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Expanded JCAHO ORYX Require-ments Beginning January 2004

As most JCAHO accredited sites may know, the JCAHO has added additional performance measurement requirements for the ORYX initiative effective January 2004.  The following are “excerpts” from JCAHO documentation received relating to these expanded requirements.

Number of clinical indicators expanded from six (6) to nine (9) for non-Critical Access Hospital (CAH) organizations.  Hospitals currently collecting data on six non-core measures (all IHPES supported hospitals) are required to select three (3) additional non-core measures starting January 1, 2004.  Non-core measure data must be submitted to the Joint Commission via a selected measurement system.  Hospitals for which this requirement is applicable must complete only the 2004 Non-Core Measure Selection/Change Form.  This is included as part of this newsletter.

Requirements for Small Hospitals.  Hospitals with an average daily census of 10 or less must meet the same general requirements outlined above but are exempt from the requirement to transmit data via a selected performance measurement system to the Joint Commission.  

Hospitals qualifying as a small hospital are required to:

· Collect data internally on all applicable measures.

· Generate either run charts or control charts on each measure, at least quarterly, for use in internal quality improvement activities.

· Make data reports available for review by surveyors during onsite surveys, and produce upon demand of the Joint Commission for the purpose of intra-cycle monitoring.

Hospitals for which this requirement is applicable must complete the 2004 Measure Information Form B (included in this newsletter).

Critical Access Hospitals.  Critical Access Hospitals (CAH) are still required to collect data internally on six (6) non-core measures only and share data and conclusions with surveyors at the time of the survey.  Hospitals designated as CAH hospitals are exempt from the requirement to transmit data via a selected measurement system to the Joint Commission.  CAH hospitals have the option of participating in a listed performance measurement system and submitting data to the Joint Commission.  CAH electing to participate in a listed measurement system and submit data to the Joint Commission must follow the General Requirements for hospitals and must complete the 2004 Non-Core Measure Selection/Change form, as appropriate.

What does my organization need to do and when?   If your health care organization meets the requirements for the additional ORYX measures, you must communicate your three (3) additional measures to the Joint Commission by October 15, 2003 via the 2004 Non-Core Measure Selection/Change Form (part of this newsletter).  Data collection for the new measures will begin January 1, 2004 with the first data transmission to Joint Commission occurring on July 31, 2004. 

If my organization meets the small hospital or CAH designation, is there any advantage of using a listed performance measurement system?  Yes, there are several good reasons.  The first reason is the IHPES will continue to receive your organizations data “passively” through the RPMS export process at the National Programs, Albuquerque, New Mexico.  By doing so, your organizations data is included in the “data quality” tracking system of the IHPES in addition to reports and statistical charts and graphs for your organization are produced automatically and available via the IHPES web site.  This eliminates the need for local staff to perform these functions and thus allows local staff to be utilized more efficiently.

A second reason is sites would no longer be covered under the special provisions negotiated with the Joint Commission for IHPES customers.  Special provisions include expanded time periods the IHPES can use to look for corresponding “numerator” events and exemption from current core measure requirements. 

Will the IHPES be developing new clinical indicators to select from in the near future?

No, not at this time.  The IHPES is actively involved in the national “data warehouse” project (see article in this newsletter).  As a component of this project, a clinical “data mart” will be developed to support not only ORYX but also GPRA measures.  The IHPES anticipates many of the GPRA measures will in time be used to support agency GPRA reporting as well as the Joint Commission’s ORYX requirements. 

This newsletter, appropriate forms and Joint Commission documentation relating to these new requirements will be posted on the IHPES web site under the “Resources” -> “Accreditation Related Information” folder.

Data Quality Training to Support GPRA Reporting

As most organizations are aware, performance measurement requirements are also being required of all federal agencies by the Government Performance Results Act or better known as GPRA.  The principle data source for the clinical indicators is the local Resource Patient Management System (RPMS) Patient Care Component (PCC).  

The data quality of the RPMS PCC is critical.  As a result, the agency has developed a GPRA indicator to specifically address the matter of improving data quality at the local level.  In FY 2004, GPRA indicator #17 in part reads “during FY 2004, implement a national program to improve the quality, accuracy and timeliness of Resource Patient Management System (RPMS) Patient Care Component (PCC) clinical data to support the agency’s GPRA clinical measures by: (a). Implementing a regional office RPMS PCC data quality assessment training at each IHS regional office.”

How will improving data quality be addressed?  Under direction of the IHPES program, a national data quality assessment program will be presented at each area office during FY 2004.  Information about the scheduled training has been provided to each area GPRA coordinator.  The IHPES will utilize experienced staff in the data quality assessment process.  The course will provide the knowledge, tools and training needed to assist local staff to implement on-going data quality and improvement activities at their respective sites.  

How much will the training cost?  There is no cost for the actual 2-day training session.  However, travel and per diem will be the responsibility of the local organization for their participants.

What is the target audience?  Any discipline that completes a PCC, quality managers, performance improvement officer, data entry, medical records or staff directly involved with GPRA responsibilities. 

How will this training support GPRA reporting?  The course is designed to specifically address improving quality of RPMS PCC data at the local level.  This is the data source that “drives” GPRA clinical reporting.  In addition, the general principles of data quality will be used throughout the course as well as specific GPRA clinical indicators, logic and codes GPRA software uses to process and report measures.  The intent is to provide participants the skills needed to implement on-going data quality assessment and improvement activities which will directly impact the quality of data at the local level.

How do I get additional information about the training?  Contact your area GPRA coordinator.
Release of Expanded RPMS PCC Export Software

At long last, “patch 6” of the RPMS PCC export has been approved for release.  The RPMS PCC export process is what allows IHPES sites to “passively” export data to their respective area office for consolidation and transmission to the IHPES at National Programs in Albuquerque, New Mexico.  Installation and use of “patch 6” will have immediate benefits including:

· Include “historical” or event records for health services, e.g., immunizations that may have been received outside the health care organization.  This will contribute to the overall accuracy of indicators that depend upon complete receipt of data items such as immunizations being up-to-date for children.

· The number of diagnosis fields will expand from nine (9) to fifteen (15).  This means clinical indicators that look for specific ICD9 codes may more accurately reflect data since these medical services may be further into the patient record.

· Additional lab tests and corresponding results will now be received.  This means additional clinical measures could be supported through the collection of both tests and results for HDL/LDL, triglycerides, urine protein and microalbuminuria.

· Additional file export information will also be provided to assist local sites better monitor and manage “data movement” activities.

· Additional data fields to allow the IHPES now provide other benchmarks relating to timeliness of data.  The new fields will allow the IHPES to report on the data entry and export timeliness from the time the patient was actually seen by the provider.

Information about the patch, installation and patch notes have all been provided to your area Information System Coordinator (ISC) for action.

Data Warehouse Activities

The agency is currently developing a “state-of-the-art” data warehouse to support the agency’s many reporting requirements.  At this time, the project is name DW-1 for data warehouse, version 1.  This is a joint project between the National Programs Information Technology Support Center (ITSC) and the IHPES.  Initial data sources to populate the warehouse include patient registration, PCC, contract health data from the fiscal intermediary, as well as, contract health data from local area RPMS databases.  Provision is also being made for non-RPMS sites to participate by the use of HL7 industry standard messaging.

The data warehouse will provide many benefits to the agency.  A few of these benefits include:

· Collect and store information almost exactly as it is received from the field

· Maintain a historical “snapshot” of the data

· Provide accurate and helpful information about the data it receives including record counts, timeliness of data, less than expected counts based upon historical benchmarks, field content and data quality information

· Supply data to various “data marts” from which more specific information can be gathered such as workload and user population, data quality and tracking, outcome measurement such as GPRA and ORYX, organizational units such as area, urban and program specific data such as diabetes, health education and public health nursing.

The IHPES is tasked for two (2) specific areas of this national project.  The IHPES will oversee the design, development and implementation of the data quality and tracking portion of the warehouse.  This component will allow sites to better manage their overall data movement and quality process by providing feedback on the contents of individual data files transmitted to the warehouse in addition to providing a “historical” look at field content errors, timeliness, and overall volume of data received and if these deviate from historical benchmarks.

A second area of IHPES involvement is the design, development and support of a “clinical” data mart to support performance measurement and program clinical requirements.  The warehouse in time is planned to support the agency’s GPRA clinical indicators in addition to on-going ORYX requirements.  The project is well underway with initial data loading scheduled to begin October 2003 and continue over the next 9 to 10 months.  In the meantime, the IHPES will continue to support operational ORYX requirements from its existing system and the clinical data mart takes shape.

More information will be shared as the project progresses.

IHPES Clinical Indicator Development

As mentioned, the IHPES does not have immediate plans to develop new clinical indicators to meet the Joint Commission’s ORYX requirements.  With development activities underway on the data warehouse and clinical data mart project, GPRA measures will eventually be derived from this process.  It is our plan BOTH ORYX and GPRA measures can be supported from the clinical data mart.  As the clinical data mart is developed and tested, the IHPES will submit GPRA measures to the Joint Commission for approval to be used for ORYX purposes.  In this 

way, sites can use the same reporting process to meet performance measurement requirements for both the GPRA and ORYX requirements.

ORYX Forms and Indicator List

The ORYX forms and Joint Commission documentation will be posted on the IHPES web site under the “Resources” -> “Accreditation Related Information” folder or at URL http://www.ihs.gov/NonMedicalPrograms/IHPES/index.cfm?module=content&option=resources&sub_cat_id=06080706.  Below are the 2004 Non-Core Measure Selection/Change Form, the 2004 Small Hospital Measure Information Form and the 2004 List of Indicators (in PDF format):
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About the IHPES

The IHPES is a listed JCAHO performance measurement system developed to support accreditation activities.  If you have news items that relate to accreditation, performance improvement or GPRA related topics, please feel free to forward these to the IHPES program.  
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You may send items by e-mail to:

michael.gomez@mail.ihs.gov or contact Lois Boyd at 505-248-4239.

Items may also be mailed to:

IHPES

5300 Homestead Road NE

Albuquerque, New Mexico 87110

Fax:  505-248-4393
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MEASURE INFORMATION FORM B 
 
HCO ID # 
HCO NAME 
ADDRESS 
ADDRESS 
 
For each measure identified by your organization to meet the ORYX requirements, please provide the following information. 


Complete one form for each measure. 
Retain for your records for presentation to 


surveyors at time of  survey.  


(
 
Make copies of this form as needed) 


Performance Measure Name (Unique title of this measure; 50 characters or less): 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
Rationale (for selection):____________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
Type of Measure: (Select one) ______ Process _____ Outcome ______ Process and Outcome 
 
Measure Category: (Select one)        Clinical     Health Status    Perception of Care/Services 
 
A. (For rate based measures reported as proportion or ratio, complete this section. For continuous variable, see 
s
 
ection B.) 


Numerator Statement: _____________________________________________________________________________ 
_________________________________________________________________________________________________ 
_______ _________________________________________________________________________________________ _


 
Numerator Description 
Included Populations: _______________________________________________________________________ 
Excluded Populations:  ______________________________________________________________________ 


 
Denominator Statement: _____________________________________________________________________ 


___________________________________________________________________________________________ 
_
 


__________________________________________________________________________________________ 


Denominator Description 
Included Populations: ________________________________________________________________________ 
Excluded Populations: ________________________________________________________________________ 


 
For proportion and ratio measures:  What is the average number per month? _____ numerator  _____denominator 
 
Source of Measure: _________________________________________________________________________________ 
 
B. For continuous variables (central tendency) measures, complete this section. 
 
Continuous Variable Statement: ______________________________________________________________________ 
__________________________________________________________________________________________________ 
_______ __________________________________________________________________________________________ _


 
Continuous Variable Description 
Included Populations:________________________________________________________________________ 
 
Excluded Populations:________________________________________________________________________ 


 
F
 


or continuous variable measures:  What is the average number per month? _____ cases 


Source of Measure: _________________________________________________________________________________ 


 
 
CEO Signature: ___________________________________________ Date: _____________________________________ 
 


Complete one form for each measure 





		Denominator Description

		Continuous Variable Description
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AMBULATORY CARE INDICATORS 
 
5133  Purpose:  Assessment of Appropriate Childhood Immunizations  


Numerator:  Age appropriate immunizations  
Denominator:  All children from birth through 18 months old 
Rationale:   This indicator measures the number of children that have received 
vaccines for preventable childhood diseases.  Indicator results can be used to 
encourage providers of care to pay strict attention to assessment of children that 
are deficient in their immunizations.   
Approach:   The approach for this indicator is focused on documentation and 
data entry to facilitate the most accurate information possible for display on the 
Health Summary sheet of each child. 
Type of Indicator:  Prevention 


 
 
5127  Purpose:  Elder Immunization To Influenza 


Numerator:  Having received an immunization to influenza within the year 
Denominator:   Any patient who is 65 years of age or older within the year  
Exclude anyone having an egg allergy.  
Rationale:   This indicator measures the number of adults 65 and older that have 
received the Influenza Vaccine.  The results can help providers of care reduce the 
incidence of preventable disease by increasing the immunization levels among 
adults aged 65 and older. 
Approach:   The approach for this indicator is focused on documentation and 
data entry to facilitate the most accurate information possible for display on the 
Health Summary sheet of each adult. 
Type of Indicator:   Prevention 


 
 
5157   Purpose:  Nutritional Education for Identified Obese Patients  


Numerator:  A documented episode of nutritional education (intervention)  
Denominator:  All patients with a Recommended Weight (RW) of 150% or 
greater (proxy for BMJ) 
Rationale:   This indicator measures the number of obese patients that receive 
nutritional and dietary education.  The provision of this education will hopefully 
impact the incidence of diabetes, heart disease and other diseases that are 
influenced by obesity. 
Approach:   The approach for this indicator is focused on documentation using 
approved education codes.  This indicator also depends on the patient weight and 
height.  Adult patients should be measured for height at least annually. Accurate 
data entry of all this information into the RPMS is a must.  This indicator needs a 
taxonomy created using education codes relative to diet and nutrition education.  
(See taxonomy instructions). 
Type of Indicator:   Prevention 







5122  Purpose:  Control of Diabetes  
Numerator:  Has at least one Hb-alc of 7.5% or less  
Denominator:  Any patient ever having a diagnosis of diabetes mellitus.  
Exclude all gestational diabetics.  
Rationale:  This indicator will measure the number of Diabetic patients that have 
at least one Hemoglobin a1c with a result of 7.5% or less.  This indicator 
addresses the need to reduce the complications of Diabetes associated with 
glycemic control. 
Approach:   The approach of this indicator is focused on the values obtained by 
Hbg a1c laboratory tests.  This value can be obtained by the “Lab Package” or by 
the values being entered in by data entry or other personnel.  Which method used 
will depend on whether the facility has the Lab Package up and running.  If so, 
this measure will be automatic or passive. 
Type of Indicator:   Treatment 
 


 
5114  Purpose:  Prevention of Kidney Complications in Diabetes Patients   


Numerator:  Having a blood pressure less than or equal to 135/80  
Denominator:  Any patient with a diagnosis of diabetes mellitus and 
hypertension.  
Rationale:   This indicator measures how well blood pressures of Diabetic 
patients are in control.  Blood pressures in control help to reduce the incidence of 
kidney complication and the need for dialysis later on.   
Approach:   The approach of this indicator is focused on legible documentation 
of blood pressures and accurate data entry. 
Type of Indicator:   Prevention 
 
 


5101  Purpose:   Protection of Diabetic Patient’s Kidneys from Complications 
Numerator:   Patients receiving an ACE inhibitor (Lisinopril, Captopril, 
Enalapril or other locally dispensed ACE inhibitor) 
Denominator:   Any patient with a diagnosis of diabetes mellitus and 
hypertension. 
Rationale:   This indicator measures the number of patients that are receiving 
ACE inhibitor medications.  Patients take these medications to maintain blood 
pressure in control.  Control of blood pressure in diabetic patients  prevents or 
reduces kidney complications.  This also contributes to the reduction of 
ophthalmic complications. 
Approach:   The approach for this indicator is legible documentation and 
accurate entry into the Pharmacy package.  This package is running at most sites.  
A taxonomy must be built for this indicator.  The contents of this taxonomy may 
differ from facility to facility due to the different ACE inhibitor medications 
given (see instructions for building taxonomies). 
Type of Indicator:   Treatment 


 
   


5096  Purpose:  Management of Overweight Diabetic Patients (Intervention)  
Numerator:  A documented episode of nutritional education in the last year 
Denominator:  All patients who have ever had a diagnosis of diabetes mellitus 
and also had a reading of a recommended weight of 150% or greater.  







Rationale:   This indicator measures the number of diabetic patients that have 
received some kind of nutritional education in the last year.   This education will 
help patients know what the complications of obesity are relative to diabetes and 
help to decrease the complications of obesity. 
Approach:  The approach for this indicator is focused on documentation using 
approved education codes.  This indicator also depends on the patient weight and 
height.  Adult patients should be measured for height at least annually. Accurate 
data entry of all this information into the RPMS is a must.  This indicator requires 
a taxonomy created using education codes relative to diet and nutrition education.  
(See taxonomy instructions). 
Type of Indicator:  Treatment 
 
 


5090  Purpose:  Early Diagnosis of Diabetic Retinopathy  
Numerator:  Annual eye examination 
Denominator:  Any patient with a diagnosis of diabetes mellitus  
Rationale:   This indicator measures the number of diabetic patients that have an 
annual eye examination.  This annual examination to map the progression of any 
disease of the eyes that are a complication of diabetes and intervention can be 
accomplished as soon as possible. 
Approach:   This indicator will depend on appropriate coding of visits related to 
eye care.  Legible documentation and accurate data entry are a must.   
Type of Indicator:   Prevention 


 
 
5089  Purpose:  Diabetic Dental Health 


Numerator:  Annual dental examination 
Denominator:  Any patient with a diagnosis of diabetes mellitus  
Rationale:  This indicator measures the number of diabetic patients that have an 
annual dental examination.  This annual examination maps the progression of 
dental disease in diabetic patients and interventions can be accomplished as soon 
as possible. 
Approach:   This indicator depends on appropriate dental coding of visits and it 
looks for patients that have a diagnosis of diabetes.  Legible documentation and 
accurate data entry are a must. 
Type of Indicator:   Prevention 


 
 
5153  Purpose:  Appropriate Treatment of Chronic Otitis Media in Young Children  


Numerator:  ENT consultation  
Denominator:  Any child who is one month thru age 5 years who has had three 
episodes of otitis media in the past year.  
Rationale:   This indicator measures appropriate treatment of children with 
repeated ear infections to prevent hearing loss. 
Approach:   This indicator depends on appropriate coding of visits for Otitis 
Media and the documentation of ENT consults.  This indicator is dependent on 
these two things and due to outside consultations for ENT referrals may need 
extra documentation.   
Type of Indicator:   Treatment 


 
 







 


 
 
  
 
 


IN-PATIENT CARE INDICATORS 
 
5161 Purpose:  Admissions Having Missed Diagnosis or Inadequate Treatment in 


Emergency Patients  
Numerator:  Any admissions within 48 hours of an ER discharge to home  
Denominator:  All ER admissions 
Rationale:   This indicator measures those patients that may have needed 
admission from the Emergency Room and the delay in admission could impact 
the outcome of care.  
Approach:   This indicator depends on documentation and accurate data entry.   
Type of Indicator:   Risk Management 


   
 
5172  Purpose:   Risk Management 


Numerator:   Cardiac Arrest within 48 hours of surgical procedure 
Denominator:   All hospitalized patients having a surgical procedure 
Rationale:   This indicator measures the incidence of patients having cardiac 
arrest after surgery and need peer review to determine if they were an appropriate 
candidate for surgery.   
Approach:   This indicator will be used as risk management screen or alert.  An 
electronic method of notification of the appropriate personnel will be used to 
identify these patients for Peer Review. 
Type of Indicator:   Risk Management 


 
 
5177  Purpose:   Risk Management  


Numerator:   Unscheduled return to OR within 24 hours  
Denominator:   All inpatients having had a surgical procedure  
Rationale:   This indicator measures the incidence of patients that return to the 
OR within 24 hours surgery and need peer review to determine if they were an 
appropriate candidate for surgery and were there any factors that contributed to 
that return to the OR.   
Approach:   This indicator will be used a risk management screen or alert.  An 
electronic method of notification of the appropriate personnel will be used to 
identify these patients for Peer Review. 
Type of Indicator:   Risk Management 


 
 
5080  Purpose:  Identification of Any Inpatient Admission Following Day Surgery  


Numerator:  Inpatient admissions following day surgery  
Denominator:  All Day Surgeries 
Rationale:   This indicator measures the number of patients that were admitted to 
inpatient units after day surgery.  The purpose is to identify these patients and 
evaluate if they were appropriate candidates for day surgery. 







Approach:   Documentation of an admission to an inpatient unit instead of 
discharge home after day or ambulatory surgery.  Will be generated through ADT 
package. 
Type of Indicator:   Risk Management 
 


 
5086  Purpose:  Medical Management of Cellulitis 


Numerator:  Length of stay equal to or greater than 5 days.  
Denominator:  All admissions with a primary diagnosis of cellulitis  
Rationale:   This indicator measures the appropriateness and effectiveness of 
treatments and interventions for patients with that diagnosis.  
Approach:   Accurate documentation, coding and data entry for patients with this 
diagnosis.  Date of admission and date of discharge will be very important. 
Type of Indicator:   Treatment 
 
 


5164 Purpose:   Tracking Incidence of C-Sections 
Numerator:   Deliveries by Caesarean Sections 
Denominators:   All deliveries 
Rationale:   This indicator tracks over time the increase or decrease in the 
incidence of Caesarean Sections.  This procedure has significant impact on the 
health of mother and baby.   
Approach:   This indicator is dependent on accurate documentation, coding and 
data entry.  This indicator will work for a facility that does surgery and does this 
type of surgery. 
Type of Indicator:   Risk Management 
 
 


5165  Purpose:  Tracking Incidence of Vaginal Deliveries After C-Section  
Numerator:  Vaginal deliveries  
Denominator:  All deliveries with a diagnosis of previous C-Section  
Rationale:   This indictor measures how many vaginal deliveries are 
accomplished after the patient has had a previous C-Section.  It tracks the 
increase or decrease in the incidence of vaginal delivery after previous C-Section.   
Approach:   This indicator is dependent on accurate documentation, coding and 
data entry.  This indicator will work for a facility that does surgery and does this 
type of surgery. 
Type of Indicator:   Risk Management 
 
 


5085  Purpose:  Management of Diabetic Patients. Nutritional Education  
Numerator:  Evidence of nutritional education during hospitalization.  
Denominator:  All inpatients with a primary diagnosis of diabetes mellitus.  
Rationale:   This indicator measures the number of hospitalized patients with a 
diagnosis of diabetes that had nutritional education.  This will be especially 
important for newly diagnosed diabetics.  
Approach:   This indicator depends on hospital admission, diagnosis of diabetes 
and nutritional counselling or education documented on the inpatient discharge 
sheet.  (Must be entered on the discharge summary or it does not get entered 
into the RPMS). 
Type of Indicator:   Treatment 
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2004 HOSPITAL NON-CORE MEASURE SELECTION/CHANGE FORM 
 
HCO ID# 
HCO NAME 
ADDRESS 
CITY, STATE, ZIP 
 


Check the appropriate box, if applicable.  Review the 2004 Core Measure Participation Requirements and complete the appropriate forms.  
     Small Hospital      Critical Access Hospital 


 
MEASUREMENT SYSTEM SELECTED 


 
M EAUSREMENT SYSTEM NAME/SYSTEM OWNER  SYSTEM ID#  EFFECTIVE DATE 


___________________________________________________ ______________  _________________ 
 


ADDITIONAL NON-CORE MEASURES SELECTED 
 
Please list all required Non-Core Measures selected and enter the Effective Date (i.e., patient discharge date) when data collection will begin.  


Data collection must begin on the first day of a calendar quarter.  
M
 


EASURE ID#    DESCRIPTION OF MEASURE    EFFECTIVE DATE 


_____________   ___________________________________________   __________________ 


_____________   ___________________________________________   __________________ 


_____________   ___________________________________________   __________________ 


_____________   ___________________________________________   __________________ 


_____________   ___________________________________________   __________________ 


_____________   ___________________________________________   __________________ 


_____________   ___________________________________________   __________________ 


_____________   ___________________________________________   __________________ 


_____________   ___________________________________________   __________________ 
 


MEASUREMENT SYSTEM DISCONTINUED 
 


MEASUREMENT SYSTEM NAME/SYSTEM OWNER  SYSTEM ID#  EFFECTIVE DATE 
 


_______ __________________________________________  _______________ _________________ _
  


NON-CORE MEASURES DISCONTINUED  
 
Please List all Non-Core Measures discontinued and enter the Effective Date (i.e., patient discharge date) when data collection will end.  Data 
collection must end on the last day of a calendar quarter.  Data for each non-core measure must be collected for a minimum of 12 months.  A 
non-core measure may be discontinued so long as there are no trends or patterns or outlier conditions that warrant further investigation,  
  
MEASURE ID#    DESCRIPTION OF MEASURE    EFFECTIVE DATE 
 
_____________   ___________________________________________   __________________ 


_____________   ___________________________________________   __________________ 


_____________   ___________________________________________   __________________ 


_____________   ___________________________________________   __________________ 


_____________   ___________________________________________   __________________ 


_____________   ___________________________________________   __________________ 


_____________   ___________________________________________   __________________ 


_____________   ___________________________________________   __________________ 


_____________   ___________________________________________   __________________ 
 


Fax Completed Forms to 
(630) 792-4599 


by October 15, 2003 


Joint Commission policy requires that your organization provide written confirmation of the performance measurement system(s) and performance measures your 
rganization has selected to meet performance measurement requirements for accreditation. o 


___________________________________  __________________________________  _______________ 
P  rimary Contact     Phone      Date 


___________________________________  __________________________________  _______________ 
Chief Executive Officer    Signature      Date 





		HCO ID#

		Check the appropriate box, if applicable.  Review the 2004 Core Measure Participation Requirements and complete the appropriate forms.

		MEAUSREMENT SYSTEM NAME/SYSTEM OWNERSYSTEM ID#EFFECTIVE DATE

		ADDITIONAL NON-CORE MEASURES SELECTED

		Please list all required Non-Core Measures selected and enter the Effective Date (i.e., patient discharge date) when data collection will begin.

		Data collection must begin on the first day of a calendar quarter.

		MEASURE ID#DESCRIPTION OF MEASUREEFFECTIVE DATE

		NON-CORE MEASURES DISCONTINUED



		Please List all Non-Core Measures discontinued and enter the Effective Date (i.e., patient discharge date) when data collection will end.  Data collection must end on the last day of a calendar quarter.  Data for each non-core measure must be collected

		MEASURE ID#DESCRIPTION OF MEASUREEFFECTIVE DATE

		

		Primary ContactPhoneDate

		Chief Executive OfficerSignatureDate










