Outcome Measure

	Measure
	Statistic
	Definition
	Data Collection
	Goals
	  Inclusions Exclusions

	O1.  Percent of     long-stay residents who are reported to have moderate to severe pain during the 7-day assessment period   as reported on Nursing Home Compare

(This measure will be given to you on a quarterly basis)
	N: Number of     long-stay residents with at least one episode of moderate pain (J2a=2 and J2b=2) or excruciating pain at any frequency (J2b=3) in the past seven days   

D: All residents with a valid target assessment except those with exclusions
	This measure can be tracked on NH Compare and is updated quarterly.  Progress may also be monitored via the facility’s QI/QM reports.

Risk Adjustment:

1. Independence or modified independence in daily decision making on prior MDS B4=0 or 1
	MDS
	4%
	Exclusions:

1.Admission assessment (AA8a=01)

2. Missing or inconsistent data for pain (J2a or J2b)

 


Process Measures

	      Measure
	    Statistic
	Definition
	Data Collection
	Goals
	 Inclusions Exclusions

	P1.  Percent of residents that are screened for pain within 24 hours of admission.

NHIFT 1
	N: Number of admissions screened for pain within 24 hours of admission 

D: Number of admissions in the last month
	· Admissions include residents who are readmitted to the facility.

· Documentation that the resident was screened for pain within 24 hours of admission.

· Screening for pain is defined as asking questions to determine if a resident may or may not need further evaluation regarding the problem of pain. If the screening is positive, it should trigger a comprehensive evaluation of the resident’s pain problem

· If the pain screen is negative, the facility should conduct periodic prescreening. A pain screen should be repeated on an as needed basis when the resident complaints of pain or appears to be in discomfort. 

· Residents not able to communicate should be screened for pain by assessing nonverbal cues such as facial grimaces, moaning, etc
	· Interdisciplinary 

    progress notes

· Nursing admission

assessment

· Nursing notes

· Plan of care

· Physician 

    progress notes

 notes


	100%
	Inclusions:

· Ache

· Cramp

· Discomfort

· Hurts

· Pain 

· Sore



	P2. Percent of admissions that screen positive for pain that had a pain assessment completed within 24 hours of admission 

NHIFT 2 NHIFT 3
	N: Number of 

admissions who screen positive for pain that had a pain assessment completed within 24 hours of admission

D: Number of admissions who screen positive for pain within 24 hours of admission in the past month
	Pain Assessment must include:

1. Documentation of what improves (relieves) pain (past or present)
Examples:

· Heating pad relieves muscle cramping

· Resident states he is feeling more

          comfortable now on Duragesic patch

· Good pain relief with Advil PRN

2. Documentation of what worsens (increases) pain (past or present)

Examples: 

· Has triggered by loud noises

· Tens not effective at decreasing

          abdominal discomfort

· Hip pain with ambulation

3. Effects of medication (past or present) documented 

Examples:

· Good knee pain relief with Advil PRN

· Naprosyn not managing arthritis pain well

· History of gastric ulcer due to NSAIDS

· Constipation secondary to MS Contin

4. Effects of pain on activities of daily living, sleep, and mood documented.  Examples:

· Does not participate in grooming activities due to arthritic joint pain

· Restless sleeper r/t night time leg cramps

5. Frequency of pain documented

Examples:

· Constant aching

· Intermittent cramping which occurs mostly at night

6 – Intensity of pain documented 
     Examples: 

· Dull ache 

· Pain is reported as 7/10 

7 – Location of pain documented 
Examples: 

· Right hip pain 

· Generalized muscle soreness

Notes: 

• The various pain assessment components (options 1-7) may be documented both individually and collectively during the 24 hours following admission. Select all components that have been documented. 

· • A pain assessment is done once a positive pain screen is identified. The pain assessment is a detailed pain history, including an assessment of pain intensity, frequency, location, and characteristics such as how it is relieved and what makes it worse. A full pain assessment should also evaluate the impact of the resident’s pain on his ADLs and mood.
	• Interdisciplinary

  progress notes 

• Nursing admission assessment 

• Nursing notes 

• Plan of Care 

• Physician
  progress notes
• Physical / Occupational

  therapy notes


	100%
	Pain Inclusions:

· Ache

· Cramp

· Discomfort

· Hurts

· Pain 

· Sore



	P3.  Percent of admissions that screen positive for pain that had a Plan of Care put into place to address pain within 48 hours of admission

NHIFT 4


	N: Number of admissions that screen positive for pain that had a Plan of Care put into place to address pain within 48 hours of admission

D: Number of admissions who screen positive for pain within 24 hours of admission in the past month
	Note: 

Pain Plan of Care: Because this question refers to the 48 hours after admission, the pain plan of care may be either a generic interim plan of care or an individualized plan of care. The individualized plan of care should be implemented 14 days after the MDS admission assessment, but might not be included in the chart until 21 days after it is written. 


	· Interdisciplinary 

    progress notes 

•   Nursing notes 

•   Plan of Care

	100%
	

	P4. Percent of admissions that screen positive for pain that have non-drug therapies included in their pain plan of care  

NHIFT 5


	N.  Number of admissions that screen positive for pain that have non-drug therapies included in their pain plan of care 

D.  Number of admissions that screen positive for pain within 24 hours of admission in the past month
	Non-drug therapies could include: 

1.  Alternative medicine  
 •  Aromatherapy

 •  Herbal/ Homeopathic 

 •  Reiki 

2. Cutaneous stimulation/Relaxation 

• Acupuncture 
• Deep breathing 

• Massage therapy 

• Meditation 

• Neurostimulation 

• Prayer 

• Pressure vibration 

• Reassuring touch 

• Shower 

• Superficial heat or cold 

• Transcutaneous electrical 

  stimulation (TENS) 

• Whirlpool bath 

3.  Psycho/Social 

• Biofeedback 

• Cognitive/behavioral therapy 

• Counseling (spiritual or

  psychological) 

• Distraction (music, art, etc.) 

• Diversional 

• Hypnosis 

• Peer support 

4.  Therapy-related • Cold treatment 

• Chiropractic 

• Exercise 

• Heat treatment 

• Occupational therapy 

• Physical therapy 

• Positional 

5.  Unspecified non-drug therapies 
• Other non-medication pain relief interventions, not specified in options 1-4, are included in the resident’s pain plan of care within 48 hours of admission

Notes: 

Plan of Care documentation must specifically link the goal of pain relief to non-medication intervention(s). Do not make inferences that an activity (e.g., music, shower) is being used for pain management when this is not specifically documented as such
	· Continuity of Care Form 

· Hospital Transfer Form

· Interdisciplinary

       progress notes

· Nursing notes 

· Physician orders

· Plan of Care
	100%
	

	P5.  Percent of admissions that screen positive for pain that have an order for pain medication, within 24 hours of pain identification 

Pain Medications: 

• Acetaminophen 

• NSAIDs 

• Cox-inhibitors 

• Opioid narcotics 

• Non-opioid 

  narcotics 

NHIFT 6


	N. Number of admissions that screen positive for pain that have an order for pain medication within 24 hours of pain identification  

D. Number of admissions that screen positive for pain within 24 hours of admission in the past month
	Documentation of medication order for pain within 24 hours of pain identification:

1 Regularly scheduled pain medication and PRN medication for breakthrough pain 
Resident has BOTH a regularly scheduled pain med and a PRN pain med ordered within 24 hours of the first positive pain screen documented within 24 hours of admission (e.g., “Naprosyn 250 mg PO BID” and “Tylenol 1-2 tabs q 6hrs PRN”). 

2 Regularly scheduled pain medication only 
Regularly scheduled pain med is the only pain med ordered within 24 hours of the first positive pain screen documented within 24 hours of admission (e.g., “Naprosyn 250 mg PO BID”). 

3 PRN medication for breakthrough pain only. 
PRN pain med is the only pain med ordered within 24 hours of the first positive pain screen documented within 24 hours of admission (e.g., “Tylenol 1-2 tabs q 6hrs PRN”) and/or a one-time-only order for pain medication (e.g., “Vicodin 1 tab now”). 

4 No pain medication prescribed 
No pain medications are ordered within 24 hours of the first positive pain screen documented within 24 hours of admission. 
	• Continuity of Care Form 

• Hospital Transfer Form 

• Physician orders 


	100%
	Include pain medications, which were ordered prior to a positive pain screen but are still current during the 24-hour time period following the positive pain screen. 

Exclusions: orders for daily baby aspirin (81mg)

	P6. Percentage of admissions that screen positive for pain that have a diagnosis for the underlying cause of pain within 30 days of admission

NHIFT 7
	N. Number of admissions who screen positive for pain that have a diagnosis for the underlying cause of pain within 30 days of admission

D. Number of admissions who screen positive for pain within 24 hours of admission in the past month
	Documentation within 30 calendar days of admission, identifying an underlying cause for each type of pain identified by pain screen within 24 hours of admission. 

Notes: 

· If the resident has more than one type of pain, such as right hip pain and muscle cramps, you must find documentation of an underlying cause, or diagnosis, for both of these pain types (e.g., “Right hip discomfort as a result of recent fall. Soft tissue injury only” and “Muscle cramping due to early stages of amyotrophic lateral sclerosis”). 

· A diagnosis for the underlying cause of pain must be directly linked to the pain before the abstractor can accept this as a positive finding. The abstractor should not make inferences that a medical condition or diagnosis is the cause of a certain type of pain if this is not explicitly supported in medical record documentation. For example, if the H&P lists a diagnosis of osteoarthritis, and the initial pain screen is positive for knee pain, but the two conditions are never explicitly linked, do not assume that the knee pain is caused by the osteoarthritis. 
	• Continuity of 

  Care Form 

• H & P 

• Hospital Transfer

  Form 

• Interdisciplinary 

  progress notes 

• Nursing 

   admission  

   assessment 

• Nursing notes 

• Plan of Care 

• Physician orders 

• Physician

  progress notes
	100%
	Pain Inclusions:

· Ache

· Cramp

· Discomfort

· Hurts

· Pain

· Sore
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