
Mental Health Care MR Abstraction Tool
1. Date of Birth

Enter the patient’s date of birth:  [DATE]
2. Condition of Interest
What is the module to which this case was assigned?

o
Dangerous self-harm or suicidal ideation/depression  

o
Psychotic symptoms
o
Substance abuse 





3. Place of Care

Was this patient seen in the ED only or was the patient admitted to the marker hospital?

o
Marker ED only
IF Q2 = 3 (SUD), STOP (replace).  IF Q2 = 2 (psychosis) and age <12, 












STOP (replace). Otherwise, continue to Q4 (ED)
o
Admitted to the marker hospital via the marker ED   If Q2 = 1 or 3 (SI/SUD), skip to Q8 (IP dates)

 Otherwise, continue to Q4 (ED)

o
Direct admit to the marker hospital (no ED)   Skip to Q8 (IP dates)

4. Dates of ED Admission and Discharge


a) Date of ED admission:   [DATE]
b) Date of ED discharge:    [DATE]

IF age is <5 years OR >19 years old at time of admission, STOP (exclude for age)
IF Q3 = 1 (ED only), continue to Q5 (disp)

IF Q2 = 2 (psychosis) AND Q3 = 2 (ED+IP) AND age ≥12, skip to Q7 (toxicology)

Otherwise, skip to Q8 (dates)

5. ED Discharge Disposition


ED only
What was the patient’s disposition at the time of discharge from the ED?

o
Left the ED against medical advice (AMA)/eloped




o 
Discharge disposition is deceased




o
Transferred to an inpatient facility other than the marker hosptial
o
None of the above
/No data


If Q5 = 1 or 2 (AMA/deceased), STOP (replace)

If Q5 = 3 (transferred) and Q2 = 1 (SI), STOP (replace).


If Q5 = 4 (none) and Q2 = 1 (SI), continue to Q6 (MH eval)  


If Q5 = 3 or 4 (transferred/none) and Q2 = 2 (psych), skip to Q7 (toxic)
6. Mental Health Evaluation

SI
Prior to discharge from the ED, was the patient evaluated by a mental health professional?

Mental health professional = Licensed social worker (LSW, MSW), psychotherapist (e.g., MFCC, MFT), psychologist (PhD, EdD, ScD), psychiatrist (MD), or advanced practice nurse (APN) or nurse practitioner (NP) with expertise in mental health

o
Yes
o
No/No data


STOP (date collection complete)
7. Urine/Serum Toxicology Screening
    
During the ED visit (and prior to hospital admission/transfer, if applicable), was a urine and/or serum toxicology screen done for alcohol and drug use/abuse?

o
Toxicology screen for both alcohol and drugs


o
Toxicology screen for alcohol only
o
Toxicology screen for drugs only
o
None of the above/No data



IF Q3 = 2 (admitted), continue to Q8 (dates)


Otherwise, STOP (data collection complete)

8. Dates of Admission and Discharge


ED+IP and IP
Provide the following dates and times:

a) Date of hospital admission:
[DATE]

b) Time of hospital admission:
[TIME]

c) Date of hospital discharge:

[DATE]

d) Time of hospital discharge:
[TIME]

Prior to Q9:
IF Q2 = 3 (SUD), and patient age is <12 years OR >19 years old at time of admission, STOP (exclude for age)
IF Q3 = 2 or 3 (ED/direct admit) and patient age is <5 years OR >19 years old at time of admission, STOP (exclude for age)

Otherwise, conintue to Q9 (hosp disp)

9. Discharge Disposition


At the time of discharge from the hospital, to where was the patient discharged?

o
Left the hospital against medical advice (AMA)/eloped
o
Discharge is position is deceased

o
Transferred to an inpatient medical facility
o 
Discharged to jail, juvenile detention, or other holding placement 

o
Half- or partial-hospitalization


o
Home
 

IF Q9 = 1 or 2 (AMA/deceased) and Q3 = 3 (direct admit), STOP (replace)

IF Q9 = 1 or 2 or 3 (AMA/dec/trans) and Q2 = 1 (SI) and Q3 = 2 (ED+IP), STOP (replace)

IF Q2 = 1 (SI) and Q9 = 5 or 6 (home/partial), continue to Q10 (lethal)






IF Q2 = 1 (SI) and Q9 = 4 (institution), skip to Q12 (SI plan)










IF Q2 = 2 (psych) and Q3 = 2 (ED care) and Q9 = 1 or 2 or 3 (AMA/dec/trans), STOP (data

collection complete)


IF Q2 = 2 (psych) and Q3 = 3 (direct), and Q9 = 1 or 2 or 3 (AMA/dec/trans), STOP (replace)


IF Q2 = 2 (psych), skip to Q13 (consult)

IF Q2 = 3 (SUD) and Q9 = 1 or 2 or 3 (trans/AMA/dec), STOP (replace)

IF Q2 = 3 (SUD), skip to Q18 (cormorbid)

10. Restriction of Lethal Means



SI
Prior to discharge, is there documentation that the patient’s parent/caregiver was counseled (in person or via telephone) in how to restrict the patient’s access to potentially lethal means of suicide (e.g., fiearms, medications, car, sharps, etc.)?  Reference to an “established safety plan” is NOT adequate.

o
Parent/caregiver counseled on restriction of lethal means, including how to limit access if 

lethal means are present

o
Parent/caregiver NOT counseled on restricting access to lethal means/No data

IF Q9 = 4 (insitituiton), skip to Q12 (SI plan)

Otherwise, continue to Q11 (MD FU)
11. Follow-up MD


At the time of discharge, did the patient have a designated follow-up provider [either primary care provider (PCP) or psychiatrist] who would be managing the patient’s care after discharge?  

o
Yes

Continue to Q12













o
No follow-up PCP or psychiatrist and none arranged/No data
STOP (data collection
complete)
12. Follow-up MD: SI plan


Was there documentation in the medical record of communication between the hospital provider and the patient’s follow-up PCP or psychiatrist (or holding facility provider, if applicable) during the time interval from {[Discharge date and time – 24 hours] OR [IF hospitalization <24 hours, Admission date and time]} to [Discharge date and time + 48 hours] regarding the post-discharge follow-up plan?   

o
Yes  
o
Hospital provider is also follow-up provider 
o
Neither of the above/Can’t tell/No data  
STOP (data collection complete)
13. Psychiatric Consult



Did the patient have an in-person or telemedicine psychiatric consult (including the ED, if applicable) that occurred by {[Hospital Admission date and time + 24 hours] OR [IF admission is <24 hours, by Discharge date and time]} (within 24 hours of inpatient admission)?  
Psychiatric consult = Assessment by psychiatrist or PhD psychologist or nurse practitioner/clinician extender with psychiatrist co-signature

o
Yes


Skip to Q14 (meds)
o
No/No data
IF admission is >24 hours, continue to Q13a). Otherwise, skip to Q14
13a) Did the patient have an in-person or telemedicine psychiatric consult by {[Hospital admission date and time + 48 hours] OR [IF admission is <48 hours, Discharge date and time]} AND, if so, was a justification noted for the delay?

o
Yes AND justification noted for the delay

o
Yes, but NO justification noted for the delay
o
Neither of the above/No data

Continue to Q14 (meds)
14. Current Antipsychotic Therapy


Antipsychotics:
<Antipsychotic list>

At the time of admission, was the patient taking a scheduled antipsychotic?  

o 
Yes



STOP (data collection complete)
o
No, but during admission, patient received at least 2 doses of an antipsychotic  Continue to




















 Q15 (med consult)
o 
No, and during admission, patient received NO or only 1 dose of an antipsychotic


















Skip to Q16 (disch meds)
15. Premedication Consult


Prior to administering the second dose of antipsychotic (including the ED, if applicable), did the hospital provider consult with a psychiatrist (either in person or by phone)?


Psychiatric consult = Assessment by psychiatrist or PhD psychologist or nurse practitioner/clinician extender with psychiatrist co-signature

o Yes




o No/No data



Continue to Q16 (disch meds)
16. Scheduled Dosing of New Antipsychotic


Antipsychotics:
<Antipsychotic list>

Did the discharge medications include a scheduled (not prn) regimen of a new antipsychotic (i.e., a scheduled antipsychotic that the patient was not taking at the time of admission)?  

o Yes



Continue to Q17 (assessment)
o No/No data

STOP (data collection complete)
17. Baseline Laboratory Tests


Prior to discharge (and including the ED, if applicable), which of the following measurements or tests were performed?

Yes
No/ND

o

o

a) Height

o

o

b) Weight

o

o

c) Blood pressure

o

o

d) Pulse

o

o

e) Blood glucose

o

o

f) Total cholesterol

o

o

g)Triglycerides

o

o

h) EKG

STOP (data collection complete)
18. Substance Abuse Comorbidity




Did the medical record include an assessment for the presence or absence of the following by 

{[Admission date and time + 48 hours] OR [IF admission <48 hours, Discharge date and time]} (within 48 hours of admission)?

Presence/

No data

absence noted


o


o


a) Depression, dysthymia, mood disorder

o


o 


b) Anxiety, GAD

o


o


c) History of abuse (physical and/or mental) or witnessing violence 









(e.g., neighborhood or domestic)

STOP (data collection complete)
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