VHA EPRP NURSING CARE
AUTONOMIC DYSREFLEXIA
Second Quarter, FY2010
DATABASE QUESTIONS
	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES



	If facility <> 580 or 673, go to SMOKCIGS, else go to SCINJDT

	1
	scinjdt
	Enter the date of injury for the Spinal Cord Injury/Disability.
	mm/dd/yyyy

< = 40 years prior to admdt


	The date of injury may also be known as DOI.

The year must be entered accurately.  If the day or month is not known, default 01 may be entered.    

Suggested data sources:  H&P, cover sheet in CPRS

	2
	asiascor
	Enter the most recent ASIA score documented in the record within the past year.
	__
A,B,C,D

Abstractor can enter default X
	The American Spinal Injury Association (ASIA) Impairment Scale is a scale that designates complete/incomplete for motor and sensory impairment. Possible scores include ASIA A, ASIA B, ASIA C and ASIA D. 

If more than one ASIA score is found in the medical record, enter the most recent score documented by a physician, APN, or PA. 
 If the ASIA score is not documented or unable to determine from medical record, enter default “X.”
A = complete.  No sensory or motor function is preserved in the sacral segments S4-S5.

B = incomplete.  Sensory but not motor function is pre served below the neurologic level and includes the sacral segments S4–S5.

C= incomplete.  Motor function is preserved below the neurologic level and more than half of key muscles below the neurologic level have a muscle grade less than 3.

D = incomplete.  Motor function is preserved below the neurologic level, and at least half of key muscles below the neurologic level have a muscle grade of 3 or more.

Suggested data sources:  H&P, preventive health exam, problem list, or cover sheet in CPRS

	3
	levlinj
	Enter the level of the spinal cord injury (LOI).
	__ __
alpha/num

Abstractor can enter ZZ
Allowable values alpha/numeric 

C1 – C8, T1 – T12, L1 – L5, or S1 – S5


	Level of Injury (LOI) – 

 C1, C2, C3, C4, C5, C6, C7, C8, T1, T2, T3, T4, T5, T6, T7, T8, T9, T10, T11, T12, L1, L2, L3, L4, L5, S1, S2, S3, S4, S5.

If more than one level of injury is found in the medical record, select the highest level of injury documented.  For example, LOI of C-5 and C-6 are documented in two different notes.  Enter C-5 as the level of injury.
If the level of injury is not documented in the record, enter default ZZ.

Suggested data sources: H&P, preventive health exam, problem list, or cover sheet in CPRS

	4
	colstomy
	Is there documentation the patient has an ileostomy or colostomy at the time of this admission?
	1,2
	Includes any documentation of the patient having an ileostomy or colostomy present at the time of admission.
An ileostomy is a stoma that has been constructed by bringing the end or loop of small intestine (ileum) out onto the surface of the skin.
Suggested data sources: H&P, preventive health exam, ED notes

	5
	bowelpln

	Is a bowel care plan documented in the record within 24 hours of admission?


	1,2
If 2, auto-fill 
bowelmgt as 95, and go to adevtpta as applicable
	Bowel care plan may also be documented as bowel care program, bowel management, bowel schedule.

Suggest data sources:   Provider orders, nursing care plan, nursing admission assessment/ note

	6
	bowelmgt1

bowelmgt2

bowelmgt3


	Does the bowel care plan documented in the record within 24 hours of admission include the following:

1. Frequency - the number of times bowel care is scheduled each week

1,2

2. Time of day – morning or evening

1,2

3. Method for inducing a bowel movement which includes one of the following three interventions: 

· rectal medication 

· stimulation 

· clear lower tract 

1,2


	1,2,95
Will be auto-filled as 95 if bowelpln = 2
	Bowel care plan may also be documented as bowel care program, bowel management, bowel schedule.

The bowel care plan must include the following: 

1. Frequency -the number of times bowel care is scheduled each week: may be listed as M-W-F; T-Th-Sa; every other day (QOD), daily (QD), every third day

2. Time of day – morning or evening

3. Method for inducing a bowel movement which includes one of the following three interventions: 

· rectal medication 

· stimulation 

· clear lower tract 

Suggest data sources:   Provider orders, nursing care plan, nursing admission assessment/ note


	If levlinj C1 – C8 or T1 to T6, go to adevtpta, else go to SMOKCIGS

	
	
	AD Event
	
	

	7
	adevtpta
	Is there documentation of an Autonomic Dysreflexia (AD) event prior to this admission?


	1, 2

If 2, auto-fill adptadt as 99/99/9999, and go to adtxplan
	Look for the most recent preventive health exam, ED visit, and inpatient admission that occurred prior to this admission.   If any of these encounters occurred prior to admission, review the acceptable data sources to determine if an Autonomic Dysreflexia (AD) event occurred.  AD may also be listed as hyperreflexia.  May also look for ICD-9-CM code 337.3 and verify the AD diagnosis by clinician documentation.   

Autonomic dysreflexia, also known as hyperreflexia, is an over-activity of the Autonomic Nervous System causing an abrupt onset of excessively high blood pressure.  AD occurs when an irritating stimulus is introduced to the body below the level of spinal cord injury, such as an overfull bladder. The stimulus sends nerve impulses to the spinal cord, where they travel upward until they are blocked by the lesion at the level of injury. Since the impulses cannot reach the brain, a reflex is activated that increases activity of the sympathetic portion of autonomic nervous system. This results in spasms and a narrowing of the blood vessels, which causes a rise in the blood pressure.

Acceptable data sources:  ED record, History and Physical, Discharge summary, preventive health exam note

	8
	adptadt
	Enter the date of the AD event that occurred most immediately prior to this admission.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if 

adevtpta = 2

< = 2 years prior to  or = admdt

	The year must be entered accurately.  If the day or month is not known, default 01 may be entered.    

	9
	adtxplan
	Is there evidence that autonomic dysreflexia (AD) treatment orders or use of an AD treatment protocol is in place within the first 24 hours of admission?


	1,2
	SCI patients at risk for AD should have AD treatment orders or treatment protocol documented in the record.

Suggested data sources:  Admission orders, progress note, clinical protocol

	10
	aduradm
	Is there documentation of an Autonomic Dysreflexia (AD) event on day of admission or during the first 30 days of this admission? 


	1,*2
*If 2, go to smokcigs 
	Autonomic Dysreflexia (AD) may also be called hyperreflexia.  

If the only AD event that occurred for this episode of care was documented in the ED prior to this admission, select “2.”

Suggested data sources:  H&P, progress notes, discharge summary

	11
	adevtdt
	Enter the date of the AD event on or closest to the day of admission.
	mm/dd/yyyy

< = 30 days after admdt or = admdt and <= dcdate


	Enter the exact date.  The use of 01 to indicate missing month or day is not acceptable.

	12
	adevtm
	Enter the time of onset of the AD event documented in the record.
	_____

UMT
	Enter the earliest time documented in the record noting the  onset of the AD event.
Suggested data sources:  nursing notes, progress notes

	13
	totladay
	Enter the total number of AD events documented during the first 30 days of admission, including date of admission
	__ __
Whole numbers only

Must be > 0


	Add up all AD events documented during the first 30 days of admission, including the day of admission, and enter the total number. 

	14
	admitbps

admitbpd
	Enter the first blood pressure recorded upon admission to the hospital.
	_ _ _/ _ _ _

Abstractor can enter zzz/zz
If z-filled, auto-fill admbpdt as 99/99/9999 and admbptm as 99:99, and go to adbps
Warning if admitbps <= 80 or > = 250

Warning if admitbpd < = 44 or > = 135

Hard edit: admitbps and admitbpd must be > 0

Hard edit: admitbps must be > than admitbpd 


	Baseline Blood Pressure: defined as the first blood pressure documented upon admission to the hospital 
If a blood pressure was not recorded upon admission, enter default zzz/zzz. 

	15
	admbpdt
admbptm
	Enter the date and time the BP upon admission was documented in the record.
Date
Time

	mm/dd/yyyy
Will be auto-filled as 99/99/9999 if admitbps z-filled

>= admdt and < = dcdate
____
UMT

Will be auto-filled as 99:99  if admitbps 
z- filled
>= admdt/admtm and < = dcdate/dctime


	Enter the exact date.  The use of 01 to indicate missing month or day is not acceptable.
Enter the time the BP upon admission was recorded.

	16
	adbps

adbpd
	Enter the first BP recorded closest to the onset of the AD event.
	_ _ _/ _ _ _

Abstractor can enter zzz/zzz

If z-filled, auto-fill adbpdt as 99/99/9999 and adbptm as 99:99, and go to adrescu1

Warning if adbps <= 80 or > = 250

Warning if adbpd < = 44 or > = 135

Hard edit: adbps and adbpd must be > 0

Hard edit: adbps must be > than adbpd 


	Enter the BP measured closest to the onset of the AD event.  If a blood pressure is not recorded at the onset of the AD event or within 2 hours of the AD event, enter default zzz/zzz.

	17
	adbpdt
adbptm
	Enter the date and time the first BP closest to the onset of the AD event was recorded.

Date
Time

	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if adbps 
is z-filled

< = 1 day after or = adevtdt

____

UMT

Will be auto-filled as 99:99  if adbps

 z- filled

> = adevtdt/adevtm and < = 2 hours after adevtdt/adevtm


	Enter the exact date.  The use of 01 to indicate missing month or day is not acceptable.
Enter the time the BP measured closest to the onset of the AD event  was recorded.

	18
	postbps

postbpd
	Enter the last BP recorded within 2 hours after the onset of the AD event.
	_ _ _/ _ _ _

Abstractor can enter zzz/zzz

If z-filled, auto-fill postbpdt as 99/99/9999 and postbptm as 99:99, and go to adrescu1 
Warning if postbps <= 80 or > = 250

Warning if postbpd < = 44 or > = 135

Hard edit: postbps and postbpd

 must be > 0

Hard edit: postbps must be > than postbpd 


	If another BP was not recorded within 2 hours of the onset of the AD event, enter default zzz/zzz.

	19
	postbpdt
postbptm
	Enter the date and time the last BP within 2 hours after the onset of the AD event was recorded.

Date
Time

	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if 

postbps  z-filled

< = 1 day after adbpdt or = adbpdt

____

UMT

Will be auto-filled as 99:99  if 

postbps  z- filled

> = adbpdt/adbptm and < = 2 hours after adbpdt/adbptm


	Enter the exact date.  The use of 01 to indicate missing month or day is not acceptable

	20
	adrescu1
adrescu2

adrescu3

adrescu4

adrescu99
	For the first AD event during this admission, is there documentation any of the following nursing rescue actions were taken within 2 hours of onset of the AD event?
Indicate all that apply:

1.  Check urinary drainage (insert catheter OR irrigate catheter OR check for kinks, folds in catheter tubing)

2.  Check rectum for fecal impaction or stool OR manually evacuate stool               

3.  Administration of nifedipine 

4.  Administration of nitropaste   

99. None of the above documented


	1,2,3,4,99
	Only include nursing rescue actions that were documented as taken within 2 hours of onset of the acute AD event.    For example, AD event onset occurs at 06:00.  Nurse notes, “BP 160/100.  Scant amount urine noted in drainage bag, tubing kinked under leg.  Straightened tubing with immediate flow of urine.”  Select “1.”
If a specified nursing rescue action is not documented as taken immediately in response to the acute AD event, do not select that rescue action.  If none of the specified actions are documented or the nursing rescue action is not documented as taken immediately in response to the acute AD event, select “99.”

Suggested data sources:  nursing notes




	
	
	Patient Education
	
	

	
	ptedad
	Does the medical record contain documentation the patient/caregiver received education during the episode of care, addressing all of the following:
	Note:  This field applies to the subsequent 4 elements of discharge instruction 
	Documentation of patient education on Autonomic Dysreflexia provided anytime during the hospital stay is acceptable.  

Hospitals may use discharge instruction sheets, brochures, booklets, and teaching sheets to provide written instructions to the patient.  Other acceptable educational materials include electronically formatted media such as videos, CDs, and DVDs.  

· Documentation of discharge instructions contained in the educational material can take many forms.  For example, a   discharge nursing note which outlines the areas covered in the material such as “Autonomic Dysreflexia brochure given to pt.—addresses causes, symptoms, and ways to minimize risks”, would be acceptable documentation for the specific elements listed. 

If the patient refused discharge instructions or other AD educational material, answer “yes.”

The caregiver is defined as the patient’s family or any other person (e.g., home health, VHA provider) who will be responsible for care of the patient after discharge.

	21
	ptedcaus
	Is there documentation the patient/caregiver received education during the episode of care on the precipitating causes of AD?  

1.  Yes

2.  No 


	1,2
	Precipitating causes of AD include: Full bladder or bowel, infection, constipation, skin ulcers, traumatic pain (broken bones or cuts) below level of injury, tight clothing, tests & procedures (cysto, GYN), ingrown toe nails, or any painful stimulus below level of injury.
Suggested data sources:  nursing notes, patient education templates, progress notes, discharge instructions

	22
	ptedrisk
	Is there documentation the patient/caregiver received education during this episode of care on ways to minimize risks associated with AD?  

1.  Yes

2.  No 


	1,2
	Ways to minimize risks associated with AD include, but are not limited to:

· Keeping catheter equipment clean and draining freely 

· Emptying bladder routinely 

· Following a regular bowel program 

· Checking skin daily
· Wearing loose fitting clothing
· Checking for painful stimuli and removing
Suggested data sources:  nursing notes, patient education templates, progress notes discharge instructions

	23
	ptedsymp
	Is there documentation the patient/family received education during this episode of care on recognition of the signs/symptoms of early onset of AD?  

1.  Yes

2.  No
	1,2
	Signs and symptoms of AD include:  pounding headache, flushed skin & sweating above level of injury, seeing spots or blurring vision, nasal stuffiness, goose bumps, cool and clammy skin, nausea, feeling anxious, and increased BP.
Suggested data sources:  nursing notes, patient education templates, progress notes, discharge instructions

	24
	ptedhelp
	Is there documentation the patient/caregiver received education during this episode of care to call for emergency assistance for AD?  

1.  Yes

2.  No
	1,2
	The instructions must include instructions to call for emergency assistance immediately if signs or symptoms of AD occur.  Patients should be instructed to carry a medical alert card for AD and to give the card immediately to health care personnel or closest available person if an AD attack occurs.

Suggested data sources:  nursing notes, patient education templates, progress notes, discharge instructions


	
	
	Smoking Cessation Counseling
	
	

	25
	smokcigs
	Did the adult patient smoke cigarettes any time during the year prior to hospital arrival?

1. yes

2. no or unable to determine from medical record documentation


	1,2

If 2, auto-fill tobcess as 95


	This question refers only to smoking cigarettes and is not pertinent to other forms of tobacco.  If the record documents “tobacco use” or “+smoker” but the type of product is not specified, assume this refers to cigarette smoking.  

If there is definitive documentation anywhere in the ONLY ACCEPTABLE SOURCES that the patient either currently smokes or is an ex-smoker that quit less than one year prior to hospital arrival, select “yes,”  regardless of whether or not there is conflicting documentation.  

If there is documentation of a history of smoking and that the patient quit “several months ago,” select “yes.”  

If there is NO definitive documentation of current smoking or smoking within one year prior to arrival in any of the ONLY ACCEPTABLE SOURCES select “No.”  The following examples would not count as inclusions (select “No”): 

· “Smoked in the last year: ?” 

· “Probable smoker” 

· “Most likely quit 3 months ago” 

Disregard documentation of smoking history or history of tobacco use if current smoking status or timeframe that patient quit is not defined (e.g., “20 pk/yr smoking history”, “History of tobacco abuse”).    

Do not include documentation of smoking history referenced as a risk factor (e.g., “risk factor: tobacco,” “risk factor: smoking,”), where current smoking status is indeterminable. 

ONLY ACCEPTABLE SOURCES:  Emergency department record, history and physical, nursing assessment notes/nursing admission notes, respiratory therapy notes

Exclude:  Documentation from a transferring facility or a previous admission  

	26
	tobcess
	Did the patient/caregiver receive smoking/tobacco use cessation advice or counseling during the hospitalization?

1. yes

2. no

95. not applicable
	1,2,95

If smokcigs = 2, will be auto-filled as 95


	The caregiver is defined as the patient’s family or any other person (e.g., home health) who will be responsible for care of the patient after discharge.

Adult Smoking Counseling:

Documentation indicating the patient/caregiver received one of the following:

· Direct discussion with patient/caregiver to stop smoking (stop using tobacco) whether or not the patient is currently smoking

· Viewing a tobacco use cessation video

· Given brochure or handouts on tobacco use cessation

· Referred to a smoking cessation class or clinic

· Prescribed a smoking cessation aid, e.g., Habitrol, Nicoderm, Nicorette, Nicotrol, Prostep, Zyban, or Chantix during hospital admission or at discharge

· Prescription of Wellbutrin/bupropion during hospital stay or at discharge, if specifically prescribed as a smoking cessation aid.

If the patient smoked within the year prior to arrival but does not currently smoke, they should still be advised not to smoke.  Cessation counseling is still required.

Respond “1” if the patient/caregiver was given advice, a brochure, pamphlet, or video relative to smoking cessation even if the patient uses another form of tobacco.

If the patient refused smoking cessation advice or counseling during this hospital stay, answer “1.”

2 = advice/counseling not done, or unable to determine from medical record documentation

Data Sources: Consultation notes, Discharge instruction sheet, Discharge summary, ED record, H&P, Medication administration record, Nursing notes, Progress notes, Respiratory therapy notes, Teaching sheet

Exclude:  Any documentation dated/timed after discharge, except discharge summary and operative/procedure/diagnostic test reports (from procedure done during hospital stay)

	27
	scibps

scibpd
	Enter the patient’s last blood pressure measured prior to discharge during the patient’s most recent inpatient admission.


	__ __ __


/__ __ __


Abstractor can enter zzz/zzz 

If z-filled, auto-fill scibpdt as 99/99/9999 and go to Skin Integrity Module
Warning if scibps <= 80 or > = 250

Warning if scibpd < = 44 or > = 135

Hard edit: scibps and scibpd must be > 0

Hard edit: scibps must be > than scibpd 


	Enter the last BP recorded on the day of discharge OR if a BP was not recorded on the day of discharge, enter the last BP recorded prior to the day of discharge.  

If a blood pressure was not documented during the most recent inpatient admission, enter default zzz/zzz.

	28
	scibpdt
	Enter the date this blood pressure was measured.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if scibp 

z-filled

>= admdt and <=dcdate


	Enter the exact date.  The use of 01 to indicate missing day or month is not acceptable.

If SCIBPS and SCIBPD were z-filled, the date will be auto-filled as 99/99/9999.  The abstractor cannot enter the 99/99/9999 default date if valid BP numbers were entered in SCIBPS and SCIBPD.

	Go to Skin Integrity
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