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QUESTION: With the reduction in eCQM reporting requirements, what measures have you chosen? 

MH: We’re reporting the same measures we reported last year. Our ED throughput measures have 
always been our most accurate eCQMs and we use them for internal performance improvement. With 
the stroke measures we’re using the stroke education and rehab measures. 

SM: We’re also reporting the same measures we reported as last year: STK 2, STK 6, VTE 1, VTE 2 

 

QUESTION: What EHR and vendor are you using? 

MH: We’ve been on Cerner since 2007 and are currently implementing Cerner in our ambulatory areas. 

SM: Our EHR vendor is Meditech. We also use MIDAS as our quality (Core Measures) vendor.  

 

QUESTION: For Memorial Hermann - does your team also manage reporting for QPP? 

MH: Our team has recently expanded into the ambulatory areas. We’ve also created a regulatory 
reporting oversight committee with the executive team that monitors all related activity. We’re also 
looking at bringing post-acute care reporting into the picture. 

 

QUESTION: What conferences would you consider a good source for eCQM topics. 

TJC: Our Pioneers in Quality website includes many resources for eCQM topics. There is also the CMS 
ECQI Resource website. 

SM: Acmeware is the Meditech vendor for eCQM reporting and they occasionally run webinars for 
eCQMs. We have support from our parent organization, Trinity Health; participate in The Joint 
Commission webinars and take advantage of MIDAS, which we use for retrospective core measures 
abstraction, who also has information related to eCQMs. 



 
 
MH: The Health Information and Management Systems Society (HIMSS) annual conference is a great 
resource. The Joint Commission and CMS are active there. You have opportunities to learn a lot from 
people who are actively involved in eCQM development. Our EHR vendor, Cerner, also has a health 
conference every year that is helpful. You can also consider participating in your EHR vendor’s 
regulatory committees or workgroups if they have one. 

 

QUESTION: Do you still have nurse abstractor staff dedicated to the chart abstracted measures 
required for CMS and TJC. 

SM: Yes we do. 

MH: Yes we do. I don’t think they will ever go away. Some of the quality measures are too complicated 
to automate. 

 

QUESTION: With multiple places for end users to document the same thing in the EHR, does your 
program limit documentation to one place only? 

SM: There is no hard stop limiting documentation to one place. We do have information on where the 
measure queries are pulling information from and disseminate that information to physicians and nurses 
for their respective measures. It is a challenge to get clinicians to document in a standard place.  We 
have ongoing education and just in time training that we provide. 

MH: Our biggest challenge has been getting accurate data out of our EHR but we have similar challenges 
with clinicians documenting in a specific area. We have been looking at ways to incorporate eCQMs into 
clinical workflow. We use things like order sets and include alerts with the ability for physicians to 
document things like contraindications for medications. But it is always a challenge because our 
physicians are used to documenting within their progress notes or other free text notes. 

 

QUESTION: Are you having difficulty with your EHR vendor reports constantly requiring tweaks to 
function properly?  How do you manage that relationship to get what you need? 

MH: We take update packages on a monthly basis to address issues. We do understand vendors have 
challenges with managing multiple clients and trying to standardize these processes particularly with 
organizations like us that have a number of customizations. But we do have situations where we need to 
work with our vendor on the coding and specification. We may run the report and find our results are 
off. We then have to figure out what happened and work with the vendor (who is receiving feedback 
from multiple clients) to rewrite the code to fix. It is definitely a challenge. 

 

 

 



 
 
 

 

QUESTION: How would you downsize your implementation for a small, rural Health System that 
doesn't have the resources/time/knowledge?  

MH: It might be more cost effective to contract with your EHR vendor to manage the entire eCQM build, 
implementation and submission processes. It can be managed with a couple of people with the 
appropriate knowledge, but it would be a fulltime job for them. 

SM: Our process does not require additional resources. We leveraged expertise from our vendor and our 
parent organization and found space via our team approach so that multiple staff are knowledgeable, 
increasing their skill set. Within the Quality Department, we also ran a keep-start-stop doing exercise to 
eliminate non-value added reports/tasks to allow us to do additional things. 

 

QUESTION: How did you handle STK 10 when a rehab assessment was done as an observation patient 
and the patient was changed to an inpatient status, thus failing the measure because an assessment 
wasn't done as an inpatient? 

MH: We also face this issue. The only way we are considering to address it, is with a workflow change 
and have the assessment documented only on the inpatient encounter.  Observation periods pose many 
challenges to eCQMs especially when you factor in how they can change under different payor 
scenarios. I don’t think there is an easy way for eCQM developers to address obs periods at this time 
when an obs patient can end up as either an outpatient or inpatient. 

SM: Our stroke coordinator and my quality analyst aligned to stroke have done a lot of formal and 
informal (just-in-time) education to staff. They have provided via our nursing clinical informatics lead, 
the Meditech queries that the data is pulled from and have created job aids/cheat sheets for staff which 
has helped get us to the a-ha moment. 

 

QUESTION: For accounts that have queries and the final diagnosis changes after it has been abstracted 
for eCQM, do you have any challenges to account for fallouts due to changes on ICD coding? 

MH: It is always a possibility but typically, once we have decided on the date we will be reporting and 
run the reports, any changes in coding will not be captured after the QRDA-I files are generated. We 
don’t have the resources or capacity to monitor coding changes with eCQMs like we do on our sampled 
core measure population due to the volume and constant EHR code changes we are dealing with that 
may change the eCQM population. 

SM: Since we monitor weekly and reconcile into the next month, we haven't faced this challenge as yet. 

 

 



 
 
QUESTION: How did you deal with resistance to this new world of ecqm?  

MH: If you are referring to clinician resistance, I would say involving them in the decisions made 
regarding workflow changes and EHR interface design. Also, do everything possible by creating a 
documentation task that can be inserted into an already existing workflow. 

SM: We coach it as the next evolution in quality reporting and espouse transparency related to what is 
on the horizon related to proposed and final rules requirements. We also believe our triad approach 
(physician leader, nurse leader, service line administrator) supported by clinical informatics, IT, and 
quality has been key to our success, i.e., together we can do so much more and we take the time to 
celebrate our successes. 

 

QUESTION: How do you validate the QRDA files? 

MH: This can be very challenging and we have to rely on our vendor to generate the QRDA-I files for us, 
and then upload via a secure FTP site. Then there is the issues of reviewing the XML file which is not 
formatted for easy viewing and readability. Last year we received all our QRDA-I files from our vendor 
and did some spot checks but did not spend an extensive time reviewing them because they were 
already officially submitted. Our vendor gives us the ability to run a Business Objects Report to do our 
validation and we have to trust that those reports are equal to what would be produced in the QRDA-I 
file format. 

SM: In conjunction with IT and our vendor. 

 

QUESTION: How do you validate your eCQM reports? 

MH: As mentioned above, we rely on the vendor’s Business Objects Report then we compare the values 
generated in that report to what we see in the EHR. Sometimes this can be very challenging because we 
are unable to see the logic used in the vendor’s queries that determined where a data element was 
abstracted from or why a data element failed in the report. 

SM: On a weekly basis, reports are run out of Acmeware with specific measure results shared with 
teams aligned to them. The teams do the deeper dive into why a patient is falling out. Any questions 
related to the algorithm are forwarded on to our vendor/parent organization. Clarification is provided 
back. If there is agreement, we are informed as to what the IT fix will be; if there is not, the teams take 
the education back to front line staff. Physician compliance is shared with the CMO who provides 
feedback to the medical staff. 

 

 

 

 



 
 
QUESTION: What is your Skilled Nursing Facility discharge disposition mapped to? 

MH: That would be specific to your vendor’s EHR and how they have it mapped or if you have the ability 
to map it yourself.  It can be very challenging when the disposition status can be in more than one 
documented field or in our case when we use a different vendor for our patient management/billing 
system that has to interface into our EHR. 

SM: In Meditech it's mapped to transfer to SNF. 

 

QUESTION: We have minimal info transmitted from our EHR into Quantros.  My thought is to try to 
electronically push data into Quantros so there would be less abstracting required.  That would 
provide resources for the electronic CQM work.  Were you able to reduce your abstraction staff this 
way or did you primarily add staff to create your teams? 

MH: We use Midas software for our manual abstractions and that has an interface for our EHR, Coding 
and Billing software so some of the information needed is already available for the manually abstracted 
measures. We quickly learned that this does not help on the eCQMs because the logic and specifications 
between the manually abstracted measures and the eCQMs do not match up well. So we treat them as 
2 completely different sets of measures. We initially created a separate team just to do the eCQMs but 
with the reduction of manually abstracted measures we have been able to reduce our original FTEs and 
integrate the Clinical Quality Informatics Specialists into a dual role of also assisting with the manual 
abstractions and other projects.  

SM: As noted, we did not add any additional resources. We expanded the skill set of two quality analysts 
and leveraged expertise from nurse, clinical informatics, IT and myself. Much of the mapping work was 
completed as we embarked on our meaningful use journey. 

 

QUESTION: Do you have private practice physicians that admit patients or are all your physicians 
employed by your health system?  If you do have private physicians that practice, how have you 
engaged them in documentation needs? 

MH: About 95% (5,500) of our physicians are private or group practices. They are all managed under one 
credentialing practice for the system but they maintain privileges at other hospital systems so they are 
not obligated to send their patients to Memorial Hermann. This does make it more challenging but we 
do have a robust model of physician committees that are involved in decisions made for our system. It 
was one of those committees that I referred to in my presentation that drove the decisions around the 
eCQM design and implementation. The other way we get compliance on quality metrics is to tie the 
performance to their contracts and incentive bonuses.  

SM: We have both. Through our CMO and CMIO, materials are shared with all physicians. We also run a 
monthly CME Documentation Forum where all physicians are welcome. 

 

 


