	Test
	Comment

	Test Data:  All g1/g2 procedures
	Test data is unnecessarily prescriptive and thus complicates certification without additional verification value.  Please remove any test data prescription that is not necessary for measure verification.  
For example:
All procedures have data that prescribes patients’ last name, first name, date of birth and sex.  These data attributes are unnecessary for measure evaluation and should be removed.  Measure evaluation is sufficient with number of patients inside/outside reporting period, with/without the data under test, e.g., patient health information captured.

	Test Data: Numerous g1/g2 procedures
	Test data indicates “within” or “inside” and “not within” or “outside” reporting period for numerator evaluation.  However, certain measures allow numerator inclusion within a period from start of reporting period up until attestation.  Therefore, we interpret inside/outside, within/not within “reporting period” to be the period from start of reporting period to attestation.  This interpretation should be clearly annotated in the procedure. 

For example,
Reporting period starting 1 Jan 2018, ending 30 December 2018, attestation 1 Feb 2019.
Patient has an encounter 29 December 2018 (e.g., discharged 29 Dec 2018 for Secure messaging or VDT).


	Global Test Steps
	In both the (g)(1) and (g)(2) test the criteria testing step #5 requires the test lab verification #4 require the creation of a report for (2) eligible professionals.  These reports are only valid if your EHR is being certified for EP.  There is no optionality in the test case so for vendors that are certifying for EH only they would have to fail on that step.  The test step and verification needs to be clearly identified as being EP only.

	General 
	Page 58 of public display incentive rule:  We note that CMS will allow a provider to successfully attest in 2015, 2016, or 2017 with technology certified to either the 2014 Edition, the 2015 Edition, or a combination of the two as long as the technology possessed can support the objectives and measures to which they plan to attest. Therefore, providers may adopt technology certified to the 2015 Edition prior to 2017, either in a modular approach or in total, and may still choose to attest to Modified Stage 2 and wait to begin Stage 3 until 2018.
· 2015 certification should only require testing of Stage 3 functional reports and not include re-certification of Stage 2 reports as Stage 2 is not part of 2015 Edition.
· Report – bullet 8 – Measure-specific tests it states that “tester” using identified function of the Health IT module creates the report.  Shouldn’t this be “user” instead of “tester?” 

	Global – Test Lab Verification
	Step 4 aligns with Step 5 of System Under Test – they should match.

	Global – Test Steps
	It appears that common test steps are inserted in the middle of the global test steps.  Suggest that steps 1, 5 & 6 (global) should be the first steps and tested once and then 2, 3 and 4 listed last as common steps for each report.


	Test Data Sheet 2: Stage 3 CMS Objective 5: Patient Electronic Access to Health Information
	The test approach for Objective 5 measure 1 and Objective 6 Measure 1 are inconsistent and need to be made consistent.  The test data should be changed to reflect appropriate modularity of CEHRT and:
1. Allow for test of VDT only
2. Allow for test of API only
3. Allow for optional test of VDT combined with API where optionality is appropriate for modularity of CEHRT and providers’ ability to attest using non-Certified report content and/or combinations of report sources.

The test data includes scenarios where the VDT alone measure is met but the API measure is not met and, therefore, the numerator does not increment since it is an “and” measure where both conditions must be true.  This tests #3 in our comments but is required and inconsistent with the modularity of CEHRT and the approach for Objective 6.  The VDT modular certification may not be and is most likely not the same CEHRT as the API provider and, therefore this test is insufficiently modular for CEHRT.  Note also that it is contrary to Sheet 3 for Stage 3 objective 6 where each VDT and API is tested but the “any combination of the two” is not tested.  The objective 6, combination measure will have to be rationalized by providers and is harder to rationalize than is objective 5, measure 1.

	Patient Electronic Access Measure 1 – Access
	· This test is too prescriptive and does not allow vendors enough flexibility in design.  For example, vendors who have worked to automatically make data available to patient when data is saved to patient’s chart, testing seems to force use of a manual process to push information to patient at specific time intervals in order to execute negative tests.  If EMR does not let a provider fail when making information available, it seems that is unacceptable for testing purposes.
· Test data requires making data available at different time points for portal versus API on same patient.  What if vendor makes the data available to both at the same time?  It would not be possible to make it available for one and not the other.
· Stage 3 measure description and English statement do not state that access is limited to 48 hours for EP and 36 hours for EH for Stage 3

	Patient Electronic Access Measure 1 – Access
	The measurement test duplicates the functional tests’ verification of the C-CDA, CCDS data and makes the measurement test redundant and inappropriately complex.  The verification of CCDA/CCDS should be removed from the measurement test and left to the functional test.

	Patient Electronic Access – Measure 2 Patient Education
	· Test data has many scenarios where the provision of education for Stage 2 versus Stage 3 is to occur at completely different times for the same patient.  Example is 1.3 where Stage 2 is within reporting period and Stage 3 is outside CY.  This is an invalid test as both Stage 2 and Stage 3 must be limited to providing education within the CY regardless of reporting period.  Data entered for Stage 2, would qualify for Stage 3.  The Delta report requires all scenarios of test set 1 to be addressed in one report, so you cannot record education within the reporting period and get the Stage 3 report to see it as outside the CY, unless you run a separate report for each scenario in test set 1.
· Test procedures for this measure are duplicated.  First inclusion starts on page 15, second inclusion begins on page 23.

	Test Data Sheet 3: Stage 3 CMS Objective 6: Coordination of Care Through Patient Engagement
	The test approach for Objective 5 measure 1 and Objective 6 Measure 1 are inconsistent and need to be made consistent.  The test data should be changed to reflect appropriate modularity of CEHRT and:
1. Allow for test of VDT only
2. Allow for test of API only
3. Allow for optional test of VDT combined with API where optionality is appropriate for modularity of CEHRT and providers’ ability to attest using non-Certified report content and/or combinations of report sources.

The test data is inconsistent with the test approach for objective 5, measure 1.  Specifically, the test data does not include scenarios for combined use of VDT and API by patients/consumers suggested as optional in #3 in our comments.  While this is appropriate for the modularity of CEHRT where the VDT modular certification may not be and is most likely not the same CEHRT as the API provider, it does highlight the client complexity of this measure.  Providers will most likely have to rationalize the reporting output for both VDT and API measurement to attest.

	Coordination of Care through Patient Engagement – Measure 1 – VDT
	· Test Lab Verification restates what was provided in Patient Access Measure 1 test.  It does not state what tester will verify for this measure.
· Test data test set 1 – Stage 3 final column should be “Records” numerator not “Populates” numerator.
· Scenario 1.5 – Erroneously states that numerator should be populated and recorded for Stage 3.  It should only be recorded for numerator for Stage 3 as patient is not even a part of the denominator.
· Scenario 3.1 and 3.3 – Test set 3 is to populate the denominator and numerator, yet 2 of the 3 scenarios do not populate denominator for Stage 2 or Stage 3 nor populate numerator for Stage 3.
· Scenario 4.2 – Test set 4 is to populate the denominator yet scenario 4.2 does not populate the denominator.  There should be a different scenario that would populate denominator.

	Test Data Sheet 6, Outbound Transition of Care
	This test data includes columns for scenarios for reporting periods that vary for 90 day reporting vs calendar year.  These columns should be removed as inconsistent with other procedures and unnecessarily complex and, thus elongating the certification process.

In prior testing, vendors had to show once that they had capabilities to vary their reporting periods.  They had to do this once and not for every measure.  This is an existing capability of CEHRT that has been utilized extensively due to CMS reporting year definitions and changes.  For new and returning CEHRT, demonstration of this capability to define reporting periods should be sufficient and it can be removed from each procedure so the procedures are consistent with each other and more efficiently tested.

	Test Data Sheet 6, Outbound Transitions of Care
	The test data includes a column for: Receipt of Summary of Care Record Confirmed.  This column should be removed or guidance provided.  

The current state of standards makes verification and measurement of this problematic.  When a C-CDA is sent via a secure protocol per CMS requirements via a “push” transaction (e.g., using DIRECT, an edge protocol, or another secure electronic means), there is most likely not end to end confirmation of receipt.  Additionally, within standards that do support a verification the specification permit multiple ways to measure the status of a message success depending on whether the Edge system implementation chooses to support WS-ReliableMessage or not.  The use of measuring success through this technology is optional as per the Implementation Guide for Direct Edge Protocols specification. Therefore, vendors measure that it was sent via a secure means to an appropriate address but clients must verify CMS’s “reasonable expectation of receipt” by integration testing and monitoring with intended recipients.  
When vendors send to an HIE, they should not be incrementing the numerator until/unless the C-CDA is queried for.  However, standards do not allow for “matching” a document query to an intended recipient, just a query.
Therefore, all vendors can measure is that a C-CDA was sent to an appropriate address (e.g., an address indicating the intended person/group, not a machine address like an HIE) via a secure protocol.  Therefore, this column should be removed or explicit guidance provided.


	Test Data Sheet 6: Outbound Transitions of Care
	The column heading: Summary of Care Record (including all CMS required information or indication of none) Created and Exchanged Electronically might imply to an ATL/ACB that this test in some way validates a C-CDA is created and validated which it does not and should be changed to: Summary of Care Record Exchanged Electronically.

The functional measure for 170.315(b)(1) validates C-CDA creation and validation.  Reporting verifies that a C-CDA is sent via secure protocol to an intended recipient with reasonable expectation of receipt.

	Stage 2 Objective 5 and Stage 3 Objective 7 – Health Information Exchange – Measure 1 Outbound Transition of Care
	· Test Lab Verification – Requires using Transport Testing Tool or Edge Testing Tool to verify summary of care document – this is redundant testing as this would have already been tested during certification of 170.315(b)(1) Transitions of Care
· Test Lab Verification – verification of problem list, medication list and medication allergy list required.  This seems to be a valid test step IF the test data had you create/send summary of care with one or more of those elements missing.  Test data has you include all 3 in every scenario.  Also, should not be validating that all other fields have data or “none”, as that was part of the certification of 170.315(b)(1).
· Measure elements – Numerator – includes “summary of care record receipt confirmed”.  There are no standard requirements that a receiving system must return a confirmation of receipt, nor does an HIE have to send confirmation back to originating provider that intended recipient actually queried for the summary of care document. It has always been provider’s responsibility to obtain the list of queries and apply to numerator and not the vendor’s responsibility to determine. Other than sending directly to specific provider, report should test that numerator is not incremented when summary sent to an HIE or any other query based system.  It would be the HIE’s responsibility to report which patient’s had been queried and by whom.
· Scenario 1.3 – Summary of Care sent outside reporting period but within CY and receipt confirmed the same – Why is there an NA for populating and recording CY reporting period?  It should increment those also since they occurred within the CY.  There are other scenarios like this one that I think are erroneously labeled as “NA”. 

	Electronic Prescribing
	· Testing should not include designation of specific reporting periods, neither CY nor 90 day.  Testing for date ranges occurs in global test steps and should not be repeated here. It is prescriptive and serves no purpose for a measure where orders must be placed during the reporting period.
· Test data provides whether prescription is new, changed, or refilled and written within or outside of reporting period.  Scenario 1.3 states it is changed within reporting period and then states that prescription is generated and transmitted outside CY.  There are multiple scenarios with examples of contradictory tests.  Testing is confusing and complex for something as simple as generating a prescription within or outside of reporting period and whether formulary was checked or not.
· Health IT applications automatically utilizes the current date and time when placing orders and sending electronically in order to enhance patient safety and accurately capture when events occur.  In order to achieve test scenarios 2.2, 3.2, 4.2, 5.1 and 5.2 during active testing, data within the domain will have to be manually manipulated using scripts to change dates and times when prescriptions were ordered and when sent electronically.  

	Stage 3 Objective 7 HIE – Measure 3 – Clinical Information Reconciliation
	· Stage 3 Measure statements incorrectly state that EP/EH/CAH must perform clinical reconciliation for all three clinical information sets.  Final rule measure states “The EP/EH/CAH must implement clinical information reconciliation for two of the following three clinical information sets
· Stage 3 English Statements also incorrectly state that all 3 must be performed in order to count in numerator.  Should be 2 of 3 performed.
· Stage 3 English Statement does not specify whether reconciliation must occur during reporting period or can be done before, during or after reporting period as Stage 2 English Statement does.  Which is it?
· Stage 3 Measure Elements only state the medication reconciliation must be completed for numerator inclusion.
· Test data – New/Transitioned/Referred Patient (EP) or Patient Admitted (EH/CAH) within or outside of reporting period – This is very confusing.  Scenario 1 EP has variety of “new”, “referred”, “transitioned” and EH only indicates “admitted”.  “Admitted” has no relevance in how patient is to be counted for EH/CAH.  The equivalent to it for the EP is “seen”.  It should read New/Transitioned (EH/CAH) or Referred (EP) within or outside of reporting period.
· All scenario patients are “seen” or “admitted” within reporting period.  Seen or admitted outside of reporting period is not tested at all.
· Scenarios 1.3, 1.4 and 1.11 incorrectly show that numerator should not be populated when 2 of the 3 reconciliations are performed.
· Scenarios 1.9, 1.11 and 1.12 – two are new patients and one is a transitioned patient within reporting period.  All three patients should be included in the denominator.  Test data incorrectly states that it does not increase denominator.
· Scenario 1.6 incorrectly shows numerator should not be populated.  Patient is transitioned within and all 3 were performed within.  This measure does not require a summary of care to be received in order to count in numerator.
· Scenario 1.10 Ratcliff incorrectly shows that Stage 2 and Stage 3 numerator is not populated for 90 day reporting period which is in direct conflict with 1.7.

	Test Data Sheet 7: Inbound Transitions of Care (HIE Measure 2)
	For tests 1.3, 1.5, 4.1, the test data inappropriately constrains the numerator and should be corrected.
For example, a patient may have a scheduled visit on 1 Jan 2018.  The summary of care document relevant to that visit may be pre-fetched/pre-sent and incorporated on 30 December 2017 and should count for the numerator.  CMS does not have a time period constraint on the document incorporation for the numerator.  Provider discretion should be allowed to determine the most relevant available document to incorporate and when to get/send it.

	Stage 3 Objective 7 Health Information Exchange Measure 2 – Incorporate summary of care document- Test data sheet 7
	· Scenario 2.1 and 2.2 – incorrectly shows the denominator increments – should only be numerator
· Scenario 3.2, 3.3 and 3.4 – these are not valid tests for populating numerator and denominator.
· Scenario 5.1 – incorrectly shows denominator incremented
· Scenario 5.2 – Without a test harness HIE to query against, you cannot demonstrate automatic calculation that occurs when query is made and nothing is returned.

	Test Data all
	Unless a vendor is certifying to (g)(1), Numerator recording, many test scenarios where the denominator is not incremented are N/A and should be indicated as such. 
For example, in test data, sheet 8, for Inbound Transitions of Care, rows 16-21 show that the patient does not qualify for the denominator.  In (g)(2), the numerator is always constrained by the denominator; therefore, if the patient does not qualify for the denominator, evaluation of the numerator may not be performed.  Therefore, the scenarios in rows 16-21 are inappropriate for (g)(2) certification and should be indicated as such; only the scenario confirming the patient is not in the denominator and, therefore, not part of the report would be verified.

	Test Data Sheet 7, test 3.3: Inbound Transitions of Care
	Patient DOB is 2999 vs 1999.
Note prior comment, patient DOB is inappropriately prescriptive as it does not impact measure reporting and should be removed.

	Test Data Sheet 7: Inbound Transitions of Care
	Tests 4.2 and 4.3 are effectively redundant since the numerator is triggered, per CMS, by incorporation and both have incorporated marked as No.  

	Test Data Sheet 7: Inbound Transitions of Care
	Test 5.1 has a transition outside reporting period but an incremented denominator.


	Test Data sheet 9:  Medication reconciliation and clinical information reconciliation
	Columns I and J should be removed as they are inappropriate for this measure report which does not rely on summary of care records.
Medication / Clinical Information Reconciliation can be performed without C-CDA availability.  While CCDA may be a source, it is not a required source; therefore, these columns do not influence measure reporting and should be removed.

	Test Data sheet 9:  Medication reconciliation and clinical information reconciliation
	For EH/CAH reporting, it is unnecessarily prescriptive and complicates test to define in tests 1.# if patient is new or existing.  This is set up data and whether it’s a new patient or a new encounter does not influence measure reporting for EH/CAH since all new admissions count.  This complexity should be removed.

	Test Data sheet 9:  Medication reconciliation and clinical information reconciliation
	For EH/CAH, test data is redundant and has gaps and should be corrected.
All #1 test data should populate the EH/CAH denominator which measures all inpatient admissions.  Once that is corrected, it renders many of the tests redundant.

	Test Data sheet 9:  Medication reconciliation and clinical information reconciliation
	Tests for 1.3 and 1.4 show both medications and allergies reconciled but the Stage 3 numerator does not increment.  This should be corrected. 
CMS indicates that two of the 3 data sets must be reconciled for the numerator to increment, therefore, 1.3 and 1.4 should increment the numerator since both medications and allergies were reconciled.
On page 62862, CMS indicates implementation of all 3 data sets and defines the numerator in that fashion.  However, on 62952, where the regulation takes precedence, CMS indicates implementation of 2 of 3 data sets is required though they fail to re-specify numerator and denominator in the regulation section.  We have asked CMS to publish an erratum to the commentary to match the regulation text as well as update numerator and denominator definitions as needed.

Copied from 62863

Measure 3: For more than 80 percent
of transitions or referrals received and
patient encounters in which the
provider has never before encountered
the patient, the EP, eligible hospital, or
CAH performs a clinical information
reconciliation. The provider must
implement clinical information
reconciliation for the following three
clinical information sets:
Numerator: The number of
transitions of care or referrals in the
denominator where the following three
clinical information reconciliations
were performed: Medication list,
medication allergy list, and current
problem list.

Copied from 62952

(3) Measure 3. For more than 80
percent of transitions or referrals
received and patient encounters in
which the provider has never before
encountered the patient, the eligible
hospital or CAH performs a clinical
information reconciliation. The provider
must implement clinical information
reconciliation for two of the following
three clinical information sets:
(i) Medication. Review of the patient’s
medication, including the name, dosage,
frequency, and route of each
medication.
(ii) Medication allergy. Review of the
patient’s known allergic medications.
(iii) Current problem list. Review of
the patient’s current and active
diagnoses.

	Test Data sheet 9:  Medication reconciliation and clinical information reconciliation
	The test data inappropriately constrains the numerator in time and should be corrected.
For example, a patient may be admitted on 12/31/18 and increment the denominator.  Allergy reconciliation may be performed 12/31/18 while Medication and problem reconciliation may be performed 1/1/19.  Both the stage 2 and stage 3 numerator should increment as reconciliation was performed for the patient in the denominator during the visit that qualified them for the reporting year’s denominator even though the reconciliation action did not occur within the reporting period / calendar year.    

	Stage 2 Objective 3 and Stage 3 Objective 4 - CPOE
	· Test data sheet is incorrectly labeled as objective/measure Electronic Prescribing instead of CPOE.  Scenarios and column headings are representative of CPOE
· For this measure there is no reason to test for happening within CY.  This measure only counts orders created during the reporting period.
· Columns for number of orders created using CPOE should NOT also include whether recorded inside or outside of reporting period.  That is determined by column that shows whether orders were created within or outside of reporting period.  When an order is created it is recorded on the same day.
· Scenario 2 – there is no way to create a report that only increments numerator – Scenario 2 should be removed
· Scenario 4.2 – invalid test as you can’t create an order within reporting period and record outside of reporting period

	Test data, sheet 11: ePrescribing
	Note that the test data appropriately reflects evaluation of controlled substances as optional for EH and that we have commented to CMS to publish an errata to the regulation text appropriately describing this for numerator and denominator for EH like they do for EP.
Note that to certify for g2 for ePrescribing, the test data appears to indicate that the vendor must be able to perform ePrescribing for controlled substances even though inclusion of them in the measure is optional.

	Test data, sheet 11: ePrescribing
	This measurement test procedure includes functional verification of query for drug formulary and test cases of query performed or not.  The query for drug formulary will be verified in the functional test for ePrescribing and should not be repeated here.  Further, it may not be possible to execute a test for measurement where drug formulary is not queried.  The measurement test should not include these test permutations

	Test data, sheet 11: ePrescribing
	The test data has test scenarios for new, changed, refill.  What actually counts per the transaction set is a new prescription where “changed” and “refill” in terms of physician prescription to a patient is actually new in context of the ONC transactions.  The measurement test data is unnecessarily complex and should simply indicate that a physician action that results in a change to a patient’s permissible prescription medication list updates the denominator while those that result in a NEWRX transaction increment the numerator.
If a physician electronically prescribes new Med/Dose/quantity, it counts in the denominator and numerator.
If that prescription is filled and the patient needs more quantity, a “refill” is actually a new prescription for Med/dose/ (additional) quantity.
If that prescription must be “changed” say for dose, the change is actually a new prescription for Med/ (updated) dose/quantity.  If the original prescription has not been filled, the updated one is a new transaction where the original may be coordinated between pharmacist and physician to be cancelled (using CANRX or other means) but that cancellation does not affect numerator nor denominator.  A CHGRX is actually a pharmacist invoked message on an already written and authorized prescription (say to change from brand to generic) that has already been evaluated for measurement, and that interaction is not evaluated for measurement.

	Stage 3 Objective 6 Coordination of Care – Measure 3 – Patient generated health data
	· No comments – everything appears correct

	Stage 2 Objective 9 and Stage 3 Objective 6 Coordination of Care – Measure 2 – Secure Messaging
	· Stage 2 Measure Element incorrectly states numerator inclusion as message received by EP.
· Test data – Sending a message “outside” of reporting period during live testing will require manipulation of sending date through script as date is automatically recorded when message is created.
· Test data – column headers are different on scenario 1 as compared to scenarios 2 through 5 – Populates Numerator (1) to Numerator Increments (2 – 5)
· Scenario 1.3 – Stage 3 Records Numerator should also be incremented
· Scenario 2.1 – Stage 3 Numerator Increment and Records Numerator are not appropriately incremented – should have 1 in each column
· Scenario 2.2 – Stage 3 numerator increment and records numerator should also state “previously recorded” – this is an invalid test for incrementing numerator only
· Scenario 4.2 – Stage 3 numerator increment and records numerator should have 1 in each column because of message being sent to provider with patient/patient representative copied within reporting period – invalid test for incrementing denominator only
· Scenario 5.2 – this is a new patient seen within reporting period, this would increment the denominator – invalid test for not incrementing numerator or denominator.
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