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Meaningful Use Stage 2 Regulations 
2014 State Medicaid Changes Checklist
The Medicare and Medicaid EHR Incentive Program requires that participating providers progress through “stages” of meaningful use (MU) to continue to qualify for incentive payments.  Stage 2 MU standards are effective for the first time in 2014. States need to understand the Stage 2 changes and make appropriate changes to their Medicaid EHR Incentive Programs.  The purpose of this document is to provide State Medicaid Agencies with a checklist of specific regulatory and programmatic changes that must be implemented, and the timing of those changes.  

The following are links to supplemental MU Stage 2 Informational Resources that explain the requirements below in more detail:			
· [bookmark: _GoBack]CMS.gov (http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Stage_2.html) 
· Stage 2 Meaningful Use Final Rule and Stage 2 Correction Notice
· Stage 2 Overview Tipsheet
· Stage 1 vs. Stage 2 Comparison Table for Eligible Professionals
· Stage 1 vs. Stage 2 Comparison Table for Eligible Hospitals and CAHs
	
	Stage 2 Regulation Changes
	State Checklist


	
	
	
	

Effective Date*
	Target Date
	Implementation Status
	Notes

	Subject
	Change

	Applicable CFR Rule
	
	
	Not Started
	In Process
	Complete
	

	General Policy Changes
	90-day Reporting Period – Just for 2014 (State option to require attestations on the fiscal quarter).
	§495.4
	10/1/13 –EHs
1/1/14 -EPs
	
	
	
	
	

	
	Exclusion Changes – Can no longer count exclusion toward minimum number of menu objectives if there are other menu objectives provider can meet.
	§495.6

	10/1/13 –EHs
1/1/14 -EPs
	
	
	
	
	

	
	Batch reporting – State has option to allow batch reporting of MU data with approval from CMS.
	§495.332
	10/1/13 –EHs
1/1/14 -EPs
	
	
	
	
	

	Stage 1 Core MU Measure changes 
	Vital Signs Alternate Measure from 2013 replaces the original measure:        
More than 50 % of all unique patients seen by the provider during the EHR reporting period have blood pressure (for patients age 3 and over only), height and weight (for all ages) recorded as structured data.
EPs Only Exclusions Any provider who (1) Sees no patients 3 years or older is excluded from recording blood pressure; (2) Believes that height, weight, and blood pressure have no relevance to their scope of practice is excluded from recording all three; (3) Believes that height and weight are relevant to their scope of practice, but blood pressure is not, is excluded from recording blood pressure;  (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.
	§495.6
	10/1/13 –EHs
1/1/14 -EPs

	
	
	
	
	

	
	EP Core Measure Removed:
More than 50 % of all patients who request an electronic copy of their health information are provided a copy within 3 business days.
	
	
	
	
	
	
	

	
	EH Core Measure Removed:
More than 50 % of all patients of the inpatient or emergency departments of the eligible hospital (EH) or critical access hospital (CAH) (POS 21 or 23) who request an electronic copy of their health information are provided a copy within 3 business days.
	
	
	
	
	
	
	

	
	EH Core Measure Removed:
More than 50 % of all patients who are discharged from an  EH or CAH’s inpatient or emergency department (POS 21 or 23) and who request an electronic copy of their discharge instructions are provided these instructions upon request.
	
	
	
	
	
	
	

	
	New EP Core Measure:
More than 50 % of all unique patients seen by the EP during the EHR reporting period are provided timely (within 4 business days after the information is available to the EP) online access to their health information, subject to the EP's discretion to withhold certain information.
	
	
	
	
	
	
	

	
	New Core EH Measure:
More than 50 % of all unique patients who are discharged from the inpatient or emergency department (POS 21 or 23) of an  EH or CAH have their information available online within 36 hours of discharge.
	
	
	
	
	
	
	

	Stage 1 Menu Measure Changes
	EP Menu Measure Removed:
At least 10 % of all unique patients seen by the EP are provided timely (available to the patient within four business days of being updated in the certified EHR technology) electronic access to their health information, subject to the EP’s discretion to withhold certain information.
	
	
	
	
	
	
	

	EP Core Measure  for Stage 2
	States will need to allow navigation to the following 17 new Stage 2 Core MU Measures:
	§495.6 (j)
	1/1/14 -EPs

	
	
	
	
	

	
	CPOE - More than 60% of medication, 30% of laboratory, and 30% of radiology orders created by the EP during the EHR reporting period are recorded using computerized provider order entry (CPOE).
	
	
	
	
	
	
	

	
	E-Prescribing - More than 50% of all permissible prescriptions written by the EP are compared to at least one drug formulary and transmitted electronically using Certified EHR Technology (CEHRT).
	
	
	
	
	
	
	

	
	Demographics - More than 80% of all unique patients seen by the EP have demographics recorded as structured data.   
	
	
	
	
	
	
	

	
	Vital Signs - More than 80% of all unique patients seen by the EP have blood pressure (for patients age 3 and over only), height and weight (for all ages) recorded as structured data. 
	
	
	
	
	
	
	

	
	Smoking Status - More than 80% of all unique patients 13 years old or older seen by the EP have smoking status recorded as structured data. 
	
	
	
	
	
	
	

	
	Clinical Decision Support - A. EPs must implement 5 clinical decision support interventions related to 4 or more clinical quality measures, if applicable, at a relevant point in patient care for the entire EHR reporting period,
B. The EP, EH, or CAH has enabled the functionality for drug-drug and drug-allergy interaction checks for the entire EHR reporting period.
	
	
	
	
	
	
	

	
	Clinical Lab Tests - More than 55% of all clinical lab tests results ordered by the EP during the EHR reporting period whose results are either in a positive/negative or numerical format are incorporated in CEHRT as structured data.                  
	
	
	
	
	
	
	

	
	Patient Lists - Generate at least one report listing patients of the EP with a specific condition.
	
	
	
	
	
	
	

	
	Patient Reminders - Use EHR to identify and provide reminders for preventive/follow-up care for more than 10% of patients with two or more office visits in the last 2 years.
	
	
	
	
	
	
	

	
	Patient health information online - i. More than 50% 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,
ii. More than 5% of all unique patients seen by the EP during the EHR reporting period (or their authorized representatives) view, download, or transmit to a third party their health information.
	
	
	
	
	
	
	

	
	Clinical Summaries - Clinical summaries provided to patients within one business day for more than 50% of office visits. 
	
	
	
	
	
	
	

	
	Patient Education - Patient-specific education resources identified by CEHRT are provided to patients for more than 10% of all unique patients with office visits seen by the EP during the EHR reporting period.   
	
	
	
	
	
	
	

	
	Medication Reconciliation - The EP performs medication reconciliation for more than 50 % of transitions of care in which the patient is transitioned into the care of the EP.
	
	
	
	
	
	
	

	
	Summary Care Record - 1. 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% of transitions of care and referrals,
2. The EP who transitions or refers their patient to another setting of care or provider of care provides a summary of care record either a) electronically transmitted to a recipient using CEHRT or b) where the recipient receives the summary of care record via exchange facilitated by an organization that is a Nationwide Health Information Network (NwHIN) Exchange participant or is validated through an Office of the National Coordinator for Health Information Technology  ONC‑established governance mechanism to facilitate exchange for 10% of transitions and referrals,
3. The EP who transitions or refers their patient to another setting of care or provider of care must either a) conduct one or more successful electronic exchanges of a summary of care record with a recipient using technology that was designed by a different EHR developer than the sender's, or b) conduct one or more successful tests with the CMS-designated test EHR during the EHR reporting period.  
	
	
	
	
	
	
	

	
	Immunization Registry - Successful ongoing submission of electronic immunization data from CEHRT to an immunization registry or immunization information system for the entire EHR reporting period. 
	
	
	
	
	
	
	

	
	Protect Electronic Health Information - Conduct or review a security risk analysis in accordance with the requirements under 45 CFR 164.308 (a)(1), including addressing the encryption/security of data at rest, implement security updates as necessary, and correct identified security deficiencies as part of its risk management process.  
	
	
	
	
	
	
	

	
	Secure Messaging - A secure message was sent using the electronic messaging function of CEHRT by more than 5% of unique patients seen during the EHR reporting period. 
	
	
	
	
	
	
	

	EP Menu Measure for Stage 2
	For Stage 2, an EP must meet 3 of the 6 following MU Menu Measures:
	§495.6 (k)
	1/1/14 -EPs

	
	
	
	
	

	
	Imaging Results - More than 10 %of all tests whose result is one or more images ordered by the EP during the EHR reporting period are accessible through CEHRT.
	
	
	
	
	
	
	

	
	Family Health History - More than 20 % of all unique patients seen by the EP during the EHR reporting period have a structured data entry for one or more first-degree relatives.
	
	
	
	
	
	
	

	
	Syndromic Surveillance - Successful ongoing submission of electronic syndromic surveillance data from CEHRT to a public health agency for the entire EHR reporting period.
	
	
	
	
	
	
	

	
	Cancer Registry - Successful ongoing submission of cancer case information from CEHRT to a public health central cancer registry for the entire EHR reporting period.
	
	
	
	
	
	
	

	
	Specialized Registry - Successful ongoing submission of specific case information from CEHRT to a specialized registry for the entire EHR reporting period.
	
	
	
	
	
	
	

	
	Electronic Notes - Enter at least one electronic progress note created, edited, and signed by an EP for more than 30 % of unique patients with at least one office visit during the EHR reporting period. The text of the electronic note must be text-searchable and may contain drawings and other content.

	
	
	
	
	
	
	

	EH Core Measure  for Stage 2
	States will need to allow navigation to the following 16 new Stage 2 Core MU Measures:
	§495.6 (l)
	10/1/13 –EHs

	
	
	
	
	

	
	CPOE - (A) 60% of medication orders created by authorized providers of the EH's or CAH's inpatient or emergency department (POS 21 or 23) during the EHR reporting period are recorded using CPOE, (B) 30% of laboratory orders created by authorized providers of the EH's or CAH's inpatient or emergency department (POS 21 or 23) during the EHR reporting period are recorded using CPOE, and (C) 30% of radiology orders created by authorized providers of the EH's or CAH's inpatient or emergency department (POS 21 or 23) during the EHR reporting period are recorded using CPOE.
	
	
	
	
	
	
	

	
	Demographics - More than 80 % of all unique patients admitted to the EH's or CAH's inpatient or emergency department (POS 21 or 23) during the EHR reporting period have demographics recorded as structured data.
	
	
	
	
	
	
	

	
	Vital Signs - More than 80 % of all unique patients admitted to the EH's or CAH's inpatient or emergency department (POS 21 or 23) during the EHR reporting period have blood pressure (for patients age 3 and over only), height/length, and weight (for all ages) recorded as structured data.
	
	
	
	
	
	
	

	
	Smoking Status - More than 80 % of all unique patients 13 years old or older admitted to the EH's or CAH's inpatient or emergency department (POS 21 or 23) during the EHR reporting period have smoking status recorded as structured data.
	
	
	
	
	
	
	

	
	Clinical Decision Support - (A)EHs must implement five clinical decision support interventions related to four or more clinical quality measures (CQMs) at a relevant point in patient care for the entire EHR reporting period. Absent four CQMs related to an EH’s or CAH's patient population, the clinical decision support interventions must be related to high-priority health conditions; and (B) The EH or CAH has enabled and implemented the functionality for drug-drug and drug-allergy interaction checks for the entire EHR reporting period.
	
	
	
	
	
	
	

	
	Clinical Lab Results - More than 55 % of all clinical lab tests results ordered by authorized providers of the EH or CAH for patients admitted to its inpatient or emergency department (POS 21 or 23) during the EHR reporting period whose results are either in a positive/negative affirmation or numerical format are incorporated in CEHRT as structured data.
	
	
	
	
	
	
	

	
	Patient Lists - Generate at least one report listing patients of the EH or CAH with a specific condition.
	
	
	
	
	
	
	

	
	Admission Data Online - (A) More than 50 % of all unique patients who are discharged from the inpatient or emergency department (POS 21 or 23) of an EH or CAH have their information available online within 36 hours of discharge; and (B) More than 5 percent of all unique patients who are discharged from the inpatient or emergency department (POS 21 or 23) of an EH or CAH (or their authorized representative) view, download or transmit to a third party their information during the EHR reporting period.
	
	
	
	
	
	
	

	
	Patient Education - More than 10 % of all unique patients admitted to the EH's or CAH's inpatient or emergency department (POS 21 or 23) are provided patient-specific education resources identified by CEHRT.
	
	
	
	
	
	
	

	
	Medication Reconciliation - The EH or CAH performs medication reconciliation for more than 50 % of transitions of care in which the patient is admitted to the EH's or CAH's inpatient or emergency department (POS 21 or 23).
	
	
	
	
	
	
	

	
	Summary of Care Record - (A) The EH 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 50 % of transitions of care and referrals, (B) The EH or CAH that transitions their patient to another setting of care or provider of care provides a summary of care record for more than 10 % of such transitions and referrals.
	
	
	
	
	
	
	

	
	Immunization Registry - Successful ongoing submission of electronic immunization data from CEHRT to an immunization registry or immunization information system for the entire EHR reporting period.
	
	
	
	
	
	
	

	
	Reportable Labs to Public Health - Successful ongoing submission of electronic reportable laboratory results from CEHRT to a public health agency for the entire EHR reporting period.
	
	
	
	
	
	
	

	
	Syndromic Surveillance - Successful ongoing submission of electronic syndromic surveillance data from CEHRT to a public health agency for the entire EHR reporting period.
	
	
	
	
	
	
	

	
	Protect Health Information - Conduct or review a security risk analysis in accordance with the requirements under 45 CFR 164.308(a)(1), including addressing the encryption/security of data stored in CEHRT in accordance with requirements under 45 CFR 164.312(a)(2)(iv) and 45 CFR 164.306(d)(3), and implement security updates as necessary and correct identified security deficiencies as part of the EH's or CAH's risk management process.
	
	
	
	
	
	
	

	
	eMAR - More than 10 % of medication orders created by authorized providers of the EH's or CAH's inpatient or emergency department (POS 21 or 23) during the EHR reporting period for which all doses are tracked using electronic medication administration record ( eMAR).
	
	
	
	
	
	
	

	EH Menu Measure for Stage 2
	For Stage 2, an EH must meet 3 of the 6 following MU Menu Measures:
	§495.6 (m)
	10/1/13 –EHs

	
	
	
	
	

	
	Advance Directive - More than 50 % of all unique patients 65 years old or older admitted to the EH's or CAH's inpatient department (POS 21) during the EHR reporting period have an indication of an advance directive status recorded as structured data.
	
	
	
	
	
	
	

	
	Imaging Results - more than 10 % of all tests whose result is an image ordered by an authorized provider of the EH or CAH for patients admitted to its inpatient or emergency department (POS 21 or 23) during the EHR reporting period are accessible through CEHRT.
	
	
	
	
	
	
	

	
	Family Health History - More than 20 % of all unique patients admitted to the EH’s or CAH's inpatient or emergency department (POS 21 or 23) during the EHR reporting period have a structured data entry for one or more first-degree relatives.
	
	
	
	
	
	
	

	
	e-Prescribing - More than 10 % of hospital discharge medication orders for permissible prescriptions (for new, changed and refilled prescriptions) are queried for a drug formulary and transmitted electronically using CEHRT.
	
	
	
	
	
	
	

	
	Electronic Notes - Enter at least one electronic progress note created, edited and signed by an authorized provider of the EH's or CAH's inpatient or emergency department (POS 21 or 23) for more than 30 % of unique patients admitted to the EH’s or CAH's inpatient or emergency department during the EHR reporting period. The text of the electronic note must be text-searchable and may contain drawings and other content.
	
	
	
	
	
	
	

	
	Lab Results to Ambulatory Providers - Hospital labs send structured electronic clinical lab results to the ordering provider for more than 20 % of—
(A) The electronic lab orders received; or (B) The lab orders received.
	
	
	
	
	
	
	

	CQM Changes
for EPs for Stage 1 and Stage 2
	Report 9 of 64 CQMs – This is a change from previous requirement to report 6 of 44. Two recommended Core sets available: one for adults and one for children.
	§495.8
See Link Below
	1/1/14 -EPs

	
	
	
	
	

	
	CQMs to Cover 9 CQMs from at least 3 Domains – Must report for 9 even if “zero denominators.”
	
	
	
	
	
	
	

	
	Electronic Capture & Reporting of CQMs - States can require providers submit CQMs electronically through a proscribed method, subject to CMS approval.
	
	
	
	
	
	
	

	
	Group Reporting CQMs – States have the option to allow group reporting CQMs, subject to CMS approval. Must address EPs who switch practices during EHR reporting period; EPs reporting under group must still attest for MU objectives individually.
	
	
	
	
	
	
	

	CQM Changes
 for EHs for Stage 1 and Stage 2
	Report 16 of 29 CQMs – This is a change from previous requirement to report 15 of 25.
	
	10/1/13 –EHs

	
	
	
	
	

	
	CQMs must Cover at Least 3 Domains   

	
	
	
	
	
	
	

	
	http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/2014_ClinicalQualityMeasures.html
	
	
	
	
	

	CQM Exemptions for EHs or CAHs for Stage 1 and Stage 2
	To be Exempt from a specific individual CQM the CQMs denominator population must equal:
- 5 or fewer inpatient discharges/quarter for 90-day reporting period
- 20 or fewer inpatient discharges/year for full year reporting period
	§495.8
	10/1/13 –EHs

	
	
	
	
	

	
	To Report Fewer than 16 CQM – Must qualify for the case threshold exemption for more than 13 of the 29 CQMs.
	
	
	
	
	
	
	

	
	To be Exempt from Covering at least 3 Domains – The hospital would be exempt from requirement to cover the remaining domains, if the CQMs for which the hospital can meet the case threshold of discharges do not cover at least 3 domains. 
	
	
	
	
	
	
	

	
	To be Eligible for the Exemption – Medicaid-only hospitals must report the aggregate population and sample size counts for Medicaid and non-Medicaid discharges as defined by the CQM’s denominator for the EHR reporting period to the state to which they attest as specified by state.  This data can come from administrative sources rather than the EHR.
	
	
	
	
	
	
	


* These changes are effective as of Program Year 2014, not for attestations taken in 2014 for Program Year 2013.			
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