Draft Nursing and Medication Reconciliation Pilot Data Exit Report Guide 1Q10


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	ns11
	Screened with 24 hours of admission – overall rate (ns1a, ns1b, ns1c, ns1d, and ns1e)
	10, 42, 29, 41, 53, 55,  66, 67
	Sum of ns1a, ns1b, ns1c, ns1d, and ns1e denominators
	Sum of ns1a, ns1b, ns1c, ns1d, and, ns1e numerators

	Ns1a-e, s
	Screened within 24 hours of admission using Braden Scale
	10, 42, 29, 41, 53, 55, 61, 66, 67
	Includes all cases except:
· The length of stay was < 24 hours 
	Of those in the denominator:

· The date and time of the Braden Scale is valid and is within 24 hours prior to admission and <=24 hours after admission

	Ns2a-e, s
	Screened and identified at risk for pressure ulcer
	10, 42, 29, 41, 53, 55, 61, 66, 67
	Includes all cases except:
· The length of stay was < 24 hours 

· A Braden scale was not completed during the selected admission
	Of those in the denominator:

· The score of either the first or second Braden scale is <=18


Skin Integrity

	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	Ns3a-e, s
	Identified at risk without a documented plan of care for intervention within 48 hours of Braden score that identified the patient at risk


	10, 42, 29, 41, 53, 55, 61, 66, 67
	Includes all cases except:
· Discharge was <48 hours after the date and time of the first Braden scale 
· A Braden scale is negative and there is no subsequent  Braden scale, or a subsequent Braden scale is also negative.
· the second Braden scale was done < 48 hours after the first Braden scale and it is negative
	Of those in the denominator (lower is better):

One of the following

· If the score of the first Braden scale is <=18 and the date of discharge was >= 48 hours after the date and time of the first Braden Scale 

· There was no pressure ulcer prevention plan/protocol OR

· There was a pressure ulcer prevention plan/protocol with a valid date and one of the following:

· The date of the plan is not within two days before or two days after date of the Braden scale and the time of the plan is not documented OR

·  the date/time of the plan is  more than 48 hours prior to the  first Braden Scale or more than 48 hours after the first Braden Scale

· If the score of the second Braden scale is <=18 and the date of discharge was >= 48 hours after the date and time of the second Braden Scale 

· There was no pressure ulcer prevention plan/protocol at the time of or following the second Braden scale   

· There was a pressure ulcer prevention plan/protocol at the time of or following the second Braden scale with a valid date and one of the following:

· The date of the plan is not within two days before or two days after date of the Braden scale and the time of the plan is not documented OR

· the date/time of the plan  is more than 48 hours prior to the  first Braden Scale or more than 48 hours after the second Braden Scale


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	Ns4a-e, s
	Developed a hospital acquired stage II or greater pressure ulcer
	10, 42, 29, 41, 53, 55, 61, 66, 67
	Includes all cases except:
· The length of stay was < 24 hours

	Of those in the denominator (lower is better):

· A pressure ulcer was noted during this admission and 
· The ulcer was noted at >=48 hours following admission
· The stage of the ulcer was 2, 3, 4, or there was documentation of unable to stage or  stage was not documented


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	Ns5a-e, s
	Stage II or greater  pressure ulcer without documented plan for intervention within 48 hours of  first documentation of at least stage II pressure ulcer
	10, 42, 29, 41, 53, 55, 61, 66, 67
	Includes all cases except:
· A pressure ulcer was not noted within less than 48 hours following admission
· A pressure ulcer was not noted on or after 48 hours following admission 
· An ulcer was noted only as stage 1
· the date and time of discharge is <48 hours from the     date and time an ulcer was noted to be stage 2 or greater 


	Of those in the denominator: (lower is better):

ONE OF THE FOLLOWING:

· A pressure ulcer was noted on or after 48 hours following admission and
· The stage of the ulcer was not documented or
· The date and time of discharge is >=48 hours from the date and time the ulcer was noted to be stage 2 or greater  AND

· There is no documentation of a pressure ulcer plan/protocol  OR

· There is documentation of a pressure ulcer plan, the date of the plan is valid and one of the following:

· The date of the plan is more than two days after the date the ulcer was noted to be stage 2 or greater and the time of the plan is not documented OR

· The time of the plan is valid and the date and time of the plan is > 48 hours after the ulcer was noted to be stage 2 or greater

OR

· A pressure ulcer was noted within less than 48 hours following admission and
1. The stage of the ulcer was not documented or all of the following
2. The date and time of discharge is >=48 hours from the date and time the ulcer was noted to be stage 2 or greater  AND

· There is no documentation of a pressure ulcer plan/protocol  OR

· There is documentation of a pressure ulcer plan, the date of the plan is valid and one of the following:

· The date of the plan is more than two days after the date the ulcer was noted to be stage 2 or greater and the time of the plan is not documented OR

·  The time of the plan is valid and the date and time of the plan is > 48 hours after the ulcer was noted to be stage 2 or greater




Fall Assessment
	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	ns12
	Assessed for fall risk within 24 hours of admission using Morse Fall Scale-overall rate (ns6a, ns6b, ns6c, ns6d, ns6e
	10, 42, 29, 41, 53, 55, 66, 67
	Sum of ns6a, ns6b, ns6c, ns6d, and  ns6e denominators
	Sum of ns6a, ns6b, ns6c, ns6d, and  ns6e numerators

	ns6a-e, m
	Assessed for fall risk within 24 hours of admission using Morse Fall Scale
	10, 42, 29, 41, 53, 55, 58,  66, 67
	Includes all cases except:
· Length of stay is < 24 hours


	Of cases included in the denominator:

· Patient was assessed for risk of falls using the Morse Fall Scale and the assessment was completed within 24 hours of admission

	Ns7a-e, m
	Assessed and identified at high risk for falls
	10, 42, 29, 41, 53, 55, 58,  66, 67
	Includes all cases except:
· Length of stay is < 24 hours

· Patient was  not assessed for risk of falls using the Morse Fall Scale
	Of cases included in the denominator:

· Those with a score >=45 anytime during the hospital stay

	Ns8a-e, m
	Identified at high risk with documented plan for intervention with 24 hours of admission
	10, 42, 29, 41, 53, 55, 58,  66, 67
	Includes all cases except:
· Length of stay is >= 24 hours

· Patient was not assessed for risk of falls using the 
        Morse Fall Scale

· The score of the assessment was <45


	Of cases included in the denominator:

· the date of the first care plan to minimize the risk of fall/injury is valid and is the same as the date of admission OR

· there is a valid date and time of the first care plan to minimize the risk of fall/injury and it is within 24 hours prior to or after admission


	Mnemonic
	Description
	Catnums
	Denominator
	Numerator

	Ns9a-e, m
	 Fall documented during hospitalization
	10, 42, 29, 41, 53, 55, 58,  66, 67
	Includes all cases except:
· Length of stay is <24 hours
	Of cases included in the denominator:

· a patient fall was documented or noted in post fall assessment note OR

· a bone fracture was acquired during the hospital stay OR

· a subdural hematoma was acquired during this hospital stay

	Ns10a-e, m
	More than one fall documented during hospitalization
	10, 42, 29, 41, 53, 55, 58,  66, 67
	Includes all cases except:
· Length of stay is < 24 hours 

· The patient did not have a fall during the hospital stay 

· The patient did not acquire a bony fracture or a subdural hematoma during the hospital stay

	Of cases included in the denominator:

· There is documentation the patient had more than one fall


Medication Reconciliation (Pilot) IHF, SC and Outpatient DM
	Mnemonic
	Description
	 Catnum
	Denominator
	Numerator

	mrec6

	Inpt Documented current med list upon admission   
	29, 53, 55
	Includes all cases 
	Of Cases Included in the Denominator

· On the day of or day after admission, the physician/APN/PA, pharmacist, or nurse documented a list of the patient’s current medications in the record.  (actmed = 1)

	mrec7
	Inpt Current med list compared with active med list  
	29, 53, 55
	Includes all cases except:

· On the day of or day after admission, the physician/APN/PA, pharmacist, or nurse did not document a list of the patient’s current medications in the record.

	Of Cases Included in the Denominator

· On the day of or day after admission, there is documentation the physician/APN/PA, pharmacist, or nurse compared the patient’s current medication list with the active medication list noted in the record  (ipmedcon = 1)


	Mnemonic
	Description
	 Catnum
	Denominator
	Numerator
	
	
	

	mrec8
	Inpt Reconciled list of discharge medications  reviewed with patient/caregiver
	29, 53, 55
	Includes all cases except:

· Patient expired

· At the time of discharge, there is no documentation the physician/APN/PA, pharmacist, or nurse reconciled the medications prescribed at discharge with the active medication list
	Of Cases Included in the Denominator

· At the time of discharge, the physician/APN/PA, pharmacist, or nurse reviewed the reconciled list of discharge medications with the patient/caregiver. (revdcmed = 1)

	mrec5
	Inpt Reconciled med list was provided to next provider of service 
	29, 53, 55
	Includes all cases except:

· Patient expired

· At the time of discharge, there is no documentation the physician/APN/PA, pharmacist, or nurse reconciled the medications prescribed at discharge with the active medication list
	Of Cases Included in the Denominator

· At the time of discharge, there was documentation that the list of the reconciled discharge medications was provided to the next provider of service. (comdcmed = 1)



	mrec10
	Outpt Documented current med list at first post-discharge NEXUS visit  
	29, 53, 55 and 16, 48, 50, 51, 64, 68 where DM flag = 1
	Includes all cases except:

· If  IHF or SC
·  patient did not have an applicable outpatient clinic encounter  following discharge and prior to the pull list date or
· If DM
·  Patient’s most recent NEXUS visit was with a psychologist 
	Of Cases Included in the Denominator

· If IHF or SC: at the first applicable clinic encounter following  discharge, the physician/APN/PA, pharmacist, or nurse documented a current list of the patient’s medications in the record  (opactmed = 1)
· If DM: at the most recent NEXUS clinic visit, the physician/APN/PA, pharmacist, or nurse documented a current list of the patient’s medications in the record  (opactmed = 1)

	mrec11
	Outpt Current med list reviewed with patient/caregiver
	29, 53, 55 and 16, 48, 50, 51, 64, 68 where DM flag = 1
	Includes all cases except:

· If  IHF or SC

·  patient did not have an applicable outpatient clinic encounter  following discharge and prior to the pull list date or

· At the first applicable outpatient clinic encounter following discharge, the physician/APN/PA, pharmacist, or nurse did not document a current list of the patient’s medications in the record
· If DM

·  Patient’s most recent NEXUS visit was with a psychologist or

·  At the most NEXUS clinic visit, the physician/APN/PA, pharmacist, or nurse did not document a current list of the patient’s medications in the record
	Of Cases Included in the Denominator

· During this outpatient encounter, there is documentation the physician/APN/PA, pharmacist, or nurse reviewed the current medication list with the patient/caregiver (opmedcon = 1)


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	mrec12
	Outpt Medication changes reviewed with patient/caregiver
	29, 53, 55 and 16, 48, 50, 51, 64, 68 where DM flag =1
	Includes all cases except:

· If  IHF or SC

·  patient did not have an applicable outpatient clinic encounter  following discharge and prior to the pull list date or

· At the first applicable outpatient clinic encounter following discharge, the physician/APN/PA, pharmacist, or nurse did not document a current list of the patient’s medications in the record or
· There is no documentation that the physician/APN/PA made changes to the patient’s medications during this outpatient encounter
· If DM

·  Patient’s most recent NEXUS visit was with a psychologist or

·  At the most NEXUS clinic visit, the physician/APN/PA, pharmacist, or nurse did not document a current list of the patient’s medications in the record or
· There is no documentation that the physician/APN/PA made changes to the patient’s medications during this NEXUS encounter
	Of Cases Included in the Denominator

The record documents the physician/APN/PA, pharmacist, or nurse reviewed medication changes with the patient/caregiver prior to discharge from the applicable clinic. (revopmed = 1)

	mrec9
	Outpt Reconciled med list provided to next provider of service
	29, 53, 55 and 16, 48, 50, 51, 64, 68 where DM flag =1
	Includes all cases except:

· If  IHF or SC

·  patient did not have an applicable outpatient clinic encounter  following discharge and prior to the pull list date or

· At the first applicable outpatient clinic encounter following discharge, the physician/APN/PA, pharmacist, or nurse did not document a current list of the patient’s medications in the record or

· If DM

·  Patient’s most recent NEXUS visit was with a psychologist or

·  At the most NEXUS clinic visit, the physician/APN/PA, pharmacist, or nurse did not document a current list of the patient’s medications in the record 

	Of Cases Included in the Denominator

· Upon discharge from the applicable clinic, there is documentation that the list of the reconciled medications was provided to the next provider of service.  (comopmed = 1)


