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Top Ten Mismatched Data Elements for Q2 2012 – Q4 2012
Rank

Data Element

Description
What is the time the patient first had direct personal exchange
with the physician/APA/PA or institutionally credentialed
provider to initiate the medical screening examination in the
emergency department?

Percent

1

Provider Contact Time

2

ED Departure Time

What is the time the patient departed from the emergency
department?

16.8%

3

Pain Medication

Was there documentation the patient received oral or parenteral
pain medication during this emergency department visit?

8.3%

4

ED Arrival Time

What was the earliest documented time the patient arrived at the
outpatient or emergency department?

7.7%

5

Antibiotic Name

What is the name of the antibiotic(s)?

5.8%

6

Provider Contact Date

What is the date the patient first has direct personal exchange
with the physician/APN/PA or institutionally credentialed
provider to initiate the medical screening examination in the
emergency department?

4.8%

7

Observation Services

Was there documentation of an order for observation services
written by the physician/APN/PA?

3.5%

8

Pain Medication Time

What is the time the earliest oral or parenteral pain medication
was administered?

2.4%

9

ED Departure Date

What is the date the patient departed from the emergency
department?

1.7%

10

Time Last Known Well

At what time was the patient last known to be well or at his or
her prior baseline state of health?

1.5%

32.5%
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Tips for Abstraction for the Top Three Mismatched Data Elements
Provider Contact Time Tips
yy Use the first direct, personal contact that can be substantiated between a patient and any physician/APN/PA or
institutionally credentialed provider.
yy Do not use provider-documented admission time, arrival time, presentation time, doctor-assigned time, or triage
time, unless there is other supporting documentation in the record (such as an exam).
yy Select “UTD” if the patient left against medical advice and it cannot be determined whether the patient had direct
contact with a provider or if there is documentation that the provider saw the patient prior to arrival time or after
departure time.
ED Departure Time Tips
yy Use the latest time that can be substantiated in the medical record. Examples:
○○ Release Time
○○ Out Time
○○ Check Out Time
○○ Transport or Transfer Time
○○ The Event Log, Registration Sheet, Transfer Record, etc., if a discharge time is noted and is part of the
permanent medical record
○○ Any other synonym that can easily be understood to mean “departure” or “discharge”
yy Use the later departure time if two departure times are noted.
yy Do not use the time the ED record was released from holding, the chart was closed, or “Off the Tracking Board”
times.
yy Do not use Medication or Vital Signs if they are later than the ED Departure Time.
yy Do not use a Coding Summary or a physician’s Discharge Summary, as they are not part of the medical record
available to the user while the patient is in the facility.
Pain Medication Tips
yy Select “Yes” if there is documentation that the patient (aged two to fewer than 18 years old) received oral pain
medication, including local or regional anesthesia/analgesia, during the emergency department visit.
yy Select “Yes” if there is documentation that the patient (aged 18 years or older) received parenteral pain medication,
including local or regional anesthesia/analgesia.
yy Select “No” if the initial medication administration is oral for patients aged 18 years or older.
yy The documentation of administration must be in the medical record, not just the documentation of the order.
yy A signature or initials of the person administering the medication must be present in the documentation.
yy Select “No” if there is documentation the patient received oral or parenteral pain medication prior to arrival.
yy Select “No” if there is documentation of a reason for not administering pain medication (e.g., patient unconscious,
decreased respiration rate, patient refusal, etc.).

Electronic Health Records – How Do You Find the Time?
Locating the correct notations within an EHR when trying to determine timing data elements proves problematic
for many hospital abstractors. Different terms are used by various EHRs to express times such as arrival, provider
contact, etc.
Hospitals may want to include staff from their quality department and work with their EHR vendors to use the
Specifications Manual as a reference source when developing and assigning fields. Each version of the manual is
published six months before any program changes are implemented to allow time for such adjustments.
As the Support Contractor, FMQAI continues to provide assistance though the ListServe, guidelines documents
continued on next page...
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(available at http://www.oqrsupport.com/hospitaloqr/tools), the Question and Answer tool linked from the HospitalsOutpatient section of QualityNet, and our newsletter (see the FAQ on ED departure time above). You may also call
us at 866-800-8756 for help on how to find the time.

FAQs

OP-26: The eight categories and corresponding codes in the Specifications Manual do not include the category
“Respiratory,” but the website for reporting the measure lists “Respiratory” as a category. Where do we find the codes
for those respiratory surgical procedures?
The table in the QualityNet tool was designed using wording from the CY 2013 Final Rule. In the rule, it lists eight organ
systems; however, when the Specifications Manual was produced, the CPT codes were found to have been updated. CMS
re-selected the top 100 most common CPT codes/procedures, and the respiratory category was no longer included on the
list. Therefore, “Respiratory” is not in the table of organ systems for OP-26 in the Specifications Manual version 6.0b.
As there are no CPT codes associated with the respiratory system in the manual, you will enter a zero (“0”) since the line
cannot be left blank. Also, the organ system “Other” is not in the Final Rule and not on the list to answer. If the organ
system is not there, then you cannot answer it.
For OP-23, can we use a range of time for Time Last Known Well, e.g., “Husband states patient was last known well 2-3
hours ago?” How would we abstract this data element?
Effective with July 1, 2012, encounters, a range of time is acceptable. Abstract based on the maximum time from the range
(e.g., “3 hours ago”), and subtract that number of hours from the arrival time.
Should all outpatient cases from separate campuses be included in the Population & Sampling?
Sampling population is determined by the CMS Certification Number (CCN) or Medicare provider number. Therefore, an
organization is to include all services billed under a single CCN when determining the population of interest for that CCN.
If an organization renders outpatient services at multiple sites billing under a single CCN, services rendered at all sites are
eligible for inclusion in the measure set populations.
In considering the five or fewer rule, are Acute Myocardial Infarction (AMI) and Chest Pain (CP) viewed as one
measure set?
Yes, these are considered within one measure set consisting of two populations: AMI and CP. When calculating whether or
not you have five or fewer cases for the ED measure topic for the quarter, total the AMI and CP cases together. If this total
is greater than five, you will need to abstract and submit data for the cases in both populations. If the total is five or fewer,
you will not be required to submit data for the measure topic.

You Have Questions,
We Have Answers

Checklist for
Validation Hospitals

The Outpatient Questions and Answers tool, located on QualityNet,
is a great resource for both new and experienced abstractors. Not
only does it allow abstractors to ask new questions, it also serves as a
searchable database for previously asked questions. Users can query
the database to see whether their question has already been answered
and receive guidance from subject matter experts immediately.

yy Compile the minimum 12 records in their
entirety
yy Have your facility’s quality department review
records before submission – hospitals are
responsible for submitted or omitted data
yy Submit all records on time

The Hospital OQR Program Team works to make sure new questions
are answered in a timely fashion. You can find this helpful tool at
https://cms-ocsq.custhelp.com/.

Quick links

Hospital OQR http://www.oqrsupport.com
QualityNet http://www.qualitynet.org

Hospital OQR Program 5201 W. Kennedy Blvd. Suite 900, Tampa, FL 33609 Phone: 866-800-8756
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