DRAFT COMBINED COHORTS EXIT REPORT GUIDE-2QFY2013

	Mnemonic
	Description
	 Catnum
	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


    Non-core ORYX Measures
     PILOT INDICATORS
    CGPI Diabetes   
	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


  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


  Medication Reconciliation Inpatient (HF and SC)  
	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)
	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


	Mnemonic
	Description
	Catnum(s)
	Denominator
	Numerator

	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
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