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CPOE for Medication Orders

Objective: Use computerized provider order entry (CPOE) for medication
orders directly entered by any licensed healthcare professional who can enter
orders into the medical record per state, local and professional guidelines.

Measure: More than 30 percent of all unique patients with at least one
medication in their medication list seen by the EP have at least one
medication order entered using CPOE.

Optional Alternate: More than 30 percent of medication orders created by the
EP during the EHR reporting period are recorded using CPOE.

Exclusion: Any EP who writes fewer than 100 prescriptions during the EHR
reporting period




CPOE for Medication Orders
Attestation Requirements

» DENOMINATOR: Number of unique patients with at least one medication in
their medication list seen by the EP during the EHR reporting period.

» NUMERATOR: Number of patients in the denominator that have at least one
medication order entered using CPOE.




How to Meet the Measure:
CPOE for Medication Order

Medication Summary Add New Rx Add New Order

ASSESSMENTS
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Access this feature from one of the following locations:

Progress Notes > Treatment > Add.
Telephone/Web Encounter > Rx tab > Select Rx.

Telephone/Web Encounter > Virtual Visit tab > Treatment > Add.




CPOE for Medication Order Set-Up

@ Personal Info
Last Hame * First Name * Middie Initial
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Drug Interaction Checks

» Objective: Implement drug-drug and drug-allergy interaction checks.

» Measure: The EP has enabled this functionality for the entire EHR reporting
period.

» Exclusion: No exclusion.

» Eligible professionals (EPs) must attest YES to having enabled drug-drug and
drug-allergy interaction checks for the length of the reporting period to meet
this measure.




Drug Interaction Checks

Zantac Oral Plasma ations and phar logic effects of Ethanol may
Tablet 150 MG Ethanol Minor be i?(creasad by Zantac Oral Tablet 150 MG. Clinical significance is
not known.

Issue Date: October 3, 2012
Database Edition:12.4.1.001

Copyright © 2012 Wolters Kluwer Health, Inc.

Notes e Stam) Wse ... eck Spellin Action : I 'l

71 print Previeul @9 Print I Close I

Access this feature from one of the following locations:

= Progress Notes > Current Medication > Drug Interaction.

= Progress Notes > Treatment > Interaction.




Drug Interaction Checks Set-Up

» Drug interaction checking is always enabled for all eClinicalWorks users.

» No action is required to satisfy this measure, this measure is reported by a
Yes/No answer.




Up-To-Date Problem List

» Objective: Maintain an up-to-date problem list of current and active
diagnoses.

» Measure: More than 80 percent of all unique patients seen by the EP have at
least one entry or an indication that no problems are known for the patient
recorded as structured data.

» Exclusion: No exclusion.




Up-To-Date Problem List
Attestation Requirements

» DENOMINATOR: Number of unique patients seen by the EP during the EHR
reporting period.

» NUMERATOR: Number of patients in the denominator who have at least one
entry or an indication that no problems are known for the patient recorded as
structured data in their problem list.

» An EP is not required to update the problem list at every contact with the
patient. The measure ensures the EP has a problem list for patients seen
during the EHR reporting period, and that at least one piece of information is
presented to the EP.




How To Meet the Measure
Up-To-Date Problem List

Patient 1 Mayes, Kerry

Problem List
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E-Prescribing (eRX)

» Objective: Generate and transmit permissible prescriptions electronically
(eRx).

» Measure: More than 40 percent of all permissible prescriptions written by the
EP are transmitted electronically using certified EHR technology.

» Exclusion: 1. Any EP who writes fewer than 100 prescriptions during the EHR
reporting period. 2. Any EP who does not have a pharmacy within their
organization and there are no pharmacies that accept electronic prescriptions
within 10 miles of the EP’s practice location at the start of his/her EHR
reporting period.




E-Prescribing (eRX)
Attestation Requirements

» DENOMINATOR: Number of prescriptions written for drugs requiring a
prescription in order to be dispensed other than controlled substances during
the EHR reporting period.

» NUMERATOR: Number of prescriptions in the denominator generated and
transmitted electronically.

» Exclusion 1. Any EP who writes fewer than 100 prescriptions during the EHR
reporting period. 2. Any EP who does not have a pharmacy within their
organization and there are no pharmacies that accept electronic prescriptions
within 10 miles of the EP’s practice location at the start of his/her EHR
reporting period.




How To Meet the Measure:
E-Prescribing (eRX
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Access this feature from one of the following locations:
m  Progress Notes > Treatment.

n  Telephone/Web Encounter > Virtual Visit tab > Treatment.




E-Prescribing Set-Up

Local Pharmacy Database
Il City ;I New | Update | * [_)e\etel

M|NCPDPID | Store Name Service Level Address Linel

167 Street Pharmacy 112 E 167th Strest Bronx NY

16th ave pharmacy 4408 16th ave brooklyn  NY
3368328 1746 PHARMACY CORP 524 CLARKSON AVE BROOKLYN NY
3331541 181 Pharmacy, Inc. 565 W. 181st Street  BTW New York NY
4931502 1st Ave Pharmacy & East 1st Ave Spokane WA
0556540 AARP MNewRa, RefillRs

Absolute Pharmacy 7235 Whipple Ave MNorth Cant OH

Access Diabetic Supply 2101 NW 23rd 5t Pompano E FL
4436920 Accredo 1640 Century Center Memphis TN
3636339 Acme 1835 W Market Akron CH

"Source - Surescripts

ePrescription Pharmacy Database + E-Prescribing ™ Fax Only ‘ Link

I Cit\rl Service level I ;”Narne

CPDPID |Store Name Service Level Address Linel Add| City State |Zip

[0 5502530 #1 Pharmacy MNewRo, RefillRx, RxChg 6609 W Sam Houstor Ste ¢ Houston 770721641
[0 1032678 #1 Rx Liberty Pharmacy Discount NewRx,RefillRx 972 E. 25 Street Hialeah 33013
[0 4551796 * Rex Pharmacy MNewRo, Refil IR 11110 East Freeway Suite Houston 770285
[0 5847601 **DR KNOPKE OFFICE** Raincros NewRx,RefillRx 4646 Brockton Avenr Suite Riverside 92506
[ 4530104 **UHS - SE Pharmacy MNewRa, RefillRs 1055 ADA St San Antoni 78223
[0 4537796 **UHS-Discharge Pharmacy NewRax, RefillRx 4502 Medical Dr San Antoni 78229
[0 5504556 **UHS-Pavilion Pharmacy NewRo, RefillRx 4647 MEDICAL DR San Antoni 78229
[0 4538229 **UHS-RBGC Pharmacy NewRx, RefillRx 503 W MARTIN 5T San Antoni 78207
[0 4537501 **UHS-SW Pharmacy NewRx, RefillRx 2121 SW 36th 5T San Antoni 78237
[ 4509557 **UHS-TDI (UCCH) Pharmacy NewRx, RefillRx 701 5 Zarzamora San Antoni 78207
<] ]

Import Selected Into
Pharmacy Da Hrzz
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Active Medication List

» Objective: Maintain active medication list.

» Measure: More than 80 percent of all unique patients seen by the EP have at
least one entry (or an indication that the patient is not currently prescribed
any medication) recorded as structured data.

» Exclusion: No exclusion.




Active Medication List
Attestation Requirements

» DENOMINATOR: Number of unique patients seen by the EP during the HER
reporting period.

» NUMERATOR: Number of patients in the denominator who have a medication
(or an indication that the patient is not currently prescribed any medication)
recorded as structured data.




How To Meet the Measure:
Active Medication List

A medication has been recorded in the Current Medication section of the Progress Notes:

Ptinfo Encounter Physca u o

ODrg PMS K R&ARDH DLOHENL BOLFE ERRER D
Current Medication Past Rx Histary External Rx History } 433 Uescate Y ) Verifea  Drug Interaction Cancel
t L Apply Status from Prior Vist
T Taking Sokotiss [T 1
© Sprintec 28 0.25- 35 MG-MCG Tablet 1 tablet On 16102013 %03 Oate Notes Beorce . v
© Minocycline 100 MG Tablet 1 tablet every 12 hes Stant Oate $19p Dute Netes Source .“ u

Access this feature from: Progress Notes > Current Medication.

The Verified box is checked in the Current Medication section of the Progress Notes:

| Ptedo Ecouter Physcd § Hb
|0 gPMs K RGARD DLHETL BOL S BRimED - |

Current Medication Past Rx History External Rx Hstory Q Add Medcation ¥ Verfied — Cancel

1 N C u Apply Status from Prior Visit

2
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Access this feature from: Progress Notes > Current Medication.




Medication Allergy List

» Objective: Maintain active medication allergy list.

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

» Exclusion: No exclusion.




Medication Allergy List
Attestation Requirements

» DENOMINATOR: Number of unique patients seen by the EP during the EHR
reporting period.

» NUMERATOR: Number of unique patients in the denominator who have at least
one entry (or an indication that the patient has no known medication
allergies) recorded as structured data in their medication allergy list.




Medication Allergy List

=, Past Medical History (Hayes, Kerry - 05/19/2014 10:00 AM, AV - Femal) *

| Pt.Info Encounter Physical {§ Hub
0 e g PMs K RRD DHEAL BALSS ERmED T
Medical Hx & Keyword  1CD ... || PMx| 4 add | =ccnove | ™ Pregnant[™ Breastreedngl™ Hix Verfied
No| Histor ICO Code |PL

Allergies Srowse Rx... | # Add | =Remove | Alergy Log | [T NKDA [P Allerges Verified
Structured  Penicillin G Potassium hives Allergy Active

E
[

Medication Reconciliatior{ Surgical History b |

Access this feature from: Progress Notes > Allergies.




Record Demographics

» Objective: Record all of the following demographics:
> Preferred language

Gender

Race

Ethnicity

Date of birth

Y V V V

» Measure: More than 50 percent of all unique patients seen by the EP have
demographics recorded as structured data.

» Exclusion: No exclusion.




Record Demographics
Attestation Requirements

» DENOMINATOR: Number of unique patients seen by the EP during the EHR
reporting period.

» NUMERATOR: Number of patients in the denominator who have all the
elements of demographics (or a specific exclusion if the patient declined to
provide one or more elements or if recording an element is contrary to state
law) recorded as structured data.




How To Meet the Measure:
Record Demographics

w. Patient Information (Smith, Bonnie)

[ X]
~Personal Info
Account No [F11492 prefix|| ~| (e | >
Last Name"[Smith Suffix| ] Referring Provider | |
first Name[Bonnie mI[— Rendering Provider/ | _o| Clear
Previous Name | Date Of Birth *|04/28/1982 Age: :uvl
Address Line 1 |123 Mechanic St Gmm/dd/yy:y) f
. stati J ge
Address Line 2 | - F | Female [~ Transaenderl
city [westborough __velidate | sl states [Married |
State [ma | 2ZiP fo1ss1 Country[Us .|  social Security [012-38-8888 Parent Info I

[smith,Bonnie [ Don'tSend Statements [ Inactive [ Don't add finance charge
B0 T ey
Street Address(if different from mailing)
g hen e femloie
Address Line 2 |
City |
State I vl
) —
Email [bmf@abe.com ™ Not Provided
Leave Message [~ Home [ <] [ cell [ =]

Residence Type [~ | (None Selected)
s Mail Order Member 1D |

; Plan Type [ | (Wone Selected)
Eonity [i e e ot [T T [ becensed

VFC Eligibility | I" Deceased

[~ Consent to report Immunizations
Employer Address

Address Line 1 |
Address Line 2 [ Defaul Facilty [ _l C_"l
City I MRN(External System) I
State I ;] Zip [ Default Lab Company Iuone vl
Loave Mess: [~ Work | vl Default DI Company |Nonc vl
Language [English *| ..} Translator
Characteristic = ™ Exclude From Registry Search

Use Street Add for Prescription
| Registered On : 03/06/2013 (11:13:08) | " st




Record Demographics Set-Up

Language Mapper
Search[ ]
150 Name [ISO Code2]

search[ ]
Language Name [ISO Code2]

Arabic [ara]

~

Bahasa Indonesia

Abkhazian [abk]

Bahasa Melayu

Afar [aar]

Bangla

Afrikaans [afr]

Braille

Akan [aka]

Cape Verdean Creole

Albanian [alb (B),sqi (T)]

Chinese [chi (B),zho (T)]

Amharic [amh]

Chinese - Cantonase

Arabic [ara]

Chinese - Mandarin

Aragonese [arg]

English [eng]

French [fre (B),fra (T)]

Armenian [arm (B),hye (T)]

UnMap

Assamese [asm]

German [ger (B),deu (T)]

Avaric [ava])

Greek [gre (B),ell (T)]

Avestan [ave]

Haitian Creole

Aymara [aym]

Hebrew [heb]

Azerbaijani [aze]

Hindi [hin]

Bambara [bam]

Bashkir [bak]

~




Record Vitals

» Objective: Record and chart changes in the following vital
signs:

» Height

Weight

Blood pressure

Calculate and display body mass index (BMI)

vV v VvVyYy

Ellvc\)lt and display growth charts for children 0-20 years, including

» Measure: For more than 50 percent of all unique patients
seen by the EP during the EHR reporting period have blood
pressure (for patients age 3 and over only) and height and
weight (for all ages) recorded as structured data.




Record Vitals
Attestation Requirements

» DENOMINATOR: Number of unique patients (age 3 or over for blood pressure) seen by the EP
during the EHR reporting period.

» NUMERATOR: Number of patients in the denominator who have at least one entry of their
height, weight and blood pressure (ages 3 and over) recorded as structured data.

» EXCLUSION: Any EP who
» 1. Sees no patients 3 years or older is excluded from recording blood pressure;

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

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

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




How To Meet the Measure:

Record Vitals

w. Vitals (Smith, James

| Pt.1nfo Encounter Physical g Hub

11/14/2013 09:00 AM, ANN VISIT) *
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Ht{inches) witilbs) BMi(index)
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w_ Vitals (Smith, James
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= Vitals (Smith, James

11/14/2013 09:00 AM, ANNVISIT) *

| Pinfo Encounter Physical § Hub

@D e/ Pms X R&RD LHTL BOLZS BRime® - |
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BMI %(%) Ht 9




Record Vital Set-Up

Temp

HR/Pulse

BP

Repeat BPF

Sp02

Sp02 repeat

Ht

Wt

BMI

p
Pulse
Blood Pressure

Oximetry
Height

Weight
BEMI

-

Personalized Wt

HC Head Circumference

Pain Scale Pain Scale

Shoe Size

Respirations

OobddddRdEOO00O=RO
OoodoRoOooOooooaa

BP position

¥ Automatically carry forward height from previous visit after certain age

Age for female |19

[~ Automatically calculate hypertension and prehypertension for BP
¥ Enable WHO Growth Charts for 0 to 2 Years (uses CDC when unchecked)
(Note: From 2 to 20 years eCW uses CDC data as recomended by CDC)

¥ Enable Down's Syndrome Growth Charts

(Note: Growth chart data for children with Down Syndrome provided with permission from
www.growthcharts.com. Percentiles are approximate; use at your own discretion)

Age for male |21

Qualifiers | Associate CPTl Migratel Configure Devices




Record Smoking Status

» Objective: Record smoking status for patients 13 years old or older.

» Measure: More than 50 percent of all unique patients 13 years old or older
seen by the EP have smoking status recorded as structured data.

» Exclusion: Any EP who sees no patients 13 years or older




Record Smoking Status
Attestation Requirements

» DENOMINATOR: Number of unique patients age 13 or older seen by the EP
during the EHR reporting period.

» NUMERATOR: Number of patients in the denominator with smoking status
recorded as structured data.

» EXCLUSION: An EP who sees no patients 13 years or older would be excluded
from this requirement. EPs must enter ‘0’ in the Exclusion box to attest to
exclusion from this requirement.




ow To Meet the Measure:
Record Smoking Status

Pt. Info Encounter Physical a Hub

© e g s W RNADH DLHTEALBAL IS EmmEn o

Social History Copy/Merge | [ Saocial History Yerified

Infio

5 Smoking Status® Are you a:: former smoker

5 Tobacco use other than sm

5 Alcohol (CAGE test): Alcohol Use: Yes, Have you ever felt yvou should cut down on your drinking
Prescription Marcotic Use:* takes as directed

5 Abuze or Viclence®* Have you ever been in an abusive or viclent relationship No
Alcohol Use: yes, liguor ocnce a week

% Recreational drug use® Drug Abuse: Yes, How Much?, How Long?

Marital Status: married

5 Sexually active®* Currently sexually active Yes, High risk for HIV/AIDs No, Risk of Sexually

5 Occupation: Qccupation Current

Cccup. exposure:

5 Caffeine:™ Caffeine Use: Yes, Type: Coffee, Amount per Day: 5+ cups

Exercise:

Diet: ™ ;I
Notes _Browse... | Clear | SelectDefault | Clear All |

no smokers in house

-~

4 Family History Custom | 'l




Record Smoking Status Set-Up

COMMUNITY LOCAL
e Starts with - Find [starts with
Section <] _clear | Section
Category Clear Category
S Clear Item
Path Name. [ -~ Path Name. [EE ~
Social History/Tobacco Use:, Are you a: S Ar ..Primary Care Facility B
Social History/Tobacco Use:, Completed B _Diabetic Packet Prepared D
HP1/Asthma/Asthma Coughing, wheezing, shortn: 5 s
HPL/Asthma/Asthma Coughing, wheszing, shartn: 5 Preventive Medicine/*DISEA ACE/ARB Not Prescribed: S
HP1/Depression Screening/P Feeling down depressed or | B Fe .. ||Preventive Medicine/=DIsEs ACE/ARS Not Prescribed: &
Social History/Sexual Hx:/Si Had sex in the past 12 mont & Social History/Social History Additional Findings: Tobacco 5 Ad
Social History/Drug/Aleshol: Interpretation s Social History/Social History Additional Findings: Tobacco 5 Ad
HP1/Depression Screening/F Littls interest or pleasurs in B Lit Social History/Social History Advised patient to provide ¢ D
Preventive Medicine/Counse Patient counselled on the da D Pa Saial History/Sacial Histary Alcohol Use: B
Data Types HPI/Depression Screening/F Total Score N To Configure Allergy Override/, AllergyOverrideOption s
BBl HPI/AIRS - General Intake F 01 Employment B Risk s
Nim =an HPI/AIRS - General Intake f 01 English s Sacial History/Social History Amount per Day: (Yes) B
# Humenic HPI/AIRS - General Intake F 01 English s HP1/Cardiolagy/Coronary Ar angina free: B
S Structured Text HPI/AIRS - General Intake F 02 Madicaid B Preventive Medicine/COUNS Antiplatelet Therapy not give S
ERES HPI/AIRS - General Intake F 02 Spanish s v Preventive Medicine/*DISEA Antiplatelet/Anticoag Not Pre 5 |
Allowed Mapping h
e << - Clear Association | Custor < >
bD-D5-5
[HMapped Elements <<Previons| < MAP > | Next>> |
EE M Used in Measures and Order Sets

IMPORTANT! This local Structured Data item must be mapped to the are you a: community item (from
Community > Mappings > Structured Data) to satisfy this measure. The following options satisfy this
measure:

= Current smoker

= Former smoker

= Never smoker

= Current every day smoker

= Current some day smoker

= Smoker, current status unknown

= Unknown if ever smoked

= Light tobacco smoke

= Heavy tobacco smoker




Clinical Decision Support Rule

Objective: Implement one clinical decision support rule relevant to specialty
or high clinical priority along with the ability to track compliance with that
rule.

Measure: Implement one clinical decision support rule.

Exclusion: No exclusion.




Clinical Decision Support Rule
Attestation Requirements

YES / NO

Eligible professionals (EPs) must attest YES to having implemented one
clinical decision support rule for the length of the reporting period to meet
the measure.




How To Meet the Measure:
Clinical Decision Support Rule

Invrunizations{ Therapeutic Injections M
VRals »
Labs, DI &Procedures »
Mscelaneous Configuration Options P

CHoP »
Order Set Administration

Q035 »
PQRI

Vision »
Messenger »
Portal Message Routng

120 Ibs, BMI 21.95 Ind

MEASURE CONFIGURATION

Q Quality Measures

Patients see assigned PCG -
Do patients see their assigned
primary care giver (PCG) ?

Chlamydia screening -
Chlamydia screening

Sexual history taken - Take a
sexual history

NUMERATOR: Number of patients
in denominator who have seen
their assigned PCG at least once in
the last 12 months up to and
including the last day of the
reporting period

NUMERATOR: NQF: Patients in the
denominator who had at least one
Chlamydia test during the
measurement year

NUMERATOR: Patients in the
denominator who have had a
sexual history taken in the past
year

DENOMINATOR: Number of
unique patients who were seen in
the reporting period, who are not
being seen for the first time in the
health center

DENOMINATOR: NQF: Women 16«
25 years of age as of December
31 of the measurement year who
are sexually active.

DENOMINATOR: All patients at
least 18 years old with at least one
visit in the past 12 months up to
and including the last day of the
reporting penod

Sexual history taken - Take a
sexual history

NUMERATOR: Patients in the
denominator who have had a
sexual history taken in the past
year

DENOMINATOR: All patients at
least 12-17 years old with at least
one visit in the past 12 months up
to and including the last day of the
reporting period

| Smoking status - Assess
| tobacco use in adults

NUMERATOR: Number of patients
in denominator who have had
smoking status identified or
updated at least once in the last
12 months up to and including the
last day of the reporting period OR
( Patients who have never smoked
AND who are over age 26) OR
(Patients who have never smoked
AND ((are Hispanic OR asian) AND
ages 20-26))

NIJ.HER.ATOI: Numb?r of patients

DENOMINATOR: Number of
unique patients, at least 18 years
of age at the time of their last visit
in the reporting period, who were
seen in the reporting period

DENOMINATOR: Number of




Patient Electronic Access

» Objective: Provide patients the ability to view online, download and transmit
their health information within four business days of the information being
available to the EP.

» Measure: More than 50 percent of all unique patients seen by the EP during
the EHR reporting period are provided timely (available to the patient within
4 business days after the information is available to the EP) online access to
their health information, with the ability to view, download, and transmit to
a third party.

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




Patient Electronic Access
Attestation Requirements

» DENOMINATOR: Number of unique patients seen by the EP during the EHR
reporting period.

» NUMERATOR: The number of patients in the denominator who have timely
(within 4 business days after the information is available to the EP) online
access to their health information to view, download, and transmit to a third

party.

» EXCLUSION: Any EP who neither orders nor creates any of the information
listed for inclusion, except for "Patient name" and "Provider's name and office
contact information.”




How To Meet the Measure:
Patient Electronic Access

Account o [65337 Brefr| =l e[ | clea
Last Name"[Smith Suffix| =] Refeming Provider [~ .| Clear]
Eirst Name [Bonrn WI_WI :l
<Rl Bumary Care Giver
? I Date Of Birth * [05/22/1950 Age: 637
Address Line 1 [100 Main St Ammvdd/yyyy) —
Address Uine 2 i
| Sex*[f— _|Female [ Transgender
City [Westborough _vedete | puuraal status =
M[M :] z"[oxul bv—wli;;’ WMI—ON-“-RN 'mlﬂol
tome Phone [s03-g8¢-6288  Cell No| - - Employer Name [ECLINICALWORKS - ]| Clear|
Work Phone [ - LT o Emp Status [ _| (None Selected)
( will be addressed to ible party) Student Status [ _| (None Selacted)
| Wﬂ?ﬁw JZumdyiuh soios| Somere)
Sevith, Bonnee !m«oonqcmcl
Name
AcctBalance [1s4a50  Retads| Gg Bal|
Relation [T~ _[Self - patient is the insured Patert [isaoe ——— Likcelnguey |
Last Appt [10/03/2013 11:00 AM Nestappt [
~ Insurances 1E I NC'CHII
_Sliding Fee Schedule | Fee Schedule [now Test fee =] seMfpay _pdd | v| yodate | Remove |
0 [State [Subrcabe tio [l [ineed [Co P [Grong e x
D Warken Comp NC 123456789 1 Smih, Borrve ‘l
7] Med.so Part § MA 1205789 1 Smih Bonnse b4
L
Relesse of InformationTr =]
Rx History Consent” [0 | Scan
Signature Date [ 7 / =l
Advance Dicective | I=|
Addtional Info | =| _ talen | sscinto | [Coogenaw) psac< | o | _gancsl |
Cogry Demogrsphics
Medcscan
MedcScan (with Photo)
v Wed
o9
View Fen Schodule Log
Gerwrate Log
Regstry Settings




Patient Electronic Access Set-Up

eClinicalMobile

URL : www.eclinicalmobile.com
Account Code:

To learn more about eCinicalWorks Patient Portal dick here

e-Prescription
Allows you to register your provider(s) for ePrescription.

V Patient Portal
URL: https://neuportal.eclinicalweb.com




Clinical Summaries

» Objective: Provide clinical summaries for patients for each office visit.

» Measure: Clinical summaries provided to patients for more than 50 percent of
all office visits within 3 business days.

» Exclusion: Any EP who has no office visits during the EHR reporting period.




Clinical Summaries
Attestation Requirements

» DENOMINATOR: Number of office visits by the EP during the EHR reporting
period.

» NUMERATOR: Number of office visits in the denominator for which the patient
is provided a clinical summary within three business days.

» EXCLUSION: EPs who have no office visits during the EHR reporting period
would be excluded from this requirement. EPs must enter ‘0’ in the Exclusion
box to attest to exclusion from this requirement.




ow To Meet the Measure:
Clinical Summaries

w. Print Options Hl:‘ IE
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»
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¥ Tests
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I” save options as my default

I~ Show associated assessments

Publish to Portal

Access this feature from one of the following locations:

+ Progress Notes > arrow next to Print > Print Visit Summary.

+ Practice band > Resource Scheduling icon > right-click on appointment slot > Print Visit Summary.




Protect Electronic Health Information

» Objective: Protect electronic health information created or maintained by the
certified EHR technology through the implementation of appropriate technical
capabilities.

» Measure: Conduct or review a security risk analysis in accordance with the
requirements under 45 CFR 164.308(a)(1) and implement security updates as
necessary and correct identified security deficiencies as part of its risk
management process.

» Exclusion: No exclusion.




Protect Electronic Health Information
Attestation Requirements

» YES/NO

» Eligible professionals (EPs) must attest YES to having conducted or reviewed a
security risk analysis in accordance with the requirements under 45 CFR
164.308(a)(1) and implemented security updates as necessary and corrected
identified security deficiencies prior to or during the EHR reporting period to
meet this measure.




Menu Objectives

Must Meet 5 of the 9 Objectives

1. Drug Formulary Checks

2. Clinical Lab Test Results
3. List of Patients

4. Patient Reminders

5. Patient Education

6. Medication Reconciliation
7. Summary of Care

8. Immunization Registry

9. Syndromic Surveillance Data




Drug Formulary Checks

» Objective: Implement drug formulary checks.

» Measure: The EP has enabled this functionality and has access to at least one
internal or external formulary for the entire EHR reporting period.

» Exclusion: Any EP who writes fewer than 100 prescriptions during the EHR
reporting period.




Drug Formulary Check
Attestation Requirements

» YES/ NO

» Eligible professionals (EPs) must attest YES to having enabled this
functionality and having had access to at least one internal or external
formulary for the entire EHR reporting period to meet this measure.




How to Meet the Measure:
Drug Formulary Check

. Rx Eligibility Mi=] E3
- Eligibility Criteria
First Name MI Last Name DOB
Al Test 19500925
Address Gender
2 TECHNOLOGY DR M
Phone
WESTBOROUGH MA 01581-1727 999-999-9999
Check Rx Eligibility Errors |

Rx Eligibility Lookup

[€ [group_id [Benefit Source [Plan Name [Retail Eligibility [Mail Order Eligibility

Access this feature from one of the following locations:

Progress Notes > Treatment > green arrow next to Send Rx > ePrescribe Rx > Rx Eligibility.
®  Appointment window > Rx Eligibility > Check Rx Eligibility.

m  Progress Note > Treatment > Add > Rx Eligibility > Check Rx Eligibility.

s Telephone/Web Encounter > Rx tab > Rx Eligibility > Check Rx Eligibility.
m  eRefill > Rx Eligibility > Check Rx Eligibility.




Clinical Lab Test Results

» Objective: Incorporate clinical lab test results into EHR as structured data.

» Measure: More than 40 percent of all clinical lab test results ordered by the
EP during the EHR reporting period whose results are either in a
positive/negative or numerical format are incorporated in certified EHR
technology as structured data.

» Exclusion: An EP who orders no lab tests whose results are either in a
positive/negative or numeric format during the EHR reporting period.




Clinical Lab Test Results
Attestation Requirements

» DENOMINATOR: Number of lab tests ordered during the EHR reporting period
by the EP whose results are expressed in a positive or negative affirmation or
as a number.

» NUMERATOR: Number of lab test results whose results are expressed in a
positive or negative affirmation or as a number which are incorporated as
structured data.

» EXCLUSION: If an EP orders no lab tests whose results are either in a
positive/negative or numeric format during the EHR reporting period they
would be excluded from this requirement. EPs must select NO next to the
appropriate exclusion, then click the APPLY button in order to attest to the
exclusion.




How to Meet the Measure:
Clinical Lab Test Results
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Clinical Lab Test Results Set-Up
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Patient List

» Objective: Generate lists of patients by specific conditions to use for quality
improvement, reduction of disparities, research, or outreach.

» Measure: Generate at least one report listing patients of the EP with a
specific condition.

» Exclusion: No exclusion.




Patient List
Attestation Requirements

» YES/ NO

» Eligible professionals (EPs) must attest YES to having generated at least one

report listing patients of the EP with a specific condition to meet this
measure.
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Patient Reminders

» Objective: Send reminders to patients per patient preference for
preventive/follow-up care.

» Measure: More than 20 percent of all patients 65 years or older or 5 years old
or younger were sent an appropriate reminder during the EHR reporting
period.

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




Patient Reminders
Attestation Requirements

» DENOMINATOR: Number of unique patients 65 years old or older or 5 years
older or younger.

» NUMERATOR: Number of patients in the denominator who were sent the
appropriate reminder.

» EXCLUSION: If an EP has no patients 65 years old or older or 5 years old or
younger with records maintained using certified EHR technology that EP is
excluded from this requirement. EPs must select NO next to the appropriate
exclusion, then click the APPLY button in order to attest to the exclusion.




How to Meet the Measure:

Patient
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Patient Reminder Set-Up

w. Patient Information (Smith, Bonnie)
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Patient Education

» Objective: Use certified EHR technology to identify patient-specific education
resources and provide those resources to the patient if appropriate.

» Measure: More than 10 percent of all unique patients seen by the EP are
provided patient specific education resources.

» Exclusion: No exclusion




Patient Education
Attestation Requirements

» DENOMINATOR: Number of unique patients seen by the EP during the EHR
reporting period.

» NUMERATOR: Number of patients in the denominator who are provided
patient-specific education resources




Patient Education
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Medication Reconciliation

» Objective: The EP who receives a patient from another setting of care or
provider of care or believes an encounter is relevant should perform
medication reconciliation.

» Measure: The EP performs medication reconciliation for more than 50 percent
of transitions of care in which the patient is transitioned into the care of the
EP.

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




Medication Reconciliation
Attestation Requirements

» DENOMINATOR: Number of transactions of care during the EHR reporting
period for which the EP was the receiving party of the transition.

» NUMERATOR: Number of transitions of care in the denominator where
medication reconciliation was performed.

» EXCLUSION: If an EP was not on the receiving end of any transition of care
during the EHR reporting period they would be excluded from this
requirement. EPs must select NO next to the appropriate exclusion, then click
the APPLY button in order to attest to the exclusion




How to Meet the Measure:
Medication Reconciliation
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Medication Reconciliation Set-Up
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Summary of Care

» Objective: The EP who transitions their patient to another setting of care or
provider of care or refers their patient to another provider of care should
provide summary care record for each transition of care or referral.

» Measure: The EP who transitions or refers their patient to another setting of
care or provider of care provides a summary of care record for more than 50
percent of transitions of care and referrals.

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




Summary of Care
Attestation Requirements

» DENOMINATOR: Number of transitions of care and referrals during the EHR
reporting period for which the EP was the transferring or referring provider.

» NUMERATOR: Number of transitions of care and referrals in the denominator
where a summary of care record was provided.

» EXCLUSION: If an EP does not transfer a patient to another setting or refer a
patient to another provider during the EHR reporting period then they would
be excluded from this requirement. EPs must select NO next to the
appropriate exclusion, then click the APPLY button in order to attest to the
exclusion.




How to Meet the Measure:
Summary of Care
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Immunization Registry

» Objective: Capability to submit electronic data to immunization registries or
immunization information systems and actual submission according to
applicable law and practice.

» Measure: Performed at least one test of certified EHR technology’s capacity to
submit electronic data to immunization registries and follow up submission if
the test is successful, (unless none of the immunization registries to which
the EP submits such information has the capacity to receive the information
electronically), except where prohibited.

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




Immunization Registry
Attestation Requirements

» YES/ NO

» Eligible professionals (EPs) must attest YES to having performed at least one
test of certified EHR technology’s capacity to submit electronic data to
immunization registries and follow up submission if the test was successful,
(unless none of the immunization registries to which the EP submits such
information has the capacity to receive the information electronically) except
where prohibited, to meet this measure.

» EXCLUSION: If an EP does not perform immunizations during the EHR reporting
period, if there is no immunization registry that has the capacity to receive
the information electronically, or if it is prohibited, then the EP would be
excluded from this requirement. EPs must select NO next to the appropriate
exclusion(s), then click the APPLY button in order to attest to the
exclusion(s).




Immunization Registry

https://odhgateway.odh.ohio.gov/Impact/Public/EmrEhr.aspx

Immunization Data Transfer

Federal government incentives for Meaningful Use (MU) of an Electronic Health Record (EHR) have sparked interest in
exchanging electronic immunization messages with ImpactSIIS.

A medical practice using an EHR can submit immunization data to ImpactSIIS in batch files of HL7 messages for versions 2.3
through 2.5.1. ImpactSIIS is also able to send a patient's immunization history to an EHR with a response to a query sent in
HLT version 2.5.1.

As of January 1, 2014, Ohio's Immunization Registry is now accepting test files for MU Stages 1 and 2
from Hospitals and Eligible Professionals.

Providers who administer immunizations and are interested in sending HL7 test messages to the immunization registry are
now able to do so, whether they intend to establish ongoing reporting at this time or not. A practice that administers
immunizations may request enroliment with ImpactSIS. Providers who do not administer immunizations may attest to being
excluded from the immunization reporting measure.

While logged in to make the enroliment request, a test file can be submitted there that could fulfill MU Stage 1 requirements
and provide feedback about changes that will be required before ongoing reporiing can be established. Directions for this
process are found here.

EHR vendors and others wishing to test messages without enrolling as providers may still do so using the link at the bottom of
this page.

. Policy for ImpactSIIS and Meaningful Use
« Establish an EMR/EHR link to ImpactSIIS

« Documentation for ImpactSIS Upload
. Reaqistration for HL7 VXU Format Testing Tool

. Meaningful Use Frequently Asked Questions




Syndromic Surveillance Data

» Objective: Capability to submit electronic syndromic surveillance data to
public health agencies and actual submission according to applicable law and
practice.

» Measure: Performed at least one test of certified EHR technology’s capacity
to provide electronic syndromic surveillance data to public health agencies
and follow-up submission if the test is successful, (unless none of the public
health agencies to which an EP submits such information has the capacity to
receive the information electronically) except where prohibited.

» Exclusion: An EP who does not collect any reportable syndromic information
on their patients during the EHR reporting period, does not submit such
information to any public health agency that has the capacity to receive the
information electronically, or if it is prohibited.




Syndromic Surveillance Data
Attestation Requirements

» YES /NO

» Eligible professionals (EPs) must attest YES to having performed at least one test
of certified EHR technology’s capacity to submit electronic syndromic surveillance
data to public health agencies and follow up submission if the test was successful
(unless none of the public health agencies to which the EP submits such
information has the capacity to receive the information electronically), except
where prohibited, to meet this measure.

» EXCLUSION: If an EP does not collect any reportable syndromic information on
their patients during the EHR reporting period, if no public health agency that has
the capacity to receive the information electronically, or if it is prohibited, then
the EP is excluded from this requirement. EPs must select NO next to the
applropriate exclusion, then click the APPLY button in order to attest to the
exclusion.



Syndromic Surveillance Data

https://www.odh.chio.gov/healthstats/HIT/Syndromic%20Surveillance.aspx

Eligible Professionals (EPs) (Effective 1/1/2014)

Meaningful Use (MU) Stage 1: EF=s may take an exclusion for the syndromic surveillance menu option.

Meaningful Use (MU) Stage 2: EPs must report all data elements using HLY 2.5.1 on a continued, ongoing basis to
meet the Stage 2 public health reporting menu option. Resources are limited; therefore, the Chio Department of Health
(ODH) may not be able to immediately accept syndromic data from all EPs who register their intent. In the situation
where an EF is waiting on invitation from ODH to onboard, the EP is able to attest to meeting this public health reporting
measure under the following option:

= Registration of intent to initiate ongoing submission was made by the deadline and the EP or hospital is awaiting
invitation to begin testing and validation.

Registration of Intent

An entity may register the intent of its EPs and EHs to meet MU public health objectives at
www. OhioPublicHealthReporting.info




Medicaid Meaningful Use

In addition to all the aforementioned requirements, Medicaid attestation requires the Patient Encounter Report.
Since eClinicalWorks can only generate the number of patients seen using the eClinicalWorks application, if any
patient was seen using paper chart or at another facility, that number must be manually added to the
denominator. If the practice has used the eClinicalWorks application only, the numerator would match the
denominator for both of the following reports.

IMPORTANT! These are state-specific requirements. Practices should check with their states for specific
Medicaid Meaningful Use requirements.

Patient Encounter Report

50% of All Patient Encounters Occurred at a Facility Using Certified EHR Technology

Use the denominator of the Clinical Visit Summaries (encounter - New MU Spec) to get the numerator of this
report.

80% of All Unique Patient Encounters Occurred at a Facility Using Certified EHR Technology

Use the denominator of Record Demographics/Active Medication List/Active Medication Allergy List to get the
numerator of this report.




