DRAFT PILOT EXIT REPORT GUIDE-1QFY2013

	Mnemonic
	Description
	 Catnum
	Denominator
	Numerator

	cod1b
	Coded DM diagnosis with documentation in the record to support the diagnosis code
	16, 36, 48, 50, 51, 60, 61, 54 and FE flag
	Includes all cases except:

· Cases not flagged for DM 


	Of records included in the denominator:

· All cases with seldm selected


      CGPI Diabetes

  Delirium Risk (ACS, IHF, PN, SC)
	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	fe8
	Hospitalized patients age >65 at risk for delirium
	10, 29, 41, 42, 53, 55
	Includes all cases except:

· Patients < age 65

· Patients for whom risk counter is <3;  the following each count as 1 in the risk counter:
·  one of the 10 conditions in hxcogimp (history of cognitive impairment)  or one of the current medications in demedrx or benzorx
· BUN/creatinine ratio >=18.1

· One or both of the following:

· history of visual impairment

· history of hearing impairment 

· admission to an intensive care unit, coronary care unit or intermediate care unit OR two or more conditions in the severity counter: each bullet counts as 1 in the severity counter even if more than one condition in a bullet is present:

· age >=75 years

· history of metastatic cancer, history of lymphoma, leukemia, or AIDs, patients admitted with a new infection as in adminf,  patients admitted with a new fracture as in admfrac
· first respiratory rate after admission is >=34, first pulse rate after admission is <40 or >=120, mean arterial blood pressure is <60 or >=120
· first sodium level obtained after admission is <130 or >145

· first total serum bilirubin obtained after admission is >2.0

· the first hematocrit obtained after admission is <30 or >=50

· the first WBC obtained after admission is <3000 or >=20,000

· first glucose level obtained after admission is <60 or >=350


	Cases included in the denominator will pass if: 
· One of the following is documented in the H&P  by a physician/APN/PA

· a current problem of  delirium 

· a current change in mental status 

· a current problem of confusion

· a current problem of  disorientation

· the patient is at risk for delirium


  Diabetes Inpatient (IHF)
	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	dmi1
	Discharged on insulin with diabetes education documented
	29
	Includes all cases except:
· Cases not flagged for DM

· Those not prescribed insulin at discharge
	Cases included in the denominator will pass if: 
All of the following

· Written discharge instructions or educational materials given to the patient/caregiver at discharge address what to do if hypoglycemic symptoms occur

· Written discharge instructions or educational materials given to the patient/caregiver at discharge address sick day rules

· Documentation that the patient/caregivers ability to administer insulin was assessed
· Documentation that the patient/caregivers ability to perform self-monitoring of blood glucose was assessed


  Medication Reconciliation Inpatient (HF and SC)  
	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	Mrec42
	Home medications reviewed with patient upon admission or documented reason why not
	29, 53, 55
	Includes all cases

	Cases included in the denominator will pass if: 
· There is evidence in the medical record that the physician/APN/PA, pharmacist, or nurse reviewed the patient’s list of medications and/or active medication list in the record with the patient/caregiver upon admission or within the 24 hours after admission

OR

· There is documentation that medications were not currently prescribed for the patient upon admission

OR

· There is NO evidence in the medical record that the physician/APN/PA, pharmacist, or nurse reviewed the patient’s list of medications and/or active medication list in the record with the patient/caregiver upon admission or within the 24 hours after admission and one of the following:

· An emergent life-threatening situation existed with this patient prohibiting  completion of medication reconciliation upon admission or within the 24 hours after admission
OR

· There is documentation by the physician/APN/PA, pharmacist or nurse that the patient /caregiver was unable to confirm the patient’s medications upon admission or within the 24 hours after admission
OR

· the physician/APN/PA, pharmacist or nurse documents at least 2 attempts to obtain the patient’s medication list from a referring facility upon admission or within the 24 hours after admission


	Mnemonic
	Description
	Catnum
	Denominator
	Numerator

	mrec16
	Documented presence/absence medication discrepancies upon admission
	29, 53, 55
	Includes all cases except:

· Those with documentation  that medications were not currently prescribed for the patient upon admission 


	Cases included in the denominator will pass if: 
· Upon admission or during the 24 hours after admission there is evidence in the medical record that the physician/APN/PA, pharmacist, or nurse reviewed the patient’s medication list and/or active medication list with the patient/caregiver and one of the following:
·  There is documentation medication discrepancies were identified upon admission or during the 12 hours after admission
· Documented medication discrepancies were not identified upon admission or during the 12 hours after admission
OR 

· Upon admission or during the 24 hours after admission an emergent, life-threatening situation existed with this patient that prohibited medication reconciliation at that time and 
· There is documentation that  medication discrepancies were identified by the end of the next day after admission or
·  There is documentation medication discrepancies were not identified by the end of the next day after admission
OR

· Upon admission or during the 24 hours after admission, the physician/APN/PA, pharmacist, or nurse documented the patient and/or caregiver were unable to confirm the medications and 
· There is documentation that  medication discrepancies were identified upon admission or during the 12 hours after admission or

·  There is documentation medication discrepancies were not identified upon admission or during the 12 hours after admission 

OR

· Upon admission or during the 24 hours after admission, the physician/APN/PA, pharmacist, or nurse documented at least two attempts to obtain the patient’s medication list from a referring facility and one of the following:  
· Documented medication discrepancies were identified upon admission or during the 12 hours after admission 
· Documented medication discrepancies were not identified upon admission or during the 12 hours after admission 

	mrec17
	Medication discrepancies addressed upon admission
	29, 53, 55
	Includes all cases except:

· Medication discrepancies were not identified
· There is no documentation regarding medication discrepancies upon admission or during the 12 hours after admission
	Of  cases included in the denominator:
· Documentation exists indicating that the physician/APN/PN, pharmacist, or nurse addressed medication discrepancies


	Mnemonic
	Description
	Catnum
	Denominator
	Numerator

	mrec19
	Documented presence/absence medication discrepancies prior to discharge
	29, 53, 55
	Includes all cases except:
· Patient left AMA or expired

· Documented medications were not currently prescribed for the patient upon admission

	Cases included in the denominator will pass if: 
· Documented medication discrepancies were identified at the time of discharge
· Documented medication discrepancies were not identified at the time of discharge


	mrec20
	Medication discrepancies addressed prior to discharge
	29, 53, 55
	Includes all cases except:

· Patient left AMA or expired

· At the time of discharge, there is no evidence that the physician/APN/PA, pharmacist or nurse obtained information from the patient/caregiver regarding medications the patient was taking prior to admission  

· Documented medication discrepancies were not identified

	Cases included in the denominator will pass if: 
· At the time of discharge, there is documentation the physician/APN/PN, pharmacist, or nurse addressed medication discrepancies

	mrec21
	Reconciled medication list provided to patient
	29, 53, 55
	Includes all cases except:

· Patient left AMA or expired


	Cases included in the denominator will pass if: 
· At the time of discharge, there is documentation that a written list of the reconciled discharge medications was provided to the patient/caregiver
OR

· Documented medications were not prescribed at discharge



	mrec22
	Same medication list documented in discharge instructions and discharge summary
	29, 53, 55
	Includes all cases except:

· Patient left AMA or expired

· Documented medications were not prescribed at discharge


	Cases included in the denominator will pass if: 
· the medications listed on the patient’s discharge instructions were the same as the medications listed in the discharge summary


   Medication Reconciliation Outpatient (CGPI) 
	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	mrec41
	Home medications reviewed with patient or documented reason why not
	50 or 51 and othrcare not=1, 54 and FE flag =1 and othrcare not=1
	Includes all cases except:
· the Nexus clinic stop code is not :323, 303, 305, 306, 309, 312, 322, 350  when the catnum is 50 or 54

· the Nexus clinic stop code is not 503, 509, 552, 560, 562, 576 when the catnum is 51

· Medications were not  modified or prescribed during the most recent Nexus clinic visit in the past year by a physician/APN/PA  AND
· Medications were not  modified or prescribed during an OP clinical visit in the past year by a physician/APN/PA
	Cases included in the denominator will pass if: 
· During the outpatient clinic visit on (computer to display medrxdt),  there is evidence in the medical record that the physician/APN/PA, pharmacist, or nurse reviewed the patient’s list of medications and/or active medication list in the record with the patient/caregiver

OR

· there is no evidence in the medical record that the physician/APN/PA, pharmacist, or nurse reviewed the patient’s list of medications and/or active medication list in the record with the patient/caregiver during the outpatient clinic visit and

· the medical record documented that an emergent, life threatening situation existed with this patient prohibiting completion of medication reconciliation at this time

OR

· the medical record documented that the patient and/or caregiver was unable to confirm the patient’s medications



	mrec25
	Documented presence/absence medication discrepancies
	50 or 51 and othrcare not=1, 54 and FE flag =1and othrcare not=1
	Includes all cases except:

· the Nexus clinic stop code is not :323, 303, 305, 306, 309, 312, 322, 350  when the catnum is 50 or 54
· the Nexus clinic stop code is not 503, 509, 552, 560, 562, 576 when the catnum is 51

· Medications were not  modified or prescribed during the most recent Nexus clinic visit in the past year by a physician/APN/PA  AND
Medications were not  modified or prescribed during an OP clinical visit in the past year by a physician/APN/PA
	Cases included in the denominator will pass if: 
· During the outpatient clinic visit, there is documentation the physician/APN/PA, pharmacist or nurse documented medication discrepancies were identified

· During the outpatient clinic visit, there is documentation the physician/APN/PA, pharmacist or nurse documented medication discrepancies were not identified


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	mrec26
	Medication discrepancies addressed
	50 or 51 and othrcare not=1, 54 and FE flag =1 and othrcare not=1
	Includes all cases except:

· the Nexus clinic stop code is not :323, 303, 305, 306, 309, 312, 322, 350  when the catnum is 50 or 54
· the Nexus clinic stop code is not 503, 509, 552, 562, 576 when the catnum is 51

· Medications were not  modified or prescribed during the most recent Nexus clinic visit in the past year by a physician/APN/PA  AND
· Medications were not  modified or prescribed during an OP clinical visit in the past year by a physician/APN/PA
· During the outpatient clinic visit the physician/APN/PA, pharmacist, or nurse did not document that the patient and/or caregiver was unable to confirm medications

· Documented medication discrepancies were not identified


	Cases included in the denominator will pass if: 
· there  is documentation the physician/APN/PN, pharmacist, or nurse addressed medication discrepancies

	mrec27
	Reconciled medication list provided to patient
	50 or 51 and othrcare not=1, 54 and FE flag =1 and othrcare not=1
	Includes all cases except:

· the Nexus clinic stop code is not :323, 303, 305, 306, 309, 312, 322, 350  when the catnum is 50 or 54
· the Nexus clinic stop code is not 503, 509, 552, 562, 576 when the catnum is 51

· Medications were not  modified or prescribed during the most recent Nexus clinic visit in the past year by a physician/APN/PA  AND
· Medications were not  modified or prescribed during an OP clinical visit in the past year by a physician/APN/PA
· The only medication action  by the physician, APN or PA documented at the visit on medrxdt was renewal of the patient’s current medications
	Cases included in the denominator will pass if: 
· At the time of discharge from the most recent outpatient clinic visit, there is documentation that a written list of the reconciled discharge medications was provided to the patient/caregiver
OR

· At the time of discharge from the most recent outpatient clinic visit, there is documentation that the physician/APN/PA, pharmacist or nurse provided written information to the patient on minor medication changes


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	mrec40
	Referred to another  provider for medication management
	50 or 51 and othrcare not=1, 54 and FE flag =1and othrcare not=1
	Includes all cases except:
· the Nexus clinic stop code is not :323, 303, 305, 306, 309, 312, 322, 350  when the catnum is 50 or 54

· the Nexus clinic stop code is not 503, 509, 552, 562, 576 when the catnum is 51

· Medications were not  modified or prescribed during the most recent Nexus clinic visit in the past year by a physician/APN/PA  AND
· Medications were not  modified or prescribed during an OP clinical visit in the past year by a physician/APN/PA
· Documented medications were not prescribed or changed during the most recent OP clinic visit

· There is no documentation by the physician/APN/PA that the patient was to be referred to or follow up with another health care provider for medication management
	Cases included in the denominator will pass if: 

· The written list of discharge medications includes instructions that the patient/caregiver was to follow up with another provider regarding specific medications


   Frail Elders age 75 and older (CGPI and SC)
	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	fe19
	Composite: Assessment of hospitalized frail elders with surgery
	54, 53, 55
	Includes all cases except:

· Those with no hospital admission during the past year

· Those with documentation of comfort measures only on the day of or day after arrival

· Length of stay is <=1 day or >120 days
· Length of stay  is < 2880 minutes (48 hours)

· Patients who did not have a major surgical procedure during the hospital stay

· Cognitive assessment, assessment of ADLs and iADLs were done on admission or within 48 hours after admission and the patient expired or left AMA
	Cases included in the denominator will pass if:
· Upon admission or within 48 hours after admission, all of the following

· A cognitive assessment was performed using a standardized tool

· An assessment of ADLs was performed using a standardized tool 

· An assessment of IADLs was performed using a standardized tool

AND

· On the day of or the day prior to discharge all of the following:
· A cognitive assessment was performed using the same standardized tool that was used upon admission or during the 48 hours after admission

· An assessment  of ADLs was performed using the same standardized tool that was used upon admission or during the 48 hours after admission

· An assessment  of IADLs was performed using the same standardized tool that was used upon admission or during the 48 hours after admission

AND 
· The provider documented a comparison of the cognitive assessment performed on admission and the cognitive assessment performed at discharge




	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	fe13
	Mobility plan established within 3 calendar days of admission
	54, 53, 55
	Includes all cases except:

· Those with no hospital admission during the past year

· Those with documentation of comfort measures only on the day of or day after arrival

· Length of stay is <=1 day or >120 days

· Length of stay is < 2880 minutes (48 hours)

· Patients who were admitted to ICU  <= 3 days after hospital admission
· Patients who had a major surgical procedure and the anesthesia end date is <= 3 days after hospital admission 

· Patients who were bedridden prior to admission

· Patient was comatose or unable to cooperate upon admission or during the first 48 hours after admission


	Cases included in the denominator will pass if:

· A plan for mobility was documented by the end of hospital day 2

	fe14
	Ambulation of post-surgical frail elders by POD2
	54, 53, 55
	Includes all cases except:

· Those with no hospital admission during the past year

· Those with documentation of comfort measures only on the day of or day after arrival

· Length of stay is <=1 day or >120 days

· Length of stay is < 2880 minutes (48 hours)

· Patients who were bedridden prior to admission

· Patients who were comatose or unable to cooperate upon admission or during the first 48 hours after admission

· Patients who were not ambulatory without the use of assistive/supportive devices prior to admission

· Patients that expired

· Patients that did not have a major surgical procedure

· Anesthesia end date is <=2 days prior to the date of discharge


	Cases included in the denominator will pass if:

· Patients who were ambulated by the end of post-operative day 2.


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	fe15
	Preference for care discussion with ICU admit
	54, 53, 55
	Includes all cases except:

· Those with no hospital admission during the past year

· Those with documentation of comfort measures only on the day of or day after arrival

· Length of stay is <=1 day or >120 days

· Length of stay is < 2880 minutes (48 hours)

· Patients not admitted or transferred to ICU
	Cases included in the denominator will pass if:

· For cases with documentation that the patient did not have decision making capacity
· A surrogate was identified  and preferences for care were discussed with the surrogate OR

· A surrogate was not identified and at least two attempts to identify a surrogate were documented

· For cases with no documentation that the patient did not have decision making capacity

· Preferences for care were discussed with the patient OR

· The patient was referred for a palliative care consult

	fe16
	Assessment of post-hospital discharge needs
	54, 53, 55
	Includes all cases except:

· Those with no hospital admission during the past year

· Those with documentation of comfort measures only on the day of or day after arrival

· Length of stay is <=1 day or >120 days

· Length of stay is < 2880 minutes (48 hours)
· Patients with discharge disposition other than home or hospice-home
	Cases included in the denominator will pass if:

· A post discharge need was identified for the patient and the patient was evaluated for home health services prior to discharge
· No post discharge needs were identified

	fe17
	Hospital discharge instructions for continuity of care
	54, 53, 55
	Includes all cases except:

· Those with no hospital admission during the past year

· Those with documentation of comfort measures only on the day of or day after arrival

· Length of stay is <=1 day or >120 days

· Length of stay is < 2880 minutes (48 hours)

· Patients with discharge disposition other than home or hospice-home


	Cases included in the denominator will pass if:

· All eight data elements required for discharge instructions are addressed in the written discharge instructions or documentation of educational material given to the patient at discharge
· Date of discharge

· Diagnosis

· Diet after discharge

· Activity level after discharge

· Discharge medications

· Condition on discharge

· Patient education on post-discharge needs (not applicable if no need identified)

· Follow up with physician/APN/PA after discharge


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	fe19b
	Acute: Functional status evaluations of frail elders hospitalized with surgery
	54, 53, 55
	Includes all cases except:

· Those with no hospital admission during the past year

· Those with documentation of comfort measures only on the day of or day after arrival

· Length of stay is <=1 day or >120 days

· Length of stay  is < 2880 minutes (48 hours)

· Patients who did not have a major surgical procedure during the hospital stay

· Assessment of ADLs and  iADLs were done on admission or within 48 hours after admission and the patient expired or left AMA 
	Cases included in the denominator will pass if:

·  Both of the following

Upon admission or within 48 hours after admission, 

· An assessment of ADLs was performed using a standardized tool 

· An assessment of IADLs was performed using a standardized tool

AND

· Both of the following:

On the day of or the day prior to discharge 

· An assessment  of ADLs was performed using the same standardized tool that was used upon admission or during the 48 hours after admission

· An assessment  of IADLs was performed using the same standardized tool that was used upon admission or during the 48 hours after admission




   Frail Elders age 75 and older (CGPI)
	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	Fe9
	Assessed functional status (ADL and IADL) in the past 12 months
	54 and othrcare not=1
	Includes all cases except:

· Age <75


	Cases included in the denominator will pass if:
· An assessment of the patient’s ADLs was performed in the last 12 months using a standardized tool

AND

· An assessment of the patient’s instrumental activities of daily living (IADLs) was performed in the last 12 months using a standardized tool

	Fe10
	Fall evaluation workup documented-all components
	54 and othrcare not=1
	Includes all cases except:

· Age <75

·  Those who reported no falls in the past year 

· Those who reported only one fall with no injury
	Cases included in the denominator will pass if:

All of the following:

· An eye exam was performed on the day of or during the 3 months after the most recent fall or report of fall and

· On the day of or during the 3 months after the most recent fall all of the following

· The  record documents an assessment of orthostatic blood pressure

· A basic gait evaluation was completed

· A balance evaluation was completed

· A neurologic exam was completed

· The record documents an assessment of home hazards

· If any home hazards were identified, there is documentation that modification of home hazards was recommended to the patient


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	Fe18
	Diagnostic work-up prior dementia diagnosis- all components
	54 and othrcare not=1
	Includes all cases except:
· Those who do not have a new diagnosis of dementia in the study year as evidenced by one of the applicable ICD-9 codes
· Age <75 at the time the new diagnosis of dementia was documented in the record

	Cases included in the denominator will pass if:

During the timeframe from 6 months prior to the date of dementia diagnosis to one month after the date of diagnosis
· The physician/APN/PA documented the date of onset and the course of cognitive signs and symptoms and

· At least 4 of the designated elements were in the patient’s history/review of systems 
· History of head trauma

· History of psychiatric disease

· History of cardiovascular disease or risk factors

· Family history of dementia or other cognitive impairment

· Social history  to include drug and alcohol use

· Medication review

· Functional status

· Driving status

· Access to firearms

· Behavioral symptoms

and

· A physician/APN/PA, RN, LSW or psychologist documented objective cognitive testing and
· The physician/APN/PA documented a physical exam that contained at least 3 of the designated elements 
· Cardiovascular exam

· Neurological exam

· Mental status

· Observation of behavioral symptoms

· Vision status

· Hearing status

and
· Laboratory testing included TSH, vitamin B12, electrolytes and calcium and  at least two of the following

· CBC

· Liver function tests

· Glucose

· Urinalysis
· Serum creatinine


	Fe181
	History prior to dementia diagnosis
	54 and othrcare not=1
	Includes all cases except:

· Those who do not have a new diagnosis of dementia in the study year as evidenced by one of the applicable ICD-9 codes
· Age <75 at the time the new diagnosis of dementia was documented in the record


	Cases included in the denominator will pass if:

During the timeframe from 6 months prior to the date of dementia diagnosis to one month after the date of diagnosis

· The physician/APN/PA documented the date of onset and the course of cognitive signs and symptoms and

· At least 4 of the designated elements were in the patient’s history/review of systems
· History of head trauma
· History of psychiatric disease

· History of cardiovascular disease or risk factors

· Family history of dementia or other cognitive impairment

· Social history  to include drug and alcohol use

· Medication review

· Functional status

· Driving status

· Access to firearms

· Behavioral symptoms
and

· A physician/APN/PA, RN, LSW or psychologist documented objective cognitive testing


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	FE182
	Physical exam prior to dementia diagnosis
	54 and othrcare not=1
	Includes all cases except:

· Those who do not have a new diagnosis of dementia in the study year as evidenced by one of the applicable ICD-9 codes
· Age <75 at the time the new diagnosis of dementia was documented in the record


	Cases included in the denominator will pass if:

During the timeframe from 6 months prior to the date of dementia diagnosis to one month after the date of diagnosis

· The physician/APN/PA documented a physical exam and
· A physician/APN/PA, RN, LSW or psychologist documented objective cognitive testing and
· At least 3 of the following elements of a physical exam are documented
· Cardiovascular exam

· Neurological exam

· Mental status

· Observation of behavioral symptoms

· Vision status

· Hearing status

	FE183
	Lab testing prior to dementia diagnosis
	54 and othrcare not=1
	Includes all cases except:

· Those who do not have a new diagnosis of dementia in the study year as evidenced by one of the applicable ICD-9 codes
· Age <75 at the time the new diagnosis of dementia was documented in the record


	Cases included in the denominator will pass if:

During the timeframe from 6 months prior to the date of dementia diagnosis to one month after the date of diagnosis

· Laboratory testing included TSH, vitamin B12, electrolytes and calcium and  at least two of the following

· CBC

· Liver function tests

· Glucose

· Urinalysis

· Serum creatinine


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	ed1
	Median Time from ED Arrival to ED Departure for Admitted ED Patients-Overall rate
	10, 42, 29, 41, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· Admissions with length of stay > 120 days

· Patient did not receive care/services in the ED of this VAMC

· Cases without a valid date and time of arrival or date and time of ED departure
	· Time for each case is calculated from ED departure date and time minus arrival date and time

· Score is the median time of all records in the denominator

	ed2
	Median Time from ED Arrival to ED Departure for Admitted ED Patients-Reporting Measure
	10, 42, 29, 41, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· Admissions with length of stay > 120 days

· Patient did not receive care/services in the ED of this VAMC

· Cases without a valid date and time of arrival or date and time of ED departure

· Patients placed in observation services in the ED

· Principal diagnosis code is on Table 7.01 (mental disorders)
	· Time for each case is calculated from ED departure date and time minus arrival date and time

· Score is the median time of all records in the denominator

	ed3
	Median Time from ED Arrival to ED Departure for Admitted ED Patients-Observation patients
	10, 42, 29, 41, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· Admissions with length of stay > 120 days

· Patient did not receive care/services in the ED of this VAMC

· Cases without a valid date and time of arrival or date and time of ED departure

· Patients not placed in observation services in the ED

· Principal diagnosis code is on Table 7.01 (mental disorders)
	· Time for each case is calculated from ED departure date and time minus arrival date and time

· Score is the median time of all records in the denominator

	ed4
	Median Time from ED Arrival to ED Departure for Admitted ED Patients-Psychiatric/Mental Health  patients
	10, 42, 29, 41, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· Admissions with length of stay > 120 days

· Patient did not receive care/services in the ED of this VAMC

· Cases without a valid date and time of arrival or date and time of ED departure

· Principal diagnosis code is NOT on Table 7.01 (mental disorders)
	· Time for each case is calculated from ED departure date and time minus arrival date and time

· Score is the median time of all records in the denominator


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	ed5
	Admit Decision Time to ED Departure Time for Admitted Patients-Overall rate
	10, 42, 29, 41, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· Admissions with length of stay > 120 days

· Patient did not receive care/services in the ED of this VAMC

· Cases without a valid date and time of decision to admit or date and time of ED departure
	· Time for each case is calculated from ED departure date and time minus Decision to Admit date and time

· Score is the median time of all records in the denominator

	ed6
	Admit Decision Time to ED Departure Time for Admitted Patients
	10, 42, 29, 41, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· Admissions with length of stay > 120 days

· Patient did not receive care/services in the ED of this VAMC

· Cases without a valid date and time of arrival or date and time of ED departure

· Patients placed in observation services in the ED

· Principal diagnosis code is on Table 7.01 (mental disorders)
	· Time for each case is calculated from ED departure date and time minus Decision to Admit date and time

· Score is the median time of all records in the denominator

	ed7
	Admit Decision Time to ED Departure Time for Admitted Patients-Psychiatric/Mental Health patients
	10, 42, 29, 41, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· Admissions with length of stay > 120 days

· Patient did not receive care/services in the ED of this VAMC

· Cases without a valid date and time of arrival or date and time of ED departure

· Principal diagnosis code is NOT on Table 7.01 (mental disorders)
	· Time for each case is calculated from ED departure date and time minus Decision to Admit date and time

· Score is the median time of all records in the denominator


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	imm1
	Pneumococcal Immunization (PPV-23) -overall rate
	10, 42, 29, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· Admissions with length of stay > 120 days

· Principal or other diagnosis code is on Table 12.3 (pregnancy)

· Principal procedure code is on Table 12.10 (organ transplant during current hospitalization)

· Discharge status is expired

· Age is >=6 and <65 UNLESS there is a principal or other diagnosis code on table 12.1, 12.2. 12.5, 12.6, 12.7, 12.8, 2.1  (diabetes, , ESRD, COPD, nephrotic syndrome asplenia, HIV or heart failure) OR

· Principal or other diagnosis code is on Table 12.4 (asthma) and age is >=19


	Cases in the denominator will pass if:

· Pneumococcal vaccination (PPV23) was given during this hospitalization

· Pneumococcal vaccination was received in the past, not during this hospitalization
·  There is documentation of one of the following
· Allergy/sensitivity to pneumococcal vaccine, OR

· Is not likely to be effective because of bone marrow transplant within the past 12 months, OR 

· Currently receiving a scheduled course of chemotherapy or radiation therapy, or received a chemotherapy or radiation during this hospitalization or less than 2 weeks prior, OR

· Received the shingles vaccine (Zostavax) within the last 4 weeks

· There is documentation of patient/caregiver  refusal of pneumococcal vaccine

	imm2
	Pneumococcal Immunization (PPV-23) – Age 65 and Older
	10, 42, 29, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· Admissions with length of stay > 120 days

· Age < 65

· Principal procedure code is on Table 12.10 (organ transplant during current hospitalization)

· Principal or other diagnosis code is on Table 12.3 (pregnancy)

· Discharge status is expired


	Cases in the denominator will pass if:

· Pneumococcal vaccination (PPV23) was given during this hospitalization

· Pneumococcal vaccination was received in the past, not during this hospitalization
·  There is documentation of one of the following
· Allergy/sensitivity to pneumococcal vaccine, OR

· Is not likely to be effective because of bone marrow transplant within the past 12 months, OR 

· Currently receiving a scheduled course of chemotherapy or radiation therapy, or received a chemotherapy or radiation during this hospitalization or less than 2 weeks prior, OR

· Received the shingles vaccine (Zostavax) within the last 4 weeks

· There is documentation of patient/caregiver  refusal of pneumococcal vaccine


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	imm3
	Pneumococcal Immunization (PPV-23) – High Risk Populations (age 18-64 years)
	10, 42, 29, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· Admissions with length of stay > 120 days

· Age <6 and >=65

· Principal or other diagnosis code is on Table 12.3 (pregnancy)

· Principal procedure code is on Table 12.10 (organ transplant during current hospitalization)

· Discharge status is expired

· No principal or other diagnosis code on table 12.1, 12.2. 12.5, 12.6, 12.7, 12.8, 2.1  (diabetes, , ESRD, COPD, nephrotic syndrome asplenia, HIV or heart failure)  when the age is >=6 and < 65 and

·  No principal or other diagnosis code is on Table 12.4 (asthma) and age is >=19


	Cases in the denominator will pass if:

· Pneumococcal vaccination (PPV23) was given during this hospitalization

· Pneumococcal vaccination was received in the past, not during this hospitalization
·  There is documentation of one of the following
· Allergy/sensitivity to pneumococcal vaccine, OR

· Is not likely to be effective because of bone marrow transplant within the past 12 months, OR 

· Currently receiving a scheduled course of chemotherapy or radiation therapy, or received a chemotherapy or radiation during this hospitalization or less than 2 weeks prior, OR

· Received the shingles vaccine (Zostavax) within the last 4 weeks

· There is documentation of patient/caregiver  refusal of pneumococcal vaccine

	imm4
	Influenza Immunization
	10, 42, 29, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· Date of discharge is <=9/30/2012 and >=4/1/2013
· Admissions with length of stay > 120 days

· Principal procedure code is on Table 12.10 (organ transplant during current hospitalization)

· Discharge status is expired

· There  is documentation vaccine has been ordered but has not yet been received by the hospital due to problems with vaccine production or distribution AND none of the other options apply
	Cases included in the denominator will pass if:

· The principal procedure code or a other procedure code is from Table 12.9 (influenza vaccination) or

· Influenza vaccine was given during this hospitalization or

· Influenza vaccine was received prior to admission during the current flu season, not during this hospitalization or

· There is documentation of : -- Allergy/sensitivity to influenza vaccine, anaphylactic latex allergy, or anaphylactic allergy to eggs OR -- is not likely to be effective because of bone marrow transplant within the past 6 months, OR -- prior history of Guillian-Barre syndrome within 6 weeks after a previous influenza vaccination or

·  Documentation of patient’s refusal or caregiver’s refusal of influenza vaccine


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	tob1
	Tobacco Use Screening
	10, 42, 41, 29, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· LOS < 1 day

· Admissions with length of stay > 120 days

· Patients that are cognitively impaired
	Cases included in the denominator will pass if:

· There  is documentation the patient used tobacco  during the past 30 days

· There  is documentation the patient did not use tobacco  during the past 30 days

· The patient refused tobacco use screening

	tob2
	Tobacco Use Treatment Provided or Offered
	10, 42, 41, 29, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· LOS < 1 day

· Admissions with length of stay > 120 days

· Patients that are cognitively impaired

· Those who did not use tobacco during the past 30 days

· Those who refused tobacco use screening

· Those who were not screened for tobacco use during this hospitalization
	Cases included in the denominator will pass if:

· The patient received or refused practical counseling that included all required components and one of the following:

· The principal or  other diagnosis code is from Table 12.3 (pregnancy) or

· Tobacco use status = 2, 3, 4, 11 (light smokers and smokeless tobacco users) or

· Tobacco use status = 1,5,9,10, 12,13.14 and the patient received or refused one of the FDA approved tobacco cessation medications during the hospital stay

               OR

· Tobacco use status = 1,5,9,10, 12,13.14 and the patient did not receive one of the FDA approved tobacco cessation medications during the hospital stay AND

·  there is a documented reason for not administering  the tobacco cessation medication


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	tob3
	Tobacco Use Treatment
	10, 42, 41, 29, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· LOS < 1 day

· Admissions with length of stay > 120 days

· Patients that are cognitively impaired

· Those who did not use tobacco during the past 30 days

· Those who refused tobacco use screening

· Those who were not screened for tobacco use during this hospitalization
	Cases included in the denominator will pass if:

· The patient received practical counseling that included all required components and one of the following:

· The principal or other diagnosis code is from Table 12.3 (pregnancy) or

· Tobacco use status = 2, 3, 4, 11 (light smokers and smokeless tobacco users) or

· Tobacco use status = 1,5,9,10, 12,13.14 and the patient received one of the FDA approved tobacco cessation medications during the hospital stay

OR

· Tobacco use status = 1,5,9,10, 12,13.14 and the patient did not receive one of the FDA approved tobacco cessation medications during the hospital stay AND

· there is a documented reason for not administering  the tobacco cessation medication

	tob4
	Tobacco Use Treatment Provided or Offered at Discharge
	10, 42, 41, 29, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· LOS < 1 day

· Admissions with length of stay > 120 days

· Patients that are cognitively impaired

· Those who did not use tobacco during the past 30 days

· Those who refused tobacco use screening

· Those who were not screened for tobacco use during this hospitalization

· Those with any discharge status except home or UTD

· A referral for  OP tobacco counseling treatment was not offered because the patient’s residence is not in the USA

· An FDA-approved tobacco cessation medication was not prescribed at discharge because the patient’s residence is not in the USA 
	Cases included in the denominator will pass if:

· The patient received or refused a referral for OP tobacco cessation counseling and one of the following:

· The principal or other diagnosis code is from Table 12.3 (pregnancy) or

· Tobacco use status = 2, 3, 4, 11 (light smokers and smokeless tobacco users) or

· Tobacco use status = 1,5,9,10, 12,13.14 and the patient received or refused one of the FDA approved tobacco cessation medications during the hospital stay

OR

· Tobacco use status = 1,5,9,10, 12,13.14 and the patient did not receive one of the FDA approved tobacco cessation medications was not prescribed at discharge AND

· there is a documented reason for not administering  the tobacco cessation medication

	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	tob5
	Tobacco Use Treatment at Discharge
	10, 42, 41, 29, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· LOS < 1 day

· Admissions with length of stay > 120 days

· Patients that are cognitively impaired

· Those who did not use tobacco during the past 30 days

· Those who refused tobacco use screening

· Those who were not screened for tobacco use during this hospitalization

· Those with any discharge status except home or UTD

· A referral for  OP tobacco counseling treatment was not offered because the patient’s residence is not in the USA

· An FDA-approved tobacco cessation medication was not prescribed at discharge because the patient’s residence is not in the USA
	Cases included in the denominator will pass if:

· The patient received a referral for OP tobacco cessation counseling and either of the following:

· The principal or other diagnosis code is from Table 12.3 (pregnancy) or

· Tobacco use status = 2, 3, 4, 11 (light smokers and smokeless tobacco users) or 

· Tobacco use status = 1,5,9,10, 12,13.14 and the patient received one of the FDA approved tobacco cessation medications during the hospital stay

OR

· Tobacco use status = 1,5,9,10, 12,13.14 and the patient did not receive one of the FDA approved tobacco cessation medications was not prescribed at discharge AND

· there is a documented reason for not administering  the tobacco cessation medication

	tob6
	Tobacco Use: Assessing Status after Discharge
	10, 42, 41, 29, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· LOS < 1 day

· Admissions with length of stay > 120 days

· Patients that are cognitively impaired

· Those who did not use tobacco during the past 30 days

· Those who refused tobacco use screening

· Those who were not screened for tobacco use during this hospitalization

· Those with any discharge status except home or UTD

· A follow-up contact was not made within 30 days post discharge because the patient’s residence is not in the USA, the patient was incarcerated, contact number was no longer valid, the patient had no phone, or the patient was re-admitted to the hospital within 30 days post discharge.
	Cases included in the denominator will pass if:

· A follow-up contact was made within 30 days post discharge and information regarding tobacco use status was collected.


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	sub1
	Alcohol Use Screening
	10, 42, 41, 29, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· LOS < 1 day

· Admissions with length of stay > 120 days

· Patients that are cognitively impaired


	Cases included in the denominator will pass if:

· During this hospitalization a blood alcohol test was indicative of acute intoxication

OR

· The patient refused screening for alcohol use during the hospital stay

OR

· The patient was screened for alcohol use using a standardized and published tool during the hospital stay and 

· The score indicated no or low risk of alcohol related problems or

· The score indicated unhealthy alcohol use benefitting from brief intervention

	sub2
	Alcohol Use Brief Intervention Provided or Offered
	10, 42, 41, 29, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· LOS < 1 day

· Admissions with length of stay > 120 days

· Patients that are cognitively impaired

· Patients who were not screened or refused alcohol use screening during the hospital stay

· Patients who were screened for alcohol use and the result indicated no or low risk of alcohol problems or results were not documented or UTD
	Cases included in the denominator will pass if:

· The patient received a brief intervention that included all required components following the positive screen for alcohol use or blood alcohol test  that was indicative of acute intoxication

OR

· The patient refused/declined brief intervention following the positive screen for alcohol use or blood alcohol test that was indicative of acute intoxication

	sub3
	Alcohol Use Brief Intervention
	10, 42, 41, 29, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· LOS < 1 day

· Admissions with length of stay > 120 days

· Patients that are cognitively impaired

· Patients who were not screened or refused alcohol use screening during the hospital stay

· Patients who were screened for alcohol use and the result indicated no or low risk of alcohol problems or results were not documented or UTD
	Cases included in the denominator will pass if:

· The patient received a brief intervention that included all required components following the positive screen for alcohol use or blood alcohol test  that was indicative of acute intoxication




	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	sub4
	Alcohol and Other Drug Use Disorder Treatment Provided or Offered at Discharge
	10, 42, 41, 29, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· LOS < 1 day

· Admissions with length of stay > 120 days

· Patients that are cognitively impaired

· Those with any discharge status except home or UTD

· Patients who do not have any of  the following:

· Principal or other diagnosis on Table 13.1 or 13.2 (alcohol dependence, drug dependence) 

· Principal procedure code or other procedure code on Table 13.3 (alcohol and drug treatment procedures)

· Documentation in the medical record of  an alcohol or drug disorder

· The referral for addictions treatment was not offered because the patient’s residence is not in the USA.

· A prescription for an FDA-approved medication for alcohol or drug disorder was not offered at discharge because the patient’s residence is not in the USA.
	Cases included in the denominator will pass if:

· A referral to addictions treatment was made by the healthcare provider prior to discharge

OR

· The patient refused a referral for addictions treatment and a referral was not made

OR

· A prescription for an FDA-approved medication for alcohol or drug disorder was given to the patient at discharge

OR

· A prescription for an FDA-approved medication for alcohol or drug disorder was offered at discharge and the patient refused.

	sub5
	Alcohol and Other Drug Use Disorder Treatment at Discharge
	10, 42, 41, 29, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· LOS < 1 day

· Admissions with length of stay > 120 days

· Patients that are cognitively impaired

· Those with any discharge status except home or UTD

· Patients who do not have any of  the following:

· Principal or other diagnosis on Table 13.1 or 13.2 (alcohol dependence, drug dependence) 

· Principal procedure code or other procedure code on Table 13.3 (alcohol and drug treatment procedures)

· Documentation in the medical record of  an alcohol or drug disorder

· The referral for addictions treatment was not offered because the patient’s residence is not in the USA.

· A prescription for an FDA-approved medication for alcohol or drug disorder was not offered at discharge because the patient’s residence is not in the USA.


	Cases included in the denominator will pass if:

· A referral to addictions treatment was made by the healthcare provider prior to discharge

OR

· The patient refused a referral for addictions treatment and a referral was not made

OR

· A prescription for an FDA-approved medication for alcohol or drug disorder was given to the patient at discharge




	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	sub 6
	Alcohol and Drug Use: Assessing Status after Discharge
	10, 42, 41, 29, 53
	Includes all cases except:

· Discharge date is <07/01/2012

· LOS < 1 day

· Admissions with length of stay > 120 days

· Patients that are cognitively impaired

· Those with any discharge status except home or UTD

· Cases with all of the following true:

· No principal or other diagnosis on Table 13.1 or 13.2 (alcohol dependence, drug dependence) 

· No principal procedure code or other procedure code on Table 13.3 (alcohol and drug treatment procedures)

· No documentation in the medical record of  an alcohol or drug disorder

· No blood alcohol test indicative of acute intoxication

· The patient was not screened for alcohol use or refused screening during the hospital stay

· The result of  alcohol use screening was not documented or UTD

· Cases with screened for alcohol use using a standardized and published tool and the  results indicate no or low risk of alcohol related problems

· A follow-up contact was not made within 30 days post discharge because the patient’s residence is not in the USA, the patient was incarcerated, contact number was no longer valid, the patient had no phone, or the patient was re-admitted to the hospital within 30 days post discharge.


	Cases included in the denominator will pass if:

· A follow-up contact was made within 30 days post discharge and information regarding substance use status was collected.
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