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Meaningful Use Stage 2 vs. Stage 1: Moving from Data Collection to Advanced
Clinical Processes and Patient Engagement

BY MARK LUTES AND ALAAP SHAH

Introduction

O n Aug. 23, 2012, the U.S. Department of Health
and Human Services (‘‘HHS’’) issued the final rule
on Stage 2 of the meaningful use incentive pro-

gram for electronic health records (‘‘EHRs’’). In large
part, Stage 2 attempts to employ objectives that foster
patient access to their health information and more in-

teroperable health information exchange. Farzad Mo-
stashari, the National Coordinator for Health Informa-
tion Technology within the Office of the National Coor-
dinator for Health Information Technology of HHS
(‘‘ONC’’), has asserted as much, calling the movement
from Stage 1 from Stage 2 ‘‘the big push . . . to move be-
yond data collection to improving care.’’

By way of background, it should be noted that the fi-
nal rule has modified certain provisions of the proposed
rule to account for comments and concerns lodged by
various stakeholders.

First, timing for qualification has been extended to
2014.

Second, Stage 2 now offers additional flexibility to
qualify for meaningful use through a batch reporting
process that would allow groups to submit attestation
information for all of their individual eligible profes-
sionals (‘‘EPs’’) in one file.

Third, CMS has modified timing of the 90-day period
on which providers can report. Fourth, with regard to
objectives, the final rule significantly reduces a number
of thresholds.

Nonetheless, despite some of these reduced reporting
and timing burdens, the technical burden remains
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largely unchanged. Therefore, providers should fully
evaluate the new reporting criteria, timing and associ-
ated costs of qualifying for meaningful use when pursu-
ing qualification under Stage 2.

Here we address the highlights of Stage 2 reporting
under the final rule and share some observations as to
cost/benefit considerations relative to the Stage 2 re-
quirements.

Stage 2 Core Objectives and Menu Objectives
Stage 2 reporting requirements retain the same struc-

ture as Stage 1 insofar as providers must still meet a
combination of core and menu objectives. As discussed
more fully below, some Stage 1 objectives were either
combined or eliminated, but nearly all the Stage 1 core
and menu objectives that were proposed have been in-
cluded in some fashion in Stage 2 final rule. For many
of these Stage 2 objectives retained from Stage 1, the
threshold that providers must meet for the objective has
also been raised.

Providers should fully evaluate the new reporting

criteria, timing and associated costs of qualifying

for meaningful use when pursuing qualification

under Stage 2.

However, similar to Stage 1, flexibility exists in Stage
2 for providers to qualify for meaningful use incentive
payments without having to meet objectives outside
their normal scope of clinical practice. However, pro-
viders should note that a change from Stage 1 to Stage
2 is that claiming exclusions for Stage 2 menu objec-
tives no longer counts toward the number of objectives
satisfied.

The requirements to meet core objectives have been
expanded since Stage 1 which required EPs to meet 15
core objectives and eligible hospitals as well as Critical
Access Hospitals (‘‘CAHs’’) to meet 14 core objectives.
Under Stage 2, EPs must meet 17 core objectives and 3
menu objectives that they select from a total list of 6, or
a total of 20 core objectives. Eligible hospitals and
CAHs must meet 16 core objectives and 3 menu objec-
tives that they select from a total list of 6, or a total of
19 core objectives.

On the other hand, the menu objectives requirements
have been reduced from Stage 1 to Stage 2. Particularly,
Stage 1 required EPs, eligible hospitals and CAHs to
meet 5 of 10 menu objectives, while Stage 2 requires
EPs, eligible hospitals and CAHs to meet only 3 of 6
menu objectives. Tables attached as Appendix A (EPs –
Comparison of Stage 1 vs. Stage 2 Core and Menu Ob-
jectives) and Appendix B (Eligible Hospitals and CAHs
– Comparison of Stage 1 vs. Stage 2 Core and Menu Ob-
jectives) compare the core and menu objectives for
Stage 2 to related Stage 1 objectives.

Some Significant Changes
Notable changes include eliminating the Stage 1 core

objective for testing of ‘‘exchange of key clinical infor-
mation’’ and adding a new, more robust ‘‘transitions of
care’’ core objective in Stage 2. Specifically, this new

Stage 2 core objective requires providers who transition
or refer a patient to another care setting or provider to
give a summary of care record for more than 50% of
transitioned patients or referrals. Additionally, for more
than 10% of transitioned patients and referrals, provid-
ers must provide a summary of care record electroni-
cally.

In an effort to promote interoperability among dispa-
rate EHR systems, the new Stage 2 core objective also
requires providers to conduct one or more successful
electronic exchanges of a summary of care record with
a recipient using technology that was designed by a dif-
ferent EHR developer than the sender’s or to conduct
one or more successful tests with the CMS-designated
test EHR during the EHR reporting period.

Additionally, the Stage 1 core objective to ‘‘provide
patients with an electronic copy of their health informa-
tion’’ was eliminated and replaced by the Stage 2
‘‘electronic/online access’’ core objective. Specifically
for EPs, this new Stage 2 core objective requires provid-
ing patients the ability to view online, download and
transmit their health information within four business
days of the information being available to the EP. For
eligible hospitals and CAHs, the new Stage 2 core ob-
jective requires providing patients the ability to view
online, download and transmit their health information
within 36 hours after discharge from the hospital.

New menu objectives were also added in Stage 2 in-
cluding the following: record electronic notes in patient
records, imaging results accessible through EHR, re-
cord patient family health history, identify and report
cancer cases to a State cancer registry (for EPs only),
identify and report specific cases to a specialized regis-
try (other than a cancer registry) (for EPs only), gener-
ate and transmit permissible discharge prescriptions
electronically (‘‘eRx’’) (new for eligible hospitals and
CAHs only), and provide structured electronic lab re-
sults to ambulatory providers (for eligible hospitals and
CAHs only).

Changes in Timing and Periods of Reporting
The final rule makes it clear that providers seeking

incentive payments under Stage 2 will not need to meet
Stage 2 requirements until 2014 at the earliest. This tim-
ing has been expanded since the original 2013 deadline
set forth under the 2009 American Recovery and Rein-
vestment Act (‘‘ARRA’’). The table below indicates the
progression of meaningful use stages since the incep-
tion of the incentive program.

Reporting periods for the meaningful use criteria
have also changed from Stage 1 to Stage 2. For Stage 1,
providers are free to choose the 90-day interval as long
as it occurs prior to the close of the calendar or fiscal
year. For Stage 2, providers must choose from a list of
fixed 90-day periods set forth in the final rule.

EPs can choose from the following periods: January
1, 2014, through March 31, 2014; April 1, 2014, through
June 30, 2014; July 1, 2014, through September 30,
2014; or October 1, 2014, through December 31, 2014.
Eligible hospitals and CAHs can choose from the fol-
lowing periods: October 1, 2013, through December 31,
2013; January 1, 2014, through March 31, 2014; April 1,
2014, through June 30, 2014; or July 1, 2014, through
September 30, 2014.

Several Reduced Thresholds
A number of thresholds have been reduced in re-

sponse to overwhelming concern about meeting pro-
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posed targets. Notably, the ‘‘transitions of care’’ core
objective, requiring providing a summary of care docu-
ment at transition, dropped to 50% from 65%.

Even more dramatically, the eligible hospital ‘‘ePre-
scribing’’ threshold for the eRx menu objective was re-
duced from 50% to 10%. Likewise, the ‘‘image results’’
threshold was reduced from 40% to 10%. Even the
threshold for patients utilizing view, download, and
transmit functionality under the Stage 2 ‘‘electronic/
online access’’ core objective was reduced from 10% to
5%.

Data Privacy and Security
Despite easing some burden on providers by lower-

ing certain thresholds for various core and menu objec-
tives, certain objectives may create additional burden.
Most notably, providers must encrypt HIPAA data at
rest to properly secure health care information under
Stage 2. The final rule presents guidance on encryption
of data from EHRs, but such guidance suggests provid-
ers must encrypt all temp files, cookies or other types
of data caches.

Reporting on Clinical Quality Measures (CQMs)
The Stage 2 final rule also requires that providers re-

port on a minimum number of CQMs. CQMs are no lon-
ger a core objective beginning in 2014, but all providers
are required to report on CQMs in order to demonstrate
meaningful use.

Specifically, EPs must report on 9 out of 64 total
CQMs while eligible hospitals and CAHs must report on
16 out of 29 total CQMs. Additionally, all providers
must select CQMs from at least 3 of the 6 key health
care policy domains from the HHS National Quality
Strategy including: Patient and Family Engagement;
Patient Safety; Care Coordination; Population and Pub-
lic Health; Efficient Use of Healthcare Resources; and
Clinical Processes/Effectiveness.

Observations as to Impact
During a time when physicians are being challenged

by fee reductions, additional checks on the care plans
that they develop and the capital and operating ex-
penses associated with health information technology,
it would be sensible for each new regulatory require-
ment imposed to be ‘‘lean and mean.’’ In other words,
new reporting requirements should be closely linked to
fundamental policy goals.

Also, new regulatory burdens should be tested
against a standard that asks whether their benefits
clearly outweigh the costs of complying because the ag-
gregate burden of costs being borne in the sector is not

insignificant and it has material impacts on the number
of persons able to practice independently and even on
the willingness of talent to enter the field. Ultimately,
the attainment of public policy health access goals will
be impacted by the availability of health care personnel
and the costs they incur in education, training and in at-
tempting to be in practice.

Many of the Stage 2 ‘‘objectives’’ and ‘‘measures’’ are
extensions of those in Stage 1. Where they are, perhaps
the burden of proof might be deemed to be lower inso-
far as physicians seeking incentive payments at this
stage will already have incurred some of the set up
costs associated with attaining Stage 1 measures. There
is one new core objective – with measures that must be
attained to earn the incentive payment in contrast to
several new menu objectives from which attainment of
only 3 of the 6 is required.

The new ‘‘electronic/online access’’ core measure re-
quires that 5% of patients seeing the applicant eligible
professional have sent a message to the professional us-
ing secure messaging capability. This requirement can
be criticized for several reasons.

First, it saddles physicians with a patient encounter
that, under many payor programs, the physician will
not be reimbursed for.

Second, it places the physician seeking to obtain the
Stage 2 incentive payment in the awkward position of
needing to incent her patients to utilize email transmis-
sions. While one would expect that this communication
pathway would develop over time, it is not certain why
physicians should be punished should their patients not
take advantage of it at this juncture.

The new menu objectives, while offering choice, also
raise questions from a cost/benefit perspective. For the
most part, these objectives pertain to developing a more
robust medical record—requiring the practitioner to use
the EHR for progress notes (for 30% of patients), to ac-
cess scans (for 20% of patients), and for family histo-
ries. We have to hope that the benefit of these compo-
nents of the EHR outweigh the issues created as to ease
of use of various systems with concomitant impact on
productivity.

A similar critique might be raised with respect to
those menu objectives that relate to utilization of regis-
tries. Submission of cancer cases to a cancer registry
and other cases to appropriate registries is no doubt
laudable. However, would a failure to be able to do so
merit withholding EHR stimulus dollars otherwise
earned? Are these objectives fundamental to the care
coordination and quality goals of the meaningful use
program?

Table 1: Meaningful Use Staging by Year

1ST Year Stage of Meaningful Use
2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

2011 1 1 1 2 2 3 3 TBD TBD TBD TBD
2012 1 1 2 2 3 3 TBD TBD TBD TBD
2013 1 1 2 2 3 3 TBD TBD TBD
2014 1 1 2 2 3 3 TBD TBD
2015 1 1 2 2 3 3 TBD
2016 1 1 2 2 3 3
2017 1 1 2 2 3
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Turning back to the core objective measures, we
again acknowledge that the ‘‘hurdle’’ posed by these
measures is not new and thus that the burden of proof
for their acceptance is conceptually lower. For the most
part, these measures merely increase the percentage of
cases that must satisfy a measure (e.g. a higher percent-
age of scripts being placed through computerized auto
experts). However, one could argue that a number of
these measures are not ‘‘core’’ to the public policy goals
around facilitating care management and transitions.

It is an interesting commentary on the prospects for
near term success of information exchange that the ob-
jective of exchange of clinical information, with its ac-
companying measure around certifying the EHR, has
been eliminated from Stage 1 and not extended to Stage
2.

One might speculate that the exchange goals were
too high given current technical limitations and note
that the drafters have instead concentrated their hopes
on facilitating patients’ access to records on line. It is
also interesting to note that those patients will have the
option of merely viewing or downloading the info—
transmission of the data is something that is facilitated
not required.

An additional metric addresses the provision of clini-
cal summaries to 50% of patients within 4 days of the
service being rendered. Thus, the final Stage 2 rules
suggest that the high goal of electronic data ‘‘ex-
change’’ is giving way to ‘‘access’’. The target has
moved from incentivizing physicians to exchange to in-
centivizing them to give access to electronic data.

A final way to critique the Stage 2 measures is to re-
view them for consistency with other policy direction.
One measure may be found wanting by this standard—
the measure suggesting the Stage 2 security risk analy-
sis address, among other topics, ‘‘the encryption/
security of data at rest.’’

Risk analysis is indeed appropriate under HIPAA and
applicable NIST standards. However, such standards
also do not compel encryption of data at rest. Data that
is not web facing can be secured by means of physical
safeguards to the point where an analysis would sug-
gest foreseeable risk has been adequately addressed.
One might be concerned, however, that the phrasing of
this measure will lead certain meaningful use appli-
cants to adopt a control for data at rest that is not cost-
effective and may lead to degradation of performance
of the EHR. As was noted above, given the demands on
physician practice capital, no extraneous demands
should be placed on those funds by this rule.

Conclusion
The final rule for Stage 2 meaningful use has been

modified since Stage 1 in a number of significant ways.
From a policy perspective, the new objectives seek
greater patient engagement and empowerment through
promoting access and education. Further, the new ob-
jectives seek to transition providers from an EHR capa-
bility ‘‘testing’’ phase under certain Stage 1 require-
ments to more robust and active use of those EHR func-
tions under Stage 2.

Stage 2 objectives also generally ramp up reporting
thresholds significantly when compared to correspond-
ing Stage 1 objectives. However, it should be noted that
some of the thresholds under the Stage 2 proposed rule
have been significantly reduced in the final rule as de-
scribed above. In addition to the greater rigor with re-
gard to Stage 2 objectives, the Stage 2 final rule makes
clear that, while some flexibility still exists with regard
to qualifying for meaningful use, some of that leniency
in Stage 1 has been reduced in Stage 2.

In light of these changes, providers need to fully
evaluate the cost-benefit of pursuing Stage 2 meaning-
ful use in 2014 or beyond.
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APPENDIX A
EPs – Comparison of Stage 1 vs. Stage 2 Core and Menu Objectives

Stage 2 Objective Objective
Type Measure Related Stage 1

Objective Measure Change

Use computerized
provider order entry
(CPOE) for medica-
tion, laboratory and
radiology orders

Core More than 60% of medica-
tion, 30% of laboratory,
and 30% of radiology or-
ders

Use CPOE for
medication orders

More than 30% of unique
patients with at least one
medication

Increased re-
porting thresh-
old

Introduced
new reporting
types

Generate and transmit
permissible prescrip-
tions electronically
(eRx)

Core More than 50% of all per-
missible prescriptions writ-
ten by the EP are compared
to at least one drug formu-
lary and transmitted elec-
tronically

Generate and trans-
mit permissible
prescriptions elec-
tronically (eRx)

More than 40% of all per-
missible prescriptions writ-
ten by the EP are transmit-
ted electronically

Increased re-
porting thresh-
old

Record demographic
information

Core More than 80% of all
unique patients seen by the
EP have demographics re-
corded as structured data

Record demo-
graphic informa-
tion

More than 50% of all
unique patients seen by the
EP have demographics re-
corded as structured data

Increased re-
porting thresh-
old

Record and chart
changes in vital signs

Core More than 80% of all
unique patients seen by the
EP have blood pressure (for
patients age 3 and over
only) and height and
weight (for all ages) re-
corded as structured data

Record and chart
changes in vital
signs

For more than 50% of all
unique patients age 2 and
over seen by the EP, blood
pressure, height and weight
are recorded as structured
data

Increased re-
porting thresh-
old

Change in age
baseline

Record smoking sta-
tus for patients 13
years old or older

Core More than 80% of all
unique patients 13 years
old or older seen by the EP
have smoking status re-
corded as structured data

Record smoking
status for patients
13 years old or
older

More than 50% of all
unique patients 13 years
old or older seen by the EP
have smoking status re-
corded as structured data

Increased re-
porting thresh-
old

Use clinical decision
support to improve
performance on high-
priority health condi-
tions

Core 1. Implement 5 clinical
decision support interven-
tions related to 4 or more
clinical quality measures, if
applicable, at a relevant
point in patient care for the
entire EHR reporting pe-
riod.

2. The EP, eligible hospital,
or CAH has enabled the
functionality for drug-drug
and drug-allergy interaction
checks for the entire EHR
reporting period

Implement one
clinical decision
support rule rel-
evant to specialty
or high clinical
priority along with
the ability to track
compliance that
rule

Implement one clinical de-
cision support rule

Increased
clinical deci-
sion support
tool use re-
quired

Introduced
drug-drug in-
teraction
checks
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Stage 2 Objective Objective
Type Measure Related Stage 1

Objective Measure Change

Provide patients the
ability to view online,
download and trans-
mit their health infor-
mation

Core 1. More than 50% of all
unique patients seen by the
EP during the EHR report-
ing period are provided
timely (available to the pa-
tient within 4 business days
after the information is
available to the EP) online
access to their health infor-
mation

2. More than 5% of all
unique patients seen by the
EP during the EHR report-
ing period (or their autho-
rized representatives) view,
download, or transmit to a
third party their health in-
formation

Provide patients
with an electronic
copy of their
health information
(including diagnos-
tic test results,
problem list, medi-
cation lists, medi-
cation allergies),
upon request

More than 50% of all pa-
tients of the EP who re-
quest an electronic copy of
their health information are
provided it within 3 busi-
ness days

Timing of pro-
viding access
enlarged, and
new threshold
introduced

Provide clinical sum-
maries for patients for
each office visit

Core Clinical summaries pro-
vided to patients within one
business day for more than
50% of office visits

Provide clinical
summaries for pa-
tients for each of-
fice visit

Clinical summaries pro-
vided to patients for more

than 50% of all office visits
within 3 business days

Time period
for providing
clinical sum-
maries short-
ened

Protect electronic
health information
created or maintained
by the Certified EHR
Technology

Core Conduct or review a secu-
rity risk analysis in accor-
dance with the require-
ments under 45 CFR
164.308 (a)(1), including
addressing the encryption /
security of data at rest and
implement security updates
as necessary and correct
identified security deficien-
cies as part of its risk man-
agement process

Protect electronic
health information
created or main-
tained by the certi-
fied EHR technol-
ogy through the
implementation of
appropriate techni-
cal capabilities

Conduct or review a secu-
rity risk analysis per 45
CFR 164.308 (a)(1) and
implement security updates
as necessary and correct
identified security deficien-
cies as part of its risk man-
agement process

Introduced
required en-
cryption for
data at rest

Incorporate clinical
lab-test results into
Certified EHR Tech-
nology

Core More than 55% of all clini-
cal lab tests results ordered
by the EP during the EHR
reporting period whose re-
sults are either in a
positive/negative or nu-
merical format are incorpo-
rated as structured data

Incorporate clinical
lab-test results into
certified EHR tech-
nology as struc-
tured data

More than 40% of all clini-
cal lab tests results ordered
by the EP during the EHR
reporting period whose re-
sults are either in a
positive/negative or nu-
merical format are incorpo-
rated as structured data

Increased re-
porting thresh-
old

Generate lists of pa-
tients by specific con-
ditions to use for
quality improvement,
reduction of dispari-
ties, research, or out-
reach

Core Generate at least one report
listing patients of the EP
with a specific condition

Generate lists of
patients by specific
conditions to use
for quality im-
provement, reduc-
tion of disparities,
research or out-
reach

Generate at least one report
listing patients of the EP
with a specific condition

No Change

Use clinically rel-
evant information to
identify patients who
should receive re-
minders for
preventive/follow-up
care

Core More than 20% of all
unique patients 65 years or
older or 5 years old or
younger were sent an ap-
propriate reminder during
the EHR reporting period

Use clinically rel-
evant information
to identify patients
who should receive
reminders for
preventive/
follow-up care

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

Increase re-
porting thresh-
old
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Stage 2 Objective Objective
Type Measure Related Stage 1

Objective Measure Change

Use certified EHR
technology to identify
patient-specific educa-
tion resources

Core More than 10% of all
unique patients seen by the
EP are provided patient-
specific education resources
indentified by EHR

Use certified EHR
technology to iden-
tify and provide
patient-specific
education resources

More than 10% of all
unique patients seen by the
EP are provided patient-
specific education resources
indentified by EHR

No change

Perform medication
reconciliation

Core Perform medication recon-
ciliation for more than 50%
of transitions of care in
which the patient is transi-
tioned into the care of the
EP or admitted to the eli-
gible hospital’s or CAH’s
inpatient or emergency de-
partment (POS 21 or 23).

Perform medica-
tion reconciliation

Perform medication recon-
ciliation for more than 50%
of transitions of care in
which the patient is admit-
ted to the eligible hospital’s
or CAH’s inpatient or
emergency department
(POS 21 or 23).

Includes tran-
sition to an-
other EP
within transi-
tion of care

Provide summary of
care record for each
transition of care or
referral

Core 1. Provide a summary of
care record for more than
50% of transitions of care
and referrals

2. Provide a summary of
care record either a) elec-
tronically to a recipient
using CEHRT or b) via
exchange facilitated by
NwHIN or a ONC-
validated mechanism to
facilitate exchange for 10%
of transitions and referrals

3. Either a) conduct one or
more electronic exchanges
between different EHRs or
b) conduct one or more
tests with the CMS-
designated test EHR

The EP who transi-
tions their patient
to another setting
of care or provider
of care or refers
their patient to an-
other provider of
care should pro-
vide summary of
care record for
each transition of
care or referral

Provide a summary of care
record for more than 50%
of transitions of care and
referrals

No change to
reporting
threshold

Introduced
required pro-
vider to pro-
vider elec-
tronic ex-
change

Submit electronic
data to immunization
registries

Core Successful ongoing submis-
sion of electronic immuni-
zation data to an immuniza-
tion registry or immuniza-
tion information system for
the entire EHR reporting
period

Capability to sub-
mit data to immu-
nization registries
or Immunization
Information Sys-
tems and actual
submission except
where prohibited
and in accordance
with applicable law
and practice

Performed at least one test
of EHR capacity to submit
electronic data to immuni-
zation registries and follow
up submission if the test is
successful (unless none of
the immunization registries
to which the EP submits
such information have the
capacity to receive the in-
formation electronically)

Increased re-
porting thresh-
old

Use secure electronic
messaging to commu-
nicate with patients
on relevant health
information

Core A secure message was sent
using the electronic mes-
saging function by more
than 5% of unique patients
seen during the EHR re-
porting period

No related Stage 1
measure

N/A New core ob-
jective

7

HEALTH IT LAW & INDUSTRY REPORT ISSN 2151-2876 BNA 9-24-12



Stage 2 Objective Objective
Type Measure Related Stage 1

Objective Measure Change

Submit electronic
syndromic surveil-
lance data to public
health agencies

Menu Successful ongoing submis-
sion of electronic syn-
dromic surveillance data
from Certified EHR Tech-
nology to a public health
agency for the entire EHR
reporting period

Capability to sub-
mit electronic syn-
dromic surveillance
data to public
health agencies and
actual submission
except where pro-
hibited and in ac-
cordance with ap-
plicable law and
practice

Performed at least one test
of EHR capacity to provide
electronic syndromic sur-
veillance data to public
health agencies and
follow-up submission if the
test is successful (unless
none of the public health
agencies to which an EP,
eligible hospital or CAH
submits such information
have the capacity to receive
the information electroni-
cally)

Increased re-
porting thresh-
old

Record electronic
notes in patient re-
cords

Menu Enter at least one electronic
progress note created, ed-
ited and signed by an EP
for more than 30% of
unique patients

No related Stage 1
measure

N/A New menu
objective

Imaging results acces-
sible through CEHRT

Menu More than 20% of all scans
and tests whose result is an
image ordered by the EP
for patients seen during the
EHR reporting period are
incorporated into or acces-
sible through Certified EHR
Technology

No related Stage 1
measure

N/A New menu
objective

Record patient family
health history

Menu More than 20% of all
unique patients seen by the
EP during the EHR report-
ing period have a structured
data entry for one or more
first-degree relatives or an
indication that family
health history has been

No related Stage 1
measure

N/A New menu
objective

Identify and report
cancer cases to a
State cancer registry

Menu Successful ongoing submis-
sion of cancer case infor-
mation from Certified EHR
Technology to a cancer
registry for the entire EHR
reporting period

No related Stage 1
measure

N/A New menu
objective

Identify and report
specific cases to a
specialized registry
(other than a cancer
registry)

Menu Successful ongoing submis-
sion of specific case infor-
mation from Certified EHR
Technology to a specialized
registry for the entire EHR
reporting period

No related Stage 1
measure

N/A New menu
objective
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APPENDIX B
Eligible Hospitals and CAHs –Comparison of Stage 1 vs. Stage 2 Core and Menu Objectives

Stage 2 Objective Objective
Type Measure Related Stage 1

Objective Measure Change

Use computerized
provider order entry
(CPOE) for medica-
tion, laboratory and
radiology orders

Core More than 60% of medica-
tion, 30% of laboratory,
and 30% of radiology or-
ders created by authorized
providers of the eligible
hospital’s or CAH’s inpa-
tient or emergency depart-
ment (POS 21 or 23) dur-
ing the EHR reporting pe-
riod are recorded using
CPOE

Use CPOE for
medication orders

More than 30% of unique
patients with at least one
medication in their medica-
tion list admitted to the
eligible hospital’s or CAH’s
inpatient or emergency de-
partment (POS 21 or 23)
have at least one medica-
tion order entered using
CPOE

Increased re-
porting thresh-
old and new
types of re-
porting

Record demographic
information

Core More than 80% of all
unique patients admitted to
the eligible hospital’s or
CAH’s inpatient or emer-
gency department (POS 21
or 23) have demographics
recorded as structured data

Record demo-
graphic informa-
tion

More than 50% of all
unique patients admitted to
the eligible hospital’s or
CAH’s inpatient or emer-
gency department (POS 21
or 23) have demographics
recorded as structured data

Increased re-
porting thresh-
old

Record and chart
changes in vital signs

Core More than 80% of all
unique patients admitted to
the eligible hospital’s or
CAH’s inpatient or emer-
gency department (POS 21
or 23) have blood pressure
(for patients age 3 and over
only) and height and
weight (for all ages) re-
corded as structured data

Record and chart
changes in vital
signs

More than 50% of all
unique patients age 2 and
over admitted to eligible
hospital’s or CAH’s inpa-
tient or emergency depart-
ment (POS 21 or 23), blood
pressure height and weight
are recorded as structured
data

Increased re-
porting thresh-
old

Record smoking sta-
tus for patients 13
years old or older

Core More than 80% of all
unique patients 13 years
old or older admitted to the
eligible hospital’s or CAH’s
inpatient or emergency de-
partment (POS 21 or 23)
have smoking status re-
corded as structured data

Record smoking
status for patients
13 years old or
older

More than 50% of all
unique patients 13 years
old or older admitted to the
eligible hospital’s or CAH’s
inpatient or emergency de-
partment (POS 21 or 23)
have smoking status re-
corded as structured data

Increased re-
porting thresh-
old

Use clinical decision
support to improve
performance on high-
priority health condi-
tions

Core 1. Implement 5 clinical
decision support interven-
tions related to 4 or more
clinical quality measures, if
applicable, at a relevant
point in patient care for the
entire EHR reporting pe-
riod.

2. The eligible hospital or
CAH has enabled the func-
tionality for drug-drug and
drug-allergy interaction
checks for the entire EHR
reporting period

Implement one
clinical decision
support rule rel-
evant to specialty
or high clinical
priority along with
the ability to track
compliance that
rule

Implement one clinical de-
cision support rule

Increased
clinical deci-
sion support
tool use re-
quired

Introduced
drug-drug in-
teraction
checks
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Stage 2 Objective Objective
Type Measure Related Stage 1

Objective Measure Change

Provide patients the
ability to view online,
download and trans-
mit their health infor-
mation within 36
hours after discharge
from the hospital

Core Provide online access to
health information for more
than 50% with more than
5% actually accessing

Provide patients
with an electronic
copy of their
health information
(including diagnos-
tic test results,
problem list, medi-
cation lists, medi-
cation allergies),
upon request

More than 50% of all pa-
tients of the inpatient or
emergency departments of
the eligible hospital or
CAH (POS 21 or 23) who
request an electronic copy
of their health information
are provided it within 3
business days

New core ob-
jective incor-
porate Stage 1
objectives for
providing pa-
tients elec-
tronic copies
of health re-
cords

Protect electronic
health information
created or maintained
by the Certified EHR
Technology

Core Conduct or review a secu-
rity risk analysis in accor-
dance with the require-
ments under 45 CFR
164.308 (a)(1), including
addressing the encryption /
security of data at rest and
implement security updates
as necessary and correct
identified security deficien-
cies as part of its risk man-
agement process

Protect electronic
health information
created or main-
tained by the certi-
fied EHR technol-
ogy through the
implementation of
appropriate techni-
cal capabilities

Conduct or review a secu-
rity risk analysis per 45
CFR 164.308 (a)(1) and
implement security updates
as necessary and correct
identified security deficien-
cies as part of its risk man-
agement process

Introduced
required en-
cryption for
data at rest

Incorporate clinical
lab-test results into
Certified EHR Tech-
nology

Core More than 55% of all clini-
cal lab tests results ordered
by authorized providers of
the eligible hospital or
CAH for patients admitted
to its inpatient or emer-
gency department (POS 21
or 23) during the EHR re-
porting period whose re-
sults are either in a
positive/negative or nu-
merical format are incorpo-
rated in Certified EHR
Technology as structured
data

Incorporate clinical
lab-test results into
certified EHR tech-
nology as struc-
tured data

More than 40% of all clini-
cal lab tests results ordered
by an authorized provider
of the eligible hospital or
CAH for patients admitted
to its inpatient or emer-
gency department (POS 21
or 23) during the EHR re-
porting period whose re-
sults are either in a
positive/negative or nu-
merical format are incorpo-
rated in certified EHR tech-
nology as structured data

Increased re-
porting thresh-
old

Capability to submit
electronic data on
reportable (as re-
quired by state or
local law) lab results
to public health agen-
cies and actual sub-
mission except where
prohibited and in ac-
cordance with appli-
cable law and prac-
tice

Core Successful ongoing submis-
sion of electronic reportable
laboratory results from Cer-
tified EHR Technology to
public health agencies for
the entire EHR reporting
period as authorized, and in
accordance with applicable
State law and practice

Capability to sub-
mit electronic data
on reportable (as
required by state or
local law) lab re-
sults to public
health agencies and
actual submission
except where pro-
hibited and in ac-
cordance with ap-
plicable law and
practice

Performed at least one test
of certified EHR technolo-
gy’s capacity to provide
electronic submission of
reportable lab results to
public health agencies and
follow-up submission if the
test is successful (unless
none of the public health
agencies to which eligible
hospital or CAH submits
such information have the
capacity to receive the in-
formation electronically)

Increased re-
porting thresh-
old

Generate lists of pa-
tients by specific con-
ditions to use for
quality improvement,
reduction of dispari-
ties, research, or out-
reach

Core Generate at least one report
listing patients of the eli-
gible hospital or CAH with
a specific condition

Generate lists of
patients by specific
conditions to use
for quality im-
provement, reduc-
tion of disparities,
research or out-
reach

Generate at least one report
listing patients of the eli-
gible hospital or CAH with
a specific condition

No Change
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Stage 2 Objective Objective
Type Measure Related Stage 1

Objective Measure Change

Use certified EHR
technology to identify
patient-specific educa-
tion resources

Core More than 10% of all
unique patients admitted to
the eligible hospital’s or
CAH’s inpatient and emer-
gency departments (POS 21
and 23) are provided
patient- specific education
resources

Use certified EHR
technology to iden-
tify patient-specific
education resources
and provide those
resources to the
patient if appropri-
ate

More than 10% of all
unique patients admitted to
the eligible hospital’s or
CAH’s inpatient or emer-
gency department (POS 21
or 23) are provided patient-
specific education resources

No change

Perform medication
reconciliation

Core The eligible hospital or
CAH performs medication
reconciliation for more than
50% of transitions of care
in which the patient is ad-
mitted to the eligible hospi-
tal’s or CAH’s inpatient or
emergency department
(POS 21 or 23)

Perform medica-
tion reconciliation

Perform medication recon-
ciliation for more than 50
percent of transitions of
care in which the patient is
admitted to the eligible
hospital’s or CAH’s inpa-
tient or emergency depart-
ment (POS 21 or 23).

No change

Provide summary of
care record for each
transition of care or
referral

Core 1. Provide a summary of
care record for more than
50% of transitions of care
and referrals

2. Provide a summary of
care record either a) elec-
tronically to a recipient
using CEHRT or b) via
exchange facilitated by
NwHIN or a ONC-
validated mechanism to
facilitate exchange for 10%
of transitions and referrals

The eligible hospi-
tal or CAH that
transitions their
patient to another
setting of care or
provider of care or
refers their patient
to another provider
of care should pro-
vide summary of
care record for
each transition of
care or referral

Provide a summary of care
record for more than 50%
of transitions of care and
referrals

No change to
reporting
threshold

Introduced
required pro-
vider to pro-
vider elec-
tronic ex-
change

Submit electronic
data to immunization
registries

Core Successful ongoing submis-
sion of electronic immuni-
zation data to an immuniza-
tion registry or immuniza-
tion information system for
the entire EHR reporting
period

Capability to sub-
mit data to immu-
nization registries
or Immunization
Information Sys-
tems and actual
submission except
where prohibited
and in accordance
with applicable law
and practice

Performed at least one test
of EHR capacity to submit
electronic data to immuni-
zation registries and follow
up submission if the test is
successful (unless none of
the immunization registries
to which the eligible hospi-
tal or CAH submits such
information have the capac-
ity to receive the informa-
tion electronically)

Increased re-
porting thresh-
old

Submit electronic
syndromic surveil-
lance data to public
health agencies

Core Successful ongoing submis-
sion of electronic syn-
dromic surveillance data
from Certified EHR Tech-
nology to a public health
agency for the entire EHR
reporting period

Capability to sub-
mit electronic syn-
dromic surveillance
data to public
health agencies and
actual submission
except where pro-
hibited and in ac-
cordance with ap-
plicable law and
practice

Performed at least one test
of certified EHR technolo-
gy’s capacity to provide
electronic syndromic sur-
veillance data to public
health agencies and
follow-up submission if the
test is successful (unless
none of the public health
agencies to which an EP,
eligible hospital or CAH
submits such information
have the capacity to receive
the information electroni-
cally)

Increased re-
porting thresh-
old
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Stage 2 Objective Objective
Type Measure Related Stage 1

Objective Measure Change

Automatically track
medications from or-
der to administration
using assistive tech-
nologies in conjunc-
tion with an elec-
tronic medication ad-
ministration record
(eMAR)

Core More than 10% of medica-
tion orders created by au-
thorized providers of the
eligible hospital’s or CAH’s
inpatient or emergency de-
partment (POS 21 or 23)
during the EHR reporting
period for which all doses
are tracked are tracked us-
ing eMAR

No related Stage 1
objective

N/A New core ob-
jective

Record whether a
patient 65 years old
or older has an ad-
vance directive

Menu More than 50% of all
unique patients 65 years
old or older admitted to the
eligible hospital’s or CAH’s
inpatient department (POS
21) during the EHR report-
ing period have an indica-
tion of an advance directive
status recorded as struc-
tured data

Record advance
directives for pa-
tients 65 years old
or older

More than 50% of all
unique patients 65 years
old or older admitted to the
eligible hospital’s or CAH’s
inpatient department (POS
21) have an indication of
an advance directive status
recorded

No change

Record electronic
notes in patient re-
cords

Menu Enter at least one electronic
progress note created, ed-
ited and signed by an EP
for more than 30% of
unique patients

No related Stage 1
measure

N/A New menu
objective

Imaging results acces-
sible through CEHRT

Menu More than 20% of all scans
and tests whose result is an
image ordered by the EP
for patients seen during the
EHR reporting period are
incorporated into or acces-
sible through Certified EHR
Technology

No related Stage 1
measure

N/A New menu
objective

Record patient family
health history

Menu More than 20% of all
unique patients seen by the
EP during the EHR report-
ing period have a structured
data entry for one or more
first-degree relatives or an
indication that family
health history has been re-
corded

No related Stage 1
measure

N/A New menu
objective

Generate and transmit
permissible prescrip-
tions electronically
(eRx)

Menu More than 10% of hospital
discharge medication orders
for permissible prescrip-
tions (for new or changed
prescriptions) are compared
to at least one drug formu-
lary and transmitted elec-
tronically using Certified
EHR Technology

No related Stage 1
measure

N/A New menu
objective

Provide structured
electronic lab results
to ambulatory provid-
ers

Menu Hospital labs send struc-
tured electronic clinical lab
results to the ordering pro-
vider for more than 20% of
electronic lab orders re-
ceived

No related Stage 1
objective

N/A New menu
objective

12

9-24-12 COPYRIGHT � 2012 BY THE BUREAU OF NATIONAL AFFAIRS, INC. HITR ISSN 2151-2876


	Meaningful Use Stage 2 vs. Stage 1: Moving from Data Collection to Advanced Clinical Processes and Patient Engagement

