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I N S I G H T S

T he manner in which Medicare measures quality is 
undergoing a seismic shift. Currently, the CMS Web 
Interface is a popular option through which physician 

group practices and accountable care organizations (ACOs) 
can submit requisite quality data. Quality data submitted via 
the Web Interface are used to assess performance in alternative 
payment models (APMs) such as the Medicare Shared Savings 
Program in addition to calculating a Merit-based Incentive 
Payment System (MIPS) score, which determines adjustments 
to physicians’ Part B payments in subsequent years. The Web 
Interface requires physician groups and/or APM participants 
to submit data on 248 patients selected from a CMS sample 
of 616 Medicare patients. Starting in 2025, CMS will require 
APM participants to cease utilization of the Web Interface and 
instead submit electronic clinical quality measures (eCQMs) at 
the APM entity level.1

At a high level, eCQMs are quality measures that are gener-
ated and reported via certified electronic health record (EHR) 
technology. Many APM participants find eCQMs controversial 
because they include all patients who meet measure criteria, 
regardless of insurance status. Others argue that the measures 
themselves (examples in the Table) are not applicable to all 
specialties. This article will set aside debates regarding the 
appropriateness of the measure selection and specifications and 
instead focus on the reporting process. In theory, eCQMs are 
touted as reducing the manual burden associated with sampling 
and corresponding data abstraction while promoting the goals 
of interoperability. In reality, successfully building, aggregating, 
and reporting eCQM data at the APM entity level is rife with 
challenges. To its credit, CMS recognized these challenges and 
delayed mandatory eCQM reporting from 2023 to 2025.1 All 
this being said, the effort to optimize eCQM reporting should 
not be abandoned. The seamless exchange of health information 

among health systems, payers, and patients is a vital goal, and 
alterations to our information technology policy and infra-
structure could facilitate eCQM reporting and simultaneously 
move the nation closer to achieving true interoperability. Policy 
makers should pursue a path to enabling the recommendations 
proposed in this article.

THE CHALLENGES OF eCQM REPORTING 
Submitting eCQM data for a single practice on a single EHR 
platform is not inherently challenging. Real difficulties arise when 
an ACO with multiple practices on disparate EHRs attempts to 
submit data at the ACO level. Northwestern Medicine (NM) 
ACO contains 48 practices serviced by 16 EHR vendors. The 
2 largest practices are NM-employed groups that both use 
Epic. As a result, NM ACO is aggregating all eCQM data and 
preparing it for submission within Epic (eAppendix [available 
at ajmc.com]). This ACO configuration and planned process 
for eCQM submission is not an uncommon one. The process 
steps and associated challenges are as follows:

• Practice engagement: ACOs must collect eCQM data 
from member practices in the form of quality reporting 
document architecture (QRDA) 1 files for 3 eCQM 
measures (Table). Many ACO practices are small and lack 
substantive administrative and/or technological support. 
Clearly communicating the need for eCQM QRDA 1 files 
and how to transmit such files often requires significant 
at-the-elbow support. In many instances, NM communi-
cated directly with practices’ EHR vendors on practices’ 
behalf to ensure that vendors had the ability to produce 
QRDA 1 files for all 3 eCQMs. 

• Successful file transfer: In order to submit eCQM data 
to CMS at the ACO level, the eCQM QRDA 1 files are 
ultimately aggregated within a single EHR. At present, 
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most EHR vendors are still developing tools that will 
support aggregation of eCQM files from disparate EHRs. 
In the interim, some ACOs are transferring eCQM files via 
secure email or SharePoint. This manual process can result 
in errors: practices send QRDA 3 files instead of QRDA 
1 files, files are not in an XML format, and/or data are 
missing. Once correctly formatted files are received, they 
can be ingested into a single EHR instance.

• Aggregation and deduplication: When aggregating 
eCQM data from multiple ACO practices, it is quite 
probable that some patients will appear in multiple prac-
tices’ data. Successful eCQM measurement and submis-
sion requires the ability to complete patient matching. For 
example, if ACO practice A screened a patient for depres-
sion, and that patient subsequently had an encounter with 
ACO practice B but was not screened for depression, that 
patient should appear in the numerator of the eCQM 
depression screening measure. If aggregation and dedupli-
cation are unsuccessful, it’s possible that the patient could 
be counted as 2 unique patients: 1 who met numerator 
criteria (“pass”) and 1 who did not (“fail”). However, due 
to the fact that different health systems and EHR vendors 
use different unique patient identifiers (IDs), patient 
matching can be extremely challenging. The absence of 
a universal primary key means that developers must use 
patient name, date of birth, sex, and address to attempt to 
identify and match unique patients. However, addresses 
can be outdated, names can be misspelled, and some health 
systems may utilize a middle initial whereas others do not. 
As a result, this identification process is unlikely to generate 
100% accurate results.

WHAT CAN BE DONE? 
To reduce the long-term burden associated with ACO-level 
eCQM reporting, CMS and the Office of the National 
Coordinator for Health Information Technology (ONC) should 
implement policies that (1) support real-time data exchange 
between disparate EHRs and (2) enable patient identification.

Facilitate real-time transfer. As previously stated, 
NM ACO’s current eCQM data exchange process involves 
multiple manual steps and significant time spent educating 
and supporting ACO practices. This process will have to be 
repeated each time an ACO wishes to collect new eCQM data 
for each performance period. However, if all ACO practices 
use the HL7 Fast Health Interoperability Resources (FHIR) 
standard, a mapping exercise of data elements between systems 
would need to occur only once. FHIR is essentially an interface 
that enables real-time data exchange. Once direct connections 
and eCQM data mapping are completed, any time a patient 
has an eCQM denominator–eligible encounter with an ACO 

practice, the encounter data will be sent in real time to the EHR 
system (in this instance, NM’s Epic) conducting the aggrega-
tion and deduplication.

The primary barriers to broad utilization of the FHIR 
standard are the time and cost associated with implementing 
FHIR. This resource requirement is especially difficult for 
small physician practices. However, broad utilization of FHIR 
is an undertaking worth pursuing due to the critical gains that 
extend well beyond eCQMs. FHIR would bring the country 
closer to achieving true interoperability: Patients’ health care 
data would seamlessly follow them from physician to physi-
cian, regardless of the practice’s EHR vendor. ONC should 
establish a timeline for the requisite adoption of the FHIR 
standard, and CMS could facilitate implementation through 
multiple policy levers. For example, adoption of FHIR could 
translate to automatic full credit for the Improvement and 
Promoting Interoperability categories of MIPS.

Establish a universal health care ID. As previously 
stated, patient matching is necessary to successfully aggregate 
and deduplicate data at the ACO level. When ACO practices 
operate on disparate EHRs, a common patient ID does not 
exist and ACOs must conduct an imperfect matching process 
utilizing patient name, sex, date of birth, and address. In the 
near term, CMS could enhance the QRDA format to include 
additional identifying fields such as email address. Although the 
incorporation of supplementary data fields would bring ACOs 
closer to complete patient matching, gaps would still exist.

The existence of a universal patient health care ID would 
eliminate this burdensome matching process and lead to the 
calculation of more accurate eCQM results. This concept is 
not a new one, and in the past it has been met with concerns 
regarding patient privacy. The issue of ensuring patient privacy 
should be addressed, and any unique patient ID should be 
protected like any other form of personal health information. 
Moreover, it is important to note that a unique health care 
ID would not link to patient financial information and may 

Quality ID # Measure title Collection type

001 Diabetes: Hemoglobin 
A1c Poor Control eCQM

134

Preventive Care and 
Screening: Screening  
for Depression and 
Follow-up Plan

eCQM

236 Controlling High  
Blood Pressure eCQM

APM Performance Pathway eCQM Examples

APM, alternative payment model; eCQM, electronic clinical quality 
measure; ID, identifier.

Table.



enable patients to avoid sharing their Social Security number 
in certain instances.2 

CONCLUSIONS
Altering quality measurement methodology to more closely 
align with the goals of interoperability is a laudable goal, but 
additional policies must be implemented to enable real-time 
data exchange and efficient, accurate measure calculations. 
Employing the policy solutions presented in this article is 
admittedly a highly complex endeavor, but an important 
one that would benefit from collaboration among ONC, 
CMS, EHR vendors, and the ACO community. 
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eAppendix. Multi-TIN ACO eCQM Reporting Process 

 

ACO, accountable care organization; eCQM, electronic clinical quality measure; EHR, 

electronic health record; NM, Northwestern Medicine; QRDA, quality reporting document 

architecture; TIN, Taxpayer Identification Number.  
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