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This document is a guide to collect data for the patients identified by CMS as having been inappropriately imaged as measured by CMS Measure OP-15 “Use of Brain Computed Tomography (CT) in the Emergency Department for Atraumatic Headache.”
I. Using the Template
· Ask your hospital quality administrator for a list of patients who were included in CMS-OP 15. They should be able to download a report from QualityNet http://qualitynet.org/ . This data should have a date of service and a HIC code for all patients in 2009 who CMS categorized as having an inappropriate Head CT. The HIC code includes the patients SSN. Either you can look up the visit by SSN or have your hospital use this information to generate a list of ED patient visits with MRNs
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(The Medicare Health Insurance Claim (HIC) number is a patient’s unique identification code on his or her Medicare card. The current system for assigning HIC numbers was adopted in 1990, and follows a proscribed method that eliminates duplication. It is a nine-digit social security number plus a one or two-position suffix identifier.)

· Generate an excel sheet with each visit as a column with the MRN and date of visit as rows

· If you have ≤40 patients in your report, please review all

· If you have >40 patients, please send us the number and we will tell you how many RANDOM charts to review

· You will be given a template Excel file on which to record your data.  It will be specific to your institution and will have space available for the number of patients sent to you by CMS.  Please obtain the emergency department records for these patients (either electronic or paper) using the identification information provided to you by CMS.  In addition, please review radiology requisitions for your institution if they might provide some of the data below, especially regarding indications for imaging.
· Copy your patient MRN and date into the review template and the Second review template (first 20 patients only)

· Complete your primary review of charts AND complete the questions about your site

· If you have more than one site, please complete this process for each site

· Have another qualified individual complete the second review INDEPENDENTLY

· Qualified reviewers = physician, nurse, RA, other healthcare professional who is familiar with your charts and able to interpret all of the variables.

· Clear the MRN and date from the forms

· Send to Jeremiah Schuur at jschuur@partners.org 
II. General Chart Review Rules

· Review the documentation associated with the visit in question. Do not review documentation that may have been available to the provider, e.g. prior medical records. 

· If there are conflicting pieces of information in the chart (e.g. nursing notes, resident notes and attending notes), choose the attending physician’s documentation

· We are asking you to classify these variables as binary “Yes” or “No”. As this is a chart review we understand that the absence of documentation is not confirmation that the patient does not have the condition. But for the purposes of this review, we are looking for potential indications for head CT is, so “No” and “Unknown” can both be classified as “No”.

III. Analyzing Charts / Filling out the Template
1. Hospital Identifier and Patient Unique Identifier: Please choose a three to four letter identifier for your hospital.  The patient unique identifiers correspond with the list from CMS.  If you have additional patients to review, you can copy and paste the columns out to the right
2. Date of visit and Patient Medical Record Number: These are for internal use only to facilitate record gathering.  Please remove prior to sending to BWH to preserve anonymity and confirm that you have done so in the e-mail sent with the data.  The data collection form will not be accessed until verification of removal of these data is received.
3. Day of Week: This is the day of week of the ED visit and should be chosen from the drop down menu.

4. Arrival Time (military): This is the arrival time for the ED visit and should be entered hh:mm using a 24-hour clock (e.g. 1 p.m. = 13:00)
5. Age: Should be entered as a whole number between 1 and 120.  If the patient is less than 1 year of age, enter 1.
6. Gender: Choose from the drop down menu

7. Chief Complaint: Enter the free text chief complaint as noted on the triage chart or ED physician record.  If there is discordance, choose the physician record.
8. New type of headache: Choose 
· “Yes” if the headache is reported as different from those previously experienced by the patient or if the patient has no prior history of headaches
· “No” If it is reported to be similar, or not different 

· “Unknown” if the chart does not mention its similarity or difference
9. Any Trauma: Choose 
· “Yes” if the ED visit is associated with trauma.
· “No” if no history of trauma is documented
· within 24 hours: choose 
· “Yes” if the trauma occurred within 24 hours.
· “No” if time of trauma is >24hrs or is not documented
· head trauma: choose 

·  “Yes” here if head trauma (e.g. above the clavicles) is noted in the HPI, PMH or PE.
·  “No” if there was no documentation of head trauma
10. Thunderclap / Complicated: Choose 
· “Yes” if the headache is described as being a thunderclap headache, (e.g. one that was either sudden in or maximal at onset) or a complicated headache, defined as one that is “refractory, intractable, or incorrigible.” 
· “No” if this headache is not documented to have been thunderclap or complicated

11. Dizziness: Choose 
· “Yes” if the patient is described as experiencing dizziness.
· “No” If dizziness is not mentioned.
12. Parasthesia: Choose 
· “Yes” if the patient is described as experiencing parasthesia; examples include numbness or tingling in extremities or face.  
· “No” if paresthesias are not mentioned. 
13. Lack of coordination: Choose 
· “Yes” if the patient is described as experiencing a lack of coordination, including gait disturbance

· “No” if lack of coordination is not mentioned
14. HIV+: Choose 
· “Yes” if there is evidence in the chart of the patient being HIV+.  This can be noted in the PMH, the HPI, or by the fact that the patient is on HAART. 
· “No” if there is no mention of the patient’s HIV status
15. Pregnant: Choose 
· “Yes” if there is evidence in the chart of the patient being pregnant.  This can be noted in the PMH, the HPI, by the fact that the patient is on prenatal vitamins, in the physical exam, or from pregnancy testing. 
· “No” if there is no documentation of pregnancy
16. Tumor/mass/cancer: Choose 
· “Yes” if there is evidence in the chart of the patient having cancer.  This can be noted in the PMH, the HPI, or by the fact that the patient is on radiation or chemotherapy. 
· “No” if there is no documentation of cancer history
17. Hydrocephalus: Choose 
· “Yes” if there is evidence in the chart of the patient having hydrocephalus.  This can be noted in the PMH, the HPI, the PSH, or on the physical exam with a noted shunt. 
· “No” if there is no documentation of hydrocephalus
18. Neurosurgical Intervention: Choose 
· “Yes” if there is evidence in the chart of the patient having had a neurosurgical intervention (intracranial surgery, meaning above the neck – not spinal surgery).  This can be noted in the PMH, the HPI, the PSH, or on the physical exam
· “No” if there is no documentation of neurosurgical intervention
19. Anticoagulants: Choose 
· “Yes” if there is evidence in the chart of the patient having been on anticoagulants.  This can be noted in the HPI or the medication list.

· “No” if there is no documentation of neurosurgical intervention
· If yes, specify: Choose from the list of anticoagulants.  If the patient is on more than one anticoagulant, choose additional medications (maximum of three)
· Aspirin

· warfarin (Coumadin)

· Heparin/LMWH

· clopidogrel (Plavix)

· Other
20. Altered Mental Status: Choose 
· “Yes” if there is evidence in the chart of the patient having had altered mental status.  This can be noted in the HPI or the physical examination.  Altered mental status is defined as any state of awareness that differs from the normal awareness of a fully conscious person.
· “No” if there is no documentation of altered mental status
21. GCS<15: Choose 
· “Yes” if there is evidence in the chart of the patient having had a Glasgow Coma Scale less than 15.  This can be noted in the HPI or the physical examination.  
· “No” if there is no documentation of a Glasgow coma score <15
22. Focal Neurologic Deficit: Choose 
· “Yes” if there is evidence in the chart of the patient having had any focal neurologic deficit.  This can be noted in the HPI or the physical examination.  Include patients with a transient neurological event that was associated with their reason for ED visit.
· “No” if there is no documentation of a focal neurological deficit
23. Type of Head CT: Choose between a “Non-Contrast CT”, a “CT-Angiogram”, and a “CT + CTA”.
24. Head CT ordered during ED visit: Choose
· “Yes” if the head CT was ordered during the ED visit (even if ordered by a non-EM provider)
· “No” if there was no head CT ordered or if the head CT was ordered after the ED visit
25. Lumbar Puncture: Choose 
· “LP performed” if there is evidence in the chart of a lumbar puncture having been performed, even if unsuccessful.  This can be in the physician record, the nurses notes, or a separate procedure note
· “Patient refused” if there is evidence of a physician recommendation for an LP which the patient refused

· “No LP” if there is no documentation of a lumbar puncture be performed / recommended
26. Disposition: Choose between “Admit”, “Discharge”, and “Observation” from the drop down list.  
27. Diagnoses: 
· List the principal free text diagnoses from the ED chart.  
· Then list first, second, and third physician billing diagnoses (ICD-9 codes) using decimal points as needed

· Then list first, second, and third facility diagnoses if available.
28. Significant Issue: Add any other significant issue that was important for the decision on whether to obtain a head CT that is not included in the data above

IV. Hospital / ED Data
· Annual ED Census: List the total number of patients seen during CY2009 – rounded to the nearest thousand is acceptable.
· Region: Choose the appropriate U.S. Census region for your hospital (see http://en.wikipedia.org/wiki/United_States_Census#Regions_and_divisions)

· Location: Choose whether your hospital is located in a U.S. Census Urban or Rural location

· Academic Status: Choose 
· “Academic” if your ED has residents from any specialty rotating for emergency medicine.

· Non-Academic if there are no residents rotating in the ED
· Format of Medical Records for Review: Choose whether the charts reviewed for this study from your hospital were all paper, a mix of paper and electronic, or all electronic

· ED electronic medical record (EMR) available:  Choose whether an ED EMR was available for your physicians in 2009
· Physician real-time electronic access to prior patient records for: Choose whether your physicians had access to electronic records for

· patients past medical histories, 
· past surgical histories, and 
· medications
· Computerized physician order entry (CPOE) for radiology: Choose whether you had computerized physician order entry for ED radiology orders in 2009. Specifically whether physicians ordered head CT scans using CPOE
· Ability to integrate clinical decision support (CDS) into CPOE for radiology: Choose whether you had the ability to integrate clinical decision support into your computerized physician order entry for ED radiology orders in 2009. Clinical decision support is technology that gives the user feedback (e.g. on appropriateness, billing, or documentation) in real-time while tests are being ordered through CPOE.
· Electronic Documentation of procedures: Choose whether you had electronic documentation of procedures in a coded format (not just free text in a dictation, e.g. the medical decision-making section of a physician note) in 2009 
· Hospital Specific Rates and Summary Statistics for OP-15: Take these numbers from the CMS dry-run report that your hospital can provide
· # Cases in Numerator 

· # Cases in Denominator 

· Calculated Percentage
