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Disclosures

Salary support for MTQIP from BCBSM/BCN 
and the MDHHS



Meeting Logistics

• Join via computer 
• Please use your full name 
• Mute all microphones
• Feedback opportunities at the section ends
• Unmute your own microphone



Slides

Available 7 Business Days

mtqip.org

2023



Event Agenda

• Announcements
• Practical Applications of Technology for Data 

Abstractors 
• Data Validation & Lessons Learned
• Break 
• Challenging/Frequently Asked/Validation 

Questions 2023
• Meeting Evaluation



Announcements

• Upcoming events
• Updates video
• Data validation
• Performance index



Data Submission

• Due: 2/2/24
• Minimum interval: 7/1/22 – 10/31/23
• First submission: 1/1/16



Abstractor Meeting

• Date: 6/4/24
• Time: 10:00 AM – 1:00 PM
• Location: Ann Arbor Marriot Ypsilanti
• Website: mtqip.org > calendar



Level 3 De-identified IDs Created

• In-person meeting identified (XX)
• Online slides de-identified (00)
• Questions to Sara Samborn



AIS 2015 Transition

Announce Implement Go Live

ACS TQIP April email.  
MTQIP May and June 

meetings.

Work with your registry 
vendor.  Staff training.  
Code/model updates.

All MTQIP centers 
transition to AIS 2015 
together with Jan 1, 

2025 admissions.



Updates Video

Available Now



• Ascension Borgess Hospital 
• Ascension Genesys Hospital 
• Ascension Providence Hospital - Novi 
• Ascension Providence Hospital - Southfield 
• Bronson Methodist Hospital
• Corewell Health Beaumont Troy Hospital 
• Corewell Health Butterworth Hospital 
• Corewell Health Dearborn Hospital 
• Corewell Health Farmington Hills Hospital 
• Corewell Health Trenton Hospital 
• Detroit Receiving Hospital 
• Henry Ford Allegiance 
• Henry Ford Hospital 

• Hurley Medical Center
• McLaren Lapeer Regional Medical Center 
• McLaren Macomb
• McLaren Northern Michigan Hospital 
• McLaren Oakland 
• Michigan Medicine
• Munson Medical Center 
• MyMichigan Medical Center Midland 
• Sinai-Grace Hospital 
• Trinity Health Saint Mary’s - Grand Rapids
• University of Michigan Health - West 
• UP Health System Marquette

2024 Validation Centers Selected

mtqip.org/calendar



2024 Validation Centers Deferred

• Ascension St. John Hospital
• Ascension St. Mary’s Hospital 
• Corewell Health William Beaumont University Hospital 
• Covenant HealthCare
• Henry Ford Macomb Hospital 
• Sparrow Hospital 
• Trinity Health Ann Arbor Hospital 
• Trinity Health Livonia Hospital 
• Trinity Health Muskegon Hospital 
• Trinity Health Oakland Hospital 

mtqip.org/calendar



2024 Data Validation

• None

Form Changes

!



Updated Validation Process Successful

• 4 hour visit → 1 hour visit

• EMR tutorial streamlined
• EMR Source Hierarchy online

mtqip.org/node/32/#education



EMR Source Hierarchy

mtqip.org/node/32/#education



Data Validation Scores

• Updated online Level 1-3

mtqip.org/node/32/#education



Performance Index Updates



Performance Index Updates



What do I need to know?
• Coming soon in ArborMetrix
• Easily identify nonsensical data issues
• Extreme Data or Time
• Example: LOS 2 days, Time to prophy 4 days

Performance Index Updates

Center XX



What do I need to know?
• Center submits protocol and 5 cases
• Submit by 12/6/24 
• Details and video demo on index page 3
• Questions to Judy Mikhail

Performance Index Updates



Performance Index Updates



What do I need to know?
• Now available in ArborMetrix
• Easily see IHF at 42 hours
• 10 cases/11 cases w/in 42 hours
• 90.9% of patients for this center

Performance Index Updates

Center XX



What do I need to know?
• Center submits agreement
• >= 90% patients w/valid format email or phone 
• Details on index page 3
• Questions to Jill Jakubus

Performance Index Updates



Patient-Reported Outcomes Signed Agreement 

• Corewell Health Beaumont Troy Hospital
• Corewell Health Butterworth Hospital
• Corewell Health Dearborn Hospital
• Corewell Health Farmington Hills Hospital
• Corewell Health Trenton Hospital
• Corewell Health William Beaumont 

University Hospital
• Covenant HealthCare
• Detroit Receiving Hospital
• Hurley Medical Center
• McLaren Lapeer Region

• McLaren Macomb
• Michigan Medicine
• Munson Medical Center
• Sparrow Hospital
• Trinity Health Ann Arbor Hospital
• Trinity Health Livonia Hospital
• Trinity Health Muskegon Hospital
• Trinity Health Oakland Hospital
• Trinity Health Saint Mary's - Grand Rapids
• University of Michigan Health - West
• UP Health System Marquette

21





PI Death Determination

2024 2025

Reporting bundled Definition update



Feedback



From Data to Decisions 
Practical Applications of Technology for Data Abstractors

Jill Jakubus



Patients Procedures Systems





Who cares for the 
people who care?



Early machines were often 
first introduced into existing 
workshops and factory 
setups that were designed 
for hand labor and not 
optimized for machine use. 
This mismatch could lead to 
inefficiencies as the layout 
and workflow of these 
spaces were not initially 
conducive to the new 
technology.

Initial Design and Adaptation



01 – Tools
02 – Use cases
03 – Methodology
04 – Limitations
05 – Safety
06 – Closing remarks

Objectives

Provide insights on 
practical applications of 
technology you can use 
today

Goal



What tools are you 
currently using? 

Audience Collaboration



Tool

Use
• AI literature search

Oversight
• Medical Advisory Board

Access
• Free w/NPI



Limitations



Tool

Use
• Natural language text

Oversight
• OpenAI board

Access
• Free
• Paid subscription $20/mo

Others
• Bard (Gemini) by Google
• Bing Chat by Microsoft



Abstractor Resource Use



Uses

• Agenda creation
• Article summary
• Email response
• Grammar check
• How to tech support
• Letters of recommendation
• Medical reference
• Outline creation
• Presentations
• Resume updates
• Writing assistant



Tool

Use
• Creative image generation

Oversight
• OpenAI board

Access
• Paid subscription $20/mo



Lacunar Ligament Request



Lacunar Ligament Response



Tool

Use Case
• Missed Teams meetings

Use
• Meeting notes/recap

Oversight
• Microsoft BAA

Access
• Windows 10/11 
• Enable transcription



My favorite pastime ____________

1. is curling up with a good book and getting lost 
in different worlds and stories."
2. is hiking through nature trails, enjoying the 
peace and beauty of the outdoors."
3. is experimenting with new recipes and flavors 
in the kitchen, especially baking desserts."
4. is playing guitar and composing music, it's a 
great way to express creativity and unwind."
5. is playing board games with friends and family, 
as it's always filled with laughter and friendly 
competition."

neural network-based language modelingMethodology



Limitations

• Prompt quality
• Structured data
• Token limits

https://www.nytimes.com/2023/06/08/nyregion/lawyer-chatgpt-sanctions.html

Challenges

• Bias
• Hallucinations
• Precise math



• Protected Health Information
• Personal Identifiable Information
• Financial Information
• Passwords and Login Credentials
• Confidential Information
• Intellectual Property

Information 
types to avoid

Safety



Closing Remarks

• Artificial General Intelligence
• Binary thinking 
• Augmented intelligence



Feedback



Data Validation & Lessons Learned

Jill Jakubus









What did you learn?



Level I-II Lessons Learned
Use EMR search for hard-to-find 
diagnoses

Use quotes and tabs to narrow 
down EMR search results

Make sure Care Everywhere is 
turned on so all data is visible 



Level I-II Lessons Learned
Report the legal name and not the 
Doe name

Reference the driver’s license to find 
the legal name

Report the suffix with the patient’s 
last name



Level I-II Lessons Learned
Reporting the first intubation 
location when OSH ED is the location

MTQIP Orientation Video ED 
Information see timestamp 
17:30



Level I-II Lessons Learned
Need to look at multiple sources 
(TFS, MAR, Anesthesia Record)

Reporting of antibiotic coverage for 
open fracture if same type but 
increased coverage



Scenario

Antibiotic 1
Cephazolin
(Cephalosporin)

Antibiotic 2 
Ceftriaxone
(Cephalosporin)



Level I-II Lessons Learned
Abdominal fascia left open as a 
hospital event

Potential clues
• AbThera wound VAC use
• Return to OR for closure

Common EMR location
• Operative note



Level III Lessons Learned
NTDB Frequently Asked Questions 
online resource



Level III Lessons Learned
NTDB Frequently Asked Questions 
Bleeding Disorders section



Level III Lessons Learned
Walker documentation (device) for 
ambulation (ADL) 

Assisted living (person) for 
documented ADL support



Level III Lessons Learned
AIS external injury reporting 

Consider the mechanism in your 
abstraction



Thank You



Challenging/Frequently Asked/Validation 
Questions 2023

Shauna Di Pasquo



Agenda

• Show questions submitted to MTQIP or that 
have come up in validation

• Provide definitions where applicable 
• Provide responses received from outside 

agencies where applicable
• Provide answers and reasoning
• Discussion / Questions



Case Lists for Validation

What submission will cases be pulled from for our 
validation?

• Every submitted case is eligible for data validation.

• This includes a one-year period using the most current 
available sanitized data submitted



How can we make sure our data is most accurate 
in the submission used for case list creation?

• Do not close out charts that are not ready for submission 

• Perform internal validations / logic reports on charts that meet 
selection criteria prior to submissions to catch errors and prevent 
having to submit change requests for resubmission.

• By utilizing the 3 optional submission months, you can cut down 
on the number of charts needing internal validation at one time.



When do we need to submit a Data Change 
Request Form?

• When changes are made to previously submitted 
trauma cases that delete ICD-10 / AIS injury codes, or 
procedure codes.

• These data elements are “one to many”.

• For example, one patient can have many codes in these 
areas.

• With an element that has multiple options, “deleted” 
codes need to be manually removed. 





Frequently Asked / Challenging 
Questions 



Question 1

If additional injuries are found at an OSH after 
transfer, should they be coded in the registry?



Scenario

• We transferred a pt from our ED / hospital to an OSH for 
a higher level of care.

• They did additional imaging and reported back injuries 
that we didn’t diagnosis at our center. 

• Would we include these additional injuries in our 
registry? 



Response

Short Answer: No – you would only report the injuries 
that were diagnosed prior to the patients transfer from 
your facility.

Long Answer: Report the care and diagnoses that are 
known at the time of treatment at your facility. 

If a patient expires in your ED/hospital, an ME report is 
also acceptable.



EMAIL ANSWER FROM AAAM > SENT IN BY A REGISTRAR SEVERAL YEARS AGO:

“I have been taught, and it seems logical to me, that we are documenting the care and diagnoses that 
are known at the time of treatment at our facility (so if urgent care diagnosed a fracture and sent the 
report along with them, we can include it, as well as additional injuries diagnosed at our facility). But not 
injuries diagnosed at the next facility (if there was a need for further transfer). 

It has been my understanding that the data we report is to be based on the procedures that we do, the 
evaluations by our physicians, etc.

The one item that I do see that seems to be an acceptable “outside source” is ME reports.

You have been taught correctly, and worded it very well, I just recopied your information as it’s the same 
as I would tell you.

***IN ADDITION: the information you receive from the other hospital regarding your patient and their 
final diagnosis can be used in your PI process and can be tracked in your registry under findings from 
outside facilities but should not be included or coded with your diagnosis to calculate an ISS. 



Question 2

For reporting the Hospital Event of Alcohol Withdrawal 
Syndrome, how high does the CIWA score need to be to 
meet capture criteria?





Response
Short Answer: The definition for Alcohol Withdrawal 
Syndrome does not require a specific CIWA score for 
reporting.

Long Answer: Please report Alcohol Withdrawal Syndrome 
when listed signs/symptoms present related to alcohol use. 

One resource for finding these signs/symptoms is the CIWA 
flowsheet but may also be documented in notes. 

*Please use the data dictionary definition and your EMR as a 
guide to determine the patient’s true story as each patient’s 
presentation will vary to some degree.



Question 3

Would I exclude capture of alcohol withdrawal on 
a patient whose symptoms begin after 48 hours, 
as the definition specifically lists a 48-hour max 
time frame? 



Scenario

• I have a patient who had an ETOH level on arrival was 197.

• I don't know exactly when their last drink was, but I could 
conservatively use their arrival time to the hospital.

• They had all negative CIWA scores and no charting of any 
withdrawal symptoms until 50.5 hours after arrival, which is 
greater than 48 hours from their estimated last drink. 

• At that time, their CIWA shot up to 12 and we began treating 
with Ativan.





Response

Short Answer: Please capture Alcohol Withdrawal Syndrome.

Long Answer: The indication that symptoms begin within 6-48 
hours after cessation of alcohol consumption is a generalized 
timeframe and not an absolute. 

There is usually no way to determine exactly when a patient stops 
drinking or when withdrawal symptoms will start showing. 

*If a patient is clearly demonstrating withdrawal, even if outside 
of this 6–48-hour range, it is the truth of what the patient is 
experiencing and being treated for and should be reported.



Question 4

Is it possible to get further clarification on what is 
considered an in-house injury? 

• Does this mean that hospital visitors that are injured 
while inside the hospital are excluded? For example, a 
patient is on his way to the ED because he feels sick and 
faints, sustaining an injury, before checking in. 

• Is there a difference between a registered patient vs a 
non-registered patient who sustain an on-site injury 
that meets inclusion?



Response

1.Definition of In-House Injury:
1. Involves a patient already admitted to the ED or acute care area of the hospital, for a 

separate injury, procedure, or medical issue who sustains an injury while within the 
hospital premises.

2.Exclusions from Registry:
1. Patients with in-house injuries are excluded from the registry due to skewed data 

(e.g., admission time, initial vital signs) caused by the new injury's timing.

3.Inclusion Criteria for Registry:
1. Patients in hospital-specific units (e.g., inpatient rehab, geropsych unit) sustaining an 

injury and subsequently admitted to acute care.
2. Typically, these cases involve a new account number and admission to a different 

service.

4.Visitor or Unregistered Individuals:
1. Individuals not previously registered in the ED or hospital who sustain an injury 

within the premises and subsequently require ED treatment / hospital admission are 
included in the registry.

2. Treated similarly to external patients in terms of data collection and treatment.



Question 5

Would this diagnosis on a chest CT meet criteria for the 
Hospital Event of Pulmonary Embolism?

“Nonocclusive segmental pulmonary emboli within the 
right middle lobe.”





Response

Short Answer: Please report the hospital event of PE if 
not diagnosed on arrival.

Long Answer: "Non-occlusive" in the context of a 
radiologic report, particularly one evaluating for a 
pulmonary embolism (PE), refers to the fact that while a 
thrombus (blood clot) may be present, it is not 
completely obstructing the vessel in which it's located. 

The definition does not require complete obstruction for 
reporting. 



Question 6

For an empyema, does it matter where the chest tube 
was placed? 

Are we following the definition of the NHSN operative 
procedure? Or… if it meets the empyema definition in the 
data dictionary, do we select “yes” for Organ/space SSI?

The original chest tube was placed in the ED…







Response

Short Answer: Please report Organ/Space SSI for this scenario.

Long Answer: The wording under Additional Information regarding 
reporting an empyema resulting from chest tube placement and then 
requiring management with placement of a new chest tube, VATS 
drainage, or thoracentesis with positive culture is an “or” statement. 

*Very few chest tubes are placed in an OR/surgical setting due to the 
often-emergent nature and yet are invasive and can cause problems 
such as an empyema. 

We are attempting to capture the true picture of the patient and what 
is occurring during their hospital stay.



Question 7

We have a patient with a self-inflicted stab wound who 
had a thoracotomy done in the ED prior to transport to 
the OR. The thoracotomy was for hemorrhage control.

Should we capture the time the thoracotomy was done in 
the ED or the time he got to the OR for SURGERY FOR 
HEMORRHAGE CONTROL? 





Response

Short Answer: Please capture the time of the first “surgery” 
for hemorrhage control. In this case, the ED thoracotomy. 

Long Answer: A thoracotomy is one of the most invasive 
procedures that could be done and the only reason it’s not 
performed in the OR is because it was too emergent to wait. 

*Many thoracotomy patients do not make it to the OR, and 
this would be their only surgery.



Question 8

We are encountering cases that are listing 
thrombocytopenia as an admission diagnosis.  There has 
been a lot of discussion regarding whether all patients 
who present with thrombocytopenia are marked as 
having a Pre-existing Condition of Bleeding Disorder. 

I think we are getting hung up on the fact that the labs 
indicated an event on arrival (therefore present prior to 
arrival). However, the diagnosis is being made after 
arrival. 





Response

Short Answer: There is a difference between acute and chronic (or 
PMH) of thrombocytopenia in relation to Pre-existing Conditions. 

Long Answer: For the reporting of Pre-existing Conditions, labs 
alone are not enough to diagnose a bleeding disorder as “past 
medical history” without a documented diagnosis by a physician 
noting it as historical. 

If a patient truly has this type of chronic disorder, it should be 
noted in prior charting. 

*If this is an issue you are seeing on a frequent basis, it may be 
something worth feeding back to your providers to help you with 
clarification and more accurate capture.



Scenarios

•Pt arrives thrombocytopenic. History and treatment by 
heme / oncology > YES

•Pt arrives, thrombocytopenic. Review of chart shows 
long history of thrombocytopenia in labs, no reported 
diagnosis in past > NO

•Pt arrives, thrombocytopenic. Review of chart shows no 
history of abnormal labs, no diagnosis in past > NO

•Pt arrives thrombocytopenic. Historically has low 
platelets at some points, normal at others > NO



Question 9

Can you please clarify whether this would be “Yes” or 
“No” for Emergency Operation?

We have a patient whose first operation was not 
emergent but had a second operation after necrotic 
bowel was found 6 days later. The patient went 
emergently to the OR for that second surgery. There is no 
time frame in the definition, nor does it specify if it is 
only for the first OR visit. 





Response

Short Answer: Please report “Yes” for Emergency Operation.

Long Answer: There is no specification of time included in the 
definition for Emergency Operation. If anesthesia or surgery 
documents that a surgery is emergent it would be captured 
regardless of date / time this occurs. 

The wording of “commonly performed as soon as possible 
after the patient sustained an injury” is a guideline and what 
is usual for emergent ORs for trauma patients but is not an 
absolute. 



Question 10

For the Pre-existing Condition of Cerebrovascular 
Accident, is it enough for the medical record to say “CVA 
with residual deficits,” but not have details about what 
those deficits are, for us to capture as a pre-existing 
condition? 

We have run into a case where “CVA with residual 
deficits” is documented in the chart but there are no 
details from nursing, therapies, or providers about the 
specifics of those deficits. 





Response

Short Answer: Please do not report CVA as a Pre-existing 
Condition

Long Answer: If there is not enough documentation or 
evidence to support the patient has persistent residual motor, 
sensory, or cognitive dysfunction because of the CVA, then 
you would not report this pre-exiting condition. 

If you find that this is a documentation issue across patients, 
you may consider initiating a PI project.



TQIP Response

Hi Shauna,

Thank you for reaching out to us for assistance. For reference, CVA 
is defined on page 73 of the 2023 NTDS Data Dictionary, released 
July 2022.

If there is not enough documentation or evidence to support the 
patient has persistent residual motor sensory or cognitive 
dysfunction because of the CVA, then you must report Element 
Value “2. No.” for the CVA data element.

If you find that this is a documentation issue across patients, you 
may consider initiating a PI project.



Thought Journey

Areas to look at for residual deficits caused by CVA:

• H&P

• ED Provider Note

• Consults

• PT /OT notes (usually good place to look)

• Case Management notes

• Nursing assessments



Feedback



Data Abstraction Staff Meeting

Ann Arbor, MI
June 6, 2023



Announcements

Jill Jakubus



Disclosures

Salary support for MTQIP from BCBSM/BCN 
and the State of Michigan

• Shauna Di Pasquo
• Jill Jakubus



No Photos Please



Slides Online

7 business days



Stop the line



OBJECTIVE

Provide value for all participants
New staff
MTQIP dictionary
Level I/II reporting
Clinical staff

Experienced staff
NTDS dictionary
Level III reporting
Coding staff



Content Distribution

• 2.25 hours – In person education (June)
• 0.75 hours – In person networking (June)
• 2.00 hours – Virtual education (Dec)

5 hrs.



Agenda

• Announcements
• 2023 Performance Index Progress
• Challenging Questions
• Lunch
• 2024 Performance Index Updates
• 2024 MTQIP Data Dictionary Requests



Events

• July   – State of Michigan report release
• Aug 4 – Optional data submission due
• Dec    – Abstraction staff education event



AIS 2015 Transition

Announce Implement Go Live

ACS TQIP April email.  
MTQIP May and June 

meetings.

Work with your registry 
vendor.  Staff training.  
Code/model updates.

All MTQIP centers 
transition to AIS 2015 
together with Jan 1, 

2025 admissions.



Research in Progress

• Highlights work members
• MTQIP collaborative dataset
• Improve care





Center Author(s) Topic Status
Corewell Butterworth Chapman/Eickholtz Cracked Ribs and COVID: The effect of COVID-19 on rib fracture patients in 

Michigan
Accepted 69th Annual MCOT & MCACS

Miller Outcomes of simultaneous versus staged IMN nailing fixation of multiple long 
bone lower extremity fractures

Manuscript accepted to Injury

Chapman Trauma Volume, Mechanism, Race and Socioeconomic Status Pre and Post 
COVID

Manuscript update

Chapman Mental Health and Substance Use of Trauma Patients Pre and Post COVID Manuscript update
Covenant Health Care Sharpe Incidence of pulmonary embolism in liver trauma New
DMC Detroit Receiving Lee Impacts of COVID-19 on spinal cord injuries New
Hurley Medical Center Daswani Resuscitation efficiency by dedicated trauma nurses in the ED Data analysis
Michigan Medicine Chung Hand trauma: A geospatial analysis Revising submission
Trinity Health Ann Arbor Hecht The Clinical Effects Of Chronic Antiplatelet And Anticoagulant Use On 

Thoracoabdominal Trauma
Accepted 18th Annual Academic Surgical 
Congress
Manscript to follow

Hecht/Westfall A Multicenter Study of DDAVP versus Platelet Transfusions for Antiplatelet 
Agent Reversal in Patients with Traumatic Brain Injury

Accepted 69th Annual MCOT & MCACS
Manuscript to follow

Hecht Effect of antiplatelet and anticoagulant agents on outcomes following emergent 
orthopedic surgery for trauma

Manuscript preparation

Hoesel Rib fractures in the elderly Manuscript preparation
Hecht Need for 4-Factor prothrombin complex concentrate vs. Andexanet Alfa for the 

reversal of traumatic brain injuries
Manuscript under review

Curtiss/Hecht Is Reversal of Anticoagulants Necessary in Neurologically Intact Traumatic 
Intracranial Hemorrhage?

Submitted AAST



Center Author(s) Topic Status
Henry Ford Johnson EMS vs. private car effect on outcomes

Kabbani Impact of COVID-19 on outcomes in trauma patients
Michigan Medicine Oliphant Infection and long-term outcomes in trauma patients Analysis

Scott Long-term outcomes and trauma policy
U of M Health - West Mitchell Blunt cerebral vascular injury



Michigan OPEN Collaboration

• Gap patient opioid refill practices
• OPEN has access to MAPS data
• Link MTQIP data to MAPS
• Understand patient refill practices
• Email opt out sent 6/5/23



2023 Performance Index Progress

Jill Jakubus



Approach

• MTQIP Members receive support for performance
• Show metric
• Center clinical performance
• Data quality performance/helpful feedback
• Concept to optimize data quality
• We all have opportunities for improvement

Aim phone camera to see index on your phone



Metric 3 – Data Validation Error Rate

0.0 – 3.0% 10 points
3.1 – 4.0% 08 points
4.1 – 5.0% 05 points

> 5.0% 00 points







EMR Source Hierarchy

• EMR tutorial pilot (Dec)
• Center reviews populate source hierarchy
• Successful 4 hrs. visits to 1 hr.
• Aggregated EMR submitted sources

Aim phone camera to see location on website



EMR Source Hierarchy



Metric 4 – PI Death Determination Documentation

0 – 2 Deceased pts missing documentation 5 points
3 – 4 Deceased pts missing documentation 3 points

> 4 Deceased pts missing documentation 0 points

Filters
Date range: 7/1/22-6/30/23
Cohort 2 (Admit to trauma)
Exclude DOA



Drill Down Case 
List in Dropbox



Metric 5 – Timely LMWH VTE Prophylaxis <= 48 hrs.

>= 52.5% of patients 10 points
>= 50.0% of patients 08 points
>= 45.0% of patients 05 points
<    45.0% of patients 00 points

Filters
Date range: 1/1/22 – 6/30/23
Cohort 2 (Admit to trauma) > 2-day LOS
LMWH <= 48 hrs.
Exclude DOA
Exclude transfers out





Not NTDS 
required 
reporting



A negative calculation occurs when ED arrival 
date/time occurs after VTE date/time

An extreme calculation occurs when VTE 
date/time is reported as extreme post-d/c



A missing time to VTE prophylaxis 
occurs when either ED arrival date/time 
is missing or VTE date/time is missing 

(despite reported VTE type)  

Helpful hint: you’re most likely 
missing ED arrival time



Metric 6 – Timely Geriatric IHF Repair <= 48 hrs.

>= 92.0% of patients 10 points
>= 87.0% of patients 08 points
>= 85.0% of patients 05 points
<    85.0% of patients 00 points

Filters
Date range: 7/1/22 – 6/30/23
Cohort 8 (Isolated hip fracture)
Age >= 65
Exclude DOA
Exclude transfers out
Exclude non-op IHF







Metric 6 – Timely Geriatric IHF Repair <= 48 hrs.

• X unable to calculate due to missing ED time (1 case)
• Incredible work for sample size 2,792 

Filters
Date range: 7/1/22 – 6/30/23
Cohort 8 (Isolated hip fracture)
Age >= 65
Exclude DOA
Exclude transfers out
Exclude non-op IHF



Metric 10 – Timely Head CT <= 120 min

>= 90% of patients 5 points
>= 80% of patients 4 points
>= 70% of patients 3 points
<    70% of patients 0 points

Filters
Date range: 7/1/22 – 6/30/23
Cohort 1 (All)
Include anticoagulation pre-injury (warfarin, DTI, XaI)
Exclude DOA
Exclude transfers in and direct admits







Drill Down Case 
List in Dropbox



Metric 10 – Timely Head CT <= 120 min

Missing time to head CT
• X missing head CT date and time (1 case)
• X missing head CT time (1 case)

Filters
Date range: 7/1/22 – 6/30/23
Cohort 1 (All)
Include anticoagulation pre-injury (warfarin, DTI, XaI)
Exclude DOA
Exclude transfers in and direct admits



Metric 11 – Timely Antibiotic Femur/Tibia Fx <= 90 min

>= 85% of patients 10 points
<    85% of patients 00 points

Filters
Date range: 7/1/22 – 6/30/23
Cohort 1 (All)
Exclude DOA
Exclude transfers in, direct admits, death in ED





Drill Down Case 
List in Dropbox



Metric 11 – Timely Antibiotic Femur/Tibia Fx <= 90 min

• 75% missing (25/33 cases)
• X negative value, possible in route abx (1 case)
• Mean 33 min (7 cases)

Filters
Date range: 7/1/22 – 6/30/23
Cohort 1 (All)
Exclude DOA
Exclude transfers in, direct admits, death in ED

Not NTDS 
required 
reporting



Challenging Questions

Shauna Di Pasquo



Instructions

• Show questions submitted to MTQIP
• Definition 
• Your response via poll
• Provide response received
• Provide answer and reasoning





We’ve all been there…





Question 0

What is your favorite color?

• Blue
• Yellow
• Green

*** Select option and click send



Response

Answer: Blue 

**It’s my favorite anyway so I get to pick… 



Question 1

For Surgery for Hemorrhage Control, what should be 
reported?
Patient in MVC. MULTI extremity and rib fxs. MTP initiated in ED 
for hypotension. +FAST x2. To OR for exploratory lap due to “+ 
FAST and hemorrhagic shock”. Negative abdominal findings / no 
injuries. No repair or abdominal procedures required. Only actual 
OR procedure was closure of LE laceration. OR blood loss 10cc.

• 1. None
• 2. Laparotomy
• 5. Extremity





Response

Answer: 2. Laparotomy
MTQIP team discussed capturing actual procedure performed vs
procedure indication. 
Patient was taken to OR and ex lap done for expected hemorrhage 
control per documentation (procedure indication).
Capture of this procedure is the truth that happened to the patient 
and is a significant occurrence in their trauma care.
Procedure due to +FAST without injury can lead to center looking 
into the way FAST exams are being performed > opportunity for 
improvement



Question 2

For Hospital Event of Pulmonary Embolism, what should 
be reported?
Patient in MVC. Extremity/rib fxs, renal/hepatic lacs, HPTX, 
pleural effusions. Ex lap x2. Thrombectomy and stenting for 
popliteal artery occlusion
Day 7 CT: “Small pulmonary artery filling defect in the superior 
segment of the right lower lobe. No CT evidence for right heart 
strain. While typically this would represent pulmonary embolism, 
also consider in situ thrombosis given that this is an isolated filling 
defect associated with complete pulmonary consolidation”
Physician documentation of “in situ thrombus”

• Yes
• No





Thought Journey



Thought Journey

Subsequently, pulmonary trauma-induced hypoxia and 
inflammation activate endothelial cell, platelets, and 
monocytes, all of which coordinate to cause in situ PAT

The main pathogenesis for in situ PAT (in situ 
pulmonary artery thrombosis) is deemed as pulmonary 
local factors including pulmonary vascular endothelial 
cell dysfunction, hypoxia, and inflammation





Response

Answer: Yes – report PE

Per the 2023 MTQIP Data Dictionary, to meet criteria, 
origination from a deep vein or other source is not a 
requirement. 
Chest trauma can also be a risk factor for developing an 
in situ pulmonary artery thrombus. 
Patient developed pulmonary artery thrombosis during 
hospital stay.



Question 3

For Hospital Event of Superficial Incisional Surgical Site 
Infection, what should be reported?

Patient had a bedside PEG procedure. A few days following 
procedure, patient was noted to have purulent drainage around 
PEG site, febrile, hypotensive.
Patient was taken to OR for exploratory laparotomy with wound 
vac placement due to abscess at PEG site.

• Yes
• No





Resources

• CDC NHSN Manual, Chapter 9
• CDC NHSN Operative Procedures, Chapter 9-1 
• CDC NHSN Exclusions, Chapter 9-9 
• CDC FAQ SSI Events 

*Links on page 186 of 2023 MTQIP Data Dictionary



Resources

CDC NHSN Manual, Chapter 9
https://www.cdc.gov/nhsn/pdfs/pscmanual/pcsmanual_current.pdf

https://www.cdc.gov/nhsn/pdfs/pscmanual/pcsmanual_current.pdf


Response

Answer: No – do not report Superficial Incisional Surgical 
Site Infection
The PEG tube procedure itself meets the NHSN criteria for an 
operative procedure but the fact that it was done at the BS (ie: in 
the patient’s room) does not meet the OR location defined part of 
the criteria set by NHSN.
You may be able to reach out to your Infection Control department 
who reports on these events and confirm the designation of the 
room but it most likely will not be considered an OR.



Question 4

For Positive Drug Screens found only on autopsy, what 
should be reported (if meets all other reporting criteria)?

***Email Question: “Per TQIP, you should NOT report 
positive drug screens found on autopsy. Is this the same 
for MTQIP?”

• Yes (report drugs found on autopsy screen)
• No (do not report drugs found on autopsy screen)





Response

Answer: Yes – report positive drug screen if findings
meet the data dictionary criteria. 

Positive drug screen noted only on autopsy is still the truth 
happening to the patient.
If drugs are in the patient’s system at death, it’s concrete.
A patient’s injuries found on autopsy are reported and MTQIP feels 
the drug screens should also be captured if they meet the data 
dictionary criteria (pt death within 24 hrs of first hospital 
encounter / not given by health care workers). 

*Clarification will be added to the 2024 Data Dictionary regarding 
capture.



Question 5

For Hospital Discharge Disposition, what should be 
reported?
Patient admitted to hospital from SNF. On discharge, returned to 
the same SNF. Final CM note states that the patient is returning to 
her previous address for SAR.

• 3. Discharged/Transferred to home under care of organized home 
health service 

• 6. Discharged to home or self-care (routine discharge) 
• 7. Discharged/Transferred to Skilled Nursing Facility (SNF) 
• 11. Discharged/Transferred to inpatient rehab or designated unit 

(acute rehabilitation or subacute rehabilitation) 





Response

Answer: 6. Discharged to home or self-care (routine 
discharge) 

NTDB defines Element Value “6. Home” as the patient’s current 
place of residence. Therefore, in the described scenario, since the 
patient came from a SNF and was discharged to the same SNF, 
regardless of the temporary increased services, you must report 
Element Value “6. Home”

*MTQIP is in line with NTDB / TQIP in this area



Question 6

For, Hospital Event of Pneumonia, what should be 
reported?

Patient meets the imaging criteria and the signs and symptoms 
criteria for PNA capture but the only positive culture they have is a 
positive covid test. 

• Yes
• No





Resources



Resources

• CDC NHSN Excluded Organisms, Chapter 6-2 
• CDC NHSN Immunocompromised Patients, Chapter 6-
13 
• CDC NHSN Manual, Chapter 6

*Links on page 179 of 2023 MTQIP Data Dictionary



Response

Answer: Yes - Report PNA for + Covid test if patient 
meets all other PNA capture criteria

NHSN (CDC) email: 
“If the positive COVID test identified coronavirus (SARS-CoV-2) 
from respiratory secretions, then this will meet PNU2 laboratory 
element (Table 3, PNEU chapter). A covid swab that is obtained 
from any respiratory secretions is eligible for use.”



Question 7

For, Hospital Event of Unplanned Visit to the Operating 
Room, what should be reported?

Patient was given the option of surgery or could be placed in a 
collar, brace, etc. to see how they did. The patient chose the non-
op route but then they changed their mind and ended up going to 
OR.

• Yes
• No





Response

Answer: No - do not capture Unplanned Visit to the 
Operating Room

The definition requires an unplanned operative procedure due to 
an acute clinical deterioration or an unplanned return to the OR 
after initial surgery. The patient described does not meet either of 
these criteria – they just changed their mind.



Question 8

For, Withdrawal of Life Supporting Treatment, what 
should be reported?
Patient was hit by a car. Severe brain injuries. Family discussed 
making them CMO X/XX/XX at XX:XX. Two brain death studies 
were done on patient. Declared brain dead on X/XX/XX at XX:XX . 
They were kept alive for Gift of Life and transported to an OSH on 
X/XX/XX at XX:XX.

• N/A – life supporting treatment was not removed
• X/XX/XX at XX:XX - discussed CMO
• X/XX/XX at XX:XX - declared brain dead





Response
Answer: X/XX/XX at XX:XX (time brain death declared)

Withdrawal of Life Supporting Treatment includes patients that are kept “alive” 
after brain death determination solely for the purpose of organ donation 

When a patient undergoes brain death testing in association with Gift of Life 
donation, the physical care will not be withdrawn the same way it is if this is not 
the case. 
With patients that are declared brain dead but are maintained on a ventilator, 
meds, etc. following this declaration to keep them eligible for donation, you 
would use the time brain death is declared as withdrawal of care. The only 
reason treatment is not removed at this time, is because they are donation 
candidates. 
When GOL takes over care of the patient it is post hospital disposition and you 
would not include this information in your abstraction.



Question 9

For, Pre-existing Condition of Cirrhosis, what should be 
reported?
Pt has a history of Cirrhosis but had a liver transplant 3 years ago. 
No present diagnosis of cirrhosis, or documentation of cirrhosis by 
diagnostic imaging studies or a laparotomy/laparoscopy.

• Yes
• No





Thought Journey

CIRRHOSIS
Description: Cirrhosis is the replacement of normal liver 
tissue with non-living scar tissue related to other liver 
diseases.



Response
Answer: No – do not report Cirrhosis as a pre-existing condition
As noted in the DD definition, cirrhosis is non-living scar tissue due to 
liver disease.

Patient had a liver transplant, scar tissue is no longer present, and they 
now have a healthy, non-cirrhotic liver (unless documented otherwise). 

Unlike most pre-existing conditions where there is no absolute “fix” to 
the problem, a transplant does just that. Regardless of the diagnosis in 
the past, we want to capture the true picture of this patient.

*Clarification will be added to the 2024 Data Dictionary regarding 
capture (differs from NTDB/TQIP)
*No discrepancies either way at this time 



Question 10

For, Hospital Event of Sepsis, what should be reported?

Patient had fall with pubic rami fx. Baseline GCS 15. Several days 
into patient stay, developed altered mental status (GCS 13) and 
hypotension (SBP < 100). Head CT shows new CVA. Pt also noted 
to have serosanguinous fluid coming from her left ear same day. 
Culture positive. 

• Yes
• No 





Response

Answer: Yes –report Sepsis as a Hospital Event
The patient does meet the criteria for documented infection, 
hypotension, and altered mentation, regardless of the CVA.
No specification regarding reason for decreased GCS in Data 
Dictionary.



Question 11

For, Hospital Event of Ventilator Associated Pneumonia, 
what should be reported?
Patient with a positive sputum cx but does not fully meet the VAP 
definition (CXR were clear) within the 7-day infection window 
period. 
Another sputum cx was done 3 days after the 1st one and resulted 
with the same organism. Patient now meets all VAP capture 
criteria in its 7-day infection window.

• Yes
• No







Resources



Thought Journey

Would the 2nd culture / infection window be considered a repeat 
infection if the initial cx / timeframe did not actually meet VAP 
criteria, or would this 2nd cx / timeframe be looked at on its own 
and VAP reported?

XX/XX/XX - + sputum cx
Infection window XX/XX/XX - XX/XX/XX 
*Does not meet VAP definition as does not have positive CXR

XX/XX/XX - + sputum cx (same organism as XX/XX/XX cx)
Infection window XX/XX/XX - XX/XX/XX 
*Meets VAP definition on XX/XX/XX with new positive CXR



Response

Answer: Yes –report VAP as a Hospital Event
NHSN (CDC) email: 
“A previous positive culture does not prevent the use of a specimen 
with the same organism for meeting the PNEU/VAP definition. A 
repeat infection timeframe (RIT) is only set if an infection 
definition is met. Since the PNEU/VAP definition was not met using 
the XX/XX/XX respiratory culture, an RIT is not set. Therefore, 
when the PNEU/VAP definition is met with the XX/XX/XX
respiratory culture, this is considered a 'new' infection and should 
be reported.”
(“If it doesn’t meet, its not repeat” – haha). 



Discussion



Lunch

Return at 12:15



2024 Performance Index Updates

Jill Jakubus



New 2023

New 2024

New 2024

Pending BCBS Approval

Literature Update



Metric 5A
Timely LMWH VTE Prophylaxis <= 48 hrs.
Literature Update

All 2024 MTQIP Performance Index metrics are pending BCBS approval



Jan 2022



Jan 2022







Metric 5A – Timely LMWH VTE Prophylaxis <= 48 hrs.

What do I need to do?

• Be aware you may see more aspirin DVT prophylaxis
• This measure inclusion is for admits to trauma



Metric 5B
Weight Based LMWH Protocol in Use
New 2024

All 2024 MTQIP Performance Index metrics are pending BCBS approval





Metric 5B – Weight Based LMHW Protocol in Use

What do I need to do?

• Staff member (likely clinical) will need to submit 
weight-based protocol and 5 cases via the portal by 
12/6/24



Metric 10
Patient Reported Outcomes Participation
New 2024

All 2024 MTQIP Performance Index metrics are pending BCBS approval



Metric 10 – Patient Reported Outcomes Participation

What do I need to do?

• Make sure patients have a valid formatted email or 
telephone number

• Inclusion: Cohort 1, exclude DOA, exclude 
death/hospice, include transfers out, 7/1/23-6/30/24



2024 MTQIP Data Dictionary Requests

Jill Jakubus



Where to submit suggestions?

• Edit checks issues
• Requiring data changes 
• Help us understand 
• What registry?
• What logic?
• Proposed solution?



Approach

• Show submitted requests 
• Poll where applicable
• Use feedback used to guide final review

No NTDS 2024 
changes 

anticipated



Framework

MTQIP will use the following criteria to guide decisions 
regarding data succession where variables that may 
deviate from an outside entity. 

• Data is being used in MTQIP reporting or analytics to 
drive quality improvement 

• Data reflects actual care being delivered to the patient 
• Data definition is objective and promotes data integrity





Request 1

Update Beaumont and 
Spectrum hospital 
names to current names



Request 2

Add to "Additional 
Information" Report 
positive drug screen 
results documented in 
autopsy report if meet 
rest of capture criteria.



Request 3

Additional Information, 
bullet 2, add missing 
table.



Request 4

Delete word "inpatient 
location.” Add 
clarification stating that 
despite CDC NHSN 
Manual Chapter 7 being 
used as a resource, 
MTQIP collaborative 
requests capture of 
complications that occur 
when patient is ED Hold.



Request 5

Requesting same 
clarification be added to 
Introduction. 
Requesting statement 
saying include capture 
of complications that 
occur when patient is 
"ED hold".



Request 6

Additional Information, 
bullet 1.  

Add wording "for all 
patients regardless of 
injury diagnosis"



Request 7

Additional Information, 
bullet 7.  

For patients on warfarin, 
direct thrombin inhibitor, or 
factor Xa inhibitor pre-injury 
and sustain a traumatic brain 
injury and are not transferred 
in *FROM* a referring hospital 
or direct admit *(IE: PTS WHO 
COME TO ED AFTER 
OUTPATIENT CT OR URGENT 
CARE CT)*, report pre-hospital 
head/brain CT code, date, and 
time. 



Request 8

Clarify reporting when 
patient elopes for both 
paper and e-prescribing.

Preference to NOT 
report opioids when the 
prescribed status is 
unclear.



Request 9

Additional Information, 
bullet 4, delete.

Additional Information, 
bullet 6 already 
captures evidence of 
chronic use. 

Shifts reporting to 
current disorder c/w 
Description.



Request 10

Remove “VAP Algorithm” 
text.



Request 11

Exclude cannabis use as 
Substance Abuse 
Disorder. Possibly 
create a new definition 
of Cannabis Use. Better 
representation of a 
patient's substance use.

Note: this change would 
create divergence from 
NTDS. 



Request 12

Patients admitted to the ICU 
after initial transfer to the floor, 
and/or patients with an 
unplanned return to the ICU 
after initial ICU discharge, 
“and/or after an event that 
occurred following the initial 
plan. 

(Or)

Additional Information
Include patients who required 
ICU care due to an event or 
deterioration that occurred 
after initial plan.”



Request 13

Add the text definitions 
discussed in the Jan 
2023 TQIP Educational 
Experience.





Request 14

Add missing text. 

The null value “Not 
Applicable“ is reported if 
the patient is discharged 
from your hospital 
“PRIOR TO THE” next 
calendar day. 



Wrap Up

Jill Jakubus



Conclusion

• Electronic evaluations
• See you virtually at the abstraction staff 

education event this Dec
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