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Core 1 - Computerized Provider Order Entry (CPOE)

What More than 60% of medication orders, 30% of laboratory orders, and 30% of 
radiology orders must be recorded using CPOE.

How Medication orders can be entered using the “Create Rx” button or through 
integration with RxNT via the “Launch RxNT” button. ""
Laboratory and radiology orders are entered on the Orders - Medical screen.  
Users need to indicate the order “Type” on the first slider as “Laboratory” or 
“Radiology”. 

Why CPOE allows medication, laboratory, and radiology orders to be accurate, 
legible and checked for potential problems or errors.

Core 2 - e-Prescribing

What More than 50 percent of prescriptions written by the provider must be 
transmitted electronically.

How Users that are customers of RxNT can click the “Launch RxNT” button on the 
Medication screen within an encounter or within the Rx section of the record.  
Users can alternately utilize a non-integrated, but certified, e-prescribing 
program.

Why E-prescribing offers a fast, efficient, and accurate method to order and 
transmit prescriptions.

Core 3 -  Record Demographics

What More than 80 percent of unique patients seen must have the following 
documented: Date of Birth, Sex, Preferred Language, Race, Ethnicity.

How Documentation of patient demographics is performed on the the Personal 
Details slider of the Demographics screen.

Why Maintaining patient demographics allows a provider to analyze clinical data in 
terms of the five demographic groups.

Core 4 -  Record Vital Signs

What More than 80% of unique patients seen have blood pressure (for patients age 
3+) and height/length and weight (all ages) recorded.

How Blood pressure can be documented on either the Vital Signs or Blood 
Pressure test.  Height/length and weight must be recorded on the Vital Signs 
test.  Depending of scope of practice, a provider can: "
• document all 3 vital signs"
• document only height/weight "
• document only blood pressure"
• exclude from the objective

Why Vital signs provide baseline data for clinical decision making and historical 
analysis.

http://insight.revolutionehr.com/?p=11324
http://insight.revolutionehr.com/?p=11322
http://insight.revolutionehr.com/?p=11329
http://insight.revolutionehr.com/?p=11327
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Core 5 -  Record Smoking Status

What More than 80 percent of unique patients age 13 or older must have smoking 
status recorded.

How Smoking status must be documented using the Smoking Status drop down list 
on the PFSH screen within the History step of an encounter.

Why Tobacco use presents significant health risks to patients.  Evidence suggests 
that provider interest in tobacco use can be an important first step toward 
cessation.

Core 6 -  Clinical Decision Support

What At least 5 clinical decision support rules related to four or more clinical quality 
measures must be in place for the entire reporting period.  Additionally, drug 
interactions checks must be enabled for the entire reporting period.

How The Clinical Decision Support screen must be added to the Assessment & 
Plan encounter step within Administration and it must be in place on day one 
of the reporting period.  The five CQM-relevant CDS rules are available 
automatically.  ""
Addition of the CDS screen to Assessment & Plan as well as additional rule 
creation is identical to the process for patient education rules covered in these 
video tutorials.""
Drug-drug and drug-allergy checks are available through RevolutionEHR's 
integrated e-prescribing partner, RxNT.

Why Clinical decision support can assist providers in assuring that all patients, 
particularly those with chronic conditions, receive appropriate and timely 
services.  Drug interaction checks improve patient safety by providing real-
time information about the possibility of adverse events at the time the 
provider is entering the order.

http://insight.revolutionehr.com/?p=11332
http://insight.revolutionehr.com/?p=11335
http://insight.revolutionehr.com/?p=1532
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Core 7 -  Patient Electronic Access

What Patient Electronic Access has two measures in Stage 2:"
• More than 50 percent of unique patients seen must have access to 

RevolutionPHR within 4 days of their encounter."
• More than 5 percent of unique patients seen must use the PHR to View, 

Download, or Transmit their health information.

How RevolutionPHR access is established on the Login Information slider within 
the Demographics screen.  The “Allow Login” box can be checked to allow a 
username and temporary password to be generated.  Once saved and the 
encounter signed within 4 days, the measure numerator will increase by one.""
For the second measure, a patient will need to click on the View, Download, 
or Transmit links available within the “About Me” or “Appointments” section of 
the PHR.    

Why Providing patients with electronic access to their health information promotes 
both patient and family engagement while also facilitating continuity of care 
with other providers.

Core 8 -  Clinical Summaries

What A clinical summary must be provided to the patient within 1 day for more 
than 50% of all office visits

How If the patient has RevolutionPHR access credentials, signing the encounter 
within 1 day will count for clinical summary delivery as the patient can self-
generate the document if they desire.  This is the preferred method of 
delivery as it conserves office resources (time, ink, paper) while promoting 
patient engagement with the PHR.  ""
Alternately, this document can be generated via the “Clinical Summary” 
button along the header bar within an encounter and then be printed or 
transferred to a media device for delivery.  

Why Clinical summaries increase patient and family awareness of what took 
place during an encounter.  Clinical summaries can also be provided by the 
patient to other providers to assist in care coordination.  

http://insight.revolutionehr.com/?p=11339
http://insight.revolutionehr.com/?p=11337
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Core 9 -  Protect Electronic Information

What Providers must conduct a security risk analysis (SRA) in accordance with 
HIPAA standards, implement security updates as necessary, and correct 
identified security deficiencies as part of the risk management process. 

How There is no requirement that the SRA be performed by an outside firm, but a 
thorough analysis that will stand up to a compliance review will require 
expert knowledge that an experienced firm outside of the practice could 
provide.  RevolutionEHR has partnered with WHITEC to provide a trusted 
source for virtual SRA assistance.""
Upon completion of the SRA, the user can click “Done” on the scorecard to 
enter the date of completion and then toggle the radio selection to “Yes”.  

Why RevolutionEHR is certified as a Base EHR which meets all of the ONC 
standards for managing data in a secure manner.  The SRA focuses on how 
the practice manages internally stored ePHI and assists in identifying and 
correcting security gaps that could lead to breach of that data.

Core 10 - Incorporate Clinical Lab Test Results

What More than 55% of all clinical lab tests ordered during the period whose 
results are either in a positive/negative or numerical format are incorporated 
as structured data.

How Clinical lab tests and results must be documented using the Orders - Medical 
screen.  A radio selection is available within the “Results” slider of an order 
that will trigger the denominator for this measure when it is left empty or 
“Normal/Abnormal” or “Numeric” are selected.  If the order then has a result 
value entered in the LAB RESULT field or a selection of “Normal” or 
“Abnormal” it will count in the numerator.

Why Having lab test results entered in the patient’s record allows easy access 
when needed and enhances a provider’s ability to make real-time decisions.  

Core 11 - Patient Lists

What Generate at least one list of patients based on a specific condition.

How Any patient search that is performed within the reporting period with a 
diagnosis code included in the search criteria will satisfy this objective for all 
providers in a practice.  Once a search is successfully run, the MU scorecard 
will reflect completion of the objective.

Why Generating patient lists based on data in the electronic record helps 
providers better manage their patient base through efforts like focused staff 
education and patient outreach.

http://insight.revolutionehr.com/?p=11341
http://market.revolutionehr.com/whitec/
http://insight.revolutionehr.com/?p=11345
http://insight.revolutionehr.com/?p=11343
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Core 12 - Preventative Care

What More than 10% of all patients seen 2+ times during the 24 months 
preceding the reporting period must be sent an appropriate reminder.

How RevolutionEHR will automatically track e-mail reminders sent through use 
of fthe envelope icon found on the Recall screen.  Alternate forms of 
reminders are acceptable, but will require a manual count for scoring. 

Why Reminders allow providers to keep active patients without booked 
appointments, particularly those with specific needs, aware of the need for 
care and serve as a “call to action” for scheduling.

Core 13 - Patient-Specific Education Resources

What More than 10% of unique patients seen are provided patient-specific 
education resources.

How There are two ways to satisfy this objective in RevolutionEHR:"
• Create and implement patient education rules that trigger based on 

problem list, medication list, or lab test results.  After adding the Patient 
Education screen to the Assessment & Plan step, the user will see these 
rules when applicable and can indicate the form of delivery in the 
“Confirmation Status” drop down list.  Indicating form of delivery is the 
scoring action."

• Click the Infobutton next to entries in diagnosis and medication lists.  
This will link to MedlinePlus Connect where additional information about 
the condition or medication can be discussed or provided to the patient.  
Clicking Infobutton is the scoring action.

Why Patient-specific education enables providers to supply their patients with 
relevant information to help them better understand their diagnoses and, 
ultimately, make more informed decisions about their health.

Core 14 - Medication Reconciliation

What More than 50% of all new patients plus those referred to the provider or 
other relevant encounters must have medication reconciliation performed.

How A new patient is automatically included in the denominator of the measure.  
An established patient undergoing an inbound transition of care or an 
otherwise relevant encounter with an external medication list is included in 
the denominator when the “TOC Document Received” box on the RFV 
screen is checked. ""
Those patients who then have a consolidation between an external 
medication list and the one in RevolutionEHR can be said to have 
medication reconciliation performed. The user must then check the box on 
the Medication screen labeled “Medication Reconciliation Performed.” New 
patients who have this box checked will count in the numerator of the 
measure.  Established patients who have the “Medication Reconciliation 
Performed” box checked who also had the “TOC Document Received”  
box checked will represent the numerator for the calculation.

Why Patient safety is improved and errors are reduced when an accurate list of 
a patient’s current medications is obtained and consolidated within 
RevolutionEHR.

http://insight.revolutionehr.com/?p=11347
http://insight.revolutionehr.com/?p=11351
http://insight.revolutionehr.com/?p=11349
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Core 15 - Summary of Care

What This objective has three measures:"
• More than 50% of patients referred to another setting must have a 

Summary of Care document provided."
• More than 10% of patients referred to another setting must have a 

Summary of Care document provided electronically."
• The provider must perform at least one test exchange of a Summary 

of Care document with either an EHR from another vendor or the 
CMS test EHR.

How Outbound transitions of care should be logged in the Referrals screen.  
Each referral logged adds to the denominator of the calculation. 
 
Summary of care (or Transition of Care) records can be generated 
using the “Record Summary” button along the patient header bar or the 
“Generate Transition of Care” button within the Referrals screen.  When 
this document is generated and supplied to the consulting provider, the 
“Document(s) Provided” box can be checked.  Each referral that has 
the “Document(s) Provided” box checked will add to the numerator of 
the calculation for the first measure.""
To send the document electronically, the “Send Transition of Care” 
button within the Referrals screen is used.  This button is only 
functional when:"
• The practice has Direct enabled,"
• The referred to provider has a Direct address entered in their external 

provider file,"
• The referred by provider has a Direct address entered in their 

employee file.""
Clicking the “Send Transition of Care” button opens a new secure 
message window addressed to the consulting provider.  Clicking the 
“Send” button automatically generates a “Summary of Care” document, 
attaches it to the message, and provides the numerator count for the 
second measure.

Why Providing a Summary of Care document to a consulting provider 
assists with coordination, continuity, and quality of care by supplying 
important information regarding the patient’s previous care.

http://insight.revolutionehr.com/?p=11354
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Core 17 -  Secure Electronic Messaging

What More than 5% of unique patients seen must send a secure message to 
the provider.

How Patients with RevolutionPHR access are capable of securely messaging 
any provider within the practice.  To count for the measure of this 
objective, a patient seen during the reporting period must send a 
message to their provider.  This message can be patient-initiated or a 
reply to one from the provider.

Why Secure messaging is an inexpensive tool that allows providers and 
patients to communicate about potentially sensitive health information 
even in times when both parties aren’t simultaneously available.

Core 16 - Immunization Registries Data Submission

What The provider must perform at least one test of the EHR’s capacity to 
submit electronic data to immunization registries and follow up 
submission if the test is successful unless the registries do not have the 
capacity to receive the information electronically.

How Since it is extremely rare that an eye care provider will administer an 
immunization, RevolutionEHR made a strategic decision not to certify 
for this objective and, instead, focus resources on criteria that are core 
to the practice of optometry and ophthalmology.  Accordingly, 
RevolutionEHR users will claim an exclusion for this objective during 
attestation.

Why Submission of immunization information to registries improves 
healthcare community awareness of historical data and allows vaccines 
to be provided at the proper intervals.

http://insight.revolutionehr.com/?p=11358
http://insight.revolutionehr.com/?p=11362
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Menu 3 - Imaging Results

What More than 10% of all tests ordered by the provider during the reporting period whose 
result is one or more images must have the result(s) accessible through the EHR.

How Tests and their resulting images (i.e., OCT, photography) can be entered in 
RevolutionEHR using the three sliders on the Orders - Medical screen. ""
On the “Orders – Medical” slider:  1)  Identify “Order” with corresponding LOINC 
code.  2)  Add “Start” and “End” dates for the order.  3)  Select the provider in the 
“Ordered By” drop-down list"

On the “Orders – Medical: Results” slider:  Identify the “Result Type” as an image by 
selecting the “Image” radio button"

On the “Orders – Medical: Interpretation and Report” slider:  1)  Document 
interpretation and report.  2)  Upload test result file(s). "

An indication of “Result Type” as “Image” sets the denominator count.  Upload of the 
resulting image file triggers the numerator.

Why Having diagnostic images and interpretation entered in the patient’s record allows 
easy access when needed and enhances a provider’s ability to make real-time 
decisions.    

Menu 2 -  Electronic Notes

What More than 30% of unique patients seen must have at least one text-searchable 
electronic note created, edited, and signed by the provider.

How Electronic notes can be created and edited in three places in RevolutionEHR:"
• The Patient and Provider Reason for Visit spaces on the RFV screen,"
• A general care plan added to a diagnosis in the Plan screen of an encounter,"
• The Assessment Comments screen.

Why Clinical narratives supplement structured data entries to create a more complete 
picture of the patient’s care.

Menu 1 - Syndromic Surveillance Data Submission

What The provider must perform at least one test of the EHR’s capacity to submit electronic 
syndromic surveillance data to public health agencies and follow up submission if the 
test is successful unless the registries do not have the capacity to receive the 
information electronically.

How Since it is extremely rare that an eye care provider will diagnose a syndromic 
condition, RevolutionEHR made a strategic decision not to certify for this objective 
and, instead, focus resources on criteria that are core to the practice of optometry 
and ophthalmology.  Accordingly, RevolutionEHR users will claim an exclusion for this 
objective during attestation.

Why Submission of syndromic data to registries improves public health on a local and 
national level by allowing decision makers to analyze epidemiological trends and 
reduce public health threats.  

http://insight.revolutionehr.com/?p=11373
http://insight.revolutionehr.com/?p=11370
http://insight.revolutionehr.com/?p=11375
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Menu 5 _ Report Cancer Cases

What The successful submission of cancer case information from a certified EHR 
to a central cancer registry is expected to be ongoing for the entire EHR 
reporting period.

How Optometrists do not directly diagnose or treat cancer and, accordingly, 
should exclude from this objective.

Why Submission of cancer data to a registry can be used to identify and track 
trends that might otherwise prove to difficult to monitor.

Menu 4 - Family Health History

What More than 20% of unique patients seen must have a structured healthy 
history entry for one or more 1st-degree relatives.

How 1st-degree family medical and ocular histories can be documented using the 
similarly- named screens in RevolutionEHR.  A training video for these 
screens is available here.

Why Documentation of family history within the EHR minimizes the need for 
collection of this information by multiple providers.  Additionally, structured 
family history data can be utilized by other functionality, such as clinical 
decision support, to improve care of the patient.

Menu 6 - Report Specific Cases

What The successful submission of specific case information from a certified EHR 
to a central public health registry is expected to be ongoing for the entire 
EHR reporting period.

How Optometrists do not directly diagnose or treat diseases associated with a 
specialized registry and, accordingly, should exclude from this objective. 

Why Submission of data to a registry can be used to identify and track trends that 
might otherwise prove to difficult to monitor.

http://insight.revolutionehr.com/?p=11366
http://insight.revolutionehr.com/?p=11368
http://goo.gl/rPjK8L
http://insight.revolutionehr.com/?p=11364

