Information Item U
Quality Improvement Studies
Instructions for PFEP Study (Form W)
Two quality improvement studies are required to be completed and submitted by the end of FY 2008 first quarter (November 30, 2007).  The Metabolic Syndrome Study will evaluate the appropriate monitoring of metabolic syndrome in clients with Schizophrenia who are on antipsychotic medication.  The PFEP Disorder Fact Sheet Study will evaluate the use of the Disorder Fact Sheet (brain sheet) for clients with Major Depressive Disorder, Schizophrenia, and Bipolar Disorder as a part of the Patient and Family Education Program (PFEP).  For each study, the client sample and encounter dates will be selected by DSHS Quality Management Unit.  The client samples will be those whose first Medical Services Encounter date is between January 1, 2007 and August 31, 2007.  DSHS will post the worksheets, instructions, and client samples for each study to each LMHA’s QMMH folder on the File Transfer Process (FTP) server by September 28, 2007.  Each LMHA must complete and submit the worksheets by November 30, 2007 to their QMMH folder on the FTP server.  All phases of these two studies must reflect the active participation of medical leadership (obtaining results and developing improvement strategies).  Each LMHA’s quality management plan must include the Metabolic Syndrome and PFEP study processes and recommendations for quality improvement.  

Metabolic Syndrome Monitoring Study

For this study, a maximum of three clinical records for clients diagnosed with Schizophrenia and who are on antipsychotic medication will be sampled for each employed or contracted prescribing provider (physician, physician’s assistant, or advanced practice nurse).  For each client sampled, a maximum of 3 encounter dates will be reviewed. The client sample and encounter dates will be selected by DSHS Quality Management Unit.  Instructions for completing the worksheet are as follows:

Column “A” – Component Code and Name of LMHA - Information will be entered by DSHS.

Column “B” – Prescribing Provider Server Code - Information will be entered by DSHS. 

Column “C” – Prescribing Provider Name - Information will be entered by DSHS if it is available in the Data Warehouse, otherwise this will be blank. If it is blank, enter the name of the provider in the field.

Column “D” – Case Number - The client’s local case number will be selected and entered by DSHS.  
Column “E” – Last Name - The client’s last name will be entered by DSHS.
Column “F” – First Name - The client’s first name will be entered by DSHS. 

Column “G” – Baseline Weight - Enter the client’s first available weight in pounds.  Ideally this information would be obtained at the first doctor’s visit however, if the weight was not obtained at the first visit then enter the next available documented weight.  Please note that the Baseline Weight heading is highlighted in pink and is information that may be independent of the Encounter Date and Encounter Weight; however the weight must be repeated for each of the sample’s three encounters (rows).

Column “H” – Baseline Height (in inches) - Enter the client’s first available height in inches, the height must be repeated for each of the sample’s three encounters (rows).

Column “I” – Baseline BMI - BMI information will auto-fill when Baseline Weight and Baseline Height are entered.

Column “J” – Encounter Date - The dates of client visits will be selected and entered by DSHS.

Column “K” – Encounter Weight - Enter the client’s weight that was taken on the corresponding Encounter Date. (Note: If the client is a new admit, the baseline weight and the first encounter will more than likely be the same.)

Columns “L” – Encounter BMI - BMI information will auto-fill when Encounter Weight is entered. 

Columns “M” – BMI Change - BMI information will auto-fill when Encounter BMI is auto-filled.

Column “N” – Fasting Glucose Level, or Hemoglobin A1c obtained?  Possible answers are Yes (Y), No (N), and Not Applicable (N/A).  Answer “Y” if a fasting glucose level or Hemoglobin A1c was obtained on or about the encounter date.  Answer “N” if a Fasting Glucose level or Hemoglobin A1c was ordered but not obtained or if there are no Fasting Glucose or Hemoglobin A1c lab results available in the chart prior to the encounter date.  Answer “N/A” if a fasting glucose or Hemoglobin A1c was not needed because there are prior lab results in the chart. Please Note:  Establishing a baseline Fasting Glucose is an important part of monitoring for Metabolic Syndrome. For clients who do not have a prior Fasting Glucose or Hemoglobin A1c one will need to be obtained. 

Column “O” – Fasting Glucose Lab Value - Enter the Fasting Glucose lab value that corresponds with the encounter date.  If N/A was answered in Column “N” because a prior lab result was in the chart, enter the prior Fasting Glucose lab value.  

Column “P” – Hemoglobin A1c Lab Value - Enter the Hemoglobin A1c lab value that corresponds with the encounter date.  If N/A was answered in Column “N” because a prior lab result was in the chart, enter the prior Hemoglobin A1c lab value.

Column “Q” – Serum Lipid Profile Obtained?  Possible answers are Yes (Y), No (N), and Not Applicable (N/A).  Answer “Y” if a Serum Lipid Profile was obtained on or about the encounter date.  Answer “N” if a Serum Lipid Profile was ordered but not obtained or if there are no prior Serum Lipid Profile lab results available in the chart prior to the encounter date.  Answer N/A if a Serum Lipid Profile was not needed because there are prior lab results in the chart.  Please Note: For clients with a baseline BMI of 30+ (in the obese weight range) the clinical record must evidence a serum lipid profile (total cholesterol and triglyceride levels) has been obtained.  A client that has a 1 point increase (equal to 5 pounds) in BMI from their baseline BMI (this does not include clients with a BMI of 18.5 or below) then the clinical record must evidence a serum lipid profile has been obtained.  A serum lipid profile can be obtained by the client’s primary care physician (PCP) or in a hospital setting but documentation of lab results must be present in the client’s clinical record. Please note the following regarding clients with a 30+ BMI: For clients who maintain a 30+ BMI during treatment, it is not necessary to obtain a serum lipid profile at each clinic visit.  Clinically what is important is the overall trend.  If a client’s weight goes up and down 5 pounds on a regular basis, the overall trend is that their weight is not really changing.  If the BMI continues to rise, that must be addressed clinically as the risk for Metabolic Syndrome continues to increase with each increase in weight.  According to DSHS audit guidelines for medications – Lipid screening should be done every 6 months if the LDL level is > 130 mg/dl.

Column “R” – LDL Lab Value - Enter the LDL Lab value that is on the Serum Lipid Profile Lab results.  If N/A was answered in Column “Q” because a prior lab result was in the chart, enter the prior LDL lab value.

Column “S” – Date of Last Serum Lipid Profile that was obtained - If N/A was answered in Column “Q”, enter the date that the last Serum Lipid Profile was obtained. 

Column “T” – BMI Appropriately Obtained?  Will auto-fill from information entered in previous columns.

Column “U” – Fasting Glucose or Hemoglobin A1c Appropriately Obtained? Will auto-fill from information entered in previous columns.
Column “V” – Serum Lipid Profile Appropriately Obtained?  Will auto-fill from information entered in previous columns.

Column “W” – Metabolic Syndrome Study Percentage - Will auto-fill with the percentage of “Yes” values in columns T through V.

Column “X” – Comments - Enter any comments here.

Patient and Family Education Program (PFEP) – Disorder Fact Sheet Study

For this study a maximum of 3 clinical records for each disorder (Major Depressive Disorder, Schizophrenia, and Bipolar Disorder) will be reviewed for each employed or contracted prescribing provider (physician, physician’s assistant, or advance practice nurse).   There will be a total of 9 records for each provider.  The client sample will be selected by DSHS Quality Management Unit.  Instructions for completing the worksheet are as follows:

Column “A” – Component Code and Name of LMHA - Information will be entered by DSHS.

Column “B” – Prescribing Provider Server Code - Information will be entered by DSHS. 

Column “C” – Prescribing Provider Name - Information will be entered by DSHS if it is available in the Data Warehouse, otherwise this will be blank. If it is blank, enter the name of the provider in the field. 

Column “D” – Case Number - This is the client’s local case number which will be selected and entered by DSHS.  
Column “E” – Last Name - This is the client’s last name which will be entered by DSHS.
Column “F” – First Name - This is the client’s first name which will be entered by DSHS. 

Column “G” – Disorder – The client’s diagnosed disorder will be entered by DSHS.

Column “H” – Distribution of the Disorder Fact Sheet - Possible answers are Yes (Y) or No (N).  Answer “Y” if there is documentation that the Disorder Fact Sheet was provided to the client or family.  Answer “N” if there is no documentation to indicate that the Disorder Fact Sheet was provided to the client or family.

Column “I” – Discussion of the Disorder Fact Sheet Information - Possible answers are Yes (Y) or No (N).  Answer “Y” if there is documentation to support discussion of the Disorder Fact Sheet with the client or family.  Answer “N” if there is no documentation to indicate that the Disorder Fact Sheet was discussed with the client or family.

Column “J” – Possible “Yes” Elements for PFEP - Information will be entered by DSHS.

Column “K” – Observed “Yes” Elements for PFEP - Information will be auto-filled from information entered in previous columns.

Column “L” – PFEP Ratio - Information will be auto-filled from information entered in previous columns.

Column “M” – Comments - Enter any additional comments here. 
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