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IMPORTANT DATES
e October 1, 2014: Date providers will begin the 90-day attestation period for calendar year 2014.
e December 31, 2014: Last day to complete meaningful use reporting for 2014.
o February 28, 2015: Last day to submit your attestation data for the 2014 reporting period.

Helpful Resources

Specific details about measures can be answered via Centers for Medicare and Medicaid Services (CMS). Here
are some direct links and phone numbers that may be helpful.

e EHR Information Center Help Desk: (888) 734-6433 / TTY: (888) 734-6563 Hours of operation:
Monday-Friday 8:30 am-4:30 pm in all time zones (except on Federal holidays)

e CMS EHR Incentive Programs: www.cms.gov/EHRIncentivePrograms

e HHS Office of the National Coordinator for Health IT: certified EHR technology list
http://healthit.hhs.gov/CHPL

e NPPES Help Desk: Visit https://nppes.cms.hhs.gov/NPPES/Welcome.do (800) 465-3203 - TTY (800)
692-2326

e PECOS Help Desk: Visit https://pecos.cms.hhs.gov/ (866)484-8049 / TTY (866)523-4759

e Identification & Authentication System (1&A) Help Desk, PECOS External User Services (EUS) Help
Desk: Phone: 1-866-484-8049 — TTY 1-866-523-4759 | E-mail: EUSSupport@cgi.com

e State Medicaid Incentive help desks

This document describes how to enter information into ICANotes so that the Meaningful Use Report will track
the numerators and denominators needed to submit your attestation data.

Meeting Meaningful Use Standards

You must use ICANotes for 90 consecutive days to collect your Stage 2 meaningful use payment, beginning on
October 1, 2014. You will collect data for 20 specific criteria (17 core measures and 3 menu measures) and 9
Clinical Quality Measures during that period. You will then go back online and attest to what you have
collected. You must submit your attestation data by February 28, 2015.

To qualify for meaningful use, you do not have to collect the required information for every patient — just for
the percentage of patients the government stipulates for each measure. The percentages specified in the
threshold for each of the measures tells you how much information you need to collect.

To review the full text of the requirements for each measure, click on the hyperlink in the measure’s section
title in this document.

Disclaimer: ICANotes is not certified to instruct Eligible Providers on how to attest for Meaningful Use. Our
Support Department is unable to provide any answers to questions regarding definitions or interpretation of
the requirements outlined by CMS. For expert assistance including one-on-one guidance through the
complexities of attestation we highly recommend contacting our consulting partner AttestEasy at 888-373-
4778 x 3012.


http://www.cms.gov/EHRIncentivePrograms
http://healthit.hhs.gov/CHPL
https://nppes.cms.hhs.gov/NPPES/Welcome.do
https://pecos.cms.hhs.gov/
mailto:EUSSupport@cgi.com
tel:888-373-4778%20x%203012
tel:888-373-4778%20x%203012
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CORE MEASURES (all 17 required)

CORE MEASURE 1: CPOE

Measure: 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 CPOE. Objective: Use CPOE for Medication, Laboratory
and Radiology orders directly entered by any licensed healthcare professional who can enter orders into the
medical record per state, local, and professional guidelines.

Measure 1: Medication

Denominator: Number of medication orders created by the EP during the EHR reporting period
Numerator: The number of orders in the denominator recorded using CPOE

Threshold: The resulting percentage must be more than 60% in order for an EP to meet this measure
Exclusion: Any EP who writes fewer than 100 medication orders during the EHR reporting period

e Select “PN, Part 2” tab

1

e Enter Medication orders; handled via e-prescribing

Measure 2: Radiology

Denominator: Number of radiology orders created by the EP during the EHR reporting period
Numerator: The number of orders in the denominator recorded using CPOE

Threshold: The resulting percentage must be more than 30% in order for an EP to meet this measure
Exclusion: Any EP who writes fewer than 100 radiology orders during the EHR reporting period

e Select “PN, Part 2” tab

1


http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/downloads/Stage2_EPCore_1_CPOE_MedicationOrders.pdf
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e Select “Clinical Order Sheet”

o Select “Lab & Imaging...” button

e Select the “New Order” button

—

e Enter information for radiology test being ordered
e Select the “Save” button
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Measure 3: Laboratory

Denominator: Number of laboratory orders created by the EP during the EHR reporting period
Numerator: The number of orders in the denominator recorded using CPOE

Threshold: The resulting percentage must be more than 30% in order for an EP to meet this measure
Exclusion: Any EP who writes fewer than 100 laboratory orders during the EHR reporting period

e Select “PN, Part 2” tab

1

e Select “Clinical Order Sheet”

e Select “Lab & Imaging...” button

e Select the “New Order” button
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e Enter information for lab test being ordered
e Select the “Save” button

CORE MEASURE 2: eRx

Measure: More than 50% of all permissible prescriptions, or all prescriptions, written by the EP are queried for
a drug formulary and transmitted electronically using CEHRT. Objective: Generate and transmit permissible
prescriptions electronically

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

Numerator: The number of prescriptions in the denominator generated, queried for a drug formulary and
transmitted electronically using CEHRT

Threshold: The resulting percentage must be more than 50% in order for an EP to meet this measure
Exclusion: Any EP who writes fewer than 100 permissible prescriptions during the EHR reporting period; or
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

Meaningful use requires that you use an e-prescription system and that 50% of your prescriptions be e-
prescribed. If you use DrFirst e-Rx from within ICANotes to e-prescribe medications, this measure will be
automatically calculated for you and meeting this measure will be easy. To set up Dr First through ICANotes,
contact sales@icanotes.com.

CORE MEASURE 3: Demographics

Measure: More than 80% of all unique patients seen by the EP have demographics

recorded as structured data. Objective: Record the following demographics: preferred language, sex, race,
ethnicity, date of birth.

Denominator: Number of unique patients seen by the EP during the EHR reporting period

Numerator: The number of patients in the denominator who have all the elements of demographics recorded
as structured data

Threshold: The resulting percentage must be more than 80% in order for an EP to meet this measure
Exclusion: None


http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/downloads/Stage2_EPCore_2_ePrescribing.pdf
http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/downloads/Stage2_EPCore_3_RecordingDemographics.pdf
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e From the patient’s Chart Face, select the “Demographics” tab

1

e Enter required information (these fields are all asterisked to indicate they are required for MU)
o Preferred Language

Sex

Race

Ethnicity

Date of Birth

e Click “Continue”

O
O
O
O
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CORE MEASURE 4: Vital Signs (This measure can be an exclusion)

Measure: More than 80% of all unique patients seen by the EP have blood pressure (for patients age 3 and
over only) and/or height and weight (for all ages) recorded as structured data. Objective: Record and chart
changes in the following vital signs: height/length and weight (no age limit); blood pressure (ages 3 and over);
calculate and display body mass index (BMI); and plot and display growth charts for patients 0-20years,
including BMI.

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 of their height/length and
weight (all ages) and/or blood pressure (age 3 and over) recorded as structured data
Threshold: The resulting percentage must be more than 80% in order for an EP to meet this measure
Exclusion: Any EP who sees no patients 3 years or older is excluded from recording blood pressure
Any EP who believes all 3 vital signs of height/length, weight, and blood pressure have no relevance to
their scope of practice is excluded from recording them
Any EP who believes that height/length and weight are relevant to their scope of practice, but blood
pressure is not, is excluded from recording blood pressure
Any EP who believes that blood pressure is relevant to their scope of practice, but height/length and
weight are not, is excluded from recording height/length and weight

e Select “PN, Part 1”
e C(Click on “Vital Signs”

1

e Enter vitals for patient
o Height/Length
o Weight
o Blood Pressure


http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/downloads/Stage2_EPCore_4_RecordVitalSigns.pdf
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CORE MEASURE 5: Smoking Status

Measure: More than 80% of all unique patients 13 years old or older seen by the EP have

smoking status recorded as structured data. Objective: Record smoking status for patients 13 years old or
older.

Denominator: Number of unique patients age 13 or older seen by the EP during the EHR reporting period
Numerator: The number of patients in the denominator with smoking status recorded as structured data
Threshold: The resulting percentage must be more than 80% in order for an EP to meet this measure
Exclusion: Any EP that neither sees nor admits any patients 13 years old or older

e Select “PN, Part 1”
e C(Click “Behavior”

1


http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/downloads/Stage2_EPCore_5_RecordSmokingStatus.pdf
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e (Click “Tobacco Use”

e Enter current tobacco use status
e Select Start Date

o Record End Date, if applicable
e Click “Done”

10
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CORE MEASURE 6: Clinical Decision Support

Measure 1: Implement five clinical decision support interventions related to four or more clinical quality
measures at a relevant point in patient care for the entire EHR reporting period. Absent four clinical quality
measures related to an EP’s scope of practice or patient population, the clinical decision support
interventions must be related to high-priority health conditions. Measure 2: The EP has enabled and
implemented the functionality for drug-drug and drug-allergy interaction checks for the entire EHR reporting
period. Objective: Use clinical decision support to improve performance on high-priority health conditions.

Measure 1
e From the Chart Room, select “ Settings & Directories”

e Click the Options Tab on the Specific to Individual tab
e Check the box next to:
o Clinical Decision Support Rule

EPs will attest YES to having enabled clinical decision support for the length of the reporting period to meet

this measure.

Measure 2

Patient’s drug-drug and drug-allergy reactions must be completed in BOTH ICANotes and in DrFirst.

Psych PN, part 1 — Drug Reactions
Fill out all the information in Part | under Drug Reactions. Fill out drug reactions or click None.

Add the DrFirst ePrescribing Program to your account. To license this program contact
sales@icanotes.com. After activating, click on > to ePrescribing PN Part 1 and fill out the appropriate
Drug-Drug and Drug-Allergy reactions in DrFirst.

11
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Eligible professionals must attest YES to having enabled drug-drug and drug-allergy interaction checks for the
length of the reporting period to meet this measure.

CORE MEASURE 7: Provide patients the ability to view online health information

Measure 1: 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, with the ability to view, download, and transmit to a

third party. Measure 2: More than 5 percent 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. 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 1:

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 online access to their health
information to view, download, and transmit to a third party

Threshold: The resulting percentage must be more than 50% in order for an EP to meet this measure

To comply with Measure 1, EPs must use the Patient Portal to make electronic CCDAs available to their
patients. You must invite 50% of all patients seen during the reporting period to access their information from
the Patient Portal.

First, you must ask ICANotes to enable the Patient Portal functionality on your account. Call Support at 443-
569-8778 or email ticket@icanotes.com to request that these rules be enabled: Patient Portal Sync, Always
Generate CCDA, and Direct Messaging.

Second, for each patient seen, you will need to do the following:
e Enter the patient’s SSN# and Email in Demographics (these fields are REQUIRED).
e Make sure you are listed as the Assigned Provider.
o Check the Enable box directly below the Email field to enable the patient’s access to the portal.

- w
Demograph“;s DOB 7/25/1965
Anaphylactic Reaction Repoﬁed@ Fatient Reviewed Demographics
P
Patient Informeation T Insurance Information T Other Contacts
*Marne {F,M L Suffi) | Sandra Stone *Date of Birth | #/25/1965 Age: :
d )| " ” " | Y [ Date Created |9/24/2014 ]
[CHomeless  Address | | Unigue PatientID [1000010655655
Address 21 Appt# | | county | | = *Gender |woman G EI pedifieigeliag i zed)
City, State, Zip ” '” Refertoiitientas Ms. Stone :
?55:'::12"& Horme Phone | country [us S5N# |438-26-1983 I—]Extra Privacy [0
O ok Wark Phone MaidenIOtherName|:| Alt. Patient 1D Room: | | [ mar (|
Cell
e Cell Phone
Patient Status | g Patient’s Condition
g?“i;_e Ermail [sandvestone@icanotes.com 1 | Diate Of Current lliness Onset Diate Of Similar lliness
nactive
O Pending Portal [C] [ Date of Current Admission: From | ] To| ] ]
Employment Status
Sehoal of Emplayer | Dates Unahle To Waork: From Ta
Grade | '| Bith —1 Condition Related To Employment?

The patient will receive the following email invitation to register for an account on the patient portal:

12
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Note that the email invitation does not identify the name of your practice. This is to protect the patient’s
privacy. You will want to make sure the patient is aware of the portal and how to use it. Please provide
patients with these Patient Portal Instructions and encourage them to register and login.

You will be able to monitor whether or not a patient has accessed the portal from the Patient Information
screen in Demographics. If the patient has registered and logged in successfully, these words will appear next
to the Portal field: “*patient has accessed portal.” A Reset PW button will also appear. If the patient needs to
have their portal password reset, you can do that for them by clicking the Reset PW button.

Patient Status | Pager | |
g ﬁfgﬁr o Email | icanotes@@hushmail.com |
O Pending IF":'rtEII (<] |RESE’[ Pﬁﬂ *natient has accessed portal I

Employment Status| |

Measure 2:

Denominator: Number of unique patients seen by the EP during the EHR reporting period

Numerator: The number of unique patients (or their authorized representatives) in the denominator who
have viewed online, downloaded, or transmitted to a third party the patient’s health information

Threshold: The resulting percentage must be more than 5 percent in order for an EP to meet this measure
Exclusion: Any EP who neither orders nor creates any of the information listed for inclusion as part of both
measures, except for “Patient Name” and “Provider’s name and office contact information,” may exclude both
measures. Any EP that conducts 50% or more of his or her patient encounters in a county that does not have
50% or more of its housing units with 3Mbps broadband availability according to the latest information
available from the FCC on the first day of the EHR reporting period may exclude only the second measure.

Complying with Measure 2 requires that 5% of all patients seen during the reporting period actually login and
use the Patient Portal to view, download, or transmit their health information. These actions can also be taken
by an authorized representative of the patient, but the patient will have to invite those representatives to
register as an authorized user on the Portal. We recommend that you provide all patients the Patient Portal
Instructions document to encourage them to use the Portal.

The Patient Portal Access log tracks which patients view, download, or transmit their information (see

screenshot on next page). The only way you can monitor how many patients have performed these actions is
to run the Meaningful Use Report for Measure 7.

13
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My History 29

Access Log
From 09/22/2014 to| 09/22/2014 Activity All v
User Action Time Patient Document Recipient
Sloane , Victoria Transmit 9/22/14 11:51 AM Sloane , Victoria CCDA_9991004010659966 sandy@icanotes.com
Sloane , Victoria Download 9/22/14 11:50 AM Sloane , Victoria CCDA_9991004010659966
Sloane , Victoria View 9/22/14 11:47 AM Sloane , Victoria CCDA_9991004010659966

CORE MEASURE 8: Clinical Summaries

Measure: Clinical summaries provided to patients or patient-authorized representatives within

one business day for more than 50% of office visits. Objective: Provide clinical summaries for patients for each
office visit.

Denominator: Number of office visits conducted by the EP during the EHR reporting period
Numerator: Number of office visits in the denominator where the patient or a patient-authorized
representative is provided a clinical summary of their visit within one business day

Threshold: The resulting percentage must be more than 50% in order for an EP to meet this measure
Exclusion: Any EP who has no office visits during the EHR reporting period

After requesting that the “Always Generate CCDA” and “Patient Portal Sync” rules be enabled for your
ICANotes account, complying with Core Measure 8 requires you to invite your patients to access the patient
portal within one business day of their office visit, following the steps outlined previously for Core Measure 7.
Each time you create a note for the patient, a CCDA will be automatically generated and made available to the
patient on the portal. NOTE: CCDAs will only be generated for notes created AFTER you have enabled portal
access for the patient in Demographics.

CORE MEASURE 9: Protect electronic health information

Measure: 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 provider's risk management process for EPs.
Objective: Protect electronic health information created or maintained by the CEHRT through the
implementation of appropriate technical capabilities

Security Risk Analysis Resources: A number of resources that may help you follow those steps and perform a
Security Risk Analysis to meet Core Measure 9 include:

e MU Core Measure Stage 1 Protect Health Information

e Meaningful Use Core Objective for Security Risk Analysis from HITECH Answers

e ONC's Guide to Privacy and Security of Health Information

e Risk Analysis Tool for Meaningful Use from the Texas Medical Association — which includes a link to a
spreadsheet with ONC’s Risk Analysis tool.

14
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CORE MEASURE 10: Incorporate lab results

Measure: 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 Certified EHR
Technology as structured data. Objective: Incorporate clinical lab-test results into CEHRT as structured data

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 which are expressed in a positive or negative affirmation or as a
numeric result which are incorporated in CEHRT as structured data

Threshold: The resulting percentage must be more than 55% in order for an EP to meet this measure
Exclusion: Any EP who orders no lab tests where results are either in a positive/negative affirmation or
numeric format during the EHR reporting period

e Enter Results: Psych PN, part 1-->Enter Test Results

1]

e C(Click on “New”

o Select the type of test

o Select the test name

o Select the test result value
e C(lick “Save”

15
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— 1

1

CORE MEASURE 11: Generate list of patients

Measure: Generate at least one report listing patients of the EP with a specific condition. Objective: Generate
lists of patients by specific conditions to use for quality improvement, reduction of disparities, research, or
outreach.

e Go to “Reports” at top of screen
o Select Clinical Demographics Search
o Search by Diagnosis
= Code or Description of condition

CORE MEASURE 12: Patient reminders

Measure: More than 10 percent of all unique patients who have had 2 or more office visits with the EP within
the 24 months before the beginning of the EHR reporting period were sent a reminder, per patient preference
when available. Objective: Use clinically relevant information to identify patients who should receive
reminders for preventive/follow-up care and send these patients the reminders, per patient preference.

16
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Denominator: Number of unique patients who have had two or more office visits with the EP in the 24
months prior to the beginning of the EHR reporting period

Numerator: Number of patients in the denominator who were sent a reminder per patient preference when
available during the EHR reporting period

Threshold: The resulting percentage must be more than 10 percent in order for an EP to meet this measure
Exclusion: Any EP who has had no office visits in the 24 months before the EHR reporting period

e Go to the patient’s Demographics tab
o Select “Other Contacts”

e Select the patient’s preferred method of communication
e Click Continue

e From the patient’s Chart Face, Select “Reminders”

17
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e Click on the “New” button

Select “Patient Reminder” as the type

Specify the date the reminder should be sent

Complete a message

Click the checkbox next to Patient Reminder at the bottom to count as a patient reminder for
Meaningful Use

e C(lick “Save”

e Patient reminder is now pending

18
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e On the specified date, the Provider will receive an alert via the Messaging Center
e Provider must complete the reminder by checking the box next to “Contacted,” then populate the date
the patient was contacted.

CORE MEASURE 13: Patient education

Measure: Patient-specific education resources identified by Certified EHR Technology are provided to patients
for more than 10 percent of all unique patients with office visits seen by the EP during the EHR reporting period.
Objective: Use clinically relevant information from CEHRT to identify patient-specific education resources and
provide those resources to the patient

Denominator: Number of unique patients with office visits seen by the EP during the EHR reporting period
Numerator: Number of patients in the denominator who were provided patient-specific education resources
identified by the CEHRT

Threshold: The resulting percentage must be more than 10 percent in order for an EP to meet this measure
Exclusion: Any EP who has no office visits during the EHR reporting period

e From the Chart Room, open the Settings + Directories file drawer.
e C(Click the Options Tab on the Specific to Individual tab
e Check the box next to:

o Patient Education Material

19


http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/downloads/Stage2_EPCore_13_PatientSpecificEdRes.pdf

Note: ICANotes is not certified to instruct eligible providers on how to attest for meaningful use. For one-on-one assistance please
contact our consulting partner AttestEasy at 888-373-4778, ext 3012.

After enabling this setting, the option to print Patient Education Material will appear any time you make
changes or additions to Test Results, Medications or Diagnoses. To qualify for this measure, you must say yes
and Print the document.

CORE MEASURE 14: Medication Reconciliation

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

Denominator: Number of transitions of care during the EHR reporting period for which the EP was the
receiving party of the transition

Numerator: The number of transitions of care in the denominator where medication reconciliation was
performed

Threshold: The resulting percentage must be more than 50% in order for an EP to meet this measure
Exclusion: Any EP who was not the recipient of any transitions of care during the EHR reporting period.

e Go to the patient’s Chart Face. Start a new Complete Evaluation.

20
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e (o to the Finish Initial tab and click the Medication Reconciliation Button.

ICANotesa ‘__-I - | ‘_, F——— | 9/25/2014 Rocket, Johnny 1000010655649

[ Demographics |[Hist Present lliness || Past Paych. Hist. |[Medical Hist. |[ Sacial Hist. || Develap. Hist. || Family Hist. || Mental Status Exam || Finish Initial |
FINISH INITIAL: WORK AREA

[ Make & New Note For Thi s Note
~_ Expand Rx — - = 3
1. Medication F Edlit Drug List Prirt Al Clini [ Fatient raquests
N N — - O m . . = inical Summary
Direction 0 Medicing Dioge Rioute, oty Tining > o« #todispense  Refils x Days CommentReason | Prnt Selected | |1 o 0 epaet i
= isiza
| I I | [ ] [ 1 | | O Final Exam
*Medication AlbdS
Reconcilistion
T

There are three sections to be completed on the Reconciliation Form: RX, ADR, and DX.

On the first screen, RX, in section | enter all prescription and over-the-counter medications to be
reconciled and whether those medications will be continued, continued but changed, or stopped. In
section Il, enter new medications being prescribed. Click the button in section Il to reconcile the two

medication lists. Enter the clinician’s initials and date in the reconciled by and reviewed by fields at the
bottom of the screen.

Reconciliation Form

[ rx W apr | D |
I. Additional Rx and OTC Medications to Reconcile: II. Medications Ordered: ( Print Reconciliation Form J
finclude Prescribed hiedicines, Owerthe Counters, Mtamins, Supplements) Allergies and/or Adverse Drug Reactions
Status O Active O Inactive | [<{] || | it
Sources of Information: Medicine —
O ccoa Bl Fhemmesy ’—| |Med|c:|ne Last Modified |—||
[ Patiert [ Previous Paperwork
[ Bottle Labels ] Cther |D°SE | ,'M? | Dose  Route, oty Timin
OPCP (-
Frequency I:l |
Source Details (0r., Facility, Pramr, Paperworts) | | Refilz x Days  #to dispense T —————
| | stert Dete Last Dose ] | In. Click here to reconcile the two lists
Reason Prescribed | | | | |]] o " CTTETTIETeone :
Last Date: prescrivent Remien Dismnsen
[ | | | [Cotc ORx | ABilify 16 mg PO Stat (x30days) [<]
Reason for Change: = =

Reconcilistion Action

) continue ) stop

Entered By: () continue but change

=] [ Return to Progress Note ]
These Orders Reconciled By: Date:
These Orders Reviewed by: Date:

Next click on ADR at the top of the screen. Follow the same procedure to enter the patient’s adverse drug
reactions, click to transfer them into the record, click the button in Section Ill to reconcile and complete the
initials and dates at the bottom.
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Reconciliation Form

—

[ Rt J] apr | DX

|. Additional Adverse Drug Reaction (Med Allergies) to Reconcile:

II. Current ADR Listing:

Print Reconciliation Form ]

Add f Revise ADR

Current Medications

ADR Ta

Sources of Information:

Occoa [ Pharmacy

[ Patient [ Previous Papenwark
[ Bottle Labels [ Other

OFCP

Status | Active ) Inactive

Reason for Status Change:

Source Details (Cr., Facily, Prame, Paperwort)

| Reaction Date
. D Unknawn
Reaction Last Date: ymeec
Reconcilistion Action
Entered By: 'e} Ef.;i'i ‘

These Orders Reconciled By:

Abilify 10 mg PO Stat (x30days) -

111, Select to reconcile the two lists |

Allergies and/or Adverse Drug Reactions

[ Return to Progress Note ]

These Orders Reviewed by |

Next click on DX at the top of the screen. Follow the same procedure to enter the patient’s diagnoses, click to
transfer them into the record, click the button in Section Il to reconcile and complete the initials and dates at

the bottom.

Reconciliation Form

[ R [ ADR DX |
I. Outside DX to Reconcile: Il. Diagnosis: ( Print Reconciliation Form ]
= E] Use DS S or W, asyou prefer. S S is the default.
Status — 1 2 3
Sources of Information:

O ccoa O Pharmacy

[ Patient [ Previous Papenuork
[ Bottle Labels [ Other

Orce

Last Date: timben Docures et

aniety Digorders F?eneralized Anxiety -

rio Ostztus A X

Source Details (Cr., Facilty, Pram:, Papensont)

Recancilistion Action Last Madified
|"_" Transfer ‘ |—|
Sl Last Mocified R

hl 2

3

Current Diagnosis

|' Ill. Select to reconcile the two lists

Generalized Anxiety Dizorder, 300.02 (F41.1) (Active) -

These Orders Reconciled By:
These Orders Reviewed by

L

Return to Progress Note "
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e Click on “Return to Progress Note”, finish the complete evaluation, and compile the note.

CORE MEASURE 15: 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 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.

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

Numerator: The number of transitions of care and referrals in the denominator where a summary of care
record was provided.

Threshold: The percentage must be more than 50 percent in order for an EP to meet this measure

Exclusion: Any EP who transfers a patient to another setting or refers a patient to another provider less than
100 times during the EHR reporting period is excluded from all 3 measures.

Go to Psych PN, part 2 or the Finish Initial tab of your Complete Evaluation.

Click on the Clinical Order Sheet button.

|CA 3 ‘__I N | ‘— D — | 9/25/2014 Rocket, Johnny 1000010655649

[ Demographics |[Hist Present lliness || Past Paych. Hist. |[Medical Hist. |[ Sacial Hist. || Develap. Hist. || Family Hist. || Mental Status Exam | Finish Initial |
FINISH INITIAL: WORK AREA [ Make & New Nate For This Patient || Delete This Nate |

Expand Rx > -
1. Medication Eciit Druig List Print Al Clinical O Patient requests
as

= s
Direction Medicing Dioge Rioute, oty Tining gD %l#to dispense  Refills % Days CommertReason [ Print Selected | |- 0 - ehoet Al

II I | | | [ T 1 D R H‘ Ol ) e

Click the “Referral/Consult” button.
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Click the +New button under Make a Referral at the upper left.

Sandy Crowley Use the Hew button to create an entry for each Referral and then

Save to the list. Click an entry in the list to edit the Referral.
Name on Referral

Evtemal Chaos Sandy Crowie
1266 SanDied Road Location on Referral
DotHill, HC 95782-1334 Clinic (Oulpatlent)
1. Make a Referra 2. Gave the referral to the field belo

Referral f Consult Form

Q262014 [ Create Referral Reason Button ]
Patient's Mame/AddressiHome Phone:  Date of Birth Medicare Mumber:
Rocket, Johnny 1111151964 645-33-2222
Reason for Referral: 4dd Diagnoses || Add Madications |

Referral Ta: External Provider Staff internal message

f v g rddie
L External Provider List
Address

Appointment Date:

LITo Be Aranged Referral/Consult Orders (compiled automatically;
Directions: i
Add a Cornment (optional):
Rafstiing Clnician: :
Sandy Crowley
signature

Fill out all appropriate information. Complete steps 1-3 on the referral page. Hit Save. Hit Back.

Compile the note. On the Preview screen for the compiled note, record the date you are sending the referral
to the provider. If you are sending the information electronically, click the box “eSent to Provider.”

Enter Drate= on ariginal note
Clinic {Outpatient) | notthe Clinical Summany
n Fatient requests
ader ON or OFF Summary

I =)
rd || internal mes=sage | _

[ eSent to Provider I

rd || internal message |

O Fatient Specific
Educational Materials Printed

View
PDF

I Go to WORK Areas

ngerthan 12 pages.
choose Multiple Blodes when compiling the note.

Appointment Book

Print Invoice

| |
| |
| Patient Account |
| |
! !

Make Referral

Create Clinical Summary

L W - I R S . SRy [l Y
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Next, click Create Clinical Summary.

Enter [rates

Service Location: | Clinic (Qutpatient) | e
O F al
| Turn Name In Header ON or OFF J Sul
Copy contents of the

text only into: | clipboard I | internal message I |:
Copy complete 0 ez

Create note into: | clipboard I | internal message I
Time .
] a
Clear Print View O Eq
L Time [4) GotowoRK Areas it :

Print Preview

Hold down Shift key to Print or Preview notes longer than 12 pages.

For Discharge Summary longerthan 12 pages, choose Multiple Blodes when compiling the note.

Please Note: Changes or edits Appointment Book

made on this page will be lost if you

return to the work areas and [Tl [eTeE

am

Make Refersl

You should limit your editing on this

page to minor, last minute changes

Create Clinical Summary

|
|
reassemble the note. | Patient Account
|
|
|

made just hefore printing.
On the next screen click “Compile this Note”

Clinical Summary
Include Medical History @®Yes CHo
Include Diagnoses ®Yes O OmitAll O Omit Axes llto V
Include Adverse Drug Reactions @ Yes OHo

Create Discharge Summany

Include Immunizations @ Yes OHo
Include Procedures @ Yes O Ho
Include Vital Signs ®Yes OHo

Include Medications ®Yes COmitAll C Omit Active (O Omit Administered

Include Lab Tests Performed Since  [6/25/2014 [E)| to [3725/2014 ||
{Leave Either Field Blank for Hone)

Delete This

Compile and preview

[ P— Compile this Note J

Print the Summary and send via fax to provider OR go to upload.icanotes.com site to retrieve the

summary, save and send to the provider using secure

methods to protect PHI.

Measure 2: 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 10% of such transitions and referrals either (a) electronically

transmitted using CEHRT to a recipient or (b) where the recipient receives the summary of care

record via exchange facilitated by an organization that is a NwHIN Exchange participant or in a manner that is
consistent with the governance mechanism ONC establishes for the NwHIN.
Denominator: Number of transitions of care and referrals during the EHR reporting period for which the EP

was the transferring or referring provider

Numerator: The number of transitions of care and referrals in the denominator where a summary of care
record was a) electronically transmitted using CEHRT to a recipient or b) where the recipient receives the
summary of care record via exchange facilitated by an organization that is a NwHIN Exchange participant or in
a manner that is consistent with governance mechanism ONC establishes for the nationwide health

information network. The organization can be a third-party or sender’s own organization

Threshold: The percentage must be more than 10 percent in order for an EP to meet this measure
Exclusion: Any EP who transfers a patient to another setting or refers a patient to another provider less than
100 times during the EHR reporting period is excluded from all 3 measures

To send a Summary of Care document electronically, you will need a Direct email address for the provider you
wish to send the document to. After you have followed the steps in Measure 1 above to create the Clinical
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Summary, go to the Documents tab on the patient’s Chart Face. Find the Clinical Summary you created on the
list of documents, and click the View this Document button.

- B
cllnlcal Documents loeation: hitps:fupload.icanotes.com 281031 4i@directicanotes.caom
.......Fiter Documents by Description Filter Documents by Folder
¥ X  Document count: § Show All & Displayed

Clinical Summary - 97252014 i : file 925201430402PM.pdf [Create Hash|| Encrypt | view thi 1
&4 U By: Sandy Crowley On: Thursday, September 25, 2014  ° — | ¥iew this Decument
C Patient Records | Decrypt

Clinical Summary - 972512014 (z)  File Name: file 525201430152PM,pdf Views this Document
Uploaded By: Sandy Crowley COn: Thursday, September 23, 2014

Category: Patient Records

Click on the words “Send via Direct secure email”

ICA 3 Back to list of documents | Print send via Direct
v I secure email
file 925201430402P M. pdf Rocket, Johnny
Clinical Summary - 9/25/2014 1000010655649

Enter the Direct secure email address of the provider in the pop-up window (the email address must have the
word “direct” in it after the @), then click Send.

direct message

The File will be sent as an atkachment wia the encrypted Direct
secure email protocal From noreply@direct.icanotes,com., IF the
intended recipient does not support the Direct protocol, the email
will ot be sent,

ko

Cancel | | Send I

NOTE: To receive credit on the Meaningful Use Report for sending this summary of care information
electronically, you will need to check the box labeled “eSent to Provider” on the Clinical Summary Preview
screen when you record the date sent as described above in Measure 1.

-

Alternately, you can sign up for a Kno2 account which can be used to electronically send patient information to
other providers from directly within ICANotes. More information is available at: http://kno2.com/

Measure 3: Conducts one or more successful electronic exchanges of a summary of care document, as part of
which is counted in "measure 2" (for EPs the measure at §495.6(j)(14)(ii)(B) with (a) a recipient who has EHR
technology that was developed designed by a different EHR technology developer than the sender's EHR
technology certified to 45 CFR 170.314(b)(2) or (b) conducts one or more successful tests with the CMS
designated test EHR during the EHR reporting period.

EPs must attest YES to either part (a) or part (b) of Measure 3. This test can be performed by sending a CCDA
document to the Direct email address of a provider using another Meaningful Use Stage 2 certified EHR. Just
follow the steps for Measure 2 above to send the CCDA document electronically.

CORE MEASURE 16: Submit immunization information — Take Exclusion
Measure: Successful ongoing submission of electronic immunization data from CEHRT to an immunization
registry or immunization information system for the entire EHR reporting period. Objective: Capability to
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submit electronic data to immunization registries or immunization information systems except where
prohibited, and in accordance with applicable law and practice.

Exclusion: Any EP that meets one or more of the following criteria may be excluded from this objective:
(1) the EP does not administer any of the immunizations to any of the populations for which data is
collected by their jurisdiction's immunization registry or immunization information system

during the EHR reporting period;

(2) the EP operates in a jurisdiction for which no immunization registry or immunization information
system is capable of accepting the specific standards required for CEHRT at the start of their EHR
reporting period

(3) the EP operates in a jurisdiction where no immunization registry or immunization information system
provides information timely on capability to receive immunization data; or

(4) the EP operates in a jurisdiction for which no immunization registry or immunization information
system that is capable of accepting the specific standards required by CEHRT at the start of their

EHR reporting period can enroll additional EPs.

CORE MEASURE 17: Use secure electronic messaging

Measure: A secure message was sent using the electronic messaging function of CEHRT by more than 5% of
unique patients (or their authorized representatives) seen by the EP during the EHR reporting period. Objective:
Use secure electronic messaging to communicate with patients on relevant health information.

Denominator: Number of unique patients seen by the EP during the EHR reporting period
Numerator: The number of patients or patient-authorized representatives in the denominator who send a
secure electronic message to the EP that is received using the electronic messaging function of CEHRT during
the EHR reporting period.
Threshold: The resulting percentage must be more than 5% in order for an EP to meet this measure
Exclusion: Any EP who has no office visits during the EHR reporting period, or any EP who conducts 50% or
more of his or her patient encounters in a county that does not have 50% or more of its housing units with
3Mbps broadband availability according to the latest information available from the FCC on the first day of the
EHR reporting period.
e Follow the steps for Core Measure 7 to:
o Enable the Patient Portal for your practice
o Invite patients to register for an account on the Patient Portal
o Provide the patient with Patient Portal Instructions
e Regularly check the Patient Portal section of the Messaging Center for secure messages from your
patients

EA 3 _'ChartRoom

Messaging Center

Internal Messages Patient Portal Send Message to ICANotes Support | Request a New Feature in |
Patient Portal For: Create a New Message
Select / Unselect Messages
Sandy Crowley
Delete Selected Messages Urresd messages are highlighted in ELUE
%L‘< o Select Patient Subject Sent Print
'hld Johnny Rocket I= thi= a =ide effect of my medication? 95222014 12:19:06 PM “‘_‘
!;,9_, Sent Johnny Rocket ‘Who is gending this 919/2014 10:13:44 PM ]
- Johnny Rocket Test Message 9192014 10:01:25 PM “‘_‘
Deleted Johnny Rocket testing again 9192014 10:0828 P | (%

N
~N
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e When you reply to a secure message from a patient, they will receive an email at their regular email
address notifying them to check the portal for a secure message from their provider.

The Meaningful Use Report can be run periodically (before 9 am or after 5 pm Eastern time) to monitor your
progress against the 5% threshold for this measure.

MENU MEASURES (3 required)

MENU MEASURE 2: Record electronic notes in patient record

Measure: Enter at least one electronic progress note created, edited and signed by an EP for more than 30
percent 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. Objective: Record
electronic notes in patient records.

Denominator: Number of unique patients with at least one office visit during the EHR reporting period for EPs
during the EHR reporting period

Numerator: The number of unique patients in the denominator who have at least one electronic progress
note from an eligible professional recorded as text searchable data

Threshold: The resulting percentage must be more than 30% in order for an EP to meet this measure
Exclusion: Any EP who has no office visits during the EHR reporting period

e Go to the patient’s Chart Face
e C(Click the Progress Note Prescriber button to create an electronic note for the patient
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MENU MEASURE 3: Imaging results

Measure: 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. Objective: Imaging results consisting of the image itself and
any explanation or other accompanying information are accessible through CEHRT.

Denominator: Number of tests whose result is one or more images ordered by the EP during the EHR reporting
period

Numerator: The number of results in the denominator that are accessible through CEHRT

Threshold: The resulting percentage must be more than 10 percent in order to meet this measure

Exclusion: Any EP who orders less than 100 tests whose result is an image during the EHR reporting period; or
any EP who has no access to electronic imaging results at the start of the EHR reporting period

e To record the results for an imaging test that was ordered for the patient, go to the Progress Note Pt 1
screen and click on the Enter Test Results button;

[ Demaographics ][ PHN, part 1 ][ FM, part 2 ][ PR {Man R ][ Graup Therapy
PROGRESS NOTE, PRESCRIEER: PART 1: WORK AREA [ reEmimE |
All Normal JNTERVAL HISTORY: | =]

Clinical Status { Complexity (2]

Low Complex

Mod Complex

™
High Complex.

Symptoms

Normal | ) |Pl can't describ‘e..l

Denies ADHD ar

Denies Anxiety ar
Denies ASD or
Denies Dementia | or
Denies Depression| or
Denies Eating Dis. | or

Denies Mania ar

Drenies OCD ar
Denies ODD ar

[_Replace Text
EXAM: =

Denies Psychosis | or

Denies Use or

Denies With .| or

Compl. ROS

Extended ROS || ;
Constit. ROS Normal All ?lher
Muscskel. ROS Normal normal

[ seebetaledros |

Enter Test Results

Behavior

Click the +New button to create a test result, then select Imaging from the first shrub column.

TEST RESULTS

Use the Hew button to create an entry for each Test Result and then Save to the list. Click an entry in the list to edit the Test

Date Performed
— C apeend E

1) Select the type of test 2) Select the test name 3] Select test result value Test Type
Cardiology Chest ¥ Ray, PA imaging
Che i =try Chest ¥ Ray, PAand Lateral LTS Eale
He rmatology MR ﬂm‘ ....................................
Im=ging T Scan Sermrress s ———
Bactericlogy _TESt Hame
MRI

ke am sl
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Select the test name and test result value from the second and third shrub columns, then fill out the remaining
fields in the column on the far right. Click Save, then Back.

TEST RESULTS

Use the Hew button to create an entry for each Test Result and then Save to the list. Click an entry in the list to edit the Test

Date Performed
v CaeR2M4 B

1) Select the type of test 2) Select the test name 3) Select test result value i e
Cardiclogy Chest ¥ Ray, PA imaging
Chernistry Chest ¥ Ray, PA and Lateral T s
Hernatal ogy MRI ;'”A ....................................
Im=aging oT Scam | | e
Ezctericlogy _TESt Hame

MR
MNeurology

Thyroid Function
Test Result

Test Interpretation

Lab/Org. Performing Test

I:l Cancel

MENU MEASURE 4: Family Health History

Measure: More than 20% of all unique patients seen by the EP during the EHR reportingperiod have a
structured data entry for one or more first-degree relatives. Objective: Record patient family health history as
structured data.

Denominator: Number of unique patients seen by the EP during the EHR reporting period
Numerator: The number of patients in the denominator with a structured data entry for one or more first-

degree relatives
Threshold: The resulting percentage must be more than 20 percent in order to meet this measure

Exclusion: Any EP who has no office visits during the EHR reporting period
To record family health history as structured data in ICANotes, from the patient’s Chart Face, click on the

Demographics tab (NOTE: entering family history in the Complete Evaluation will not count on the
Meaningful Use Report).
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e Click on the “Other Contacts” tab
e Next select the “Family Contacts” tab
o Click on the “Family History Entry” button

e Click on the “Add Family History Entry” button

e Follow the 4 steps to enter desired information.

31



Note: ICANotes is not certified to instruct eligible providers on how to attest for meaningful use. For one-on-one assistance please
contact our consulting partner AttestEasy at 888-373-4778, ext 3012.

MEANINGFUL USE TRACKING REPORT

To run a report which will provide you with the numerators, denominators, and thresholds achieved for each
of the meaningful use measures:

o Select “Reports” from the menu at the top of the screen
o Select “Meaningful Use Measures”
= Select MU Stage 2
e Identify the clinician
e Input the Start and End date for the reporting period
e C(lick “Go”

Jchart Room ICANotes Meaningful Use Measures
MU STAGE 1 | MU STAGE 2 |
Clinician [Courney

Repcitolasyiced Results for Courtney from BI22/2014 to 92202014 =

Start Date |6/22/2014 End Date [3/22/2014 Measure Mumeratar Denaotminatar Percentane Threshold
All Measures Record smoking status (13+ yrs) 4 85 4.21% 80%

CORE Measures

1) CPOE Rx Radiology Labs

2) ePrescribing Denaminator: all unique patients age 13 or older seen during the reporting period
3) Record demographics

) Vitals, BMI, Growth charts

5) Record smoking status

6) Clinical Decision Support

7) Patient Electronic Access

8) Clinical Summaries

9) Protect Electronic Health Info

10) Lab test Resuits

11) Patient Lists

12) Patient reminders- Preventive Care
13) Patient-specific education

14) Med Reconciliation

15) Summary of Care

16) Immunizations Registries

17) Secure Messaging

Menu Set

1) Report to PHA
2) Electronic Notes
3) Imaging Results

Go 4) Family Health History

Murneratar: unique patients 13 years or olderwith smoking status recorded

Certified Clinical Quality Measures (CQMs):

ICANotes staff will run the Clinical Quality Measures Report for you at the end of your attestation period (after
December 31, 2014). Since there are no thresholds for this measure, you don’t need to monitor your progress
against achieving the measure. Submit your request for this report to ticket@icanotes.com.

Providers must report on 9 CQMs, and they must cover 3 of the 6 domains. Each measure is assigned a domain
by CMS (e.g., Population/Public Health, Patient Safety, etc.).
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Threshold: There is no threshold or percentages attached to CQMs -9 CQMs must be chosen and they must
cover at least 3 of the available domains.

ICANotes is certified for the 9 CQMs listed below:

e CMS002v3 NQF 0418 Preventive Care and Screening: Clinical Depression Domain: Population/Public
Health

e (CMS68v3 NQF 0419 Documentation of Current Medications Domain: Patient Safety

e CMS69v2 NQF 0421 Preventive care and Screening: BMI Domain: Population/Public Health

e CMS50v2 Closing the referral loop: receipt of specialist report Domain: Care Coordination

e CMS 138v2 NQF 0028 Preventive Care and Screening: Tobacco Domain: Population/Public Health

e CMS165v2 NQF 0018 Controlling High Blood Pressure Domain: Clinical Process/Effectiveness

e CMS 127v2 NQF 0043 Pneumonia Vaccination Status for Older Adults Domain: Clinical
Process/Effectiveness

e CMS 128v2 NQF 0105 Anti-Depressant Medication Management Domain: Clinical
Process/Effectiveness

e CMS 130v2 NQF 0034 Colorectal Cancer Screening Domain: Clinical Process/Effectiveness

For specialties like psychiatry, providers may not find any measures relevant to their practice. It is acceptable
for there to be 0 in the numerators and denominators for all or some of these measures if they are not
relevant to a provider’s practice; however, 9 measures must be reported on.

If you have any questions about the instructions for one or more of these measures, please contact
AttestEasy at 888-373-4778, x3012. Identify yourself as an ICANotes user and leave a voicemail
message. All messages will be answered promptly.

Disclaimer: ICANotes is not certified to instruct Eligible Providers on how to attest for Meaningful Use. Our
Support Department is unable to provide any answers to questions regarding definitions or interpretation of
the requirements outlined by CMS. For expert assistance including one-on-one guidance through the
complexities of attestation we highly recommend contacting our consulting partner AttestEasy at 888-373-
4778 x 3012.
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