athenahealth comments on MU3 Test Procedures

	§170.315(b)(2) Clinical Information Reconciliation and Incorporation

	1.2 Test Lab Verification
· The tester must verify that the Health IT Module can display the current patient record and a transition of care summary/referral summary C-CDA document, formatted according to the standard adopted at §170.205(a)(3) and separately the current patient record and a transition of care summary/referral summary C-CDA document, formatted according to the standard adopted at §170.205(a)(4).

· For all instances where a clinical document is generated, we strongly recommend requiring only a single standard. 

1.3 System Verification

· A user creates a CCD that includes the reconciled and incorporated data, in accordance with the standard adopted at §170.205(a)(4).

· It is not a valid testing technique to incorporate/reconcile the information into the chart and then require the EHR to create an outgoing CCDA with the same information. For medication mappings there is not always one-to-one mapping between the RxNorm code and an EHR drug database vendor’s medication ID concept. So if the RxNorm is reconciled into the EHR, it is not guaranteed that the same RxNorm code would be generated back out as the first choice based on the drug database vendor’s medication ID mapping to RxNorm.
· [bookmark: _GoBack]We recommend that the test procedure explicitly calls out this known limitation. 




