory)
	136

	DC.1.2  
	 
	 
	The system SHALL provide the ability to capture patient history in a standard coded form.
	 
	NEW
	N
	 
	HL7-FM-R2 (CCHIT Ambulatory)
	137

	DC.1.2  
	 
	 
	The system SHALL provide the ability to Receive/Input and display CCD documents, using a subset of the HITSP C32 specification for Medication and Immunization History information and file them as intact documents in the EHR.
	 
	NEW
	N
	 
	 
	138

	DC.1.2  
	 
	 
	The system SHALL provide the ability to Receive/Input and display CCD documents, using a subset of the HITSP C32 specification for Medication and Immunization History information, file them as intact documents in the EHR, and import the discrete data from one or more of the entries in a structured form into the patient record. If coded data is present it shall be maintained or mapped to a local value.
	 
	NEW
	N
	 
	 
	139

	DC.1.2  
	 
	 
	3.     The system SHALL provide the ability to capture the relationship between patient and others.
	 
	83
	C
	 
	 
	140

	DC.1.2  
	 
	 
	4.     The system SHALL provide the ability to capture the complaint, presenting problem or other reason(s) for the visit or encounter.
	 
	84
	NC
	 
	 
	141

	DC.1.2  
	 
	 
	 The system SHALL provide the ability to capture patient history as both a presence and absence of conditions, i.e., the specification of the absence of a personal or family history of a specific diagnosis, procedure or health risk behaviour.
	 
	NEW
	N
	 
	HL7-FM-R2 (General) (General)
	142

	DC.1.2  
	 
	 
	The system SHALL provide a means to capture family history and social history
	 
	NEW
	N
	 
	HL7-FM-R2 (CCHIT Ambulatory)
	143

	DC.1.2  
	 
	 
	The system SHALL provide a means to distinguish between time of observation and time of data entry.
	 
	NEW
	N
	 
	HL7-FM-R2 (EDIS)
	144

	DC.1.2  
	 
	 
	The system SHALL reconcile documentation made in a non-linear temporal sequence.
	 
	NEW
	N
	 
	HL7-FM-R2 (EDIS)
	145

	DC.1.2  
	 
	 
	5.     The system SHALL capture the reason for visit/encounter from the patient's perspective.
	 
	85
	C
	 
	 
	146

	DC.1.2  
	 
	 
	6.     If the system provides the ability for direct entry by the patient, THEN the system SHOULD conform to function IN.1.4 (Patient Access Management).
	 
	86
	C
	 
	 
	147

	DC.1.2  
	 
	 
	7.     The system SHALL conform to function IN.2.2 (Auditable Records).
	 
	87
	NC
	 
	 
	148

	DC.1.2.1
	 
	Manage History of Present Illness
	Statement: Provide a means to capture and maintain the history of present illness and patient review of systems (ROS).                              
 Description: The history of present illness and associated review of systems are unique to each encounter. HPI and ROS may be captured as discrete data (i.e. template) or as narrative (i.e. voice recognition, typing, etc). However, there must be a method for capturing this data that allows the provider to capture the essence of the encounter as he or she feels it should be recorded. 
	 
	NEW
	
	EN
	HL7-FM-R2 (General)
	149

	DC.1.2.1
	 
	 
	The system SHALL provide a means to capture the history of present illness and review of systems. 
	 
	NEW
	N
	 
	HL7-FM-R2 (General)
	150

	DC.1.2.1
	 
	 
	The system SHALL provide a means a provider to capture the HPI as narrative text and/or story.
	 
	NEW
	N
	 
	HL7-FM-R2 (General)
	151

	DC.1.2.1
	 
	 
	The system SHALL provide a means to capture the HPI as discrete data.
	 
	NEW
	N
	 
	HL7-FM-R2 (General)
	152

	DC.1.2.1
	 
	 
	The system SHALL provide a means to capture the review of system as discrete data.
	 
	NEW
	N
	 
	HL7-FM-R2 (General)
	153

	DC.1.2.2
	F
	Manage Patient History for Clinical Research
	Statement: Capture and maintain surgical, allergy, social and family history including the capture of pertinent positive and negative histories and substance consumption history.
	 
	NEW
	N
	EN
	 
	154

	DC.1.2.2
	 
	 
	The system SHALL collect substance use data including Substance use indicator and Substance type (verbatim), Substance category (e.g. alcohol, tobacco, caffeine), amount, unit, frequency, start date, end date, duration, duration unit as discrete elements.
	 
	NEW
	N
	 
	HL7-FM-R2 (Clinical Research)
	155

	DC.1.3
	H
	Preferences, Directives, Consents and Authorizations
	Description:  In the Preferences, Directives, Consents and Authorizations functions there are times when actions/activities related to “patients” are also applicable to the patient representative.  Therefore, in this section, the term “patient” could refer to the patient and/or the patient’s personal representative (i.e. guardian, surrogate, proxy, health care agent). 
	 
	X
	 
	EN
	HL7-FM-R2 (General)
	156

	DC.1.3
	 
	 
	1.     If the system provides the ability for direct entry by the patient, THEN the system SHOULD conform to function IN.1.4 (Patient Access Management).
	 
	88
	C
	 
	 
	157

	DC.1.3
	 
	 
	2.     The system SHALL conform to function IN.2.2 (Auditable Records).
	 
	89
	NC
	 
	 
	158

	DC.1.3.1
	F
	Manage Patient and Family Preferences
	Statement: Capture and maintain patient and family preferences.

Description: Patient and family preferences regarding issues such as language, religion, spiritual practices and culture – may be important to the delivery of care. It is important to capture these so that they will be available to the provider at the point of care. NOTE This function is focused on the capture and maintenance of facts on patient/family  preferences. For issues related to death and dying see DC.1.3.2
	 
	X
	 
	EN
	 
	159

	DC.1.3.1
	 
	 
	1.     The system SHALL provide the ability to capture, present, maintain and make available for clinical decisions patient preferences such as language, religion, spiritual practices and culture.
	DC.1.3.2

DC.1.3.3

DC.2.1.4

S.3.7.1

IN.2.5.1

IN.2.5.2

IN.6
	90
	NC
	 
	 
	160

	DC.1.3.1
	 
	 
	2.     The system SHALL provide the ability to capture, present, maintain and make available for clinical decisions primary care giver’s preferences for language.
	 
	91
	C
	 
	 
	161

	DC.1.3.1
	 
	 
	3.     The system SHOULD conform to function DC.2.1.4 (Support for Patient and Family Preferences), and incorporate patient and family preferences into decision support systems.  
	 
	92
	C
	 
	 
	162

	DC.1.3.2
	F
	Manage Patient Advance Directives
	 Statement: Capture and maintain patient advance directives.

Description Patient advance directives and provider DNR orders are captured as well as the date and circumstances under which the directives were received, and the location of any paper records or legal documentation (e.g. the original) of advance directives as appropriate.
	 
	X
	 
	EN
	 
	163

	DC.1.3.2
	 
	 
	1.     The system SHALL provide the ability to indicate that advance directives exist for the patient.
	DC.1.3.1

DC1.3.3

S.3.5.1

S.3.5.3

S.3.5.4

IN.1.5

IN.1.8

IN.1.9

IN.2.2

IN.2.5.1

IN.2.5.2

IN.6
	93
	NC
	 
	 
	164

	DC.1.3.2
	 
	 
	2.     The system SHALL provide the ability to indicate the type of advance directives completed for the patient such as living will, durable power of attorney, preferred interventions for known conditions, or the existence of a "Do Not Resuscitate order”.
	 
	94
	NC
	 
	 
	165

	DC.1.3.2
	 
	 
	3.     The system SHALL provide the ability to capture, present, maintain and make available for clinical decisions patient advance directives documents and “Do Not Resuscitate” orders.
	 
	95
	C
	 
	 
	166

	DC.1.3.2
	 
	 
	4.     The system SHALL conform to function DC.1.1.3.1 (Capture Data and Documentation from External Clinical Sources) and capture scanned patient advance directive documents and “Do Not Resuscitate” orders.
	 
	96
	C
	 
	 
	167

	DC.1.3.2
	 
	 
	5.     The system SHOULD provide the ability to indicate when advanced directives were last reviewed.
	 
	97
	NC
	 
	 
	168

	DC.1.3.2
	 
	 
	6.     The system SHOULD provide the ability to indicate the name and relationship of the party completing the advance directive for the patient.
	 
	98
	D
	 
	Out of scope
	169

	DC.1.3.2
	 
	 
	7.     The system SHALL time and date stamp the entry of advance directives information.
	 
	99
	NC
	 
	 
	170

	DC.1.3.2
	 
	 
	8.     The system SHOULD provide the ability to document the location and or source of any legal documentation regarding advance directives.
	 
	100
	D
	 
	Out of scope
	171

	DC.1.3.2
	 
	 
	9.     The system SHOULD conform to function DC.2.1.4 (Support for Patient and Family Preferences).
	 
	101
	NC
	 
	 
	172

	DC.1.3.2
	 
	 
	The system SHOULD provide the ability to capture the date and/or time a paper advance directives document was signed/completed.
	 
	NEW
	N
	 
	HL7-FM-R2 (General)
	173

	DC.1.3.2
	 
	 
	The system SHOULD provide the ability to capture the date and/or time advance directive information was received by the provider.
	 
	NEW
	N
	 
	HL7-FM-R2 (General)
	174

	DC.1.3.3
	F
	Manage Consents and Authorizations
	 Statement:  Create, maintain, and verify patient decisions such as informed consent for treatment and authorization/consent for disclosure when required.

Description: Decisions are documented and include the extent of information, verification levels and exposition of treatment options. This documentation helps ensure that decisions made at the discretion of the patient, family, or other responsible party, govern the actual care that is delivered or withheld. 

There may be several documents active at any one time that may govern a patient’s care.  Both clinical and administrative consents and authorizations are considered part of this function.  A consent or authorization includes patient authorization for re-disclosure of sensitive information to third parties.   Consents/Authorizations for printing should include appropriate standardized forms for patients, guardians, foster parents. The system must appropriately present forms for adolescents according to privacy rules.

Some states may mandate assent.  Assent is agreement by the patient to participate in services when they are legally unable to consent (e.g., an adolescent, an adult with early dementia).
	 
	X
	 
	EN
	 
	175

	DC.1.3.3
	 
	 
	1.     The system SHALL provide the ability to indicate that a patient has completed applicable consents and authorizations.
	DC.1.1.3

DC.1.3.1

DC.1.3.2

S.2.2.2

S.3.5.1

S.3.5.4

IN.1.5

IN.1.8

IN.1.9

IN.2.2

IN.2.4

IN.2.5.1

IN.2.5.2

IN.6
	102
	NC
	 
	 
	176

	DC.1.3.3
	 
	 
	2.     The system SHALL provide the ability to indicate that a patient has withdrawn applicable consents and authorizations.
	 
	103
	NC
	 
	 
	177

	DC.1.3.3
	 
	 
	3.     The system SHALL conform to function DC.1.1.3.1 (Capture Data and Documentation from External Clinical Sources) and capture all scanned paper  consent and authorization type administrative documents.
	 
	104
	C
	 
	
	178

	DC.1.3.3
	 
	 
	4.     The system SHALL provide the ability to view and complete consent and authorization forms on-line.
	 
	105
	C
	 
	 
	179

	DC.1.3.3
	 
	 
	5.     The system SHALL provide the ability to generate, store, display and print consent and authorization forms.
	 
	106
	C
	 
	 
	180

	DC.1.3.3
	 
	 
	6.     The system SHALL display the authorizations associated with a specific clinical activity, such as treatment or surgery, along with that event in the patient's electronic chart.
	 
	107
	C
	 
	 
	181

	DC.1.3.3
	 
	 
	7.     The system MAY provide the ability to display consents and authorizations chronologically.
	 
	108
	NC
	 
	 
	182

	DC.1.3.3
	 
	 
	8.     The system SHALL provide the ability to document an assent for patients legally unable to consent.
	 
	109
	C
	 
	 
	183

	DC.1.3.3
	 
	 
	9.     The system SHALL provide the ability to document the source of each consent, such as the patient or the patient’s personal representative if the patient is legally unable to provide it.
	 
	110
	NC
	 
	 
	184

	DC.1.3.3
	 
	 
	10.   The system SHOULD provide the ability to document the patient’s personal representative’s level of authority to make decisions on behalf of the patient.
	 
	111
	NC
	 
	 
	185

	DC.1.4
	H
	Summary Lists
	Description: Summary lists are used to present succinct “snapshots” of critical health information such as allergy, medication, problem, and immunization lists.
	 
	X
	 
	EN
	HL7-FM-R2 (General)
	186

	DC.1.4
	 
	 
	1.     If the system provides the ability for direct entry by the patient, THEN the system SHOULD conform to function IN.1.4 (Patient Access Management).
	S.2.2.2

IN.2.4

IN.2.5.1

IN.2.5.2
	112
	C
	 
	 
	187

	DC.1.4
	 
	 
	2.     The system SHALL conform to function IN.2.2 (Auditable Records).
	 
	113
	NC
	 
	 
	188

	DC.1.4.1
	F
	Manage Allergy, Intolerance and Adverse Reaction List
	Statement:  Create and maintain patient-specific allergy, intolerance and adverse reaction lists.

Description: Allergens, including immunizations, and substances are identified and coded (whenever possible) and the list is captured and maintained over time. All pertinent dates, including patient-reported events, are stored and the description of the patient allergy and adverse reaction is modifiable over time. The entire allergy history, including reaction, for any allergen is viewable.  

The list(s) includes all reactions including those that are classifiable as a true allergy, intolerance, side effect or other adverse reaction to drug, dietary or environmental triggers.  Notations indicating whether item is patient reported and/or provider verified are maintained.  A SAE report should include data elements from the HL7 Individual Case Safety Report (ICSR)  (e.g.  adverse event, date of adverse event, date when Adverse Event became serious, intensity, relationship to study drug, action taken regarding the study drug, etc.).
	 
	X
	C
	EN
	 
	189

	DC.1.4.1
	 
	 
	1.     The system SHALL provide the ability to capture, maintain and display true allergy, intolerance, and adverse reaction to drug, dietary or environmental triggers as unique, discrete entries.
	DC.2.3.1.1

S.2.2.1

S.2.2.3

S.3.7.1

IN.2.5.1

IN.2.5.2

IN.4.1

IN.4.2

IN.4.3

IN.6
	114
	C
	 
	 
	190

	DC.1.4.1
	 
	 
	2.     The system SHOULD provide the ability to capture the reason for entry of the allergy, intolerance or adverse reaction.
	 
	115
	NC
	 
	 
	191

	DC.1.4.1
	 
	 
	3.     The system SHALL provide the ability to capture, as discrete data elements,  the reaction type.
	 
	116
	C
	 
	 
	192

	DC.1.4.1
	 
	 
	4.     The system SHALL provide the ability to capture the severity of a reaction, distinguishing between an allergy or an intolerance.
	 
	117
	C
	 
	 
	193

	DC.1.4.1
	 
	 
	5.     The system SHALL provide the ability to capture, as a discrete field,  a report of No Known Allergies (NKA) for the patient.
	 
	118
	C
	 
	 
	194

	DC.1.4.1
	 
	 
	6.     The system SHALL provide the ability to capture a report of No Known Drug Allergies (NKDA) for the patient.
	 
	119
	C
	 
	 
	195

	DC.1.4.1
	 
	 
	7.     The system SHALL provide the ability to capture, as a discrete field, the source of allergy, intolerance, and adverse reaction information.
	 
	120
	C
	 
	 
	196

	DC.1.4.1
	 
	 
	8.     The system SHALL provide the ability to deactivate an item on the list.
	 
	121
	NC
	 
	 
	197

	DC.1.4.1
	 
	 
	9.     The system SHALL provide the ability to capture and display the reason for deactivation of an item on the list.
	 
	122
	NC
	 
	 
	198

	DC.1.4.1
	 
	 
	10.   The system MAY provide the ability to present allergies, intolerances and adverse reactions that have been deactivated or removed.
	 
	123
	NC
	 
	 
	199

	DC.1.4.1
	 
	 
	11.   The system MAY provide the ability to display user defined sort order of list.
	 
	124
	D
	 
	Out of scope
	200

	DC.1.4.1
	 
	 
	12.   The system SHOULD provide the ability to indicate, as discrete data, that the list of medications, allergies and other agents has been reviewed and log the user id and timestamp of the review.
	 
	125
	C
	 
	 
	201

	DC.1.4.1
	 
	 
	13.   They system SHALL provide the ability to capture and display the date on which allergy information was entered.
	 
	126
	NC
	 
	 
	202

	DC.1.4.1
	 
	 
	14.   The system SHOULD provide the ability to capture and display the approximate date of the allergy occurrence.
	 
	127
	D
	 
	Out of scope
	203

	DC.1.4.1
	 
	 
	The system SHALL capture a set of Serious Adverse Event (SAE) data as modeled by the current release of HL7 ICSR (Individual Case Safety Reporting)
	 
	NEW
	N
	 
	HL7-FM-R2 (Clinical Research)
	204

	DC.1.4.2
	F
	Manage Medication List
	Statement:  Create and maintain patient-specific medication lists.

Description Medication lists are managed over time, whether over the course of a visit or stay, or the lifetime of a patient. All pertinent dates, including medication start, modification, and end dates are stored. The entire medication history for any medication, including alternative supplements and herbal medications, is viewable. Medication lists are not limited to medication orders recorded by providers, but may include, for example, pharmacy dispense/supply records, patient-reported medications and additional information such as age specific dosage.
	 
	X
	 
	EN
	 
	205

	DC.1.4.2
	 
	 
	1.     The system SHALL provide the ability to capture and update patient-specific medication lists.
	S.2.2.1

IN.2.5.1

IN.2.5.2

IN.4.1

IN.4.2

IN.4.3

IN.5.1

IN.5.2

IN.5.4

IN.6
	128
	C
	 
	 
	206

	DC.1.4.2
	 
	 
	2.     The system SHALL display and report patient-specific medication lists including history.
	 
	129
	C
	 
	 
	207

	DC.1.4.2
	 
	 
	3.     The system SHALL provide the ability to capture the details of the medication such as ordering date, dose, route, and SIG (description of the prescription, such as the quantity) when known.
	 
	130
	NC
	 
	 
	208

	DC.1.4.2
	 
	 
	4.     The system SHALL provide the ability to capture other dates associated with medications such as start and end dates.
	 
	131
	C
	 
	 
	209

	DC.1.4.2
	 
	 
	5.     The system SHALL provide the ability to capture medications not reported on existing medication lists or medication histories.
	 
	132
	NC
	 
	 
	210

	DC.1.4.2
	 
	 
	6.     The system SHALL provide the ability to capture and maintain as discrete data elements non-prescription medications including over the counter and complementary medications such as vitamins, herbs and supplements.
	 
	133
	C
	 
	 
	211

	DC.1.4.2
	 
	 
	The system SHALL provide the ability to enter or further specify in a discrete field that the patient takes no medications.
	 
	NEW
	N
	 
	 
	212

	DC.1.4.2
	 
	 
	7.     The system SHALL present the current medication lists associated with a patient.
	 
	134
	NC
	 
	 
	213

	DC.1.4.2
	 
	 
	8.     The system SHALL present the medication history associated with a patient.
	 
	135
	C
	 
	 
	214

	DC.1.4.2
	 
	 
	9.     The system SHALL present the medication, prescriber, and medication ordering dates when known.
	 
	136
	NC
	 
	 
	215

	DC.1.4.2
	 
	 
	10.   The system SHALL provide the ability to mark a medication as erroneously captured, inactive, completed or discontinued and excluded from the presentation of current medications.
	 
	137
	C
	 
	 
	216

	DC.1.4.2
	 
	 
	11.   The system SHALL provide the ability to print a current medication list for patient use.
	 
	138
	NC
	 
	 
	217

	DC.1.4.2
	 
	 
	12.   The system MAY provide the ability to capture information regarding the filling of prescriptions (dispensation of medications by pharmacies or other providers).
	 
	139
	NC
	 
	 
	218

	DC.1.4.2
	 
	 
	The system SHALL provide the ability to automatically exclude from the display of current medications a prescription whose duration has been exceeded or end date has passed.
	 
	NEW
	N
	 
	 
	219

	DC.1.4.2
	 
	 
	The system SHALL provide the ability to enter un-coded or free text medications when medications are not on the vendor-provided medication database or information is insufficient to completely identify the medication.
	 
	NEW
	N
	 
	 
	220

	DC.1.4.3
	F
	Manage Problem List
	Statement:  Create and maintain patient- specific problem lists.


Description A problem list may include, but is not limited to Chronic conditions, diagnoses, or symptoms, functional limitations, visit or stay-specific conditions, diagnoses, or symptoms. Problem lists are managed over time, whether over the course of a visit or stay or the life of a patient, allowing documentation of historical information and tracking the changing character of problem(s) and their priority. The source (e.g. the provider, the system id, or the patient) of the updates should be documented.  In addition all pertinent dates are stored. All pertinent dates are stored, including date noted or diagnosed, dates of any changes in problem specification or prioritization, and date of resolution. This might include time stamps, where useful and appropriate. The entire problem history for any problem in the list is viewable.
	 
	X
	 
	EN
	 
	221

	DC.1.4.3
	 
	 
	1.     The system SHALL capture, display and report all active problems associated with a patient.
	DC.1.7.1

DC.1.7.2.1

DC.2.1.3

S.2.2.1

S.3.3.5

IN.2.4

IN.2.5.1

IN.2.5.2

IN.4.1

IN.4.2

IN.4.3

IN.6
	140
	NC
	 
	 
	222

	DC.1.4.3
	 
	 
	2.     The system SHALL capture, display and report a history of all problems associated with a patient.
	 
	141
	NC
	 
	 
	223

	DC.1.4.3
	 
	 
	3.     The system SHALL provide the ability to capture onset date of problem.
	 
	142
	NC
	 
	 
	224

	DC.1.4.3
	 
	 
	4.     The system MAY provide the ability to capture the chronicity (chronic, acute/self-limiting, etc.) of a problem.
	 
	143
	C
	 
	 
	225

	DC.1.4.3
	 
	 
	5.     The system SHALL provide the ability to capture the source, date and time of all updates to the problem list.
	 
	144
	NC
	 
	 
	226

	DC.1.4.3
	 
	 
	6.     The system SHALL provide the ability to deactivate and maintain the resolution date of a problem.
	 
	145
	C
	 
	 
	227

	DC.1.4.3
	 
	 
	7.     The system SHALL provide the ability to re-activate a previously deactivated problem.
	 
	146
	C
	 
	 
	228

	DC.1.4.3
	 
	 
	8.     The system SHALL provide the ability to display inactive and/or resolved problems.
	 
	147
	C
	 
	 
	229

	DC.1.4.3
	 
	 
	9.     The system SHALL provide the ability to manually order/sort the problem list including separately displaying active from inactive/resolved problems.
	 
	148
	C
	 
	 
	230

	DC.1.4.3
	 
	 
	10.   The system SHALL provide the ability to associate encounters, orders, medications, notes with one or more problems.
	 
	149
	C
	 
	 
	231

	DC.1.4.4
	F
	Manage Immunization List 
	Statement: Manage patient-specific immunization lists.


Description Immunization lists are managed over time, whether over the course of a visit or stay, or the lifetime of a patient.  Details of immunizations administered are captured as discrete data elements including date, type, manufacturer and lot number. The entire immunization history is viewable.
	 
	X
	 
	EN
	 
	233

	DC.1.4.4
	 
	 
	1.     The system SHALL provide the ability to capture, and subsequently display and report all immunizations associated with a patient that are within the EHR.
	DC.1.8.2

DC.1.8.5
	150
	C
	 
	 
	234

	DC.1.4.4
	 
	 
	2.     IF an immunization is captured in the system, THEN the system SHALL provide the ability to record as discrete data elements data associated with any immunization given including the following: date administered, immunization type, lot number and manufacturer
	 
	151
	C
	 
	 
	235

	
	
	
	IF an immunization is captured in the system, THEN The system SHOULD provide the ability to record as discrete data additional elements associated with any immunization given including the following: site of administration (e.g. left arm), Vaccine Information Statement date, and quantity of vaccine/dose size.
	
	NEW
	N
	
	HL7-EHR-FM-R2
	

	DC.1.4.4
	 
	 
	3.     IF an Immunization Registry is present, THEN the system SHALL provide the ability to prepare a report of a patient ‘s immunization history upon request for appropriate authorities such as immunization registries, schools or day-care centers
	 
	152
	C
	 
	 
	236

	DC.1.4.4
	 
	 
	The system SHALL provide the ability to send a query to retrieve immunization information from an immunization registry and import immunization record into the EHR.
	
	NEW
	N
	 
	 
	237

	DC.1.5
	F
	Manage Assessments
	Statement:  Create and maintain assessments.
Description During an encounter with a patient, the provider will conduct an assessment that is germane to the age, gender, developmental or functional state, medical and behavioral condition of the patient, such as growth charts, developmental profiles, and disease specific assessments.  Wherever possible, this assessment should follow industry standard protocols although, for example, an assessment for an infant will have different content than one for an elderly patient.  When a specific standard assessment does not exist, a unique assessment can be created, using the format and data elements of similar standard assessments whenever possible. 
	 
	X
	 
	EN
	 
	238

	DC.1.5
	 
	 
	1.     The system SHALL provide the ability to create a template for the purposes of performing assessments.
	DC.1.5

DC.1.6.2

DC.1.8.5

DC.1.10.1

DC.2.1.1

DC.2.1.2

DC.2.2.1

S.2.2.1

IN.1.6

IN.2.5.1

IN.2.5.2

IN.4.1

IN.4.2

IN.4.3

IN.5.1

IN.5.2

IN.6
	153
	C
	 
	
	239

	DC.1.5
	 
	 
	2.     The system SHALL provide the ability to use standardized assessments where they exist.
	 
	154
	C
	 
	 
	240

	DC.1.5
	 
	 
	3.     The system SHALL provide the ability to document using standard assessments germane to the age, gender, developmental state, and health condition. 
	 
	155
	C
	 
	 
	241

	DC.1.5
	 
	 
	4.     The system SHOULD provide the ability to capture data relevant to standard assessment.
	 
	156
	NC
	 
	 
	242

	DC.1.5
	 
	 
	5.     The system SHALL provide the ability to capture additional data to augment the standard assessments relative to variances in medical conditions.
	 
	157
	C
	 
	 
	243

	DC.1.5
	 
	 
	6.     The system SHALL provide the ability to link data from a standard assessment to a problem list.
	 
	158
	C
	 
	 
	244

	DC.1.5
	 
	 
	7.     The system SHOULD provide the ability to link data from a standard assessment to an individual care plan.
	 
	159
	NC
	 
	 
	245

	DC.1.5
	 
	 
	8.     The system SHALL provide the ability to link data from external sources, laboratory results, and radiographic results to the standard assessment.
	 
	160
	C
	 
	 
	246

	DC.1.5
	 
	 
	9.     The system SHOULD provide the ability to compare documented data against standardized curves and display trends.
	 
	161
	NC
	 
	 
	247

	DC.1.5
	 
	 
	10.   If the system provides the ability for direct entry by the patient, THEN the system SHOULD conform to function IN.1.4 (Patient Access Management).
	 
	162
	C
	 
	 
	248

	DC.1.5
	 
	 
	11.   The system SHALL conform to function IN.2.2 (Auditable Records).
	 
	163
	NC
	 
	 
	249

	DC.1.5.1
	 
	Manage Physical Examination    
	Statement: Provide a means to create and update physical examination findings.                                 
Description: The physical examination is unique to each encounter and problem. The PE may be captured as discrete data (i.e. template) or as narrative (i.e. voice recognition, typing, etc). However, there must be a method for capturing this data that allows the provider to capture the examination as the provider feels it should be recorded
	 
	NEW
	N
	EN
	 
	250

	DC.1.5.1
	 
	 
	The system SHALL capture the physical examination
	 
	NEW
	N
	 
	HL7-FM-R2 (General)
	251

	DC.1.5.1
	 
	 
	The system SHALL provide a means to vary the physical examination documented based upon patient problem.
	 
	NEW
	N
	 
	HL7-FM-R2 (General)
	252

	DC.1.5.2
	 
	Manage Progress Notes
	Statement: Provide a means to capture and maintain progress notes and ongoing evaluations.    
Description: Assessment during treatment typically includes subjective and objective data to determine the patient's tolerance to the treatment, and if there is indication of intolerance, clinical personnel will use the information to select modifications to the therapy. In some instances standard assessment also includes interval measurement of the disease to determine whether it is responding to the therapy. In other instances, such as when a patient is receiving adjuvant therapy, there is, by definition, no measurable disease, so therapy is given for a specified duration and standard assessment will refer to patient tolerance and recurrence.  
Progress notes are a unique form of assessment that may be standardized for a particular problem (e.g. weight loss) or observation (i.e. pain).   
	 
	NEW
	N
	EN
	 
	253

	DC.1.5.2
	 
	 
	The system SHALL provide a means to record progress notes by providers
	 
	NEW
	N
	 
	HL7-FM-R2 (General)
	254

	DC.1.5.2
	 
	 
	The system SHALL prompt the provider for progress notes based upon various rules, including but not limited to, chief complaint, treatment phase, abnormal vital signs, response to medication. 
	 
	NEW
	N
	 
	HL7-FM-R2 (General)
	255

	DC.1.5.2
	 
	 
	The system SHALL support capture and storage of progress notes as discrete data where appropriate. 
	 
	NEW
	N
	 
	HL7-FM-R2 (General)
	256

	DC.1.5.2
	 
	 
	The system SHALL support free-text or narrative progress notes.  
	 
	NEW
	N
	 
	HL7-FM-R2 (General)
	257

	DC.1.6
	H
	Care Plans, Treatment Plans, Guidelines, and Protocols
	 
	 
	164
	 
	EN
	 
	258

	DC.1.6.1
	F
	Present Guidelines and Protocols for Planning Care
	Statement:  Present organizational guidelines for patient care as appropriate to support planning of care, including order entry and clinical documentation.
Description:  Guidelines, and protocols presented for planning care may be site specific, community or industry-wide standards.  
	 
	X
	 
	EN
	 
	259

	DC.1.6.1
	 
	 
	1.     The system SHALL provide the ability to present current guidelines and protocols to clinicians who are creating plans for treatment and care.
	DC.1.1.2

DC.2.2.1.1

DC.2.2.1.2

DC.2.2.2

DC.2.2.3

DC.2.7.1

S.3.7.1

IN.6
	165
	NC
	 
	 
	260

	DC.1.6.1
	 
	 
	2.     The system SHALL provide the ability to search for a guideline or protocol based on appropriate criteria (such as problem).
	 
	166
	C
	 
	 
	261

	DC.1.6.1
	 
	 
	3.     The system SHALL provide the ability to present previously used guidelines and protocols for historical or legal purposes.
	 
	167
	C
	 
	 
	262

	DC.1.6.1
	 
	 
	4.     IF decision support prompts are used to support a specific clinical guideline or protocol, THEN the system SHALL conform to function DC.1.8.6 (Manage Documentation of Clinician Response to Decision Support Prompts).
	 
	168
	NC
	 
	 
	263

	DC.1.6.1
	 
	 
	5.     The system SHALL conform to function DC.2.2.1.2 (Support for Context-Sensitive Care Plans, Guidelines, Protocols).
	 
	169
	NC
	 
	 
	264

	DC.1.6.1
	 
	 
	6.     The system SHOULD conform to function IN.2.2 (Auditable Records).
	 
	170
	NC
	 
	 
	265

	DC.1.6.2
	F
	Manage Patient-Specific Care and Treatment Plans
	Statement:  Provide administrative tools for healthcare organizations to build care plans, guidelines and protocols for use during patient care planning and care.
Description:  Care plans, guidelines or protocols may contain goals or targets for the patient, specific guidance to the providers, suggested orders, and nursing interventions, among other items, including alerts. Tracking of implementation or approval dates, modifications and relevancy to specific domains or context is provided.  Transfer of treatment and care plans may be implemented electronically using, for example, templates, or by printing plans to paper.
	 
	X
	C
	EN
	 
	266

	DC.1.6.2
	 
	 
	1.     The system SHALL provide the ability to capture patient-specific plans of care and treatment.
	DC.2.1.4

DC.2.2.1.1
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DC.2.3.1.2

DC.2.5.1

DC.3.1.1

DC.3.1.2

DC.3.1.3

IN.2.2
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IN.6
	171
	NC
	 
	 
	267

	DC.1.6.2
	 
	 
	2.     The system SHALL conform to DC.1.6.1 (Present Guidelines and Protocols for Planning Care) and provide the ability to use locally or non-locally developed templates, guidelines, and protocols for the creation of patient-specific plans of care and treatment.
	 
	172
	NC
	 
	 
	268

	DC.1.6.2
	 
	 
	3.     The system SHALL provide the ability to use previously developed care plans as a basis for the creation of new plans of care and treatment.
	 
	173
	NC
	 
	 
	269

	DC.1.6.2
	 
	 
	4.     The system SHALL provide the ability to track updates to a patient’s plan of care and treatment including authors, creation date, version history, references, local sources and non-local sources in accordance with scope of practice, organizational policy and jurisdictional law.
	 
	174
	NC
	 
	Refer to section X regarding organizational policy, scope of practice, and jurisdictional law applicability.
	270

	DC.1.6.2
	 
	 
	5.     The system SHALL provide the ability to coordinate order sets with care plans.
	 
	175
	C
	 
	 
	271

	DC.1.6.2
	 
	 
	6.     The system SHALL provide the ability to derive order sets from care plans.
	 
	176
	C
	 
	 
	272

	DC.1.6.2
	 
	 
	7.     The system SHALL provide the ability to derive care plans from order sets.
	 
	177
	C
	 
	 
	273

	DC.1.6.2
	 
	 
	The system SHALL provide the ability to associate a Treatment Plan with a Care Plan.
	 
	NEW
	N
	 
	 
	274

	DC.1.6.2
	 
	 
	8.     The system SHALL provide the ability to transfer plans of care and treatment to other care providers.
	 
	178
	C
	 
	 
	275

	DC.1.6.2
	 
	 
	The system SHALL provide the ability to transfer a Treatment Plan to another provider or practice and associate it with a different Care Plan. 
	 
	NEW
	N
	 
	 
	276

	DC.1.6.2
	 
	 
	9.     The system SHOULD conform to function DC.3.1.1 (Clinical Task Assignment and Routing) and incorporate care plan items in the tasks assigned and routed.
	 
	179
	C
	 
	 
	277

	DC.1.6.2
	 
	 
	10.   The system SHALL conform to function DC.3.1.2 (Clinical Task Linking) and incorporate care plan items in the tasks linked.
	 
	180
	C
	 
	 
	278

	DC.1.6.2
	 
	 
	11.   The system SHALL conform to function DC.3.1.3 (Clinical Task Tracking) and incorporate care plan items in the tasks tracked.
	 
	181
	C
	 
	 
	279

	DC.1.6.2
	 
	 
	12.   The system SHALL conform to function IN.2.2 (Auditable Records).
	 
	182
	NC
	 
	 
	280

	DC.1.6.2
	 
	 
	13.   IF the decision support functionality resides locally and can be configured by user preference, THEN the system SHALL provide information from DC.2.3.1.2 (Support for Patient Specific Dosing and Warnings) to provide effective treatment and any related warnings on interactions and warnings.
	 
	NEW
	C
	 
	 
	281

	DC.1.6.2
	 
	 
	14.   The system SHALL provide the ability to use information from DC.2.1.4 (Support for Patient and Family Preferences) to positively impact the effectiveness of care and treatment plans.
	 
	NEW
	C
	 
	 
	282

	DC.1.7
	H
	Orders and Referrals Management
	 
	 
	X
	 
	EN
	 
	283

	DC.1.7
	 
	 
	1.     The system SHALL conform to function IN.2.2 (Auditable Records).
	 
	183
	NC
	 
	 
	284

	DC.1.7
	 
	 
	The system SHALL provide the ability to require problem / diagnosis as an order component.
	 
	NEW
	N
	 
	 
	285

	DC.1.7
	 
	 
	The system SHALL provide the ability to view status information for ordered services.
	 
	NEW
	N
	 
	 
	286

	DC.1.7
	 
	 
	The system SHALL provide the ability to set or configure what fields are required for a complete order by order type.
	 
	NEW
	N
	 
	 
	287

	DC.1.7
	 
	 
	The system SHALL provide the ability to capture and maintain, as discrete data, a diagnosis/problem code or description associated with an order of any type (including a prescription/medication order).
	 
	NEW
	N
	 
	 
	288

	DC.1.7
	 
	 
	The system SHALL provide the ability for cosigned orders to retain and display the identities of all providers who co-sign the order.
	 
	NEW
	N
	 
	 
	289

	DC.1.7.1
	F
	Manage Medication Orders
	 Statement:  Create prescriptions or other medication orders with detail adequate for correct filling and administration. Provide information regarding compliance of medication orders with formularies.

Description: Different medication orders, including discontinue, refill, and renew, require different levels and kinds of detail, as do medication orders placed in different situations. The correct details are recorded for each situation. Administration or patient instructions are available for selection by the ordering clinicians, or the ordering clinician is facilitated in creating such instructions.  The system may allow for the creation of common content for prescription details. Appropriate time stamps for all medication related activity are generated. This includes series of orders that are part of a therapeutic regimen, e.g. Renal Dialysis, Oncology. 

When a clinician places an order for a medication, that order may or may not comply with a formulary specific to the patient’s location or insurance coverage, if applicable. Whether the order complies with the formulary should be communicated to the ordering clinician at an appropriate point to allow the ordering clinician to decide whether to continue with the order. Formulary-compliant alternatives to the medication being ordered may also be presented.
	 
	X
	 
	EN
	 
	290

	DC.1.7.1
	 
	 
	1.     The system SHALL provide the ability to create prescription or other medication orders with the details adequate for functions including but not limited to compounding and administration, dispensing, sequencing, and administration captured as discrete data.
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	184
	C
	 
	 
	291

	DC.1.7.1
	 
	 
	2.     The system SHALL capture user and date stamp for all prescription related events.
	 
	185
	NC
	 
	 
	292

	DC.1.7.1
	 
	 
	The system SHALL provide the ability to access reference information for prescribing/ordering.
	 
	NEW
	N
	 
	 
	293

	DC.1.7.1
	 
	 
	3.     The system SHALL conform to function DC.1.4.2 (Manage Medication List) and update the appropriate medication list with the prescribed medications (in case of multiple medication lists).
	 
	186
	NC
	 
	 
	294

	DC.1.7.1
	 
	 
	The system SHALL provide the ability to associate a diagnosis with a prescription.
	 
	NEW
	N
	 
	 
	295

	DC.1.7.1
	 
	 
	The system SHALL provide the ability to display the associated problem or diagnosis (indication) on the printed prescription.
	 
	NEW
	N
	 
	 
	296

	DC.1.7.1
	 
	 
	4.     The system SHALL provide a list of medications to search, including both generic and brand name.
	 
	187
	NC
	 
	 
	297

	DC.1.7.1
	 
	 
	The system SHALL support institution specific medication formularies.
	 
	NEW
	N
	 
	HL7-FM-R2 (General)
	298

	DC.1.7.1
	 
	 
	The system SHALL provide the ability to create combination drugs or compounds for ordering that are made up of discrete medication components.
	 
	NEW
	N
	 
	HL7-FM-R2 (General)
	299

	DC.1.7.1
	 
	 
	5.     The system SHALL provide the ability to maintain a discrete list of orderable medications.
	 
	188
	NC
	 
	 
	300

	DC.1.7.1
	 
	 
	6.     If the EHR system supports Inventory Management functions THEN the system SHALL conform to function DC.1.7.2.1 (Manage Non-Medication Patient Care Orders) and provide the ability to order supplies associated with medication orders in accordance with scope of practice, organizational policy or jurisdictional law.
	 
	189
	C
	 
	Refer to section X regarding organizational policy, scope of practice, and jurisdictional law applicability. 
Note:  At this time, it is not anticipated that Ambulatory Oncology EHR Systems will include Inventory Management functionality.
	301

	DC.1.7.1
	 
	 
	7.     The system SHALL make common content available for prescription details to be selected by the ordering clinician.
	 
	190
	C
	 
	 
	302

	DC.1.7.1
	 
	 
	8.     The system SHALL provide the ability for the ordering clinician to create prescription details as needed. Including the incorporation of fixed text according to the user's specifications and to customize the printed output of the prescription.
	 
	191
	C
	 
	 
	303

	DC.1.7.1
	 
	 
	9.     The system SHALL make available common patient medication instruction content, including drug monograph, to be selected by the ordering clinician. 
	 
	192
	C
	 
	 
	304

	DC.1.7.1
	 
	 
	The system SHALL provide the ability to produce patient instructions and patient educational materials which may reside within the system or be provided through links to external source.
	 
	NEW
	N
	 
	HL7-FM-R2 (General)
	305

	DC.1.7.1
	 
	 
	10.   The system SHALL provide the ability to include prescriptions in order sets.
	 
	193
	C
	 
	 
	306

	DC.1.7.1
	 
	 
	11.   The system SHALL provide a list of frequently-ordered medications by diagnosis by provider which could include the full details of the medication, including SIG, quantity, refills, DAW, etc.
	 
	194
	C
	 
	 
	307

	DC.1.7.1
	 
	 
	12.   The system SHOULD provide the ability to select drugs by therapeutic class and/or indication.
	 
	195
	C
	 
	
	308

	DC.1.7.1
	 
	 
	13.   If the system supports electronic eligibility checking THEN the system SHALL conform to function S.3.3.2 (Eligibility Verification and Determination of Coverage) and display the results of electronic prescription eligibility and health plan/payer formulary checking.
	 
	196
	C
	 
	
	309

	DC.1.7.1
	 
	 
	14.   The system MAY provide the ability to re-prescribe medication by allowing a prior prescription to be reordered without re-entering previous data (e.g. administration schedule, quantity).
	 
	197
	NC
	 
	
	310

	DC.1.7.1
	 
	 
	15.   The system SHALL provide the ability to re-prescribe a medication from a prior prescription using the same dosage but allow for editing of details adequate for correct filling and administration of medication (e.g. dose, frequency, body weight).
	 
	198
	C
	 
	 
	311

	DC.1.7.1
	 
	 
	16.   The system SHALL conform to function DC.2.3.1.1 (Support for Drug Interaction Checking) and check and report allergies, drug-drug interactions, and other potential adverse reactions, when new medications are ordered.
	 
	199
	C
	 
	 
	312

	DC.1.7.1
	 
	 
	17.   The system SHOULD conform to function DC.2.3.1.2 (Support for Patient Specific Dosing and Warnings) and check and report other potential adverse reactions, when new medications are ordered.
	 
	200
	NC
	 
	 
	313

	DC.1.7.1
	 
	 
	18.   The system SHOULD provide the ability to create prescriptions in which the weight-specific dose is suggested.
	 
	201
	NC
	 
	 
	314

	DC.1.7.1
	 
	 
	19.   The system SHOULD conform to function DC.2.3.1.3 (Support for Medication Recommendations).
	 
	202
	NC
	 
	 
	315

	DC.1.7.1
	 
	 
	The system SHALL provide the ability to prescribe fractional amounts of medication (e.g. 1/2 tsp, 1/2 tablet).
	 
	NEW
	N
	 
	 
	316

	DC.1.7.1
	 
	 
	The system SHALL provide the ability for a user to select an order for a medication and exit the process of creating the order at some point prior to completion such that another user can access the order for subsequent review and completion.
	 
	NEW
	N
	 
	 
	317

	DC.1.7.1.2
	F
	Manage Un-coded / Free-text Medication Orders
	 
	 
	NEW
	N
	EN
	 
	318

	DC.1.7.1.2
	 
	 
	The system SHALL provide the ability to prescribe/order uncoded and non-formulary medications.
	 
	NEW
	N
	 
	 
	319

	DC.1.7.1.2
	 
	 
	The system SHALL provide the ability to alert the user at the time a new medication is prescribed/ordered that drug interaction, allergy, and formulary checking will not be performed against the uncoded medication or free text medication.
	 
	NEW
	N
	 
	 
	320

	DC.1.7.2
	H
	Non-Medication Orders and Referrals Management
	 
	 
	203
	 
	EN
	 
	321

	DC.1.7.2.1
	F
	Manage Non-Medication Patient Care Orders
	 Statement:  Capture and track patient care orders.  Enable the origination, documentation, and tracking of non-medication patient care orders.
Description: Non-medication orders that request actions or items can be captured and tracked including new, renewal and discontinue orders. Examples include orders to transfer a patient between units, to ambulate a patient, for medical supplies, durable medical equipment, home IV, and diet or therapy orders. 

Each item ordered includes the appropriate detail, such as order identification and instructions. Orders should be communicated to the correct service provider for completion.
	 
	X
	 
	EN
	 
	322

	DC.1.7.2.1
	 
	 
	1.     The system SHALL provide the ability to capture non-medication patient care orders for an action or item
	DC.1.4.3

DC.2.4.1

DC.2.4.2

S.2.2.1

S.3.3.3

S.3.7.1

IN.1.6

IN.1.7

IN.2.5.1

IN.2.5.2

IN.6
	204
	NC
	 
	 
	323

	DC.1.7.2.1
	 
	 
	2.     The system SHALL provide the ability to capture adequate order detail for correct order fulfillment
	 
	205
	NC
	 
	 
	324

	DC.1.7.2.1
	 
	 
	3.     The system SHALL track the status of the ordered action or  item
	 
	206
	NC
	 
	 
	325

	DC.1.7.2.1
	 
	 
	4.     The system SHALL provide the ability to capture patient instructions necessary for correct order fulfillment
	 
	207
	C
	 
	 
	326

	DC.1.7.2.1
	 
	 
	5.     The system SHALL provide the ability to present patient instructions necessary for correct order fulfillment
	 
	208
	C
	 
	 
	327

	DC.1.7.2.1
	 
	 
	6.     The system SHALL provide the ability to communicate the order to the correct recipient(s) for order fulfillment. At a minimum should be sent via fax, email or print. 
	 
	209
	C
	 
	 
	328

	DC.1.7.2.1
	 
	 
	7.     The system SHALL conform to DC.2.4.2 (Support for Non-Medication Ordering)
	 
	210
	NC
	 
	 
	329

	DC.1.7.2.2
	F
	Manage Orders for Diagnostic Tests


	 Statement:  Enable the origination, documentation, and tracking of orders for diagnostic tests.


Description: Orders for diagnostic tests (e.g. diagnostic radiology, laboratory) are captured and tracked including new, renewal and discontinue orders.  Each order includes appropriate detail, such as order identification, instructions and clinical information necessary to perform the test. Orders and supporting detailed documentation shall be communicated to the service provider for completion of the diagnostic test(s).

Some systems may contain instructions, but in some settings, instructions may be provided from external sources (e.g., handouts).
	 
	X
	 
	EN
	 
	330

	DC.1.7.2.2
	 
	 
	1.     The system SHALL provide the ability to capture orders for diagnostic tests.
	DC.2.4.5.2

S.2.2.1

S.3.7.1

IN.1.6

IN.1.7

IN.2.5.1

IN.2.5.2

IN.6
	211
	NC
	 
	 
	331

	DC.1.7.2.2
	 
	 
	2.     The system SHALL provide the ability to capture adequate order detail for correct diagnostic test fulfillment, including associated diagnosis.
	 
	212
	C
	 
	 
	332

	DC.1.7.2.2
	 
	 
	3.     The system SHALL provide the ability to track the status of diagnostic test(s).
	 
	213
	NC
	 
	 
	333

	DC.1.7.2.2
	 
	 
	4.     The system SHALL provide the ability to capture and present patient instructions relevant to the diagnostic test ordered.
	 
	214
	C
	 
	 
	334

	DC.1.7.2.2
	 
	 
	5.     The system SHALL communicate orders to the service provider of the diagnostic test. Communication SHALL be at a minimum by print/fax. 
	 
	215
	C
	 
	 
	335

	DC.1.7.2.2
	 
	 
	The system SHOULD provide the ability to communicate orders to the service provider of the diagnostic test, including receipt of order acknowledgement, using the HL7 v2.5.1 message standard.   
	 
	NEW
	N
	 
	 
	336

	DC.1.7.2.2
	 
	 
	6.     The system SHALL communicate supporting detailed documentation to the correct service provider of the diagnostic test.
	 
	216
	C
	 
	 
	337

	DC.1.7.2.2
	 
	 
	7.     The system SHALL conform to DC.2.4.2 (Support for Non-Medication Ordering).
	 
	217
	NC
	 
	 
	338

	DC.1.7.2.2
	 
	 
	8.     The system SHALL communicate orders to the service provider of the diagnostic test.
	 
	217
	NC
	 
	 
	339

	DC.1.7.2.3
	F
	Manage Orders for Blood Products and Other Biologics
	 Statement:  Communicate with appropriate sources or registries to manage orders for blood products or other biologics.

Description: Interact with a blood bank system or other source to support orders for blood products or other biologics including discontinuance orders. Use of such products in the provision of care is captured. Blood bank or other functionality that may come under jurisdictional law or other regulation (e.g. by the FDA in the United States) is not required; functional communication with such a system is required.
	 
	X
	 
	EN
	 
	340

	DC.1.7.2.3
	 
	 
	1.     The system SHALL provide the ability to interface (electronically, fax or print) with systems of blood banks or other sources to manage orders for blood products or other biologics.
	DC.2.4.5.1

S.1.1

S.1.2
	218
	C
	 
	 
	341

	DC.1.7.2.3
	 
	 
	The system SHOULD provide the ability to interface with systems of blood banks or other sources to manage orders for blood products or other biologics, including receipt of order acknowledgement, using the HL7 v2.5.1 message standard.  
	 
	NEW
	N
	 
	 
	342

	DC.1.7.2.3
	 
	 
	2.     The system SHALL provide the ability to capture use of such Blood Products in the provision of care.
	 
	219
	C
	 
	 
	343

	DC.1.7.2.3
	 
	 
	3.     The system SHOULD conform to function S.1.1 (Registry Notification).
	 
	220
	NC
	 
	 
	344

	DC.1.7.2.4
	F
	Manage Orders for Referral
	 Statement:  Enable the origination, documentation and tracking of referrals between care providers or healthcare organizations, including clinical and administrative details of the referral, and consents and authorizations for disclosures as required.

Description: Documentation and tracking of a referral from one care provider to another is supported, whether the referred to or referring providers are internal or external to the healthcare organization. Guidelines for whether a particular referral for a particular patient is appropriate in a clinical context and with regard to administrative factors such as insurance may be provided to the care provider at the time the referral is created.
	 
	X
	 
	EN
	 
	345

	DC.1.7.2.4
	 
	 
	1.     The system SHALL provide the ability to capture and communicate referral(s) to other care provider (s), whether internal or external to the organization including adequate detail to route the order.
	DC.1.9.3

DC.2.4.4.1

DC.2.4.4.2

S.1.3.1a

S.1.3.5

S.3.3.2

S.3.3.3

IN.1.6

IN.1.7

IN.2.5.1

IN.2.5.2
	221
	C
	 
	 
	346

	DC.1.7.2.4
	 
	 
	The system SHOULD maintain a list of providers for referrals.
	 
	NEW
	N
	 
	HL7-FM-R2 (General)
	347

	DC.1.7.2.4
	 
	 
	2.     The system SHALL provide the ability to capture clinical details as necessary for the referral.
	 
	222
	NC
	 
	 
	348

	DC.1.7.2.4
	 
	 
	3.     The system SHALL provide the ability to capture administrative details (such as insurance information, consents and authorizations for disclosure) as necessary for the referral.
	 
	223
	NC
	 
	 
	349

	DC.1.7.2.4
	 
	 
	4.     The system SHALL present captured referral information.
	 
	224
	NC
	 
	 
	350

	DC.1.7.2.4
	 
	 
	5.     The system SHOULD provide the ability to capture completion of a referral appointment.
	 
	225
	NC
	 
	 
	351

	DC.1.7.2.4
	 
	 
	6.     The system SHOULD provide diagnosis based clinical guidelines for making a referral.
	 
	226
	D
	 
	Out of scope
	352

	DC.1.7.2.4
	 
	 
	7.     The system MAY provide order sets for referral preparation.
	 
	227
	NC
	 
	 
	353

	DC.1.7.2.4
	 
	 
	The system SHALL conform to  function DC.2.4.4.1 (Support for Referral Process)
	 
	NEW
	N
	 
	 
	354

	DC.1.7.2.4
	 
	 
	The system SHALL conform to  function DC.2.4.4.2 (Support for Referral Recommendations)
	 
	NEW
	N
	 
	 
	355

	DC.1.7.2.4
	 
	 
	8.     IF the Referral includes a transfer of care (complete or partial or temporary) THEN the system SHALL provide the ability to document transfer of care according to organizational policy, scope of practice, and jurisdictional law.
	 
	228
	C
	 
	Refer to section X regarding organizational policy, scope of practice, and jurisdictional law applicability.
	356

	DC.1.7.2.4
	 
	 
	9.     The system MAY provide guidelines to the provider about the appropriateness of a referral for a particular patient.
	 
	NEW
	D
	 
	Out of scope
	357

	DC.1.7.2.4
	 
	 
	The system SHALL provide the ability to communicate referral orders to the correct provider or provider organization.
	 
	NEW
	N
	 
	 
	358

	DC.1.7.2.4
	 
	 
	The system SHALL provide the ability to communicate referral orders to the correct provider or provider organization using the HL7 CDA XYZ Referral Implementation Guide.
Or
The system SHALL provide the ability to communicate referral orders to the correct provider or provider organization using the NCI Referral Service Specification. 
	 
	NEW
	N
	 
	 
	359

	DC.1.7.3
	F
	Manage Order Sets
	 Statement:  Provide order sets based on provider input or system prompt.

Description: Order sets, which may include medication and non-medication orders, allow a care provider to choose common orders for a particular circumstance or disease state according to standards or other criteria. Recommended order sets may be presented based on patient data or other contexts.
	 
	X
	 
	EN
	 
	360

	DC.1.7.3
	 
	 
	1.     The system SHALL provide the ability to present order set(s).
	DC.2.4.1

IN.2.5.1

IN.2.5.2

IN.6
	229
	NC
	 
	 
	361

	DC.1.7.3
	 
	 
	2.     The system SHALL provide the ability to order at the patient level from presented order sets.
	 
	230
	NC
	 
	 
	362

	DC.1.7.3
	 
	 
	3.     The system SHALL provide the ability to record each component of an order set that is ordered.
	 
	231
	NC
	 
	 
	363

	DC.1.7.3
	 
	 
	4.     The system SHALL conform to function DC.2.4.1 (Support for Order Sets).
	 
	232
	NC
	 
	 
	364

	DC.1.7.3
	 
	 
	5.     The system SHALL provide the ability for a provider to choose from among the order sets pertinent to a certain disease or other criteria.
	 
	233
	C
	 
	 
	365

	DC.1.7.3
	 
	 
	The system SHALL provide the ability to display orders placed through an order set either individually or as a group.
	 
	NEW
	N
	 
	 
	366

	DC.1.8
	H
	Documentation of Care, Measurements and Results
	 
	 
	X
	 
	EN
	 
	367

	DC.1.8
	 
	 
	1.     The system SHALL conform to function IN.2.2 (Auditable Records)
	 
	234
	NC
	 
	 
	368

	DC.1.8.1
	F
	Manage Medication Administration
	 Statement:  Present providers with the list of medications that are to be administered to a patient, necessary administration information, and capture administration details.

Description: In a setting in which medication orders are to be administered by a provider rather than the patient, the necessary information is presented including the list of medication orders that are to be administered; administration instructions, times or other conditions of administration; dose and route, etc. The system shall securely relate medications to be administered to the unique identity of the patient (see DC.1.1.1).  Additionally, the provider can record what actually was or was not administered, whether or not these facts conform to the order. Appropriate time stamps for all medication related activity are generated.

For some settings that administer complete sets of medications from a variety of providers’ orders, it may be useful to provide an additional check for possible drug-drug or other interactions.
	 
	X
	 
	EN
	 
	369

	DC.1.8.1
	 
	 
	1.     The system SHALL present the list of medications to be administered.
	DC.1.1.1

DC.2.3.1.1

DC.2.3.1.2

DC.2.3.2

S.2.2.1

S.2.2.3

IN.1.1

IN.1.2

IN.1.3

IN.1.7

IN.1.9

IN.2.4

IN.2.5.1

IN.2.5.2

IN.6
	235
	NC
	 
	 
	370

	DC.1.8.1
	 
	 
	2.     The system SHALL display the timing, route of administration, and dose of all medications on the list.
	 
	236
	NC
	 
	 
	371

	DC.1.8.1
	 
	 
	3.     The system SHALL display instructions for administration of all medications on the list.
	 
	237
	C
	 
	 
	372

	DC.1.8.1
	 
	 
	4.     The system SHALL notify the clinician when specific doses are due.
	 
	238
	C
	 
	 
	373

	DC.1.8.1
	 
	 
	5.     The system SHALL conform to function DC.2.3.1.1 (Support for Drug Interaction Checking) and check and report allergies, drug-drug interactions, and other potential adverse reactions, when new medications are about to be given.
	 
	239
	C
	 
	 
	374

	DC.1.8.1
	 
	 
	6.     The system SHALL conform to function DC.2.3.1.2 (Support for Patient Specific Dosing and Warnings) and check and report other potential adverse reactions, when new medications are about to be given.
	 
	240
	C
	 
	 
	375

	DC.1.8.1
	 
	 
	7.     The system SHALL provide the ability to capture medication administration details – including timestamps, observations, complications, and reason if medication was not given – in accordance with organizational policy, scope of practice, and jurisdictional law.
	 
	241
	NC
	 
	Refer to section X regarding organizational policy, scope of practice, and jurisdictional law applicability.
	376

	DC.1.8.1
	 
	 
	8.     The system SHALL securely relate interventions to be administered to the unique identity of the patient.
	 
	242
	NC
	 
	 
	377

	DC.1.8.1
	 
	 
	The system SHALL provide the ability to identify medication samples dispensed, including lot number and expiration date.
	 
	NEW
	N
	 
	 
	378

	DC.1.8.2
	F
	Manage Immunization Administration
	 Statement:  Capture and maintain discrete data concerning immunizations given to a patient including date administered, type, manufacturer, lot number, and any allergic or adverse reactions.  Facilitate the interaction with an immunization registry to allow maintenance of a patient’s immunization history.

Description: During an encounter, recommendations based on accepted immunization schedules are presented to the provider.  Allergen and adverse reaction histories are checked prior to giving the immunization.  If an immunization is administered, discrete data elements associated with the immunization including date, type, manufacturer and lot number are recorded. Any new adverse or allergic reactions are noted. If required, a report is made to the public health immunization registry.
	 
	X
	 
	EN
	 
	379

	DC.1.8.2
	 
	 
	1.     The system SHALL provide the ability to recommend required immunizations, and when they are due, during an encounter based on widely accepted immunization schedules.
	DC.1.3.2

DC.1.4.4

S.1.1

S.2.2.2

S.3.7.1

IN.1.6

IN.1.7

IN.2.4

IN.2.5.1

IN.2.5.2

IN.3.1

IN.3.2

IN.4.1

IN.4.2

IN.4.3

IN.5.1

IN.5.2

IN.6
	243
	NC
	 
	 
	380

	DC.1.8.2
	 
	 
	2.     The system SHOULD provide the ability to recommend required immunizations based on patient risk factors.
	 
	244
	D
	 
	Out of scope
	381

	DC.1.8.2
	 
	 
	3.     If the system supports the documentation of immunization administrations and includes codified allergic reaction for the patient and the immunization; THEN the system SHALL perform checking for potential adverse or allergic reactions for all immunizations when they are about to be given.
	 
	245
	C
	 
	 
	382

	DC.1.8.2
	 
	 
	4.     The system SHALL provide the ability to capture immunization administration details, including date, type, lot number and manufacturer.
	 
	246
	C
	 
	 
	383

	DC.1.8.2
	 
	 
	5.     The system SHOULD provide the ability to capture other clinical data pertinent to the immunization administration (e.g. vital signs).
	 
	247
	D
	 
	Out of scope
	384

	DC.1.8.2
	 
	 
	6.     The system SHALL record as discrete data elements data associated with any immunization.
	 
	248
	NC
	 
	 
	385

	DC.1.8.2
	 
	 
	7.     The system SHOULD provide the ability to associate standard codes with discrete data elements associated with an immunization.
	 
	249
	D
	 
	Out of scope
	386

	DC.1.8.2
	 
	 
	8.    If the system supports managing immunization schedules; THEN the system SHALL provide the ability to update the immunization schedule.
	 
	250
	C
	 
	 
	387

	DC.1.8.2
	 
	 
	9.     The system SHOULD provide the ability to prepare a report of a patient‘s immunization history upon request for appropriate authorities such as schools or day-care centers.
	 
	251
	D
	 
	Out of scope
	388

	DC.1.8.2
	 
	 
	10.   The system SHALL conform to function DC.1.4.1 (Manage Allergy, Intolerance and Adverse Reaction Lists).
	 
	252
	NC
	 
	 
	389

	DC.1.8.2
	 
	 
	11.   IF the Public Health Immunization Registry is capable of receiving immunization information, THEN the system SHOULD transmit required immunization information to a public health immunization registry.
	 
	253
	C
	 
	 
	390

	DC.1.8.2
	 
	 
	12.   IF the Public Health Immunization Registry is capable of sending immunization information, THEN the system SHOULD receive immunization histories from a public health immunization registry.
	 
	254
	C
	 
	 
	391

	DC.1.8.3
	F
	Manage Results
	 Statement:  Present, annotate, and route current and historical test results to appropriate providers or patients for review.  Provide the ability to filter and compare results.

Description: Results of tests are presented in an easily accessible manner to the appropriate providers. Flow sheets, graphs, or other tools allow care providers to view or uncover trends in test data over time. In addition to making results viewable, it is often necessary to send results to appropriate providers using electronic messaging systems, pagers, or other mechanisms. Documentation of notification is accommodated.  Results may also be routed to patients electronically or by letter.
	 
	X
	 
	EN
	 
	392

	DC.1.8.3
	 
	 
	1.     The system SHALL provide the ability to present numerical and non-numerical current and historical test results to the appropriate provider.
	DC.2.4.3

S.2.2.1

S.3.7.1

IN.1.6

IN.1.7

IN.2.4

IN.2.5.1

IN.2.5.2

IN.6
	255
	NC
	 
	 
	393

	DC.1.8.3
	 
	 
	2.     The system SHALL provide the ability to filter results for a unique patient.
	 
	256
	NC
	 
	 
	394

	DC.1.8.3
	 
	 
	3.     The system SHALL provide the ability to filter results by factors that supports results management, such as type of test and date range.
	 
	257
	NC
	 
	 
	395

	DC.1.8.3
	 
	 
	4.     The system SHALL indicate normal and abnormal results depending on the data source.
	 
	258
	C
	 
	 
	396

	DC.1.8.3
	 
	 
	5.     The system SHALL provide the ability to filter lab results by range, e.g. critical, abnormal or normal.
	 
	259
	C
	 
	
	397

	DC.1.8.3
	 
	 
	6.     The system SHALL display numerical results in flow sheets, graphical form, and allow comparison of results.
	 
	260
	C
	 
	 
	398

	DC.1.8.3
	 
	 
	7.     The system SHALL provide the ability to group tests done on the same day.
	 
	261
	NC
	 
	 
	399

	DC.1.8.3
	 
	 
	8.     The system SHALL notify relevant providers (ordering, copy to) that new results have been received.
	 
	262
	C
	 
	 
	400

	DC.1.8.3
	 
	 
	9.     The system SHALL provide the ability for the user, to whom a result is presented, to acknowledge the result.
	 
	263
	C
	 
	 
	401

	DC.1.8.3
	 
	 
	10.   The system SHALL provide the ability to route results to other appropriate care providers, such as nursing home, consulting physicians, etc.
	 
	264
	C
	 
	 
	402

	DC.1.8.3
	 
	 
	11.   The system SHALL route results to patients by methods such as phone, fax, electronically or letter.
	 
	265
	C
	 
	 
	403

	DC.1.8.3
	 
	 
	12.   The system SHOULD provide the ability for providers to pass on the responsibility to perform follow up actions to other providers.
	 
	266
	D
	 
	Out of scope
	404

	DC.1.8.3
	 
	 
	13.   The system SHALL provide the ability for an authorized user to group results into clinically logical sections.
	 
	267
	C
	 
	 
	405

	DC.1.8.3
	 
	 
	14.  IF there are generally approved decision support algorithms, THEN the system SHOULD trigger decision support algorithms from the results.
	 
	268
	C
	 
	 
	406

	DC.1.8.3
	 
	 
	15.   IF the system contains the electronic order, THEN the results SHALL be linked to a specific order.
	 
	269
	NC
	 
	 
	407

	DC.1.8.3
	 
	 
	16.   The system MAY provide the ability for providers to annotate a result.
	 
	270
	D
	 
	Out of scope
	408

	DC.1.8.3
	 
	 
	17.   The system SHALL display a link to an image associated with results.
	 
	271
	C
	 
	 
	409

	DC.1.8.4
	F
	Manage Patient Clinical Measurements
	 Statement:  Capture and manage patient clinical measures, such as vital signs, as discrete patient data.


Description Patient measures such as vital signs are captured and managed as discrete data to facilitate reporting and provision of care.  Other clinical measures (such as expiratory flow rate, size of lesion, etc.) are captured and managed, and may be discrete data.
Additionally, the management of clinical measurements may be used to calculate trends and chart growth.   A growth chart includes growth data (weight, length or height and head circumference) on a graph that includes normative data plotted against population-based normative curves (e.g. www.cdc.gov/growthcharts) by age ranges and gender of the respective normative data (e.g. females 0-36 months).
	 
	X
	 
	EN
	 
	410

	DC.1.8.4
	 
	 
	1.     The system SHALL provide the ability to capture patient vital signs such as blood pressure, temperature, heart rate, respiratory rate, and severity of pain, weight, height, or length and head circumference, as either discrete elements of structured or unstructured data.
	IN.2.5.1

IN.2.5.2
	272
	C
	 
	 
	411

	DC.1.8.4
	 
	 
	2.     The system SHALL provide the ability to capture symptoms and daily functioning as either structured or unstructured data.
	 
	273
	C
	 
	 
	412

	DC.1.8.4
	 
	 
	3.     The system SHOULD provide the ability to capture other clinical measures such as peak expiratory flow rate, size of lesions, oxygen saturation, height, weight, body mass index and severity of pain as either discrete elements of structured or unstructured data.
	 
	274
	NC
	 
	 
	413

	DC.1.8.4
	 
	 
	4.     The system SHOULD provide the ability to compute and display percentile values and number of standard deviations from the mean when data with normative distributions are entered.
	 
	275
	NC
	 
	
	414

	DC.1.8.4
	 
	 
	5.     The system MAY provide normal ranges for data based on age and other parameters such as height, weight, ethnic background, gestational age.
	 
	276
	D
	 
	Out of scope
	415

	DC.1.8.4
	 
	 
	 The system SHALL capture patient physical exam findings, including the name of the body system examined, the examination result, and a description of any abnormal findings as discrete elements.
	 
	NEW
	N
	 
	HL7-FM-R2 (Clinical Research)
	416

	DC.1.8.4
	 
	 
	 The system SHALL capture the original units in which vital sign data were collected.
	 
	NEW
	N
	 
	HL7-FM-R2 (Clinical Research)
	417

	
	
	
	The system SHALL provide the ability to capture both the time the vital sign was measured as well as the time the vital sign was entered into the system.
	
	NEW
	N
	
	HL7-FM-R2
	

	
	
	
	The system SHOULD provide the ability to display trends of vital signs.
	
	NEW
	N
	
	HL7-FM-R2
	

	
	
	
	If required by the scope of practice, THEN, The system SHALL display growth charts.  
	
	NEW
	N
	
	HL7-FM-R2
	

	
	
	
	The system SHALL provide the ability to calculate and display body mass index (BMI)
	
	NEW
	N
	
	HL7-FM-R2
	

	DC.1.8.5
	F
	Manage Clinical Documents and Notes
	Statement:  Create, addend, correct, authenticate and close, as needed, transcribed or directly-entered clinical documentation and notes.

Description: Clinical documents and notes may be unstructured and created in a narrative form, which may be based on a template, graphical, audio, etc. The documents may also be structured documents that result in the capture of coded data. Each of these forms of clinical documentation is important and appropriate for different users and situations. To facilitate the management and documentation on how providers are responding to incoming data on orders and results, there may also be some free text or formal record on the providers’ responsibility and/or standard choices for disposition, such as Reviewed and Filed, Recall Patient, or Future Follow Up. The system may also provide support for documenting the clinician’s differential diagnosis process.
	 
	X
	 
	EN
	 
	418

	DC.1.8.5
	 
	 
	1.     The system SHALL provide the ability to capture clinical documentation (henceforth "documentation") including original, update by amendment in order to correct, and addenda.
	IN.2.2

IN.2.5.1

IN.2.5.2

DC.1.5
	277
	NC
	 
	 
	419

	DC.1.8.5
	 
	 
	2.     The system SHALL provide the ability to capture free text documentation.
	 
	278
	NC
	 
	 
	420

	DC.1.8.5
	 
	 
	3.     The system SHALL present documentation templates (structured or free text) to facilitate creating documentation.
	 
	279
	C
	 
	 
	421

	DC.1.8.5
	 
	 
	4.     The system SHALL provide the ability to view other documentation within the patient's logical record while creating documentation.
	 
	280
	NC
	 
	 
	422

	DC.1.8.5
	 
	 
	5.     The system SHALL provide the ability to associate documentation for a specific patient with a given event, such as an office visit, phone communication, e-mail consult, lab result, etc.
	 
	281
	C
	 
	 
	423

	DC.1.8.5
	 
	 
	6.     The system SHALL provide the ability to associate documentation with problems and/or diagnoses.
	 
	282
	C
	 
	 
	424

	DC.1.8.5
	 
	 
	7.     The system SHALL provide the ability to update documentation prior to finalizing it.
	 
	283
	NC
	 
	 
	425

	DC.1.8.5
	 
	 
	8.     The system SHALL provide the ability to finalize a document or note.
	 
	284
	C
	 
	 
	426

	DC.1.8.5
	 
	 
	9.     The system SHALL provide the ability to attribute record and display the identity of all users contributing to or finalizing a document or note, including the date and time of entry (see appropriate criteria in IN.2.2 (Auditable Records)).
	 
	285
	NC
	 
	 
	427

	DC.1.8.5
	 
	 
	10.   The system SHALL present captured documentation.
	 
	286
	NC
	 
	 
	428

	DC.1.8.5
	 
	 
	11.   The system SHALL provide the ability to filter, search or sort notes.
	 
	287
	NC
	 
	
	429

	DC.1.8.5
	 
	 
	12.   The system SHOULD provide documentation templates for data exchange.
	 
	288
	NC
	 
	
	430

	DC.1.8.5
	 
	 
	13.   The system MAY provide the ability for providers to record their acceptance of responsibility to perform follow up actions
	 
	288a
	D
	 
	Out of scope
	431

	DC.1.8.5
	 
	 
	14.   The system MAY provide the ability for providers to select and document standard choices for disposition of their review process.
	 
	288b
	D
	 
	Out of scope
	432

	DC.1.8.5
	 
	 
	15.   The system MAY provide the ability to support, capture and display the clinician’s differential diagnosis and the list of diagnoses that the clinician has considered in the evaluation of the patient
	 
	288c
	D
	 
	Out of scope
	433

	DC.1.8.5
	 
	 
	The system SHALL provide the ability to identify the full content of a modified note, both the original content and the content resulting after any changes, corrections, clarifications, addenda, etc. to a finalized note.
	 
	NEW
	N
	 
	 
	434

	DC.1.8.6
	F
	Manage Documentation of Clinician Response to Decision Support Prompts
	Statement:  Capture the decision support prompts and manage decisions to accept or override decision support prompts.

Description: Clinician actions in response to decision support prompts are captured and can be managed at the patient level or aggregated for organizational trending. 
	 
	X
	 
	EF
	EF: Release 2.0
	435

	DC.1.8.6
	 
	 
	1.     The system SHALL provide the ability to capture clinical decision support prompts and user decisions to accept or override those prompts.
	S.3.7.1

IN.2.5.1

IN.2.5.2

IN.6


	289
	NC
	 
	 
	436

	DC.1.8.6
	 
	 
	2.     The system SHALL provide the ability to record the reason for variation from the decision support prompt.
	 
	290
	NC
	 
	 
	437

	DC.1.8.6
	 
	 
	3.     The system SHOULD provide the ability to display recorded variances upon request by authorized users of the EHR.
	 
	291
	D
	 
	Out of scope
	438

	DC.1.9   
	F
	Generate and Record Patient-Specific Instructions
	 Statement:  Generate and record patient-specific instructions related to pre- and post-procedural and post- discharge requirements.

Description When a patient is scheduled for a test, procedure, or discharge, specific instructions about diet, clothing, transportation assistance, convalescence, follow-up with physician, etc., may be generated and recorded, including the timing relative to the scheduled event.
	 
	X
	 
	EN
	 
	439

	DC.1.9   
	 
	 
	1.     The system SHALL provide the ability to generate instructions pertinent to the patient for standardized procedures.
	DC.2.2.4

DC.2.7.2

DC.3.2.3

DC.3.2.4

S.3.7.2

S.3.7.3

IN.1.8

IN.2.2

IN.6
	292
	NC
	 
	 
	440

	DC.1.9   
	 
	 
	2.     The system SHALL provide the ability to generate instructions pertinent to the patient based on clinical judgment.
	 
	293
	NC
	 
	 
	441

	DC.1.9   
	 
	 
	3.     The system SHALL provide the ability to include details on further care such as follow up, return visits and appropriate timing of further care.
	 
	294
	NC
	 
	 
	442

	DC.1.9   
	 
	 
	4.     The system SHALL provide the ability to record that instructions were given to the patient and if an interpreter was present.
	 
	295
	C
	 
	 
	443

	DC.1.9   
	 
	 
	5.     The system SHALL provide the ability to record the actual instructions given to the patient or reference the document(s) containing those instructions.
	 
	296
	NC
	 
	 
	444

	DC.1.9   
	 
	 
	6.     The system SHALL conform to function IN.2.2 (Auditable Records).
	 
	297
	NC
	 
	 
	445


�Do we want to reference CCD specifically here?





