
Meaningful Use and today’s merit-based performance frameworks can feel like two different worlds on paper: one
emphasized standardized reporting and process documentation, while the other increasingly rewards outcomes,
stratification, and operational maturity. In practice, though, the through-line is simple. Regulators want evidence
that care teams are using electronic health records to improve care, engage patients, and manage quality
consistently. The EHR is where that evidence is created, captured, and eventually proven.

I have seen organizations treat MU reporting as a monthly chore, then pivot to performance reporting with similar
stress, different spreadsheets, and the same brittle workflow. It usually fails for the same reason: the EHR is not
just a system you pull data from. It is a system you configure, train on, and continuously align with how clinicians
document and how quality workflows actually run. When you get that alignment right, reporting becomes less
dramatic. When you get it wrong, dashboards look busy but the underlying data quality is fragile, and
performance falls apart the moment you try to move beyond check-the-box measures.

Why EHR workflows matter more than measure checklists
The most common misconception I run into is that MU and merit-based models are primarily about knowing
which fields to report. The real driver is whether your EHR reliably produces complete, consistent, and interpretable
data from day-to-day practice. A measure cannot be better than the data feeding it, and the data quality depends
on choices you make long before the reporting deadline.

Consider the difference between documentation that reads well and documentation that maps cleanly to quality
measures. Clinicians often chart in ways that are clinically sound but not necessarily structured for extraction. For
example, a care plan might be documented in narrative form that clinicians can read, but the measure logic might
need a discrete element like “smoking status recorded” or “advance care planning discussed.” If your EHR design
pushes too much into free text, quality reporting becomes a manual rescue operation. That rescue operation
might work once. It typically collapses when staffing changes or when volume spikes.

EHR governance solves this. Good governance does not mean heavy-handed rule-making. It means aligning
clinical documentation templates, problem list discipline, ordering workflows, and lab result capture so that the
measure definitions can be satisfied without slowing clinicians down.

Mapping “what clinicians do” to “what measures require”
MU was often framed as a set of capabilities. Merit-based models add a layer of performance and scoring. Either
way, the question remains: can the EHR capture the measure-relevant facts without relying on heroic chart review?

Start with the basics that most EHR systems handle well when configured correctly:

structured demographics (age, sex, race and ethnicity where applicable)

encounter context (inpatient, outpatient, telehealth)

problem list and diagnosis coding standards

medication start, active status, and reconciliation

orders, results, and timestamps

referrals, consultations, and care plan elements

patient communication artifacts (when required by measure logic)



If you want a practical way to think about it, I ask teams to pick one target quality set and trace it all the way back
to where it is produced in the EHR. Not “where it’s reported.” Where it originates. Then ask what has to be true in
the chart for the data to be extractable.

A measure that depends on “most recent A1c within a timeframe” will fail if your lab results are imported
inconsistently, if result units and reference ranges vary, or if outside labs are not captured into the structured
result flow. A measure that depends on “blood pressure recorded” will fail if vitals are delayed, recorded in an
unstructured way, or missing for certain visit types. These are workflow problems first, data problems second.

The hidden work: data standardization and normalization
Even if your EHR captures everything, measure performance depends on normalization. EHRs vary in how they
represent similar concepts, especially for:

problem lists that mix old and new diagnoses without consistent coding

allergies and medications entered through different pathways

lab results that come from multiple interfaces with different mapping rules

clinical notes that include key facts but in free text

A small example that can swing performance: medication reconciliation. Many organizations can document
reconciliation in narrative form during intake. But measure logic might need evidence that an eligible patient had a
medication order or active medication status updated. If your reconciliation workflow updates only a “history”
section rather than the active medication list used by the measure query, you end up with a chart that looks
complete to a clinician and still fails the report logic.

Another recurring issue is timestamp behavior. Quality measures often care about “within the last X months” or
“at least once during the measurement period.” If your EHR stores timestamps differently depending on where the
data entered (for example, imported from an outside portal versus entered manually, or placed into a different
data domain), the query can treat valid data as missing or out of range.

This is where middleware, interface engine mapping, and EHR configuration policies matter. It is also where you
need a feedback loop between quality analysts and the people configuring the system.

Patient engagement measures: what “engagement” really means in the
record
MU included patient engagement elements, and merit-based models often incorporate communication, access,
and follow-up expectations. “Engagement” sounds broad, but it becomes concrete in the EHR in very specific ways.

For example, patient access to results or visit summaries can be captured through portal events and
documentation logs. Messaging activity can be captured through communication logs. Follow-up appointment
scheduling can be captured through referral and appointment data. Even when the measure definitions are not
identical across programs, the technical requirement is similar: the event must be recorded in the EHR in a way
that the program’s measure logic can recognize.

The trade-off is that patient engagement workflows can shift staff time away from clinical tasks. If you build a
workflow that relies on front-desk staff manually clicking portal actions, it will work until you are short-staffed,
then it will drift. A sustainable design automates what it can, defaults what it should, and makes the manual steps
harder to forget.



A practical approach to engagement evidence

When I coach teams, I push them to define one source of truth for each engagement measure domain. Is it portal
audit logs? Is it problem list documentation? Is it scheduling data? Is it a documented outreach note tied to an
encounter? Once you choose, you align training and templates so staff know where evidence lives.

In one health system, the outreach team documented telephone outreach in narrative notes that were easy for
humans to read but hard for analytics to quantify. When they rebuilt the workflow to use structured outreach
fields tied to appointment and referral outcomes, their reported engagement rate stabilized. They did not get
more outreach done. They just created consistent evidence for the outreach they were already doing.

Using EHR to strengthen quality measurement in merit-based models
Merit-based models, compared with MU, often feel less like compliance and more like performance management.
That shifts the role of the EHR from “report generator” to “performance engine.”

To use the EHR well here, you need three layers working together.

First, you need reliable capture of measure-relevant data at the point of care. That is the earlier discussion:
structured fields, standardized coding, and consistent interfaces.

Second, you need clinical decision support that helps providers act, not just record. Decision support can be
measure-aware. For example, if a patient is eligible for a screening and the system can detect it from demographics
and diagnosis history, the EHR can prompt action. The goal is not pop-up annoyance. The goal is fewer missed
opportunities and fewer “unknown status” results.

Third, you need a feedback loop that closes the gap between what clinicians document and what the measure
logic expects. That loop is often where organizations struggle. They build dashboards, but if no one uses them for
process improvement, performance stagnates.

In real life, dashboards change behavior only when they are paired with a workflow. Someone has to review
exceptions and decide what to do about them, then the team has to make those changes visible in the EHR at the
next similar encounter.

Avoiding the two most common failure modes
There are two failure modes I see repeatedly.

The first is data capture with no governance. Teams configure templates, enable interfaces, and set reporting
schedules, but they do not control drift. After a year, new staff uses the template slightly differently, an interface
contract changes, and outside lab results arrive in a different format. The EHR still stores everything, but the
extraction logic no longer behaves as expected.

The second is governance without usability. The other extreme is to lock everything down with rigid
documentation rules that clinicians dislike. If clinicians circumvent templates, documentation becomes inconsistent
again, just in a different way. You also risk delays, which can indirectly affect missing data. If vitals are delayed
because a workflow is cumbersome, BP-based measures suffer.

The sweet spot is targeted structure that matches clinical realities. You do not need to eliminate narrative entirely.
You need the key measure atoms to exist as structured data, and you need a manageable path for documenting
exceptions and clinician reasoning.



Where organizations find leverage: documentation templates and
coding discipline
EHR templates are a quiet determinant of performance. A template that forces consistent capture of smoking
status, for example, can transform measure outcomes without changing clinical decisions. Similarly, coding
discipline for diagnoses and encounter types affects whether patients are even eligible for a measure query.

Coding discipline is not about adding more codes. It is about accuracy and consistency. In a crowded clinic,
diagnosis selection often becomes a “closest match” exercise. For measure extraction, closest match might not
satisfy eligibility. Over time, you can see performance differences between sites that have similar patient
populations but different coding habits.

The best organizations treat templates and coding as living assets. They run periodic audits. They watch where
data is missing by encounter type and by clinic, then they adjust the template to address the root cause.
Sometimes the fix is training. Sometimes it is changing the template to prepopulate structured elements.
Sometimes it is removing a redundant documentation field that clinicians skip.

Handling edge cases without breaking the measure logic
Every measure has edge cases, and the EHR is often where those edge cases become either manageable or
chaotic.

Take patients with incomplete records from outside providers. If your EHR has a concept of “outside data
reconciliation,” use it consistently. If outside labs and outside medication lists can be ingested, ensure they land in
the right structured domains and carry timestamps you trust. When outside data is not complete, you may need a
documented exception or a reason code that the measure logic recognizes.

Consider patients who receive care through multiple channels: in-person visits, telehealth encounters, urgent care,
hospital discharge follow-up. The measure might define eligible events by encounter type, which means the EHR
must consistently classify those events. If one site uses telehealth coding correctly and another records telehealth
as an office visit, the same clinical outcome can end up counting differently.

The judgment call for leaders is whether to standardize classification everywhere or whether to accept variability
and rely on post-processing. Post-processing can work, but it is labor-intensive and risky when staff or reporting
schedules change.

In my experience, the more you can make eligibility determination reliable at the point of care, the less you need
last-minute detective work.

A short checklist for EHR readiness (MU plus merit-based reporting)
When I help teams assess readiness for MU and merit-based performance, I focus on a handful of practical
questions that reveal whether the EHR can support extraction and improvement. These are not “best practice
buzzwords,” they are operational realities.

Can we trace each target measure to the exact EHR data fields and domains used by the reporting logic?

Do those fields get populated consistently by visit type, clinician role, and time of day?

Are outside data sources normalized into the same structured pathways as internal data?

Do we capture required timestamps in the measure-relevant way, not just in the clinical record narrative?

Can we distinguish between true exceptions and documentation gaps when patients do not meet criteria?



Answering these tells you whether you are building a reporting mechanism or building an improvement system.

Implementation: turn measurement requirements into workflows
people will actually follow
You can have the right EHR configuration and still fail if the implementation is purely technical. Clinics run on
habits. Staff need a workflow that fits their day, not a new process that competes with everything else.

Here is how implementation usually looks when it works, and it is worth watching for the same patterns across
MU and merit-based models:

1. Select a narrow set of measures tied to your highest risk patient populations and your current performance
gaps. Broad starts create noise, narrow starts create learning.

2. Map the measure to documentation and interfaces so you know where each data element comes from.
Include outside labs, meds, and problem lists in that mapping.

3. Design template and workflow changes that make the structured data easy to complete, with minimal
extra clicks. Build exception paths that clinicians can use without feeling like they are failing.

4. Set up monitoring for data completeness at least monthly, then tighten during the reporting window.
Monitor by clinic and visit type, not just overall totals.

5. Use feedback to adjust training and configuration. When gaps persist, the goal is not more reminders.
The goal is to change the workflow so the data becomes reliably available.

Notice what is not on the list: “wait until reporting time.” The EHR can support improvement only if measurement
logic runs early enough to change behavior.

Governance, training, and the human side of EHR performance
It is tempting to think governance is a committee that meets quarterly and writes policy documents. In the
context of MU and merit-based models, governance has to be more operational than that.

You need owners for each layer:

clinical content owners (templates, documentation requirements, clinical decision support)

technical owners (interfaces, data normalization, mapping)

analytics owners (measure queries, exception logic, reporting definitions)

frontline champions (who spot workflow friction and bring it back quickly)

Training matters because even a well-designed template fails if clinicians understand it differently. I have seen
teams train staff on the “what,” then ignore the “why.” When staff know the reason behind structured
documentation, compliance improves. That does not require a lecture. It can be as simple as showing a clinician
how missing data shows up as a quality failure for their patients.

The human side also includes change fatigue. If you roll out multiple EHR updates at once, the change that affects
quality can be hard to isolate. A controlled rollout, even for a single specialty, helps you connect changes to
outcomes.

How to evaluate whether EHR changes are improving performance



Quality improvement should not be judged solely by final reported scores. Those scores are lagging indicators. You
need leading indicators that tell you if your EHR workflows are producing correct structured data.

A useful evaluation pattern is to separate three outcomes:

1. Data completeness for measure-critical fields (for example, vitals recorded, structured labs captured)

2. Measure eligibility determination (did the patient meet the criteria to be evaluated)

3. Performance rate (did the patient meet the numerator criteria)

If completeness improves but performance does not, the issue may be clinical. If eligibility determination drops, the
issue is often coding, encounter classification, or workflow selection. If performance improves but completeness is
flat, you might be getting lucky through small denominators. Watching the three layers prevents false confidence.

The cost of getting it wrong
The financial and operational costs are not just in reporting labor. When the EHR is not configured for measure
reliability, the entire organization gets pulled into reactive work:

clinicians get asked to re-document missing data

analytics teams run complex chart pulls

staff use manual workarounds that do not scale

performance surprises appear at the last minute, without enough time to intervene

The worst part is that these costs tend to become normalized. People learn to expect chaos, then they stop
pushing for underlying workflow fixes.

When you treat the EHR as an improvement tool rather than a reporting vault, you still do reporting work, but
you shift time earlier into process design and monitoring.

Building a sustainable MU and merit-based capability
MU and merit-based models evolve, and organizations upgrade EHRs, change interfaces, and move staffing
around. That means the capability you build must survive change.

Sustainability comes from three habits:

Standardize definitions inside your organization. Decide what each structured field means and how it should
be used.

Monitor continuously. Do not rely on annual audits. Monthly monitoring catches drift while it is still fixable.

Keep feedback loops short. When clinicians see that the structured documentation has a purpose and that
leadership uses the data to improve workflows, the system becomes easier to use correctly.

In other words, you are not just trying to pass a reporting cycle. You are building an operating model for quality.

Where EHR improvements pay off first
If your organization is modernizing MU and merit-based performance, the first wins usually come from areas
where the EHR can enforce consistency.

That often looks like:

improving structured intake documentation



ensuring vitals and lab results flow into standardized domains

tightening encounter classification and coding discipline

aligning medication reconciliation to active medication data used by measure logic

using decision support sparingly but purposefully for eligible patients

These are not glamorous changes. They are the kind of operational refinement that makes performance more
predictable.

And predictability is exactly what you want. When your data behaves consistently, you can trust your dashboards.
When you trust your dashboards, teams spend less time arguing about whether data is real and more time
deciding how to close care gaps.

One team’s turning point: from report anxiety to workflow confidence
A common story I hear is that performance improved “without changing much,” which sounds suspicious until you
dig in. In several cases, the turning point was a workflow redesign that reduced missing structured data.

One clinic group had repeated misses on a measure that depended on documented follow-up. Their initial
assumption was that care was not happening. After review, they found that follow-up intent was documented, but
not captured in the structured pathway linked to referrals and appointments. Clinicians were doing what they
thought was right, but the EHR evidence did not reflect it in a way the measure logic recognized.

They redesigned the workflow so that when follow-up was intended, the referral and scheduling order were placed
automatically or as a simple default. Staff could override when appropriate, but overrides became explicit and
documented. The next reporting cycle showed a noticeable improvement. Not because the clinicians suddenly
changed their practice, but because the EHR finally reflected what clinicians were already doing.

That is the real value of EHR support for MU and merit-based models. It turns documentation from a burden into
a reliable trace of care.

Final thought on using the EHR for performance
MU and merit-based models are often discussed as administrative requirements. The more effective approach is to
treat them as a quality feedback system powered by the EHR. When your configuration, templates, interfaces, and
monitoring work together, you stop chasing last-minute fixes and start building consistent clinical evidence.

That consistency, more than any single dashboard or report, is what drives better outcomes and steadier
performance. It also makes the next program update less stressful, because the underlying capability is the same:
More help the EHR captures what care teams do, and it does it in a structured, trustworthy way.

https://www.jotform.com/hipaa/is-hipaa-compliant/epic-ehr/

