DEPARTMENT OF MEDICINE

Data Inventory / Physician Indicators
	INDICATORS

	Quality Events:

Readmission w/in 30 Days

Readmission w/in 30 Days with DVT

Unplanned Admission/OBS w/in 2 Weeks of OPS / Procedure / Mgmt. (Related)

Hospital-Acquired Decubitus

Unexpected Transfer to ICU/CCU

Medical/Surgical Complication

Medical/Surgical Complication - DVT

Unplanned Return to CCU / ICU w/in 48 hrs.
Medical Record Documentation

Initial Restraint Order signed w/in 24 hours

Restraint Renewal Orders signed each calendar day

Adequate Clinical History Provided for Radiologic Studies

Medical Record Timeliness

Timeliness of H&P’s

Timeliness of Operative Reports
MD Response to RD Note w/in 24 hours and/or meets criteria
Patient / Staff Complaints/Code Critique Reports 
Universal Protocol (site marking)
Accuracy of Cancer Staging

Medication Usage:

Unacceptable Abbreviations

PRN Orders without Qualifier

Medication Usage Evaluations (e.g., Lovenox, Demerol, Vit. K)

Drug Consultations

Prescriber Medication Errors

Diagnosis / Indication for Use Documented in Record
DVT & PUD Prophylaxis in Ventilator Patients

Core Measure – Acute MI


       Core Measure - Pneumonia
Ace Inhibitor or ARB for LVSD 

       Blood Cultures in ICU patients
Aspirin at arrival 



       Initial Antibiotic W/in 4 hours
Aspirin at discharge


       Initial Antibiotic Selection ICU/non-ICU
Beta blocker at arrival




Beta blocker at discharge

Fibrinolytic therapy w/in 30 min. of arrival
	Mortalities:

Death w/in 48 Hrs of Admission

Death Post Myocardial Infarction

HB/SNF Death

Hospice Death

Other Death

Moderate Sedation:

Reassessment performed immediately prior to procedure

Plan for sedation documented

Site marked (as applicable) by physician

Adverse Events:  Med Guidelines exceeded

                            Ramsay Score of 5 or >

                            Reversal Agents administered

Blood Usage Review:

Clinical Indications for Administration of RBC’s Not Met

Clinical Indications for Administration of Whole Blood Not Met

Clinical Indications for Administration of FFP Met

Clinical Indications for Administration of Platelets Not Met

Clinical Indications for Administration of Cryoprecipitate Not Met

Clinical Indications for Administration of Albumin Not Met

H&H not obtained w/in 24 hrs. post-transfusion
Utilization
Possibly Avoidable Days

Physician Advisor Consults & HINN’s (MD / Dept. Total)
Appropriate Documentation for AMI pt. left on telemetry
Nosocomial Infection Rates
Core Measure – Heart Failure

Ace Inhibitor or ARB for LVSD

Discharge Instructions

LVF Assessment




DEPARTMENT OF MEDICINE

Data Inventory Addendum
Cardiology

	INDICATORS

	Cardiac Cath Lab:

Overall Normal Cardiac Caths

Major / Minor Complications Following Cardiac Cath

Complications Following Permanent Pacemaker Insertion

Patient Satisfaction:  Was your procedure explained to your satisfaction by your physician?


	Heart Station:

TTE and SE reports reviewed by cardiologist within 48 hrs.

TEE reviewed and reported immediately after procedure.

Correlation of Diagnostic Cardiac Procedures

Clinical Indications met for TEE to r/o thrombus


Endoscopy

	INDICATORS

	Patient Complications (perforation, pancreatitis following ERCP, pneumothorax, unexpected 
        admission/transfer)

H&P In date w/in 30 days

Procedure report or Post-procedure progress note complete immediately following procedure.

Post-procedure Orders signed.
	


DEPARTMENT OF SURGERY

Data Inventory / Physician Indicators
	INDICATORS
	

	Quality Events:

Readmission w/in 30 Days

Readmission w/in 30 Days with DVT

Unplanned Admission/OBS w/in 2 Weeks of OPS / Procedure / Mgmt. (Related)

Hospital-Acquired Decubitus

Unexpected Transfer to ICU/CCU

Medical/Surgical Complication

Medical/Surgical Complication - DVT

Unplanned Return to CCU / ICU w/in 48 hrs.

Unplanned Return to OR

Organ Injury during Surgery/Procedure

Laser Injuries

Medical Record Documentation

Initial Restraint Order signed w/in 24 hours

Restraint Renewal Orders signed each calendar day

Adequate Clinical History Provided for Radiologic Studies

Medical Record Timeliness

Timeliness of H&P’s

Timeliness of Operative Reports

MD Response to RD Note w/in 24 hours and/or meets criteria

Patient / Staff Complaints / Code Critique Reports
Universal Protocol (site marking)

Accuracy of Cancer Staging
Nosocomial Infection Rates
Medication Usage:

Unacceptable Abbreviations

PRN Orders without Qualifier

Medication Usage Evaluations (e.g., Lovenox, Demerol, Vit. K)

Drug Consultations

Prescriber Medication Errors

Diagnosis / Indication for Use Documented in Record

DVT & PUD Prophylaxis in Ventilator Patients

Utilization

Possibly Avoidable Days

Physician Advisor Consults & HINN’s (MD / Dept. Total)
	Mortalities:

Death w/in 48 Hrs of Admission

HB/SNF Death

Hospice Death

Other Death

Death w/in 48 Hrs of Surgery

Death in OR / PACU

Moderate Sedation:

Pre-sedation Assessment documented (OPS / PACU)

Reassessment performed immediately prior to procedure

Plan for sedation documented

Explanation of Risks, Benefits, Alternatives (OPS)

Site marked (as applicable) by physician

Adverse Events:  Med Guidelines exceeded

                            Ramsay Score of 5 or >

                            Reversal Agents administered

Blood Usage Review:

Clinical Indications for Administration of RBC’s Not Met

Clinical Indications for Administration of Whole Blood Not Met

Clinical Indications for Administration of FFP Met

Clinical Indications for Administration of Platelets Not Met

Clinical Indications for Administration of Cryoprecipitate Not Met

Clinical Indications for Administration of Albumin Not Met

H&H not obtained w/in 24 hrs. post-transfusion

Surgical Case Review:

Mismatch Preop/Postop Dx/Tissue

Clinical Indications for Cataract Removal Not Met

Clinical Indications for Cholecystectomy Not Met

Core Measure – Surgical Care Infection Prevention

Antibiotic Timing

Antibiotic Selection

DVT Prophylaxis

Appropriate Hair Removal


DEPARTMENT OF OB/GYN

Data Inventory / Physician Indicators

	INDICATORS
	

	Quality Events - Generic:

Readmission w/in 30 Days

Readmission w/in 30 Days with DVT

Unplanned Admission/OBS w/in 2 Weeks of OPS / Procedure / Mgmt. (Related)

Hospital-Acquired Decubitus

Unexpected Transfer to ICU/CCU

Medical/Surgical Complication

Medical/Surgical Complication - DVT

Unplanned Return to CCU / ICU w/in 48 hrs.

Unplanned Return to OR (related to previous surgery)

Organ injury during surgery

Maternal Transfer to Other Acute Care Facility

3rd / 4th Degree Lacerations (trend)

Excessive Maternal Blood Loss

Successful / Failed VBAC (trend)

Induction Prior to 38½ weeks w/o clinical indications 

Eclampsia

Postpartum Return from Delivery Room to OR

Maternal Readmission W/in 14 days of delivery.

NB with Discharge Dx. Of Possible Birth Trauma

Term NB with DX of Hypoxic Encephalopathy or Seizure

NB with Dx. Of Aspiration Meconium / Asphyxia Requiring O2 Tx. for > 24h.

NB with Apgar of 4 or Less at 5 Min & Wt >1000 but <2500 Gms                                                                                                                                                                      

NB laceration or Injury with C-section 

Neonatal Transfer

Del NB <1800 Gms in Hospital without NICU

Del of NB <2500 Gms with RDS/HMD after Induction/Repeat C/Section

Medical Record Documentation

Adequate Clinical History Provided for Radiologic Studies

Medical Record Timeliness

Timeliness of H&P’s

Timeliness of Operative Reports

MD Response to RD Note w/in 24 hours and/or meets criteria

Patient / Staff Complaints

Universal Protocol (site marking)

Accuracy of Cancer Staging
Nosocomial Infection Rates


	Mortality

Death w/in 48 Hrs of Admission

Other Death

Stillbirth

Neonatal Mortality

Maternal Death

Medication Usage:

Unacceptable Abbreviations

PRN Orders without Qualifier

Medication Usage Evaluations (e.g., Lovenox, Demerol, Vit. K)

Drug Consultations

Prescriber Medication Errors

Diagnosis / Indication for Use Documented in Record
Utilization:
Possibly Avoidable Days

Physician Advisor Consults & HINN’s (MD / Dept. Total)

Blood Usage Review:

Clinical Indications for Administration of RBC’s Not Met

Clinical Indications for Administration of Whole Blood Not Met

Clinical Indications for Administration of FFP Met

Clinical Indications for Administration of Platelets Not Met

Clinical Indications for Administration of Cryoprecipitate Not Met

Clinical Indications for Administration of Albumin Not Met

H&H not obtained w/in 24 hrs. post-transfusion 

Surgical Case Review:

Mismatch Preop/Postop Dx/Tissue

Clinical Indications for Total Vaginal Hysterectomy Not Met

Core Measure – Surgical Care Infection Prevention

Antibiotic Timing

Antibiotic Selection

DVT Prophylaxis

Appropriate Hair Removal


DEPARTMENT OF PEDIATRICS
Data Inventory / Physician Indicators

	INDICATORS
	

	Quality Events:

Readmission w/in 30 Days
Readmission w/in 30 Days with DVT

Unplanned Admission/OBS w/in 2 Weeks of OPS / Procedure / Mgmt. (Related)

Hospital-Acquired Decubitus

Unexpected Transfer to ICU/CCU

Medical/Surgical Complication

Medical/Surgical Complication - DVT

Unplanned Return to CCU / ICU w/in 48 hrs.

NB on Oxygen for 24 Hrs or Longer

NB Readmitted to Hospital w/in 72 Hrs of D/C

Neonatal Cardiac or Respiratory Arrest

Neonatal Transfer to Other Acute Care Facility

Newborn with Significant Anomalies (trend)

Maternal STD’s Positive (trend)

Medical Record Documentation

Adequate Clinical History Provided for Radiologic Studies

Medical Record Timeliness
Timeliness of H&P’s

Timeliness of Operative Reports

Documentation of Risk Assessment for Jaundice by MD

Plan for Follow-up for Jaundice documented by MD

Patient / Staff Complaints
Universal Protocol (site marking)

Nosocomial Infection Rates

	Mortalities

Death w/in 48 Hrs of Admission
Other Death

Stillbirth

Neonatal Death
Blood Usage Review:

Clinical Indications for Administration of RBC’s Not Met

Clinical Indications for Administration of Whole Blood Not Met

Clinical Indications for Administration of FFP Met

Clinical Indications for Administration of Platelets Not Met

Clinical Indications for Administration of Cryoprecipitate Not Met

Clinical Indications for Administration of Albumin Not Met

H&H not obtained w/in 24 hrs. post-transfusion 

Utilization:

Possibly Avoidable Days
Physician Advisor Consults & HINN’s (MD / Dept. Total)

Medication Usage:

Unacceptable Abbreviations

PRN Orders without Qualifier

Medication Usage Evaluations (e.g., Lovenox, Demerol, Vit. K)

Drug Consultations

Prescriber Medication Errors
Diagnosis / Indication for Use Documented in Record



DEPARTMENT OF EMERGENCY MEDICINE
Data Inventory / Physician Indicators

	INDICATORS
	

	X-Ray Discrepancy:

Discrepancy between Initial and Confirmatory Review of DX Radiologic Study Requiring 
       Adjustment of Treatment
Patient / Staff Complaints / Code Critique Reports
Universal Protocol (site marking)

Blood Usage Review:

Clinical Indications for Administration of RBC’s Not Met

Clinical Indications for Administration of Whole Blood Not Met

Clinical Indications for Administration of FFP Met

Clinical Indications for Administration of Platelets Not Met

Clinical Indications for Administration of Cryoprecipitate Not Met

Clinical Indications for Administration of Albumin Not Met

Core Measure – Acute MI


       Core Measure - Pneumonia
Aspirin at arrival



       Initial Antibiotic W/in 4 hours

Fibrinolytic therapy w/in 30 min. of arrival
       Blood Cultures Prior to Antibiotics in ED


	Mortalities:

Other Death in ED
Medication Usage:

Prescriber Medication Errors
Moderate Sedation:

Pre-sedation Assessment documented (OPS / PACU)

Reassessment performed immediately prior to procedure

Plan for sedation documented

Explanation of Risks, Benefits, Alternatives (OPS)

Site marked (as applicable) by physician

Adverse Events:  Med Guidelines exceeded

                            Ramsay Score of 5 or >

                            Reversal Agents administered




DEPARTMENT OF RADIOLOGY
Data Inventory / Physician Indicators

	INDICATORS
	

	Patient Outcomes:

Post-procedure Complications Following Biopsy/Fluid Drainage 
Timeliness:
Avg. Length of time from procedure completion to preliminary report available

Avg. Length of time from preliminary report to signed report
Patient / Staff Complaints

Prescriber Medication Errors

	Clinical Accuracy:
Correlation of myocardial perfusion scans with cardiac cath

Correlation of Teleradiology reports

False Positive Rate for mammograms

False Negative Rate for mammograms




DEPARTMENT OF RADIATION ONCOLOGY
Data Inventory / Physician Indicators

	INDICATORS
	

	Medical Record Documentation:

DX, stage of disease, TX plan dated/signed, planned dose, method of delivery, TX site

Prescription and Isodose Preplan signed and dated by physician prior to prostate implants
Patient / Staff Complaints

Prescriber Medication Errors


	


DEPARTMENT OF PATHOLOGY
Data Inventory / Physician Indicators

	INDICATORS
	

	Clinical Accuracy:
Correlation of frozen section diagnosis with permanent diagnosis.

Correlation of outside consultation with pathologist’s diagnosis.

Correlation of cytology classification with anatomical path dx. When applicable (w/in 1 grade).

Patient / Staff Complaints


	Timeliness:

Cytology Reports completed w/in 3 working days after receipt of specimen.

Preliminary Autopsy Results Completed w/in 2 Working Days

Final Autopsy Report Completed w/in 30 Working Days




DEPARTMENT OF ANESTHESIA
Data Inventory / Physician Indicators

	INDICATORS
	

	Quality Events:
Death during administration of anesthesia

Death occurs w/in 48 hours following administration of anesthesia.

Cardiac arrest w/in 2 days after procedure involving administration of anesthesia.

Other cardiovascular event.
Resp. arrest / insufficiency w/in 24 hrs. following administration of anesthesia.

CNS complications w/in 2 post-procedure days following administration of anesthesia.

Peripheral neuralgic deficit w/in 2 post-procedure days following anesthesia.

AMI w/in 2 post-procedure days following anesthesia.

Pulmonary edema w/in 1 day following anesthesia.

Postural H/A w/in 4 days following administration of spinal/epidural anesthesia, requiring 

      invasive treatment.

Failed spinal/epidural anesthesia requiring induction of general anesthesia.

Failed nerve block requiring induction of general anesthesia.

Ocular injury during anesthesia.

Oral/dental injury during anesthesia.

Failed intubation for patients requiring endotracheal intubation.

Difficult intubations with more than 3 attempts.

Adverse drug reactions.

Tracheal intubation/respirator assistance required in PACU.

Clinical Performance:

Compliance with standard for intraoperative patient monitoring.

Compliance with universal precautions.


	Medical Record Documentation:

Pre-anesthesia note documented.

Informed consent signed.

Post-anesthesia note documented.

Pre-op Beta blocker protocol implemented for appropriate patients.

Patient / Staff Complaints / Code Critique Reports

Medication Usage:

Unacceptable Abbreviations

PRN Orders without Qualifier

Medication Usage Evaluations (e.g., Lovenox, Demerol, Vit. K)

Drug Consultations

Prescriber Medication Errors

Diagnosis / Indication for Use Documented in Record
Moderate Sedation:

Pre-sedation Assessment documented (OPS / PACU)

Reassessment performed immediately prior to procedure

Plan for sedation documented

Explanation of Risks, Benefits, Alternatives (OPS)

Site marked (as applicable) by physician

Adverse Events:  Med Guidelines exceeded

                            Ramsay Score of 5 or >

                            Reversal Agents administered
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