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Data Collection Tool for a Set of Hospice Quality Measures
Instructions
Quality Assessment and Performance Improvement (QAPI) Program Development Collaborative
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If you encounter problems with this tool, contact:

Karen Pace

kbeckpace@aol.com
Janet Neigh

National Association for Home Care & Hospice

jen@nahc.org 

Introduction
This data collection tool is for use with the hospice quality measures developed by the National Association for Home Care & Hospice. The measure specifications, data items, and instructions for implementation are in the companion document, Manual on Implementing a Set of Hospice Quality Measures. The key features of this tool allow the user to:

· organize the data collection from record review;

· automatically compute the quality measures;

· automatically compute descriptive information about the patients included in the sample;

· keep a record of data that have been collected; and

· track progress on the quality measures.

The data collection tool is built in Microsoft Excel. It will run with Excel 2000, 2003, or 2007. The user will need a basic familiarity with using Excel files. This instruction manual only provides information for using the data collection tool itself. For information on Excel, consult your Microsoft documentation, your organization’s information system department, or Microsoft online resources at http://office.microsoft.com/en-us/excel/FX100487621033.aspx.

Data Collection Tool Components

Excel files (called workbooks) can contain multiple worksheets. The worksheets are indicated by tabs that appear at the bottom of your screen. The data collection tool contains the following worksheets.

· Start Here: The first worksheet is where you enter your hospice name and audit month begin and end dates. It also contains the buttons for the programmed navigation and functions.
· Patient Data Entry: The second worksheet is where you will enter your patient data each month. This worksheet is structured like a record audit worksheet. 

· Symptom Tally Sheets: These worksheets are where you will record the information for pain and shortness of breath symptom ratings =>4 or constipation =>4 days. These worksheets will automatically tally the information and place it in the Patient data entry sheet.

· Current Data: This is where individual patient data are automatically stored and some values are computed. The patient data remains here until you have completed all entries for the month.
· Pt. Summary-Compute: This worksheet automatically computes the descriptive characteristics for the patients based on the data you enter.

· Measures-Compute: This worksheet automatically computes the quality measures based on the data you enter.

· Pt. Summary-Save: This worksheet saves your monthly patient summary data so that you will be able to track it over time.

· Measures-Save: This worksheet saves your monthly measure data so that you will be able to track it over time.

· Trends Worksheets: These worksheets contain graphs of trend lines for the monthly quality measure data. There’s a separate worksheet for pain measures, shortness of breath measures, constipation measures, and the assessment and change in location-at-death measures.

· Monthly Worksheets: Worksheets will be added for each month of you collect data. The worksheet will automatically be labeled with the ending date for the data collection period using the YYYYMMDD format. For example, if your data collection period ends on January 31, 2007, the worksheet label will be 20070131.  
Data Collection Tool Instructions
Before You Start Using the Tool
Set up your Excel program to use the tool. 
( Note: The following instructions apply to Excel 2000 and Excel 2003; consult your IT department for help with these steps if you are using Excel 2007.
1. Before you begin working with the Data Collection Tool for the first time, you must make sure the security level will allow the tool to function properly. 

a. Open the Excel program by clicking on the Excel icon or selecting it form the list of programs. 
b. From the toolbar at the top, select Tools, then Macro, then Security. Make sure that the Medium button is selected. 
2. Turn off the auto complete function so that it does not interfere with your data entry.
From the toolbar at the top, select Tools, then Options. Click on the Edit tab. Turn off the “Enable AutoComplete for cell values” option. 

( Note: You may want to turn this option back on after you’ve finished working with the tool. 

3. Close Excel. 
Using the Data Collection Tool
1. Download the tool and save it to the drive and folder of your choice.

2. Open the tool and click on the ‘Enable Macros’ button. 
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3. Save a working copy of the tool for your data by clicking on File, then Save As. You will need to name it something different than the blank template file.

( Note: You will use the same file each time you enter data. 
4. Navigating through the worksheets. Automatic buttons have been provided in some of the worksheets to help you navigate to particular worksheets – when available, simply click on the button.
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You also can navigate by clicking on the worksheet tab. If a worksheet tab is not visible you can scroll using the arrows at the bottom left of the worksheet as indicated below.
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The Automatic Buttons

There are 8 automatic buttons on the Start Here worksheet that you may use. (See the figure below.)

· Enter Data for Individual Patient (yellow): Click on this button to go to the Patient data entry worksheet to begin data entry.
· Save-Return (green): Click on this button if you will be entering more data for the same month at a later time.

· End of Month Compile & Save (red): Click on this button AFTER all the data for the month has been entered. This will clear the Current Data worksheet and save it in a new worksheet after the trend graphs, save the patient summary data, and save the measure data. 
! ALERT: Do NOT use the ‘end of month’ button until you have entered all data for the month. 
· View Trend Graphs (dark blue): These four buttons can be used to quickly navigate to the trend worksheets.
· Create File Deidentified Data (blue): This function was used in the pilot study when data were submitted to NAHC. Normally, you will not need this function. [If used, click on this button AFTER you have compiled and saved the month’s data. This will generate a separate file with only de-identified data. The file name will be automatically assigned using your hospice name and audit period end date (e.g., Hospice_House20070131.xls). It should be saved to the same location as your data entry file.]

Data Entry
1. Go to first worksheet named Start Here
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2. Enter your hospice name into cell C1.
3. Enter the beginning date of your audit period into cell C2. (Format MM/DD/YY) This will usually be the first day of the month.) 

4. Enter the ending date of your audit period into cell C3. (Format MM/DD/YY) This should be the last day of the month.
( TIP: Be sure to press Enter after entering data in the last cell. (Otherwise, the buttons will not work.)

! ALERT: The hospice name and dates are critical to the function of the automatic features. Be sure you enter them.
( Note: The number of patients entered will automatically tally. You do not enter anything.
5. Click on the ‘Enter Data for Individual Patient Data’ button.
( Note: The hospice name and audit period will be automatically transferred to the Patient Data Entry worksheet from the Start Here worksheet.

6. Begin data entry on Line 4. 
( Note: Optional data items are marked with an *. These items are not needed to compute the quality measures, but are used to describe your patient sample.
7. For elevated symptom ratings, if there are more than 1, click on the ‘Tally’ button to enter the incidents of elevated symptom ratings (=>4 for pain or shortness of breath, =>4 days for constipation).
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8. On the symptom tally sheet, enter the data for each incident of a symptom rating =>4.
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9. When finished entering the incidents of symptom ratings =>4, click on the ‘Finished entering data’ button to return to the Patient Data Entry worksheet.

( Note: The symptom tallies will automatically be entered in the Patient Data Entry worksheet.

10. Complete the individual patient data entry.

11. When finished entering all individual patient data, click on the ‘Finished with this patient’s data – Save’ button. This will save the patient’s data in the Current Data worksheet and return you to the Start Here worksheet.
( TIP: Be sure to press Enter after entering data in the last cell. (Otherwise, the buttons will not work.)
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12. Repeat the process for the next patient – steps 5-11.
13. If you need to return later to enter more data for the month, click on the ‘Save-Return Later’ button.

14. If you have completed entering all data for the month, review your data for obvious errors. Scroll to view the Current Data worksheet tab and click on the tab. Here you will see data for all patients entered for the month. Scroll over to the computed values in the red Columns AY to BF. Check Columns BA to BE for any negative or extremely large numbers – this usually means that an incorrect date was entered. Check dates in Columns L, M, N, P, U, and AQ and change as needed. You also can check the computed values in the Measures-Compute worksheet. Values > 100% indicate an error in the data.

15. Once satisfied with data, click on the ‘End of Month Compile & Save’ button in either the Current Data or Start Here worksheets. This will clear the Current Data and Compute worksheets and save your data in a new worksheet.  This step also will save the patient summary and measure data and populate the trend graphs.
16. To view and/or print your results, go to the Start Here worksheet and click on the ‘View Trend Graphs’ buttons or scroll to view the Pt. Summary-Save or Measures-Save worksheet tabs and click on the tab you wish to view.
17. Close your files.
To enter data for subsequent months
1. Open the file that you are using to enter and track your data.
2. Repeat the data entry process, beginning with step 1.
Limitations
The data collection tool is set up for a maximum of 30 records per month for data entry and will save and trend up to 12 months of summary data. The tool does not contain any automatic edit functions, so the computed values will include any data entry errors.

Sample Output

Following are some sample output from the data collection tool.

Trend Graphs

Trend graphs are generated for the quality measures as they are computed each month.
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Patient Summary Information

Descriptive information for the patient sample are computed and saved in the Pt. Summary-Save worksheet.
	Date
	Sep-07
	Oct-07
	Nov-07
	Dec-07

	Total # of patients reviewed
	11
	10
	18
	12

	Program 1-Hospice
	100.0%
	100.0%
	100.0%
	100.0%

	Program 2-Palliative
	0.0%
	0.0%
	0.0%
	0.0%

	Primary Level of care 1-Routine HC
	54.5%
	50.0%
	44.4%
	66.7%

	Primary Level of care 2-Genrl inpt
	18.2%
	20.0%
	22.2%
	33.3%

	Primary Level of care 3-Respite
	9.1%
	10.0%
	11.1%
	0.0%

	Primary Level of care 4-Contin. Care
	18.2%
	20.0%
	22.2%
	0.0%

	Primary Payer 1-Medicare
	54.5%
	50.0%
	44.4%
	83.3%

	Primary Payer 2-Medicaid
	36.4%
	40.0%
	44.4%
	0.0%

	Primary Payer 3-Private Insur
	9.1%
	10.0%
	11.1%
	16.7%

	Primary Payer 4-Private Pay
	0.0%
	0.0%
	0.0%
	0.0%

	Primary Location Hospice Care 1-Home
	81.8%
	80.0%
	77.8%
	83.3%

	Primary Location Hospice Care 2-SNF
	9.1%
	10.0%
	11.1%
	16.7%

	Primary Location Hospice Care 3-Hospice Facility
	9.1%
	10.0%
	11.1%
	0.0%

	Primary Location Hospice Care 4-Assisted Living
	0.0%
	0.0%
	0.0%
	0.0%

	Primary Location Hospice Care 5-Hospital
	0.0%
	0.0%
	0.0%
	0.0%

	If Location Home, Live 1-Alone
	11.1%
	12.5%
	7.1%
	20.0%

	If Location Home, Live 2-With family
	77.8%
	75.0%
	78.6%
	80.0%

	If Location Home, Live 3-With other
	11.1%
	12.5%
	14.3%
	0.0%

	Sex M
	45.5%
	50.0%
	50.0%
	50.0%

	Sex F
	54.5%
	50.0%
	50.0%
	50.0%

	Avg. Age
	73.9
	75.8
	76.9
	69.7

	Primary Diagnosis 1-Cancer
	72.7%
	70.0%
	66.7%
	83.3%

	Primary Diagnosis 2-CHF
	18.2%
	20.0%
	22.2%
	0.0%

	Primary Diagnosis 3-COPD
	9.1%
	10.0%
	11.1%
	16.7%

	Primary Diagnosis 4-ESRD
	0.0%
	0.0%
	0.0%
	0.0%

	Primary Diagnosis 5-Dementia
	0.0%
	0.0%
	0.0%
	0.0%

	Primary Diagnosis 6-Failure to Thrive
	0.0%
	0.0%
	0.0%
	0.0%

	Primary Diagnosis 7-Other
	0.0%
	0.0%
	0.0%
	0.0%

	Avg. LOS
	42.3
	39.3
	35.8
	45.8

	Live Discharge
	9.1%
	10.0%
	5.6%
	16.7%

	Discharge-Death
	90.9%
	90.0%
	94.4%
	83.3%

	Location of Death 1-Home
	60.0%
	55.6%
	52.9%
	60.0%

	Location of Death 2-SNF
	10.0%
	11.1%
	11.8%
	20.0%

	Location of Death 3-Hospice  Facility
	10.0%
	11.1%
	11.8%
	20.0%

	Location of Death 4-Assisted Living
	20.0%
	22.2%
	23.5%
	0.0%

	Location of Death 5-Hospital
	0.0%
	0.0%
	0.0%
	0.0%

	Avg. # of regular ESAS assessments
	6.0
	6.0
	5.7
	6.0

	Most ESAS completed by patient/assisted
	90.9%
	90.0%
	88.9%
	100.0%

	Most ESAS completed by proxy
	9.1%
	10.0%
	11.1%
	0.0%

	Avg initial total distress score
	38.3
	37.1
	37.9
	31.3

	Avg. initial # symptoms assessed
	8.6
	8.6
	8.6
	9.0


Measures Information

The quality measures and additional information related to the measures are computed and saved in the Measures-Save worksheet.

	
	Date
	Sep-07
	Oct-07
	Nov-07
	Dec-07

	# of patients reviewed
	Total #
	11
	10
	18
	12

	
	 
	
	
	
	

	QM1 - Percentage of patients with average time between regular symptom assessments <= 8 days
	# <= 8
	7
	7
	13
	8

	
	%
	63.6%
	70.0%
	72.2%
	66.7%

	Average time between regular symptom assessments (ESAS)
	Avg
	7.2
	6.7
	6.5
	8.4

	Average time from admission to first ESAS
	Avg
	0.5
	0.4
	0.4
	0.2

	
	 
	
	
	
	

	Initial pain rating
	Avg
	4.5
	4.4
	4.5
	3.7

	
	# < 4
	4
	4
	7
	6

	
	% < 4
	36.4%
	40.0%
	38.9%
	50.0%

	Total # new ratings pain =>4
	Total #
	31
	27
	51
	30

	QM2 - For new ratings of pain =>4,  treatment w/in 4hrs or satisfied
	#
	24
	22
	41
	26

	
	%
	77.4%
	81.5%
	80.4%
	86.7%

	For new ratings of pain =>4,  treatment w/in 4hrs (excluding satisfied)
	#
	20
	18
	34
	18

	
	%
	64.5%
	66.7%
	66.7%
	60.0%

	QM3 - For new ratings of pain =>4, follow-up assessment w/in 24hrs (or satisfied)
	#
	22
	19
	36
	20

	
	%
	71.0%
	70.4%
	70.6%
	66.7%

	For new ratings of pain =>4, follow-up assessment w/in 24hrs
	#
	18
	15
	29
	12

	
	%
	58.1%
	55.6%
	56.9%
	40.0%

	QM4 - For new ratings of pain =>4, control (or satisfied) w/in 48hrs
	#
	22
	20
	37
	26

	
	%
	71.0%
	74.1%
	72.5%
	86.7%

	For new ratings of pain >= 4, percentage with control (excluding satisfied)
	#
	18
	16
	29
	20

	
	%
	58.1%
	59.3%
	56.9%
	66.7%

	For new ratings of pain >= 4, percentage improved
	#
	22
	18
	33
	20

	
	%
	71.0%
	66.7%
	64.7%
	66.7%

	QM5 - Percentage of patients with last pain rating before death <4 (or satisfied)
	#
	8
	8
	15
	8

	
	%
	80.0%
	88.9%
	88.2%
	80.0%

	Average last pain rating prior to death
	Avg
	3.4
	3.3
	3.4
	3.2

	
	 
	
	
	
	

	Initial SOB rating
	Avg
	4.1
	4.4
	4.5
	3.7

	
	# <= 3
	5
	4
	7
	6

	
	% <= 3
	45.5%
	40.0%
	38.9%
	50.0%

	Total # new ratings SOB =>4
	Total #
	27
	27
	51
	30

	QM6 - For new ratings of SOB =>4,  treatment w/in 4hrs or satisfied
	#
	21
	21
	39
	24

	
	%
	77.8%
	77.8%
	76.5%
	80.0%

	For new ratings of SOB =>4,  treatment w/in 4hrs (excluding satisfied)
	#
	18
	18
	34
	18

	
	%
	66.7%
	66.7%
	66.7%
	60.0%

	QM7 - For new ratings of SOB =>4, follow-up assessment w/in 24hrs (or satisfied)
	#
	18
	18
	34
	18

	
	%
	66.7%
	66.7%
	66.7%
	60.0%

	For new ratings of SOB =>4, follow-up assessment w/in 24hrs
	#
	15
	15
	29
	12

	
	%
	55.6%
	55.6%
	56.9%
	40.0%

	QM8 - For new ratings of SOB =>4, control (or satisfied) w/in 48hrs
	#
	20
	20
	37
	26

	
	%
	74.1%
	74.1%
	72.5%
	86.7%

	For new ratings of SOB >= 4, percentage with control (excluding satisfied)
	#
	16
	16
	29
	20

	
	%
	59.3%
	59.3%
	56.9%
	66.7%

	For new ratings of pain >= 4, percentage improved
	#
	18
	18
	33
	20

	
	%
	66.7%
	66.7%
	64.7%
	66.7%

	QM9 - Percentage of patients with last SOB rating before death <4 (or satisfied)
	#
	7
	6
	11
	6

	
	%
	70.0%
	66.7%
	64.7%
	60.0%

	Average last SOB rating prior to death
	Avg
	3.2
	3.3
	3.4
	3.2

	
	 
	
	
	
	

	Time from last ESAS to death
	Avg
	8.3
	1.2
	1.2
	1.8

	
	 
	
	
	
	

	Initial Bowel assessment - # days since last BM
	Avg
	2.1
	1.9
	1.9
	2.7

	
	# <=3
	8
	8
	14
	8

	
	% <=3
	72.7%
	80.0%
	77.8%
	66.7%

	Time from admission to initial bowel assessment
	Avg
	0.9
	0.5
	0.4
	0.7

	QM10 - Weekly bowel assessment
	# Yes
	8
	7
	12
	12

	
	%
	72.7%
	70.0%
	66.7%
	100.0%

	Patients on opioid medication
	Total #
	8
	7
	12
	10

	
	%
	72.7%
	70.0%
	66.7%
	83.3%

	QM11 - Patients on opioids, started on bowel regimen
	#
	7
	6
	10
	8

	
	%
	87.5%
	85.7%
	83.3%
	80.0%

	Total # new reports of => 4 days
	Total #
	9
	8
	14
	12

	QM12 - For new reports =>4 days since last BM, treatment w/in 4hr
	#
	7
	6
	10
	8

	
	%
	77.8%
	75.0%
	71.4%
	66.7%

	QM13 - For new reports =>4 days since last BM, BM w/in 72hr
	#
	8
	7
	12
	10

	
	%
	88.9%
	87.5%
	85.7%
	83.3%

	QM14 - Patients with location of death different from primary location
	#
	5
	5
	10
	4

	
	%
	50.0%
	55.6%
	58.8%
	40.0%


Record Review Worksheets
The following worksheets can be copied and used for data collection as patient records are reviewed. The information is then entered into the data collection tool.

	Audit Period Begin Date
	
	Audit Period End Date
	

	If patient is on service for more than 90 days, is this review limited to the first, last, and middle 30 days? (y,n,n/a)
	


Optional Items – Not required to compute measures, but provide additional useful information 
	*Last Name
	
	*First Name or Initial
	
	*Pt. ID
	


	1
	Demo
	*Program   1-Hospice 2-Palliative
	

	2
	Demo
	*Primary Level of care   1-Routine Home Care  2-General inpatient  3-Respite 4-Continuous Home Care
	

	3
	Demo
	*Primary Payer  1-Medicare 2-Medicaid 3-Private Insurance 4-Private Pay 5-Other
	

	4
	Demo
	Primary Physical Location   1-Home 2-SNF 3-Hospice Facil 4-Asst. Living 5-Hospital
	

	5
	Demo
	*If physical location Home   1-Lives alone   2-Lives w/family 3-Lives w/other    ('na' if not at home)
	

	6
	Demo
	*Sex m/f
	

	7
	Demo
	*Age at time of admission
	

	8
	Demo
	*Primary Dx   1-Cancer 2-CHF 3-COPD  4-ESRD 5-Dementia 6-Failure thrive 7-Other
	

	9
	Demo
	Admission Date
	

	10
	Demo
	Date of Live Discharge  (leave blank if discharge at death)
	

	11
	Demo
	Date of death (leave blank if discharged alive)
	

	12
	Demo
	Location of death   1-Home  2-SNF  3-Hospice Facility  4-Asst. Living  5-Hospital
	

	13
	Asses
	Date of first symptom (ESAS) assessment
	

	14
	Asses
	*# of symptoms rated on first ESAS assessment (1-9 symptoms--NOT the optional one)
	

	15
	Asses
	*Initial total distress score for the 9 symptoms (do not include the optional symptom)
	

	16
	Asses
	Total # of regular symptom assessments (ESAS) from admission to discharge (not follow-ups to =>4)
	

	17
	Asses
	Overall Most ESAS ratings completed by: 11-Patient participated - alone or with assistance (1,2,3 on ESAS)  22-Proxy alone - Caregiver/Health Professional (4,5 on ESAS)
	

	18
	Asses
	Date of last symptom assessment (ESAS) before death
	

	19
	Pain
	Initial pain rating 
	

	20
	Pain
	# new pain ratings  =>4  (If none, skip to #27; If more than 1, use next sheet to tally)               Total Col A
	

	21
	For pain ratings =>4


	w/in 4hrs: # with treatment (not just ordered)                                                                              Total Col C
	

	22
	
	w/in 4hrs: # w/no treatment but with documentation satisfied w/level >3 or treatment               Total Col D
	

	23
	
	w/in 24hrs: # with follow-up assessment                                                                                    Total Col E
	

	24
	
	w/in 48hrs: # w/rating <4                                                                                                             Total Col F
	

	25
	
	w/in 48hrs: # w/rating =>4 but w/documentation satisfied w/level >3 or treatment Total Col D+Total Col H
	

	26
	
	w/in 48hrs: # improved                                                                                                                 Total Col I
	

	27
	Pain
	Last pain rating prior to death (If less than 4, skip to #29)
	

	28
	Pain
	If last pain rating ≥4, documentation patient satisfied w/level/treatment? (y/n) 
	

	29
	SOB
	Initial SOB rating
	

	30
	SOB
	# new SOB ratings  =>4  (If none, skip to #37; If more than 1, use next sheet to tally)              Total Col A
	

	31
	For SOB ratings =>4
	w/in 4hrs: # with treatment (not just ordered)                                                                              Total Col C
	

	32
	
	w/in 4hrs: # w/no treatment but with documentation satisfied w/level >3 or treatment               Total Col D
	

	33
	
	w/in 24hrs: # with follow-up assessment                                                                                     Total Col E
	

	34
	
	w/in 48hrs: # w/rating <4                                                                                                             Total Col F
	

	35
	
	w/in 48hrs: # w/rating =>4 but w/documentation satisfied w/level >3 or treatment Total Col D+Total Col H
	

	36
	
	w/in 48hrs: # improved                                                                                                                 Total Col I
	

	37
	SOB
	Last SOB rating prior to death (If less than 4, skip to #39)
	

	38
	SOB
	If last SOB rating ≥4, documentation patient satisfied w/level/treatment? (y/n) 
	

	39
	Const
	Bowel function assessment completed at least weekly   (y/n)
	

	40
	Const
	Date of initial bowel function assessment
	

	41
	Const
	Was patient on opioid medication at any time during hospice care?  (y/n)  
	

	42
	Const
	If on opioid at any time, was a bowel regimen established? (y/n; 'na' if no opioid)
	

	43
	Const
	At initial bowel function assessment, how many days since last BM?
	

	44
	Const
	# new reports of  =>4 days since last BM (If none, stop here; if more than 1, use tally sheet)  Total Col A
	

	45
	Const
	For report of =>4 days since last BM, w/in 4hrs: # with treatment                                              Total Col B
	

	46
	Const
	For report of =>4 days since last BM , w/in 72hrs: # with bowel movement                               Total Col C
	


Pain ratings =>4

	
	A
	B
	C
	D
	E
	F
	G
	H
	I

	
	Date of new rating =>4
	What was the rating?
	Was treatment initiated w/in 4 hrs? (y/n)  If yes, skip to E
	If no treatment initiated, documentation satisfied? (y/n)  
If yes, STOP
	Was a follow-up assessment done w/in 24 hrs? (y/n)
	Was the rating <4 within 48 hrs? (y/n)
	What was the rating at 48 hrs?  If < 4, STOP
	If still >3 at 48 hrs, documentation satisfied?( y/n)
	Improvement in pain rating

(Col G – Col B)

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Total
	
	
	
	
	
	
	
	
	


SOB ratings =>4
	
	A
	B
	C
	D
	E
	F
	G
	H
	I

	
	Date/ of new rating =>4
	What was the rating?
	Was treatment initiated w/in 4 hrs? (y/n)  If yes, skip to E
	If no treatment initiated, documentation satisfied? (y/n)  
If yes, STOP
	Was a follow-up assessment done w/in 24 hrs? (y/n)
	Was the rating <4 within 48 hrs? (y/n)
	What was the rating at 48 hrs?  If < 4, STOP
	If still >3 at 48 hrs, documentation satisfied? (y/n)
	Improvement in pain rating 

(Col G – Col B)

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Total
	
	
	
	
	
	
	
	
	


Constipation report =>4 days
	
	A
	B
	C

	
	Date/ of report =>4 days
	Was treatment initiated w/in 4 hrs? (y/n)
	Did the patient have a BM w/in 72 hrs? (y/n)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Total
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