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[bookmark: _Toc234844518]Summary
This Data Hygiene Checklist is a comprehensive guide designed to help Federally Qualified Health Centers (FQHCs) establish and maintain high standards of data quality and accuracy across all operational workflows. Data quality directly impacts patient care coordination, financial operations, regulatory compliance, and the reliability of quality improvement initiatives.
Purpose
This checklist identifies five critical domains of data governance and provides role-specific action checklists, operational context, and practical tools to support continuous improvement. The goal is to create consistency across your organization, reduce data-driven errors, and ensure that operational workflows accurately translate into reliable data for reporting and decision-making.
How to Use This Checklist
Each section of this checklist is organized by data domain and includes:
· Operational Context
· Ownership and Role Definitions
· Role-Specific Action Checklists
· Practical Tools and Excel Functions
Use this checklist as a shared reference across all roles and departments. Each team member should review the sections relevant to their role, complete the applicable checklists on a defined cadence (daily, weekly, monthly, or quarterly), and report findings to their supervisor or to Quality Improvement staff. Data hygiene is not a one-time project; it requires sustained attention and accountability from leadership and frontline staff.
Section Overview
· Section 1: Visit Type Standardization – Ensures that visit types are standardized, consistently assigned, and accurately reflect the services delivered. Visit types drive UDS reporting, quality measures, billing, and productivity tracking.
· Section 2: Duplicate Record Prevention – Prevents duplicate medical records and Master Patient Index (MPI) errors that disrupt care coordination, quality reporting, and billing. Includes patient identity verification standards and duplicate detection protocols.
· Section 3: Coding Consistency – Standardizes ICD-10, CPT, and structured code selection to ensure accurate reimbursement, quality measure capture, and compliance reporting. Includes provider documentation standards and medical coding audits.
· Section 4: Scheduling Template Integrity – Ensures that scheduling templates are accurately configured, properly maintained, and aligned with clinical operations. Template errors cascade through access, productivity reporting, and billing.
· Section 5: Workflow-to-Reporting Alignment – Ensures that operational workflows are documented, followed, and accurately reflected in EHR data and reporting systems. Validates that what happens clinically matches what appears in data systems and reports.
· Section 6: Clinical Measure Validation – Ensures that clinical quality measures (e.g., Breast Cancer Screening) are supported by accurate, structured documentation so reported rates reflect the care patients received. Includes point-of-care documentation standards and quarterly measure validation.

[bookmark: _Section_1:_Visit][bookmark: s1][bookmark: _Toc232081380][bookmark: _Toc234844519]Section 1: Visit Type Standardization
[bookmark: _Toc232081381]Operational  Context
Visit types are among the most consequential data elements in an FQHC's system. They control which encounters are counted in UDS reporting (Table 5), how clinical quality measures are calculated, how productivity is assessed, and whether encounters are billable as medical, dental, behavioral health, or enabling services. Incorrect or generic visit types silently distort every downstream report.
[bookmark: _Toc232081382]Ownership
	Role
	Responsibility

	Scheduling Staff
	Select the correct visit type at time of scheduling; escalate uncertainty immediately

	Scheduling Supervisors
	Audit visit type usage monthly; maintain approved reference lists; address workarounds

	EHR Analysts / IT
	Configure visit type libraries; enforce system-level constraints; disable deprecated types

	QI Staff
	Monitor utilization rates; flag outliers; assess reporting implications

	Analytics
	Build and distribute visit type utilization dashboards; flag generic/catch-all usage

	Operations Leadership
	Set standards; approve changes; ensure training; review audit findings


[bookmark: _Toc232081383]Role-Specific Checklists
  SCHEDULING STAFF
	✓
	BEFORE Scheduling the Appointment

	☐
	Confirm the reason for visit and select the most specific visit type available

	☐
	Never default to 'Other,' 'General,' or any generic visit type unless no specific type exists

	☐
	Verify the provider or care team performs the service type being scheduled

	☐
	Confirm the patient's insurance/payer is compatible with the visit type being used

	☐
	If uncertain about the correct visit type, consult the approved Visit Type Reference Guide before proceeding

	☐
	Do not schedule using a visit type that has been flagged as 'deprecated' or 'under review'

	✓
	DURING Scheduling

	☐
	Confirm visit type is visible and correct in the scheduling slot before finalizing

	☐
	Verify duration aligns with the visit type (e.g., new patient vs. follow-up slot length)

	☐
	If patient requests a service not associated with the selected visit type, alert the supervisor

	☐
	Document any patient-reported reason for visit in the notes field per your organization's standard

	☐
	Do not modify visit types on existing appointments without supervisor approval

	✓
	AFTER Scheduling

	☐
	Review the appointment confirmation screen to verify visit type is saved correctly

	☐
	If a correction was made, log it in the correction tracking log (if your organization uses one)

	☐
	Report any recurring uncertainty about visit type selection to your supervisor immediately

	☐
	Participate in monthly team reviews of visit type utilization data as requested



  SCHEDULING SUPERVISORS / OPERATIONS LEADERSHIP
	✓
	WEEKLY Supervisor Actions

	☐
	Pull visit type utilization report; review for increases in generic/catch-all usage

	☐
	Spot-check 10–15 appointments per site for visit type accuracy

	☐
	Address any staff questions about visit type assignment that were escalated

	☐
	Confirm deprecated visit types show zero usage

	✓
	MONTHLY Leadership Review

	☐
	Review full visit type utilization dashboard with Analytics/QI

	☐
	Compare generic visit type utilization against thresholds (target: <3% of total scheduled)

	☐
	Conduct root cause analysis on any type exceeding alert thresholds

	☐
	Review any EHR configuration changes that may have impacted visit type libraries

	☐
	Update and redistribute Visit Type Reference Guide if any changes occurred

	☐
	Confirm all new staff completed visit type training within 30 days of hire


 
  QI / IT / ANALYTICS STAFF
	✓
	QI Monthly Monitoring Checklist

	☐
	Run visit type utilization report by site, provider, and service line

	☐
	Calculate rate of generic/catch-all visit type usage as % of total visits

	☐
	Flag any visit type with zero activity that was expected to be used

	☐
	Cross-reference visit type distribution against prior UDS submission for anomalies

	☐
	Document findings and distribute to Operations Leadership with recommendations

	☐
	Verify that EHR visit type library matches the current approved list


[bookmark: _Toc232407034]Excel Functions for QI / Analytics Staff
The following Excel functions support visit type monitoring, audit preparation, and KPI tracking for this domain.
	EXCEL QUICK REFERENCE: Visit Type Standardization

	Function
	What It Does
	FQHC Data Hygiene Example

	COUNTIF
	Counts cells matching a condition — quickly surfaces generic, blank, or unexpected visit type entries across a scheduling extract.
	Flag all appointments using a generic or catch-all visit type (e.g., 'Other') in a scheduling data export to calculate your generic visit type rate:
=COUNTIF(D:D,"Other") / COUNTA(D:D)

	COUNTIF
	Also used to verify that deprecated visit types show zero usage across all active appointments.
	Count how many scheduled appointments use a specific deprecated visit type (e.g., 'General Visit') — target should be 0:
=COUNTIF(D:D,"General Visit")

	Conditional Formatting
	Applies color-based visual flags to cells meeting a rule — makes outliers and threshold breaches immediately visible without formulas.
	In a monthly visit type summary by site, highlight any row where generic type % exceeds 5% (alert threshold). Select the % column → Conditional Formatting → Highlight Cells Rules → Greater Than → 5% → Red Fill:
Rule: Cell Value > 0.05  →  Format: Red Fill / Bold Text


[bookmark: _Section_2:_Duplicate][bookmark: s2][bookmark: _Toc232081389][bookmark: _Toc234844520]Section 2: Duplicate Record Prevention
[bookmark: _Toc232081390]Operational Context
Duplicate medical records are one of the most damaging data integrity problems an FQHC can face. A single patient appearing as two or more distinct records creates gaps in clinical history, disrupts care coordination, skews patient counts in UDS reporting, and may cause billing errors or denied claims. Duplicates are easiest to prevent at point of registration and hardest to resolve after the fact.
[bookmark: _Toc232081391]Ownership
	Role
	Responsibility

	Front End Registration Staff
	Search for existing records before creating new ones; verify identity at every encounter

	Registration Managers / Patient Access
	Audit new registration quality; monitor duplicate MRN rate monthly

	HIM (Health Information Management)
	Manage merge requests; maintain merge documentation; train on identity resolution

	IT / Interface Teams
	Maintain MPI (Master Patient Index) integrity; configure interface duplicate alerts

	Analytics
	Run monthly duplicate detection reports; flag records for HIM review

	QI
	Monitor duplicate rate as a standing KPI; include in data quality dashboard


[bookmark: _Toc232081392]

Role-Specific Checklists
  FRONT END REGISTRATION STAFF	
	✓
	BEFORE Creating a New Record

	☐
	Search for the patient using at least three identifiers: full legal name, date of birth, and address or phone number

	☐
	Search using phonetic name variations, maiden name, and common misspellings

	☐
	Search using partial date of birth if full DOB is uncertain

	☐
	Check against active and inactive patient lists

	☐
	Do not create a new record until the search returns no existing match

	☐
	If a possible match is found but not confirmed, escalate to a supervisor before creating a new record

	☐
	Never create a new record simply because the patient has a new address, phone number, or insurance

	✓
	DURING Registration

	☐
	Verify the patient's legal name (including middle name/initial) against a government-issued ID

	☐
	Confirm date of birth verbally and visually from the ID

	☐
	Collect and verify current address and phone number

	☐
	Enter the Social Security Number (last 4 digits minimum) per your organization's policy

	☐
	Confirm the patient's primary language and update if changed

	☐
	Verify insurance and update coverage information — do not assume prior coverage is current

	☐
	If the patient has been seen at another site in the network, verify the record is shared/linked

	✓
	AFTER Registration — Quality Check

	☐
	Review the demographic record for completeness before closing the registration session

	☐
	Confirm no duplicate alert flags remain active in the system

	☐
	If you discover a possible duplicate record during registration, log it and notify your supervisor immediately

	☐
	Do not attempt to merge records yourself — route all merge requests to HIM per established protocol


 


HIM / REGISTRATION MANAGEMENT
	✓
	Weekly / Monthly Supervisor & HIM Checklist

	☐
	Run duplicate detection report using MPI or EHR duplicate-flagging tool

	☐
	Review flagged records and determine merge vs. retain status within defined Service Level Agreement (e.g., 5 business days)

	☐
	Document all merges in the merge log including: date, initiator, reason, records involved

	☐
	Review post-merge record completeness — ensure clinical history, insurance, and demographics transferred correctly

	☐
	Report current duplicate MRN rate per 1,000 registrations to QI and Operations Leadership

	☐
	Ensure all registration staff completed identity verification training in the past 12 months

	☐
	Review interface alerts for duplicate records arriving from lab, radiology, or specialist EHR connections


[bookmark: s3][bookmark: _Toc232081398]
[bookmark: _Toc232407044]Excel Functions for QI / Analytics Staff
The following Excel functions support duplicate detection, MRN reconciliation, and registration quality monitoring for this domain.
	EXCEL QUICK REFERENCE: Duplicate Record Prevention

	Function
	What It Does
	FQHC Data Hygiene Example

	COUNTIF
	Counts how many times each value appears in a column. This is the fastest way to identify MRNs, names, or DOB combinations that appear more than once in a registration extract.
	In a patient registration export, flag any MRN that appears more than once (indicating a potential duplicate record). Add a helper column E with:
=COUNTIF(A:A,A2)  →  Filter column E for values > 1

	XLOOKUP
	Matches values across two datasets. This finds records present in one system that don't exist in another or confirms whether a patient already exists in the EHR before creating a new record.
	Cross-reference a list of newly registered patients (Sheet1, column A) against your master patient list (Sheet2, column A) to identify any patient who was registered twice — once at each site after a merger:
=XLOOKUP(A2,Sheet2!A:A,Sheet2!B:B,"NOT FOUND")

	Conditional Formatting
	Visually flags duplicate values in a column without needing a helper formula. This is ideal for a quick scan of a registration extract before HIM review.
	In a registration audit file, highlight all duplicate MRN values in column A so HIM staff can immediately see which records need review. Select column A → Conditional Formatting → Highlight Cells Rules → Duplicate Values → Red Fill:
Rule: Duplicate Values in column A  →  Format: Red Fill




[bookmark: _Section_3:_Coding][bookmark: _Toc234844521]Section 3: Coding Consistency
[bookmark: _Toc232081399]Operational Context
Consistent, accurate coding is the bridge between clinical care and data. ICD-10 diagnoses, CPT procedure codes, and SNOMED-based structured data elements drive reimbursement, quality measure performance, UDS reporting, and population health analytics. At FQHCs, coding inconsistencies across providers, sites, and service lines create phantom gaps in care 
[bookmark: _Toc232081400]Ownership
	Role
	Responsibility

	Providers (MDs, DOs, NPs, PAs)
	Select specific, accurate ICD-10 codes at point of care; document to code specificity

	Medical Coders / Billing Staff
	Review and validate codes before claim submission; query providers on unclear documentation

	Clinical Supervisors / Medical Directors
	Monitor provider-level coding patterns; address outliers through peer review

	Compliance Officer
	Conduct periodic coding audits; ensure adherence to official coding guidelines

	Revenue Cycle Leadership
	Track denial rates by code type; identify coding-related revenue leakage

	QI / Analytics
	Map coded diagnoses to quality measure populations; report coding completeness rates


[bookmark: _Toc232081401]Role-Specific Checklists
  PROVIDERS (MDs, DOs, NPs, PAs)
	✓
	AT TIME OF DOCUMENTATION (Every Visit)

	☐
	Select the most specific ICD-10 code available — avoid unspecified codes unless specificity cannot be clinically determined

	☐
	Code all conditions managed at today's visit, not just the primary chief complaint

	☐
	Do not use 'rule-out' diagnoses as confirmed diagnoses — use the presenting symptom until confirmed

	☐
	If a chronic condition is being actively managed (e.g., hypertension, diabetes), code it on every relevant visit

	☐
	For preventive visits, add the appropriate additional diagnosis codes for conditions discussed or managed during the visit

	☐
	Confirm that procedure codes (CPT) match the services actually rendered and documented

	☐
	Document clinical complexity sufficient to support the E/M level billed

	✓
	MONTHLY Self-Audit Actions (Providers)

	☐
	Review one month of your own coding summary report (available from Billing/Analytics)

	☐
	Identify your most frequently used unspecified codes and determine if more specific alternatives exist

	☐
	Compare your preventive visit coding rate against peers for completeness

	☐
	Participate in any coding education or peer review sessions scheduled by the medical director


 
  MEDICAL CODERS / BILLING STAFF
	✓
	PRE-SUBMISSION Coding Review Checklist

	☐
	Verify diagnosis codes are specific to at least the 4th or 5th character level where required

	☐
	Confirm CPT codes match the documented service: never code a service not documented

	☐
	Check for bundling edits: ensure component services are not billed separately when included in a comprehensive code

	☐
	Verify that the place of service code matches the actual care delivery location

	☐
	Confirm modifier usage is appropriate and supported by documentation

	☐
	Flag encounters with unspecified Z-codes or placeholder codes for provider query if clinical specificity is determinable

	☐
	Review the claim for appropriate payer-specific coding requirements (e.g., Medicaid vs. commercial)


[bookmark: _Toc232407054][bookmark: s4][bookmark: _Toc232081407]Excel Functions for QI / Analytics Staff
The following Excel functions support coding accuracy audits, denial pattern analysis, and quality measure coding completeness reviews for this domain.
	EXCEL QUICK REFERENCE: Coding Consistency

	Function
	What It Does
	FQHC Data Hygiene Example

	COUNTIF
	Counts how many encounters are coded with an unspecified ICD-10 code.  Helps calculate your unspecified code rate as a KPI and identify which providers or service lines are driving the gap.
	In a monthly encounter coding extract (ICD-10 codes in column C), count all records where the diagnosis ends in '9' (common unspecified code suffix) or begins with a known unspecified prefix. For a cleaner calculation, flag all unspecified Z00.00 preventive codes:
=COUNTIF(C:C,"Z00.00") / COUNTA(C:C)

	XLOOKUP
	Matches submitted diagnosis codes against an approved coding reference list. Quickly surfaces codes that are not on the organization's endorsed ICD-10 standard list or validates that chronic condition codes are present on every eligible encounter.
	Cross-reference provider encounter codes (Sheet1 column B) against your approved ICD-10 chronic condition code list (Sheet2 column A) to identify encounters where a known diabetic patient was seen but E11.xx was not coded:
=XLOOKUP(B2,Sheet2!A:A,Sheet2!B:B,"MISSING — REVIEW")

	Conditional Formatting
	Visually highlights coding outliers by provider or service line. Makes it easy for QI staff and medical directors to spot which providers have denial rates, unspecified code rates, or coding gaps that exceed thresholds.
	In a provider-level coding summary, highlight any provider whose unspecified code rate exceeds the 10% alert threshold in red, and flag those between 5–10% in yellow for monitoring. Use a two-rule Conditional Formatting set on the rate column:
Rule 1: Cell > 0.10  →  Red Fill  |  Rule 2: Cell > 0.05  →  Yellow Fill


[bookmark: _Section_4:_Scheduling][bookmark: _Toc234844522]Section 4: Scheduling Template Integrity
[bookmark: _Toc232081408]Operational Context
Scheduling templates are the structural foundation of clinical operations. When templates are misconfigured — wrong slot types, inaccurate durations, provider associations, or inactive visit types — the resulting errors cascade through patient access, productivity reporting, quality measure tracking, and encounter billing. Template integrity requires a disciplined governance process, not just initial setup.
[bookmark: _Toc232081409]Ownership
	Role
	Responsibility

	Scheduling Coordinators
	Use templates as configured; escalate discrepancies immediately; do not create informal workarounds

	Clinic Managers / Operations Directors
	Approve all template changes; audit template accuracy monthly; manage change requests

	IT / EHR Analysts
	Build and maintain templates in EHR; enforce change control; retire deprecated configurations

	Analytics
	Monitor slot utilization, no-show rates, and overbooking patterns by template type

	QI
	Assess whether template structure supports accurate UDS and quality measure data

	Provider Relations / Medical Staff Office
	Ensure provider credentials and scheduling privileges match template configurations


[bookmark: _Toc232081410]
Role-Specific Checklists
 SCHEDULING COORDINATORS
	✓
	DAILY Template Use Checklist

	☐
	Verify you are scheduling within the correct template for the provider and site

	☐
	Do not book appointment types into slots not designated for that type

	☐
	If a template slot appears incorrect (wrong duration, unavailable type), do not work around it — escalate to supervisor

	☐
	Report any scheduling errors discovered during the day before end of shift

	☐
	If a provider's schedule appears incomplete or has unexpected blocks, notify the supervisor before the next clinic day


  CLINIC MANAGERS / IT ANALYSTS
	✓
	TEMPLATE CHANGE CONTROL Checklist

	☐
	All template changes must be submitted via an approved change request form — no informal changes

	☐
	Changes must be approved by both the clinical supervisor and the EHR analyst before implementation

	☐
	Test new or modified templates in a non-production environment before deploying to live scheduling

	☐
	Notify affected scheduling staff at least 48 hours before a template change takes effect

	☐
	After implementation, validate the change by reviewing 5–10 test slots to confirm accuracy

	☐
	Archive all previous template configurations with effective dates in the template change log

	☐
	Conduct a post-implementation review at 30 days to confirm the change is working as intended

	✓
	MONTHLY Template Audit Checklist (IT / Clinic Manager)

	☐
	Export the full active template library and compare against approved template list

	☐
	Identify any templates that are active but show zero bookings in the past 30 days

	☐
	Identify any providers linked to templates for services outside their credentialed scope

	☐
	Verify slot durations match service type standards (e.g., new patient slots are longer than follow-up)

	☐
	Confirm deprecated visit types are not present in any active template

	☐
	Check for templates that were cloned from another provider without full customization

	☐
	Distribute findings to Operations Leadership with a recommendation for any needed corrections


[bookmark: _Toc232407063][bookmark: s5][bookmark: _Toc232081415]Excel Functions for QI / Analytics Staff
The following Excel functions support template audit reviews, deprecated visit type detection, and slot utilization monitoring for this domain.
	EXCEL QUICK REFERENCE: Scheduling Template Integrity

	Function
	What It Does
	FQHC Data Hygiene Example

	COUNTIF
	Counts how many active scheduling slots are associated with a deprecated or unapproved visit type. This is the fastest way to validate that retired types have been fully removed from all templates across sites.
	In a full template export (visit types in column D), count all slots still using any deprecated type from a known list. Use one COUNTIF per deprecated type, or sum across multiple — target for each should be 0:
=COUNTIF(D:D,"General Visit")+ COUNTIF(D:D,"Other")+ COUNTIF(D:D,"Walk-In Legacy")

	XLOOKUP
	Matches each template's assigned provider against the credentialed provider roster. This identifies templates linked to providers outside their approved scope of service.
	Cross-reference the provider listed on each scheduling template (Sheet1 column B) against the credentialed provider roster and their approved service types (Sheet2 columns A and C). Flag any mismatch where template service type doesn't match provider credential:
=XLOOKUP(B2,Sheet2!A:A,Sheet2!C:C,"NOT ON ROSTER — REVIEW")

	Conditional Formatting
	Visually highlights slot utilization rates that fall outside expected ranges. This helps operations leaders quickly identify underperforming templates or providers with access gaps.
	In a monthly slot utilization report by provider and site, highlight fill rates below 70% (access gap alert) in red and rates above 95% (potential capacity constraint) in orange. Apply two rules to the fill rate column:
Rule 1: Cell < 0.70  →  Red Fill  |  Rule 2: Cell > 0.95  →  Orange Fill




[bookmark: _Section_5:_Workflow-to-Reporting][bookmark: _Toc234844523]Section 5: Workflow-to-Reporting Alignment
[bookmark: _Toc232081416]Operational Context
Every operational workflow generates data. The gap between how staff perform a task and how that task is reflected in data systems is where reporting errors are born. Workflow-to-reporting alignment means that the way care is delivered, documented, and coded in daily operations accurately and consistently maps to what appears in dashboards, UDS submissions, grant reports, and quality measure results. Without this alignment, organizations make decisions based on fiction.
[bookmark: _Toc232081417]Ownership
	Role
	Responsibility

	Department Supervisors
	Ensure daily workflows match documented standards; escalate alignment gaps

	QI Staff
	Conduct cross-functional alignment reviews; map workflows to reporting fields quarterly

	Analytics
	Identify report-to-workflow discrepancies; build alignment validation reports

	IT / EHR Analysts
	Ensure EHR configuration supports workflow as designed; flag configuration-workflow gaps

	Executive Operations Leadership
	Set alignment as an organizational priority; review alignment dashboard quarterly

	Clinical & Revenue Cycle Leadership
	Ensure clinical and billing workflows are co-designed for data accuracy


[bookmark: _Toc232081418]Role-Specific Checklists
  DEPARTMENT SUPERVISORS	
	✓
	DAILY Workflow Observation Checklist

	☐
	Observe at least one patient registration, scheduling, or check-in workflow per day

	☐
	Confirm staff are following the documented process — not workarounds

	☐
	Ask staff to explain their data entry choices for one record per observation

	☐
	If a discrepancy is found between documented workflow and actual practice, log it immediately

	☐
	Report persistent workflow deviations to QI and Operations Leadership within 24 hours


 


  QI / ANALYTICS STAFF
	✓
	QUARTERLY Alignment Review Checklist

	☐
	Map each operational workflow to its corresponding EHR data fields and reporting endpoints

	☐
	Compare actual report outputs against expected outputs if workflows were followed correctly

	☐
	Identify any data fields that are consistently blank, inconsistent, or out of range

	☐
	Interview 3–5 frontline staff to understand how they are actually performing key data entry steps

	☐
	Document any workflow-reporting gap discovered with estimated impact on reporting accuracy

	☐
	Present findings to Operations Leadership with prioritized recommendations

	☐
	Track resolution of prior-quarter alignment gaps to closure


[bookmark: _Toc232407073] 
Excel Functions for QI / Analytics Staff
The following Excel functions support cross-functional alignment reviews, enabling services reconciliation, and report-to-workflow discrepancy identification for this domain.
	EXCEL QUICK REFERENCE: Workflow-to-Reporting Alignment

	Function
	What It Does
	FQHC Data Hygiene Example

	XLOOKUP
	Matches records across operational workflow data and reporting outputs. This is the primary tool for identifying encounters that were delivered and documented in one system but are missing from UDS-contributing reports or grant deliverable counts.
	Cross-reference your CHW/enabling services encounter log (Sheet1 column A = encounter IDs) against the Analytics-generated UDS Table 5 extract (Sheet2 column A) to find enabling service encounters that were documented but did not flow into the report:
=XLOOKUP(A2,Sheet2!A:A,Sheet2!B:B,"MISSING FROM REPORT — INVESTIGATE")

	COUNTIF
	Counts records where a required structured data field is blank. This identifies documentation completeness gaps that cause encounters to be excluded from reports even when the service was delivered.
	In an enabling services encounter export, count all records where the structured visit type field (column E) is blank — these will not be counted in UDS Table 5 regardless of whether a note was written:
=COUNTIF(E:E,"") / COUNTA(A:A)

	Conditional Formatting
	Visually flags report-to-workflow discrepancies in a reconciliation file. This makes it immediately clear to QI and operations leaders which service lines, sites, or providers have the largest gaps between delivered and reported care.
	In a quarterly workflow-vs-report reconciliation summary, highlight any row where the difference between documented encounters and reported encounters exceeds 10% of total volume — signaling a workflow-reporting misalignment that requires investigation:
Rule: (Documented − Reported) / Documented > 0.10  →  Red Fill


[bookmark: _Section_6:_Clinical_Measure_Validation][bookmark: _Toc234844524]Section 6: Clinical Measure Validation
[bookmark: _Toc239900101]Operational Context
Clinical quality measures translate (such as the UDS Table 6B Breast Cancer Screening) the care patients receive into standardized rates used for federal reporting, PCMS recognition, and value-based payment. A measure is only as accurate as the structured data supporting it. For example, a completed mammogram that is not coded, a valid exclusion that is not documented, or a result filed in the wrong field can lead to inaccurate reporting where a compliant patient may be counted as a care gap. Clinical measure validation ensures that what a provider does and documents at the point of care are captured in the structured fields so reported rates reflect the care patients truly received. 
[bookmark: _Toc239900102]Ownership
	Role
	Responsibility

	Clinical Staff / Providers
	Confirm measure status at the point of care and document completed screenings, results, and exclusions in structured fields; escalate unclear cases

	QI Staff
	Validate clinical measure logic against documented care quarterly; audit sampled charts against measure specifications

	Analytics
	Build and maintain clinical measure validation reports; reconcile EHR-calculated rates against manual chart review

	IT / EHR Analysts
	Maintain accurate measure logic and structured data field mapping in the EHR; flag configuration drift

	Executive Operations Leadership
	Set clinical measure accuracy as an organizational priority; review validation findings quarterly

	Clinical & Quality Leadership
	Ensure clinical protocols and documentation standards align with UDS and quality measure specifications


[bookmark: _Toc239900103]Role-Specific Checklists
  CLINICAL STAFF / PROVIDERS	
	✓
	AT THE POINT OF CARE Checklist

	☐
	Confirm whether the patient is due for a screening measure (e.g., Breast Cancer Screening) before the visit ends

	☐
	Document completed screenings, orders, and results in structured fields, not in free text alone

	☐
	Record clinically valid exclusions (e.g., bilateral mastectomy, hospice) in the designated exclusion field, not only in a progress note

	☐
	Confirm external screening results from outside facilities are scanned and coded, not just uploaded as an unstructured document

	☐
	Escalate to QI or Analytics if the EHR shows a care gap for a measure thought to be completed


  QI / ANALYTICS STAFF
	✓
	QUARTERLY Measure Validation Checklist

	☐
	Pull the denominator and numerator populations for each clinical measure directly from the reporting system

	☐
	Sample a defined number of charts from the numerator and denominator to confirm the EHR-calculated result matches actual documentation

	☐
	Identify patients coded as non-compliant who have a documented completed service or valid exclusion

	☐
	Confirm the structured data fields used by measure logic match the fields providers are actually documenting in

	☐
	Document any measure logic or documentation gap discovered with estimated impact on the reported rate

	☐
	Present findings to Clinical and Quality Leadership with prioritized recommendations

	☐
	Track resolution of prior-quarter validation gaps to closure


[bookmark: _Toc239900104]Excel Functions for QI / Analytics Staff
The following Excel functions support clinical measure validation, chart-to-report reconciliation, and screening outreach prioritization for this domain.
	EXCEL QUICK REFERENCE: Clinical Measure Validation

	Function
	What It Does
	FQHC Data Hygiene Example

	XLOOKUP
	Matches patients in a measure denominator against those with a completed screening or documented exclusion on file. This identifies eligible patients who appear as care gaps despite the service being delivered.
	Cross-reference your Breast Cancer Screening denominator export (Sheet1 column A = patient IDs) against the mammogram results/exclusions log (Sheet2 column A) to find denominator patients missing a matched result:
=XLOOKUP(A2,Sheet2!A:A,Sheet2!B:B,"NO RESULT ON FILE — INVESTIGATE")

	COUNTIFS
	Counts denominator patients whose structured screening result field is blank within a defined date range. This flags patients likely to be miscounted as non-compliant despite normal turnaround time.
	In the Breast Cancer Screening denominator export, count all patients whose result field (column F) is blank and whose most recent order date (column D) falls within the measurement period:
=COUNTIFS(F:F,"",D:D,">="&DATE(2026,1,1))

	Conditional Formatting
	Visually flags patients approaching or past their screening due date without a completed result. This helps clinical and QI staff prioritize outreach before the reporting period closes.
	In a monthly screening outreach list, highlight any patient whose days-until-due (column G) is 30 or fewer in yellow, and any patient already past due in red:
Rule 1: Cell ≤ 30 → Yellow Fill  |  Rule 2: Cell < 0 → Red Fill



2
This resource is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Human Services (HHS) as part of an award to CHCANYS’ New York State Health Center Controlled Network (NYS-HCCN) totaling $1,705,000 with 0% financed with non-governmental sources. The contents are those of the author(s) and do not necessarily represent the official views of, nor an endorsement, by HRSA, HHS, or the U.S. Government. For more information, please visit HRSA.gov.
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