Meaningful Use Subgroup 3 – Stage 3 Planning

· Align with emerging payment

· Harmonized qualifications among CMS program (ACOs/CMS)

· Support population health

· Improve health with HIT

· Don’t penalize success

· Focus on

· Real time impact at the point of care

· Patient partnerships

· Emerging sources of data (outcomes)

· CDS

· Population health assessment to drive policy making

· Health disparities

· Stratify by race and ethnicity

· Measurement – to what end is this happening

	Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve Care Coordination


	Perform at least one test of the capability to exchange key clinical information 


	HIE test eliminated in favor of actual use case objectives


	Removed for an actual use case 

	
	Meaningful Use workgroup: We agree with eliminating the test for Stage 2. For Stage 1, we suggested option 4 (actual electronic transmission of a summary of care document).

	
	MU workgroup subgroup 3 -  Stage 3 Comments: 




Tools to assist interaction with patients that may be a bit more difficult

	Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve Care Coordination


	MENU: Perform medication reconciliation for more than 50% of transitions of care in which the patient is transitioned into the care of the EP, eligible hospital, or CAH


	Move to core.


	EP 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.

EP Measure: The EP, eligible hospital or CAH performs medication reconciliation for more than 65% of transitions of care in which the patient is transitioned into the care of the EP or admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23)

EH Objective: The eligible hospital or CAH who receives a patient from another setting of care or provider of care or believes an encounter is relevant should perform medication reconciliation

EH Measure: The EP, eligible hospital or CAH performs medication reconciliation for more than 65% of transitions of care in which the patient is transitioned into the care of the EP or admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23)

	
	Workgroup Comments
Meaningful Use workgroup:  

· Criteria to document that the transition is about to or has occurred is needed.  

· Agree with the definition of a transition.  

· Recommend that the threshold remains at 50%. 

	
	MU workgroup subgroup 3 -  Stage 3 Comments: 




	Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve Care Coordination


	MENU: Provide a summary of care record for more than 50% of all transitions and referrals of care
	1.Record and provide (by paper or electronically) a summary of care record for more than 50% of transitions of care for the referring EP or EH

2. Record care plan goals and patient instructions in the care plan for more than 10% of all active patients
	EP 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.

EH Objective: The eligible hospital or CAH 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: 1. The EP, eligible hospital, or CAH that transitions or refers their patient to another setting of care or provider of care provides a summary of care record for more than 65 % of transitions of care and referrals.

2. The EP, eligible hospital, or CAH that transitions or refers their patient to another setting of care or provider of care electronically transmits a summary of care record using certified EHR technology to a recipient with no organizational affiliation and using a different Certified EHR Technology vendor than the sender for more than 10 % of transitions of care and referrals.

Seeking Comment

	
	Meaningful Use workgroup: 

· Care plan section of the summary of care document should include the reason(s) for referral or transition and the results of the referral (recommendations). 

· To support the measure, the provider needs to capture the fact that a transition is about to occur.  

· We agree with the requirement for measure 2 that the transmitted summary of care document should cross organizational barriers.  However, we believe that while it is essential that the exchange of information comply with prescribed standards, we believe that requiring that the transmission occur between different vendor systems may cause unintended consequences in some geographic regions where a few vendors may have a dominant market share. 

· The group was divided on countable number vs. percent. 

· One ongoing electronic connection between two different organizations should be required unless less than 5 transitions occurred in the year. 

	
	MU workgroup subgroup 3 -  Stage 3 Comments: 

Consider a separate document for care plans.
Consider a separate transaction for referrals.

Any eligible provider shall transmit a (20) core data set (IP, LT, patient, OP) to all member of the team at transition and that there is a recognition of acceptance with some reasonable time period. Acknowledgement and document of time stamp that it was received with a time stamp.  Would be useful to document reception (I got it and I could use it).  Consider doing it prior to discharge.    




	Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve Care Coordination


	N/A
	Record health care team members (including at a minimum PCP, if available) for more than 10% of all patients seen during the reporting period; this information can be unstructured
	Objective not included – asked for comment 

Objective/Measure: Record health care team members (including at a minimum PCP, if available) for more than 10 percent of all patients seen during the reporting period; this information can be unstructured. We believe that this requirement is better incorporated with other objectives that require summary of care documents and is not necessary as a standalone objective.

	
	Meaningful Use workgroup: Okay to leave as part of the summary of care document.

	
	MU workgroup subgroup 3 -  Stage 3 Comments: 

Record health care team members (including at a minimum PCP, if available) using NPI for more than 10% of all patients seen during the reporting period



	Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve Care Coordination


	N/A
	EP: Send a care summary (including care plan and care team if available) electronically to the receiving provider for at least 25 patients undergoing a transition of care

EH: Send a care summary (including care plan and care team if available) electronically to the receiving provider or post-acute care facility for more than 10% of all discharges
	Objective not included – asked for comment 

Objective/Measure: Record care plan goals and patient instructions in the care plan for more than 10 percent of patients seen during the reporting period. We believe that this requirement is better incorporated with other objectives that require summary of care documents and is not necessary as a standalone objective.

	
	Meaningful Use workgroup: Okay to leave as part of the summary of care document.

	
	MU workgroup subgroup 3 -  Stage 3 Comments: 

	Policy Priority
	Stage 1 Final Rule
	Stage 2 - Proposed by HITPC
	Stage 2 NPRM

	Improve Care Coordination


	N/A
	N/A
	N/A

	
	Meaningful Use workgroup: 

	
	MU workgroup subgroup 3 -  Stage 3 Comments: 
· Reconciling medications, allergies, problems, etc.

· “Closed loop” tracking of referrals and transitions

· Timely exchange of relevant, concise narratives pertinent to care transition, particularly for patients referrals and when transferred to nursing homes

· Tracking of care team members and sharing the information with the patient 

· Mediating a shared care plan among disciplines and the patient and their caregivers

· Individual Patient tracking - a management “dashboard” to assess progress along a care plan

· Population-based  and / or cohort-based tracking for patient outreach and / or engagement

· Ability to support bi-directional communications across settings, for instance, access to consultants immediately, either electronically or by phone, to answer questions regarding referral appropriateness, testing strategies, diagnostic assessments or to follow-up on prior consultations.  

· Support for patient reported outcomes:  capture patient preferences, clinical care experiences and support engagement in shared decision making. 

· Incorporate standard functional assessment scales.
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