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NPO Supplemental Data Process

 Health Focus pulls the data directly from the EMR by way of structured 

data populating a CCDA

 Documents stored are not pulled and will not close a care gap.

 HF identifies the most recent date in the order as the Result Date. 

 Labs/test are identified as “completed” by a date in the structured “Result Date” field 

and/or a result in the structured “Result” field.

 Data is submitted by Health Focus to BCBSM, BCN, and Priority Health on a 

weekly basis.

 The timeframes for when the data will be processed and reflected in the reports may 

vary by insurance companies.

 

 It may take 30-60 days to see the data submitted by Health Focus populated in the 

insurance company’s data.

 Measures are continuing to move to Electronic Clinical Data Systems 

(ECDS) submission.



Common EMR Data Entry Errors

Incorrect use of Structured Data Fields in Lab/DI orders

Incorrect Dates entered into Lab/DI orders

Incorrect Results entered into Lab/DI orders

Blank structured data fields

Free-Typing into structured data fields

Typos

Height entered as 1 inch

BP either flipped to diastolic/systolic 



The Golden Rule for Data Entry

 Resulted documents include:

 Lab reports (e.g., HbA1c, Cologuard, etc.)

 Mammogram reports

 Colonoscopy op reports

 Progress Notes (e.g., for in-house labs, etc.)

 Use the resulted document to identify the following information:

 Sample Collection Date or Test Performed Date

 Result Date

 Lab/Test Result

 DO NOT put any information into a structured data field that cannot be found on 
the supporting lab/test report!

 Make sure the supporting lab/test report can be found in the patient’s chart in the 
EMR.

Use a resulted document to identify the information to enter 

into structured data fields (e.g., Lab/DI orders)!



Document the Correct Dates

 There are multiple dates listed on a lab/test report

 Order

 Sample Collection

 Received

 Resulted / Performed

 The Order and Received dates are irrelevant for HEDIS reporting

 The date on which you are manually entering the information is 

also irrelevant; Never enter the manual-entry date into a Lab/DI 

order

 The correct Sample Collection and Test Result dates must be entered 

into corresponding structured data fields



What Dates to Use – 

    

Performed Date = Result Date

Mammogram
Colonoscopy

DI



What Data to Use - Cologuard

Collected Date = date patient states the sample was collected

Received Date = date Exact Sciences received the sample in the mail (internal QA)

Report Date = Result Date = date a result was generated and reported by the lab

Sample Collection Date = 6/28/2022 

Result Date = 7/3/2022

Result = Negative

LAB



What Data to Use – Gyn Cyt

LAB

Taken = Sample Collection Date = 2/10/2021

Reported = Result Date = 2/12/2021

Result = Negative



What Data to Use - HPV

Taken = Sample Collection Date = 4/25/2017 

Date Reported = Result Date = 4/28/2017

Result = Negative

LAB



Example – Incorrect Date (HPV)

Gyn Cyt/HPV Lab Report
Lab Order in EMR

Note collection date and result date entered in EMR 

versus lab report

*Audit Fail



Document the Correct Result

 Some quality measures are result-dependent. 
 (e.g., HbA1c lab, retinal eye exam)

 A result indicates the lab/test was completed

 The result may determine measure compliance 

       (e.g., A1c < 8, A1c < 9)

 The result may determine test repeat interval 

       (e.g., 1 vs. 2 years for DM retinal eye exams)

 Avoid documenting a result as “unknown”, if possible.

 If you are unsure of a result, first try to clarify it with the rendering provider.

 “Unknown” results are non-compliant results for some measures (i.e., HbA1c) or 
default the lab/test to an annual reporting period (i.e., retinal eye exam).

 CPT II codes can be added to claims to report results for some 

Labs/tests (e.g., HbA1c, BMI percentile, Retinal Eye Exam, etc.).

 Claims data will trump supplemental data for closing measure care gaps.

 Make sure the correct CPT II code is submitted for the result documented in the 
medical record.



Example – Incorrect Result (Retinal Eye)

Audit Request

Retinal Eye Exam Report

*This patient has cataracts 

but, as far as DM retinopathy 

goes, the result is normal 

(No Retinopathy)

*Audit Fail



Interpreting Eye Exam Reports

*Handout



Eye Exam Reporting Form

*Handout



HEDIS BP Guidelines

 Compliant BP results must be less than 140/90

 Reported BP can be the lowest systolic and diastolic during a single 

day

 Example

 BP taken at the beginning of the appointment is 136/92

 BP taken at the end of the appointment is 140/86

 BP that would be documented in the structured Vitals field would be 136/86

 Last reported BP of the measurement year may also be a patient 

reported BP if documented in the EMR and taken with a digital cuff.



Treat Structured Data Fields with R-E-S-P-E-C-T

 Non-result-dependent measures (e.g., colonoscopy, mammogram, etc.)

 Documentation in the Result Date field of a DI order identifies the test as completed

 Result-dependent measures (e.g., HbA1c DM retinal eye exam)

 
 Documentation in the Result field of a Lab order identifies the test as completed

 Make sure the structured data fields only contain the information you want 

reported to Health Focus and the payers

 E.g., closing an incomplete DI with a date entered in the Result Date field will trigger the 
erroneous capture of a completed DI

 E.g., typing “test not done” in a structured Lab Result field will trigger the erroneous 

capture of a “completed” lab

 Use non-structured “Notes” or “Internal Notes” fields to document information such as 

“test not completed”

 E.g., If a second BP of the visit is better than the first, put the second BP value in the 
structured Vitals field. (Don’t free-type it elsewhere).



Example – Structured Data Fields

Structured text entered in the result 

field triggers a completed lab/test in 

Health Focus



How to Handle Orders for 

Uncompleted Labs/DIs

• Kona recommends the following:  Cancel the Order

>>Patient Hub

>>Labs/DI

>>Open the order

>>Click on the cancelled checkbox

>>Mention the reason in the reason dropdown box

>>Or under the notes “that patient did not        

complete or do the order.”

>>Ok

-The order will get cancelled and it will show 

under the cancelled tab



Audit Example - Typos

Health Focus will pull the structured fields 

exactly how they are entered into the EMR. 

This data is then sent to the payer on the 

supplemental file. 



Data Entry Process

 Establish a written process that includes proper training of 

the practice staff with the entry process.

 Be consistent in that process, especially if multiple 

people will be entering data.

 Review entered data prior to locking Lab, DI or Progress 

Note.



Moving Forward
 Look for The ECDS submission to be accelerated for all measures if the 

insurance company finds the process to be advantageous.

 Breast Cancer Screening became an ECDS measure in 2023.

 Colorectal Cancer Screening is proposed to go ECDS in 2024

 
 Work to move more of the process to the front end instead of working from 

the back by using:

 Exclusion diagnosis codes

 CPT codes

 Structured data fields in the EMR to improve the CCDA data being pulled by Health 
Focus

 Most Importantly, be patient 

 Allow time for the submissions of CPT II codes, exclusion codes, and data submitted 

by Health Focus to reflect in the reports provided by the insurance companies.

 This change is a process and is going to take time
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