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Our Vision: Since 1972, Community Health Center, Inc. has been building a world-

class primary health care system committed to caring for underserved and uninsured 
populations and focused on improving health outcomes, as well as building healthy 
communities.  

Innovations 
 

• Integrated primary care disciplines 
• Fully integrated EHR 
• Patient portal and HIE 
• Extensive school-based care system 
• “Wherever You Are” Health Care 
• Centering Pregnancy model 
• Residency training for nurse practitioners 
• New residency training for psychologists 

Community Health Center, Inc. 
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Three Foundational Pillars  
Clinical Excellence      
Research & Development       
Training the Next Generation 



Objectives 

 Understand an overview of different EDR-EHR 
integration options and how to utilize the selection tool 
for EDR adaptation by Health Centers and safety-net 
clinics  

 Learn about the highlights of the NNOHA HIT White 
Paper and how it can be used by providers and their 
teams 

 Understand how integrated systems can improve the 
overall care for the patients 

 Walk through CHCI process in EDR Selection and 
Implementation  

 Understand what Meaningful Use means for Dentists 
 



The extent to which the Electronic Medical and Dental 
records converge to form a single patient record and 
system 

– Maintain one billing/collections and A/R system 

– Demographic and Patient Care information 

– Ability to run UDS and practice management reports from one system 

– Limit the amount of training required 

– Easily provide clinicians with tools not present in clinical systems 

– Ability to view patient’s dental/medical information  

– One Database or Two? Or Three? 

EMR/EDR integration 



• Informed clinical practice 

– Reduction in errors, increased availability of records 
and data, reminders and alerts, e-prescribing/refill 
automation 

• Interconnection of clinicians between disciplines 

• Personalized care 

• Improvements in population health 

• Clinical Decision Support 

• Patient Centered Medical Home 

• Meaningful Use 

Benefits of an Integrated EDR/EHR 



EMR/EDR Levels of Integration 
 

Level  1             
All Paper 

Level 2 
Electronic 
Medical 
Record 

Only 

Level 3  
Electronic 

Dental 
Record 

Only 

Level 4 
Separate 
Electronic 
Medical 

and 
Dental 

Records 

Level 5 
Electronic 
Medical 
Records 

with 
Dental 

Templates 

Level 6 
Home 
Grown 

Electronic 
Medical & 

Dental 
Records 

Level 7 
Interfaced 
Electronic 
Medical & 

Dental 
Record 

Level 8 
Fully 

Integrated 
Electronic 
Medical & 

Dental 
Record 

Level 9 
Fully 

Integrated 
Electronic 
Medical & 

Dental 
Record + 

Electronic 
Health 
Record 

No integration                          Full Integration 



7. Interfaced Electronic Medical and 
Dental Records 

Clinics contract with a Health Center Controlled Network (or other 3rd party 
vendor) and as part of the services, pay for the proprietary HL7 bridge that 

allows EDR to interface with EMR – 2 separate programs 

 
Pros 

• EDR dental specific 

• HL7 messaging is an 
accepted interoperability 
standard 

• Opportunity to obtain 
Meaningful Use incentive 
payments if EMR-EDR 
solution is ONC certified 

Cons 

• Limited information 
sharing 

• Duplicate information 
between two systems 

• Generally there is an 
extra cost for HL7 
interface set up and any 
future upgrades 



VERSION 2.0, AUGUST 2012 

An Overview of 
NNOHA’s HIT White Paper 



• Helps oral health providers select and EDR/EHR 
and participate in Meaningful Use (MU) 
incentive programs through an EDR/EHR 
Selection Tool 

• Provides review of MU and requirements 
applicable to oral health providers 

• Identifies 6 Clinical Quality Measures (CQMs) 
that would be more applicable to Health Center 
oral health programs than current CQMs 
included in MU incentive programs 

HIT White Paper Version 2.0 



• Interviews four vendors to determine:  

– interoperability between EDR and EHR  

– ability to meet MU objectives 

– capability of reporting NNOHA’s proposed 
CQMs for oral health 

 

HIT White Paper Version 2.0 (cont.) 



• Four vendors included in process: 

– QSI/NextGen: QSI EDR and NextGen EHR. 

– Open Dental/eClinicalWorks: Open Dental EDR and 
eClinicalWorks EHR. Please note eClinicalWorks is a 
separate corporation. 

– Henry Schein/Vitera (formerly Sage): Dentrix 
Enterprise and Sage Intergy EHR. Please note Vitera is 
a separate corporation and has a HL7 interface to 
Dentrix Enterprise. 

– Mediadent/SuccessEHS: Mediadent EDR and 
Success EHS EHR. 

EDR/EHR Selection Tool: Vendors  



Step Description of Steps 

1 Eligible Professional Assessment 

2 Vendor Background Information - Request For Information (RFI) 

3 Review of Meaningful Use Core & Menu Set Objectives 

4 Review of Meaningful Use Clinical Quality Measures (CQMs) 

5 Vendor Response to Meaningful Use Certification and Reporting 

Measures 

6 Vendor Response to NNOHA's Proposed Clinical Quality Measures 

(CQMs) for Oral Health  

7 Vendor Response to EDR-EHR Practice-Specific Requirements 

8 
Vendor Response to Qualitative Requirements 

9 
Vendor Response to Vendor Solution Cost 

10 
Vendor Selection Criteria and Summary Ratings 

EDR/EHR Selection Tool:  
The Process 



• Clinical Care management 

• Treatment planning requirements 

• Dental specific charting (tooth and perio) 

• Dental Lab case tracking 

• Productivity Measurement 

• Admin functions (form letters, alerts, appt tracking, 
short list, billing, fee schedules, statements) 

• Technical requirements 

• Integration ability 

• Dental imaging 

• JC standards 
 

Vendor Questions beyond MU 



How Do I Use the Selection Tool? 

• Follow Steps 1-10 

• Start by using Eligible Professional Assessment Map for Dentists 
(Step 1) 

– (to determine eligibility for Medicare or Medicaid EDR/EHR 
incentive payments) 

• Read through vendors’ responses to questions about MU 
objectives, clinical quality measures, certification, etc. 

 



How Do I Use the Selection Tool? 
(cont’d) 

• Ask vendors for more information, to help with your own 
assessment 

• Use the vendor rating chart (Appendix A.4) to help determine the 
best EDR/EHR for your Health Center 

• View a demo and talk to users 

 

 



Eligible Provider Assessment 

http://www.nnoha.org/ehrtool.html  

http://www.nnoha.org/ehrtool.html


 



NNOHA Resources 

• Download the white paper and access the EDR/EHR Selection Tool 
at: http://www.nnoha.org/practicemanagement/hit.html 

• To learn more about NNOHA and becoming a member, visit: 
www.nnoha.org  

 

 

http://www.nnoha.org/practicemanagement/hit.html
http://www.nnoha.org/


CHCI Rollout timeline 

First RPF in 2008 (digital radiography implemented) 

Currently using eClinicalWorks and Open Dental 

 Allows for separation of highly specialized information 

• Patient specific information is fully shared 

• Dental procedure specific information remains customized in 
Open Dental 

• The patient lives in eCW and the teeth live in Open Dental 

MU Adaptation in 2012, Stage 1 set for 2013 

 

 

2006 

eCW Medical 
Rollout 

2007 

eCW Behavioral 
Health Rollout 

2008  

Digital Radiography 
Roll out in selected 

sites 

2010  

Digital Radiography 
Rollout 

2011 

eCW/Dental Module 
Rollout  

19 



“The Patient lives in eCW, the teeth live in Open Dental” 

• All dental visits start in eCW with patient schedule 

• The patient lives in eCW but the teeth live in Open Dental 

• Share demographics, medications, allergies, problem lists, referrals, 
labs, imaging, billing charges, patient documents 

– Allows for separation of highly-specialized information 

– Patient specific information is fully shared 

– Dental procedure specific information remains customized in Open Dental 

• Right hand panel in Open Dental is the main vehicle for overview 
of medical information.  

• Radiographs are held in a separate database  
(Apteryx product, XRVision) * 
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“The Patient lives in eCW, the teeth live in Open Dental” 

21 



“The Patient lives in eCW, the teeth live in Open Dental” 
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“The Patient lives in eCW, the teeth live in Open Dental” 
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• How many systems rolling out at once 

• How much time do you have to implement 

• How much $$$ do you have  

• RFP process 

• Evaluate I.T. and Medical Departments 

– What systems are currently in use 

– Can they integrate with a new dental software 

– Are all department rolling out at once 

• Estimate the projected loss of patient visits 

– How to ensure your patients are able to receive care  

– How to compensate for loss revenue 
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Key Decisions in Implementation 



• Determine complexity of systems change 

• Digital Radiography Options (plates vs. sensors) 

• Computer literacy of staff 

– “test” users 

– Provide general training 

• Create and empower Champions at each site 

• Change doesn’t happen overnight 

• Division of tasks between dental team members 

– Front desk/DA/RDH/DMD 

• Do your homework 

• Jump or Wade 
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Key Decisions in Implementation 



• Generate excitement about the process 
• Identify Champions  
• Identify what changes with electronic documentation 
• Develop workflows for current systems ROLE PLAY 

– By procedure (restorative vs. dentures) 
– By provider and setting (mobile vs. fixed) 
– Determine process for historical data load 

• Establish sound I.T. infrastructure 
– Wiring 
– Wi-Fi access points 
– Support team 
– Storage needs for images 

• Determine mobile needs 
 

Tell your patients!!  
Things will feel different for them during their visits. 
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Pre-Rollout Homework 



• Uniqueness of each provider 

• Many overwhelmed initially 

– Graphical charting 

– Autonotes 

– Dental Lab case tracking 
• Supervision of students and  

residents 

• Challenge to complete notes  
in time 

• Adjusting operatory to new 
technology 
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Dental Providers Perspective 



• Who is standing/sitting? 

• Where? 

• Left/right? 

• Height adjustable? 

• Able to be wiped? 

• Privacy 

• Patient education 

• Consent forms? 
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The dental operatory is a busy place  with sharp and 
dirty things that need to be disinfected. 

https://mail.google.com/mail/u/0/?ui=2&ik=eed2e8844b&view=att&th=13b04552b66ded92&attid=0.1&disp=inline&safe=1&zw


• Hands-on training 

• Use the system immediately after training 

• Provide written manuals 

• Typically 4 hours followed by shadowing…varies by facility 

• Length of shadowing 2-3 weeks 

• Should be back to 90% of expected productivity in  
4 weeks 
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Training Recommendations 



 

 

 

 

 

• Train staff on use of system 

• 4 hour training on open dental 

• Roll out 1-2 people (clinical teams) at a time Day 1 

• Additional time per each appointment (50%) 

• Provide support 

• Allow time at end of each session Day 2-3 

• Gradually increase patient schedule 

• By day 7 most providers are up to previous speed 

• Keep support person on site for 2 weeks after initial 
roll out 

Day 4-7 

• Post roll out meeting to address systemic issues 

• Any workflow “work-arounds” unintentionally  
developed? Are they better than current workflow? Day 25 or so… 

30 

Actual Rollout at a Site 



Lessons Learned 

• Operatory Design 

• Identify the needs of your staff before starting  
– Staff computer  skills assessment followed by training if needed 

– Identifies strong IT users as potential super users 

• Need a strong I.T. team and dedicated staff for the roll-out process 

• Need an engaged core clinical superusers group to develop workflows 

• Need a strong dental director or designee as the “cheerleader” to manage the 
upcoming change positively 

• Need to engage with medical colleagues regarding joint issues such as 
medication reconciliation and referrals 

• Ensure enough time is available for training  

• Provide one-on-one shadowing when rolling out  

• Establish policies and guidelines for treatment by students, consents, 
medical histories 

• Develop training manual for all staff and establish new provider training 
protocols 

• Utilize all  your resources and ask questions 
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Recommendations 

• Determine the complexity of change  

• Evaluate digital radiography options 

• Choose system that is fully integrated with your other services   

• Start with introduction of computers  

• Division of tasks between dental team members 

– Front desk 

– DA/RDH/DMD 

• Evaluate computer literacy for all staff 

• Develop and engage champions in design 

• Evaluate needs for a mobile dental component for both imaging and 
records 
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Recommendations 

• Develop reports that would identify missing documentation and 
unlocked notes 

• Balance flexibility with standards 

• Allows for identification of workflow improvements 

• Engage in systematic and scaled up roll out time table 

• Allow for remote access into patient records  

– On call and completion of notes off site 

• Start small and work out the bugs 

• Identify orientation and training process for newly hired employees 
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• Standardize as much as possible  

– Creation of “Autonotes” 

– Keep them as living documents 

– Allows for adherence to policies (pain assessment, informed 
consent, medication reconciliation) 

– Engage champions in design 

• Have a plan for down time 

• Develop a plan for removing of paper records  

– Scanning of entire record? Selected portions?  

– Fate of radiographic film 
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Recommendations 



ORAL HEALTH AND 
MEANINGFUL USE 



EHR Incentive Programs Overview  

• The American Recovery and Reinvestment Act of 
2009 authorizes CMS to provide incentive 
payments to eligible professionals (EPs) and 
hospitals who adopt, implement, upgrade or 
demonstrate meaningful use of certified 
electronic health record (EHR) technology.  

• Providers have to meet specific requirements in 
order to receive incentive payments: Meaningful 
Use Objectives  

https://www.cms.gov/Regulations-and-
Guidance/Legislation/EHRIncentivePrograms/downloads/MU_Stage1_ReqOverview.pdf 

 



Goal 

Adoption 

Meaningful 

Use 

Exchange 

Improved Individual 

and Population 

Health Outcomes 

 

Increased 

Transparency and 

efficiency 

 

Improved ability to 

study and improve 

care delivery 

• Regional Extension Centers 

• Medicaid EHR Program 1st year 

incentive 

• Workforce Training 

• Medicare and Medicaid EHR 

Incentive Programs  

• State Grants for Health Information 

Exchange 

• Medicaid Administrative Funding for HIE 

• Standards and Certification Framework 

• Privacy and Security Framework 

Health IT Practice Research  



Notable Differences Between Medicare 
and Medicaid Programs 

  

Medicare  Medicaid  

Federal Government will implement (will be an 

option nationally)  
Voluntary for States to implement (may not be an 

option in every State)  

Payment reductions begin in 2015 for providers 

that do not demonstrate Meaningful Use  

No Medicaid payment reductions 

Must demonstrate MU in Year 1  A/I/U option for 1st participation year 

Maximum incentive is $44,000 for EPs (bonus for 

EPs in HPSAs)  
Maximum incentive is $63,750 for EPs  

MU definition is common for Medicare  States can adopt certain additional requirements 

for MU  

Last year a provider may initiate program is 2014; 

Last year to register is 2016; Payment 

adjustments begin in 2015 

Last year a provider may initiate program is 2016; 

Last year to register is 2016  

Only physicians, subsection(d) hospitals and 

CAHs  

5 types of EPs, acute care hospitals (including 

CAHs) and children’s hospitals  

https://www.cms.gov/Regulations-and-

Guidance/Legislation/EHRIncentivePrograms/downloads/MU_Stage1_ReqOverview.pdf 



Certified EHR Technology  

• To meet meaningful use, providers must attest to the 
use of EHR technology that is certified by the Office of 
the National Coordinator Authorized Testing and 
Certification Body (ONC-ATCB)  

• A list of the latest certified technology can be found on 
the ONC website http://onc-chpl.force.com/ehrcert   

 

 



Components of Meaningful Use 

1. Use of certified EHR in a 
meaningful manner  
(e.g., e-prescribing) 
 

2. Use of certified EHR technology 
for electronic exchange of health 
information to improve quality of 
health care 
 

3. Use of certified EHR technology 
to submit clinical quality 
measures(CQM) and other such 
measures selected by the Secretary 

 

 



Meaningful Use 

• Meaningful Use is using certified EHR technology 
to meet 15 specific measures that will: 

 
 
 Improve quality, safety, efficiency, 

and reduce health disparities 

 Engage patients and families in 
their health care 

 Improve care coordination 

 Improve population and public 
health 

 All the while maintaining privacy 
and security 

 



AIU & MU 

• Adopt, implement, upgrade (AIU) 

– First participation year only 

– No EHR reporting period 

• Meaningful use (MU) 

– Successive participation year; and 

– Some dually-eligible hospitals in year 1 

• Medicaid Providers’ AIU/MU does not have to be 
over six consecutive years 

– Medicaid MU implemented through the states 

– Medicare MU through Federal Guidelines 



Adopt/Implement/Upgrade for Incentives 

• MEDICAID – Only for first participation year 

• Adopt and have purchase agreement 

• Implement –– Acquire and Install, Commence Utilization 
of EHR 

– Eg: Staff training, data entry of patient demographic 
information into EHR 

• Upgrade – Expand  

– Upgrade to certified EHR technology or added new 
functionality to meet the definition of certified EHR 
technology 

• Must be certified EHR technology capable of meeting 
meaningful use 

• No EHR reporting period  



Sample timeline for a Health Center 
(from CHCI) 



Core and Menu Sets  

Stage 1 
• 15 Core: Data entry, demographics, vital, problem list, smoking status 

• 5 out of 10 menu: Drug formulary checks, lab results, patient education  

Stage 2 
• Clinical Quality Measures 

– Processes, experience, and/or outcomes of patient care  

– Measured through observation and treatment 

– Addressing 1 or more of 6 Aims for Improvement of Health Care 

– Should be NQF approved 

• Oral Health Specific measures will be ready for Stage 2 
– 2 approved 

– 4 proposed and being tested 

Stage 3: Demo that quality of care has been improved 

 

 



Meaningful Use Calculations 

• Denominator (bottom) is describes the eligible cases for a 
measure or the eligible patient population. This 
includes all patients seen or admitted during the EHR 
reporting period. The denominator is all patients 
regardless of whether their records are kept using 
certified EHR technology. 

• Numerator (top) describes the specific clinical action 
required by the measure for performance. This includes 
actions or subsets of patients seen or admitted during 
the EHR reporting period or actions taken on behalf of 
those patients, whose records are kept using certified 
EHR technology. 



Meaningful Use Calculations 
(Continued) 

• Reporting rate (dividing the numerator by the 
denominator) identifies the percentage of a defined 
patient population that was reported for the measure 

• Exclusions: some patients may be excluded from the 
denominator based on medical, patient or system 
exclusions allowed by the measure. 



15 Core Objectives 

 Objective  Measure  Exclusion  Dentist 

Routine 

Record patient demographics (sex, 

race, ethnicity, date of birth, preferred 

language)  

More than 50% of patients’ demographic 

data recorded as structured data  

None  Yes 

Record vital signs and chart changes 

(height, weight, blood pressure, body-

mass index, growth charts for 

children)  

More than 50% of patients 2 years of age 

or older have height, weight, and blood 

pressure recorded as structured data  

An EP who either sees no 

patients 2 years or older, or 

who believes that all three 

vital signs of height, weight, 

and blood pressure of their 

patients have no relevance 

to their scope of practice  

Yes: Blood 

pressure 

  

No: Other vitals 

Maintain up-to-date problem list of 

current and active diagnoses  

More than 80% of patients have at least 

one entry recorded as structured data  

None  Yes 

Maintain active medication list  More than 80% of patients have at least 

one entry recorded as structured data  

None  Yes 

Maintain active medication allergy list  More than 80% of patients have at least 

one entry recorded as structured data  

None  Yes 

Record smoking status for patients 13 

years of age or older  

More than 50% of patients 13 years of age 

or older have smoking status recorded as 

structured data  

An EP who sees no 

patients 13 years or older  

Potential 

Provide patients with clinical 

summaries for each office visit  

Clinical summaries provided to patients for 

more than 50% of all office visits within 3 

business days  

An EP who has no office 

visits during the EHR 

reporting period  

Potential 

On request, provide patients with an 

electronic copy of their health 

information (including diagnostic test 

results, problem list, medication lists, 

medication allergies)  

More than 50% of requesting patients 

receive electronic copy within 3 business 

days  

An EP that has no requests 

from patients or their 

agents for an electronic 

copy of patient health 

information during the EHR 

reporting period  

Potential 



15 Core Objectives… continued 

 Objective  Measure  Exclusion  Dentist Routine 

Generate and transmit permissible 

prescriptions electronically  

More than 40% are transmitted electronically 

using certified EHR technology  

An EP who writes fewer 

than 100 prescriptions 

during the EHR reporting 

period  

Potential 

Computer provider order entry 

(CPOE) for medication orders  

More than 30% of patients with at least one 

medication in their medication list have at 

least one medication ordered through CPOE  

An EP who writes fewer 

than 100 prescriptions 

during the EHR reporting 

period  

Potential 

Implement drug-drug and drug-allergy 

interaction checks  

Functionality is enabled for these checks for 

the entire reporting period  

None  Yes 

Implement capability to electronically 

exchange key clinical information 

among providers and patient-

authorized entities  

Perform at least one test of EHR’s capacity 

to electronically exchange information  

None  Yes 

Implement one clinical decision 

support rule and ability to track 

compliance with this rule  

One clinical decision support rule 

implemented  

None  Yes 

Implement systems to protect privacy 

and security of patient data in the 

EHR  

Conduct or review a security risk analysis, 

implement security updates as necessary, 

and correct identified security deficiencies  

None  Yes 

Report clinical quality measures 

(CQMs) to CMS or states  

For 2011, provide aggregate numerator and 

denominator through attestation; for 2012, 

electronically submit measures. Note: 

NNOHA has proposed additional CQMs for 

consideration that are relevant to oral health. 

None 

  

Potential 



Select 5 out of 10 menu objective 

Objective  Measure  Exclusion  Dentist 

Routine 

Implement drug formulary checks  Drug formulary check system is 

implemented and has access to at 

least one internal or external drug 

formulary for the entire reporting period  

None  Yes 

Incorporate clinical laboratory test 

results into EHRs as structured data  

More than 40% of clinical laboratory 

test results whose results are in 

positive/negative or numerical format 

are incorporated into EHRs as 

structured data  

An EP who orders no lab tests 

whose results are either in a 

positive/negative or numeric format 

during the EHR reporting period  

Potential 

Generate lists of patients by specific 

conditions to use for quality 

improvement, reduction of 

disparities, research, or outreach  

Generate at least one listing of patients 

with a specific condition  

None  Yes 

Use EHR technology to identify 

patient-specific education resources 

and provide those to the patient as 

appropriate  

More than 10% of patients are provided 

patient-specific education resources  

None  Yes 

Perform medication reconciliation 

between care settings  

Medication reconciliation is performed 

for more than 50% of transitions of care  

An EP who was not the recipient of 

any transitions of care during the 

EHR reporting period  

Potential 

Provide summary of care record for 

patients referred or transitioned to 

another provider or setting  

Summary of care record is provided for 

more than 50% of patient transitions or 

referrals  

An EP who neither transfers a 

patient to another setting nor refers 

a patient to another provider during 

the EHR reporting period  

Potential  



Select 5 out of 10 menu objectives 
continued 

Objective  Measure  Exclusion  Dentist 

Routine 

Send reminders to patients (per 

patient preference) for preventive 

and follow-up care  

More than 20% of patients 65 years of 

age or older or 5 years of age or 

younger are sent appropriate 

reminders  

An EP who has no patients 65 years 

old or older or 5 years old or 

younger with records maintained 

using certified EHR technology  

Potential  

Provide patients with timely 

electronic access to their health 

information (including laboratory 

results, problem list, medication 

lists, medication allergies)  

More than 10% of patients are 

provided electronic access to 

information within 4 days of its being 

updated in the EHR  

An EP that neither orders nor 

creates any of the information listed 

at 45 CFR 170.304(g) during the 

EHR reporting period  

Potential  

*PH* Submit electronic immunization 

data to immunization registries or 

immunization information systems  

Perform at least one test of data 

submission and follow-up submission 

(where registries can accept electronic 

submissions)  

An EP who administers no 

immunizations during the EHR 

reporting period or where no 

immunization registry has the 

capacity to receive the information 

electronically  

No 

  

*PH* Submit electronic syndromic 

surveillance data to public health 

agencies  

Perform at least one test of data 

submission and follow-up submission 

(where public health agencies can 

accept electronic data)  

An EP who does not collect any 

reportable syndromic information on 

their patients during the EHR 

reporting period or does not submit 

such information to any public health 

agency that has the capacity to 

receive the information electronically  

Potential 

  



Recording Patient Demographics 



CPOE Medication Orders 

• (1) Use CPOE for medication orders directly 

entered by any licensed healthcare professional 

who can enter orders into the medical record 

per state, local and professional guidelines. 



Record smoking status  

 

Patients 13 years old or older 



Smoking Smart Form 









Record Vitals 



E-Prescribing 



 

Current Medications / 

 Drug to Drug interactions 

 





Right Chart Panel 

Problem List 

• V72.2 is automatic  

• Can add dental DX 

 



  

 

 Provide patients with an electronic 

copy of their health information   

  

 
 

Including: 

 diagnostics test results 

    problem list 

 medication lists 

    medication allergies  

 



Patient Portal 



Patient Portal 



Requirements of CQM Reporting 
Provider Before 2014 2014 and Beyond 

EPs Complete 6 out of 44 CQMs 

3 core or  

3 alternate core 

3 menu 

Selected CQMs must cover at 

least 3 of the National Quality 

Strategy  (NQS) domains 

Complete 9 out of 64 CQMs 

Choose  at least 1 measure in 3 

NQS domains  

Recommended core CQMs 

include: 

9 CQMs for the adult population 

9 CQMs for the pediatric 

population 

Prioritize NQS domains 

Eligible 

Hospitals 

and CAHs 

Complete 15 out of 15 Complete 16 out of 29 

Choose  at least 1 measure in 3 

NQS domains 

• Reporting period is 90 days for first year and 1 year subsequently 

• All providers must report on CQMs to demonstrate meaningful use, even though CQM 

reporting was removed as a core objective 



Approved Stage 2 CQM: Oral Health 

Measure 1: Children who have dental decay or cavities 
 

Description: Percentage of children ages 0-20, who have had 
tooth decay or cavities during the measurement period. 

 

Measure 2: Primary Caries Prevention Intervention as 
Offered by Primary Care Providers, including Dentists 
 

Description: Percentage of children, age 0-20 years, who 
received a fluoride varnish application during the 
measurement period. 

 



Proposed Top Three Alternate Core Set Measures for 

Dentists (substitute when any of the 

current CQMs do not apply) 

Dentist Routine 

Annual Oral Health Visit 

 

Yes 

Topical Fluoride or Fluoride Varnish Treatment Yes 

Periodontal Disease Assessment Yes 

Proposed Other Alternate Core Set Measures for Dentists Dentist Routine 

Dental Sealant Yes 

Oral Cancer Risk Assessment & Counseling Yes 

Completed Comprehensive Treatments Plan Yes 

NNOHA’s Proposed CQMs 



DQA Proposed Oral Health Measures 

• Prevention: Sealants for 6 – 9 years 
– Measure Concept: Children aged 6-9 years who receive sealants 

in the first molar 

– Aligned Administrative Measure: Percentage of enrolled 
children aged 6-9 years at elevated risk who accessed [dental/ oral 
health] care (received at least one service) who received a sealant 
in the first molar within the reporting year. 

• Prevention: Sealants for 10 – 14 years 
– Measure Concept: Children aged 10-14 years who receive 

sealants in the second molar 

– Aligned Administrative Measure: Percentage of enrolled 
children at elevated risk aged 10-14 years who accessed [dental/ 
oral] health care (received at least one service) who received a 
sealant in the second molar within the reporting year 

 



DQA Proposed Oral Health Measures – 
cont’d  

• Care Continuity 
– Measure Concept: Children who received a comprehensive or 

periodic oral evaluation in two consecutive years 

– Aligned Administrative Measure: Percentage of enrolled 
children who accessed [dental/ oral health] services (received at 
least one service) who received a comprehensive or periodic oral 
evaluation in the year prior to the measurement, who also received 
a comprehensive or periodic oral evaluation within the reporting 
year. 



DQA Proposed Oral Health Measures – 
cont’d  

• Dental caries 
– Measure Concept: Children who have new caries or untreated 

caries 

– Aligned administrative measure:  NA.  

• Prevention: Topical Fluoride  
– Measure Concept: Children who receive topical fluoride 

– Aligned Administrative Measure: Percentage of enrolled 
children at elevated risk who accessed [dental/ oral] health care 
(received at least one service) who received topical fluoride within 
the reporting year. 

 



Requirements for MU Reporting 



From Stage I To Stage II 

• Stage I: 70% of physicians who achieved stage 1 requested 
an exclusion to the requirement that practices needed to 
provide, to 50% of patients who requested them, an 
electronic copy of their records within three days, 
according to CMS data. They qualified for exemptions 
because no patients asked for the records 

• Stage II: require at least 5% of patients to download their 
records — with few exceptions. 



Stage II Mandates 

• Physicians who earned EHR bonuses in 2011 and 2012 would 
be required to meet stage 2 requirements starting in 2014. 

• Doctors who start achieving meaningful use in 2013 or later 
would report under stage 1 rules for two years before moving 
onto stage 2, regardless of whether they incur any 
noncompliance penalties for being lateadopters 

• Please note, however, that you would not meet these Stage 2 
requirements until you have met the Stage 1 requirements of 
the EHR Incentive Programs for a 90-day period in your first 
year of participation and a full year in your second year of 
participation. 

 



Stage III 

• Public comment period opened in January 2013 

• Mystery as only a handful of proposed measures 

• AMA is asking to delay 

• No date has been set 

• Likely to follow the same format with a divide core 
(mandatory) and menu (optional) requirements, with 
continuation of stage I and II and some new ones 



Payments: EP Adoption Timeline 

2011 2012 2013 2014 2015 2016 

2011 $21,250 

2012 $8,500 $21,250 

2013 $8,500 $8,500 $21,250 

2014 $8,500 $8,500 $8,500 $21,250 

2015 $8,500 $8,500 $8,500 $8,500 $21,250 

2016 $8,500 $8,500 $8,500 $8,500 $8,500 $21,250 

2017 $8,500 $8,500 $8,500 $8,500 $8,500 

2018 $8,500 $8,500 $8,500 $8,500 

2019 $8,500 $8,500 $8,500 

2020 $8,500 $8,500 

2021 $8,500 

TOTAL $63,750 $63,750 $63,750 $63,750 $63,750 $63,750 



Stage I Payments 

• More than 350,000 eligible health care 
professionals and more than 4,200 hospitals have 
registered for the program.  

• Over 106,000 EPs have received Medicare 
payments and over 69,000 have received 
Medicaid payments since it began in January 
2011.  

• 9,404 Dentists registered as of December 2012 

– 4,912 Dentists have been paid under Medicare and 
Medicaid 

 
 

http://www.cms.gov/Regulations-and-

Guidance/Legislation/EHRIncentivePrograms/Downloads/Dec_EHRIncentivePrograms_PaymentandRegistration_Report.pdf 





Recap: Three Stages 

• Stage 1: The basic functionalities electronic health records 
must include such as capturing data electronically and 
providing patients with electronic copies of health 
information. 

• Stage 2: (Will begin in 2014) Increases health information 
exchange between providers and promotes patient 
engagement by giving patients secure online access to 
their health information. 

• Stage 3: (Rule will be released in 2014) Will continue to 
expand meaningful use objectives to improve health care 
outcomes. 
 
 



Recap: (Cont’d) 

• Stage 2 of the program will begin in 2014. No providers 
will be required to follow the Stage 2 requirements 
outlined today before 2014. 

• Outline the certification criteria for the certification of 
EHR technology, so eligible professionals and hospitals 
may be assured that the systems they use will work, help 
them meaningfully use health information technology, and 
qualify for incentive payments. 

• Modify the certification program to cut red tape and make 
the certification process more efficient. 

 

 



Recap: (Cont’d) 

• Allow current “2011 Edition Certified EHR 
Technology” to be used through 2013. Providers 
have the option of using 2014 certification in 2013 
but they MUST use the 2014 certification starting 
in 2014. 
 

• The CMS final rule also provides a flexible 
reporting period for 2014 to give providers 
sufficient time to adopt or upgrade to the latest 
EHR technology certified for 2014 
 



Thank you 


