Summary of AMI and HF Measure Changes – 10/1/07+ Discharges

AMI

1.   All measures:  

· Patients involved in a clinical trial during the hospital stay relevant to AMI will be excluded from all AMI measures.

Change made across all topics in response to Q&As and voiced concerns from the provider community.  “Clinical Trial” data element added.
· Added ICD-9-CM Principal Diagnosis codes 410.x0 (episode of care unspecified) to Population/Sampling.

Code list changed to be consistent with CMS’s risk-adjusted, 30-day AMI mortality measure population.
2.   AMI-5 (Beta Blocker Prescribed at Discharge) and AMI-6 (Beta Blocker at Arrival):  Added hyphenation to terms beta blocker (“beta-blocker”), second degree heart block (“second-degree”), and third degree heart block (“third-degree”) in measure specifications.

Changes made to measure specifications and data element definitions to maintain consistency with language used in ACC/AHA performance measures.

3.   AMI-7 (Median Time to Fibrinolysis), AMI-7a (Fibrinolytic Therapy Received Within 30 Minutes of Hospital Arrival), AMI-8 (Median Time to Primary PCI) and AMI-8a (Primary PCI Received Within 90 Minutes of Hospital Arrival) - “Cardiopulmonary arrest” was added to the list of examples noted in the denominator exclusions:

· Patients who did not receive PCI within 90 minutes and had a reason for delay documented by a physician/APN/PA (e.g., social, religious, initial concern or refusal, cardiopulmonary arrest)  

· Patients who did not receive fibrinolytic therapy within 30 minutes and had a reason for delay documented by a physician/APN/PA (e.g., social, religious, initial concern or refusal, cardiopulmonary arrest)

Change made in response to Q&As and voiced concerns from the provider community.  Revised data element guidelines no longer require that cardiopulmonary arrest be specifically documented as the reason for a delay in PCI/fibrinolysis. Physician/APN/PA documentation that cardiopulmonary arrest occurred within 30/90 minutes automatically counts as a reason for delay in fibrinolysis/PCI.

4.   AMI-T2 (Lipid Lowering Therapy at Discharge):

· The threshold for prescription of lipid-lowering medication was reduced from 130 to 100 mg/dL.  

Change made to maintain consistency with the current ACC/AHA performance measure and guidelines. 

· Denominator exclusion restructured to read “Patients who did not receive lipid-lowering medication and had one or more of the following contraindications/reasons for not prescribing a lipid-lowering medication documented in the medical record: 

· Lipid-lowering medication allergy

· Other reasons documented by a physician/APN/PA for not prescribing a lipid-lowering medication at discharge

Change made to make measure specifications and abstraction more concordant with the core AMI/HF medication measures. Data element guidelines will now allow for collection of lipid-lowering medication allergy documented by someone other than a physician/APN/PA. 

HF

All measures:  Patients involved in a clinical trial during the hospital stay relevant to HF will be excluded from all HF measures.

Change made across all topics in response to Q&As and voiced concerns from the provider community.  “Clinical Trial” data element added.
Summary of AMI and HF Data Element Changes – 10/1/07+ Discharges

	Data Element
	New
	Clarification
	Change

	Adult Smoking History
	√
	
	Significant changes made to shorten and simplify abstraction guidelines in an effort to make abstraction quicker and easier.  Changes include:

· Source list limited to three “Only Acceptable Sources”.  

- ED record

- H&P

- Nursing admission note

Abstractors only need to look through the three designated sources for smoking history information.  Information in any other source should be disregarded.

· New abstractor focus:  If there is documentation anywhere in the Only Acceptable Sources that the patient either currently smokes or is an ex-smoker that quit less than one year prior to hospitalization, select “Yes,” regardless of whether or not there is conflicting documentation.  In all other cases, “No” should be selected.  Documentation of smoking history or history of tobacco use should be disregarded if current smoking status or timeframe that patient quit is not defined (e.g., “20 pk/yr smoking history”, “History of tobacco abuse”).

	All AMI and HF medication prescribed at discharge elements (aspirin, beta-blocker, ACEI, ARB, lipid-lowering)
	
	√


	Current guideline which addresses how to handle cases where a medication is not listed as a discharge medication but there is documentation of a plan to start that medication at some point after discharge is not clear.  Guideline reworded for clarification.  Bottom lines:

· If a medication is listed as a discharge medication, it should be interpreted as such, unless contradictory documentation exists.  

· If a medication is NOT listed as a discharge medication, and there is ONLY documentation of a plan to delay initiation/restarting of the medication for a time period after discharge (e.g., “Start beta blocker as outpatient”), do not regard it as a discharge medication. 

If a plan for a delayed initiation is noted along with a reason for the delay (e.g., “Start beta blocker as outpatient once BP stabilizes”), it will be excluded via the corresponding contraindication data element.

	All AMI and HF medication contraindication data elements

(aspirin, beta-blocker, ACEI, ARB, lipid-lowering )
	√
	
	Medication holds/discontinuations which are clearly labeled or identified as postop/post-procedure WILL count as contraindication or “other reasons” for not prescribing that medication.

	Comfort Measures Only


	
	√
	“Receiving” and “directed treatment while the patient was hospitalized” wordings were lifted out of the definition.  Abstractors should NOT examine documentation, context, etc. and attempt to “validate” or confirm that comfort measures was indeed received during the hospitalization.

	
	√
	
	New abstraction guideline will clearly direct the abstractor to disregard documentation of comfort measures only (palliative care, hospice, etc.) written on the day of discharge in any source other than discharge summary (or when it is referring to care planned after discharge only).

	
	
	√
	Clarification added re counting the following situations as comfort measures only (if documented by physician/APN/PA):

· Recommendation for comfort measures only
· Order for consultation or evaluation by a hospice/palliative care service
· Patient or family request for comfort measures only
· Plan for comfort measures only
· Referral to hospice/palliative care service

	
	√
	
	“Comfort only” and “Hospice” were added to the Inclusion list.

	Contraindication to Beta Blocker on Arrival

AND
Contraindication to Beta Blocker at Discharge
	√
	
	“High grade” heart block added to 2nd/3rd degree heart block Inclusion list.  Bulleted list consolidated. 

	
	√
	
	Abstraction guideline changed to allow for collection of heart block as contraindication when finding of 2nd/3rd degree heart block is noted but it is not specifically referenced as an ECG finding (as long as there is no mention of the presence of pacemaker findings).  E.g., “Second-degree heart block” per ER report.

	Contraindication to Both ACEI and ARB at Discharge
	√
	
	Subaortic stenosis was removed from the Exclusion list and added to the Inclusion list.

	Discharge Instructions Address Medications
	
	√
	Current guideline which addresses how to handle cases where a medication is not listed as a discharge medication but there is documentation of a plan to start that medication at some point after discharge is not clear.  Guideline reworded for clarification.  Bottom lines:

· If a medication is listed as a discharge medication, it should be interpreted as such (i.e., required in the written discharge instructions), unless contradictory documentation exists.  

· If a medication is not listed as a discharge medication, and there is only documentation of a plan to delay initiation/restarting of the medication for a time period after discharge (e.g., “Start atenolol as outpatient”), do not regard it as a discharge medication.

	
	
	√
	Abstraction guidelines added which give additional guidance on how to determine what should be classified as a medication match between the list of discharge medications and the written discharge instructions given to the patient. Medication pairs which are brand/trade name vs. generic name in nature (e.g., Vasotec and enalapril) or which occur between two drugs that have the same generic equivalent should be considered matches. Several examples are given.

E.g., Lopressor vs. metoprolol (match), Lopressor vs. Toprol (mismatch)

	Fibrinolytic Administration  Date

AND

Fibrinolytic Administration Time
	√
	
	Guidelines added by HRP QIOSC which clarify how to abstract a date/time documented in the medical record which is obviously in error and where no other documentation is found that provides this information - Select ‘UTD’.



	First In-Hospital LDL-Cholesterol Value

AND

Pre-Arrival LDL Cholesterol Value
	√
	
	Guidelines added by HRP QIOSC which clarify how to abstract a value documented in the medical record which is obviously in error and where no other documentation is found that provides this information - Select ‘UTD’.

	First PCI Date
	√
	
	Guidelines added by HRP QIOSC which clarify how to abstract a date documented in the medical record which is obviously in error and where no other documentation is found that provides this information - Select ‘UTD’.

	First PCI Time
	
	√
	The allowable PCI time list was restructured to provide clarity for the abstractor …

From:

   1. Time of the first balloon inflation (balloon inflation times and stent times included here)

   2. Time of the first treatment of lesion

To:

   1. Time of the first balloon inflation

   2. Time of the first stent deployment (split out from balloon inflation list)

   3. Time of the first treatment of lesion with another device 

	
	
	√
	The following times were added to the device use list:  Time of aspiration, Time of suction, Time of device pass, and Laser time.

	
	
	√
	Guideline added to clarify that the time of flow should NOT be factored into abstraction of PCI time.

	
	√
	
	Guidelines added by HRP QIOSC which clarify how to abstract a time documented in the medical record which is obviously in error and where no other documentation is found that provides this information - Select ‘UTD’.

	Initial ECG Interpretation
	√
	
	The 3 Exclusion terms … 

· ST-elevation due to early repolarization

· ST-elevation due to left ventricular hypertrophy (LVH)

· ST-elevation due to of normal variant

… were changed to:

· ST-elevation with mention of early repolarization

· ST-elevation with mention of left ventricular hypertrophy (LVH)

· ST-elevation with mention of normal variant
This not only brings the wording into alignment with the exclusions “ST-elevation with mention of pericarditis” and “ST-elevation with mention of Printzmetal/Printzmetal's variant,” but it also lifts the burden that had been on the abstractor (and documentation) to confirm the cause-effect relationship (“due to”).

	
	
	√
	Re the guideline "Cases where ST-elevation is described in terms NOT consistent with ≥ 1 mm/.10mV in two or more leads” and its three Exclusion sub-bullets:  Examples added which clarify that abstractors should not cross-reference findings and interpret combinations of findings - Each set of findings documented by one physician/APN/PA at one given point in time in one source should be treated on it’s own, separately (similar to how other Inclusions/Exclusions are handled in abstraction).

E.g., “Non-specific STE in inferior leads” per consultation report and “ST-elevation in II, III” per physician/APN/PA-signed ECG report – Select “No.” (conflicting documentation) 

	LVF Assessment
	
	√
	Clarification added regarding how to handle cases where an echo is done or attempted but the physician was unable to assess LVSF for some reason (e.g., pt. agitation, obesity, poor view/quality) – select ‘Reason’.  

	Non-Primary PCI
	
	√
	Approach simplified.  Abstraction guidelines added which essentially direct the abstractor to look for a physician/APN/PA-documented description of the PCI which matches up with a descriptor in the Non-Primary inclusion list.  If she finds one, ‘Non-Primary PCI’ = Yes, regardless of what other additional descriptors might be documented.  If she does not find a matching Non-Primary descriptor, ‘Non-Primary PCI’ = No.

	
	√
	
	Descriptors “facilitated,” “rescue,” or “salvage” in relation to PCI will now be disregarded (not considered inclusions for non-primary PCI).

	Reason for Delay in Fibrinolysis

AND

Reason for Delay in PCI
	√
	
	Guidelines no longer require that cardiopulmonary arrest be specifically documented as the reason for a delay in PCI/fibrinolysis. Physician/APN/PA documentation that cardiopulmonary arrest occurred within 30/90 minutes automatically counts as a reason for delay in fibrinolysis/PCI.

	Reason for No Lipid-Lowering Therapy
	√
	
	Data element reformatted to be consistent with style of other medication contraindication data elements.  Guidelines will now allow for collection of lipid-lowering medication allergy documented by someone other than a physician/APN/PA. 
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