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Improving data quality in an electronic healthcare environment requires a greater focus on standardized documentation
procedures. With an EHR, the need to evaluate and improve healthcare data quality through concurrent assessment, data
collection monitoring, and ongoing process improvement requires a shift from the more traditional “retrospective” method of
auditing data. EHR quality and integrity depend on front-end acquisition of quality data and subsequent successful transfer of
that data throughout the continuum of care. In addition, with an ongoing auditing process, confidence in the data is increased,
and decision making, both from the clinical and administrative perspectives, is enhanced. Further advantages to real-time
assessing and auditing include the ability to identify and correct errors early in the process, the identification and notification of
patterns of errors, and more immediate impact on staff understanding through education and training.

To help move the industry toward assessing and improving healthcare data quality at the front-end, AHIMA's e-HIM  work
group developed a model for implementing an EHR documentation improvement process. The model was created based on
the 10 data characteristics--accuracy, accessibility, comprehensiveness, consistency, currency, definition, granularity, precision,
relevancy, timeliness--outlined in AHIMA's position statement “Quality Healthcare Data and Information” shown down the
left side of the table. Across the top, the work group chose six categories to describe documentation components key to front-
end acquisition of quality data. These six categories (registration, assessment, treatment, follow-up, information management,
and information exchange) were then defined to facilitate consistency in applying the model. In setting up the grid in this
manner, a generic replicable model was produced (i.e., it is not data-, setting-, patient type-, disease-, or procedure-based). The
model is designed to address measurement, improvement, and validation of data quality.

How to Use the Model

Ensuring data quality is an ongoing process. It is essential to build concurrent data quality checkpoints into all facets of
documentation within an EHR. To use the model, first decide the area of focus. Ask yourself what should you be doing at the
front-end to ensure data quality in the documentation process. Next, choose the first documentation component (i.e.,
registration) and determine the critical point in the EHR documentation process where safeguards need to be built to check for
data quality. The work group coined the term “data quality checkpoint” for this key step in the process. Keep in mind the types
of things that should be done to check for data quality and prevent errors. Identify the checkpoints required to assess and
improve healthcare data quality. Once the data quality checkpoint is identified, determine what should be used to measure,
improve, or validate data quality to address the 10 characteristics and complete the column for registration. Repeat the process
for each documentation component until the table is complete. The finished product provides areas of concentration for
implementing your EHR documentation improvement process.

Tips

To ensure data quality within the EHR, keep in mind the following guidelines when using the model:

Stay at a high level and do not address the details at the data element level.
Focus on the patient. Run the patient through the process.
Consider where in the process data are being documented and at what point in the process quality monitoring should
occur.
Focus on front-end data with carefully selected quality checkpoints throughout the process.
Address the criticality of quality point-of-care data.
Choose data quality checkpoints that deal with the documentation challenges in your particular facility.
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Checkpoints should be straightforward and adaptable to ensure data quality and meet the increasingly complex data
documentation challenges of an EHR.

Applying the Model to a Patient Encounter

To further illustrate the use of the model in implementing an EHR documentation improvement process, a completed grid is
provided. The work group chose a patient encounter as the area of focus. Next, the data quality checkpoints for each of the
documentation components were identified. For example, while it is recognized there are a number of activities which must
occur in order to successfully register a patient and each healthcare entity will have its own protocol-specific registration
process, patient identification is a core piece for everyone. Therefore the work group chose ID Validation as the checkpoint
for the documentation component “Registration.” Moving down the column, the work group determined what should be used
to measure, improve, or validate data quality as it pertains to the data characteristic “Accuracy.” For this example the work
group decided on photo ID or two other forms of identification. These steps were duplicated until every section of the table
contained an item for measuring, improving, or validating data quality.
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Notes

1. Registration is the process of entering a patient into the system for the purpose of receiving care from a provider.
2. The systematic collection and review of information pertaining to an individual who wants to receive healthcare

services or enter a healthcare setting.
3. Treatment is intervening in a collaborative manner; providing appropriate preventive care, providing supportive care,

treating a disease or condition, or symptoms using accepted professional standards of practice.
4. Follow-up is the recommended care, treatment, or services to be continued to ensure continuity of care once a patient is

discharged or transferred.
5. The acquisition, organization, analysis, storage, retrieval, and dissemination of information to support decision-making

activities.
6. Information exchange is the transfer or dissemination of information that is gathered or computed about a patient as

part of a healthcare encounter.
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