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PREFACE

In an effort to contain the spiraling costs of health care in the
United States, a prospective payment system (PPS) based on diagnosis
related groups (DRGs) was implemenfed in the United States in 1983.

This changed the system of Medicare hospital reimbursement from a fee-
for-service to a prospective payment system in which hospitals were
reimbursed a fixed amount for each patient according to the DRG to which
the patient was assigned. The fixed payment per case provides
incentives for hospitals to reduce hospital length of stay and to reduce
the number of services delivered per hospital stay.

In October 1985, The RAND Corporation began a study, funded by the
Health Care Financing Administration, to determine the effect of
DRG-based prospective payment on quality of care for hospitalized
Medicare patients. The project was undertaken in collaboration with
five Professional Review Organizations (PROs). The major research
questions are whether, after adjustment for case mix, the prospective
payment system has changed the quality of care delivered to hospitalized
Medicare patients. Are patients being admitted to hospitals sicker?

Are patients being discharged from hospitals sicker? If a change in
quality of care exists, which patients are most affected--the sickest,
the poorest, those in rural or urban areas, those with certain diseases?

Six diseases were selected for this study: congestive heart
failure, acute myocardial infarction, hip fracture, pneumonia,
cerebrovascular accident, and depression. Five states were selected for
study, each from a different geographic region of the nation:
California, Florida, Indiana, Pennsylvania, and Texas. Each state was

divided into four or five study areas.
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MEASURING QUALITY OF CARE

To measure quality of care a detailed review of the hospital
medical record was performed; secondary data bases were used to obtain
information about posthospital discharge outcomes. From the medical
record, data about clinical outcomes such as death; new diagnoses,
symptoms, and signs; and abnormal laboratory values were collected.
Detailed information about patient complexity and about the process of
care was also collected. Some process criteria were applicable to all
patients, but others were applied only to patients with a specific
clinical condition. For example, information about the completeness of
a fever workup was collected only for patients with a temperature at or
above a given level.

To guide the development of the abstraction form used to obtain
data from the medical records of patients with cerebrovascular accident
(CVA), first the literature was reviewed. Then, PRO-selected
neurclogists from five states were invited to participate in a one-
day panel meeting to provide advice regarding their concepts of
standards of care for CVA. In addition, they provided advice about the
kinds of data that could be found in the medical record of patients with
CVA. Panelists rated the importance of items or questions that were to
be included in the abstraction form. Following the panel meeting, the
abstraction forms were pilot-tested on medical records from each of the
participating states to determine if items recommended for selection by
the physician panel were actually recorded in the medical record and to
take note of the different styles of recording data across states and
types of hospitals (i.e., university, community, rural). Using this
analysis, an abstraction form specific for measuring complexity,

process, and outcomes for patients hospitalized with CVA was finalized.

DATA COLLECTOR TRAINING, ABSTRACTION, AND MONITORING
Nurses and medical records personnel experienced with clinical data

were selected by the PROs to become data collectors. Data collectors

were screened for abstraction skills using test medical records. After

demonstrating adequate skills, 52 data collectors were invited to
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participate in training sessions on the use of the abstraction form.
Training covered the specifics of accessing study sample medical
records, abstracting data from the medical records of patients with each
of six diseases, and monitoring data collection. Overall, data
collectors participated in two weeks of training (which covered all six
diseases) with at least two days focused exclusively on the study of
CVA.

During the period of data collection, abstractors were monitored
with a series of interrater reliability studies. Feedback was given to
data collectors who were identified as having problems. Work was
supervised'by a project manager who was familiar with the hospital in
which the abstraction took place. In addition, each completed
abstraction form was reviewed by both a physician and a nonphysician to
assess internal consistency and assure that coding was consistent with
supporting clinical data. Supplemental clinical information from the
medical record was written verbatim into the margins of the abstraction
form and specified pieces of data (e.g., chest x-ray reports, admission
histories and physicals, discharge summaries) were photocopied and
attached to the abstraction form. Discrepancies that could not be
resolved during the review process were returned for reabstraction. For
CVA, photocopies of EKG and CT scan reports were interpreted by the
physician.

During the period of data collection, the research team visited
data collectors in the field at least once. A supervisory project
manager spoke with the research team in each state at least weekly. In
addition, data collectors and project managers were invited to call the
RAND telephone hotline and speak with a physician about any questions
that might arise in the field as they used the abstraction form to
abstract medical records. Some phone calls were used to clarify the
meaning of an item in the abstraction form or guidelines. Other phone
calls were used to discuss the best means for abstracting data given a

patient situation that had not been previously anticipated.
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To maintain confidentiality of hospitals, patients, and physicians,
coded identifiers were assigned to hospitals and patients. No
identifying information about physicians was obtained.

Of the 300 hospitals asked to participate, 297 actually did so.
The planned CVA sample was 2,833 patients. To collect data on this
number of patients, a larger sample of records (3,430) was reviewed.
Hospitals were unable to locate only 149 records needed for review.
After excluding 606 records on the basis of medical information (e.g.,
diagnosis of CVA not substantiated after medical record review), the
final CVA sample consisted of 2,824 patient records.

Jacqueline Kosecoff, Ph.D., and Carol Pindar Roth, R.N., MPH, are
associated with Chassin and Kosecoff Medical Systems, Inc., Santa

Monica, CA.
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SUMMARY

The purpose of this Note is to document the medical record
abstraction form and guidelines for cerebrovascular accident (CVA) used
in our study. The Note may be of use to individuals interested in using
the medical record to understand patient complexity (clinical status at
admission), processes of care, outcomes of care, and patient status at

discharge.

ABSTRACTION FORM
The purpose of the abstraction form presented here is to guide the
collection of data from the medical record of patients hospitalized with

CVA. The abstraction form is divided into 17 sections:

1. Tear sheet for confidential patient demographics

2. Identification data noting patient, hospital, and abstractor
code
Inclusion/exclusion criteria
Patient characteristics describing patient demographics

General medical history

3

4

5

6. Physician care
7 Nursing care, respiratory therapy, and vital signs

8 Medications

9 Intensive care, ancillary services, activities of daily living
10. Chest x-rays

11. Electrocardiograms

12. CT/MRI/NMR scans

13. Special tests and procedures

14. Laboratory data

15. Management of suspected infection

16. Admission/discharge status

17. Completeness check
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The abstraction form was designed to follow the format of a medical
record so that abstraction would be both accurate and efficient. For
each item or group of items, the section of the medical record that was
to serve as the source of data was specified. For example, both
physicians' and nurses' notes were sources of data for patient symptoms
of shortness of breath. In addition, items derived from a particular
portion of the medical record were grouped. Items likely to be found in
the physician's notes were grouped in the physician care section of the
abstraction form. Items likely to be found in the nurses' notes, or in
documentation of cardiac monitoring and vital signs, were grouped in the
nursing care section of the abstraction form. Data about use of
medications were grouped in the medications section of the abstraction
form. Data about x-rays, electrocardiograms, and laboratory studies
were also grouped.

The abstraction form was color-coded by section to facilitate the
location of the various sections as new data from the medical record

were obtained.

Inclusion Criteria
- Patients were included in the sample for CVA if they met two

criteria. First, patients had to have been hospitalized for CVA within
the time frame of the study: calendar year 1981, calendar year 1982, or
July 1, 1985 through June 30, 1986. Patients were considered to have
been hospitalized for CVA if the hospital assigned them an ICD-9-CM code
for CVA (i.e., code 431.XX, 434.XX, 436.XX where X represented any value
0 through 9 or no value). Second, the medical record was reviewed to

determine if the actual clinical reason for hospitalization was CVA.
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Exclusion Criteria

For patients hospitalized with CVA, exclusion criteria were
developed. Patients were excluded if they were less than 65 years of
age, were inpatient transfers, or had a clinical condition other than
CVA that was likely to be the major determinant or their inhospital and

postdischarge outcome (e.g., acute myocardial infarction).

Demographics and Complexity

For those patients selected for inclusion in the study based upon
the criteria listed above, data about demographics and patient
complexity were collected. Complexity was defined as a measure of
patient sickness at admission based on the reason for the admission
(morbid pulmonary conditions) and on other conditions that might
influence outcome or process (comorbid conditions). Both acute and
chronic conditions were included as complexity measures. Efforts were
made to collect data about complexity as close to admission as possible
so that patient status at admission could be distinguished from patient
status after the delivery of inhospital care. Complexity data were
collected in the patient information, general medical history, nursing

care, and admission/discharge status sections of the abstraction form.

Process

The abstraction form is a guide for the collection of data about
process or what is done to patients during the hospital stay. Data
about both diagnostic assessments and therapeutics were collected by
studying physician and nursing care. Some process measures were
collected for all patients, and some were collected only for subsets of
patients for whom the process was relevant. Data about patient sickness
during the hospital stay were collected to assure that process criteria
could be matched to patients' clinical needs.

We used a number of criteria in developing process measures.
First, we sought process measures that could be studied reliably using
the medical record as a data base. To assess whether suggested process

measures were documented reliability in the medical record, we pilot-
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tested process measures using 50-75 medical records for CVA. The
records were selected from 1981 to 1986, from a mixture of hospital
types in each of the five study states. We studied whether both the if
and the then components of the process measures were reliably found
within the record.

For example, our pilot data demonstrated that items such as use of
ICU or medications could be determined reliably from the record. 1In
contrast, the number of times a frail patient was moved from the bed to
a chair, the time it took for a nurse to respond to a bedridden
patient's call, and the adequacy of nutrition are difficult to measure
using the medical record. We did not include these items as process
measures.

Second, we sought process measures that were clinically valid. We
began this process with a literature review and consultation with
subspecialists and generalists. We specifically asked the experts to
define process measures they believe make a difference in patient
outcome. The process measures were presented to the disease-specific
panels. At these panel meetings, RAND physician researchers, one to two
UCLA subspecialty consultants, and PRO physicians reviewed the suggested
criteria to evaluate whether the suggested process criteria were likely
to be recorded reliably in the medical record and whether the process
criteria made clinical sense. Specifically, we asked how important they
thought each measure was a process criterion. We paid particular
attention to physicians' comments that suggested variations occurred in
recording of process by year, state, or hospital type. We finally
included as process measures only those that the physician panel
believed were recorded reliably and were clinically important in
determining outcomes. We selected process measures that the panelists
believed could discriminate excellent, good, adequate, poor and very
poor medical care in any area of the country from 1981 through 1986.

Third, we selected process measures that involved reasonably stable
technologies from 1981 to 1986. We did not develop process criteria
that would penalize 1981 process scores by requiring the use of
technologies such as angioplasy or thrombolytic therapy that were less

available during the early part of the decade.
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Fourth, we collected items that could be abstracted from the
medical record within a few minutes since the amount of time for
complete record abstraction was fixed at an average of 75 minutes per
record. Given the fixed time for abstraction, we did not attempt to
measure every inhospital process. Instead, we selected process measures
to represent categories of process. We developed some process measures
that would apply to all diseases. In addition, for each disease we
studied some aspect of process in more detail.

Fifth, we developed process measures that were applicable to a
large number of patients.

The final set of process data collected from the medical record
was, therefore, based on views of the physician panelists and those of
the research team and combined clinical judgment with research expertise

in what is measurable from the medical record.

Outcome

The abstraction form is a guide for the collection of data about
outcome or what happens to patients during the hospital stay. Data were
collected about death, clinical diagnoses, symptoms, signs, chest x-ray
reports, and laboratory results. These data are collected from the

physician care, chest x-ray, and laboratory sections of the abstraction

form.

Patient Status at Discharge

Patient status at discharge is defined as the patient's clinical
condition the day prior to and day of discharge. Data about the patient
during this time period are collected from the physician care, nursing
care (including vital signs and cardiac monitoring), chest x-ray, and

laboratory sections of the abstraction form.
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GUIDELINES FOR THE ABSTRACTION FORM

To standardize the abstraction process, a detailed set of
guidelines was prepared to accompany the abstraction form. The
guidelines define medical terms, specify data sources from the medical
record, and provide important medical synonyms. Each item in the
abstraction form has a corresponding section in the guidelines. Despite
the extensive guidelines, the field experience presented a number of
unique patient problems. These were identified by data collectors in
the field, supervisory project managers, or RAND researchers. To keep
the data collectors aware of additions or changes in the guidelines,
bimonthly updates were sent to each data collector during the
abstraction process. These updates have been incorporated into the

guidelines presented in this Note.
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CEREBROVASCULAR ACCIDENT ABSTRACTION FORM






CARD 001 9-11/

I-1
I. TEAR SHEET
R 1-8/
1. Patient's IDCode .......ovviivnnunnnnn.. [ N O T O
I Y I 12-17/
2. Date Abstracted ........cociiiiiiiiirnraaananns N U VR U D
Mo | Day | Yr
3. Patient's Medical e 18-29/
Record Number ............... N U N U U DU VU U U T N N
4. Patient's Medicare N 30-41/
Number ...................... R AN R SO VU T DU A N N
5. Patient's Social RN 42-50/
Security Number .................. S Y VA T O O I O N R
6. Patient's Name ..........cccvvnvnnn.
______________________ 51-62/
A T e e N R e D
| Db I d A __i_| 6372/
Last First
o ‘ Ve 23-78,
6a. Patient's Date of Birth (ND=999999) ...... N D O N
Mo | Day | Y¥r

CARD 001
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CARD 002 9-11/

I-3
1. IDENTIFICATION DATA

R 1-8/

7. Patient's ID Code: ................ [ T I I R I A
I 12=-13/

8. Site Code: ............c..... e e I
R 14=17/

9. Hospital ID Code: .........ciiviiincnnonnn, | T I
I R 18-20/

10. Abstractor Code:

..............................

CARD 002
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I11.  INCLUSION-EXCLUSION CRITERIA (* = STOP ABSTRACTING)

Admission/Discharge Dates

11. Date of Admission ................c.0 ..., | O T

12. Date of Discharge ....................... |

13. During what specified time period did the marker
hospitalization occur?

(Circle One)
January 1, 1981 - December 31, 1981 ..... 1
January 1, 1982 - December 31, 1982 ..... 2 }(Answer Q14)
July 1, 1985 - June 30, 1986 ............ 3
*O0ther ........ ... i i 9* (Stop Abstracting)

21-26/

27=-32/

33/

CARD 002



14. Eligible ICD-9-CM Codes

Is one of the following ICD-9-CM codes written on the face sheet
of the marker admission's record? (Note: Do not include codes
preceded by letters.)

 Eligible ICD-9-CM Codes (Circle One)
431.XX Yes ........ 1 (Answer Ql4a) 34/
434 . XX *No ......... 2* (Stop Abstracting)
436.XX No Data .... 9 (Answer Q15)
Where XX can be any value
or blank.

148) If Yes to Q14, copy the first 5 ICD-9-CM diagnostic codes
from the face sheet.

| [ | 35-39/
) I »
A N T N I ‘ 40-44/
iiy It
e 45-49/
idi) |___ 1| 11|
e 50-54/
iv) I 1 111
T 55-59/
v) b
15. Patient's Age
Was the patient 65 years of age or older at the time of the
marker admission?
(Circle One)
Yes ...... 1 (Answer Q16) 60/
*No ....... 2% (Stop Abstracting)

No Data .. 9 {(Answer Q16)
CARD 002



16. Inpatient Transfers

Was the patient admitted to the marker hospital as a transfer
from another acute care hospital's inpatient service? (Note:
A patient initially seen in another hospital's emergency room
and not admitted to that hospital, but who is later admitted
to the marker hospital is not an inpatient transfer.)

(Circle One)
FYeS i.iiiiirian.. 1* (Answer 16a 61/
and Stop)
No/No Data ...... 9 (Skip to Q17)

16a) If Yes to Q16%, copy the exact words from the medical
record describing the reason for the transfer, then stop

abstracting.

17. Emergency Room

Was the patient admitted through the marker hospital's or another
hospital's emergency room (ER)?

Yes No/No Data
Admitted through:

i) Marker hospital's ER .............. 1 9 62/

ii) Another hospital's ER ............. 1 9 63/

CARD 002
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18. Symptoms/Conditions at Admission

Did a physician's admission history and physical, emergency room
note, or discharge summary indicate that at the time of admission,
the patient had one of the following symptoms or conditions?

ELIGIBLE SYMPTOMS/CONDITIONS AT ADMISSION

Possible, probable, rule out (R/0), or impending cerebrovascular
accident (CVA), stroke, or cerebral thrombosis

OR

o Visual deficit: loss of or diminished eyesight,
blurred vision, field defect, optic atrophy, hemianopsia

o Sensory/motor deficit of face: change in feeling, tingling,
numbness, or paralysis of face

o Speech deficit: aphasia, dysphasia, dysarthria,
difficulty talking, slurred speech

o Motor deficit of limbs: compromised use, paralysis, weakness
or paresis of extremities (fingers, hands, arms, toes, feet
or legs); ataxia, abnormal gait

o Sensory deficit of limbs: <change in feeling, tingling,
numbness, dysesthesia, paresthesia of extremities (fingers,
hands, arms, toes, feet or legs)

o Coma: comatose, coma vigil, unconscious, unresponsive,
unarousable; responding only to painful stimuli

o Symptoms of neurologic change: somnolent, lethargic,
poorly arousable, semicomatose, stuporous, obtunded
(Exclude seizure, syncope, restlessness or agitation)

(Circle One)
Yes ... 1 (Skip to Q19) 64/
*No/Nd Data ..... 9% (Answer Q18a
and Stop)

18a) If No/No Data to Q18*%, copy exact words from the medical
record describing the patient's presenting symptoms or
conditions and then stop abstracting.

CARD 002



19.

20.

I-9
Duration of CVA Symptoms

Did a physician note that all of the marker CVA symptoms resolved
within 24 hours? (Base your answer on the admission history and
physical, consult or progress reports from day 1 or 2, and the
discharge summary.)

(Circle One)

*Yes v 1* (Answer Q19a) 65/
and Stop)

No/No Data ..... 9 (Answer Q20)

19a) If Yes to Q19%, copy exact words from the medical record
describing duration of the CVA symptoms and then
stop abstracting.

Onset of CVA Symptoms

According to any physician notes from day 1 or 2 or the discharge
summary, when were the first symptoms associated with the marker
CVA noted? (Circle the lowest applicable code if any discrepancies.)

(Circle One)
Day of admission ............c0iviunn. 1 66/
Day prior to admission ............... 2
L (Answer Q21)

2-3 days prior to admission .......... 3

4-14 days prior to admission or
"

More than 14 days prior to

admission ......iiiiiii i 5% (Answer Q20a
and Stop)
No dat8 .. vevviiinninnininennnninnennnn 9 (Answer Q21)

20a) If more than 14 days prior to admission*, copy exact words
.from the medical record describing the onset of the
patient's CVA symptoms and then stop abstracting.

CARD 002



21. Competing Conditions

Based on the admission history and physical, progress notes or
consults from day 1 or 2, discharge summary, or ER report, did
any physician indicate that the patient had one of the following
conditions: (Ignore any condition labeled rule out [R/0] or
possible or probable.)

At Time of Admission:

i) Subdural bleed .......... ..., 1= 9
ii) Multiple sclerosis (MS) ....... ... 0uvuun... 1+ 9
iii) Head trauma resulting in skull fracture .... 1% 9
iv) Meningitis ... . e 1* 9
v) Encephalitis .......... ... ... 1% 9
vi) Brain abscess ........... i e 1* 9

vii) On chronic dialysis or history of
kidney transplant ............... . .0 0iiuu.... 1* 9

At Time of Admission or Ever During Admission:

i) Primary or metastatic brain cancer ......... 1% 9

Check here if none of the above apply or no data ........... —

If any Yesses to Q21*, answer Q2la and then stop
abstracting; otherwise continue with Q22

21a) If any Yesses to Q21%, copy exact remarks from the
medical record describing the condition(s), and then
stop abstracting.

CARD 002

67/
68/
69/
70/
71/

72/

73/

74/

75/



22. Concurrent Ml

At any time during the admission did the patient have an MI?

(Circle One)
Yes ... 1 (Answer Q22a) 76/
No/No Data ...... 9 (Skip to Q23)

22a) |If Yes to Q22, did an EKG report taken on day 1
(including EKGs taken in ER) show definite, probable,
or possible evidence of a new MI?

(Circle One)
*YeS t.iiiiienenn. 1* (Stop Abstracting) 77/
No/No Data ...... 9 (Answer Q23)

CARD 002



CARD 003 9-11/

IV. PATIENT CHARACTERISTICS

23. Date of birth: (ND=999999)

[ N N 12=17/
Date .......iiiiiiiiiiiie. Y Y O D P
Mo | Day | Yr
23a) 1If the date of birth is missing, give the patient's age
at the time of admission. (ND=999)
T 18-20/
A i i e e e I
24. Race:
(Circle One)

American Indian/Alaskan Native .................... 1 21/

Asian/Pacific Islander ............. ., 2

Black, not Hispanic .......... it ivinnninnnnnnn. 3

2 3 o - 5« B 4

White, not Hispamic ...........cvueiinruninnnennnnn. 5

Other, specify 6

Lo T 1 - - 9

25. Sex:
(Circle One)

= 3 1 22/

Female .......iiiiiiii ittt it e e 2

o 0 T - S 9

26. Insurance:

Yes No/ND
1) Medicare ......iiiiiii it e e 1 9 23/
11) Medicaid . .vvtiii 1 9 24/
27. Patient's Zip Code: (ND=99999)
R 25-29/
Zipcode .....iiiiiiiiiaan R D D T

CARD 003



V. GENERAL MEDICAL HISTORY

Base your answers on physicians' notes including:

Admission history and physical
Consult reports on day 1 or day 2

Discharge Summary (section referring to the patient's
admission status and past history)

Do not include in Section V any medical conditions or
surgeries that occurred for the first time during the admission.
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28. Cardiovascular Disease
Prior to the admission, did the patient ever have:

Yes No/ND
i) Valvular Disease:

Mitral stenosis (MS), insufficiency, or
regurgitation (MR),
Aortic stenosis (AS), insufficiency (AI), or
regurgitation (AR),
Tricuspid stenosis (TS), insufficiency (TI),
or regurgitation (TR),
Pulmonic stenosis (PS), insufficiency (PI),
or regurgitation (PR), or
Valve replacement (MVR, AVR, AOVR),
or surgery (COmMMiSSUrotomy)............... veseaens 1 9

ii) Angina, unstable angina, chronic stable angina,
angina pectoris, progressive/worsening angina,
angina-like pain, discomfort compatible with
angina, or atypical angina s..ceeeieciirisecennaas 1 9

a) If Yes to ii), in the week prior to the
admission, did the patient experience
angina? ........ cerecanecana et erasetaannss .1 9
iii) Chest pain of unknown Origin ......covevenveeeeeennnn. 1 9
iv) Myocardial infarction (MI)

a) Within 3 months prior to admission «seeeseeee... 1 9

b) 4 months or more prior to admission
or date not specified .....c.iieeeirrciiacnaans 1 9

v) Pacemaker in place at time of admission ............ 1 9

vi) Congestive heart failure (CHF, HF), left or
right ventricular/heart failure (LVF, RVF/
LHF, RHF) or decompensation, or pulmonary
edema ...cccceee e b s essssatsseerer sttt tteanannos 1 9

a) If Yes to vi), in the week prior to
the admission, did the patient have
active CHE? . .iiiiiiiierrentencersenncanncnnes 1 9

vii) Percutaneous transluminal coronary
angioplasty (PTCA)

OR

Coronary artery bypass graft surgery
(CABS, CABG) ... iiiiiiiiiiiiiiiiiitciiieennns 1 9

CARD 003

30/

31/

32/

33/

34/

35/

36/

37/

38/

39/



viii) Hypertension (HTN) «.ciiiintneennecceeeneennnnes 1 9 40/
ix) Atrial fibrillation or flutter .......... o tereaaneann 1 9 41/
x) Other arrhythmias:

Supraventricular tachycardia (SVT),
multifocal atrial tachycardia (MFAT, MAT),
paroxysmal atrial tachycardia (PAT),
ventricular tachycardia (V-tach, VT),
ventricular fibrillation (VF, V fib),
premature atrial contractions (PACs),
supraventricular premature contractions
(SVPCs), premature ventricular contractions
(PVCs, VPCs)/ beats (PVBs, PBs)/systoles/
fusions/ectopic complexes, or arrhythmia
not specifically described ........... Ceereenene 1 9 42/

Check here if none of the above apply or no data ........... | 43/

28a) If any questionable responses to Q28, copy exact remarks.

29. Prior CVAs/TIAs

Prior to the marker CVA, did the patient ever have a CVA, stroke, or
TIA? (Only count events specifically labeled as a TIA, stroke, or CVA.)

(Circle One)
Yes ............. 1 C 44/
No .............. 2
No Data ......... 9

CARD 003



I-16

30. Other Medical Conditions

Prior to the admission did the patient ever have:
Yes
i) Chronic obstructive pulmonary disease (COPD),
emphysema, chronic bronchitis or asthma ........ 1
ii) Current cigarette smoker .............. P |
iii) Cirrhosis, portal hypertension, or ascites :«..... 1
iv) Current alcoholism .........covviiiiiinnnas R |
v) Diabetes ........ Ceeeeeceaeesiitei it aanas 1
vi) Chronic renal failure ......ccciiieiicecnnn. . .o 1
vii) Systemic lupus erythematosus (SLE) ....ccvcveeenn. 1
viii) Temporal arteritis ......ccevevvvenccennnes T |
ix) Deep vein thrombosis (DVT) «cvvveceiennnnenns veees 1
x) Carotid endarterectomy .................. N 1
xi) Bypass surgery of leg arteries (femoral,
iliac, popliteal) or amputation of leg,
foot, or toes .......ccic0innnnnn ceeereena R |
xii) Prior hospitalization within 6 months «:eceeeeerens 1
xiii) Episodes of psychosis or depression ....... ceeess 1
Check here if none of the above apply or no data ...........

30a) If any questionable responses to Q30, copy exact remarks.

CARD 003
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31. Cancer =17

Prior to admission, was the patient ever known to have cancer?
(Exclude basal cell skin cancers)

(Circle One)
Yes ............. 1 (Answer Q31a) 59/
No/No Data ...... 5 (Skip to Q32)

31a) If Yes to Q31, did the patient ever have a diagnosis of
one of the following cancers:

| |
| adenocarcinoma with unknown primary liver |
| brain lung, oat cell or |
| esophagus small cell ]
| gastric or stomach pancreas |
| leukemia (acute) sarcoma |
| I
(Circle One)
Yes ............. 1 (Skip to Q31c) 60/
No/No Data ...... 9 (Answer Q31b & 31c)

31b) If No to Q31a, is there any evidence the cancer is active
at the time of admission? (Circle the lowest applicable number)

(Circle One)
Any of the following:

Mention that the cancer has metastasized
OR
Patient currently being treated
with radiation
OR
Patient currently being treated
with chemotherapy
OR
Mention in the chart that patient has cancer
that could not be or was not totally removed . 1 1 61/
Patient currently being treated with *_(Answer
hormone therapy only ............c0iiiiiininnnnnnnn. 2 Q31c)

No evidence/no data .......... ...ttt rnnnnnenns 9

31c) Copy exact remarks from the medical record.
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32. Prior Mental Status 1-18

Prior to admission, did the patient ever have an impaired
mental status as defined by the following:

i) A physician documented that the patient has dementia,
Alzheimer's disease, organic brain syndrome (OBS), or
senility;

OR

ii) A physician documented that the patient has a history of
confusion, disorientation, global intellectual impairment,
or memory loss not precipitated by the marker CVA.

(Circle One)
Yes ..., 1 (Answer Q32a) 62/
No/No Data....... 9 (Skip to Q33)

32a) If Yes to Q32, indicate the severity of the impaired
mental status.

(Circle One)

Severe, worsening, deteriorating,
Or progressive ..................ou.n. 1 63/

Moderate, mild, intermittent, or
not specified ....... ... ... ... .. ..., 2

32b) If any questionable responses to Q32a, copy exact remarks.

33. Medical Condition at Time of Admission

At the time of admission was the patient described as:

Yes No/ND
i) Morbidly obese .............. 1 9 64/
ii) Malnourished, cachectic,
debilitated, emaciated ...... 1 9 65/
iii) Immunocompromised ........... 1 9 66/
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34.

35.

Arrest or Intubation in ER

Did the patient have an arrest (cardiac, respiratory or unspecified
arrest, sudden death, CPR or resuscitation) or endotracheal or
nasotracheal intubation in an emergency room just prior to admission?

(Circle One)

Yes ... i 1 67/

Completeness of Physician’'s Initial History and Physical

Indicate whether the following topics were addressed in any physician's

admitting history and physical or consult report from day 1 or day 2
of the admission.

Noted Not Noted
(a) History
i) Prior cardiac history/
hypertension ...........c.ooviiivninnnn.. 1 9 68/
ii) Time of onset of symptoms .............. 1 9 69/
1ii) Medications ..............civeirnnnnininn. 1 9 70/
{b) Physical
i) Mental status at admission ............. 1 9 71/
ii) Pupils (size, equality, reactivity
or cranial nerves II or III,
PERRLA) ... e e 1 9 72/
iii) Gag reflex or cranial nerves IX
OF X i i e e et e 1 9 73/
iv) Carotid bruits (presence or
ADSeNCe) it e 1 9 74/
v) Heart sounds (S1, S2, S§3, S4, )
or gallop) vttt i 1 9 75/
vi) Muscle tone/strength: spasticity/
flacidity or weakness/strength ......... 1 9 76/
vii) Limb reflexes (DTRs): biceps,
triceps, brachioradialis, patellar/
knee, or Achilles/ankle reflexes ....... 1 9 77/
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Base your answers to Q36 and Q37 on nursing admission
notes, admission transfer summary and physician notes

36. Anticoagulants Prior to Admission

Within one month prior to admission, was the patient taking any of the
following anticoagulants? (Refer to the list of eligible medications.)

ELIGIBLE MEDICATIONS
Heparin or Mini Heparin Coumarin
Calciparine Coumadin
Embolex Dicumarol
Liquaemin Panwarfin
Panheprin Warfarin

Yes No/No Data

i) Miniheparin or subcutaneous (SQ)
Heparin .........ciiiniiiiinnnnnnn. 1 9 78/

1ii) COUMATIN & teee e e e e, 1 9 79/

CARD 003



37.

CARD 004 9-11/

1-8/
I-21
Corticosteroids Prior to Admission
Indicate whether the patient was taking any of the following
corticosteroids (excluding topicals) prior to the admission
(excluding paramedic and ER medications and before any inpatient
orders were given). Refer to the list of eligible medications.
ELIGIBLE MEDICATIONS (EXCLUDE TOPICALS)
Aristocort Depo-Medrol Methylprednisolone
Betamethasone Deronil Meticorten
Celestone Dexamethasone Paramethasone
Cortef Gammacorten (Liquid) Pred Syrup
Cortisol Haldrone Prednisone
Cortisone Hexadrol Prednisolone
Decadron Hydrocortisone Sterapred
Delta-Cortef Kenacort Triamcinolone
Deltasone Medrol
{Circle One)
Yes ....... ..., 1 12/
No/No Data ..... 9

CARD 004
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VI. PHYSICIAN CARE

Base your answers to Section VI on physician progress notes,
ER report, history and physical, consult reports, and the
discharge summary

38. Type of CVA

Was the marker CVA specifically described by any physician as
hemorrhagic or lacunar?

Yes No/ND
i) Hemorrhagic ............ 1 9 13/

ii) Lacune or Lacunar ...... 1 9 14/

38a) If any Yes to Q38, copy the exact remarks from the medical
record.
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39. Presenting Neurologic Deficits and Symptoms

Beginning the day the marker CVA symptoms first appeared through day 2

of the admission, were any of the following deficits present?

Be sure

to include all deficits whether they were caused by a previous CVA or
the marker CVA.

Base your answers on MD notes including the ER report, history and

physical, progress notes and consults from day 1 or 2.

i)

ii)

iii)

iv)

v)

vi)

vii)

viii)

ix)
x)
xi)

xii)

Check here if none of the above apply or no data

CARD 004

Visual deficit: loss of or diminished
eyesight, blurred vision, field defect,
optic atrophy, hemianopsia or visual

B o B8 o8 o3 o & = 1 o J O

Sensory/motor deficit of face: change in
feeling, tingling, numbness or paralysis

(o3 S ¥ - Lo - S

Speech deficit: aphasia, dysphasia,
dysarthria, difficulty talking,

slurred speech ....... ... . it

Motor deficit of limbs: compromised use,
paralysis, paresis, weakness of extremities
(fingers, hands, arms, toes, feet, or legs);

ataxia, abnormal gait ........... ...,

Sensory deficit of limbs: change in feeling,
tingling, numbness, dysesthesia, paresthesia
of extremities (fingers, hands, arms, toes,

feet, OF legS) ...ttt ieinnnrnnernnonnnonnas

Coma: comatose, unresponsive, unarousable,
coma vigil, unconscious; responding only

to painful stimuli ............. ... i,

Symptoms of neurologic change: somnolent,
lethargic, poorly arousable, semicomatose,
stuporous, obtunded (Exclude seizure,

syncope, restlessness or agitation) ..........

Exhibiting posturing described as

decerebrate or decorticate ............c0iiiiannn
Not responding to touch or tactile stimuli .....
Unable to follow commands ......................
Confused ......... ittt irinennneansnnnnnnnnns

Having a seizure ..........ciitiiiiiinnennnnanan

Yes

No/ND

15/

16/

17/

18/

19/

20/

21/

22/
23/
24/
25/

26/

27/
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40. Severity of Speech Deficit
If Yes to Q39iii, describe the severity of the speech deficit

from the time the marker CVA symptoms first appeared through day 2.
(Circle the lowest applicable code.)

(Circle One)
Aphasia, dysphasia ................ 1 28/
Not able to speak ................. 2
Speaks with difficulty or
hard to understand, dysarthria .... 3
Normal speech/no data ............. 4

41. Unresponsive to Painful Stimuli

If any Yesses to Q39vi-x, was the patient ever described as
unresponsive to painful stimuli from the time the marker CVA symptoms
first appeared through day 2.

(Circle One)
Yes . iiviiinnnn. 1 29/
No/No Data ..... 9

42. If any questionable responses to Q39-41, copy exact remarks from
the medical record.

CARD 004
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SPECIAL INSTRUCTIONS

Throughout the remainder of the abstraction form references will be
made to important days during the patient's hospitalization. These days
are called Specified Days.

Completing Worksheet #1 at this point will help identify the dates
of these days.

SPECIFIED DAYS
e Day 1-3, where day 1 = day of admission

o The day prior to discharge and the day of discharge
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SYNONYMS FOR PHYSICIANS' NOTES CALENDAR (Q43)

ii) MD NOTE

1 = YES: Any MD progress note or consult written that day

iii) NOTE ON DEFICITS

1 = YES: MD documented the presence or absence of any neurologic
deficits

iv) ASPIRATION

1 = YES: Patient aspirated, choked, had difficulty swallowing

v) CONGESTIVE HEART FAILURE (CHF) AND/OR SHORTNESS OF BREATH (SOB)

1 = CHF: Congestive failure, congestive heart failure (CHF); left
or right heart/ventricular failure (LHF, RHF, LVF, RVF)
or decompensation; pulmonary edema

SOB: Dyspnea; paroxysmal nocturnal dyspnea (PND); orthopnea;
difficult/labored breathing; respiratory distress;
tachypnea; using accessory respiratory muscles

vi) LUNG EXAM

1 = EXAM DONE: Results headed by the terms "Lungs," "Respiratory
System," or "Chest;" breath sounds: tracheal,
bronchial, bronchovesicular, vesicular; egophony,
ee to ay sounds; expiration, inspiration;
adventitious sounds: rales, crackles, crepitations,
gurgling, wheezes, rhonchi, rubs; fremitus; any
finding from auscultation, percussion, inspection
or palpation of the chest

NOTE: SEE GUIDELINES FOR FURTHER EXPLANATION



I-29

43. Physicians' Notes: Specified Days Calendar

Based on a review of physician progress notes, ER and consult reports,
and the admitting history and physical, provide the information
requested. Refer to the synonyms on the adjacent page when necessary.
(Include symptoms on day 1 prior to hospital arrival.)

(1) (ii) (iii) (iv) (v) (vi)
Speci~| Specified | MD Note Note | Aspiration CHF/SOB | Lung |
fied | Date | on | } Exam |
Day | | Deficits | | Performed |
| (ND=9999) | | | |
|  Mo/Day I I I P I | 1=Yes |
| | | 1=Yes | } | 1=Present | | 9=No/ND |
| | | 9=No | | | 9=Not present/ND | | |
| | | P | I
I I I I |
b | I I I |
1 M1 {1t 1 9 | 1 9 | 1 9 | 1 g | 1 9 | 30-38/
| | | | | I |
2 M_ i1 1 _tt 1 9 | 1 9 | 1 9 b1 9 | 1 9 | .39-47/
| 1 I I I | I
3ol v by 9 |1 9 |19 |1 9 | 48-56/
| | I I | |
4 1 O T P P I U R | 9 | 1 9 | 1 9 | 1 9 | 57-65/
| | I I I I I
5ottt e 1 9 19 |19 |1 9 | 66-74/

CARD 004
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44. Neurologic Deficits on Discharge

Were any of the following deficits present on the day before or the
day of discharge. Be sure to include all deficits whether they were
caused by a previous CVA or the marker CVA. Base your answers on
physician progress notes and consults from the day prior to or the
day of discharge and the discharge summary.

Yes No ND

i) Speech deficit: aphasia, dysphasia,
dysarthria, difficulty talking,
slurred speech ....... ...ttt 1 2 9

ii) Motor deficit of limbs: compromised use,
paralysis, paresis, weakness of extremities
(fingers, hands, arms, toes, feet or legs);
ataxia, abnormal gait ....................... 1 2 9

Yes No/ND

iii) Coma: unresponsive, comatose, unarousable,
coma vigil, unconscious; responding only to
painful stimuli ........ ... .. . i i 1 9

iv) Symptoms of neurologic change: somnolent,
lethargic, poorly arousable, semicomatose,
stuporous, obtunded (Exclude seizure, syncope,
restlessness or agitation) ..........c.cciiiiiiannn 1 9

45. If any questionable responses to Q44, copy exact remarks from the
medical record.

CARD 004

75/

76/

77/

78/
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46. Do Not Resuscitate (DNR)
At any time during the marker admission, did a physician order
indicate that the patient was assigned DNR status?
(Circle One)
YeS cuiuinniannn. 1 (Answer Q46a) 12/
No/No Data ...... 9 (Skip to Q47,
Section Vi)
46a) If Yes to Q46, on what date did this DNR order first appear?
(ND=9999)
R 13-16/

CARD 005
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VIl. NURSING CARE, RESPIRATORY THERAPY AND VITAL SIGNS

Answers to items in this section should be based on nursing
notes and flow sheets and respiratory therapy reports.

47. Patient's Condition At The Time of Admission

At the time of admission, did a nurse note any of the following?

Yes No/No Data

i) Patient was confused ..........cci0tiiiennnn 1

ii) Patient was comatose: comatose,
unresponsive, unarousable, coma vigil,
unconscious, responding only to
painful stimuli ........ ... ... i 1

iii) Patient had symptoms of neurologic change:
somnolent, lethargic, poorly arousable,
semicomatose, stuporous, obtunded
(Exclude seizure, syncope,
restlessness, or agitation) ............... 1

iv) Patient had a seizure ..........ccovueen.. S |

v) Any episode of urinary incontinence
or Foley catheter in place ................ 1

vi) Patient was ambulatory ..............c00nn 1

9

17/

18/

19/

20/

21/

22/

CARD 005
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SYNONYMS FOR NURSES' NOTES CALENDAR (Q48)

ii) NOTE ON PUPILS

1 = YES: Any note of pupil size, equality or reactivity; PERRLA

iii) NOTE ON NUTRITIONAL INTAKE

1 = NG/GASTROSTOMY TUBE: Nasogastric (NG) tube (Levine tube, Salem sump)
or gastrostomy tube (G-tube) in place

2 = QUANTITY: Any note on the quantity of the patient's dietary intake

9 = NO NOTE/ND: No reference to the quantity of the patient's dietary

intake; reference only to intake of water or ice
chips or ability to feed self or swallow

iv) ASPIRATION

1 = YES: Patient aspirated, choked, had difficulty swallowing

v) SHORTNESS OF BREATH (SOB)

1=80B: Dyspnea; paroxysmal nocturnal dyspnea (PND); orthopnea;
difficult/labored breathing; respiratory distress;
tachypnea; using accessory respiratory muscles

vi) RESPIRATORY THERAPY

1

VENT/INTUB: On respirator, mechanical ventilation; nasotracheal
or endotracheal tube (ET) in place; continuous
positive pressure ventilation (CPPV); positive end
expiratory pressure (PEEP)

()
"

RESP TX: Intermittent positive pressure breathing (IPPB);
incentive spirometer (IS); hand held nebulizer (HHN);
ultrasonic (US) or aerosol therapy

Y]
Il

NO/ND: Postural drainage and percussion (PD & P); physical
therapy to the chest; 02 use only (via mask, nasal cannula
or prongs)

NOTE: SEE GUIDELINES FOR FURTHER EXPLANATION
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48. Nurses' and Respiratory Therapists’ Notes: Specified Days Calendar
Based on a review of nurses' and respiratory therapy notes and
flow sheets or ER notes, provide the information requested.
Refer to the synonyms on the adjacent page when necessary.
(Include symptoms on day 1 prior to hospital admission.)
(1) (ii) (iii) (iv) (v) (vi)
I | I I |
Speci-| Specified | Note on | Note on | Aspiration SOB | Respiratory
fied | Date | Pupils |Nutritional] ] Therapy
Day | ] | Intake | |
| (ND=9999) | ____ | | |
| Mo/Day Il |{ 1=NG/ b | 1=Vent/Intub
| {| 1=Yes ||Gastrostomy| | 1=Present | 2=Resp Tx
| |l 9=No || tube | | 9=Not Present/ND | 9=No/ND
I |l f| 2=Quantity| | I
| I | 9=No/ND | I
I I | I I
| | I I | |
1 ||__|__|__|__|| 1 9 |1 2 9 | 1 9 | 1 | 1 2 9
I I | | | |
2 ||__|__|__I__|| 1 9 |1 2 9 | 1 9 | 1 | 1 2 9
| | I I I I
3 ||__|__|__I__|| 1 9 |1 2 9 | 1 9 | 1 | 1 2 9
| | | | | I
4 ||__|__|__|__|| 1 9 |1 2 9 | 1 9 | 1 | 1 2 9
| | | | |
5 (i 11 r 9 11 2 9] 1 9 ] 1 1 2 9
49. Unsuccessful MD Contact

On any of the specified days, did a nurse try to contact an MD by phone
or page, and did the MD not respond?

occurrernce.

(a) Occurred?

(Circle One)

If so, give the date of the first

(b) If Yes, Give Date

(ND=9999)

23=-31/

32-40/

41-49/

50-58/

59-67/

68/

69-72/
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Patient Status Immediately Prior to Discharge

Based on a review of nurses' notes and flow sheets, were any of the

follow

ing noted?

(a) On the day before or day of discharge:

i) Decubitus not present at admission ........

ii) Any episode of urinary incontinence .......

iii) Patient ambulatory ...........civieiiirnnnnn

(b) On the day of discharge:

CARD 005

i) Foley catheter in place ...................

ii) IV line in place (including

heparin lock)

...........................

Yes

No/No Data

73/
74/

75/

76/

77/
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51. Vital Signs: Specific Values
Based on a review of vital signs (including ER), record the first
vital sign readings taken on day 1 or 2 of the admission and the
last temperature and BP taken on the day before or day of discharge.
Admission:
_——— — _—— - 12-15/
11 1 e I A A
i) Temperature .......... bt l_IF OR J_|_l.{l_I¢C 16-18/
e 19-21
ii) Heart rate (HR) ...... N D /
B 22-23/
iii) Respiration rate (RR) ... |__|__|
R 24-26/
iv) Systolic BP .......... T T
R 27-29/
v) Diastolic BP ......... [ O
Discharge:
—_——— — _— _— 30-33/
[ I lo [ lo
vi) Temperature .......... |1 _1.1__tF OrR |_l_Jj.1_IC 34-36/
N 37-39/
vii) Systolic BP .......... T
I 40-42/

viii) Diastolic BP ......... oo

CARD 006
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52. Vital Signs: Specified Days Calendar
Based on a review of vital signs, provide the information requested.
(1) (ii) (iii) (iv) v) (vi)
I I
Speci-| Specified | Any Any Any Sys-  Any Dias- Any
fied | Date: | HR >130 RR > 30 tolic BP tolic BP Temp.>
Day | | < 90 > 105 101 °F or
|  (ND=9999) | 38.3 °C
| Mo/Day | 1=Yes |
I | 9=No/ND |
I I |
| I
= | | | . I
1 1 S D T I T ! 9 | 1 9 | 1 9 | 1 9 | 1 9
| — | I I | I
2 T T I I R ! 9 | 1 9 | 1 9 | 1 9 | 1 9
b I I I |
3 [ T I R R ! 9 | 1 9 | 1 9 | 1 9 | 1 9
| — | I I | |
4 ||__]__|__|__|| 1 9 | 1 9 | 1 9 | 1 9 | 1 9
| | I | I |
5 1 S T T R | 9 | 1 9 | 1 9 | 1 9 | 1 9
53. Blood Pressure Recordings

How many times were blood pressures

the admission?

recorded on days 2 and 5 of

(a) (b)
Date Number of BP Recordings
(ND = 9999)
Mo/Day 0 1 2 3 4 5-10 11+
|
i) Day 2 of admission |__|_|_| || 0O 1 2 3 &4 5 6
- |
ii) Day 5 of admission |_| | | | | 0 1 2 3 4 5 6
|

CARD

006

43-47/
48-52/

53-57/

'58—62/

63-67/

68-72/

73-77/
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I-39
Vitl. MEDICATIONS
54. Anticoagulants During the Admission
During the admission (including in the ER), was the patient
given any of the following anticoagulants? If so, give the
date each anticoagulant was first given. (Refer to the list
of eligible medications.)
ELIGIBLE MEDICATIONS
Heparin or Mini Heparin Coumarin
Calciparine Coumadin
Embolex Dicumarol
Liquaemin Panwarfin
Panheprin Warfarin
IF YES, Give
Date of First Dose
(ND=9999)
Yes No/ND Mo/Day
i) Miniheparin or subcutaneous -
(8Q) heparin .........c.cvunenn. 1 9 [t 11| 12-16/
ii) Intravenous (IV) heparin ........ 1 9 |11 17-21/
iii) Coumarin .......oveuevnnnnannonnn 1 9 |11 22-26/

CARD 007
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Aspirin

I-41

During the admission, was the patient given aspirin for any

medications.)

three consecutive days? (Refer to the list of eligible
ELIGIBLE MEDICATIONS
ASA Easprin
Acetylsalicylic acid Ecotrin
Ascriptin Encaprin
Aspirin Verin
Bufferin Zorprin
Cosprin
(Circle One)
Yes ............ 1
No/No Data ..... 9

27/

CARD 007



IX.
56.

I-42

intensive Care/Ancillary Services:

Daily Calendar

CARD 008

For each hospitalization day indicate if the patient was in an
intensive care unit or received (or was offered) speech therapy
or physical/occupational therapy.

CARD 008

(1) (ii) (iii) (iv)

Hospital-| Date | ICU/CCcU Speech Physical/ |

ization | Mo/Day | Therapy Occupational |

Day | (ND=9999) | Therapy |

| | 1=Yes | |

| | 9=No/ND | |

| | l |

l | |

P 1 | | l

1 15 U O D N 9 | 1 9 | 9 |

| | |

2 1 R U TR D B ! 9 | 1 9 | 9 |

b ] | | |

3 Pt 1 9 | 1 9 | 9 |

| l | I

4 :]__l__l__l__|: 1 9 } 1 9 : 9 {

5 [ U U U R g | 1 9 | 9 |

| 1 | | I

6 11 9 | 1 9 | 9 |

b [ | |

7 1111 9 | 1 9 | e |

b [ | |

8 Pl 1 9 | 1 9 | 9 |

I | | I

9 Pl 111 9 | 1 9 | 9 |

I | | |

10 b1 9 | 1 9 | 9 |

| | | |

11 ;I__l__l__[__l{ 1 9 } 1 9 : 9 I

12 1 S TR N B ! 9 | 1 9 | 9 |

b | | |

13 il__l__l__l__ll 1 9 } 1 9 : 9 :

14 Pl ittt 1 9 | 1 9 | 9 |

| | | |

15 8 T O DO I B | 9 | 1 9 | 9 |

b | | I

16 ||__|__|__|__|: 1 9 : 1 9 } g :
| - —

17 P11 1 9 | 1 95 | 9 |

I | | |

18 ||__|__|__|__|{ 1 9 } 1 9 : 9 :
|

19 R T N N B 9 | 1 9 | 9 |

b | l |

20 ([ N O DO ! 9 | 1 9 | 9 |

9-11/
1-8/

INTENSIVE CARE, ANCILLARY SERVICES AND ACTIVITIES OF DAILY LIVING

12-14/
15-17/
18-20/

21-23/

.24-26/

27-29/
30-32/
33-35/
36-38/
39-41/
42-44/
45-47/
48-50/
51-53/
54-56/
57-59/
60-62/
63-65/
66-68/

69-71/



56.

CARD 0069,

I-43
Intensive Care/Ancillary Services: Daily Calendar (continued)
(i) (ii) (iii) (iv)
Hospital-| Date | ICU/CCU Speech Physical/ |
ization | Mo/Day ! Therapy Occupational]|
Day | (ND=9999) | Therapy |
| | 1=Yes | |
| I 9=No/ND | I
| | I |
I | |
b I | I |
21 }I_I_I___l_]: 1 9 { 1 9 ; 1 9 ’
22 IZIIl_I_I} 1 9 1 1 9 |1 9 |
| I I | |
23 { IR ! 9 I 1 9 I 1 9 |
—_— I
24 ||_|__|__|_|: 1 9 I 1 9 : 1 s |
| . I
25 II__I__I__I__I: 1 9 | 1 9 | 1 9 |
| I | I
26 :I_I_I |11 9 { 1 9 { 1 9 :
—_— |
27 : _I_I___I_I: 1 9 } 1 9 I 1 9 ;
28 ::Cl:l_l: 19 |1 9 |1 9 :
_— | I
29 lI_I_I_I_II 1 9 | 1 9 | 1 R
- | | I |
30 (1 R N O D 1 | 9 | 1 9 | 1 9 |

56a) |f hospitalized for more than 30 days, specify the total
number of days in an ICU and the number of days speech
and physical/occupational therapy was offered/received.

i) ICU/CCU

ii) Speech therapy

iii) Physical/occupational therapy

.......................

Total Number
of Days

9=-11/
1-8/

12-14/
15-17/
18-20/
21-23/
24-26/
.27-29/
30-32/
33-35/
36-38/

39-41/

42-44/

45-47/

48-50/

CARD 009



57. Nutritional Consult

At any time during the admission, was the patient seen by a dietician
or nurse for a nutritional consult?

(Circle One)
Yes iviiiennn.. 1 51/
No/No Data ..... 9

58. Activities of Daily Living (ADL)

In the three months prior to the marker admission (based on any data
source), what was the patient's usual level of performance regarding:

(Circle One)
i} Urinary Continence
Continent .......iiiiiiiiiinnerneeocannesceaaonnnns 1 52/
Totally or occasionally incontinent
or Foley catheter in place ...................... 2
No data ........iiiiiiiii ittt ettt 9
(Circle One)
ii) Walking
Probably able to walk, degree of
assistance unknown or unspecified ............... 1 53/
Walks with assistance .............. ... it 2
Unable towalk ....... i 3
e T« - o 9

CARD 009



X. CHEST X-RAYS

59. How many formal chest x-ray reports were present in the chart?
(None or No Data = 00)

T )
Number ...... 1 54-55/

Photocopy Requirements (Q60):

Make a copy of the first chest x-ray report. (Note: The
chest x-ray can be from any day during the admission.)

If a chest x-ray was taken in the emergency room, count it
as the first.

Be sure to blacken out all identifiable data and mark the
photocopy with the patient's ID number and the date of the
x-ray. If a photocopy cannot be made, copy the exact
interpretation from the medical record.

60. Was a photocopy of the first chest x-ray made and attached to
the abstraction form?

(Circie One)
Yes ..... 1 (Skip to Q62) 56/
No ...... 9 (Answer Q61)
61. |f no photocopy could be made, copy the exact interpretation
of the first chest x-ray report. If there is no formal
report, copy the results of the first chest x-ray described

in any physician note.

First chest x-ray

CARD 009
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I-49
Xl. EKGS

63. How many formal EKG reports were present in the chart?
(None or ND = 00)

Number ......... || 40~-41/

Photocopy Requirements (Q64):

Make a copy of the first formal EKG report. (Note: The first
EKG can be from any day during the admission.)

If an EKG was taken in the emergency room, count it as the first.
Be sure to blacken out all identifiable data and mark the photocopy

with the patient's ID number and the date of the EKG. If a photocopy
cannot be made, copy the exact interpretation from the medical record.

64. Was a photocopy of the first EKG of the admission made and
attached to the abstraction form?

(Circle One)

Yes ..... 1 (Skip to Q66) 42/

No ...... 9 (Answer Q65)

65. |If no photocopy was made, copy the exact interpretation from
the first EKG report. If there is no formal report, copy the
results of the first EKG documented in any physician note.

CARD 010
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I-52

CT/MRI/NMR SCANS OF HEAD/BRAIN

67. How many formal reports of CT, NMR, or MRI scans of the
head/brain were present in the chart? (None or no data = 00)
If no CT/MRI/NMR scan reports, skip to Q71, Section XIII.

| _
Number ........ 11 53-54/

Photocopy Requirements (Q68):
Make a copy of the first and last scan reports.

If a scan was taken in the emergency room, count it
as the first.

Be sure to blacken out all identifiable data and mark
the photocopy with the patient's ID number and the date
of the scan. If a photocopy cannot be made, copy the
exact interpretation from the medical record.

68. Indicate if photocopies were made.
Photocopy Made?

Yes No

i) First scan ............. 1 9 55/

ii) Last scan .............. 1 9 56/

If any No to Q68, answer Q69; otherwise, skip to Q70.

CARD 010



69.

I-53

If no photocopy could be made, copy the exact interpretation
from the first and last scans. If there are no formal reports,
copy the results of the first and last scans described in physician

notes.

i) First scan

ii) Last scan




I-54

SYNONYMS FOR CT/NMR/MRI SCANS (Q70)

iii) CONTRAST
Contrast/infusion/enhancement

1 = WITH AND WITHOUT: Pre and post injection

iv) INCREASED ICP

1 = YES: Increased intracranial pressure (ICP); mass effect;
midline shift

v) INFARCT

1 INFARCT: Unspecified infarction, nonhemorrhagic/whit;e infarct

2 = LOW DENSITY WITHOUT CONTRAST: Low/hypo/diminished density or

attenuation without contrast

vi) HEMORRHAGE

1 HEMORRHAGE: Bleed/bleeding, red infarct

2 HIGH DENSITY WITHOUT CONTRAST: High density or attenuation without

contrast

NOTE: SEE GUIDELINES FOR FURTHER EXPLANATION



I-55

First and Last CT/NMR/MR! Scans

Based on a review of first and last formal reports of CT, NMR or
MRI scans, including scans taken in ER, but excluding scans taken
prior to hospital arrival, provide the requested information.
Refer to the synonyms on the adjacent page when necessary.

If there are no formal reports in the record, base your answer

on the first and last results described in physician notes.

NOTE: Equivocal or possible findings should be noted as
definite findings.

(1) (ii) | (iii) | (iv) I v I (vi) |
I
Date | Formal | Contrast |Increased] Infarct | Hemorrhage |
| Report | | Icp | | |
| Found | 1=With & - | } 1=Infarct | l=Hemorrhage|
Mo/Day | | without | 1=Yes ] 2=Low | 2=High
(ND=9999) | 1=Yes | 2=With | 9=No/ND | density | density |
| 9=No/ND| 3=Without | ] without | without |
| | 9=ND | | contrast| contrast |
| | | | 9=No/ND | 9=No/ND |
I I | | | I
! | | | I I
- | | I | |
I N N N I I | I I
)1t 19 123 9] 1 9 | 129 | 1 2 9 | 5765
| I | I [ |
- — — | I | I | I
L b | | I | I
[t 1l 19 412 3 9} 1 9 | 129 | 1 2 9 | 66-74/

CARD 010



X1,

i)
ii)
iii)

iv)

v)

vi)

vii)
viii)
ix)
x)
x1i)

xii)

xiii)

Xiv)

I-56

SPECIAL TESTS AND PROCEDURES

71. Were any of the following procedures performed during the
admission? If so, give the date the procedure was first

performed.

Performed This
Admission?

Ventilation/perfusion scan, VQ scan ......
Pulmonary angiography ....................
Coronary angiography .....................
Carotid/cerebral/aortic arch/digital
subtraction angiography (DSA), cerebral

perfusion imaging study .................

Carotid doppler ultrasound/Duplex scan/
Spectral analysis ...........cciiia.

Oculoplethysmography (OPG)/Opthalmodynano-
metry (ODM)/oculopneumoplethysmography
10 24 <3 T
Electroencephalogram (EEG) ..............
Lumbar Puncture (LP) ............c.o.....
Echocardiogram (Echo) ...................

Holter monitoring ............cciivvunnnn.

Coronary artery bypass graft surgery
(CABG, CABS) ...ttt iiiiiiieeannnennn

Carotid endarterectomy ..................
Brain SUrgery ........cecieiieiniicenaans

Other surgery performed in an operating
room during the admission ...............

Specify:

Check here if none of the above was performed

CARD 011 / 012

No/ND

9

9

(b)

If YES, Give
First Date
(ND = 9999)

Mo/Day

(S R DO

12-16/
17-21/

22-26/

27=31/

32-36/

37-41/
42-46/
47-51/
52-56/

57-61/

62-66/
67-71/
72-76/

-11
*32k)

12-16/

17/



X1V,

I-57

LABORATORY

72.

73.

-74.

Admission Laboratory Data

Give the value of the first SGOT, total bilirubin and albumin
tests taken on day 1 or 2 of the admission. Leave blanks where
data are not found.

1) SGOT (AST) vvvvveeeeeee e N I

ii) Total bilirubin (BR, bili) .......... |

iii) Albumin ....... ... e i |

First ESR
Give the value of the first ESR (erythrocyte sedimentation rate,

sed rate) taken during the admission. Leave blanks where data
are not found.

Coagulation Tests

Was a PT (prothrombin time, pro time) or PTT (partial
thromboplastin time) test ever performed during the admission?

(Circle One)
Yes ............ 1
No/No Data ..... 9

18-20/

21-23/

24-25/

26-28/

29/

CARD 012



CARD

I-58
75. Chemistry Lab Data
Give dates and values of all sodium, potassium, venous bicarbonate,
BUN, and creatinine tests taken during the admission. Values do
not need to be entered chronologically. Leave blanks where data
are not found.
(i) (ii) (iii) | (iv) (v) (vi)
Date | Sodium | Potassium | Venous ] BUN | Creatinine
| (Na) | (X) | Bicarbonate, |(Blood Urea | (Creat, Cr)
| | | (Bicarb, C02,| Nitrogen) |
Mo/Day | | | HCO3, C03) | |
| | | | |
S Y R A A B _
|_|_|_|_|I 11— I | 11| } I—1_| ; |11 :| |1
2:I:I:I:I= 1| } 11 l 1| : | 11| :I 11|
I:!ZIZIZII | 1| : |11 I 1| l 1| =| RN
|Z|Z|_‘ZC|I 11| : 1| i 1| I 11| Il i
|:|:I:l:I= [ I I 11| : |11 I |1 }I 11|
|:I:|:I_—_I: [ : 11| : 1| { [ :I 111
CCCD: |_1_I_| : 11| } | 1_ } (N O :I I
I:|:1:I:I} 11— I | 1-1_1 { 1| : O :I S
|Z|Z|ZC|} I ! |11} : 1| } [ :I P
l:I:l:I:l{ 11— ; |11 I 1| } O :I 111
CIII'_‘D: 111 } 11 I |1 I I II )
N S T e T A T T D I O O E O Y O
S T N A S _
Y T T T T e O O O N R O I Y
__ -1 - —-—t Yy ——— = _
‘_I_I__l__ll N I 11| I 1| : T :n |11
|:.ICC|= 11| { 11| { |1 I O :I i1
CCCDi 11 I 111 : |1 i O }I____I |
|I|Z|Z|Z|l 11 I |1 : —1_| : O D II [
N R O R T o I 1.1 } |11 } 11| }I |1 1|
I — _ - _
O D Y : [ { | 1| { 11— 1| 1.1
| _—_ _ —_ _ _ - _
U T T T e O T A O O O O A O N
(12-15) (16~18) (19-20) (21=22) (23-25) (26 28)

CARD 013 - 032

CARD
CARD
CARD
CARD
CARD
CARD
CARD
CARD
CARD
CARD
CARD
CARD
CARD
CARD
CARD
CARD
CARD
CARD
CARD

CARD

013

014

015

016

017

018

019

020

021

022

023

024

025

026

027

028

029

030

o031

032



76.

I-59

Hematology Lab Data

CARD

Give dates and values of all white blood cell count, hematocrit,

or hemoglobin tests taken during the admission.

(Hemoglobin

values need not be entered when there is a hematocrit value

given.)

Leave blanks where data are not found.

(1)
Date

Mo/Day

(ii)
WBC
White Blood Cell
ount in Units of
1000)

O~

(iii)
| Hematocrit
| (Het,Ht,PCV)
I

Values do not need to be entered chronologically.

Complete if no

Hematocrit

(iv)
Hemoglobin
(4b,Hg,Hgb)

(12-15)

__

(16-18)

|
I
I
I
I
I
|
I
|
I
I
I
I
I
I
|
|
I
I
I
|
I
I
|
I
I
|
I
I
I
|
I
I
|
I
I
I
I

-

|__1_1-1_|

(19-21

|1 11|
(22-24)

CARD

CARD

CARD

CARD

CARD

CARD

CARD

CARD

CARD

CARD

CARD

CARD

CARD

CARD

CARD

CARD

CARD

CARD

CARD 033

033
034
035
036
037
038
039
040
041
042
043
044
045
046
047
048
049

050

- 050



CARD

I-60
75. Chemistry Lab Data, Continued
(i) (ii) (iii) | (iv) (v) (vi)
Date | Sodium | Potassium | Venous | BUN | Creatinine
| (Na) | 9] | Bicarbonate,|(Blood Urea | (Creat, Cr)
| ] | (Bicarb, C02,| Nitrogen) |
Mo/Day | | | HCO3, C03) | |
| | | | |
R R Y D e _
I_I_I_I_II 11— { 11| } 1| { 111 {u 11|
|:C|Z|:|| 1| } |11 } |1 : 11— :I |1
IZI:IZIZII O D { |1 1_1 : 1| ; 11— Il 11|
|Z|Z|:C|| [ : 11— I 1| : |11 }| 10—
|Z|Z|ZC|I O O } 10— I 1| : [ T {I 11|
CCCD} 11— I 11| I 1| { O II | 11|
CCC_D: O I 11— } 1| } O }I 11|
CCCD{ | 11| I N : 1| } 11| :l 1
|:|Z|Z|___|= Y O } |11} I (| I N :I 11|
CCCF_‘I: 11| { | 11| { || l O T :I I
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Hematology Lab Data, Continued

Complete if no

Hematocrit
(1) (ii) (iii) (iv)

Date | WBC | Hematocrit Hemoglobin
| (White Blood Cell| (Het,Ht,PCV) (Hb,Hg,Hgb)

|Count in Units of]|

Mo/Day | 1000) ]

| |
I R _
I ! N I NN .
T D : O I : N .
11| : |11 } I P O
|1 : |1 1.1 } DT O D P
| I O T S 1 R -
|11 1| : I I IR .
[ D P I [ : D PR D
|11} I N { N .
[ { O D P : R .
R D I O O : R I D e Y
|11 } T I I
|11} I |11 1_| I Y D I _
D ; O I : Y T _
O o } |1 1-1_1 : S _
1| } |1 i : 1111 _
N { T D I } N _
1 { 11 { |11 1_| _
111 ‘ |1t 1_1 i O _
111 : N : | _
T T T e O O Y _

(12-15) : (16=18) (19=21)
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77. Cardiac Enzymes
Based on laboratory reports (including tests taken in ER),
provide the requested information for each CK (CPK) total
test performed during the admission. Values do not need
to be entered chronologically. HNV = Highest normal value
Date CK (CPK) Total
Mo/Day HNV
11| 12=14/
— === V== 15-23/
[ O T I [ N O P
O { O O I 24-32/
I : N O I 33-41/
N o : O o 42-50/
N D ; R O O _ 51=59/
111 : O D 60-68/
e 69-77/
S =t
1111 } R O D O 12=207
o St T T et Bt St Tt B 1-29
I { Y P 2125/
[ T D O e 30-38/

CARD 091 / 092
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First and Last ABG Test Results

Give the value of the first ABG test taken oa day 1 or day 2
of the admission (include any tests taken in the ER) and the
last ABG before discharge.

If no ABG was taken on day 1 or 2, leave column (a) blank.
If the first ABG was also the last ABG prior to discharge,
leave column (b) blank. If there is no formal laboratory
report for the first ABG, base your answer on any results
found in MD notes.

If the patient is on oxygen with a mask give the percent 02
the patient is receiving. Convert decimal values for FI02
to percent values. Code the FI02 value as follows:

Use of Oxygen FI102 Value
On room air (RA) .......c.iiivn.. 021

On nasal cannula or
prongs, or if 02 at

1.0 - 6.0 liters/minute ........ 028
Oxygen by mask ................... Specified % 02
Ventilator .......c.viiiiiinannn. . Specified % 02
No data .....viviernninnennnnnnan 999
(a) First (b) Last

39-42/
43-46/

47-45/

50-52/

53-56/
57-60/

61-63/
64-66/,

67-69,
70-72,

CARD 092
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XV. MANAGEMENT OF SUSPECTED INFECTION
79. First Episode of Suspected Infection

On day 2 or later of the marker admission was the patient's
temperature greater than 101 °F or 38.3 °C?

(Circle One)
Yes coviiinnnn.. 1 (Answer Q79a & 79b)
No/No Data ..... 9 (Skip to Q80,
Section XVI!)

79a) If Yes to Q79, give the date of the first elevated
temperature on day 2 or later. (ND=9999)

79b) If Yes to Q79, was a chest x-ray performed on the day
before, the day of, or the day after the first abnormal °

temperature?
(Circie One)
Yes ............ 1
No/No Data ..... 9

CARD 092

73/

74=-77/

78/
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XVI. ADMISSION/DISCHARGE STATUS
80. Preadmission Residence
Immediately prior to the marker hospitalization, where was
the patient living?
(Circle One)
1) HOmMe Glome .ttt it it et ettt ettt e 01 12-13/
ii) Home, with others ......ccii i it titnennns 02
iii) Home, unspecified ......... . . it iieronrinnnnnnnnn 03
iv) Nursing home; including Skilled Nursing
Facility (SNF), Intermediate Care Facility
(ICF), Extended Care Facility (ECF),
or nursing home, unspecified ............... ... ... ... 04
v) Retirement home, sheltered housing,
congregate housing, halfway house, or
board and care facility ......... .o 05
vi) Psychiatric facility or mental hospital .............. 06
vii) Chronic disease hospital .......... .. i, 07
viii) Rehabilitation hospital .......... .. .. 08
ix) Other, specify 09
X) No Data ..ot e e e e e e e e, 99
81. Discharge Status
Was the patient discharged dead or alive? (Note: AMA = against
medical advice)
(Circle One)
Alive, not AMA or not specified ...... 1 14/
Alive and AMA ........ ... . oot 2
FDEAd L. 3* (Stop Abstracting)
TNO DALA ottt ittt e 9% (Stop Abstracting)

CARD 093
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82. Discharge Destination
Where did the patient go upon discharge?
(Circle One)
i) Home ..... et ettt et e e, 1 (Answer Q83) 15/

ii) Nursing home; including Skilled Nursing
Facility (SNF), Intermediate Care Facility

(ICF), Extended Care Facility (ECF), 2
or nursing home, unspecified ................ 2%
iii) Retirement home, sheltered housing,
congregate housing, halfway house, or
board and care facility ............. ... 0.0, 3*
iv) Psychiatric facility or mental hospital ..... 4%
v) Chronic disease hospital .............c 000 5% | (Stop
Abstracting)
vi) Rehabilitation facility ............c.ocevvunn. 6*
vii) Acute care hospital ............c.iiiiinnn. 7*
viii) Other, specify 8*
iX) No Data ..v vttt ittt i ittt ettt etensncnnaans 9% J

83. Post Discharge Services

If discharged home, were plans made to provide the patient
with any of the following after discharge?

Yes No/ND

i) Physical, occupational or

speech therapy .........ccvviiiineneneivains 1 9 16/
ii) Home health agency or Visiting

Nurses Association (VNA, VNS) ............. 1 9 17/
iii) Day hospital or day care center ........... 1 9 18/

CARD 093
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WORKSHEET #1: CALENDAR OF SPECIFIED DAYS

You may wish to use this worksheet in answering all
calendar questions concerning MD notes, Nurses’ notes,
Vital signs, and Medications.

In column (1), locate the specified days requested.
in column (2), list these specified dates where applicable:
e The first 3 days of admission (hospital days 1-3).

o The last 2 days of admission (day before and day of
discharge).

In column (4), arrange the specified days requested in chronological
order beginning with Day 1. If dates are listed more than once in
Column (2), record the date only once in Column 4. The total number
of specified days should not exceed 5. :
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WORKSHEET #1

(1) (2) (3) (4)
Specified Date Specified Specified Date
Day Requested Mo/Day Day Mo/Day
Hospital- Day 1 T I —
ization : o 1 T D T
Day 2 i 1_1_1 -
—_— 2 b 111
Day 3 11l —_——
3 It 1_1_1
 _ 4 Y O D
Discharge : Day Before 111 e
— 5 bt 1
Day of P 1_1_]
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84, COMPLETENESS CHECK

If any of the following parts of the medical record were
partially or totally missing, please complete Q84.

Totally Partially

Missing Missing
i) Discharge Summary ............... 1 2 19/
ii) Physician Progress Notes .......... 1 2 20/
iii) Physician Orders ........cccceneunen 1 2 21/
iv) Nurse's Notes ........cocvvcunennns 1 2 22/
v) Medication Sheets .................. 1 2 23/
vi) Laboratory ........ccieiiiiiinnenns 1 2 24/

vii) Vital Sign Record/Graphic (for

Non-ICU Patients) .............. 1 2 25/

CARD 093
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CEREBROVASCULAR ACCIDENT

Cerebrovascular accident (CVA) or stroke occurs when a vascular
lesion impairs delivery of oxygenated blood to the brain. The signs and
symptoms of the CVA reflect the 1qéation and size of the injured area
and may range from coma to mild weakness or sensory deficit. Stroke is
a common cause of morbidity and mortality in the elderly.

This abstraction form is designed to obtain information concerning:
(1) the circumstances associated with the patient's CVA and subsequent
admission to the hospital; (2) the severity of the CVA; (3) the nature
of other medical problems the patient may have had at the time of
admission; (4) the nature of the medical care the patient received in
the hospital; and (5) the condition of the patient at the time of
discharge.

To obtain the required information from medical records, it is
beneficial to review some basic information about CVA. There are three
major causes of CVA: thrombosis, embolism, and hemorrhage. Thrombosis
is the most common cause.

Predisposing factors for thrombotic or thromboembolic strokes
include atherosclerosis, diabetes mellitis, hypertension, and advanced
age. Strokes of this type are nearly always preceded by transient
ischemic attacks (TIAs) which, by definition, produce deficits that
resolve within 24 hours. Thrombotic or thromboembolic stroke can occur
(1) when thrombi break off from atherosclerotic plaques (for example, in
the carotid artery) and lodge in a small artery downstream in the brain;
(2) when hypotension occurs as the result of shock; or (3) when there is
a hemorrhage into an atherosclerotic plaque causing occlusion of the
vessel. CVAs of this type often occur in a stepwise or gradual manner
and may be called "strokes in evolution.”

Embolic strokes evolve and resolve rapidly. Most cerebral emboli
originate in the heart. Predisposing factors include atrial
fibrillation, cardiomyopathy, myocardial infarctiomn (MI), endocarditis,

5-osthetic heart valves, and mitral valve stenoses.
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Hypertension is the most common cause of hemorrhagic strokes in the
elderly. Severe headache, nuchal rigidity, and seizures are symptoms
more commonly associated with this type of stroke than with the type
previously mentioned. In the absence of surgical intervention, symptoms
of hemorrhagic strokes resolve slowly.

Lacunes are very small areas of brain infarction that represent
small vessel disease and occur in patients with hypertension and
atherosclerosis. Depending on their location, lacunes may cause very
specific syndromes such as (1) pure motor hemiplegia; (2) pure sensory
deficit; (3) clumsy-hand dysarthria; and (4) ataxic hemipareses.

The treatment of a CVA basically involves close monitoring of the
patient and treatment of underlying causes of the CVA and other medical
risk factors. Once the occurrence of a hemorrhage haé been excluded by
computerized axial tomography (CAT or CT scan) and by cerebrospinal
fluid (CSF) examination, anticoagulation with heparin is indicated for a
patient with an embolic stroke or with an evolving
thrombotic/thromboembolic stroke. Hypotension should be avoided in
patients with acute CVA. If cerebral swelling or edema from a large
infarct occurs, it must be controlled. Physical/occupational/speech

therapy should be initiated within several days.
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GENERAL GUIDELINES

You will be asked to abstract the medical records of patients who

have been hospitalized for cerebrovascular accident (CVA). We will

refer to this admission as the marker admission or marker

hospitalization and the CVA for that hospitalization as the marker
CVA.

The first thing you should do before abstracting is to confirm that

you have the right patient and the appropriate medical record.

In general, hospital medical records will have the following

standardized format:

e ADMITTING FORM. This is called the "face sheet" and contains
basic demographic information including the patient's name,
address, date of birth, sei, the admitting diagnosis, how the

patient was admitted, and health insurance status.

e DISCHARGE SUMMARY. This is a summary of the hospitalization
describing the history of the present illness, hospital
treatment, course in the hospital, disposition, and final

diagnoses.

e ADMITTING HISTORY AND PHYSICAL. The admitting history and
physical is the major note written by the admitting physician on
the day of admission. The format is somewhat standard: chief
complaint (reason for admission), history of present illness,
prior medical history, family history, social history (includes
alcohol intake and smoking), physical exam, laboratory test
results, diagnostic impressions, and a treatment plan. Include
an "H & P" done by a physician assistant whether or mnot it is

cosigned.



I1-4

CONSULTATION REPORTS. Consultations are ordered by the
attending physician when "speciality" opinions and/or treatments

by physicians and others are needed.

MD PROGRESS NOTES. These are usually handwritten notes, made by
every physician treating the patient. They document the
patient's status and are written each time he/she sees the

patient or reviews his/her tests.

MD ORDER SHEETS. These are handwritten notes made by the
physician whenever he/she orders a test, treatment, or

medication.

NURSING ADMISSION ASSESSMENT OR DATA BASE. This is an admitting
note made by the nursing staff when the patient is assigned to a
particular ward or unit. It includes a description of the
patient's condition and vital signs on admission. It may also

include a review of systems and psychosocial information.

NURSING NOTES. These are handwritten notes by a nurse or
nursing assistant documenting his/her assessment of the
patient's current condition and response to treatments and care.
These data include round-the-clock documentation of the
patient's condition, particularly with regard to the patient's

pain, symptoms, symptom resolution, and activity level.

LABORATORY RESULTS. The different categories of laboratory
reports are (in no particular order):

Chemistry

Hematology

Immunology

Pathology

Cytology

Blood Bank/Transfusions
Nuclear Medicine
Radiology
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OPERATIVE REPORTS. All operations will be described in
complete detail, including a preoperative diagnosis, the
techniques used, the findings, and a postoperative diagnosis.
In some hospitals, the format will include the indication for

the procedure.

There is usually also an Anesthesia Record which documents the
patient's condition (vital signs, medications and fluid
intake) while under anesthesia and a Recovery Room Record
documenting the patient's condition just after surgery but

prior to returning to his/her room.

TEST/PROCEDURE REPORTS. X-rays, EKGs, and some special tests
and procedures will have a formal report of the results filed
in the chart. Tests and procedures reported may include
echocardiograms, cardiac catheterizations, insertion of

pacemakers, etc.

MEDICATION SHEETS. These notes reflect the medication
prescribed and the medications actually given by the nursing

staff.

NURSING FLOW SHEETS. These are sheets with prelabeled rows
and/or columns that allow the nurses to document easily
patient activity levels and/or treatments. The specific

format varies from hospital to hospital.

GRAPHIC CHARTS. These are graphic recordings of the patient's
vital signs (temperature, pulse, respiration and blood
pressure). They may also include information about the
patient's fluid intake, weight, bowel and urinary output

and/or various treatments.
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Before you begin to abstract, review the chart to familiarize
yourself with this particular patient admission (maximum time:
five minutes). Specifically, read the face sheet, emergency room
report, the admitting history and physical and the discharge
summary. Clarify in your mind the patient's reason for admission,
symptoms and other conditions present at the time of admission,
hospital course and condition at the time of discharge. During
this review, you may also wish to note the location of different
parts of the medical record (e.g., MD progress notes, nurses'
notes, chest x-rays, medication records, etc.). You may wish to
use clothespins or paperclips to facilitate their location during

abstraction.

Many of the questions on the abstraction form request that you copy
the exact words from the medical record that substantiate your
response to a given question. (For example, a question may ask if
the patient ever had cancer and then request that you copy the
exact words from the medical record describing the details of the
cancer. It is essential when responding to requests to copy exact
words from the medical record, that you be as detailed as possible
and always specify the data source (e.g., the oncologist
states:...or the nurse's notes indicate:...) and the date that the

note was written.

When you are unsure of an answer to a question: (a) make your best
guess, (b) put a question mark in the margin next to your answer,
and (c¢) copy enough information from the medical record so that a
clinical expert can resolve the problem. Remember, the clinical
expert will only have the information you provide to use in

deciding upon the correct answers, so be as complete as possible.

When you are uncertain if a particular chart should be excluded,
(a) contact the Project Manager to discuss the case, or (b) if the

Project Manager is not available, document your concerns and data
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from the chart supporting them in the abstraction form, and go on

to abstract the chart.

If there is conflicting information in the record, for example, if
one physician reports a history of congestive heart failure (CHF),
and another states the patieht had no previous history of CHF,

always document the note of the "worst" result. In this case, you

would indicate that the patient had a history of CHF.

Right justify numbers. For example, if there are four numbers in
your answer and five spaces allocated for your response, the empty

space(s) should always be on the left.

| == =temmtomatm e m | EREE TR EEEE EEES TELS
Correct: | 4131 27)1] Wrong: | 4 | 3121 1] |

| ===#=cotocmtomotmnn] | mm=tmm ookt |
The exception to this rule is that you left justify numbers in
Section I (Tear Sheet) and II (Identification Data) ONLY. In these
two sections (with the exception of dates), begin writing numbers
or names in the first (left-hand) box. Any unfilled boxes should

be filled with Xs. Do not left justify dates.

e T e i b St Sl | == mdm ot oo m oo oo o - |

Correct: | 6 | 718|817 |6 X]|X]|X| o]l 1101051 8]2]

10.

11.

R e i bt bt S il | == =tecmto et oot oo -]
Mo Day Yr

REMEMBER: Right justify everywhere except in Sections I and II.

Pay attention to relevant time periods specified in the questions.
Be sure that you are answering each question according to the exact

time period specified for that particular item.

In items where "Yes," "No," and "No Data" are three possible
answers, then Yes = 1, No = 2, and No Data = 9. In items where the
two possible answers are "Yes" and "No/No Data,” Yes = 1 and No/No

Data = 9. If several types of affirmative answers are possible,



12.

13.

14.

15.
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the guidelines will instruct you as to which codes to circle. To
keep the guidelines from being unduly repetitive, when the answer
is "No," circle code "2" and when the answer is "No/No Data,"

circle code M9." The instruction to circle code "2" and to circle

code "9" has not been repeated every time.

If you do not have enough information to complete the abstraction
form or you cannot find the complete record, be sure to contact
your Project Manager. Also, do not hesitate to call with any
questions you have about abstracting. It is essential that
everyone interpret the abstraction form in exactly the same way, so
do not make up your own rules--contact the Project Manager for

guidance.

Whenever you have questions but are unable to contact one of our
representatives for an immediate answer, clearly identify your
question on the abstraction form, and try to provide enough details
so that someone else can make accurate judgments about that
particular problem. Medical records are complicated documents, and
you should expect to have questions. We would rather have you
indicate questions than simply record less accurate information.

If a question begins with "IF YES to Q_,...?," only answer the

"

question if the answer to Q__ was "yes." If not, skip to the next

question.
Write clearly and darkly.

When the answer to a group of questions is the same, i.e., several
questions are all "9" (No/No Data), you may put a large circle
around more than one answer. Close all circles carefully so stray

marks are not confused with your circles.
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17.
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Abstraction Tips:

* TFor questions that are left blank if data are not found (e.g.,
ABGs on day 1 or 2), place a large "X" on the question or write

"no data."

e After completing the abstraction form, check it once more before
returning it to the Project Manager to be sure skip patterns are

answered correctly and "9s"

are circled where appropriate.
¢ TFor each question, circle key words in the instructions

regarding data sources, time frames, specific issues.

¢ On microfiche records especially, take notes or switch to
subsequent sections of the abstraction form so that the

microfiche record is read as few times as possible.

e Number records with yellow stick-on notes to help keep them in

the proper abstraction order.

e Consider doing the Inclusion/Exclusion questions for all records
in the order of the patient lists until targets are met, and

then complete the included records.

Photocopies: Remember to de-identify photocopies attached to the

inside back cover of abstraction forms.
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SPECIFIC GUIDELINES

|. TEAR SHEET

This section lists the patient's study identification code,
identifying numbers and the patient's name. This information is
important to distinguish one patient admission from another and to
identify additional admissions of the same patient.

To protect the confidentiality of the patient, this information
will not be kept with the completed abstraction form. After completing
Sections I and II, tear out Section I and turn it in separately to your
Project Manager per his/her instruction.

Left justify numbers and names and fill in any blank boxes with Xs. .

Do not left justify dates.

1. Patient's ID Code: Fill in the patient identification code you

have been given.

2. Date Abstracted: Enter the date you abstract the chart.

3. Patient's Medical Record Number: Fill in the medical record number

being sure that the number in the medical record and the one on

your patient list match.

4. Patient's Medicare Number: Enter the patient's Medicare number.

Fill in any remaining boxes with Xs. Patients 65 years of age or
older should be included even if Medicare status cannot be

verified.

5. Patient's Social Security Number: Enter the patient's social

security number. This number may or may not be the same as the

Medicare number.
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6. Patient's Name: Enter the patient's name, last name first. Fill

in any remaining boxes with Xs.

6a. Patient's Date of Birth: Enter the patient's birthdate.

NOTE: If any of these items are on your patient list, be sure that the
numbers/names are the same as those in the medical record. If they are

not, comsult with your Project Manager.
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IDENTIFICATION DATA

This section identifies by codes the individual patient's hospital

admission.

10.

Patient's ID Code: Enter the patient's identification code. Be

sure that it is exactly the same as that entered in Item #1.

Site Code: Enter the code of the site from the list you have been

given.

Hospital Code: Enter the appropriate code for the hospital where

you are abstracting.

Abstractor Code: Enter your own abstractor code.
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[11. INCLUSION/EXCLUSION CRITERIA

The data collected in this section determine whether or not a
particular patient is suited for inclusion in the study.

Before completing this section, review the chart to familiarize
yourself with this particular patient admission (maximum time: five
minutes). Specifically, read the face sheet, emergency room report, the
admitting history and physical and the discharge summary. Clarify in
your mind the patient's reason for admission, symptoms and other
conditions present at the time of admission, hospital course and

condition at the time of discharge.

11. Admission Date: The date of admission is the date the patient was

admitted to an inpatient bed or the date the patient is placed in
an observation or holding unit. This is not the same as being
treated in the emergency room (ER). For example, assume a patient
was admitted to the ER on Saturday, 10/12/85 at 2300 (11:00 p.m.).
The patient was later admitted to the coronary care unit (CCU) on
Sunday, 10/13/85 at 0130 (1:30 a.m.). The date of admission, in
this case, is 10/13/85 (not 10/12/85).

LOCATION: TFace Sheet, nurses' notes, and (but perhaps less

reliably) discharge summary.

NOTE: The date of admission is an important date that you will
refer to frequently. Therefore, you may wish to confirm this date
by seeing that it matches the nursing admission (not ER) note date.
If you enter the wrong date now and discover your error later, you
will be faced with the time-consuming task of reabstracting
sections of the medical record to correct the affected items in the

abstraction form.
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13.

14.
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Discharge Date: The date of discharge is the date the patient left

the hospital (alive or dead) or was discharged/transferred to a
nonacute bed such as rehabilitation or an extended care facility.
For example, if a patient was transferred to rehab on 10/24/82
(either to another facility or to a bed in the rehab unit of the

same hospital), the discharge date is 10/24/82.

If the patient is treated in acute care and then is sent for acute

rehabilitation, code as follows:

a) Post-DRG: If there is a paper discharge between the acute care
and the acute rehabilitation portions of the hospitalization,

the discharge date should be the date of transfer.

b) Pre-DRG: If there is no discharge between the acute care and
the acute rehabilitation portions, the discharge date should be

the date of discharge from acute rehabilitation.
LOCATION: TFace Sheet, nurses' notes, discharge summary.

NOTE: The date of discharge is also an important date. You may
wish to confirm this date with the nursing note documenting the

patient's discharge.

Indicate if the patient was in the hospital during one of the three
specified time periods. Circle code "1," "2." or "3," if at least
one day of the patient's admission falls within the specified time

period.

Eligible ICD-9-CM Codes: Review all of the ICD-9-CM diagnostic

codes. Circle code "1" if any of the eligible codes are present.

Do not include codes preceded by letters or procedural codes.
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l

| Eligible ICD-9-CM Codes
|

| 431.xx

| 434 .xx

| 436.xx

|
l
|

Where xx can be any value or blank

If an eligible code is not present among the listed codes, circle
code "2" and stop abstracting the chart. If no diagnostic codes
are present, circle code "9" for "no data" and proceed to the next

question.

LOCATION: Face Sheet or special code sheet.

14a. If YES to Ql4, copy the first five ICD-9-CM diagnostic codes in the

spaces provided. Ignore procedure codes.

15. Patient's Age: Indicate if the patient was 65 years of age or

older at the time of the admission.

LOCATION: Face Sheet, admitting history and physical, discharge
summary. If you find different ages, use the age based on the
patient's date of birth. If no date of birth is found, use the age

given in the physician's initial history and physical.

16. Inpatient Transfers: NOTE whether or not the patient was admitted

to the hospital as a transfer from another acute care hospital. If
the patient came directly to the hospital from home, a nursing
home, rehabilitation facility or a doctor's office, or was seen in
another hospital's emergency room (but not actually admitted to an
inpatient bed in that hospital) prior to admission, circle code

1" 1"
9.

If, however, the patient was transferred from another acute care
hospital's inpatient service (mot an ER), circle code "1" and stop

abstracting.
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In some cases, you may determine from the medical record that the
patient was seen in another acute care hospital before admission,
but it is unclear whether the patient received emergency care only
or was admitted overnight, for example. In these cases, you may
wish to call the Project Manager and discuss the specific case with

him/her. If this is not possible, circle code "g M

add a question
mark and document in the margin the pertinent data from the chart
describing the pre-admission care. Then go on abstracting the

chart.
LOCATION: Emergency room report, admitting history and physical.

Emergency Room: Indicate if the patient was evaluated in the

marker hospital's or another hospital's ER. If the patient was
seen in more than one ER, be sure that there was no inpatient

admission between ER visits.

LOCATION: Emergency room record; admitting history and physical,

nursing admission summary.

Svmptoms/Conditions At Admission: Review the reason(s) given for

the patient's admission. Circle code "1" if the chart indicates
that the patient was admitted for a possible, probable, rule out
(R/0), or impending cerebrovascular accident (CVA), strcke, or
cerebral thrombosis. Also circle code "1" if the patient exhibited
any of the deficits specified on the LIST OF DEFICITS provided. 1In
addition, include "pupils that are sluggish, not reactive to light,
or react minimally" whether unilateral or bilateral under visual
deficit. For confusion or neurologic change, do not include
"<lowed mentation" but document it in the margin. Code "alexia" or

"word blindness" as visual deficit.
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15.

11-24

Use code "1" if the patient had one or more of the specified
symptoms/conditions even if there were other reasons in addition to
1"yt

these given for admission. Also use code "1 if one or more of the

symptoms/conditions may be the result of a prior CVA.

I1f, in your judgment, the patient was not admitted primarily for at
least one of the listed symptoms/findings, or there was no
information on the reason for the admission, circle code "9,"
answer Ql18a, and then stop abstracting. Do not exclude patients

with "reversible ischemic neurological deficit" or RIND.

LOCATION: Admission history and physical, emergency room ncte, or
discharge summary. Avoid using the discharge summary other than
that portion that describes the original reason(s) for the

admission.

If NO to Q18, copy exact words from the medical record describing
the patient's presenting sympfoms, and then stop abstracting. Be
sure to include all pertinent data, including dates and sources of

information.

Duration of CVA Symptoms: Circle code "1" if a physician noted
that all of the marker CVA symptoms resolved completely within 24
hours of their onset or were definitively attributed to a transient

ischemic attack (TIA).

If the patient had complete resolution of some symptoms but not
others and had a history of prior CVA(s), it may be very difficult
to determine which of the symptoms were new (and attributed to the
marker CVA/TIA) and which were old deficits. If the physician
notes that the patient had complete resolution of symptoms or
attributes them to a TIA, and the patient had no prior CVA, circle
code "1." Document in Ql19a the information from the medical record
supporting your response (complete with dates and sources) and stop

abstracting.



1%a.

20.
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1f the physician notes indicate complete symptom resolution or
attributes the symptoms to a TIA, and the patient has had a prior
CVA with residual deficits and it seems clear in the documentation
that any remaining deficits the patient may have are old deficits
(i.e., attributed to a prior CVA), circle code "9" and go on to

Q20.

I1f, however, the patient has had a prior CVA(s) and the physician
documentation notes symptom resolution in 24 hours or attributes
symptoms to a TIA, but it is not clear which symptoms have
resolved, you should discuss this case with your project manager.
Together (with RAND consultation, if necessary) you should decide

whether or not the chart should be excluded from the study.

LOCATION: Admitting history and physical, consult or MD progress

notes from day 1 or 2, and discharge summary.

If YES to Q19, copy exact words from the medical record describing
the duration of the CVA symptoms. Be sure to include all pertinent
data, including dates and sources of information and then stop

abstracting.

Onset of CVA Symptoms: Based on physician notes and consults from
day 1 or 2 and the discharge summary, note when the symptoms
associated with the marker CVA first began. Count the time of
onset as the time the physician noted the symptoms to have begun
(including the patient's statement of when the symptoms began). If
two Oor more physicians' notes disagree as to the time of omnset,
circle the lowest applicable code. If the symptoms are only

described as "acute" or "sudden onset," circle code "o "

If the physician(s) noted that the patient's symptoms began more
than 14 days prior to admission (e.g., "two or more weeks ago' or
"a few weeks ago"), circle code "5," answer Q20a and then stop

abstracting.
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21.

I1-26

LOCATION: Admitting history and physical, physician notes and

consults from day 1 and 2, and discharge summary.

If the patient's symptoms began more than 14 days prior to
admission (Q20, code "5"), copy exact words from the medical record
describing the onset of the patient's CVA symptoms, and then stop
abstracting. Be sure to include all pertinent data, including

dates and sources of information.

Competing Conditions: Indicate (circle code "1") if the patient

had any of the following conditions:

NOTE: Do not count conditions labeled rule out (R/0), possible or

probable.
At the time of admission:

i) Subdural bleed: Bleeding between the two outer meningeal
layers. Usually caused by trauma and diagnosed by CT scan

of the brain.

ii) Multiple sclerosis (MS): Chronic, slowly progressive
disease of the central nervous system characterized by
numerous signs and symptoms (inclﬁding nystagmus,
dysarthria, weakness or paralysis of one or more limbs) and

remissions and exacerbations.

iii) Head trauma resulting in skull fracture: Physical injury or
wound to the head caused by external force or violence
(e.g., blow to the head, fall with head injury) that

resulted in a fracture of the skull.



iv)

v)

vi)

vii)

At the

i)

ii)

I1-27

Meningitis: Inflammation of the membranes of the spinal

cord or brain.

Encephalitis: Acute inflammatory disease of the brain due
to direct viral invasion or to hypersensitivity initiated by

a virus or other foreign protein.
Brain abscess: Localized infection in the brain.

On chronic dialysis (including hemodialysis and peritoneal
dialysis) or history of kidney transplant: do not include
any episodes of acute renal failure or azotemia that
resolved or a history of chronic or end-stage renal failure

that does not require ongoing treatment by dialysis.
time of admission or ever during admission:

Primary or metastatic brain cancer: Count all brain cancers
known at the time of admission or diagnosed at any time
during the admission. Synonyms for cancer (in any location)
include: carcinoma, CA, malignancy, malignant tumor,
malignant neoplasm, sarcoma, and lymphoma. Cancer of the
brain includes: astrocytoma, ependymoma, glioblastoma
multiforme, glioma, meningioma, oligodendroglioma and
neurilemmoma. Metastatic brain tumors in adults arise most
commonly from bronchogenic carcinoma, adenocarcinoma of the

breast and malignant melanoma.

Include all brain cancers/metastases fitting the above
description regardless of stage, prognosis, treatment and

date of diagnosis.
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22.
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iii) If YES to any part of Q21, answer Q21a and then stop

abstracting.

LOCATION: Admitting history and physical, physician progress

notes, ER report, comsult reports, and discharge summary.

If YES to any part of Q21, copy exact words from the medical record
describing the above mentioned conditions including sources, test

results and dates of tests and diagnoses. Then, stop abstracting.

Concurrent MI: Indicate if a physician noted that the patient had
a heart attack or myocardial infarction (MI) at any time during the

admission. Include possible or probable MIs.
LOCATION: Discharge summary.

If YES to Q22, look for the results (formal report or MD note if no
report) of any EKGs taken on day 1 of the hospitalization
(including EKGs taken in ER). If any of the day 1 EKGs indicated a
definite, possible or probable new MI, circle code "1" and stop
abstracting. A new MI is any MI described as new, new onset,
active, acute, evolving, or recent. Do not count MIs described as
o0ld, indeterminate age, prior, previous, status post (S/P), relic,

or referring to an earlier admission.

LOCATION: EKG reports, physician progress notes, ER report.



V.
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PATIENT CHARACTERISTICS

23-25.Demographics: Enter the requested information about birthdate,

26.

27.

race and sex. If the patient is described as "White,
Spanish-speaking only" and you suspect the patient is Hispanic,

code as follows:

Other, specify Suspect Hispanic }( 7
7\

LOCATION: Typed admission form or face sheet, history and

physical, nurses' admission assessment.

Insurance: Indicate whether or not the patient has Medicare and/or
Medicaid. In California, Medicaid is known as MediCal. Group
insurance is a form of private insurance. If a hospital uses an
insurance code unique to that hospital, ask the hospital's medical

record department to tell youﬁthe meaning of the code.

LOCATION: Admitting form or face sheet (section marked

" 1"
insurance ).

Patient's Zip Code:

LOCATION: Admitting form or face sheet.
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V. GENERAL MEDICAL HISTORY

The questions in this section ask about whether or not the patient
has had certain medical problems and/or some related surgeries in the
past. Indicate a positive response if there is a physician note in the
chart documenting a history of the specified conditions or surgeries.
Include problems described as possible or probable. Do not include any
medical conditions or surgeries that occurred or were diagnosed for the
first time during the admission. For example, assume a patient was
admitted for a CVA and the admission chest x-ray indicated the presence
of CHF. However, no mention is made by any physician of a prior history
of CHF. In this case, the CHF on admission (even though it may have
been present just prior to admission) is considered a-condition
occurring during the admission. You would circle "9" for "No/No Data"
to the question asking if the patient had a history of CHF.

Base all of your responses on physician notes. Disregard nurses'
notes, even if they contradict the physicians' notes.

If you are unsure if a patient had a particular condition or
surgery, indicate a question mark and document the pertinent data from
the chart in the space provided at the end of each subsection (e.g.,

Q28a, If any questionable responses,...).
LOCATION: Limit your responses to the following sources of information:

Admission history and physical;

Discharge summary (sections that refer to the
patient's medical history);

Consult reports on day 1 or 2 of the admission.

Some consults will be more helpful than others. Pay special
attention, for example, to cardioclogy consults when completing the

cardiac history portion of the medical history.
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Do not use the emergency room report, the physical examination

portion of the discharge summary or progress notes 1O answer items in

this section unless otherwise indicated.

28. Cardiovascular Disease: Circle code "1" if a physician indicated

that the patient had a history of:

i)

ii)

Any of the specified VALVULAR DISEASES or surgery. Do not
circle code "1'" for mitral valve prolapse unless the chart
also specifies mitral insufficiency. Code "1" only if
"history of" is mentioned in the history and physical,
consults on day 1 or 2, or discharge summary referring to
the patient's past history. Do not code "1" if these are
mentioned only in the Impression section of the History and
Physical or the Discharge Summary and "history of" is not

specified.

ANGINA or angina-like chest discomfort or atypical angina.
Angina is defined as pressure, squeezing, or substernal
chest pain at exercise or rest. The pain may also be felt
in the arm(s), jaw, throat and/or neck. Frequently the pain
is brought on by exercise and relieved by nitroglycerin
(NTG) or rest. Count as angina, chest or sternal or
midsternal pain meeting this definition or described as
angina, unstable angina, atypical angina, angina-like or
compatible with angina. Do not classify a patient as having
a history of angina just because NTG is listed as a current
medication. The patient must have a history of pain meeting
the above criteria. If the word "angina" is not used by the
physician(s) and you think the patient has a history of
angina, put a question mark and document in the margin the

description of the pain from the medical record.

If YES to (ii), indicate if the patient had any angina in

the week prior to the admission.
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iii) Any CHEST PAIN that does not meet the definition given in
(ii).

iv) One or more MYOCARDIAL INFARCTIONS (MIs) or heart attacks in
the past. Include MIs described as "probable" or "patient
states he/she had." Indicate if the previous MIs occurred
within 3 months of admission or 4 or more months prior to
the admission. Consider vague references to timing such as

"recent" as date not specified.

v) Any type of PACEMAKER in place at time of admission. A
pacemaker may also be called a "power pack” or referred to

as "pacing wires."

vi) CONGESTIVE HEART FAILURE (CHF, HF), left or right heart/
ventricular failure (LHF, RHF, LVF, RVF) or decompensationm,

pulmonary edema, or pulmonale.

NOTE: PE usually stands for pulmonary embolus and not

pulmonary edema.

vii) HYPERTENSION (HTN) regardless of severity and degree of

control.

viii) Percutaneous transluminal coronary ANGIOPLASTY (PTCA)
performed. This is a procedure in which attempts are made
to reduce the stenosis (narrowing of a coronary artery).

OR
Also include a history of coronary artery bypass graft
surgery (CABS, CABG). Do not confuse other types of heart

surgery (e.g., valvular) with bypass surgery.
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ix) ATRIAL FIBRILLATION (A-fib) or ATRIAL FLUTTER (A-flutter).

x) Other ARRHYTHMIAS: Any of the specified, or a note that the
patient has a history of arrhythmias that are not
specifically identified. If arrhythmias other than those
listed are specified, however (e.g., sinus tachycardia,
sinus bradycardia, first degree heart block, etc.) circle

code "9."

Use this space for documentation when you are uncertain how to
interpret the medical history. Put a question mark next to the
item you are unable to answer. Be sure to include in your summary
all pertinent and/or conflicting information, noting dates and

information sources.

Prior CVAs/TIAs: Circle code "1" if a physician noted that the

patient had one or more cerebrovascular accidents (CVAs) OR one or
more transient ischemic attacﬁs (TIAs) prior to the marker CVA.
Count only events specifically labeled as CVAs (or strokes or
cerebral thromboses/hemorrhages) or TIAs. Circle code "2" if the
physician specifically denied a past history of CVAs/TIAs. Circle
code "9" if the physician notes "no major illnesses' or "past

medical history negative."

Other Medical Conditions: Circle code "1" if the physician

indicates the patient had a history of:

i} Chronic obstructive pulmonary disease (COPD), emphysema,
bronchitis specifically described as "chronic," or asthma.
Code "1" only if "history of" is mentioned in the history
and physical, consults on day 1 or 2, or discharge summary
referring to the patient's past history. Do not code "M if
these are mentioned only in the Impression section of the
History and Physical or the Discharge Summary and "history

of" is not specified.
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Currently SMOKING cigarettes. Count as current smokers
patients who quit smoking "recently" or within 30 days prior
to admission. Do not count other tobacco use such as

cigars, pipes or chewing tobacco.

CIRRHOSIS, portal hypertension or ascites. Do not confuse
hypertension with portal hypertension. Ascites is the

accumulation of fluid in the peritoneal cavity.

CURRENT ALCOHOLISM: Circle code "1" if the patient has a
current problem with alcoholism. Include patients described
as having alcohol or ethanol (ETOH) dependence/
tolerance/abuse, or as being moderate to ﬁeavy or binge
drinkers. Also include patients whose daily or almost daily
alcohol intake is greater than or equal to a 1/2 bottle of
wine (4 glasses) or 3 beers or 3 shots (ounces) of hard
liquor (e.g., vodka, whiskey), or 3 cocktails (mixed
drinks). Exclude patients described as
social/light/occasional drinkers and those with a past
history of alcoholism who are clearly described as no longer

drinking.

Any form of DIABETES, i.e., insulin-dependent, managed by
oral medication or by diet alone. Code "1" if insulin is
mentioned as a medication taken prior to admission. Do not
give credit for oral antihyperglycemic medications if

diabetes is not specified.

RENAL FAILURE or azotemia that is specifically described as

"chronic" or "end-stage."

Systemic LUPUS erythematosus (SLE) or disseminated LE: An

inflammatory connective tissue disorder of unknown etiology.
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viii) TEMPORAL ARTERITIS (giant cell arteritis, cranial arteritis,
granulomatous arteritis): A chromic generalized
inflammatory disease of the branches of the aortic arch;
found principally in the temporal and occipital arteries,

but may develop in almost any large artery.

ix) DEEP VEIN THROMBOSIS (DVT): Do not include thrombophlebitis
or phlebitis of superficial veins or if the words "deep" or

"DVT" are not used.

x) CAROTID ENDARTERECTOMY: Surgical removal of atherosclerotic
plaque from the blood vessels that supply the brain with

blood with the intention of preventing a stroke.

xi) Vascular surgery involving BYPASS of the femoral, iliac or

popliteal arteries or AMPUTATION of leg, foot or toes.

xii) PRIOR HOSPITALIZATION in an acute care facility for any
reason in the six months prior to admission. Do not count
treatment in an emergency room as a hospitalization unless
the patient was actually admitted to an inpatient bed. Use
code "1" for hospitalization described as "recent" or

occurring "a few months ago.”

xiii) DEPRESSION, including that associated with mania, previous
hospitalization for depression, or if the patient ever made
a suicide attempt. Also, circle code "1" for a history of
PSYCHOSIS, delusions, hallucinations (seeing, hearing,
smelling things that are not there), behavior described as

bizarre, or of schizophrenia or mania.

Use this space for documentation when you are uncertain how to
interpret or code the medical history. Put a question mark next to
the item you are unable to answer. Be sure to include in your
summary all pertinent and/or conflicting information, noting dates

and information sources.
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31. Cancer: Indicate whether or not the patient was ever diagnosed as
having any cancer other than basal cell. Synonyms for cancer
include: carcinoma, CA, malignancy, malignant tumor, malignant
neoplasm, sarcoma, acute leukemia (ALL, AML, AGL, AMOL, AMMOL),
chronic leukemia (CML, CGL), lymphoma, melanoma, hepatoma,
hypernephroma, seminoma, teratoma, chemodectoma, Hodgkin's disease,
multiple myeloma, astrocytoma, glioblastoma, oligodendroglioma,

ependymoma, glioma, medulloblastoma.

31a. If YES to Q31, indicate whether or not the patient was ever

diagnecsed as having a cancer listed in the box:

I I
| adenocarcinoma with unknown primary ¢. liver |
| a. brain lung, oat cell or |
I esophagus small cell

| gastric or stomach pancreas |
| b. leukemia (acute) d. sarcoma |
I I

a. brain: includes astrocytoma, ependymoma, glioblastoma

multiforme, glioma, meningioma, oligodendroglioma.

b. leukemia: must say "acute," or 'poorly differentiated" (AML,

ALL), not chronic.

c. 1liver: includes gall bladder, extrahepatic ducts, hepatoma,

hepatoblastoma, hemangioepithelioma.

d. sarcoma: includes hemangiopericytoma, malignant fibrous
histiocytoma, malignant mesothelioma, malignant mesenchymoma.
Includes also any sarcoma (e.g, Kaposi's sarcoma) or sarcoma

used with a prefix (e.g., fibrosarcoma).

If YES to Q31a, skip to Q3lc.
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If NO to Q3la, determine the status of the patient's cancer and
circle the lowest applicable code. Circle code "1" if there is any
mention of metastasis (extension of disease to lymph nodes or to
another body part), the patient is receiving radiation therapy or
hyperthermia, chemotherapy (see list of drugs) or that the

patient's cancer was inoperable or not totally removed.

Circle code "2" if the patient is receiving only hormonal therapy

(see list of drugs) for the cancer.

The drug lists provided are not exhaustive. If the patient is
taking a drug that you think is for cancer treatment, but it is not
on the lists, put a question mark in the margin 6f the abstraction
form and write the drug name. Some drugs on the hormonal therapy
list may be used as therapy other than for cancer. If a patient is
taking one, be sure that the chart indicates it is being used to

treat cancer.

1f there was more than one diagnosis of cancer, answer the question

for the diagnosis that gives the lowest code number.

Copy exact remarks from the medical record describing the details
(dates, type, staging, prognosis, treatment, presence of and
location of metastases) of all cancers diagnosed. Use only

physician notes and indicate sources.
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CANCER DRUG LISTS

CHEMOTHERAPY HORMONAL THERAPY
Actinomycin D Hexamethylmelamine Aminoglutethimide
Adriamycin HN2 Androgen
Adrucil Hydrea Conjugated estrogens
Alkeran Hydroxyurea Premarin
Amethopterin Leukeran Cytadren
Arabinasyl Cytosine Lomustine Diethylstilbestrol (DES)
Ara-C Matulane Depo-Provera
BCNU Mechlorethamine Decadron
BiCNU hydrocloride Delalutin
Blenoxane Melphalan Delatestryl
Bleomycin Mercaptopurine Dexamethasone
Busulfan Methotrexate Ethinyl estradiol
CAF * Mithracin Elipten
Carmustine Mithramycin Estinyl
CAVe * Mitomycin * Estrace
CCNU MTX Fluoxymesteromne
CeeNu Mustargen HCE Halotestin
Chlorambucil Mutamycin Megastrol Acetate
CHOP * Myleran Megace
CHOP-BLEO* Nitrogen mustard Nolvadex
Cisplatin Oncovin Ora-testryl
Cisplatinum Phenylalanine mustard Oreton Methyl
Citrororum Factor Platinol Progesterone
CMF = Procarbazine Provera
CMF-P * Purinethol Tamoxifen
CMF-VP * Semustine Testosterone
C-MOPP * Thioguanine Ulfandren
cop * Thiotepa
COPP * Velban
Cosmegen Vinblastine
CTX VCR
CVP = Vincristine
Cyclophosphamide VP16-213
Cytarabine Ve Pesid
Cytosar-U
Cytosine Arabinoside
Cytoxan Sources:
Dacarbazine 1) Becker, Teresa M.,
Dactinomycin Cancer Chemotherapy.
Daunomycin A Manual for Nurses.
Daunorubicin Little Brown and Company, Boston, MA, 1981.
Doxorubicin 2) Csee-Lasley, Kay and Robert J.
Elspar Ignoffo,
Endoxan Manual of Oncology Therapeutics
Etoposide C.V. Mosby, St. Louis, MO, 1981.
FAC =
FAM *
5-FU
Floxuridine * protocol
Fluorouracil
FoAM *

Folinic Acid
FUDR
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Prior Mental Status: Indicate whether or not the patient had

impaired mental status prior to the admission. Circle code "1" for
mention of dementia and its synonyms in any part of any eligible MD

note.

i) Dementia, Alzheimer's disease, organic brain syndrome (OBS)

or senility,
OR

ii) A history of confusion, disorientation, global intellectual

impairment or memory loss not precipitated by the marker
CVA.

Requirement (i) is fulfilled if the physician used any of the
specified terms--dementia, Alzheimer's disease, organic brain
syndrome (OBS) or senility in the admission history and physical,
discharge summary describing the medical history, or consult report

from day 1 or 2 of the admission.

Requirement (ii) is fulfilled if it is clear from the physician
notes that the patient is disoriented or confused, or has a memory
loss, AND this confusion or memory loss was present prior to the

onset of the marker CVA.

Synonyms for confusion include the following: disoriented (x1, 2
or 3), oriented x2 (0X2), oriented x1 (0X1), unable to identify
time, place, or self, friends or family, unable to follow simple
commands or answer simple questions. Do not count restlessness,

agitation, or diminished responsiveness as confusion.

If the chart states that the patient is confused but does not give

any information describing the onset or duration of the confusion,

circle code "9." Do not assume that confusion is longstanding



32a.

32b.

33.

II-40

unless you find documented support for that assumption in the

medical record!

If you have answered YES to Q32, indicate the severity of the
patient's impaired mental status. Circle code "1" if the word
"severe," "worsening,' "deteriorating” or "progressive" is used to
describe the patient's dementia or confusion. Circle code "ot if
the word "moderate," "mild," or "intermittent" is used, or the
degree of severity is not specified. 1f words from both categories
are used, circle code "1" (i.e., "severe" takes precedence over
"intermittent"). If words used to describe the dementia are not

included here, consider the dementia "not specified.”
1f you are unsure of how to answer Q32 and/or Q32a, copy the exact
words from the medical record (including date and sources) that

describe the patient's mental status.

Medical Conditjons at the Time of Admission: Circle code "1" if at

the time of admission or during hospital day 1 any physician

described the patient as:

i) Morbidly obese: The physician must describe the patient as
being morbidly obese, OR the patient must weigh more than or
equal to 300 pounds if a woman or more than or equal to 350

pounds if a man.

ii) Malnourished, cachectic, emaciated or debilitated. Circle
code "1" to this item only if a physician uses one or more

of the four adjectives specified here.
iii) Immunocompromised or as having AIDS.
LOCATION: Refer to the ER note, history and physical, progress

notes, consults, and discharge summary describing the patient from

hospital arrival through day 1 of the hospitalization.
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Arrest or Intubation in ER: Indicate if the patient had an arrest

(cardiac, respiratory, or unspecified; sudden death, CPR or
resuscitation) or was intubated with an endotracheal or
nasotracheal tube in an emergency room prior to admission. Include
here an arrest that began in the marker hospital's ER (or another
hospital's ER if the patient was seen there prior to arrival at the
marker hospital) but exclude arrests that were in progress on

arrival to the ER.

LOCATION: Admitting history and physical, physician progress

notes, consult reports, ER report, resuscitation records.

Completeness of Physicians' Initial History and Physical: Indicate

whether the specified topics were addressed in any physician
admitting history and physical or consult report completed during
the first or second day of the admission. Exclude ER reports, the
physical examination part of the discharge summary and other
progress notes. Do not be concerned with what the MD reported, but
only whether a note was made regarding each topic as defined here.

Circle code "1" if an MD note includes:

A. HISTORY (Hx)

i) Prior cardiac history/hypertension: Usually included in
section headed "Past Medical History" (PMH). Any
specific reference to the patient's history of cardiac
problems/ hypertension (or lack of) is sufficient. For
example, appropriate references to a patient's positive
history include "patient has a permanent pacemaker,' or
"patient taking NTG for chest pain," or "no previous

MIs" or "HTN controlled by diet." The entry "PMH

negative' or "mo major illnesses' is not acceptable.



ii)

iii)

I11-42

Time of onset of CVA symptoms: Usually included in the
section headed "chief complaint” or "reason for
admission/ hospitalization" or "history of present
illness." May be as nonspecific as "last night" or "a
few days ago," but some reference to timing of CVA

symptoms must be made.

Medications: Physician must list the medications the
patient has been taking or state the patient takes no
medications. The entry "PMH negative' is not

acceptable.

B. PHYSICAL EXAM (PE)

i)

Mental status at admission: NOTE if the physician
documented the patient's mental status. Any reference
to alertness or orientation (or lack of it) or
neurologic impairment is satisfactory. Common
abbreviations for confusion include the following:
confused, disoriented (x1, X2 or x3); oriented x2 (0x2);
oriented x1 (Ox1); unable to identify time, place, self,
friends, or family; unable to follow simple commands or

answer simple questioms.

Lack of alertness includes somnolence, lethargy, poor
arousability, semicomatose state, stupor, obtundation,
drowsiness, any episode of seizure, syncope Or loss of
consciousness {(LOC), coma. Synonyms for coma include
comatose, unarousable, unconscious, unresponsive,

responding only to painful stimuli.

Documentation of alertness includes oriented x3 (0x3);

alert, oriented, A & 0, MS (mental status) intact.
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Do not include references to the patient such as
"pleasant" or "charming" as a statement of mental

status.

Pupils: Physician must make reference to an evaluation
of pupil size, equality or reactivity or cranial nerves
(CN) II or III. Other acceptable synonyms include:
PERRLA, pupils equal, round, reactive to light and
accommodation; anisocoria (inequality in the size of the
pupils); miosis (abnormal contraction); mydriasis
(pronounced or abnormal dilation); Argyll Robertson
pupil (light reflex absent but mno change in power of
contraction during accommodation); and Horner's syndrome

(contraction of the pupil with other symptoms).
Reference to a prior iridectomy is also acceptable.

For pupils and gag reflex, code "1" for "cranial nerves
II-XII intact” or "all cranial nerves intact.” Code g
for "cranial nerves intact' when it is not clear that

the specified cranial nerves have been tested.

Gag reflex: Physician must make reference to an
evaluation of the patient's gag reflex OR cranial nerves
(CN) IX or X. Reference to the patient's ability to

swallow (or lack of it) is not adequate.

Carotid bruits: Physician must indicate that he/she
examined the patient's carotid arteries for bruits (an
adventitious sound heard on auscultation). Adequate
documentation includes presence or absence of carotid

bruits as well as "carotids normal/ok."
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Heart sounds: Physician must make some reference to
heart sounds. Results of the heart exam will usually be
headed by the terms "COR," "Cardiac," "Heart," "Chest,"
or "Cardiovascular system" (CVS). Physician must note
the presence or absence of sounds (Sl, SZ’ S3, SA’
gallop) or state "heart sounds (or tones) normal (or
distant)." A heart exam described as "negative" or

"unremarkable” is not acceptable.

Muscle tone/strength: Usually found in the section

i

headed "extremities" or "neurologic.'" Physician must

make some reference to an evaluation of the patient's

muscle tone or strength. Synonyms include:

Tone: normal/abnormal tone, spasticity ("clasp-knife'),
rigidity ("lead pipe" or "cog wheeling'),
hypotonia.

Strength: normal/abnormal strength, presence of weakness,
paralysis, paresis. Strength may be described
with various qualitative adjectives (e.g., "weak')
or graded 0-5 where

no movement

trace movement

minimal movement

can move against gravity
good power, not normal
normal power/strength

]

meWwh = O
1}

Evaluation of muscle strength may include specific
reference to the following:

a) extension at wrist

b) flexion or extension of forearm

¢) handgrip

d) flexion or extension at knee or hip

e) dorsiflexion or plantar flexion of feet

Do not consider a reference to the patient's gait or

ability (or inability) to walk as documentation of

tested muscle strength or tone.

Limb reflexes (deep tendon reflexes, DTRs): Usually

|

found in the section headed "extremities or neurologic.'

Physician must examine one or more of the DTRs including
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biceps, triceps, brachioradialis, patellar/knee, or
Achilles/ankle. Any reference to hyper-, hypo- or
arreflexia of the limbs is also acceptable. DIRs may

also be documented by a little stick figure diagram with

reflexes graded 1-4 +.

+\ / +1

+1 +1
+1 +1
+1 +1

If you use a stick figure, be sure that it does not
refer to pulses. If the figure is not labeled
"reflexes" but is in the neurologic section of the

physical exam, you can assume that it refers to DTRs.

The following reflexes are not DTRs and should not be

counted as evidence of evaluation of DTRs.
(a) Pathologic reflexes

(b) Babinski or plantar reflex (dorsiflexion of the

great toe on stimulating the sole of the foot)

(c) Hoffmann (flexion of thumb and fingers on flexion

and extension of last joint of the middle finger)

(d) Chaddock (extension of great toe when the outer

edge of the dorsum of the foot is stroked)
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(e) Oppenheim (dorsiflexion of the great toe on firm

knuckle pressure on shin from knee toward foot)

(f) Gordon (extension of great toe when sudden pressure

is made on deep flexor muscles of calf or leg)

36. Anticoagulants Prior to Admission: Indicate if the patient

received anticoagulants in the one month prior to admission. Refer

to the list of eligible medications.

ELIGIBLE MEDICATIONS

| l
| l
|  Heparin Coumarin l
| ‘ |
| Calciparine Coumadin |
| Embolex Dicumarol |
| Liquaemin Panwarfin |
| Panheprin Warfarin |
| l

Sources:
1) Huff, Barbara B. [Ed.]. 1978. Physicians' Desk Reference.

PDR 32 Edition. Medical Economics Company, Inc., Oradell, N.J.
2) Huff, Barbara B. [Ed.]. 1982. Physicians' Desk Reference.

PDR 36 Edition. Medical Economics Company, Inc., Oradell, N.J.
3) Huff, Barbara B. [Ed.]. 1985. Physicians' Desk Reference.

PDR 40 Edition. Medical Economics Company, Inc., Oradell, N.J.

LOCATION: Emergency room notes, admission history and physical;

discharge summary (sections that refer to the patient's admission status
and past history); consult notes describing the patient's admission status
and past history; nurses' admitting assessment form or note; admission

transfer summary.

37. Corticosteroids Prior to Admission: Indicate whether the patient

was taking corticosteroids prior to the admission (excluding
paramedic and ER medications and before any inpatient orders were
given). Refer to the list of eligible medications. Exclude
topical corticosteroids. If the specified medications were taken,

they should be counted regardless of the reason for prescription.
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ELIGIBLE MEDICATIONS (Exclude topicals)

|

I ;

| Aristocort Depo-Medrol Methylprednisolone
i Betamethasone Deronil Meticorten

| Celestone Dexamethasone Paramethasone

| Cortef Gammacorten (Liquid) Pred Syrup
| Cortisol Haldrone Prednisone

| Cortisone Hexadrol Prednisolone

| Decadron Hydrocortisone Sterapred

| Delta-Cortef Kenacort Triamcinolone

| Deltasone Medrol

|

Sources:
1) Huff, Barbara B. [Ed.]. 1978. Physicians' Desk Reference.

PDR 32 Edition. Medical Economics Company, Inc., Oradell, N.J.
2) Huff, Barbara B. [Ed.]. 1982. Physicians' Desk Reference.

PDR 36 Edition. Medical Economics Company, Inc., Oradell, N.J.
3) Huff, Barbara B. [Ed.]. 1985. Physicians' Desk Reference.

PDR 40 Edition. Medical Economics Company, Inc., Oradell, N.J.

LOCATION: Emergency room notes, admission history and physical;
discharge summary (sections that refer to the patient's admission
status and past history); consult notes describing the patient's
admission status and past history: nurses' admitting assessment

form or note; admission transfer summary.
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PHYSICIAN CARE

This section summarizes data about the care the patient received

from the physician. Answers to this section (unless otherwise

specified) should be based on:

38.

38a.

39.

* Physicians' notes, including history and physical and progress
notes, discharge summary and resuscitation records.
* Consult reports

* Emergency room notes.

Type of CVA: Indicate if any physician specifically described the

marker CVA as:

i) Hemorrhagic: Intracerebral bleed or bleeding. Also called
a "red infarct." An intracerebral hemorrhage may result in
the presence of blood in the subarachnoid space (blood in
the cerebrospinal fluid or CSF). But documentation of
subarachnoid bleeding in itself does not indicate a

hemorrhagic CVA or intracerebral bleeding.

ii) Lacune or lacunar: Small vessel disease in the brain

characterized by areas of tiny thrombotic infarction.

If any YES to Q38, copy exact words from the medical record

describing the type of CVA. Be sure to include sources and dates.

Presenting Neurologic Deficits and Symptoms: Based on physician

documentation, indicate in (i)-(vii) if any of the listed deficits
occurred beginning with symptoms that precipitated the admission
through day 2 of the hospitalization. Include all documented
deficits whether or not they were thought to be caused by the
marker CVA. Include symptoms directly observed by the physician(s)

as well as those symptoms cited by patient/family member statement.
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Refer to the LIST OF DEFICITS provided in these guidelines for Q18.
In addition, include "pupils that are sluggish, not reactive to
light, or react minimally" whether unilateral or bilateral under
visual deficit. For confusion or neurologic change, do not include
"<lowed mentation" but document it in the margin. Code "alexia" or

"word blindness" as visual deficit.

For questions 39 (viii)-(xii), circle code "1{" if a physician noted
that at any time from the onset of the marker CVA symptoms through

day 2 of the hospitalization the patient was described as:

vii) Exhibiting posturing described as decerebrate or

decorticate: Includes:

(a) rigidity described as decorticate (with flexion of one
or both arms and extension of the legs), OR
(b) rigidity described as decerebrate (with extension and

internal rotation of both arms and legs).

ix) Not responding to touch or tactile stimulation: Patient
does not arouse, does not make purposeful sounds, or does
not make purposeful movements in response to either a light

touch or to shaking.

x) Unable to follow commands: Patient is unable to perform
requested task but not because of physical weakness. For
example, patient is asked to point to objects in the room,
repeat words, open/close eyes, or to touch his/her right
knee with his/her left hand and patient does not do the
requested task correctly. Patient is specifically described

as "unable to follow" or 'does not obey" commands.
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xi) Confused: Patient is described as disoriented (x1, x2, or
x3); oriented x2 (0x2); oriented x1 (0x1); unable to
identify time, place, self, friends, or family; unable to
follow simple commands or answer simple questions. If a
patient has aphasia, however, do not count the patient as
confused solely on the basis of inability to answer
questions. Look for other documentation. Do not consider a
patient confused only on the basis of a diagnosis (e.g.,

Alzheimer's disease).

xii) Having a seizure: The physician noted the occurrence of a

definite/possible/probable seizure of any type or severity.

LOCATION: Admitting history and physical, ER report, MD progress

notes and consults from day 1 and 2.

Severity of Speech Deficit: If YES to Q39 (iii), circle the

appropriate code to indicate the patient's ability to speak on day
1 or 2 as documented by a physician. Circle the lowest applicable

code.

Circle code "1" if the patient is noted to have any form of aphasia

or dysphasia or anomia.

Code "2" includes patients who are not able to speak or who are
only able to utter incoherent sounds. Include here also patients

who are comatose.

Code "3" includes patients who speak with difficulty (dysarthria),
have slurred speech, or whose speech is documented as difficult to

understand. Include here also patients who use a speech board.

Code "9" includes patients whose speech is essentially normal or

for whom the medical record lacks documentation of their speech
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ability. Include here patients who are intubated. If a patient is

intubated and in a coma, use code "2."

LOCATION: Admitting history and physical, ER report, MD progress

notes and consults on day 1 and 2.

-

Unresponsive to Painful Stimuli: If YES to any part of Q39 (vi)-

(x), indicate if the patient was described by a physician on day 1
or 2 as unresponsive to painful stimuli. Circle code "1" if the
patient does not arouse, withdraw, avoid or make purposeful
movements or sounds in response to pain. Pain includes the
exertion of deep pressure on the knuckles, sternum, shins, orbits
or other bony prominences or pinching of the skin of the arms or

legs.

Use this space if you are unsure of how to interpret the
physicians' documentation for responses to Q39-41. Circle the
codes that you think are appropriate and put question marks after
those that you are unsure of. Then copy the exact words from the
medical record that describe the deficit(s)/symptoms/conditions.

Be sure to include sources and dates.
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SPECIAL INSTRUCTIONS
Throughout the remainder of the abstraction form references will be

made to important days during the patient's hospitalization. These days

are called Specified Days. They are:

SPECIFIED DAYS

The day before discharge and the

|
I
|
| o Day 1-3, where day 1 = day of admission
|
| day of discharge.

|

At this point in the abstraction, you may wish to complete
Worksheet #1: Calendar of Specified Days. Completing Worksheet #1 at
this point will help identify the dates of these days. Using the
worksheet during the abstraction will be particularly helpful if the
patient had an adverse outcome (AO) or the admission was longer than 5

days. To complete Worksheet #1:
(1) In column (1), locate the specified days requested.
(2) In column (2), list these specified dates where applicable:
(a) The first 3 days of admission (hospital days 1-3). Day 1
is the day the patient was admitted to the hospital and
not the day of ER arrival if the two are different. (See

explanation for item 11 in these guidelines.)

(b) The last 2 days of admission (day before and day of

discharge).
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(3) In column (4), arrange the Specified Days requested in
chronological order beginning with Specified Day 1. If dates
are listed more than once in column (2), record the date only
once in column (4). The total number of specified days should

not exceed 5.

(4) Tor this abstraction form, the occurrence of complications

does not influence the determination of the Specified Days.

Physicians' Notes: Specified Days Calendar: This calendar

summarizes information about the physicians' notes and examination
of the patient in the Specified Days. Enter the dates of the

Specified Days in column (1). (You may wish to use Worksheet #1.)

Using the list of synonyms provided, code the information
requested. When giving data for Specified Day 1, include ER notes
and notes on symptoms that day prior to hospital arrival. Always

use the lowest applicable code for each day.

ii) MD note: Indicate if any MD wrote a progress note or
consult on that day. If not, circle code "9," leave columns
(iii)-(vi) blank for that day, and go on to the next
Specified Day. Do not count the dictated Discharge Summary
as an MD note on the day of discharge. Use the admission H
& P as an MD note for day 1 if it describes the patient's

condition at the time of admission whether or not it is

dictated on the day of admission.

Presence or absence of:

iii) Note on deficits: Indicate if any MD wrote a note on the
presence, absence or current status of any neurologic
deficits. Neurologic deficits include visual deficits,

sensory/motor deficits of the face, speech deficits,
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sensory/motor deficits of the limbs, coma and symptoms of

neurologic change.

Refer to the LIST OF DEFICITS provided in these guidelines for Q18.
In addition, include "pupils that are sluggish, not reactive to
light, or react minimally" whether unilateral or bilateral under
visual deficit. For confusion or neurologic change, do not include
"<lowed mentation" but document it in the margin. Code "alexia" or

"word blindness' as visual deficit.
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SYNONYMS FOR PHYSICIANS' NOTES CALENDAR (Q43)

ii) MD NOTE

1 = YES: Any MD progress note or consult written that day

iii) NOTE ON DEFICITS

1 = YES: MD documented the presence or absence of any neurclogic
deficits

iv) ASPIRATION

1 = YES: Patient aspirated, choked, had difficulty swallowing

v) CONGESTIVE HEART FAILURE (CHF) AND/OR SHORTNESS OF BREATH (SOB)

1 = CHF: Congestive failure, congestive heart failure (CHF); left
or right heart/ventricular failure (LHF, RHF, LVF, RVF)
or decompensation; pulmonary edema

SOB: Dyspnea; paroxysmal nocturnal dyspnea (PND); orthopnea;
difficult/labored breathing; respiratory distress;
tachypnea; using accessory respiratory muscles

vi) LUNG EXAM

1 = EXAM DONE: Results headed by the terms 'Lungs," "Respiratory
System," or 'Chest;'" breath sounds: tracheal,
bronchial, bronchovesicular, vesicular; egophony,
ee to ay sounds; expiration, inspiration;
adventitious sounds: rales, crackles, crepitations,
gurgling, wheezes, rhonchi, rubs; fremitus; any
finding from auscultation, percussion, inspection
or palpation of the chest

NOTE: SEE GUIDELINES FOR FURTHER EXPLANATION
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The following examples show some of the many ways a physician may

refer to the presence or absence of a deficit.

(Type of deficit)

Presence

or

Absence

(Visual)

(Face)

(Speech)

(Limbs: motor)

(Limbs: sensory)
(Coma)

(8x of
neurochange)

Impaired cranial nerve
(CN) VI

Pupils asymmetric

Optic disk appears pale

Some visual impairment

Drooping eyelid
Impaired CN VII

Dysphasia

Left handgrip weak

Walking better today
Toes 4

Abnormal proprioception

Unresponsive to painful stimuli

Unconscious but arouses
when name called

Cranial nerves (CN)
intact

PERRLA

No papilledema

"Seeing well now"

Good corneal reflex
Corner of mouth no

longer droops

"Speech easy to
understand now"

Lower extremity (LE)
muscle strength 5/5
Normal gait
Babinski negative
Good position sense

Alert

Mental status intact

If a physician gives specific neurologic exam results (e.g., pupils

equal), circle code "1" for a note on deficits IF the results refer to a

specific deficit included in the LIST OF DEFICITS given in these

guidelines for Q18.

Examples of acceptable examination results include

evaluation of/presence or absence of:

Acceptable:

Visual

Cranial nerves (CN) II, III, IV, and VI

Pupils
Optic nerve/disk

Face: Sensory/motor

Cranial nerves (CN) V and VII
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Any comment on facial sensation
Corneal reflex
Any comment on facial motor strength/function

Speech
Any comment about speech

Limbs: Motor
Any comment about limb:
strength
function
gait
coordination
tone
pathologic reflexes (not DTRs)

Limbs: Sensory
Any comment about limb sensation

Coma and sx of neurologic change
Any comment on level of alertness (not orientation)

Remember that neurologic exam results such as reference to
orientation alone (e.g., "patient 0x3") or deep tendon reflexes (DTRs)
are not acceptable as notes on deficits because they do not refer to
deficits as defined on the LIST OF DEFICITS.

A physician may also satisfy the requirement for a note on deficits
by making a reference specifically to the patient's neurologic
condition. Therefore, entries such as 'no change in neurologic
condition" or "neurologically improved" are acceptable. However,
nonspecific notes such as "patient looking better today" or 'no change
in condition" are not acceptable.

Remember that symptoms of neurologic change refer to a patient's
diminished level of responsiveness and not to confusion or
disorientation. Therefore, physician notes such as "oriented" or
"confused" are not acceptable notes on deficits. The entry "mental
status (MS) intact" is acceptable. This specific phrase is interpreted
to mean that the patient is both alert and oriented.

Also remember that difficulty swallowing is not included in the
jist of deficits. Therefore, any physician notes on normal swallowing
or difficulty swallowing are not acceptable notes on deficits. Data

about swallowing are handled in column (iv) "Aspiration."
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Aspiration: Circle code "1" if any physician documented
that the patient definitely or possibly/probably aspirated,
has definite or possible/probable aspiration pneumonia,
choked or had difficulty swallowing or dysphagia (NOT
dysphasia). Remember, if a note or consult on day 3 states,
for example, that the patient was admitted with a particular
symptom, do not code "1" for that symptom on day 3 since the

note or consult is not referring to the patient's status on

day 3.

Congestive heart failure (CHF) and/or shortness of breath
(SOB): Remember to include "cor pulmonale” as CHF and
"Cheyne-Stokes respiration” and "Kussmaul breathing" as SOB.
The abstractor need not distinguish between the documented
denial of CHF/SOB and no data about CHF/SOB. Both a note
denying the presence of CHF/SOB and a note that makes no
reference at all to CHF/SOB are coded "9."

1f an MD refers to SOB that occurred on a previous day, do not go

back and recode the calendar for the previous day. If SOB was not coded

"1" on the previous day, give credit for the SOB on the day the note was

written.

Otherwise, disregard the repetitious entry. For example, on

Tuesday, there is no mention of SOB by the MD (code "9"y. But on

Wednesday the MD notes "episode of dyspnea last night." The abstractor

would leave Tuesday coded as "9" and code Wednesday as "1" (because fg"

codes are never changed retrospectively).

1f the MD had mentioned SOB on Tuesday (code "1"), however, the

abstractor would do no further coding of this episode of dyspnea.

iv)

Lung exam: Physician must make some note that would
indicate that he/she examined the patient's lungs. This

will usually be documented in the physical exam results

1

headed by the terms "Lungs," "Respiratory System" or
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"Chest." If the heading is not present, any finding from
auscultation, percussion, inspection or palpation referring

to the lungs is acceptable.

Breath sounds: tracheal, bronchial, bronchovesicular,

1T 1

vesicular, egophony, ''ee" to "ay" sounds, expirationm,

inspiration.

Adventitious sounds: rales, crackles, crepitations,

gurgling, wheezes, rhonchi, rubs.
Other: fremitus.
LOCATION: Physician progress notes and consults.

Neurologic Deficits on Discharge: Indicate if any physician

documented the presence and (where applicable) the absence of the
specified deficits on the day before or the day of discharge.

Refer to the list of LIST OF DEFICITS ON DISCHARGE provided. Do
not include "slowed mentation" as neurologic change but document it

in the margin.

If the discharge summary or MD notes on the last 2 days of the
admission indicate that the patient will have follow-up physical
therapy or speech therapy after discharge, code "1" for motor
deficit and speech deficit, respectively. Remember, if two
physicians disagree in their evaluation of the patient or the
patient's condition changes over time, use the lowest applicable
code for that day. Remember also that you need to note the
documented absence of deficit (code "2") only for (i) speech
deficit and (ii) motor deficit of the limbs. For (iii) coma and
(iv) symptoms of neurologic change, you need not distinguish
between the denial of these two deficits and no data on their

presence or absence.
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LOCATION: Discharge summary, physician progress notes from the day
before and the day of discharge. Do not use the discharge transfer

summary as a data source unless signed by an MD.
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Use this space for documentation when you are uncertain how to
interpret the physicians' documentation of deficits at discharge.
Put a question mark next to the item you are unable to answer. Be
sure to include in your summary all pertinent and/or conflicting

information, noting dates and information sources.

Do not Resuscitate (DNR): Indicate if a doctor ever wrote an order

(not a note) that the patient was assigned "DNR Status.”" Include
classifications such as "Do Not Resuscitate," "no code,” and "slow
code," "chemical code,"” and "cardiovert but do not intubate."” Do

not count as DNR a note by the physician indicating that the family
has agreed with the physician to refrain from "aggressive
treatment."

LOCATION: Physician orders.

If YES to Q46, give the date the order first appeared in the chart.
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VII. NURSING CARE, RESPIRATORY THERAPY AND VITAL SIGNS

This section collects data about the nursing care the patient

received, nurses' observations about the patient, the type respiratory

therapy the patient received (if any), and the patient's vital signs.

47. Patient's Condition at Time of Admission: Indicate if at the time

of admission or on day 1 a nurse noted that:

i)

ii)

Patient was confused: synonyms include disoriented (x1, x2
or x3), oriented x2 (0x2), oriented x1 (0x1); unable to
identify the time, the place, or self, friends or family;
unable to follow simple commands, or answer simple
questions. The nurse must document confusion at the time of
admission or on day 1. Do not consider a patient confused
only on the basis of a diagnosis (e.g., Alzheimer's
disease). If a patient has aphasia, do not count the
patient as confused solely on the basis of inability to
answer questions; look for other documentation.

Patient was comatose: Coma is unarousable unresponsiveness.

Patients in coma are those who:

(a) Respond only to painful stimuli, OR

(b) Are described as in coma (unqualified), OR

(c¢) Are described as unresponsive, unconscious or
unarousable (unqualified), OR

(d) Fit into category (a), (b), or (¢) above and exhibit
nonpurposeful behavior (e.g., moan, groan, make

unintelligible sounds, spontaneously move extremities).

Do not categorize a patient as comatose (even if he/she is labeled

as comatose or unresponsive) if he/she: (a) responds to verbal

stimuli, OR (b) responds to tactile stimuli or exhibits purposeful
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movement, OR (c) has purposeful speech. Code this case as

neurclogic change.

Only use these criteria to determine whether or not a patient is

comatose.

But remember, if the patient's condition changes over time, use the

lowest applicable code for that day.

iii) Patient has symptoms (sx) of neurologic change: Exclude
seizure, syncope, restlessness or agitation. Exclude slowed
mentation but document it in the margin. Include obtunded,
drowsy, semicomatose, stuﬁorous, somnolent, poorly arousable

and lethargic.

iv) Patient had a seizure: Includes documentation of any
definite or possible/probable seizure of any type or

severity.

v) Patient had an episode of incontinence of urine: Include
any note that the patient was incontinent of urine
(regardless of the amount). Do not code "stress

incontinence" as incontinence.

vi) Patient was ambulatory: Circle code "1" if the patient took
one or more steps regardless of the degree of assistance
required. Do not count standing without steps taken or

transferring (e.g., bed to chair) without steps.

LOCATION: Emergency room report, nursing admission assessment;
nurses' notes and flow sheets describing the patient from hospital

arrival through day 1 of hospitalization.
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Nurses' and Respiratory Therapists' Notes: Specified Days

Calendar: This calendar summarizes information about the nurses'
notes and respiratory therapy on the Specified Days. Enter the
dates of the Specified Days in column (i). (You may wish to use
Worksheet #1.)

Using the list of synonyms provided, code the information
requested. When giving data for Specified Day 1, include ER notes
and notes on symptoms that day prior to hospital arrival. Always

use the lowest applicable code for each day.

Presence or absence of:

ii) Note on pupils: Circle "1" if a nurse evaluated the
patient's pupils with regard to size or equality or

reactivity.

This may be documented as PERRLA, PEARL or PERL. 1If a
patient is in ICU or on a neurology unit, this information

may be on a flow sheet or "neuro check list."

iii) Note on nutritional intake: Circle code "{" if the patient
had a nasogastric (NG) tube (or Levine tube, Salem sump) in
place for any part of that day or had a gastrostomy tube

(G-tube) in place.
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SYNONYMS FOR NURSES' NOTES CALENDAR (Q48)

ii) NOTE ON PUPILS

1 = YES: Any note of pupil size, equality or reactivity; PERRLA

iii) NOTE ON NUTRITIONAL INTAKE

1 = NG/GASTROSTOMY TUBE: Nasogastric (NG) tube (Levine tube, Salem sump)
or gastrostomy tube (G-tube) in place

2 = QUANTITY: Any note on the quantity of the patient's dietary intake

9 = NO NOTE/ND: No reference to the quantity of the patient's dietary

intake; reference only to intake of water or ice
chips or ability to feed self or swallow

iv) ASPIRATION

1 = YES: Patient aspirated, choked, had difficulty swallowing

v) SHORTNESS OF BREATH (SOB)

1=S0B: Dyspnea; paroxysmal nocturnal dyspnea (PND); orthopnea;
difficult/labored breathing; respiratory distress;
tachypnea; using accessory respiratory muscles

vi) RESPIRATORY THERAPY

1]

1 VENT/INTUB: On respirator, mechanical ventilation; nasotracheal
or endotracheal tube (ET) in place; continuous
positive pressure ventilation (CPPV); positive end

expiratory pressure (PEEP)

[N
1

RESP TX: Intermittent positive pressure breathing (IPPB);
incentive spirometer (IS); hand held nebulizer (HHN);
ultrasonic (US) or aerosol therapy

Vel
]

NO/MD: Postural drainage and percussion (PD & P); physical
therapy to the chest; 02 use only (via mask, nasal cannula
or prongs)

NOTE: SEE GUIDELINES FOR FURTHER EXPLANATION
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Circle code "2" if a nurse makes a note of the quantity of
the patient's nutritional intake. Quantity may be noted in
several ways. It may be noted by how well the patient ate
(e.g., "patient refused breakfast tray" or "appetite poor"
or "took lunch tray well"). Quantity may also be noted as
percent of tray eaten (e.g., breakfast: 80%). A statement
describing what the patient ate is also adequate (e.g.,
patient had cereal and toast for breakfast). Also circle
code "2" if the patient is noted to be NPO (nothing by
mouth) .

Do not count the noted ingestion of ice chips or water or
quantity of intravenous intake (e.g., total parenteral

nutrition, TPN, or peripheral alimentation). Be sure to
check flow sheets for further information if it is not in

the narrative nurses' notes.

Circle code "9" if there is no reference to quantity of
nutritional intake. Also use code "9" if the only nursing
references to intake are regarding ice chips or water or
merely describe the patient's ability to feed self or
swallow (e.g., "takes solid food poorly"” or "taking po
fluids well').

Aspiration: Circle code "1" if any nurse noted that the
patient definitely or possibly aspirated or choked or had

difficulty swallowing.

Shortness of breath: Remember to include "Cheyne-Stokes
respiration" and "Kussmaul breathing" as SOB. The
abstractor need not distinguish between the documented
denial of SOB and no data about the same. Both a note
denying the presence of SOB and a note that makes no

reference at all to SOB are coded "9." Code as "1" any
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reference to SOB regardless of degree of severity (e.g.,
slight) or related circumstances (e.g., 'dyspnea on

exertion').

Respiratory therapy: Use any documentation of respiratory
therapy (RT) given found in the nurses' notes to answer this
question. If no mention of respiratory therapy is noted for
a particular day, leave column (vii) blank for that day.
When you have completed the rest of the nurses' notes
calendar, review any respiratory therapy notes for the days
in question. If there is documentation of respiratory
therapy, code the information appropriately. If neither of
these sources reveals any of the specified therapies for a

particular day, circle code "9" for that day.

Ventilation/intubation (code "1"): 1Includes patients who
have a nasotracheal/endotracheal tube (ET) in place, or who
are dependent on mechanical ventilation (respirator). There
are many ways to deliver mechanical ventilation. Sometimes
the medical record states only the type of delivery system
of the ventilation. Some names of these systems include:
continuous positive pressure ventilation (CPPV), continuous
mandatory ventilation (CMV), and intermittent mandatory
ventilation (IMV). Positive end expiratory pressure (PEEP)
may be incorporated into mechanical ventilation systems to
provide positive pressure in the lung throughout the
expiratory phase of the mechanical ventilator (to stabilize

the alveoli and prevent their collapse).

There are many different types and brands of ventilators.

They include:

Bennett MA-1 or MA-2
Bennett PR-1 or PR-2
Bird Mark 7 or 8
Bournes Bear 1
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Emerson

Engstrom

Ohio 550 or 560

Ohio Critical Care Ventilator
Ventilators may also be referred to by parts of their name
(e.g., MA-1 or Bird).
Use code "1" if the patient is intubated and/or some
mechanical ventilation was used for at least part of that

day.

Respiratory Therapy (code "2"): Respiratory therapy (RT)
may be of several types. Intermittent positive pressure
breathing (IPPB) is a therapeutic modality that uses
pressure higher than atmospheric to produce a flow of gas
into the lungs during inhalation. It may also be called
"inhalation therapy." IPPB is prescribed in clinical
situations requiring the patient to receive increased
hydration (humidity), to receive medications (aerosol) and
to hyperinflate the lung and/or to decrease the work of

breathing.

Aerosol therapy is the therapeutic use of & suspension of
particles in a gas to deposit a significant amount of
medication in the respiratory tract. Aerosol-producing
equipment mechanically breaks liquid into small fine
particles and is called a nebulizer. Different types of

nebulizers include Venturi, ultrasonic (US) and Babbington.

Humidity and aerosol delivery equipment include face and
tracheostomy masks, hand held nebulizer (HHN) and a Briggs
adaptor (T-tube). The Briggs adaptor (used with mechanical
ventilation) attaches the large bore tubing from the
nebulizer directly to an endotracheal or tracheostomy tube.
Do not count bedside mist or room humidifiers as respiratory

therapy.
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Incentive spirometry (IS) is a goal-oriented maneuver to
encourage the patient to take slow, deep breaths. The
spirometer (also called "blow bottles™) has an incentive
device such as a light or a ball rising in a tube to
demonstrate the quality or success of the patient's
inspiratory effort.

Supplemental 0 even if it is documented in the chart by

2’
the respiratory therapist, is not considered respiratory
therapy. (Note: IPPB may be delivered by mask and should

be counted as respiratory therapy.)

LOCATION: Nurses' notes and flow sheets, respiratory therapy

notes.

Unsuccessful MD Contact: Indicate if any of the Specified Days

nurses' notes documented that the nurse tried to contact an MD by
telephone or page and the MD did not respond. If you find such
documentation, enter in (b) the date of the first noted occurrence

and document the evidence for your decision in the margin.

NOTE: In general, always indicate the lowest applicable code for
that day. The list of synonyms is not exhaustive. If you are
unsure of how to code a piece of information, make a question mark

and write the information in the margin.

Nurses' notes are generally voluminous with frequent references
throughout the 24-hour period to the patient's symptoms and

condition. The abstractor must always note the lowest code for
each column on each particular day. This means that if a nurse
noted that a patient was on mechanical ventilation at 0200, the

abstractor would enter code "1" and need not look further for notes
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on respiratory therapy that day. If, however, the nurse documented
"IPPB given" at 0200, the abstractor would need to continue reading
notes on that day either until a note of endotracheal intubation
was found (at which time he/she would code "1" and ignore further
notes on respiratory therapy), or read on until the end of the day

(if the patient was never intubated).
You must, however, scan each Specified Day for reference to an
unsuccessful MD contact. Once such a note is encountered, you need

not look for additional notes of this kind.

Patient Status Immediately Prior to Discharge: Indicate if any of

the following were noted:

(a) On the day before or the day of discharge:

(i) Decubitus not present at admission: Circle code "
if any mention is made of a decubitus (pressure sore,
bed sore) anywhere on the patient's body that was not
documented at the time of admission (including
hospital day 1). Do not include reference to skin
which is merely reddened. The words "decubitus,"

"ylcer" or "sore' must be used, or there must be a
note indicting that the skin has broken down (i.e., is

no longer intact).

(ii) Incontinence of urine: Indicate any note that the
patient was incontinent of urine (regardless of the
amount). Do not code "stress incontinence" as
incontinence. Code "1" for incontinence if a Texas

catheter is used.
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(iii) Patient ambulatory: Circle code "1" if the patient
took one or more steps regardless of the degree of
assistance required. Do not count standing without
steps taken or transferring (e.g., bed to chair)

without steps.
(b) On the day of discharge:
(i) Foley catheter in place: Includes indwelling

catheters that are plugged, but does not include

"straight caths" (i.e., patient catheterized with the

insertion of a straight catheter, the bladder emptied

and the catheter removed) or external (Texas)

catheters.

(ii) IV line in place: Circle code "1" if at any time on
the day of discharge the patient had intravenous
fluids/medications administered or an IV line "TKO"

(to keep open) or a heparin lock or well.

LOCATION: Nursing notes and flow sheets on day before and day of

discharge, nursing discharge summary, medication records. If there

is no documentation in RN notes regarding ambulation on the day

before or day of discharge, use PT notes to answer the question.

Vital Signs Specific Values: Record the patient's first vital

signs taken on admission and the patient's last temperature and
blood pressure prior to discharge. You may record temperature

either in degrees Fahrenheit or Centigrade.

LOCATION: ER report, nurses' notes and flow sheets, vital signs
graphic records. If the patient was seen in the emergency room,
count the vital signs taken there as the first. 1If those vital

signs are not complete (e.g., no temperature taken), supplement
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them from those found on the nursing admission assessment or vital
signs graphic records. The last temperature and blood pressure
must be from the last two days of admission. If the last
temperature or blood pressure in the chart was taken 3 or more days

prior to discharge, leave Q50b) - (i), (ii), or (iii) blank.

Vital Signs: Specified Days Calendar: This calendar summarizes

information about the patient's vital signs on the Specified Days.
Enter the dates of the Specified Days in column (i). (You may wish
to use Worksheet 1). Provide the requested information for each
Specified Day. Whether the patient is admitted directly to the
marker hospital from another hospital's ER, or the patient is
admitted from the marker hospital's ER after having been seen in

another hospital's ER, include vital signs only from the marker

hospital.

If the patient arrests in the ER prior to the recording of vital
signs, (1) code RR with 00; (2) leave HR, SBP and DBP blank; (3)

record the first temperature taken on day 1 or 2.

Remember that if in Q51 the RR = 40 on day 1 (first value on day 1

1mqr

or 2), code "1" for RR > = 30 on the corresponding day.

i) Was any heart rate (HR) greater than or equal to 1307
ii) Was any respiratory rate (RR) greater than or equal to 307
iii) Was any (cuff) systolic blood pressure (SBP) less than 907
iv) Was any (cuff) diastolic blood pressure (DBP) greater than
or equal to 1057
v) Was the patient's temperature ever greater than 101 degrees

Fahrenheit or 38.3 degrees Centigrade?

LOCATION: Vital signs graphic records, ER record, flow sheets,
nurses' notes. Look carefully at all vital signs for each
Specified Day in all locations of the chart. Remember that

abnormal vital signs may be noted in the nurses' notes.
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Blood Pressure Recordings: Enter the dates indicated and note the

number of times (up to 11) the patient's blood pressure (measured
by cuff) was recorded in the chart on hospital day 2 and hospital

day 5 of the admission.

LOCATION: Vitel signs graphié records, nurses' notes and flow
sheets. Be careful not to count a measurement twice as it may be
noted in the nurses' notes and in the graphic record. Check the
times of the recordings and the results of the measurement to avoid

double counting.
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VIll. MEDICATIONS
This section asks about the medication the patient received during

the hospitalization. Base your answers on:

Medication sheets (routine and prn)

IV therapy records

Anticoagulant therapy records

ER report

Nurses' notes and flow sheets (if the patient is in ICU,

for example, and medications given are only documented
here).

Code "1" for medications actually given. Do not code "1" for
medications offered but refused by the patient. If the specified
medications were taken, they should be counted regardless of the reason

for prescriptiomn.

54. Anticoagulants During the Admission: Indicate if the patient ever

received anticoagulants during the hospitalization. Refer to the

list of eligible medications.

ELIGIBLE MEDICATIONS

% |

|
| HEPARIN: COUMARIN: |
I |
| Calciparine Coumadin ]
| Embolex Dicumarol |
| Liquaemin Panwarfin |
| Panheprin Warfarin |
l I

Sources:
1) Huff, Barbara B. [Ed.], Physicians' Desk Reference.

PDR 32 Edition. Medical Economics Company, Inc., Oradell, N.J., 1978.
2) Huff, Barbara B. [Ed.]. Physicians' Desk Reference.

PDR 36 Edition. Medical Economics Company, Inc., Oradell, N.J., 1982.
3) Huff, Barbara B. [Ed.]. Physicians' Desk Reference.

PDR 40 Edition. Medical Economics Company, Inc., Oradell, N.J., 1985
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Be sure to exclude heparin administered intravenously into a heparin
lock or well to keep an IV site open. Also, exclude heparin
administered during procedures (e.g., cardiac catheterization) or via

arterial lines or Swan-Ganz (pulmonary artery) catheters.

If the patient received subcutaneous (SQ) heparin and/or intravenous (IV)
heparin and/or coumarin, enter the date of the first dose of each

applicable medication.

Aspirin: Indicate if the patient was given aspirin on any three
consecutive days during the hospitalization. Refer to the list of

eligible medications.

ELIGIBLE MEDICATIONS

I |
I |
| ASA Easprin |
| Acetylsalicylic acid Ecotrin |
| Ascriptin Encaprin !
| Aspirin Verin !
| Bufferin Zorprin |
| Cosprin |
| |

Sources:
1) Huff, Barbara B. [Ed.], Physicians' Desk Reference.

PDR 32 Edition. Medical Economics Company, Inc., Oradell, N.J., 1978.
2) Huff, Barbara B. [Ed.], Physicians' Desk Reference.

PDR 36 Edition. Medical Economics Company, Inc., Oradell, N.J., 1982.
3) Huff, Barbara B. [Ed.], Physicians' Desk Reference.

PDR 40 Edition. Medical Economics Company, Inc., Oradell, N.J., 1985.
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INTENSIVE CARE, ANCILLARY SERVICES AND
ACTIVITES OF DAILY LIVING

This section summarizes information about whether or not the

patient received intensive care during the admission, the type of

rehabilitative therapy he/she received, and the patient's level of

functioning prior to admission. You may use any source in the medical

record to answer the questions in Section IX.

56.

Intensive Care/Ancillary Services: Daily Calendar: Enter the

dates of the patient's entire hospitalization up to the first 30

days.

For each of the dates entered, indicate if the patient was in

ICU/CCU, received speech therapy, and/or received

physical/occupational therapy. Always give credit to the lowest

applicable code for the day.

ii)

ICU/CCU: Be sure to distinguish between ICU and beds where
patients are only on cardiac monitoring or telemetry.
Usually ICU = intensive care unit, MICU = medical intensive
care unit, SICU = surgical intensive care unit, CCU =
coronary care unit, and RICU = respiratory intensive care

unit.

If you are unsure of the type of unit the patient was in,
check with someone in the hospital where you are abstracting
to learn whether an MICU or CCU, for example, is a full
intensive care unit or a "'step down' unit with monitoring

(not the same as ICU). Code Holter monitoring as g "

It is sometimes difficult to determine where a patient is on
any particular day or exactly when he/she transferred to
another type of care. Pay special attention to changes in

forms (nurses' notes and flow sheets) and documentation by
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nurses of a patient's being transferred to/from ICU, to/from
telemetry, etc. You may want to consult the doctor's orders
to help clarify where a patient was ordered to go and when.
However, do not use the doctor's orders to answer this
question. The orders do not necessarily reflect accurately
the patient's whereabouts for any particular day. Always
give credit to the lowest applicable code for the day. For
example, a note indicating a patient was transferred to a
telemetry bed from ICU should be coded "1" for that day on

the calendar.

iii) Speech therapy: Circle code "1" if the patient was seen by,
evaluated by or offered therapy by a speech therapist or
speech pathologist. Give credit for therapy given if the
patient refuses therapy. Do not give credit, however, if
the patient receives no therapy on a day when therapy was
scheduled because it was held by request of the physician or
other hospital personnel or for administrative reasons
(e.g., staff shortage). Count speech therapy evaluations as

therapy.

iv) Physical/occupational therapy: Circle code "1" if the
patient was seen by or offered therapy by a physical
therapist (PT) or occupational therapist (0T). Give credit
for therapy given if the patient refuses therapy. Do not
give credit, however, if the patient receives no therapy on
a day when therapy was scheduled because it is held by
request of the physician or other hospital personnel or for
administrative reasons (e.g., staff shortage, "patient

getting blood transfusion").

56a. 1f the patient was hospitalized for more than 30 days, count and
enter in (i) the total number of days in ICU/CCU, in (ii) the total

number of days the patient received speech therapy, and in (iii),
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the total number of days the patient received physical/occupational

therapy.

Nutritional Consult: Circle code 1

141t

if the patient was seen by a

registered dietitian (RD) or a nutritional consultant. Include

here documentation of a dietary evaluation or documentation on a

nutrition or dietary progress note sheet. Include also specific

dietary counseling given by a nondietitian (other than the nurse at

the bedside responsible for the patient's direct nursing care) such

as a diabetic nurse specialist.

Activity of Daily Living (ADL): Use your best judgment to estimate

the patient's typical level of functioning in the three months

prior to admission with regard to:

i)

ii)

Continence of urine: Do not make inferences. Circle code
"{" if the chart states the patient is continent, uses the
bathroom or a bedside commode, or indicates no urinary (or
elimination) problems in general. This is often found in
nursing admission forms that have check off evaluation
sections for each body system or potential problem area

(e.g., GU or genitourinary system).

Circle code "2" if the patient has a Foley catheter, is
labeled "incontinent" or the chart indicates the patient
"has accidents." Do not confuse urinary urgency {(inability
to hold urine for an extended length of time), frequency
(need to urinate small amounts frequently) or stress

incontinence with incontinence.

Walking: Circle code "1" for patients whom you know are or
believe to be able to walk, but for whom you do not know the
degree of assistance required. Clearly, patients whom the

chart labels as ambulatory prior to admission fall into this
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1

category. But a chart may only state that the "patient fell
in her garden" or make no specific mention of preadmission
activity. Usually nursing admitting assessments will only
describe the patient's current ambulatory status - i.e.,
note the limitations presented by the current illness. In
this case, you can make assumptions about walking from the
data provided. For example, you can assume that the patient
who fell in her garden was most likely upright and walking
(unaided or with an unknown amount of assistance). If a
patient lived alone and is not specifically noted to be
bound to a wheelchair, it is likely that he/she could walk

(with or without assistance).

1f a chart indicates that a patient requires assistance to
walk in the form of a person(s) or device (e.g., walker,
cane, crutches, prosthetic leg, etc.), circle code "2 "
Code "3" is reserved for patients who are bed or wheelchair
bound, or those who are lifted by others for transfer from

bed to chair, etc.

The purpose of this question is to provide a preadmission
standard of the patient's ability to be compared to the
patient's level of functioning at discharge. Your responses
to this question should reflect the patient's lowest typical
level of functioning in the three months prior to admission.
For example, consider a patient who was wheelchair bound but
began to walk with assistance just prior to admission. This
patient would be classified as "unable to walk" because that
classification typifies his/her ability in the last three
months. Consider also a patient who was ambulatory in the
last three months, but secondary to the hip fracture, must
now be classified as "walking with assistance." It would be
unfair to use the abnormally high standard of "able to

ambulate" (although that was formerly typical) on a patient
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whose ambulatory status had definitively changed in recent
weeks. If two sources of information disagree, use the

highest applicable code.

LOCATION: Use any source in the medical record. The most likely
sources will be the nursing admission assessment, the physician
admitting history and physical and, if applicable, a nursing home
transfer report. If you use a transfer summary for this purpose,
be sure that it is not actually the patient's discharge summary
from the acute facility. (If it is, the patient's discharge date
for the marker hospitalization is likely to be on it.) If these
sources are not adequate, check for an initial physical therapy
evaluation or a discharge planning note that may refer to the

patient's preadmission level of functioning.
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X. CHEST X-RAYS

59. Count and enter the number of formal chest x-ray reports in the
medical record. (None or no data = 00.) Include formal reports of
chest x-rays taken in any ER (one or more) immediately prior to the
hospitalization. Whether the patient is admitted directly to the
marker hospital from another hospital's ER, or the patient is
admitted from the marker hospital's ER after having been seen in
another hospital's ER, include chest x-rays from the other
hospital's ER in addition to those from the marker hospital. Do
not include formal reports of chest x-rays taken in the MD's office

or in transfer facilities.

60. Indicate whether or not a photocopy was made of the report of the
first chest x-ray taken (on any day) during the admission. Count a
chest x-ray taken in the emergency room as the first. This
includes a chest x-ray taken in an ER of another hospital if the

patient was seen there prior to arrival at the marker hospital.

If you were able to make a photocopy of the report, be sure to
blacken out all identifiable data (patient's, doctors' and
hospitals' names), mark the copy with the patient's study ID

number, and staple it to the back of the abstraction form.

61. If you were unable to photocopy the report, copy the exact
interpretation of the x-ray from the formal report. If there are
no formal chest x-ray reports in the chart, read the physicians'
notes. If you find an MD note describing the results of the first
chest x-ray taken, copy the exact interpretation of the x-ray from
the MD note. Be sure to include the date of the study and source
of the information (e.g., ER physician, admitting history, etc.)
Exclude results of chest x-rays taken prior to admission and ER

arrival (e.g., x-rays taken in a doctor's office).
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Chest X-Rays: First and Last: This calendar summarizes

information about the results of the first and last chest x-rays
taken during the admission. Enter the dates of the first and last
chest x-rays. If only one chest x-ray was taken, leave the date

after "Last x-ray" blank.

Using the list of synonyms provided, code the information

requested.

General Guidelines: Chest x-ray reports are often very complicated

in their description of findings. Also, different radiologists use
slightly different terms. Listed below are some significant words
and phrases that should help you decide which findings can be

ignored and which findings are significant and are to be coded.



I1-87

See
Ignore Important Column(s)
Aorta Air bronchogram X
Atherosclerosis (AS) Alveolar vii, ix
Calcification Atelectasis ix
Chronic obstructive Cardiac silhouette iii
pulmonary disease (COPD) Cardiomegaly iidi
Confluence Congestion iv, vi
Diaphragm Consolidation ix
Emphysema Decompensation v
Fibrosis Density ix
Fissure Distention iv
Hemidiaphragm Edema vi, vii
Mediastinum Effusion viii
Nipple shadow Engorgement iv
Pneumothorax Enlarged iii
Scarring Failure v
Spine Fluid viii
Thorax Haziness ix
Heart iii
Hilar iv
Increase iii, iv
Infiltrate vi, ix
Inflammation X
Inflammatory process X
Interstitial vi
Kerley B lines vi
Opacity ix
Overload iv
Peribronchial vi
Perivascular vi
Pleural viii
Pneumonia X
Pneumonic process X
Pneumonitis X
Prominence iii, iv
Pulmonary vii, ix
Redistribution iv
Vasculature iv
Ventricle iii
Vessels iv
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Equivocal Findings: Sometimes descriptions or impressions in the

chest x-ray report are equivocal. Equivocal synonyms may be of two types:
(a) those indicating that the condition is borderline or minimal, and (b)

those questioning the occurrence of the condition.

Examples are:

(a) Slight, mild, minimal, early, small, borderline.

(b) Questionable, possible, probable, cannot be ruled out, R/O,
may be present, condition A or condition B, cannot be
excluded, suggestive of, condition A versus condition B,
condition A and/or condition B.

Synonyms not considered equivocal:

(a) Definite, consistent with, compatible with, evidence of/for,

representing, indicating, due to, appears to be, seems to be.
(b) Moderate, mild to moderate, severe.

All equivocal findings should be coded as definite findings--except

where an equivocal category is provided (column v, CHF).

Serial X-Rays: When several x-rays are taken in succession, reference

will often be made to findings of previous x-rays. In serial chest
x-rays, use the following guidelines to determine if a condition is

still present.

(a) In general, evaluate each chest x-ray independently. If a
chest x-ray finding on one report (e.g., no evidence of CHF)
conflicts with a finding on a following report (e.g., CHF seen
on last study appears to be improved), do not be concerned.

Code each x-ray individually, and do not go back and change
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coded results of previous x-rays based on subsequent reports.

(b) The condition is considered no longer present if it is

described as resolved, cleared, or disappeared.

(c) The condition is considered to be still present if it is
described as decreased, lessened, improved, less evidence for,

resolving, or clearing.

(d) If an x-ray report states ONLY "no change from previous
x-ray," then code the x-ray exactly the same as the previous
x-ray. If some new findings are given in addition to some
listed as "no change," then code the specified findings only

and do not refer to the previous x-ray.

Multiple Findings: If findings from two or more columns are given,

record all of them. For example, if "interstitial edema consistent with

pulmonary edema" is stated, circle code "1"

in both columns (vi) and (vii).
If findings from two or more columns are given as possibilities, record
all of them. For example, "alveolar infiltrate or edema" should be

recorded in both ceclumns (vii) and (ix).

Specific Column Guidelines

Congestive heart failure (column v): Assign code "1" for definite
CHF (see definite examples described earlier). Assign code "2" for
equivocal CHF (see equivocal examples described earlier). Remember to
include cor pulmonale as CHF.

Pulmonary/alveolar edema (column vii): Perihilar edema = pulmonary
edema.

Pleural effusion (column viii): Fluid in the fissures = pleural

effusion.
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Pulmonary/alveolar infiltrate (column ix): If two findings are
present (e.g., pulmonary infiltrate and opacity), give priority to the
lowest code (code "1" = pulmonary infiltrate). Perihilar infiltrate =
pulmonary infiltrate. Penumonic infiltrate = pulmonary/alveolar
infiltrate.

Bilateral versus unilateral findings (column xi): If you circle
code "1" or "2" in column (ix) or code "1" in column (x), circle the
appropriate code in column (xi) to indicate if any condition in column
(ix) or (x) was bilateral, unilateral or unspecified. Always give
priority to code "1" if any one condition is bilateral and the other(s)
is(are) unilateral. A condition is bilateral if it occurs in any right

'ggg any left lobe or in lung bases or lungs.
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EKGS

Count and enter the number of formal EKG reports in the medical
record. (None or no data = 00.) Include formal reports of EKGs
taken in any ER (one or more) immediately prior to the
hospitalization. Whether the patient is admitted directly to the
marker hospital from another hospital's ER, or the patient is
admitted from the marker hospital's ER after having been seen in
another hospital's ER, include EKGs from the other hospital's ER in
addition to those from the marker hospital. Do not include formal
reports of EKGs taken in the MD's office or in transfer facilities.
Do not count EKGs performed in conjunction with exercise treadmill
tests (ETT). Do include handwritten notes found in formal EKG

reports.

Indicate whether or not photocopies were made of the report of the
first EKG taken on‘any day during the admission. Count an EKG
taken in the emergency room as the first. This includes an EKG
taken in an ER of another hospital if the patient was seen there

prior to arrival at the marker hospital.

If you were able to make photocopies of the report, be sure to
blacken out all identifiable data, mark the copy with patient's ID,

and staple it to the back of the abstraction form.

If you were unable to photocopy the report, copy the exact
interpretation of the EKG from the formal report. If you can find
no formal reports of EKGs in the chart, read the physician's notes.
If you find an MD note describing the results of an EKG, copy the
exact interpretation of the EKG from the MD notes. Be sure to
include the date of the EKG and source of information (e.g., ER
physician, admitting history, etc.). Be sure not to include
results of EKGs taken prior to admission and ER arrival (e.g., EKGs

taken in a doctor's office).
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First EKG: This calendar summarizes information about the results
of the first EKG taken on any day during the admission. Include
EKGs taken in the ER. Enter the date in column (i). Using the

list of synonyms provided, code the information requested.

General Guidelines: Unless otherwise specified, give priority to

the lowest number in each column. For example, if a patient had

PVCs and a run of V-tach, circle code "1" in column (iii).

Equivocal Findings: Examples are: borderline, questionable,

possible, probable, cannot be ruled out, rule out (R/0), may be
present, cannot be excluded, suggestive of, finding A versus
finding B, finding A and/or finding B. Code equivocal findings as

definite findings.

Dual Findings: If two or more findings are given within a column,

always circle the lowest code (e.g., sinus bradycardia and 1° Av
block should be coded "5").
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Specific Column Guidelines:

Atrial fib/flutter (column iii): Code "1" should be circled
only if the term atrial fibrillation (A fib) or atrial flutter

(A flutter) is specifically mentioned.

Heart block/rhythm (column iv): Only the terms listed on the
synonyms page provided should be coded (e.g., exclude hemiblock,

intra-ventricular block).

Ventricular ectopy (column v): Code "1" should be circled only
if the term ventricular tachycardia is mentioned specifically
(e.g., supra-ventricular tachycardia or rapid ventricular
response of atrial origin should not be considered V-tach).
"Bigeminal PNCs'" (premature nodal contractions) are PACs, not
PVCs.

Left ventricular hypertrophy (column vi): Use code "1"

only if
left ventricular hypertrophy (LVH) or left ventricular

enlargement is cited in the EKG.

MI (column vii): Circle code "1" if the EKG mentions an MI of
any age. The only acceptable synonym for myocardial

infarction is "myocardial injury."” Do not include

myocardial ischemia or ST changes. Include all MIs whether they
are labeled definite or equivocal (see equivocal examples

mentioned earlier), new or old.
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67.

68.

69.

70.

I11-96
CT/MRI/NMR SCANS OF HEAD/BRAIN

Count and enter the number of formal reports of CT/NMR/MRI/CAT
(computerized axial tomography) scans of the head/brain in the
medical record. (None or no data = 0.) Include formal reports of
scans taken in any ER (one or more) immediately prior to the
hospitalization. Whether the patient is admitted directly to the
marker hospital from another hospital's ER, or the patient is
admitted from the marker hospital's ER after having been seen in
another hospital's ER, include scans from the other hospital's ER
in addition to those from the marker hospital. Do not include
formal reports of scans taken in the MD's office or in transfer

facilities.

Indicate whether or not photocopies were made of the reports of the
first and last scans taken (on any day) during the admission. If
you were able to make a photocopy of the reports, be sure to
blacken out all identifiable data (patient's, doctors' and
hospitals' names), mark the copy with the patient's study ID

number, and staple it to the back of the abstraction form.

If you were unable to photocopy the reports, copy the exact
interpretation of the scans from the formal reports. If there are
no formal reports of head/brain scans in the chart, read the
physicians' notes. If you find an MD note describing the results
of the first and last scans taken, copy the exact interpretation of
the scans from the MD notes. Be sure to include the date of the
study and source of the information (e.g., ER physician, admitting

history, etc.).

First and Last CT, NMR or MRI Scans: This calendar summarizes

information about the results of the first and last CT/NMR/MRI/CAT
scans of the head/brain taken during the admission. Enter the

dates of the first and last scans. If only one brain scan was
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performed, leave the date after "Last scan" blank. Using the list
of synonyms provided, code the information requested. If there are
no formal CT/NMR/MRI reports, base your answer to Q70 on the
results described in MD notes for the first and last scans. For

columns v and vii, delete "without contrast."
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SYNONYMS FOR CT/NMR/MRI SCANS (Q70)

iii) CONTRAST
Contrast/infusion/enhancement

1 = WITH AND WITHOUT: Pre and post injection

iv) INCREASED ICP

1 = YES: Increased intracranial pressure (ICP); mass effect;
midline shift

v) INFARCT

1 INFARCT: Unspecified infarction, nonhemorrhagic/white infarct

L1}

LOW DENSITY WITHOUT CONTRAST: Low/hypo/diminished density or
attenuation without contrast

2

vi) HEMORRHAGE

1 HEMORRHAGE: Bleed/bleeding, red infarct

9
<

HIGH DENSITY WITHOUT CONTRAST: High density or attenuation without
contrast -

NOTE: SEE GUIDELINES FOR FURTHER EXPLANATION
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XIHl. SPECIAL TESTS AND PROCEDURES

71.

Indicate whether or not any of the following procedures were
performed during the admission. Documentation of the performance
and/or results of these tests/procedures may be in MD notes, x-ray
or laboratory reports and/or on their own test/procedure reports.
Look carefully through the medical record for documentation. If
you find evidence that a procedure was performed, enter in column
(b) the date that the procedure was first performed. The following

definitions and synonyms may be helpful.

i) Ventilation/perfusion scan (V/Q scan): This radiologic

procedure is used to evaluate suspected pulmonary emboli.
This procedure can be performed in x-ray or nuclear
medicine. In the perfusion portion of the scan,
radioactively labeled albumin macroaggregates are injected
into the circulation. The aggregates are larger than the
pulmonary capillaries and "get caught" thereby producing a
picture of lung perfusion. In the ventilation portion of
the scan, the patient inhales a radioactive gas. The
perfusion and ventilation pictures are compared. If the

pictures match, a pulmonary embolus is considered unlikely.

ii) Pulmonary angiogram: This procedure is considered definitive

for the diagnosis of pulmonary emboli. It involves the
injection of a radio- opaque dye into the venous system or,
by catheter, into the right heart chambers or pulmonary

artery.

iii) Coronary angiography arteriography: With or without left

ventricular arteriography (left heart catheterization): A
catheter is inserted from a peripheral artery all the way to

the origin of the coronary (heart) arteries, and "dye"
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(contrast medium) i: injected into the arteries in order to
measure freedom of f.ow and degree of obstruction of these
vessels. Note: 1In 1:ft ventricular angiography, contrast
medium is injected intc the left ventricular chamber to show
its size and motion, anc to show the proportion of blood

ejected from the heart with each beat.

Carotid angiography: Carotid/cerebral/aortic arch

angiography is a procedure whereby the arteries that supply
the brain are visualized by injecting dye and x-raying the
head and neck to see its distribution in the cerebral
arteries. Digital subtraction angiography (DSA) gives
information that is nearly identical to that of cerebral
angiography. It is less invasive and requires the injection
of less dye. Remember to code a brain scan involving

perfusion as cerebral perfusion imaging (item iv) and not as

a CT scan.

Carotid ultrasound: Ultrasound is a noninvasive technique

of using sound waves to reconstruct a cruss-sectional view
of the artery. Doppler studies look at how fast blood flows
through the carotid arteries. A Duplex scan is an
ultrasound scan and a Doppler combined. Spectral analysis

is the same as a Doppler.

0PG/0DN/OPPG: All three tests study the blood supply of the
eye in order to estimate how good carotid blood flow i:s.
Oculoplethysmography (OPG) is a noninvasive test that
measures return of pulsatile blood flow to the eyes after
flow has temporarily been interrupted. It is an indirect
measure of stenosis or occlusion of the internal carotid
artery. Ophthalmodynanometry (ODN) is a noninvasive
technique that permits an estimate of central retinal artery

pressure. The retina is observed through an ophthalmoscope
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and the globe of the eye is compressed externally with a

measured amount of pressure.

Electroencephalogram (EEG): This procedure is a recording

of the electrical activity of the brain. The frequency,
amplitude, and shape of the wave forms are noted. The EEG
may be abnormal in the following conditionms: epilepsy,
space- occupying lesions (such as brain tumors, abscess,
subdural hematoma), cerebrovascular disease, and impaired

consciousness.

Lumbar puncture (LP): This procedure is performed to obtain

a sample of cerebrospinal fluid (CSF) for analysis of
glucose/protein concentrations, CBC, bacteriology, and other
tests and to measure CSF pressure. A needle is inserted
into the subarachnoid space in the lumbar region of the

spinal cord.

Echocardiogram (Echo): A radar image of the heart, its

valves and its chambers is obtained by this noninvasive
test. Synonyms: Echo, cardiac ultrasound, 2-dimensional
echocardiogram, 2-D-Echo, M-mode Echo, time-motion

echocardiography, Doppler echocardiography.

Holter monitoring: This procedure is used to record the

extent and frequency of arrhythmias experienced by a patient
performing daily activities. The Holter monitor records the
electrocardiogram on magnetic tape over a 24-hour period.
The patient is asked to keep a record of symptoms

experienced during the same period.

Coronarv artery bypass graft surgery (CABG, CABS): Surgical

process by which myocardial revascularization is

accomplished by grafting a segment of a vein or artery (from
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another part of the body) between the aortic root and the
coronary artery at a point distal to the obstruction or

stenosis.

Carotid endarterectomy: This surgical procedure is

performed when a patient has a TIA or CVA and the signs and
symptoms are associated with a carotid artery that is
severely occluded or has an ulcerated plaque. The procedure

is usually not performed for an asymptomatic lesion.

Brain surgery: Includes the use of burr holes or craniotomy

to evacuate a hematoma (epidural or subdural), craniotomy to
excise a brain tumor (e.g., glioblastoma ﬁultiforme,
astrocytoma, ependymoma, oligodendroglioma, meningioma,
acoustic or cerebellopontine angle tumor, hemangioma,
hemangioblastoma, pituitary adenoma), and CSF shunt to
relieve hydrocephalus (e.g., ventriculo-peritoheal,

ventriculo-atrial, lumbar-peritoneal, ventriculo-cisternal).

Other surgery: Circle code "1" if the patient had any

surgery (other than coronary artery bypass surgery, carotid
endarterectomy or brain surgery) during the admission.
Write in the exact words from the medical record naming the

surgery performed.
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XIV. LABORATORY

This section summarizes the patient's results for various
laboratory studies performed during the hospitalization. Base all
answers to questions in Section XIV on: Laboratory results (individual
slips or computerized summaries) unless otherwise specified.

Include formal lab reports taken in any ER (one or more)
immediately prior to the hospitalization. Whether the patient is
admitted directly to the marker hospital from another hospital's ER, or
the patient is admitted from the marker hospital's ER after having been
seen in another hospital's ER, include lab reports from the other
hospital's ER in addition to those from the marker hospital. Do not
include formal lab reports taken in the MD's office or in transfer
facilities.

If there are no formal laboratory reports in the record for any of
the tests requested, look at MD notes on day 1 and day 2 (including the
ER reports) and the admission transfer summary and record all the
requested lab values. ’

1f verification of a "panic" or very abnormal value (e.g., K = 1.6)
is noted on the lab slip (e.g., K value verified), document this in the
margin of the abstraction form so that the Overreader knows that this is
not a coding error.

If the patient is admitted through the ER, and the ER exam and
initial labs are done in the late evening on the day prior to the day of

admission, use the actual date in hematology and chemistry questions.

72. Admission Laboratory Data: Give the values of the specified

laboratory tests from results of tests taken in the ER or on day 1

or 2 of the admission.
i) SGOT = AST
ii) total bilirubin = total BR, total bili

iii) albumin: do not confuse with total protein
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74.

75.

76.
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First ESR: Enter the value of the first (on any day) ESR
(erythrocyte sedimentation rate, sed rate, Westergren or Wintrobe
sed rate) taken during the admission. This will usually be found

at or near the bottom of hematology lab slip reports.

Coagulation Tests: Circle code "1" if a PT (prothrombin time, pro

time) or a PTT (partial thromboplastin time) was ever performed
during the admission. The PTT is usually used to monitor heparin

therapy and the PT is usually used to monitor coumarin therapy.

Chemistry Lab Data: Give the dates and laboratory results for all
specified chemistry tests (sodium, potassium, BUN, creatinine and
venous bicarbonate) performed during the entire harker
hospitalization. Values do not need to be entered chronologically.
If there are more than 40 results for any specific test, be sure
that you have included the results of the last tests taken prior to
discharge. Delete the results of tests on other days if necessary

to include the results of the last tests.

Enter results at the decimal level indicated for each test. Round
the results if necessary. Be sure the results you enter are serum

values (from blood) and not from some other source such as urine.

i) Sodium = Na
ii) Potassium = K
iii) BUN = blood urea nitrogen, urea nitrogen
iv) Creatinine = creat., Cr
v) Venous bicarbonate = bicarbonate, bicarb, HC03, CO3, COZ'

Do not confuse with pCO, or HCO3 (calculated) found in

2
arterial blood gas (ABG) reports.

Hematology Lab Data: Give the dates and laboratory results for all

specified hematologic tests (white blood count, hematocrit or

hemoglobin) performed during the entire marker hospitalization.
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Values do not need to be entered chronologically. If there are
more than 40 results for any specific test, be sure that you have
included the results of the last tests taken prior to discharge.
Delete the results of tests on other days if necessary to include
the results of the last test. (Hemoglobin values need not be

entered when there is a hematocrit value given.)

Enter the results at the decimal level indicated for each test.

Round the result, if necessary.

i) White blood cell count = WBC. Enter in units of 1000. For
example, a WBC of 11,500 would be entered as 11.5. If the
WBC count is 100,000 or more, code as 99.6.

HCT, PCV.

jii) Hemoglobin = Hgb, Hg. If you have entered a value for

ii) Hematocrit

hematocrit, you need not report the hemoglobin.

Cardiac Enzymes: Enter the dates for all total CK (CPK) tests

performed during the hospitalization. Based on laboratory reports,
give the value of each CK (CPK) total reported. When giving credit
for the performance of cardiac enzymes, be sure to use the date the
enzymes were drawn rather than the date the results were reported
(as the two dates may differ). Also be sure to give the highest
normal value (HNV) for the CK (CPK) total for the laboratory that
performed the analysis in the space provided. Code "999" if the
HNV is not available. If CPK values are reported by different
laboratories and the ranges of values differ between laboratories,
for each CPK-total test, record the patient's value and document
the HNV in the right margin. If any of the tests exceeds its HNV,
the lowest HNV should be placed in the box. If none exceeds its
HNV, the highest HNV should be placed in the box. If there are
more than 10 results, give the first nine and include the results

of the last CK (CPK) total prior to discharge.
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First and Last ABG Tests Results: Using lab slips or MD notes,

enter in (a) the values of the first ABG tests taken on day 1 or 2
of the admission. Include any tests done in the emergency room.

If the first ABG on day 1 or 2 is taken during an arrest, it should
be included. Using lab slips, enter in (b) the values of the last
ABG tests taken prior to discharge. Enter the values at the
decimal level indicated. Round results when necessary. If no ABG
was taken on day 1 or 2, leave Q78a blank. If the first ABG on day
1 or 2 was also the last before discharge, leave column (b) blank.

Exclude ABGs identified as "mixed-venous' samples.
i) Date: Give the date the ABGs were drawn.

ii) FIOZ: Give the percent oxygen (02) the patient was
receiving. This information should be on the laboratory
results slip. Convert decimal values to percent (e.g., 0.21

= 21%). Code the FIO_, value as follows:

2

USE OF OXYGEN FIO2
On room air (RA).....civiiinienrnnnns 021
On nasal cannula or prongs, or if

02 at 1.0-6.0 liters/minute......... 028
Oxygen at 7-10 liters/minute by mask..045
Oxygen by mask................ouuienn Specified %02
Ventilator.......couiiiirinnaneenannns Specified %02
No data......coeneinnniininnnnnnnnn e 999

If a partial or 100% rebreather is used during an
ABG measurement, code FIO2 as 100.

iii) pO2 (PAOZ, Pa02): Give the pO2 result to one decimal place.

iv) Arterial pH: Give the arterial pH result to one decimal

place.
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v) pCO2 (PACOZ, PaCOz): Give the pCO2 result to one decimal

place.

Again, be sure that values you record are arterial blood gas
results and not results from some other (e.g., venous blood) source.
Ignore tests where the lab report indicates that the results are from
mixed venous blood. Be sure to enter the proper values. Always ignore
the results labeled HCO3 (calculated), BE, SBE, OZSAT, SAOZ, TCOZ,

CO2 Ct, % COZHb, % OZHb.

Tot.COz,
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XV. MANAGEMENT OF SUSPECTED INFECTION

79. First Episode of Suspected Infection: Indicate if on day 2 or

later of the hospitalization the patient had a temperature of

greater than 101°F or 38.3°C.
LOCATION: Vital sign graphic records and flow sheets.

79a. If YES to Q79, give the date of the first elevated temperature on

day 2 or later.

79b. If YES to Q79, note if a chest x-ray was performed on the day

before, the day of, or the day after the first abnormal temperature

on day 2 or later.

LOCATION: Chest x-ray reports, MD notes for day 1 and 2.
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ADMISSION/DISCHARGE STATUS

Preadmission Residence: Indicate where the patient was living

immediately prior to admission.

LOCATION: Use any source of information in the medical record to
answer this question. Most likely sources are the admitting
history and physical, nurses' admission assessment, transfer
summary, discharge planning or social worker notes. The admitting
face sheet may also help distinguish if the patient was alone or
with others. TFor example, if a patient's next of kin or person to
notify in an emergency has the same address as the patient, you can

assume that person lives with the patient.

Discharge Status: Indicate whether the patient was discharged

alive or dead. Indicate if the patient was discharged "against
medical advice" (AMA). If this is the case, there will usually be
a patient's signed statement to that effect on the chart and a
physician's note stating that the patient left AMA. Also use code
"2" if the patient was transferred to another medical facility

against the advice of his/her physicianms.
LOCATION: Physician notes.

Discharge Destination: Indicate where patient went upon discharge.

Circle code "1" only if the word "home' is explicitly used in the
chart as the discharge destination. Do not assume that home is
where the patient is going if no specific destination is used, but
circle code "99" for no data. You can, however, assume that a
patient was discharged to home if the discharge orders include
planned use of the Visiting Nurse Association (VNA) or Meals on
Wheels. If you do not understand the type of facility to which the

patient was discharged from the discharge order (e.g., "patient
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discharged to Medicenter"), check for a social work or discharge
planning note that might explain the patient's circumstances and

type of discharge facility obtained for the patient.

If the patient is discharged to a chronic rehabilitation facility,

" "

circle 6 If the patient is discharged to an acute

rehabilitation unit within the same hospital, circle "8" and

document under "other, specify...."

If the patient is treated in acute care and then is sent for acute

rehabilitation, code as follows:

(a) Post-DRG: If there is a paper discharge between the acute
care and the acute rehabilitation portions of the

hospitalization,
(1) The discharge date should be the date of transfer, and

(2) The discharge disposition should be coded as "8" and

specify "acute rehabilitation."

(b) Pre-DRG: If there is no discharge between the acute care and

the acute rehabilitation portions,

(1) The discharge date should be the date of discharge from

acute rehabilitation.

LOCATION: There may occasionally be some conflict in the notes in
the chart regarding the type of facility to which the patient was
discharged. As a general rule, check the following sources of
information in the order listed. Use the information from the
"highest" (lowest number) listed source. (1) Physician order.
(2) Social Worker/discharge planning note. (35 Physician

progress note. (&) Nurse's note. (5) Any other source.
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Post Discharge Services: If the patient was discharged to home,

indicate if plans were made to provide the patient with any of the
specified services. Include as plans to provide the service an MD
order for the service or an MD or ancillary personnel note planning

the service or its referral.

LOCATION: Use any source in the medical record. Particularly
helpful sources include: MD orders and progress notes, discharge

planning notes, and nursing transfer/discharge summaries.
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84.
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COMPLETENESS CHECK

Completeness Check: Indicate if any of the parts of the medical

record listed were partially or totally missing. If the medical
record is on microfiche and the labs are copied so that the values

are partially or totally obliterated, be sure to indicate that labs

are partially or totally missing.
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