Meaningful Use 101: Part Two
The criteria for hospitals and physicians for 2011 will begin like a Chinese menu, one from column Aand one from column B.  The first set of meaningful use objectives will be fairly simple compared to years 2013 and 2014 as each year is a little more advanced than the last.  Eligible hospitals and critical access hospitals (CAHs) must choose 19 of a possible 24 objectives.  These include 14 required core objects and 5 menu set objectives that are chosen from a list of 10.  All hospitals and providers track the objectives for 90 days and report the results to CMS for their incentive payments.
Most of the 2011 meaningful use criteria are valuable information that physicians and hospitals may already be interested in collecting, but paper information made it more difficult to aggregate and compare patient progress than the new electronic EHR.  With EHRs being implemented all over the North Texas Area it will be important to track certain information that will not only be useful to CMS, but to the hospital, patient and the provider.  Much of the information will be safety and quality information as well as more in-depth information about the patient.

The first six objectives concerns are safety measures; medication ordering/recording, drug interactions/allergies, and problem/diagnosis list. Objectives 6-7 are patient demographics and vital signs.  Objective 8 is about smoking for patients 13+.  Objective 9 concerns reporting of quality measures to CMS.  Objective 10 requires hospitals to implement a clinical support rule and then track the compliance of that rule.  Objectives 11-12 require hospitals to provide patients with an electronic copy of their health information and/or their discharge instructions.  Objectives 13-14 require hospitals to exchange key clinical information with providers and patients and protect the privacy of that information.  The table shows the objectives and how they should be reported.
	 Eligible Hospital and CAH Core Objectives 


	
	Attestation Requirements

	 (1) Use 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. 


	Denominator is the number of unique patients with at least one medication on their medication list.  Numerator is the number of patients in the denominator that have at least one medication order using CPOE. 

	 (2) Implement drug-drug and drug-allergy interaction checks. 


	Yes/No  Hospitals must attest YES to having enabled drug-drug and drug-allergy interaction checks for the length of the reporting period. 

	(3) Maintain an up-to-date problem list of current and active diagnoses. 


	DENOMINATOR: Number of unique patients admitted to an eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23) 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. The resulting percentage (Numerator ÷ Denominator) must be more than 80 percent in order for an eligible hospital or CAH to meet this measure.

	(4) Maintain active medication list. 


	Denominator = number of patients admitted or seen in ED. 

Numerator = number of patients from the denominator that have a data entry for medication including “no Medication”.  Result must equal 80%.

	(5) Maintain active medication allergy list. 


	Denominator = number of patients admitted or seen in ED. 

Numerator = number of patients from the denominator that have a data entry for medication allergy or “No known allergy”.  Result must equal 80%.

	(6) Record all of the following demographics: 

(A) Preferred language. 

(B) Gender. 

(C) Race. 

(D) Ethnicity. 

(E) Date of birth. 

(F) Date and preliminary cause of death in the event of mortality in the eligible hospital or CAH. 


	DENOMINATOR: Number of unique patients admitted to the eligible hospitals or CAH’s inpatient or emergency department (POS 21 or 23) 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.  Result >50%

	(7) Record and chart changes in the following vital signs: 

(A) Height. 

(B) Weight. 

(C) Blood pressure. 

(D) Calculate and display body mass index (BMI). 

(E) Plot and display growth charts for children 2–20 years, including BMI. 


	DENOMINATOR: Number of unique patients age 2 or over admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23) 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 are recorded as structured data.  Result > 50%

	 (8) Record smoking for patients 13 years old or older. 


	DENOMINATOR: Number of unique patients age 13 or older admitted to the eligible hospital’s inpatient or emergency department (POS 21 or 23) during the EHR reporting period. 

NUMERATOR: Number of patients in the denominator with smoking status recorded as structured data.  EXCLUSION: An eligible hospital or CAH that sees no patients 13 years or older would be excluded from this requirement. Eligible hospitals or CAHs must select NO next to the appropriate exclusion, then click the APPLY button in order to attest to the exclusion.  Result  > 50%



	(9) Report hospital clinical quality measures to CMS or, in the case of Medicaid eligible hospitals, the States. 


	 Eligible hospitals and CAHs must attest YES to reporting to CMS hospital clinical quality measures selected by CMS in the manner specified by CMS to meet this measure.

	(10) Implement one clinical decision support rule related to a high priority hospital condition along with the ability to track compliance with that rule. 


	 Eligible hospitals and CAHs must attest YES to having implemented one clinical decision support rule for the length of the reporting period to meet this measure.

	(11) Provide patients with an electronic copy of their health information (including diagnostic test results, problem list, medication lists, medication allergies, discharge summary, procedures), upon request. 


	DENOMINATOR: Number of patients of the eligible hospital or CAH who request an electronic copy of their electronic health information four business days prior to the end of the EHR reporting period. 

NUMERATOR: Number of patients in the denominator who receive an electronic copy of their electronic health information within three business days. 

EXCLUSION: An eligible hospital or CAH that has no requests from patients or their agents for an electronic copy of patient health information during the EHR reporting period would be excluded from this requirement. Eligible hospitals or CAHs must select NO next to the appropriate exclusion, then click the APPLY button in order to attest to the exclusion.  Result  > 50%

	(12) Provide patients with an electronic copy of their discharge instructions at time of discharge, upon request. 


	DENOMINATOR: Number of patients discharged from an eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23) who request an electronic copy of their discharge instructions during the EHR reporting period. 

NUMERATOR: The number of patients in the denominator who are provided an electronic copy of discharge instructions. 

EXCLUSION: An eligible hospital or CAH that has no requests from patients or their agents for an electronic copy of their discharge instructions during the EHR reporting period they would be excluded from this requirement. Eligible hospitals or CAHs must enter ‘0’ in the Exclusion box to attest to exclusion from this requirement.  Must be > 50%



	(13) Capability to exchange key clinical information (for example, problem list, medication list, medication allergies, and diagnostic test results), among providers of care and patient authorized entities electronically. 


	Eligible hospitals and CAHs must attest YES to having performed at least one test of certified EHR technology’s capacity to electronically exchange key clinical information during the EHR reporting period to meet the measure.

	(14) Protect electronic health information created or maintained by the certified EHR technology through the implementation of appropriate technical capabilities. 


	 Eligible hospitals and CAHs 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.


Part Three of Meaningful Use 101 will include a discussion on how to choose the five out of ten menu set objectives.    Part Four will talk about the North Texas HIE and how hospitals will be able to connect.
