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COE4CCN:  Mental Health Care Quality Measures
 Module Content Guidelines
The mental health module focuses on several conditions and looks at both emergency department (ED) and inpatient care.  The conditions of interest for children (5 to 11 years of age) are dangerous self-harm and suicidal ideation and psychosis.  The conditions of interest for adolescents (12 to 19 years of age) are dangerous self-harm and suicidal ideation, psychosis, and substance abuse.  Each patient selected via administrative data will be placed into 1 of these 3 modules and only the measures for that module will apply.  The quality measures focus on areas of patient assessment and coordination of psychiatric care.   The quality measures contained in this abstraction tool are shown in Table 1.
Table 1:  Mental Health Care Quality Measures
	Dangerous self-harm and suicidality

	DSD 1
	MH assessment in ED
Children/adolescents who present to the ED with dangerous self-harm or suicidality should have an assessment by a MH professional prior to discharge from the ED


	DSD 7b
	Lethal means counsel
Children/adolescents admitted to the hospital for dangerous self-harm or suicidality should have documentation in the medical record that their caregivers were counseled on how to restrict their child’s/ adolescent’s access to potentially lethal means of suicide


	DSD 9
	Discharge follow-up

Children/adolescents admitted to the hospital for dangerous self-harm or suicidality should have documentation in the medical record of discussion between the hospital provider and the patient’s outpatient provider regarding the plan for follow-up



	Psychosis

	P 2
	Drug screening in the ED*
Adolescents who present to the ED with psychotic symptoms should receive the following screening laboratory tests: 

a) Urine drug screening
b) Toxicology screening
*Measure has been recommended for NQF endorsement

	P 3
	Psychiatric consult 

Children/adolescents who present to the ED with psychotic symptoms should have a psychiatric consult within 24 hours of admission


	P 4
	Psychiatric consult for new antipsychotic

Children/adolescents admitted to the hospital with psychotic symptoms and who are not currently taking antipsychotics should have a psychiatric consult prior to given scheduled treatment with antipsychotic medication



	P 5
	Baseline assessment prior to antipsychotic

Children/adolescents admitted to the hospital with a diagnosis of a psychotic disorder should have documentation of a baseline assessment prior to discharge if discharged on a new scheduled antipsychotic medication that includes:

a) Height

b) Weight

c) Blood pressure

d) Pulse

e) Blood glucose

f) Total cholesterol

g) Triglycerides

h) EKG



	Substance abuse

	SA 6
	Comorbidity screen

Adolescents admitted to the hospital for substance abuse treatment should be screened for :

a) Depression

b) Anxiety

c) Screening for a history of abuse or witnessing violence




Abstraction Content Guidelines

1. Date of Birth – Enter the patient’s date of birth.

2. Condition of Interest – Indicate the module to which this patient was assigned based on the administrative data.

3. Place of Care – Indicate if the patient’s care was provided solely in the ED, as an inpatient but admitted via the ED, or as a direct admit to inpatient care.
4. Date of ED Admission – This question only applies to patients who were treated in the ED, either solely or as part of their care until admission.  Enter the date the patient was admitted to the ED.
5. ED Discharge Disposition – This question only applies to patients who were treated solely in the ED.  Indicate if any of the listed circumstances applied to the patient at the time of discharge from the ED.  Select response 1 if the patient left the ED against medical advice or eloped, response 2 if the patient was deceased, and response 3 if the patient was transferred to an inpatient care facility other than the marker hospital.  Any of these circumstances will result in the exclusion of the case from this evaluation as care is incomplete.
6. Mental Health Evaluation – [Module: Dangerous self-harm/suicidal ideation] Indicate if the patient had an evaluation by a mental health professional prior to discharge from the ED.  A “mental health professional” is a licensed social worker (LSW, MSW), psychotherapist (e.g., MFCC, MFT), psychologist (PhD), psychiatrist (MD), or advanced practice nurse (APN) or nurse practitioner (NP) with expertise in mental health.  As long as the provider doing the assessment is qualified as indicated above, it is not necessary to examine the content of the mental health assessment.  If an appropriate person does not see the patient during the ED stay, choose response 2 (No/No data) even if a reason is noted for why this did not happen.
7. Urine/Serum Toxicology Screening – [Module: Psychosis] This item applies to adolescents presenting with psychotic symptoms presenting to the ED.  Indicate if the patient had a urine or serum toxicology screen for alcohol and drugs. The alcohol test will be a separate test from the drug tests. The drug test must be comprehensive in that it tests for multiple types of illicit drugs.  Do NOT give credit for tests that include results of just a single drug.  Drug screens commonly include tests for benzodiazepines, barbiturates, methamphetamine, cocaine, methadone, opiates, tetrahydrocannabinol, etc.
8. Dates of Admission and Discharge – This item applies only to those patients admitted to the marker hospital either via the ED or by direct admit.  Enter the dates and times of admission to and discharge from the hospital.  If the patient was admitted via the hospital ED, do NOT include the dates or times of ED admission/discharge.   Always use a 24-hour clock to enter time (e.g., 10:00 pm = 2200).  For b) Time of Admission, use the time listed as the admission time, or if that does not exist, use the time of the first clinical note.  For d) Time of Discharge, use the time listed as the discharge time or the last clinical note indicating the patient’s departure.  Do not use the time of a clinical note posted/signed after documentation indicates that the patient has already left the hospital.  Usually a nursing note will document the time the patient left the hospital. 

9. Discharge Disposition – This item applies only to those patients admitted to the marker hospital either via the ED or by direct admission to inpatient care.  Indicate the patient’s disposition at hospital discharge.  Patients who left the hospital against medical advice or eloped, were deceased, or were transferred to an inpatient medical facility will have no further evaluation of their care.  In some cases, this will mean replacing the case.  In others, other applicable ED measures will still apply.  Response 4 is for patients who were discharged to some sort of holding facility such as jail, juvenile detention, or other holding placemen.  Response 5 is for patients who were discharged to half- or partial-hospitalization.  The definition of this varies among sites, but in general indicates an arrangement where the patient is at home at night, but in a therapeutic environment during the day.  Response 6 is for patients who were discharge to home, which includes a foster home or other group homelike arrangement.
10. Restriction of Lethal Means – [Module: Dangerous self-harm/suicidal ideation] Patients who have been treated as inpatients for self-harm/suicidal ideation need to have their safety monitored after discharge.  Mental health providers usually work with the patient to create a “contract for safety.”  This is a contract created with the patient which identifies his/her particular stressors (e.g., being bullied, parent telling him to clean his room) and actions the patient could employ to ease the stress that are “safe” (e.g., listen to music, call a friend).  There is also a need to counsel the parent/caregiver about the need to protect the patient by limiting his/her access to lethal means, such as the car, guns, sharps, medications, etc.  This is often referred to as a “safety plan.”  This question is looking for documentation in the medical record that a hospital provider counseled the parent/caregiver about restricting access to lethal means at some time prior to discharge.  This discussion must be specific about this.  If the documentation indicates that lethal means are accessible, then it must also indicate that counseling included restricting them.  For example, documentation noting that the parent states that there are no guns in the house would be adequate.  But if guns are noted to be present, then there must be documentation that there was counseling to remove or lock up the guns.  There may be no clear documentation of the counseling that took place with the parent/caregiver.  In this case, you can accept “safety plan” discussed with the family, but NOT “safety contract” was discussed with the family.  If a reference to discussion of a “safety plan” is used, there must also be clear documentation that the discussion included the parent/caregiver or family.

11. Follow-up MD – This item will only apply to patients who were hospitalized for self-harm/suicidal ideation.  Indicate if the at time of discharge, the patient had a designated primary care provider (PCP) or psychiatrist who would manage the patient’s care post-discharge.  Even patients with no known provider at the time of hospital admission should have been referred to a follow-up provider who was a PCP or a psychiatrist at the time of discharge.

12. Follow-up MD:  SI Plan – [Module: Dangerous self-harm/suicidal ideation]  Indicate if the hospital provider communicated (by telephone or email) with the follow-up provider (PCP or psychiatrist) during the time window of 24 hours prior to discharge to 48 hours after discharge.  The window of time will be computed based on the discharge date and time and will be displayed.  The purpose of this communication is to be sure a safe transition is in place, as this item applies only to patients hospitalized for self-harm/suicidal ideation.  Select response 2 if the hospital provider is also the follow-up outpatient provider as this case would be excluded from the communication requirement. This is most likely to occur in smaller or more rural institutions. If you cannot verify that there was any communication between the hospital provider and the follow-up PCP/psychiatrist, select response 3 (None of the above/No data).
13. Psychiatric Consult – [Module: Psychosis] Indicate if the patient had a psychiatric consult within 24 hours of admission.  The end of the 24-hour time frame will be computed (based on admission time) and displayed.  Include in this interval any psychiatric consult that may have been done in the marker ED prior to admission if the patient was admitted via the ED.  The consult may be in person or by telemedicine.  The consult must have been done by a psychiatrist or PhD psychologist.  If the consult was done by a clinician-extender (nurse practitioner, advanced practice nurse, physician assistant, licensed social worker, or licensed counselor), this is acceptable as long as the assessment is co-signed by a psychiatrist.  If an appropriate person did not assess the patient during the first 24 hours, choose response 2 (No/No data), and continue to Q13a).  

13a) Indicate if the patient had a psychiatric consult within 48 hours of admission.  (The end of this time frame is computed based on the date and time of admission will be displayed in the question text.)  If a qualifying MH provider assessed the patient by the indicated time, select response 1 only if a justification was noted for the delay.  You are not asked to evaluation the content or acceptability of the justification.  Any justification that specifically refers to the time delay for the assessment is acceptable.  If there is no justification noted for the delay, select response 2.  

14. Current Antipsychotic Therapy – [Module: Psychosis] Indicate if at the time of this admission the patient was taking a scheduled (not prn) antipsychotic.  (See Antipsychotic Medication List provided for this item in the abstraction tool.)  If the patient was not on a scheduled antipsychotic at the time of admission, select response 2 if the patient received at least 2 doses of antipsychotic medication during the admission. Select response 3 if the patient received no doses or only 1 dose of antipsychotic medication during the admission.  
15. Premedication Consult – [Module: Psychosis] This item applies only to those patients who were not on a scheduled antipsychotic at the time of admission and who had at least 2 doses of antipsychotic medication during the admission.  Indicate if the patient had a psychiatric consult prior to the administration of the second dose of the new antipsychotic.  Include in this interval any psychiatric consult that may have been done in the marker ED prior to admission if the patient was admitted via the ED.  The consult may be in person or by telemedicine.  The consult must have been done by a psychiatrist or PhD psychologist.  If the consult was done by a clinician-extender (nurse practitioner, licensed social worker, or licensed counselor), this is acceptable as long as the assessment is co-signed by a psychiatrist.  Give credit for a consult if the prescribing provider is a psychiatrist.
16. Scheduled Dosing of New Antipsychotic – [Module: Psychosis] This item is for patients who were not taking a scheduled antipsychotic at the time of admission.  Based on the discharge medications, indicate if the discharge medications included a scheduled (not prn) regimen of an antipsychotic that the patient was not taking at the time of admission.  

17. Baseline Laboratory Tests – [Module: Psychosis] This item is for patients who were discharged on an new scheduled antipsychotic that they were not taking at the time of admission.  Indicate which of the listed measurements were done and serum tests drawn prior to discharge.  This can include measurements/tests done/drawn in the ED.
18. Substance Abuse Comorbidity – [Module:  Substance abuse] This item only applies to patients who were treated as inpatients for substance abuse.  Indicate if the patient was assessed for (presence or absence documented) the following in the first 48 hours of admission.  The time frame will be computed based on the admission date and time and displayed.  Include in this time frame any applicable assessment that was documented in the marker ED if the patient was admitted via the ED.

a) Depression, dysthymia, mood disorder:  Include any reference to assessment of mood.  Include reference to depression of any type (bipolar I, bipolar II, major depressive disorder, MDD).  Do not count a reference to a past history of depression, but include a current diagnosis of depression. The current diagnosis should be explicitly stated and not based on an inference from current medications.   

b) Anxiety, GAD:  Include reference to presence or absence of any anxiety disorders, generalized anxiety disorder, obsessive compulsive disorder, OCD, panic disorder, phobias, posttraumatic stress disorder, PTSD, social anxiety disorder, etc. Do not count a reference to a past history of an anxiety disorder, but include a current diagnosis of anxiety.  The current diagnosis should be explicitly stated and not based on an inference from current medications.   

c) History of abuse or witnessing violence:  Include any reference to a positive or negative history of any type of physical, sexual, verbal abuse or any exposure to violence at home (e.g., domestic violence) or in the environment (e.g., gang violence, crime).
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