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Attestation Batch Upload Overview 

Attestation Batch Upload is a new functionality which will 
allow multiple providers to submit attestations in a single file 
via the HITECH Registration and Attestation System. 

• 
• 
• 
• 
• 

Functionality will be available in Program Year 2014 
For Eligible Professionals and Eligible Hospitals 
Benefits for large provider groups  
Accepted file formats of CSV and XML 
Rules regarding batch attestations submission mirror manual attestations 



Attestation Batch Upload Overview 

Registration and Attestation System  
Attestation Selection Page 



Attestation Batch Upload Overview 

Registration and Attestation System  
Attestation Legal Disclaimer Page 



Attestation Batch Upload Overview 

Registration and Attestation System  
Attestation Batch Upload Page 



Attestation Batch Upload Overview 

Registration and Attestation System  
Attestation Selection Page 



Attestation Batch Upload Overview 

Registration and Attestation System  
Attestation Batch Upload Receipt Page 



Attestation Batch Upload Overview 

Registration and Attestation System  
Attestation Batch Upload Status Page 



Attestation Batch Upload Overview 

• 

• 

• 

• 

• 

• 

• 
 

File Formats are CSV and XML 

Templates for both CSV and XSD/XML are provided 

Instructions  provided regarding entering the data in the batch file 

Specifications for each file format are defined in the reference data 

Attestation Measures are also defined in the reference data 

Samples of batch files with mock attestation data will also be available 

Validations are listed in the validations reference sheet 

Batch Attestation File Definitions 



Attestation Batch Upload Overview 

CSV File Format 



Attestation Batch Upload Overview 

XML File Format 



Attestation Batch Upload Overview 

Attestation Batch Upload - Instructions Documents 

Referenced Documentation 

•
•
•
•
•
•

Attestation Batch Upload Instructions 
Stage 1_Core and Menu_Attestation Data Reference Sheet 
Stage 2_Core and Menu_Attestation Data Reference Sheet 
CQM_Attestation_Data_Reference_Sheet 
CSV_Mapping_Specification_Request_and_Response 
XML_Mapping_Specification_Request_and_Response 

 
Attestation Batch Upload – XSD-CSV-Templates 
•
•
•
•
 

BatchAttestationRequest.xsd 
BatchAttestationResponse.xsd 
BatchAttestationUpload_Template.xls 
BatchAttestationUpload_Template.xlsx 

Attestation Batch Upload Validations Reference Sheet 
•NGC_NLR_REF_R14.01_Attestation_Batch_Upload_Validations_Reference_Sheet 



QRDA Presentation 



•

•

 

QRDA is a HL7 standard for Quality 
Reporting. Built on top of HL7 standard - 
Clinical Document Architecture (CDA 
Rerease-2) 
Pioneer ACO program QRDA Implementation 
Guide (IG) uses QRDA IG developed for CMS 
PQRS program (which is based on HL7 
QRDA-I Release 1). (Note: MU Stage-2 uses 
HL7 QRDA-I Release 2) 

Overview of QRDA 



QRDA Categories 

QRDA standard supports three categories of Quality reports 
•

•

•

 

 

Category-I: (Single Patient report): Each report contains 
clinical quality data for one patient for one or more Clinical 
Quality measures. Pioneer ACO program uses QRDA Category-I 
Category-II: (Patient List report): This is a multi-patient level 
quality report. Each report contains clinical quality data for a 
set of patients for one or more Clinical Quality measures 
Category-III: (Aggregate Quality report): Each report contains 
calculated summary data for one or more Clinical Quality 
measures for specific population of patients within a 
particular health care setup over a period of time 



Evolution of QRDA 

•
•

•

•

 

QRDA Category-I has two releases 
QRDA-I Release 1 was out in April, 2010 and 
adopted by CMS PQRS program 
With the evolution of eMeasures, NQF Quality 
Data Model (QDM), HL7 released QRDA-I 
Release 2 in July, 2012 
Progression from QRDA-I R1 to R2 can be 
iterative rather than implementing QRDA-I R2 
from scratch 



QRDA Process Overview 

•

•

•
•

•

•

Publish QRDA Supporting Documents (Data Submission 
Specifications, Errors & Edits, Downloadable Resources Table). 
Completed 
Distribute QRDA Supporting documents to Pioneer ACOs. 
Completed 
Provide training to the Pioneer ACOs on QRDA. Completed 
Vendors for the Pioneer ACOs update their software, if needed, to 
produce QRDA files for the 22 Pioneer ACO 2013 measures. 
Pioneer ACOs use their EHR software to produce QRDA files for 
each sampled patient. 
Pioneer ACOs submit QRDA files individually or as a concatenated 
file. 
 

 



QRDA Process Overview (cont’d) 

•

•

•

•

QRDA files will be validated against HL7 CDA R2 schema, and 
QRDA Schematron rules. (Schematron bundle is made available 
for Pioneer ACOs and EHR Vendors) 
If errors are identified in a QRDA file, that file will be rejected.  
The errors will be provided in an error report for the ACOs. 
Each QRDA file submitted successfully (no errors found in 
validation) will be processed and the QMAT will be populated 
with the clinical data elements. 
When QRDA files are processed, it will be necessary to identify if 
a file was already submitted for that ACO/patient. “Final Action 
Processing” will be used to identify the latest QRDA submission. 
 

 



QRDA-I Structure 

•

•

•

•

•

 
 

A QRDA-I Report contains a header and a body as 
dictated by CDA R2 standard. 
Header contains attributes of quality report such as 
patient demographics, author, custodian 
Body of a quality report contains Measure Set 
section, which contains nested Measure section 
A Measure section contains a Reporting Parameters 
section and a Patient Data section 
A Patient Data section contains clinical data sections 
such as problems, procedures… 



QRDA-I Structure 



QRDA-I Header  

Header Attributes:  
Contains Clinical Document Details  

•
•
•
•
•
•
•
•
•
•

realmCode  

 
typeId  

 
templateId 
id 
code  
title  
effectiveTime  
confidentialityCode  
setId  
versionNumber 

 
 

Document Participants:  
Describes the participants 
submitting the report 

•

•
•
•
•

recordTarget ( Patient 
demographics)  
author  
custodian  
legalAuthenticator  
documentationOf 
(encounters) 

 
 

The Header contains metadata that describes the document.  The 
header portion is further divided into two groups:  
 



QRDA-I Body Sections 

• Measure Set Section: The Measure Set Section identifies the set of measures 
appropriate for the current program year (e.g. QMAT 2013) 
• Measure Section: The Measure section contains information about the CQMs 
being reported for a patient.  Measure section is a nested section within the 
Measure Set Section. 
– The Measure section contains two nested sections which are both required: 

 

 

 

Reporting Parameters Section 
Provides information about the reporting time interval and provides 

context for the patient data being reported. 
Patient Data Section 
This section contains patient clinical data elements as defined by the 

particular CQM(s). 

 



Patient Data Section 

–
–
–
–
–
–
–
–

Problems Section   
Procedures Section 
Payers Section 
Alerts Section 
Medications Section 
Immunizations Section 
Results Section 
Vital Signs Section 

 

–
–
–

 

Plan of Care Section 
Social History Section 
Medical Equipment Section 

 

Patient Data section uses standard HL7 CCD templates with the 
following nested sections: 
 



QRDA-I R1 VS. R2 

•

•

•

•

 

A QRDA-I document  structure mostly remains the same 
for Release 1 and Release 2. 
The main difference is “how” the QRDA document is 
generated by EHR systems. 
Release 1 doesn’t expect the EHRs to be knowledgeable 
on CQMs/eMeasures, but Release 2 documents are 
expected to contain “just enough” clinical data to satisfy 
the CQMs. 
For example, Release 1 may contain 10 patient 
encounters data, Release 2 may contain just 2 encounters 
to satisfy the CQMs. 
 

 



FAQ Update 



New FAQs for the EHR Incentive Programs 

•

 
•

•

•

When meeting the meaningful use measure for computerized provider order entry (CPOE) in 
the EHR Incentive Programs, does an individual need to have the job title of medical assistant in 
order to use the CPOE function of certified EHR technology for the entry to count toward the 
measure, or can they have other titles as long as their job functions are those of medical 
assistants?  

For the Medicare and Medicaid EHR Incentive Programs, how should an eligible professional 
(EP), eligible hospital, or critical access hospital attest if the certified EHR vendor uses 2011 
edition certified EHR technology for the first part of 2013 and 2014 edition certified EHR 
technology for the remainder of 2013?  
 
The specifications for Denominator 2 for measure CMS64v2 do not produce an accurate 
calculation according to the measure’s intent. When will a correction to this clinical quality 
measure (CQM) be published?  
 
For the meaningful use Stage 2's transitions of care and referrals objective, in what ways can 
the second measure be met that requires more than 10% of the summary care records 
provided for transitions of care and referrals to be electronically transmitted in the EHR 
Incentive programs?  



Question and Answer Session 
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