IMPACT OF QUALITY MANAGEMENT INTERVENTIONS ON DM FOOT CARE OUTCOMES

Medical Record Abstract


	#
	mnemonic
	QUESTION TEXT
	RESPONSE
	DEFINITIONS/DECISION RULES

	
	
	
	
	

	TVG
	tvgdm
	Did the patient have an active diagnosis of diabetes mellitus?
	1,2*

*If 2, the record is excepted
	‘Active’ diagnosis = the condition was ever diagnosed and there is no subsequent statement, prior to the most recent outpatient visit, indicating the condition was resolved or is inactive.

Diagnosis must be documented on a problem list or recorded as the patient’s diagnosis by an MD, NP, or PA.

Exception Statement:

The patient did not have a diagnosis of diabetes mellitus.

	
	Section 1
	Patient History
	
	

	1
	surveydt
	Enter the survey date for this patient.


	mm/dd/yyyy
	The survey date will trigger the reference period, i.e., the first day of the month 18 months back from the survey date.  Computer may auto-fill the survey date for the abstractor.

	2
	hxulcer
	Does the patient have a history of an ulcer of the foot or ankle, occurring within the past eighteen months?

May be coded to one of the following codes:

707 Chronic ulcer of skin (includes non-infected sinus of skin, non-healing ulcer)

707.0 Decubitis ulcer (bed sore, plaster ulcer, pressure sore, decubitus ulcer any site)

707.1 Ulcer of lower extremity except decubitus (chronic neurogenic, trophic of lower limb)

707.8 Chronic ulcer of other specified sites (chronic neurogenic, trophic of other specified sites)

707.9 Chronic ulcer of unspecified site (chronic ulcer NOS, Trophic ulcer NOS, Tropical ulcer NOS, ulcer of skin NOS)

730.6 Osteomyelitis, periostitis and other infections involving bone, lower limb

730.7 Osteomyelitis, periostitis and other infections involving bone, foot and ankle
	1*,2

*If 1, go to hxramp, else go to ulcerevr 

.
	A foot ulcer includes disruption in the skin and soft tissues creating a wound secondary to pressure, neuropathy, ischemia, or trauma, singularly or in combination.

Occurring within the past eighteen months = at any stage of the ulcer. The ulcer may have been first identified a year or more in the past and still be requiring care during the referenced eighteen-month period.

The question is applicable only to the foot and/or ankle, even though the code may be applicable to “lower limb.”  Venous stasis ulcers of the ankle or legs are not applicable.  Reference to “lesion” is not to be to considered an ulcer.

Ulcers described as “Grade 0,” indicating a pre-ulcerous condition, are not to be considered an ulcer.  A healed ulcer that is still at risk for re-ulcerating is not to be considered an ulcer unless care occurred within the past eighteen months.  

The ulcer may or may not be coded in the electronic or paper record.  If the ulcer is coded, and the code is not included in the listing of appropriate codes, the question should be answered “No.”  If the ulcer is not coded, but clinician documentation states an ulcer is present, answer “yes.” 

Clinician = MD, DO, NP, PA, Podiatrist, RN, personnel in Wound Care Clinic


	#
	mnemonic
	QUESTION TEXT
	RESPONSE
	DEFINITIONS/DECISION RULES

	
	
	
	
	

	3
	ulcerevr
	Did the patient ever have an ulcer of the foot or ankle?

1. yes

2. no documentation in record that patient ever had a foot or ankle ulcer 
	1,2
	Ever=prior to the eighteen-month period of the previous question.  This may be an ulcer mentioned only in a history and physical (or other record entry) as occurring in the past. 

Do not attempt to review further back than five years in the record; however, if there is notation that the patient had an ulcer of the foot “(blank) years ago,” accept this information and answer “1.”

 

	4
	hxramp
	Does the patient have a history of amputation of any portion of the right foot or leg?


	1,2*

If 2, go to hxlamp, else go to ramplvl 
	History = at any time in the past

The question is limited to the right lower extremity, and includes the entire leg.

	5
	ramplvl
	Indicate the highest level of amputation:

1. toes only

2. transmetatarsal, ray,syme

3. transtibial

4. transfemoral 
	1,2,3,4
	Ray = unit of the metatarsal and all phalanges 

Syme =distal amputation, amputation of portion of digit, one or two phalanges of digit 

	6
	hxlamp
	Does the patient have a history of amputation of any portion of the left foot or leg?


	1,2*

If 2 amd hyramp=1, go to opreprt.

If 2, and hxramp=2, go to nonamb, else go to lamplvl 
	History = at any time in the past

The question is limited to the left lower extremity, and includes the entire leg.

	7
	lamplvl
	Indicate the highest level of amputation:

1. toes only

2. transmetatarsal, ray,syme

3. transtibial

4. transfemoral 
	1,2,3,4
	

	8
	opreprt
	Is there documentation in the record of the cause of the amputation?  
	1,2*

*If 2, go to nonamb, else go to cauzdoc
	Although the operative report of the amputation is the most accurate source of causal factor(s), this information may be taken from other sources, e.g., H&P, progress notes, consultant’s notes, etc. 


	#
	mnemonic
	QUESTION TEXT
	RESPONSE
	DEFINITIONS/DECISION RULES

	
	
	
	
	

	9
	cauzdoc
	Was the amputation secondary to one of the following? (Indicate all that apply)

1. diabetic foot ulcer

2. infection

3. peripheral vascular disease

4. not secondary to any of the listed causes
	1,2,3,4
	

	10
	nonamb
	Does the record contain evidence the patient was non-ambulatory at the most recent clinic visit?


	1,2*

*If 2, go to footinsp, else go to nontime
	Non-ambulatory = wheelchair bound and unable to use crutches or a walker to ambulate.



	11
	nontime
	Does the record indicate the length of time the patient has been non-ambulatory?
	1,2*

*If 2, go to hxasdv, else go to monoamb
	

	12
	monoamb
	Enter the number of months the patient has been non-ambulatory
	______
	If less than 1 month, enter 1.

	13
	hxasdv
	Does the patient have a history of attempts to use ambulation assistive devices?

1 = yes

2 = no

3 = unable to determine from available documentation
	1,2,3
	Ambulation assistive devices = crutches, walker, cane, three-pronged cane

	14
	transfer
	Does the patient have the ability to transfer from bed to chair, chair to tub, etc?

1 = yes

2 = no

3 = unable to determine from available documentation 
	1,2,3
	


	#
	mnemonic
	QUESTION TEXT
	RESPONSE
	DEFINITIONS/DECISION RULES

	
	
	
	
	

	
	Section 2
	Physical Findings From Outpatient Foot Clinic/Primary Care/Consultant Notes
	
	

	15
	footinsp
	Within the past eighteen months, does the record document a visual inspection of the patient’s feet?

1 = yes

2 = no

3 = patient is bilateral amputee
	1,2,3*

*If 3, go to numvsts, else go to footplse


	If patient is unilateral amputee of lower extremity, question is pertinent to the remaining foot.

1. Referral to a podiatrist, without documented notes, is acceptable only for the visual foot exam and only if the abstractor is certain the patient kept the appointment.

2. The following are not acceptable unless the foot is specifically mentioned: “extremities negative, lower extremity exam, 1+ edema, extremities – no edema.”  Patient self-report is also not acceptable.

3. Acceptable:  diabetic foot care (DFC), cyanosis of the toes/feet, edema of the feet, skin exam of foot, toe check/exam, toenail clipping, onychomycosis of toenails, ulcers, pedal edema, feet WNL.

	16
	footplse
	Within the past eighteen months, does the record document pulses were checked in patient’s feet?


	1,2*

*If 2, go to capfill, else go to absntpls


	1. Foot should be examined to determine presence of dorsalis pedis (DP) and posterior tibial pulses. Signs and symptoms of vascular complications include no palpable pulses and signs of acute ischemia. There must be documentation in the record sufficient to indicate that pulses were or were not palpable.  Body outline with 1+, etc. marked at pulse points is acceptable if feet are included.

2. Note: if services provided by the podiatrist were limited to nail-cutting, answer ‘1’ to footinsp, but ‘2’ to footplse, unless the record specifically states pulses were palpated.

	17
	absntpls
	Did the most recent pulse check reveal that pulses were absent in either foot?


	1,2

Go to footsnse
	Pulses absent = Examiner unable to detect both DP and PT pulse on either foot.

	18
	capfill
	Within the past eighteen months, was a capillary filling assessment of the feet performed?


	1,2
	Usually documented in record as CFT, followed by number of seconds


	#
	mnemonic
	QUESTION TEXT
	RESPONSE
	DEFINITIONS/DECISION RULES

	
	
	
	
	

	19
	footsnse
	Within the past eighteen months, does the record document examination of sensation in feet?

1 = yes

2 = no

3 = patient is paraplegic or had a CVA
	1,2*,3*

*If 2 or 3, go to numvsts, else go to howsnse


	1. Referral to a podiatrist, without documented notes, is not acceptable to answer “1” to this question.  Visual examination of the foot is not sufficient to answer ‘1.’

2. Note: if services provided by the podiatrist were limited to nail-cutting, answer ‘1’ to footinsp, but “2’ to footsnse, unless record specifically states sensation was tested.

3. Acceptable:  (in addition to other documentation relative to the following question) Babinski neuro checks, “intact to touch,” sensation in feet.

	20
	howsnse
	How was the examination for sensation in the feet performed?

1 = touch only 

2 = pin-prick

3 = vibratory sensation

4 = monofilament test

5 = can’t determine from documentation
	1,2,3,4,5
	Explanatory Note: Semmes-Weinstein monofilament test is an easy to use clinical indicator for identifying patients who are at risk for developing foot ulcers.  Those patients unable to sense the 5.07 SW. monofilament on any part of their foot should be provided preventive care, including patient education and recommendation or prescription of appropriate therapeutic footwear.

Answer “5” if documentation states “sensory intact” or other non-descriptive phrase.

	21
	dimsense
	Did the most recent sensory exam reveal patient had diminished neurologic sensation? 
(insensate to 5.07 monofilament only)
	1,2


	Podiatry notes may include term “epicritic sensation” = epithelial, touch  (sensory ability)

for this question 

For this question , “diminished neurologic sensation” refers only to the feet. 

	
	Section 3
	Foot Care Services
	
	

	22
	numvsts
	Enter the number of outpatient visits during the past eighteen months to:

1. Primary care providers    

2. Podiatrist

3. Orthopedic or vascular surgeon          

4. Other members Diabetes Care Team

5. Rehabilitation specialists  


	1=________

2=________

3=________

4=________

5=________
	Primary Care providers = Primary Care, General Medicine, Diabetes Clinic, Endocrinology, Women’s Health, HTN Clinic, and seen by MD, DO, NP, or PA

Other member Diabetes Care Team = PACT, RN DM Educator, Wound Care Team, Dietary nutritional consult, Prosthetics

Rehabilitation specialists = Physical therapy, Kinesthesiology, Prosthetics 

For Primary Care, count all visits regardless of the purpose.  For services 2 through 5, count only those visits associated with foot problems.  If the patient has a diagnosis of back pain, hip or joint problems, etc., do not count visits solely for the purpose of addressing these problems.  If the visit also included services provided in association with diabetic foot care, count the visit.  


	#
	mnemonic
	QUESTION TEXT
	RESPONSE
	DEFINITIONS/DECISION RULES

	
	
	
	
	


If footinsp = 3, go to insulin

	23
	vstsdts
	Enter the visit dates during the past eighteen months when the following were performed:

       Callus               Toenail                  Ulcer 

    Care Dates        Care Dates           Care Dates

     mm/dd/yyyy          mm/dd/yyyy               mm/dd/yyyy

40 date spaces available for each foot care service

	mm/dd/yyyy
	“Visit dates” also includes inpatient care and care provided in the home setting if patient is enrolled in HBPC.

Debriding of hyperkeratotic tissue = callus care


If footinsp=2, and footplse=2, and footsnse=2 or 3, go to footcare, else go to abnfind

	#
	mnemonic
	QUESTION TEXT
	RESPONSE
	DEFINITIONS/DECISION RULES

	
	
	
	 
	

	24
	abnfind
	Designate the abnormal finding(s) from any examination of the feet during the past eighteen months:

Indicate all that apply:
Code          
1. Callus


700

2. Hemmorhagic callus
924.2

3. Corns


700

4. Onchomycosis

110.1

5. Ingrown toenails

703.0

6. Tinea pedis

110.4

7. Fissures


709.8

8. Hammer or claw toes
735.4, 735.5, 727.1

9. Bunions


735.0, 735.2, 735.3, 



727.1

10. Charcot foot

713.5

11. Dependent rubor or pallor on elevation

12. Superficial lesion

892.0, 917.2, 917.3

13. Ulcer


707.0, 707.10, 454

14. Other abnormal findings

15. No abnormal findings


	1,2,3,4,5,6,7,8,9,10,11,12,13,14,15
	Note: this question is applicable to findings from foot exams throughout the eighteen-month time period, and is not limited to the most recent exam.

Enter applicable number(s) for this question if record documents even a minor abnormality such as corn, callus, or athlete’s foot, onychomycosis, or deformity of long-standing.  Do not answer “yes” if the record documents “diminished pulses, poorly palpable pulses, pedal edema, pitting edema of lower extremities, or claudication.”  Documentation of “peripheral vascular disease (PVD)” or “peripheral neuropathy” is not an abnormal foot unless there is documentation specific to the feet. 

	25
	footcare
	Within the past eighteen months, did the patient receive foot care instruction?

1. yes

2. no

3. patient refused or failed to keep appointment for instruction


	1,2*,3*

*If 2 or 3, go to shoechng, else go to carewhre
	The question is applicable to any care setting, and is not limited to Podiatry Clinic.

Answer “3” only if the patient was referred for foot care instruction and refused /failed to keep appointment, and received no other foot care instruction during the eighteen-month period.  

If patient was referred and refused /failed to keep appointment, but was given instruction in clinic or elsewhere, answer “1.” 


	#
	mnemonic
	QUESTION TEXT
	RESPONSE
	DEFINITIONS/DECISION RULES

	
	
	
	
	

	26
	carewhre
	Indicate where the patient received foot care instruction.

Indicate all that apply:

1. DM educator 

2. PACT Coordinator

3. Podiatry Clinic

4. Primary Care clinic

5. Orthopedic or Vascular Clinic

6. Neurology Clinic

7. other 
	1,2,3,4,5,6,7
	

	27
	ftcared
	Did the instruction in foot care contain the following information?

Indicate all that apply:

1. foot hygiene (bathing and skin care) 

2. self-examination of feet

3. toenail and callus care

4. wound care

5. footwear

6. available foot care resources

7. non-specific “diabetic foot care instruction”


	1,2,3,4,5,6,7
	

	
	Section 4
	Footwear
	
	

	28
	shoechng
	Within the past eighteen months, was a change in the patient’s footwear recommended?

 
	1,2*

*If 2, go to preschng, else go to whochng


	Recommended = instructed to obtain modification to footwear

Recommendation can come from primary care provider.  Suggestion of new shoes, larger shoes, use of athletic shoes, or “no bare feet” is a recommended change in footwear.

Recommendation for a change in footwear may be made in the inpatient or outpatient setting.  Data may be taken from either source. 


	#
	mnemonic
	QUESTION TEXT
	RESPONSE
	DEFINITIONS/DECISION RULES

	
	
	
	
	

	29
	whochng
	Indicate the clinician who made the recommendation for a change in footwear:

1 = Primary care provider

2 = Podiatrist or surgeon

3 = other members Diabetes Care Team

4 = Rehabilitation specialists
	1,2,3,4
	Primary care provider = physician, physician’s assistant, or R.N. working in the primary care or general medicine clinic

PACT (Preservation/Amputation Care and Treatment) Coordinator

	30
	ftwrchng
	Designate the recommended footwear change.

Indicate all that apply:                

1 = off the shelf inserts

2 = custom inserts (orthotics)

3 = better casual/everyday shoes

4 = better athletic shoes

5 = extra depth-extra wide shoes

6 = custom shoes

7 = other


	1,2,3,4,5,6,7
	Protective footwear may include walking or athletic shoes, soft insoles, and extra-depth shoes with or without custom-molded inlays.

Some diabetic patients are eligible for special shoes paid for by VHA, while others are eligible only for shoes paid for by Medicare.

A recommendation for preformed inserts may be to purchase such inserts commercially or to have such inserts custom-made.  Protective footwear is designed to meet the diabetic patient’s individual need.

	31
	preschng
	Within the past eighteen months, in the inpatient or outpatient setting, was a change in the patient’s footwear prescribed?

 
	1,2*

*If 2, go to podspec,

else go to whopres


	Prescribed = referral to Prosthetics
Some diabetic patients are eligible for special shoes paid for by VHA, while others are eligible only for shoes paid for by Medicare.  In some instances, prescription and custom design, fitting, and/or molding are required.

	32
	whopres
	Indicate the clinician who prescribed a change in footwear:

1 = Primary care provider

2 = Podiatrist or surgeon

3 = other members Diabetes Care Team

4 = Rehabilitation specialists 
	1,2,3,4,5
	Primary care provider = physician, physician’s assistant, or R.N. working in the primary care or general medicine clinic

PACT (Preservation/Amputation Care and Treatment) Coordinator


	#
	mnemonic
	QUESTION TEXT
	RESPONSE
	DEFINITIONS/DECISION RULES

	
	
	
	
	

	33
	ftwrpres
	Designate the prescribed footwear change.

Indicate all that apply:

1 = off the shelf inserts

2 = custom inserts (orthotics) 

3 = better casual/everyday shoes

4 = better athletic shoes

5 = extra depth-extra wide shoes

6 = custom shoes

7 = other


	1,2,3,4,5,6,7,8
	Protective footwear may include walking or athletic shoes, soft insoles, and extra-depth shoes with custom-molded inlays, and custom-molded therapeutic shoes.

The following fall under the compensation package for the Medicare Shoe Program: preformed inserts, orthotics, molded shoes, and extra-depth shoes.

Orthotics = specially engineered foot devices worn inside the shoe: orthotics are designed to control abnormal foot function, absorb shock, enhance balance, and take pressure off problem areas.

Cam Walker = a rigid rocker-bottom (RRB) sole, designed to protect the lower leg, ankle, and foot.

AFO = ankle foot orthosis

	34
	podspec
	Within the eighteen-month period, was the patient seen in Podiatry Clinic for further evaluation of an abnormal finding?

1. yes

2. no

3. Podiatry evaluation prior to the eighteen-month period established that problem was stable 
	1,2,3
	The “abnormal finding” may be minor (corn, callus, onchomycosis), but if treated in Podiatry Clinic, answer “1.” 

	35
	footspec
	Within the eighteen-month period, was the patient referred to another specialist (PACT Coordinator, Orthopaedic or Vascular Surgeon) for further evaluation of an abnormal finding?

1. yes

2. no

3. specialist’s evaluation prior to the eighteen-month period established that problem was stable
	1,2,3


	PACT (Preservation/Amputation Care and Treatment) Coordinator

 If the appointment was not kept, referral still occurred.

The referral may have been from Primary Care, Podiatry, or any other general or specialty clinic.

Do not use ‘3’ unless the clinician or specialist performing the foot exam documented the problem and noted it had already been evaluated or treated and was currently stable.


	#
	mnemonic
	QUESTION TEXT
	RESPONSE
	DEFINITIONS/DECISION RULES

	
	
	
	
	

	36
	vsitBP
	At any clinic visit within the past eighteen months, was the patient’s BP taken?
	1,2
	Begin with the most recent clinic visit and work back in time until a clinic visit in which the BP was taken is found. 

The BP reading may be taken by ancillary personnel: it does not have to be taken by a clinician.

The lowest BP taken during the most recent visit to a clinic is the applicable BP..  “White coat syndrome” is not considered.  Patient self-report is not acceptable.

	37
	BP
	Enter the BP taken at the most recent clinic visit.


	____/____
	If more than one blood pressure is recorded during one visit, enter the lowest recorded BP.  Determine which BP is the lowest by calculating lowest arterial mean pressure.  Calculation of mean arterial pressure is as follows:  
(systolic + systolic + diastolic) divided by 3

	38
	BPdt
	Enter the date this BP was recorded.


	mm/dd/yyyy
	Day may be entered as 01, if exact date is unknown.  At a minimum, the month and year must be entered accurately.

	39
	fluvacc
	Within the past eighteen months, did the patient receive influenza vaccination?

1. yes

2. no

3. patient allergic to eggs or other flu vaccine component
	1,2,3
	Patient age is not a factor since all patients in the study cohort are at high risk due to DM.

If patient received flu vaccination in the private sector, answer “1.” 

There is no response provision for patient refusal.  If the patient refused flu vaccination, answer “2.”  

	40
	fludt
	Enter the date of the patient’s most recent vaccination for influenza
	mm/dd/yyyy
	

	41
	insulin
	At the most recent outpatient visit, was the patient on insulin?


	1,2
	Insulin Synonyms/Inclusions:  70/30, 50/50, continuous subcutaneous, infusion of insulin (CS11), HUMALOG, HUMULIN, ILETIN I or II, insulin pen, insulin pump, LENTE, LISPRO, MDI, NOVOLIN, NOVOLIN penfill, NOVO NORDISK, NPH, Regular, SEMILENTE, ULTRALENTE, VELOSULIN

	42
	acei
	Was the patient on or prescribed an ACE inhibitor within the past eighteen months?


	1*,2

*If 1, go to hba1cdne,
else go to acecont
	ACE inhibitors may be effective in decreasing proteinuria in diabetic patients.

Examples include: Accupril/quinapril; Altace/ramipril; Capoten/catopril;Lotensin/benzapril; Monopril/fosinopril; Prinzide/lisinopril; Vasotec/enalapril; Uivasc/moexipril


	#
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	43
	acecont
	Does the record document one or more of the following contraindications to prescribing an ACEI?  Indicate all that apply:

1 = allergy or intolerance to ACEI

2 = bilateral renal artery stenosis

3 = chronic renal dialysis

4 = history of angioedema, hives, or rash with ACEI use

5 = moderate or severe aortic stenosis

6 = other, such as hyperkalemia, symptomatic hypotension, severe renal dysfunction

7 = patient on ARB

8 = no documented contraindication
	1,2,3,4,5,6,7,8
	Contraindication = a factor or condition that renders the administration of a drug or agent or the performance of a procedure or other practice inadvisable, improper, and/or undesirable.

Indicate all applicable contraindications documented in the patient’s record.   

The computer will not allow entry of an “8” with entry of any other number. 

	44
	hba1cdne
	Within the past eighteen months, does the record document performance of a hemoglobin A1c?
	1,2*

*If 2, go to secreatn, else go to hba1cdt
	Possible sources: Outpatient Clinic notes, Progress notes, hard copy laboratory results, or electronic database.

	45
	hba1cdt
	Enter the date of the most recent HbA1c obtained for this patient.
	mm/dd/yyyy
	Day may be entered as 01, if exact date is unknown.  At a minimum, the month and year must be entered accurately. 

	46
	hba1c
	Enter the most recent hemoglobin A1c value.


	_ _._%


	If  Hgb A1c was ordered, but the resulting value cannot be found in laboratory reports or electronic data base by abstractor or Liaison, zero-fill the value.

	47
	secreatn
	Within the past eighteen months, was a serum creatinine level obtained?
	1,2*

*If 2, go to urinprot, else go to creatdt


	Renal disorders, such as glomerulonephritis, pyelonephritis, and acute tubular necrosis, will cause an abnormal elevation in serum creatinine.  Accordingly, serum creatinine is required to meet the DM guideline measure for renal function assessment.

Note: this is a serum creatinine, not urine creatinine

	48
	creatdt
	Enter the date of the most recent serum creatinine obtained for this patient.
	mm/dd/yyyy
	Day may be entered as 01, if exact date is unknown.  At a minimum, the month and year must be entered accurately. 

	49
	creatlvl
	Enter the serum creatinine level obtained on this date.
	__.__
	Normal values:  Male: 0.6 – 1.2 mg/dl; Female: 0.5 – 1.1 mg/dl

“Serum creatinine > = 2 mg/dL indicates a substantial loss of remaining functional units in the kidney.”


	#
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	50
	urinprot
	Within the past eighteen months, was a urinalysis for protein performed?

1 = yes

2 = no

3 = patient has active diagnosis of diabetic nephropathy

4 = patient has documented end-stage renal disease (ESRD)
	1,2*,*3*4*

*If 2, 3, or 4, go to microalbn.


	Methods of testing: dipstick for protein, quantitative urine protein testing, routine UA with protein reported, 24-hour urine for protein, urinalysis for macroalbumin/macroalbuminuria.

Diabetic nephropathy: acute renal failure;arterionephrosclerosis; azotemia; chronic renal disorder; chronic renal failure (CRF); chronic renal insufficiency; diabetic kidney disease; dialysis (hemodialysis or peritoneal dialysis); diffuse diabetic or nodular glomerulosclerosis; Kimmelstein-Wilson lesion; papillary necrosis; renal insufficiency

	51
	urindt
	Enter the date of the most recent urinalysis for urine protein
	mm/dd/yyyy
	Day may be entered as 01, if exact date is unknown.  At a minimum, the month and year must be entered accurately. 

	52
	protinpos
	Within the past eighteen months, was at least one urinalysis for protein found to be positive (trace or greater for dipstick, or exceeding laboratory reference range)?


	1,2*

* If 2, go to microalbn, else go to postivdt


	Note change in dipstick findings from trace=negative to trace= positive.  Dipstick results can range from trace to 4.  Dipstick findings of trace or greater indicate protein in the urine.  Use laboratory reference range for normal if dipstick is not used to test for protein.  

Normal result is negative or qualitative=0 (0-0.1g24H)

Normal findings for urine protein: None or up to 8 mg/dl

Normal result for 24 hr urine for protein = < 150 mg/24 hr

	53
	postivdt
	Enter the date of the most recent positive urinalysis for protein within the past eighteen months.


	mm/dd/yyyy
	Day may be entered as 01, if exact date is unknown.  At a minimum, the month and year must be entered accurately. 
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	54
	microalbn
	Was a urine test for microalbuminuria performed within the past eighteen months?


	1,2*

*If 2, go to lipid2, else go to microdt


	Synonyms/Inclusions:  timed urine for microalbumin (e.g., 24-hr urine, overnight urine, or 2-hr urine for microalbumin.), any spot urine for microalbumin, micral strip, reagent strip/dipstick for microalbumin, microalbumin/creatinine ratio (random urine). Microalbuminura   30 – 290 mg/L

	55
	microdt
	Enter the date of the most recent test for microalbuminuria.
	mm/dd/yyyy
	Day may be entered as 01, if exact date is unknown.  At a minimum, the month and year must be entered accurately. 

	56
	microreslt
	Enter the microalbuminuria result obtained at that time.
	______
	If microalbuminuria result is listed only as positive or negative, enter 100 for positive and 0 for negative.

	57
	protunit
	Enter the microalbumin unit of measure:

1= mg/24 hrs

2= micrograms/minute

3= other
	1, 2, 3
	Microalbuminuria is present if urinary albumin excretion is 30-300 mg/24 hrs (equivalent to 20-200 ug/min on timed specimen or a positive result on a reagent strip/dipstick.)

	58
	lipid2
	Within the past eighteen months, was a lipid profile, to include total cholesterol, triglycerides, and HDL-C or LDL-C obtained for this patient?
	1,2*

*If 2, go to fundscop, else go to lipidt
	A cholesterol level alone is not a lipid profile.  At a minimum, total cholesterol, triglycerides, and HDL-C or LDL-C have to be reported to respond “1” to this question.

	59
	lipidt
	Enter the date of the most recent lipid profile obtained within this period.
	mm/dd/yyyy
	Day may be entered as 01, if exact date is unknown.  At a minimum, the month and year must be entered accurately. 

	60
	ldlmeas
	Was the LDL-C measured as part of the lipid profile?

1 = yes

2 = no

3 = triglycerides too high to obtain valid LDL-C
	1,2*,3*

*If 2 or 3, go to totlchol, else go to ldlclvl2
	Either a direct or calculated LDL-C value is acceptable.

If fasting triglycerides are over 400 mg/dL, and LDL-C value is noted to be invalid, answer “3.”

	61
	ldlclvl2
	Enter the value of the LDL-C measured on this date. 
	______
	Normal range is usually 60 – 130 mg/dl or less than 3.36 mmol/L (although this varies depending on the way the LDL is calculated, if it is not a direct measurement.)



	62
	ldl2unit
	Enter the LDL-C unit of measurement:

1= mg/dL

2 = mmol/L
	1,2
	This data must be taken from the lab report in order to ensure the correct unit of measurement is linked to the LDL-C value


	#
	mnemonic
	QUESTION TEXT
	RESPONSE
	DEFINITIONS/DECISION RULES

	
	
	
	
	

	63
	totalc
	Enter the total cholesterol value obtained as part of the lipid profile.
	______
	Value is generally reported as mg/dl or mmol/L and the normal range is usually less than 200mg/dl or 5.18 mmol/L.

This value cannot be zero-filled.

	64
	totalunt
	Enter the total cholesterol unit of measure

1 = mg/dL

2 = mmol/L
	1,2
	This data must be taken from the lab report in order to ensure the correct unit of measurement is linked to the total cholesterol value

	65
	hdlval
	Enter the HDL cholesterol value obtained as part of the lipid profile.
	_____
	Value is generally reported as mg/dl or mmol/L and the normal findings are usually greater than 45 mg/dl (1.17 mmol/L) in males or 55 mg/dl (1.42 mmol/L) in females.

May zero-fill if this value was not included in the lipid profile.

	66
	hdlunit
	Enter the HDL cholesterol unit of measure

1 = mg/dL

2 = mmol/L
	1,2
	This data must be taken from the lab report in order to ensure the correct unit of measurement is linked to the HDL-C value


	#
	mnemonic
	QUESTION TEXT
	RESPONSE
	DEFINITIONS/DECISION RULES

	
	
	
	
	

	67
	trivalue
	Enter the triglycerides value obtained as part of the lipid profile.
	_____
	Normal findings are usually  <180 mg/dL (2.01 mmol/L) in females and <190 mg/dL (2.12 mmol/L) in males.

 This value cannot be zero-filled


	68
	triunit
	Enter the triglycerides unit of measure

1 = mg/dL

2 = mmol/L
	1,2
	This data must be taken from the lab report in order to ensure the correct unit of measurement is linked to the triglyceride value


If lipid2=1 and ldlclvl2 is greater than 130 mg/dL or 3.36 mmolL, or hdlval is less than 35 mg/dL or 0.91 mmol/L, go to cardrisk, else go to fundscop.* 

	69
	cardrisk
	Within the past eighteen months, at any inpatient or outpatient encounter, was the patient prescribed or advised of any of the following methods to manage cholesterol/reduce cardiac risk factors?

Indicate all that apply:

Always indicate response #1, if it is applicable.

1 = patient taking cholesterol-management drug

2 = dietary/nutritional management of fat and/or cholesterol intake

3 = advised to increase physical activity

5 = none of these provided to the patient
	1,2,3,5
	Response #1 is the most important of the available choices.  Determine whether the patient is taking cholesterol management medication (see Drug Therapy summary from Dyslipidemia Guideline) prior to looking for other forms of therapy.  Always indicate response #1 if it is applicable.  If the patient was hospitalized and cholesterol-management medication was prescribed during hospitalization, it must have been continued on an outpatient basis, following discharge, in order for ‘1’ to be applicable.

Answer ‘2’ if patient was prescribed (or advised to follow) a low fat or low cholesterol diet.  It can be assumed the diet is part of a plan to lower, manage, or control cholesterol or hyperlipidemia.

Answer ‘3’ if patient is counseled regarding an increase in physical activity to lower, manage, or control cholesterol or hyperlipidemia.

	70
	fundscop
	Within the past eighteen months, does the record document a funduscopic examination of the retina?

1 = exam performed at this or another VAMC

3 = exam performed by a private sector provider

4 = no documentation funduscopic exam was performed
	1,3,4*

*If 4, go to end

else go to fundt


	The eye exam may be documented by the presence of a note, report, or letter summarizing the results of the exam.  Also acceptable is a note by the PCP/staff that the exam was completed by an eye care professional or documentation of a dilated retinal exam.  The month and year should be known.

If a retinal photo was taken in the ambulatory care setting and sent to an eye care specialist for review, this is acceptable.

If the patient was referred to ophthalmology/optometry but did not keep the appointment, answer ‘4.’


	#
	mnemonic
	QUESTION TEXT
	RESPONSE
	DEFINITIONS/DECISION RULES

	
	
	
	
	

	71
	fundt
	Enter the date the funduscopic exam of the retina was performed.


	mm/dd/yyyy
	Day may be entered as 01, if exact date is unknown.  At a minimum, the month and year must be entered accurately. 

	72
	eyespec
	Enter the number applicable to the clinician that performed the funduscopic examination.

1 = ophthalmologist

2 = optometrist

3 = primary care practitioner

4 = unable to determine

5 = retinal photo sent to eye care specialist
	1,2,3,4,5

Go to end


	If uncertain regarding the specialty of the individual who performed the funduscopic examination, request assistance from the Liaison.

Scoring for the dilated retinal exam of diabetic patients will be based on whether the exam was performed by an ophthalmologist or optometrist or by retinal photo examined by an eye care specialist

Answer ‘5’ as applicable to use of retinal photo, taken in Primary Care or other ambulatory clinic, and sent to an eye care specialist for review.
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