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[bookmark: _Toc81560151]EXECUTIVE SUMMARY

Frail patients suffer disproportionately high rates of adverse post-operative complications, including death. Patient frailty is not routinely assessed despite the fact it predicts post-operative outcomes better than age or comorbidity alone. Surgeons have always paid attention to perioperative risks, but evidence indicates that the traditional foot-of-the-bed ‘eyeball test’ is not sufficiently reliable or sensitive. Moreover, surgical risk stratification typically focuses on high-risk surgeries (e.g., aortic aneurism, pancreatectomy) even though it has been shown that there is no such thing as low-risk surgery for high-risk, frail patients1. There is a need for an easy-to-administer, standardized screening tool to better inform the selection of high-risk patients considering elective surgery. 

To address this need, the Risk Analysis Index (RAI) was developed and validated to assess frailty among patients considering elective surgery. In addition to demonstrated success in reducing post-operative mortality, RAI assessment equips patients and surgeons with reliable data necessary to inform surgical decision-making, optimize perioperative care, and reduce the need for long-term services and support following surgery. To be clear, the goal is not to withhold needed surgery or tell surgeons what they should do. Rather, the goal is to identify the highest risk patients and provide access to additional resources designed to facilitate patient-centered decision making and optimize perioperative care. 

The primary objective of this Implementation Guide is to provide the tools and resources necessary to facilitate the successful implementation of the Surgical Pause practice. 

Please direct any questions to VASurgicalPause@va.gov with any questions.




















[bookmark: _Toc81560152]WELCOME
Welcome and thank you for participating in the implementation of the Surgical Pause Practice within your surgical service line. This Implementation Guide is intended for the identified Facility Champion and Surgical Champion leading implementation at your facility. 

[image: ]The goals of this Implementation Guide are to provide:
· Background on the Surgical Pause Practice

· Instructions and Resources necessary to implement this practice at your facility
Refer to the information ahead to learn how you can implement this Practice and enhance the Veteran experience at your facility!





















[bookmark: _Toc81560153]What is the Surgical Pause?
[bookmark: _Hlk58247030]The Surgical Pause involves assessing patient frailty using the Risk Analysis Index (RAI) and providing patients with intervention options designed to improve post-operative outcomes. The RAI consists of 14 variables scored on a weighted scale. In addition to age and sex, it includes questions assessing weight loss, appetite, cognitive impairment, and activities of daily living, as well as comorbidities of the lungs, heart, and kidneys. 
[image: ][image: ]Administered at the initial clinical visit, the RAI triggers a ‘surgical pause’, providing the opportunity to revise surgical plans as needed. Patients with a RAI score ≥ 37 are reviewed by a Surgeon Champion and, if indicated, referred for enhanced perioperative care.  Recommended interventions are summarized below in order of ease of implementation:
· Administrative case review performed by a Multidisciplinary Review Board consisting of clinicians from surgery, anesthesia, and palliative care

· Referral to palliative care consult to clarify goals and document Advance DirectiveFigure 1. Snapshot of the online RAI scoring tool in REDCap


· Site-specific referral to existing clinical services designed to improve the physical performance of frail patients who elect to proceed with surgery (e.g., physical therapy, nutritional optimization, home-based respiratory training, etc.)
Calibrated in a nationally representative sample of more than 480,000 Veteran patients and externally validated in >1,000,000 patients from the American College of Surgeons National Surgical Quality Improvement Program, the RAI is the most thoroughly validated measure of surgical frailty.2 It is also the only one proven feasible for system-wide screening, taking less than 30 seconds to administer3,4. 
In addition to demonstrated success in reducing post-operative mortality, RAI assessment equips patients and surgeons with reliable data necessary to inform surgical decision-making, optimize perioperative care, and reduce the need for long-term services and support· To reduce observed to expected (O/E) post-operative mortality rates
· To reduce instances of patient regret
· To reduce the number of patients requiring long-term services and support following surgery
Why should I Implement
Pre-Operative Frailty Screening and Prehabilitation?

following surgery. Figure 2 illustrates the integration of RAI screening into the surgical decision-making process flow.


Figure 2. Integration of RAI screening into the surgical decision-making process




Risk Stratify by Assessing Frailty
Non-Operative Management
Prehabilitation
SURGICAL PAUSE 
(Make No Promises) 
· Further Risk Assessment & Mitigation
· Risk-informed Shared Decision-making process
Surgery
Usual Care
Patient Presents to Outpatient Surgical Clinic

[bookmark: _Toc81560154]The Surgical Pause Origin
The Surgical Pause originated out of the Omaha VA Medical Center in response to the facility’s desire to improve their observed to expected (O/E) post-operative mortality rate. The facility’s Chief of Surgery, Dr. Jason Johanning, mandated RAI administration to schedule surgery. Patients with RAI scores indicating significant frailty were reviewed by Dr. Johanning or his designee. Based on this review, clinicians from surgery, anesthesia, critical care, and palliative care were notified of the patient’s frailty and associated surgical risks. If indicated, perioperative plans were modified based on team input. The effect of the RAI Frailty Screening Initiative (RAI-FSI) on mortality was examined in a cohort of 9,153 surgical patients treated before and after implementation. The 180-day post-operative mortality rate among the frail fell from 23.9% to 7.7% (p<0.001).5 This corresponds to a nearly three-fold survival advantage after controlling for age, frailty, and comorbidity (AOR 2.87 [95% CI 1.98-4.16]).5 In addition the RAI-FSI was associated with:The effect of this initiative on mortality was examined in a cohort of 9,153 surgical patients from Omaha VAMC treated before and after implementation. The 180-day post-operative mortality rate fell from 23.9% to 7.7%.

· 20% reduction of per-case costs. 
· Doubling the rate of palliative care consultation in surgical patients
· More often ordered by surgeons
· More often ordered before surgery
· Reducing the risk of death controlling for age, frailty, and whether the patient had surgery (AOR 0.27[95% CI 0.11-068], p=0.006)6

Omaha VAMC Mortality Observed / Expected
Red markers indicate >90% confidence interval


Frailty Screening
Initiative Implemented  

Figure 3. Changes in the Observed to Expected (O/E) Mortality Ratio at Omaha VA Medical Center between 2008 to 2014

These results support the feasibility of screening pre-operative patients for frailty and the efficacy of system-level initiatives to improve surgical outcomes for frail patients. Since its initial implementation at Omaha VA medical center in 2012, the RAI has been implemented at five VA Medical Centers and five private hospitals within the University of Pittsburgh Medical Center (UPMC) Healthcare System3,4.

In 2019, Dr. Daniel Hall submitted the Surgical Pause to the Fifth Veterans Health Administration (VHA) Shark Tank Competition, a Diffusion of Excellence Initiative competition for sourcing clinical and operational Promising Practices that originate at VA facilities. After several rounds of rigorous evaluation from Subject Matter Experts (SMEs) and program office representatives, the Surgical Pause was pitched in the Fifth VHA Shark Tank and designated as Promising after its selection to be replicated at Iowa City VA Health Care System.The Surgical Pause is 1 of 12 Promising Practices to emerge from the Fifth VHA Shark Tank Competition, selected from a total pool of 591 practice submissions


[image: Veteran talking to team of doctors]
The Surgical Pause is also one of four evidence-based practices that will be implemented across VISN 4 as part of the SAGE QUERI-Program (Safer Ageing through Geriatric-informed Evidence-based practices).7 Led by Core Investigators from the VA Center for Health Equity Research and Promotion (CHERP), this initiative seeks to provide consistent, high quality care to Veterans 65 and older by:
· Attending to Veteran healthcare goals and preferences,
· Avoiding harms related to medication,
· Preventing, identifying, treating, and managing cognitive impairment, and
· Promoting safe movement to maintain function and independence 
The Surgical Pause will ensure the goals of surgery are aligned with the personal goals of frail older patients with the objective of reducing inappropriate surgeries, serious complications, and perioperative mortality. It will also increase access to underutilized palliative care services, improving satisfaction with end-of-life care when mortality occurs. 

In addition, HSR&D recently funded the PAUSE trial, a randomized, stepped wedge, multi-center, hybrid type 1 comparative effectiveness-implementation trial examining the impact of preoperative frailty screening followed by a multidisciplinary care intervention on mortality and functional status after surgery.
[bookmark: _Toc81560155]ORGANIZATIONAL READINESS ASSESSMENT
To ensure maximum success in implementing the Surgical Pause, consider conducting an Organizational Readiness Assessment. Assessing organizational readiness will help you take stock of your site’s existing processes – a key step in preparing to fit a new intervention into your facility’s culture and work systems. One way of doing this is through the Consolidated Framework for Implementation Research (CFIR), which is an implementation science model that offers guidelines for change management that prepare your organization for a successful implementation. While any number of the CFIR considerations may be useful, we recommend evaluating your facility’s barriers and facilitators, and developing a plan to proceed within the following seven considerations: 

Figure 4. Seven considerations when evaluating facility-level barriers and facilitators.  
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Refer to Appendix A for an Organizational Readiness worksheet to assist your team in conducting this assessment. This exercise could shed valuable light on the existing work systems within your facility.  Identifying and planning for potential barriers, as well as understanding ways to leverage stakeholders, may allow you and your team to increase the likelihood of successful implementation.


[bookmark: _Toc81560156]IMPLEMENTATION ROADMAP
From start to finish, you can expect implementation of the Surgical Pause to take approximately 10 to 12 months. This may differ slightly due to leadership, training, and buy-in. Target deadlines can be used to hold practice stakeholders accountable and improve the likelihood of successful and timely implementation. 

Figure 5. High-level implementation road map for the Surgical Pause
Month 1
Identify Facility Champion and Surgeon Champion


Present Initial RAI Dataset
Expand to Additional Surgical Service Lines
Collect and Analyze Outcome Data
Begin Administering the RAI
Refine and Sustain Intervention
Evaluate Process Implementation Metrics
Implementation Launch
Engage Relevant Stakeholders
Define Intervention
Month 10
Month 6
Month 3
Month 2

[bookmark: _Toc81560157]IMPLEMENTATION PHASES
[bookmark: _Toc81560158]Pre-Implementation Phase: Plan and Design 
As you will see in the preceding steps, most of the work involved in implementing the Surgical Pause occurs on the front end. Once you coordinate with the appropriate stakeholders and make the necessary workflow changes, implementation, sustainment, and expansion to additional surgical service lines can follow seamlessly. 

In 2021, The National Surgery Office endorsed this practice and allows each VA Medical Center to utilize the tools that have been developed to support the evaluation, identification, and intervention associated with the Surgical Pause.  Implementation is not mandatory, but at the discretion of each local VAMC. Sites may wish to formalize their implementation as a quality improvement project not constituting research, especially if they envision disseminating details of their local experience. Details on distinguishing operations activities that may (or may not) constitute research can be found in  Program Guide 1200-21, conveniently located on the Surgical Pause VHA Marketplace Site.  If questions persist on how to handle data from the Surgical Pause implementation, site leaders are encouraged to consult with their local IRB and/or Research Office in determining whether research regulations apply.  

[bookmark: _Toc81560159]Step 1: Identify Practice Champions 
Identify a Facility Champion and Surgeon Champion, who together will engage with surgical clinic staff and facility leadership as the leaders of practice implementation. The Facility Champion should be someone in a leadership position who can educate, advocate for, and address challenges associated with the implementation of this practice. The Surgeon Champion should be the facility Chief of Surgery or a Surgeon associated with the initial surgical service line implementing the practice. Additional champions may include leaders from nursing who can facilitate frailty screening in outpatient clinics, anesthesiologists who can develop frailty-specific anesthetic pathways, critical care physicians who can develop strategies for optimizing postoperative recovery, and palliative care practitioners who can assist with goal clarification. Building the practice requires investment from these human resources. More time is needed at the beginning of implementation to socialize the practice and build out the associated processes, but eventually it can be maintained by the Surgeon Champion dedicating as little as one to two hours per week. If possible, the responsibilities of the Facility and Surgeon Champions should be explicitly written into their job description and/or tour of duty.

The primary responsibilities of the Facility Champion include:
· Oversee practice implementation and evaluation

· Promote the value of the practice among clinic staff and facility leadership

· Engage with nursing leadership to integrate RAI administration into clinic workflows

· Work with facility leadership to designate protected time for other practice champions to succeed in their work 

The primary responsibilities of the Surgeon Champion include:
· Mandate RAI administration as part of perioperative workflow

· This may include requiring screening with the RAI prior to reserving block time, as was done at the Omaha VAMC, but can be adapted as local culture requires. The key is to systematically assess frailty in the target population using the RAI. 

· Weekly review of all patients with an RAI≥37 with selected referral to the chosen intervention. Experience suggests this takes only one to two hours per week for large centers

· Promote the value of the practice among clinic staff and facility leadership

· Engage anesthesia, primary care, palliative care, and other necessary care teams 


[bookmark: _Toc81560160]Step 2: Select a Pilot Surgical Service Line
Select a pilot surgical service line within which to begin screening for frailty and calculating RAI scores. There are two main factors to consider when selecting a pilot surgical service line:
· Patient Volume
· [image: ]Establishing a process requires repetition to build experience. If patient volume is too low, too few patients will flag for frailty and personnel will not get timely experience after training. A service line should be selected such that one to five patients may screen as frail in each week, affording a reliable and manageable stream of patients to build experience

· Prevalence of Frailty in the Service Line
· RAI scores vary by surgical specialty. For example, the prevalence of frailty in orthopedic, general, and vascular surgical service lines is approximately 5%, 10%, and 20%, respectively8. Patient volume and frailty prevalence within the selected service line should allow for the growth of the program without overwhelming available resources 

· Post-Operative Morbidity and Mortality Rates  
· Although evidence suggests that frailty screening improves outcomes generally, Practice Champions may wish to target service lines with comparatively elevated rates of morbidity and mortality to focus the impact where there is the greatest need and the highest likelihood of success.  








[bookmark: _Toc81560161]Step 3: Begin Administering the RAI 
Administering the RAI within a pilot surgical service line three months prior to launch allows for the generation of an initial RAI score dataset that can be shared with surgical staff and facility leadership. The initial pilot data will demonstrate the value of the RAI, facilitating buy-in and support prior to implementation. This section outlines a recommended approach to RAI administration that has been found to be effective and efficient. However, this approach can be adjusted as needed to better align with existing workflows or the availability of staff within your surgical clinic. 
· Review the RAI FRAILTY TOOL CPRS Reminder Dialogue Template
Released nationally on 9/13/2021 in all instances of CPRS, the RAI FRAILTY TOOL is a reminder dialogue template that facilitates the calculation of the RAI and the recording of RAI values in the patient chart as a “health factor”, thereby facilitating data retrieval and reporting.  Details about the RAI FRAITLY TOOL and its use can be found in the linked slide deck. This tool is supported by the National Surgery Office (see Appendix B to view signed Memorandum).

· Identify Staff to Administer the RAI
It is recommended that outpatient nurses within the surgical clinic administer the RAI. However, other staff within the clinic, such as medical assistants, residents, and clinicians, may also be utilized. If you choose to use staff that experience repeated turnover, such as residents, training efforts will likely need to be more frequent and rigorous to ensure that new staff are aware of the RAI and the administration process. 

· Train Staff to Administer the RAI
RAI administration training should take no more than 30-minutes and can be integrated into existing staff meetings (e.g., weekly nursing huddle). Recommended training components are outlined below.

 Q&A
Leave adequate time to field questions and concerns, as well as discuss any staff-proposed changes to the administration process 
Value Case
Introduce the RAI and its’ value in reducing O/E post-operative morbidity and mortality 
Process Walkthrough
Walkthrough the administration process, including how to input RAI item responses into REDCap, calculate the score, and record it in CPRS
Workflow Documentation
Document how the workflow of staff involved in the administration process will change. 


























· Distribute the RAI
Patients and/or caregivers receive the single-page RAI handout when they check-in to the surgical clinic, to be completed prior to rooming. A PDF version of the RAI handout can be found in Appendix C. 

· Review Responses
Nursing staff responsible for rooming the patient briefly review the responses to each item and engage with the patient and/or caregiver to complete any items that were left blank or answered incorrectly. 
[image: HP Computer Screen at Rs 3800/piece | HP LED Monitor, HP Monitors, एचपी  कंप्यूटर मॉनिटर - A. M. Solutions, New Delhi | ID: 14259910655]
· [image: ]Input Responses and Calculate the RAI Score
Nursing staff utilize the REDCap link  embedded in the CPRS VA RAI FRAILTY TOOL Reminder Dialogue to access the online RAI scoring tool, key-in patient responses, and calculate the RAI score. 

· Record the RAI Score
The RAI score is written directly on the completed handout - to follow the patient throughout the remainder of the clinic visit - and keyed into the patient chart. The RAI score should be recorded as a Health Factor to permit retrieval from the Corporate Data Warehouse (CDW). To facilitate the process, a RAI Reminder Dialogue has been generated called “VA RAI FRAILTY TOOL” that can be added to existing note templates. For instructions on how to access the RAI Health Factor Reminder Dialogue Template, please see Appendix D. 


Communicate with staff responsible for check-in to the surgical clinic about the RAI so they can address any patient-specific questions. For example, if a patient is unsure how to respond to a particular item, check-in staff would let them know that a member of the clinical team will review the handout with them once they are roomed.




[bookmark: _Toc81560162]Step 4: Set Project Scope and Develop Project Charter 
As with many Promising Practices identified through the Diffusion of Excellence Initiative, the Surgical Pause can be modified to fit the unique characteristics of your facility. Certain aspects of the practice, such as selecting the type of intervention, defining a RAI score threshold, and outlining metrics should be discussed among the implementation team and documented in the Project Charter. The Project Charter will serve as a guide for implementing the practice and should include: 
· Problem statement
· Implementation scope, goal(s), and timeline
· Resources needed to implement
· Any other information gathered from initial discussions with your implementation team
Another major component of the Project Charter is identifying stakeholders and leadership who will support implementation. Recommended stakeholders, and their associated roles and responsibilities, are outlined in Table 1 located on page 20.

Refer to Appendix E for a template Project Charter to get you started!

Figure 6. Recommended project charter components 


Problem  Statement
Resources Needed to Implement
Implementation Goals
Stakeholder Support
Implementation Timeline

Scope of Implementation

















[bookmark: _Toc81560163]Step 5: Define Practice Intervention 
The Surgical Pause consists of two central components: 
Assess patient frailty using the RAI


Provide intervention options designed to improve post-operative outcomes





It is recommended that patients with a RAI score greater than or equal to 37 are reviewed by the Surgeon Champion and, if necessary, referred for enhanced perioperative care. A RAI ≥37 corresponds to the highest risk 10% of surgery patients who experience at least twice the typical rate of morbidity, mortality, readmission, and long-term ICU stays ≥5 days. Recommended prehabilitation interventions are listed below in order of ease of implementation. 
Referral to a Multidisciplinary Review Board 
[image: Doctors monitoring patient condition on monitors]Much like a tumor board for cancer patients, at-risk frail patients with RAI scores ≥37 should be discussed by a Multidisciplinary Review Board. In addition to clinicians from surgery and anesthesia, the board may include representation from palliative care, primary care, geriatrics, physical medicine, and physical or occupational therapy. The interdisciplinary review process, board members, and meeting cadence will vary by facility based on:
· Availability of staff and clinical resources

· Surgical service lines implementing the practice

· Volume of patient cases tied to implementing service lines
For example, board members at one facility may choose a synchronous review process where they come together in-person or via conference call to discuss high-risk patient cases. Alternatively, board members at another facility may choose an asynchronous process of review, providing feedback via email, Microsoft Teams, or other suitable technology. Whatever the approach, it is imperative that the review process, meeting cadence, and board member responsibilities are well-defined and sustainable, such that a comprehensive review of high-risk patient cases can be conducted consistently. 
The RAI score threshold of 37 is calibrated to flag the highest risk 10% of patients. However, if this threshold yields too few or too many patients, it can be adjusted to yield a more manageable and clinically meaningful patient population. 




Clarifying Goals and Documenting Advance Directives 
[image: Details ways to identify Veteran's priorities for care and clarify and communicate values and wishes for health care in the future, if you are no longer able to make decisions for yourself.]Older patients often receive care that can be burdensome and may not align with their health priorities. It is important to recognize that, when faced with tradeoffs, older adults differ in terms of what matters most to them. As such, it is imperative that healthcare providers gain an understanding of patient health priorities and facilitate patient engagement in the healthcare decision-making process. 
For higher risk patients considering operative management, it is imperative to describe available options along with the best, worst, and most likely scenarios associated with each option. Telling stories about the variety of possible future outcomes can serve as a springboard for goal clarification. Some surgeons may have the interest, time, and communication skills to do this themselves.  Others, however, can request assistance from colleagues with this training through a formal consult. Most palliative care physicians and some geriatricians have these skills and can work with the surgeon to establish the options and likely outcomes before discussing and clarifying surgical goals, including the patients hopes and fears. This information can then be shared with the patient and incorporated into the shared decision-making process. Palliative care consults also allow for the generation of an Advance Directive – a legal form that helps doctors and caregivers understand patient preferences as it relates to medical and mental health care and make decisions about their care. An Advance Directive is the best way to ensure that the future medical care patients receive, including surgical care, reflects their wishes. 
Site-Specific Referral to Existing Clinical Services Designed to Improve Physical Performance 
[image: ]If indicated, frail patients who elect to proceed with surgery may be referred to existing clinical services designed to improve aspects of their physical performance, and subsequently enhance perioperative outcomes. These referrals could include, but are not limited to:
· Physical therapy
· Nutritional optimization
· Pre-operative strength training
· Home-based respiratory muscle training
[bookmark: _Toc55483436]Ultimately, referrals will be site-specific, based on operational imperatives and available clinical resources. 

The Michigan Surgical Health Optimization Program (MSHOP) is an example of a formal prehabilitation initiative that engages patients in activities designed to prepare them for surgery (e.g., physical activity, pulmonary rehabilitation, nutritional optimization, and stress reduction). Although not specific to frail patients, this program has been found to reduce post-operative complications and associated care costs10,11.

[bookmark: _Toc81560164] Step 6: Engage Relevant Stakeholders
Refer to the following table for a list of stakeholders typically involved in the implementation of the Surgical Pause. When you initially engage these groups, consider what you will be asking of them, and how you can best communicate to get the support you need.  
Table 1. Stakeholders involved in the implementation of the Surgical Pause 
	Core Stakeholders
	Roles and Responsibilities 

	Leadership 
(at the facility- and surgical service line-level)
	· General support and buy-in
· Approval to proceed with implementation
· Assigning FTE
· Assistance with procurement of resources (if needed)

	Surgeons 
	· General support and buy-in
· Participation in development of the Multidisciplinary Review Board and integration of a “surgical pause”
· Help to facilitate culture change

	Nursing
	· General support and buy-in
· Administration of the RAI 
· Assist with Decision Regret Survey and Patient Centeredness of Care Survey (optional) 

	Anesthesia
	· General support and buy-in
· Multidisciplinary Review Board member
· Assist with the evaluation of high-risk patients and, if necessary, the development of alternative care plans

	Palliative Care
	

	Primary Care
	

	Geriatrics
	

	Physical Medicine & Rehabilitation (PM&R)
	



A more formal way to think about engaging local stakeholders is to complete a Stakeholder Analysis, which prompts you to think about those that might be influential in your facility’s implementation. See Appendix F for a Stakeholder Analysis Template to get started. 
Once you determine the stakeholders to engage, it is recommended that you host a kick-off meeting to provide background on the practice, outline stakeholder roles and responsibilities, and address any questions or comments. Practice creator Dr. Daniel Hall developed a presentation designed to introduce the Surgical Pause: 
· The Surgical Pause: Preoperative Frailty Screening and Prehabilitation is a 45-minute, grand rounds style presentation aimed at clinicians that presents the evidence supporting the RAI and the practice of frailty screening and prehabilitation.
This presentation is available through VA’s Talent Management System (TMS) and can be viewed for CME credit. When thinking about how to structure initial meetings with stakeholders, these presentations are a good place to start. You may elect to show the recordings as part of the meeting and then solicit questions or use them as a springboard for your own presentation. To view this presentation, login to TMS and search for the course number listed above.  Additionally, this course is available on YouTube; however, in order to obtain CME credit it must be viewed through TMS.  The Surgical Pause: Preoperative Frailty Screening and Prehabilitation 
Course No. 43441
Click to view on YouTube

Additionally, a PowerPoint Presentation is available for those who will be completing the CPRS RAI Frailty Tool Template in Appendix D.


[bookmark: _Toc81560165]Step 7: Present Initial RAI Dataset 
[image: ]It is recommended that you present the initial RAI dataset collected in the three months prior to implementation launch to staff within participating surgical service lines and relevant stakeholders. In addition to illustrating the value of the RAI, this presentation provides an opportunity to introduce the practice to facility leadership. After three months, you will have data from your own site to demonstrate the RAI’s feasibility, ease, and validity in risk stratifying patients. Presenting local data on postoperative mortality and readmission stratified by frailty demonstrates how observed mortality increases with RAI score, builds confidence in the tool, and establishes the clinical need to intervene and improve outcomes among those with elevated RAI scores. 
[bookmark: _Toc81560166]Implementation Phase: Operationalize and Execute
Once you have completed the Pre-Implementation Phase steps, you are ready to launch!

[bookmark: _Toc81560167]Step 8: Implementation Launch  
Implementation launch signals the transition from simply assessing patient frailty using the RAI to employing the intervention option(s) your site has selected. 

A formal launch plan with timelines offers the most successful approach for implementation. The Surgical Pause Launch Plan located in Appendix G provides a checklist of key questions to consider and plan for during the following phases: 
· Program Build Out
· Leadership and Stakeholder Buy-In
· Timeline Development
· Implementation Team Identification and Training 
· Program Evaluation
· Expansion to Additional Surgical Service Lines
The document serves as a planning tool to foster collaboration, leverage stakeholder insights, and establish key programmatic benchmarks to customize and optimize implementation at your facility. 

[bookmark: _Toc81560168]Step 9: Collect and Analyze Data  
Implementing a new clinical practice can be challenging. Therefore, data collection and analysis are critical to:
· Ensure the practice is consistently implemented

· Identify problems during implementation

· Promote an opportunity for continuous Quality Improvement (QI)

· Evaluate the impact/effectiveness of practice implementation 

[bookmark: _Toc81560169]Metrics
The implementation of the Surgical Pause can be assessed utilizing a variety of process and outcome measures. Establishing process metrics at each step allows you to monitor the degree to which frailty screening is effectively executed. The flow chart below depicts a series of recommended process metrics. 

Number of Patients who present to a surgical clinic implementing Frailty Screening (n)





Presenting patients for which a RAI score is calculated (n, %)





Presenting patients with a RAI score ≥37 (n, %)





Description of what happened to patients with a RAI score ≥37




*Management Plan
(n, %)
Referral to Prehabilitation 
Services
(n, %)
Referral to Palliative Care Consult 
(n, %)
Evaluation by
Multidisciplinary Review Board 
(n, %)




*Non-operative Management, Lesser Surgery, or Surgery as Initially Planned

Establishing outcome metrics allows you to assess the impact of practice implementation on Veteran patient health. The recommended outcome measures outlined below include what can be defined as traditional surgical outcomes and patient reported outcomes.  
· [image: ]Traditional Surgical Outcomes 

· Post-Operative Mortality 
· Post-Operative Complications 
· Length of Stay (LOS)
· Post-Operative Readmission 
· Non-Operative Management 
· Less-invasive surgery

· Patient-Reported Outcomes
 
· Decision Regret
· Patient Centeredness of Care
· Human Flourishing
· Bereaved Family Survey 

[bookmark: _Toc81560170]Data Collection and Analysis 
Step 1. Determine who will be responsible for collecting and/or analyzing data 
Please consider the following when selecting staff member(s) to collect and analyze data:
· Where the data is housed (e.g., CDW, CPRS, VASQIP, VISTA Surgery Package)With the skills needed to abstract, manage, and analyze data, Surgical Quality Nurses may be a good choice for this role.  

· The skills needed to abstract, merge, and manage the data
· The skills needed to analyze the data
Once a team member is identified, it is critical to involve them early in the implementation process to ensure that data is abstracted and managed in such a way that expedites analysis. It may also be beneficial to designate additional staff members within the participating service lines who possess the necessary data management and analytic skills to augment – or eventually assume – these responsibilities. 

Step 2. Determine what process and outcome metrics you will assess 

This section provides more detailed descriptions of the process and outcome measures outlined above, as well as recommendations on how to extract and assess these measures.   






Process Measures 
· Patients Engaging in the Frailty Screening Initiative 
· [image: ]Defined as the number of patients who present to a surgical clinic implementing frailty screening
· Assessment method will vary by facility (e.g., abstraction of data using clinical software, tracking data manually, etc.)
· Pulled Quarterly 

· RAI Screening Compliance
· Defined as presenting patients for which a RAI score is calculated (n, %) 
· The goal is to screen and calculate a RAI score for at least 80% of presenting patients 
· Assessment method will vary by facility depending on:
· Where the RAI score is recorded in CPRS
· How the RAI score is extracted from CPRS
· Pulled Quarterly 

· Proportion of Frail Patients 
· Defined as presenting patients with a RAI score ≥ 37 (n, %)
· Assessed in real-time on a per patient basis
· Abstracted and analyzed weekly or biweekly for the first quarter to ensure that screening is being done properly. Once the screening process becomes more established, abstraction and analysis can be done on a less frequent basis (e.g., monthly, quarterly) More frequent abstraction and analysis in the early stages of implementation allows for the identification of barriers or bottlenecks in the screening process and can inform the development of solutions to resolve them.











· Intervention Description
· Defined as a description of what happened to patients with a RAI score ≥ 37 (n, %)
· Patients reviewed by the Surgeon Champion (n, %)
· Patients reviewed by the Multidisciplinary Review Board (n, %)
· Patients referred for goal clarification (n, %)
· Patients referred for prehabilitation (n, %)
· Management Plan
· Patient undergoes surgery as originally planned (n, %) 
· Surgery is delayed for medical optimization/prehabilitation (n, %)
· Duration of the delay
· Description of what was achieved during the delay (e.g., improvements in physical performance) 
· Alteration of surgical plans (n, %) 
· Description of what was different (e.g., patient undergoes less invasive surgery, revision of anesthetic plan)
· Outcomes of operative decision-making and the associated management plan can be determined through a chart review of patients identified as frail or it can be prospectively recorded by members of the Multidisciplinary Review Board during the review of at-risk patient cases
· If indicated, a data entry sheet or form can be generated using Excel, Microsoft Access, or other comparable software to record the instance of various pre-operative interventions and management plans (Figure 7). Columns A-F in the example table below can be generated by a data pull from CPRS if the RAI is recorded as a Health Factor. See Appendix D for details on Health Factors. 
Figure 7. Example Excel data entry sheet designed to record the instance of different pre-operative interventions and management plans (Full file embedded in Appendix D).
[image: ]



Traditional Surgical Outcomes 
Length of Stay (LOS) 
Tracked by linking data from VISTA Surgery Package, including date of surgery, date of admission, and date of discharge
Post-Operative Mortality 
Assessed at 30, 180, and 365 days after surgery. Tracked by linking data from Vital Status file in the Corporate Data Warehouse (CDW) and the dates of surgery recorded in the VISTA Surgery Package.
Post-Operative Readmission 
Tracked by linking data from VISTA Surgery Package, including date of surgery, date of admission, and date of discharge 
Post-Operative Complications 
Assessed at 30, 180, and 365 days after surgery. Tracked by linking data from VASQIP. For patients not included in VASQIP, a Surgical Quality Nurse will be needed to abstract the necessary post-operative complications data.










 
















Non-Operative Management 
Determined through Surgeon Champion chart review of patients identified as frail or prospectively recorded by members of the Multidisciplinary Review Board during the review of at-risk patient cases 







Patient-Reported Outcomes (Optional) 

· Patient Decision Regret 
[image: ]Conceptualized as “distress or remorse after a health care decision,”12 patient decision regret is assessed using a 5-item survey instrument that takes approximately 30 seconds to complete.12 The Survey is administered to patients in the week prior to surgery and at 90 days after surgery, or at 14 and 90 days after the decision to elect non-operative management. The administration approach will likely vary by facility, adjusted to fit site-specific workflows, but the key is to identify clear owners of this process and outline a plan to ensure the process is executed consistently. 
It is recommended that surgical clinic staff assess patient baseline decision regret at the initial clinical encounter. For those patients who elect to proceed with surgery, the follow-up survey can be administered at the surgical follow-up. If the patient is not scheduled for a follow-up appointment, or if they choose not to undergo surgery, the follow-up survey can be administered over the phone. A copy of the Patient Decision Regret survey instrument can be found in Appendix H.

· Patient Centeredness of Care 
Patient Centeredness is conceptualized as the extent to which patients feel involved in the healthcare decision-making process and the degree to which the resulting decision(s) reflect their preferences, needs, and values. It is assessed using the 12-item Patient-Perceived Patient-Centeredness of Care scale (PPPC)13, which assesses perceptions in three domains:

Treating the patient as a whole person



Focusing on the patient’s experience of disease and illness




Negotiating a treatment plan that shares common ground between physician and patient priorities 





It takes approximately 2 minutes to complete14.  The scale is administered to patients in the week prior to surgery and at 90 days after surgery, or at 14 and 90 days after the decision to elect non-operative management. A copy of the Patient Centeredness survey instrument can be found in Appendix I.


· Human Flourishing 
Human flourishing is conceptualized as a broader assessment of patient well-being beyond physical and mental health, assessed utilizing a 12-item survey instrument comprised of six domains15:Meaning and Purpose
Mental and Physical Health
Happiness and Life Satisfaction
Character and Virtue
Financial and Material Stability




Close Social Relationships






Human flourishing is assessed at 90 days after surgery or 90 days after the decision to elect non-operative management. A copy of the Human Flourishing survey instrument can be found in Appendix J.

· Bereaved Family Survey
The Bereaved Family Survey (BFS) is a product of the PROMISE project designed to “identify and reduce unwanted variation in the quality of end-of-life care throughout VA and to define and disseminate process of care best practices that contribute to improved outcomes for Veterans near the end of life [and their families].” 
The BFS is administered to the families of Veterans who have died in a VA facility for the purpose of examining their perceptions of the care that their deceased loved one received during the last month of life. The components of the BFS are as follows:
Sixteen multiple choice items evaluating performance in areas of care including communication, emotional and spiritual support, pain management, and personal care needs
A single Likert-scale item, the BFS performance measure, asking respondents to provide a global rating of care during the last month of life (i.e., Excellent, Very Good, Good, Fair, Poor) 
Two open-ended questions soliciting comments about positive and negative aspects of care (e.g., how could the care be improved, what else would you like to share about the Veteran’s care during the last month of life?)













If desired, BFS data can be abstracted for frail patients who die at your facility before and after     the surgical pause is initiated. For instructions on how to access BFS data, please see Appendix K. 
[image: ]Step 3. Build out a tracking methodology 
It is imperative that you establish a methodology to consistently track the process and outcome metrics needed to assess the impact and value of practice implementation. This can be accomplished by creating a spreadsheet in Excel, Microsoft Access, or other comparable software package. 


Step 4. Conduct statistical analyses
Defer to the individual(s) responsible for collecting, managing, and analyzing practice data to define variables of interest and determine the appropriate statistical analyses to conduct. A brief description of the recommended analyses are outlined below: 







2



Model Outcomes with Regression Analyses
Generate regression models to assess outcomes of interest. Ideally, data collected after the intervention is implemented can be compared to pre-intervention data to make inferences about the impact of the intervention.  

Calculate Descriptive Statistics
Caclulate descriptive statistics for the applicable process and surgical outcome metrics. This includes total numbers, proportions, means, standard deviations, interquartile ranges, etc. 

Perform Simple Comparisons
Using appropriate statistical tests, compare post-operative mortality rates and readmission rates three months prior to, and three months after, implementation.














[bookmark: _Toc81560171]Post-Implementation Phase: Evaluate and Iterate 
It may be helpful to convene a ‘lessons learned’ meeting with your local implementation team to review the results of the pilot phase and discuss if any modifications or changes should be made prior to implementing the Surgical Pause across additional surgical service lines. 

[bookmark: _Toc81560172]Step 10: Quality Improvement 
QI entails continuous efforts to achieve stable and predictable results, reduce process variation, and improve outcomes for patients and providers. When deciding how best to approach continuous QI, consider the following: 

· Utilization of a Formal QI Model Figure 8. The Plan-Do-Study-Act Cycle

Although not required, pulling from an established model can provide some much-needed structure and direction to QI activities. One such model is the Plan-Do-Study-Act (PDSA) Cycle 17 (Figure 8), which involves identifying the need for improvement, generating ideas for change, and developing ways to measure improvement. What change can we make that will result in an improvement?
What are we trying to accomplish?

· Implementation Team Resources Consider whether your implementation team has the time or available resources to engage in more extensive form of QI, like conducting statistical analyses or collecting and reviewing large amounts of qualitative data. Don’t discount the value of engaging in informal QI discussions with implementing staff to ascertain lessons learned on what went well, what didn’t, and what should be changed going forward. PDSA
How will we know a change is an improvement?

· Feedback from Implementing Staff Feedback from staff participating in the implementation process can be used to improve and evolve the practice. “Early adopters” are particularly valuable in that they believe in the value of the practice and are eager to provide constructive feedback and suggestions. By the same token, it is important to recognize that there will be individuals who criticize the practice. Acknowledge these individuals and their concerns, but do not be paralyzed by them. Do
Plan
Study
Act


[bookmark: _Toc81560173]Step 11: Expansion to Additional Surgical Service Lines 
Based on initial outcomes and lessons learned from your pilot phase, you may want to expand the practice to additional surgical service lines. 

Factors to consider when selecting additional surgical service lines include:
· Patient Volume

· Morbidity and Mortality 

· Clinician Interest 

[image: ]A review of your facility’s most recent National Surgery Office (NSO) Quarterly Report can be used to determine which service lines are likely to meet the criteria, as it relates to patient volume and morbidity/mortality. If you aren’t planning to implement the practice across all service lines, focus expansion efforts where clinicians are most interested, the greatest volume of at-risk patients are located, and the clinical conditions being addressed present the greatest risk. Discussions of expanding the RAI can be incorporated into existing meetings that include surgical staff from multiple service lines. These discussions will also help you determine what aspects of the process, if any, need to be modified to fit the unique needs of a particular service line. For example, whether recalibration of the RAI score threshold is needed to yield a more manageable and clinically significant patient population.  

With regards to the utilization of frailty screening for low-risk procedures (e.g., cataract surgery), data demonstrate that even for low stress procedures, frail patients suffer significant mortality, often 10 times greater than typical patients1. However, it is unlikely that surgery is the cause of death in these patients, whereas moderate (e.g., cholecystectomy) or high stress (e.g., colectomy) surgery may occasion the death of frail patients. Sites may choose to focus on higher stress procedures, but the identification of frailty, even among patients considering low stress surgery presents an opportunity for goal clarification that may be beneficial beyond the discrete decision about surgery. 












[bookmark: _Toc81560174]Step 12: Share Outcomes with Implementation Staff, Stakeholders, and Facility Leadership 

[image: ]Share outcomes with the implementing staff, stakeholders, and facility leadership every chance you get. Share the process before you start, share updates during the journey, and share the successes when accomplished. 

You can schedule meetings exclusively for the purpose of sharing implementation outcomes or utilize existing meetings with facility staff and leadership.


[bookmark: _Toc81560175]Step 13: Celebrate! (Optional)
After successfully launching the Surgical Pause at your facility, you and your implementation team deserve some recognition! Regardless of the format you choose, it is important to celebrate the hard work put forth and the outcomes accomplished, because this is a practice directly enhancing the quality of care Veterans receive at your facility. 

Take note of Veteran feedback that is particularly positive or encouraging and make a note to share them with implementing staff regularly. It can be a very effective tool in boosting morale and sustaining practice momentum. 



















[bookmark: _Toc81560176]QUESTIONS

Do you have questions or need advice about implementing the Surgical Pause at your facility? 

Check out the Diffusion Marketplace Site:
https://marketplace.va.gov/practices/preoperative-frailty-screening-prehabilitation 

Or contact the team:
VHASurgicalPause@va.gov


[image: ]
[image: VA Pittsburgh Healthcare System (VAPHS) is a two-campus ...]
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[bookmark: _Toc81560178]SUPPLEMENTARY MATERIALS/APPENDIX
A. [bookmark: _Organizational_Readiness_Assessment][bookmark: _Toc81560179]Organizational Readiness Assessment Worksheet
Prior to implementation, we suggest assessing your organization’s readiness to implement the Pre-Operative Frailty Screening and Prehabilitation Promising Practice. To do so, you may consider the Consolidated Framework for Implementation Research (CFIR), which is an implementation science model that offers several considerations, formally called constructs, to prepare your organization for a successful implementation. For more information on the CFIR model, you can visit: https://cfirguide.org/. While any number of the CFIR considerations may be useful, we recommend using the following seven considerations:
Networks and Communications: The nature and quality of social networks, and the nature and quality of formal and informal communications within an organization
Culture: Norms, values, and basic assumptions of a given organization
Tension for Change: The degree to which stakeholders perceive the current situation as intolerable or needing change
Relative Priority: Individuals’ shared perception of the importance of the implementation within the organization
Learning Climate: A climate in which: a) leaders express their own fallibility and need for team members’ assistance and input; b) team members feel that they are essential, valued, and knowledgeable partners in the change process; c) individuals feel psychologically safe to try new methods; and d) there is sufficient time and space for reflective thinking and evaluation
Leadership Engagement: Commitment, involvement, and accountability of leaders and managers with the implementation
Available Resources: The level of resources dedicated for implementation and on-going operations, including finances, training, education, physical space, and time
To assess readiness, evaluate the barriers and facilitators associated with the seven considerations above using the table on the next page.











	
	Questions to Consider
	Barriers
	Facilitators

	Network and Communications

	[image: ]
	What are working relationships like in the context of perioperative care?
Between colleagues?
With leaders?
With influential stakeholders?
Do teams meet formally or informally?
Are staff meetings held regularly? 
How do you typically find out about new information in your surgical service line? In your facility?
When you need to get something done or solve a problem, who are the “go-to” people?
	
	

	Culture

	[image: ]
	How would you describe the culture of your organization? Of your surgical service line? 
How do you think your organization’s culture will affect the implementation of this project?
To what extent are new ideas embraced and used to make improvements in your surgical service line?
	
	

	Tension for Change

	[image: ]
	What needs will this project serve?
How essential is this to meet the needs of your patients? 
How do people feel about current programs, practices, or processes that are available? 

	
	


	
	Questions to Consider
	Barriers
	Facilitators 

	Relative Priority

	[image: ]
	What kinds of high-priority initiatives are already happening in your surgical service line/facility? 
What initiatives have, or appear to have, the highest priority for your organization/unit?
To what extent might this project take a backseat to other current high-priority initiatives?
How will you and your colleagues juggle competing priorities in your own work? 
	
	

	Learning Climate

	[image: ]
	If you saw a problem in your service line, what would you do?
To what extent do you feel like you can try new things to improve your work processes?
	
	

	Leadership Engagement

	[image: ]
	What level of endorsement or support have you seen or heard from leaders?
What level of involvement has leadership at your organization had so far with this process?
What kind of support or actions can you expect from leaders in your organization to make this initiative successful?
	
	

	Available Resources

	[image: ]
	Do you expect to have sufficient resources to implement?
How do you expect to procure necessary resources?
	
	






B. [bookmark: _National_Surgery_Office][bookmark: _Toc81560180]National Surgery Office Signed Memorandum for RAI CPRS Template

[image: ]








































C. [bookmark: _Risk_Analysis_Index][bookmark: _Toc81560181]Risk Analysis Index Patient Handout
Two versions of the single-page RAI patient handout, with and without scoring, are included below. Either version of the handout can be distributed to patients and/or caregivers when they check-in to the outpatient surgical clinic, to be completed prior to rooming. The version without the scoring system is preferred unless extenuating circumstances require the score to be calculated manually or if clinicians require the scores to interpret the findings.  




                                                                              
























D. [bookmark: _Adding_the_RAI][bookmark: _Toc81560182]Adding the RAI Health Factor Reminder Dialogue Template to CPRS
After using the online RAI to assess frailty, it is critical that the value of the RAI score is entered into the patient chart. To facilitate the process, we developed a RAI FRAILTY TOOL Reminder Dialogue Template that can serve as a model for your own notes, or simply be added to existing note templates (e.g., Outpatient Surgery Clinic Consults or Surgery Request Template to book OR time in the VISTA Surgical Package). One advantage of this tool is that it records the RAI value as a Health Factor, facilitating retrieval from the Corporate Data Warehouse (CDW) using a SQL query.

The user can click on this hyperlink for the online RAI in REDCap and enter all the information that the Veteran recorded on their RAI Worksheet. After entering all information, the RAI will generate a score that can be recorded in the VA RAI FRAILTY TOOL Template in CPRS.  

[image: ]

* If the Cancer question is answered in the negative, the REDCap tool renders a single score called “RAI Score” that the user inputs into the empty field and presses “Finish” and which point the value is written into the Health Factor called “RAI FRAILTY SCORE”
[image: ]

*If the cancer score is answered in the affirmative, the REDCap tool renders 2 scores, instructing the user to select the toggle box in CPRS and enter the “RAI Score (without cancer)”.  If the toggle box is selected, a new entry field appears into which the non-cancer score can be inscribed and on finishing this is written to the RAI FRAILTY SCORE WITHOUT CANCER health factor.


[bookmark: _Hlk57896389]The steps for using this reminder dialogue are outlined in the attached PowerPoint below:




Note that the Health Factor associated with this tool is called VA RAI Frailty Score. Every time a value is recorded in this field, an entry is written into the Health Factor file giving the identity of the patient, the value of the RAI and the date of recording. This facilitates post-hoc data abstraction, allowing data to be retrieved directly from CDW. For example, your CAC or other data manager could periodically download the identities, dates, and values of every recorded RAI at your facility. This could form the root dataset for tracking process and outcome metrics. The Template Data Tracker spreadsheet included below can be modified and used to collect data at your facility. 


E. [bookmark: _Project_Charter_Template][bookmark: _Toc81560183]Project Charter Template
[INSERT FACILITY NAME] PROJECT CHARTER
	[Project Title]

	General Project Information

	Facility Champion
	Person who will promote the value of the practice among facility leadership and oversee practice implementation and evaluation.

	Surgeon Champion
	Person who will promote the value of the practice among surgical staff, and engage stakeholders from anesthesia, primary care, palliative care, and other necessary care teams. 

	Project Scope
	Defines what is included and what is not included in the project. Lists what the project will and will not address.

	Problem/Opportunity Statement

What problem will you solve, or what is the opportunity for improvement? Quantify the size of the problem or opportunity if you can. 

E.g., reduce observed to expected post-operative mortality rates and/or rates of post-operative complications 
	Resources

What resources are required for this project? What resources does your facility need? 


E.g., 10-20% FTE from Surgeon Champion, Facility Champion, and data analyst

	Goal Statement

How will your facility benefit from participating in this project, and when? Specify the targeted improvement that is desired by stating a SMART goal (i.e., a goal that is specific, measurable, achievable, results-focused, and time-bound). 

E.g., reduction in post-operative mortality rates; (2) increase in non-operative management; (3) reduction in patient decision regret 

SMART Goal Example: Reduce the 180-day postoperative mortality rate among the frail from X% to Y% in 12 months. 
	Timeline

How and when are you going to get this project done? Highlight the project’s key activities and milestones in your timeline. 
 


E.g., 10-12 months. Begin administering the RAI; Identify Facility Champion and Surgeon Champion; Define practice intervention; Identify relevant stakeholders; Present initial RAI dataset; Go live; Collect and analyze data; Evaluate implementation process and outcomes; Expand to additional surgical service lines


	Team Members

Who will actively participate in this project team and what is each participant’s time commitment?

E.g., Facility Champion, Surgeon Champion, representatives from anesthesia and palliative care, outpatient surgical clinic nursing staff, surgical service line chiefs, etc. Additional care teams, depending on interventions are pursued (e.g., PT/OT, primary care) 
	Leadership

Who do you need to obtain buy-in from to support your project?  

E.g., Facility leadership, Surgical Service Line Leadership (e.g., Service Chiefs), Nursing Leadership who oversee outpatient surgical nursing staff 


F. [bookmark: _Stakeholder_Analysis_Template][bookmark: _Toc81560184]Stakeholder Analysis Template

	Stakeholder Category
	Questions to Consider
	Name/Position
	How will they support implementation?
	What is the engagement plan? What training is needed?

	Opinion
Leaders
	Who are the key individuals to get on board?
What are these individuals saying about this project?
	
	
	

	Formally Appointed
Implementation
Leaders
	Who will lead the intervention?
Why is this individual best suited to lead the implementation?
	
	
	

	Champions
	Besides the formal leader, who may go above and beyond to champion the intervention?
What are people’s perception of this individual?
What kinds of behaviors/actions will this individual exhibit?
	
	
	



G. [bookmark: _Implementation_Launch_Plan][bookmark: _Toc81560185]
Implementation Launch Plan
	Planning Tasks
	Key Considerations
	Completion Status
	Comments

	Process Buildout
	· Which surgical service line(s) will serve as the pilot? 
· Who will administer the RAI?
· What resources are needed to implement the RAI?
· What needs to be done to gain access to REDCap?  
· What intervention option(s) will your facility pursue?  
	
	

	Leadership and Stakeholder Buy-In Support
	· Who are your key stakeholders?
· When will you engage these key stakeholders? 
· What do these key stakeholders need to know to buy-in to this practice?  
· Who in a leadership position can support and champion implementation? 
· What are your asks of facility leadership (e.g., allocation of FTE, resources for RAI administration)?
	
	

	Timeline Development
	· What is the preferred start date for administering the RAI within the pilot surgical service line? 
· When will you select intervention option(s)?
· What preparatory work and training must be done prior to implementation launch? 
· When will you present the initial RAI dataset to stakeholders and facility leadership?
· What milestones and benchmarks should your team work towards and track? 
	
	

	Implementation Team Identification and Training
	· Who will serve as the Facility Champion?
· Who will serve as the Surgeon Champion? 
· What surgical clinic staff will be involved in the administration of the RAI?
· What surgical clinic staff will be involved in the administration of the Decision Regret Survey?
· What facility staff will be involved in the intervention option(s) selected? 
· What facility staff will be responsible for collecting and analyzing data?
· How will each staff member be identified? What are their roles and responsibilities?
· What training and communication materials should be provided? 

	
	

	Program Evaluation
	· How will you evaluate this practice?
· What process and outcome metrics will you collect and analyze? 
· Where will you obtain process and outcome data from (e.g., REDCap, CPRS, CDW)?
· What tracking methodology will you utilize (e.g., Excel, Microsoft Access)? 
· What statistical analyses will you conduct? 
· How will you obtain and incorporate staff feedback into process improvement efforts?
	
	

	Expansion to Additional Surgical Service Lines
	· What additional service lines would benefit from this practice? 
· Who do you need to engage with from within those service lines to jumpstart expansion? 
· Will any aspects of the implementation process need to be adjusted for these additional service lines? 
	
	





H. [bookmark: _Patient_Decision_Regret][bookmark: _Toc81560186]Patient Decision Regret Survey

Record ID: __________________

Please reflect on your decision about whether or not to have [specific] surgery. Please show how strongly you agree or disagree with the following statements by checking the number from “strongly agree” to “strongly disagree” that best fits your views about your decision. 

	
	Strongly agree
	Agree
	Neither agree nor disagree
	Disagree
	Strongly disagree

	1. It was the right decision
	○
	○
	○
	○
	○

	2. I regret the choice that was made
	○
	○
	○
	○
	○

	3. I would make the same choice if I had to do it over again
	○
	○
	○
	○
	○

	4. The choice did me a lot of harm
	○
	○
	○
	○
	○

	5. The decision was a wise one
	○
	○
	○
	○
	○


























I. [bookmark: _Patient_Centeredness_Survey][bookmark: _Toc81560187]Patient Centeredness Survey

Record ID: __________________

You recently made the decision [to have/to decline] recommended surgery. Your decision may have been informed and supported by your surgeon, anesthesiologist, nurse, palliative care physician, or providers in the preoperative evaluation clinic. Please tell me how you feel the entire healthcare team supported your decision about surgery. The answer choices will vary from item to item, so I will provide you with choices after I read each item.

	How well do you think the healthcare team understood your needs as you considered whether to have surgery?
	Very well
○
	Well
○
	Somewhat
○
	Not at all
○
	Do not know
○



	To what extent did the healthcare team discuss your decision whether to have surgery?
	Completely
○
	Mostly
○
	A little
○
	Not at all
○
	Do not know
○



	How satisfied were you with the discussions with the healthcare team as you considered whether to have surgery?
	Very satisfied
○
	
Satisfied
○
	Somewhat satisfied
○
	
Not satisfied
○
	
Do not know
○



	To what extent did the healthcare team explain your medical problems to you?
	Completely
○
	Mostly
○
	A little
○
	Not at all
○
	Do not know
○

	To what extent did you agree with the surgeon’s opinion about how to treat your medical problem?
	○
	○
	○
	○
	○



	How much opportunity did you have to ask your questions?
	Much opportunity
○
	Some
opportunity
○
	A little
opportunity
○
	No
opportunity
○
	
Do not know
○



	To what extent did the healthcare team ask about your goals/preferences for treatment?
	Completely
○
	Mostly
○
	A little
○
	Not at all
○
	Do not know
○

	To what extent did the doctor explain the treatment options?
	○
	○
	○
	○
	○

	To what extent did the healthcare team discuss with you how you might manage your treatment
	○
	○
	○
	○
	○



	To what extent did you and the healthcare team discuss your respective role in making decisions about your healthcare?
	Completely
○
	Mostly
○
	A little
○
	Not at all
○
	Do not know
○

	To what extent did the healthcare team support you in your referred role in making decisions about your healthcare?
	○
	○
	○
	○
	○



	How much would you say that the healthcare team cares about you as a person?
	
Very much
○
	A fair amount
○
	
A little
○
	
Not at all
○
	
Do not know
○





J. [bookmark: _Human_Flourishing][bookmark: _Toc81560188]Human Flourishing 

The “Flourish” measure is obtained by summing the scores from each of the first five domains. The “Secure Flourish” measure is obtained by summing the scores from all six domains, including the financial and material stability domain. Each of the questions is assessed on a scale of 0 – 10. 

	Domain 1: 
Happiness and Life Satisfaction

	Overall, how satisfied are you with life as a whole these days?
	0
Not satisfied at all
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
Completely satisfied

	In general, how happy, or unhappy do you usually feel?
	0
Extremely unhappy
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
Extremely happy

	Domain 2:
Mental and Physical Health 

	In general, how would you rate your physical health?
	0
Poor
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
Excellent

	In general, how would you rate your overall mental health? 
	0
Poor
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
Excellent 

	Domain 3:
Meaning and Purpose

	Overall, to what extent do you feel the things you do in your life are worthwhile? 
	0
Not at all 
worthwhile
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
Completely worthwhile

	I understand my purpose in life. 
	0
Strongly disagree
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
Strongly agree 

	Domain 4:
Character and Virtue

	I always act to promote good in all circumstances, even in difficult and challenging situations. 
	0
Not true of me
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
Completely true of me

	I am always able to give up some happiness now for greater happiness later.
	0
Not true of me
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
Completely true of me

	Domain 5: 
Close Social Relationships

	I am content with my friendships and relationships.
	0
Strongly disagree
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
Strongly agree

	My relationships are as satisfying as I would want them to be. 
	0
Strongly disagree
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
Strongly agree

	Domain 6:
Financial and Material Stability 

	How often do you worry about being able to meet normal monthly living expenses?
	0
Worry all of the
time
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10 
Do not ever 
worry 

	How often do you worry about safety, food, or housing? 
	0
Worry all of the
time
	1 
	2
	3
	4
	5
	6
	7
	8
	9
	10 
Do not ever 
worry 


















K. [bookmark: _Accessing_Bereaved_Family][bookmark: _Toc81560189]Accessing Bereaved Family Survey Data
To access Bereaved Family Survey (BFS) data, facility personnel need to be added to the BFS IRB Protocol managed by Francis Nelson. Facility personnel seeking access should be familiar with accessing data through the Data Access Request Tracker (DART). To be added to the BFS IRB Protocol, personnel should email Francis Nelson (Francis.Nelson@va.gov): 
1. A signed copy of the “Rules of Behavior (ROB) for Access and Use of Data from VHA Vital Status Files” form




2. Certificates of completion for the following trainings:

a. TMS VA Privacy and Information Security Awareness and Rules of Behavior
b. TMS Privacy and HIPAA
c. CITI Program VA Human Subjects Protection and Good Clinical Practices 

Once these items are submitted, access will be granted to the BFS folder on the Data Access Request Tracker (DART). From that point forward, the designated personnel will be able to download BFS data as needed, refreshing quarterly if appropriate. 

The BFS Variable Codebook linked below can assist in the interpretation of BFS data. 






2008	2009	2010	2011	2012	2013	2014	1.1000000000000001	1.45	1.42	1.38	1.18	0.67	0.55000000000000004	0.82	1.2	1.64	1.82	1.58	1.43	1.08	1.84	1.64	1.62	1.05	0.5	0.52	0.54	0.51	0.57999999999999996	0.8	0.61	Fiscal Year

Mortality O/E Ratio
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Please use your best clinical judgment to answer the following questions. Question prompts are suggested, but

you may ask follow up questions as needed.If the patient cannot speak for themselves, the report of their

companion may be used. Chart review is appropriate as necessary to identify cancer status and comorbidities like

renal or heart failure.

Demographics

Age
* must provide value

Gender

* must provide value

Social History

Does the patient live in a nursing home, skilled nursing O No O Yes
facility or another assisted living environment?

* must provide value

Medical History

Has the patient ever seen a nephrologist (kidney doctor) O No O Yes
or have a history of kidney problems?

* must provide value

Does the patient have chronic (long-term) congestive N Y
heart failure (CHF)? ONo O Yes

* must provide value

O Female O Male

reset

reset

reset

reset
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Risk Analysis Index (RAI)

The RAI is an assessment of frailty--a global syndrome of physiological
decline and loss of reserve marked by diminished cognition, strength,
balance, and coordination. It can be used to predict the risk of postoperative
morbidity and mortality.
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DEPARTMENT OF Memorandum
VETERANSAFFAIRS

September 2, 2021
Executive Director, VHA National Surgery Office (11SURG)

National Release of CPRS Template for Risk Analysis Index (RAI)

VISN Chief Surgical Consultants (10N1-23)

VISN Surgical Care ICC Leads (10N1-23)

Assistant Under Secretary for Health, Clnical Services/Chief Medical Officer (11)
VIS Chief Medical Officers (10N1-23)

Daniel Hall, MD, MDiv, MHSc, FACS
Staff Surgeon, VA Pittsburgh Healthcare System
National Diffusion Fellow, VHA Diffusion of Excellence

Blake Henderson
Director, VHA Diffusion of Excellence

1. The National Surgery Office supports VHA's joumey as a high-reliabilty organization
through commitment to surgery quality improvement, including ongoing leaming and
sharing of effective practices.

2. Impacts of “fraity” on post-surgical outcomes are increasingly recognized, but
strategies for quantiication of fraity are not standardized. The Risk Analysis Index (RAI)
of fraity was developed by surgeons within VHA to rapidly risk stratify patients before
surgery to trigger care pathways intended to improve patient-centered outcomes. The
RAI and associated consideration of altemate care pathways has been adopted by the
'VHA Diffusion of Excellence program as the “Surgical Pause.”

3. Dr. Hall, VHA Diffusion of Excellence, and their collaborators have developed a
national CPRS template to faciltate measurement and documentation of values for the
RAI The template will be released in September 2021 and is intended to faciitate RAI
assessment at any facilty surgery program desiring to incorporate the Surgical Pause
into local clinical practice. RAI values assessed with the national CPRS template are
recorded in the Corporate Data Warehouse as a health factor, thus faciltating site and
clinic-specific reporting of RAI utfzation.

4. Use ofthe RAI, Surgical Pause, and the national CPRS template are not mandatory
Questions regarding the national CPRS template or the Surgical Pause program should
be directed to the Surgical Pause Team at VHASurgicalPause@va gov
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Mark A. Wilson, MD, PhD
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DEPARTMENT OF Memorandum
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September 2, 2021

Executive Director, VHA National Surgery Office (11SURG)
National Release of CPRS Template for Risk Analysis Index (RAI)
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VISN Surgical Care ICC Leads (10N1-23)
Assistant Under Secretary for Health, Clinical Services/Chief Medical Officer (11)
VISN Chief Medical Officers (10N1-23)

Daniel Hall, MD, MDiv, MHSc, FACS
Staff Surgeon, VA Pittsburgh Healthcare System
National Diffusion Fellow, VHA Diffusion of Excellence

Blake Henderson
Director, VHA Diffusion of Excellence

1. The National Surgery Office supports VHA'’s journey as a high-reliability organization
through commitment to surgery quality improvement, including ongoing learning and
sharing of effective practices.

2. Impacts of “frailty” on post-surgical outcomes are increasingly recognized, but
strategies for quantification of frailty are not standardized. The Risk Analysis Index (RAl)
of frailty was developed by surgeons within VHA to rapidly risk stratify patients before
surgery to trigger care pathways intended to improve patient-centered outcomes. The
RAI and associated consideration of alternate care pathways has been adopted by the
VHA Diffusion of Excellence program as the “Surgical Pause.”

3. Dr. Hall, VHA Diffusion of Excellence, and their collaborators have developed a
national CPRS template to facilitate measurement and documentation of values for the
RAI. The template will be released in September 2021 and is intended to facilitate RAI
assessment at any facility surgery program desiring to incorporate the Surgical Pause
into local clinical practice. RAI values assessed with the national CPRS template are
recorded in the Corporate Data Warehouse as a health factor, thus facilitating site and
clinic-specific reporting of RAI utilization.

4. Use of the RAI, Surgical Pause, and the national CPRS template are not mandatory.
Questions regarding the national CPRS template or the Surgical Pause program should
be directed to the Surgical Pause Team at VHASurgicalPause@va.gov.
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RAI Patient Handout_SCORE.pdf
Patient Identification Label

RAI Screening Assessment

PRINT NAME FORM COMPLETED BY:
LAST FIRST M PATIENTL]  OTHER
AGE

GENDER [ FEMALE (+0) [ MALE (+3)

Instructions: Please answer the following questions to the best of your ability. Your advocate or companion can help
you complete this survey.

Where You Live

1. Do you live in place other than your own home? [ No [Yes (+1)

If Yes, circle where: Nursing Home  Skilled Nursing Facility ~ Assisted Living Other

When did you begin living in the place you are currently residing? [lLess than 3 months [13 months to 1 year
LIGreater than one year ago

Medical Conditions

2. Any kidney failure, kidney not working well, or seeing a kidney doctor (nephrologist)? ONo [OYes

If Yes, circle one: was your nephrologist visit for [IKidney stones [1Other (+8) [IBoth Kidney Stones and Other (+8)
3. Any history of chronic (long-term) congestive heart failure (CHF)? O No [lYes (+5)
4. Any shortness of breath when resting? ONo [Yes (+3)
Prompt: Do you have trouble catching your breath when resting or doing minimal activities, like walking to the bathroom?
5. In the past five years, have you been diagnosed with or treated for cancer? ONo [lYes

Prompt: Please answer “Yes” if the clinic visit today is to discuss the possibility of cancer surgery.

Nutrition

6. Have you lost weight of 10 pounds or more in the past 3 months without trying? O No [Yes (+4)
Prompt: Are your clothes feeling looser than in the past?

7. Do you have any loss of appetite?

Prompt: Do you or your family notice that you are not eating as much? O No [Yes (+4)
Cognitive
8. During the last 3 months has it become difficult for you to O No [Yes
remember things or organize your thoughts?
Activities of Daily Living (+0) (+1) (+2) (+3) (+4)
9. Getting around | [ Can get [J Needs help from | [1 Needs help ] Needs help O Totally
(mobility) around without | acane, walker or | from others to get | getting in or out dependent on
any help scooter around the home | of a chair others to get
or neighborhood around
10. Eating [ Can plan and | [ Needs help 1 Needs help 1 Needs help [ Totally
prepare own planning meals preparing meals eating meals dependent on
meals others to eat
meals
11. Toileting [ Can use toilet | [ Needs help 1 Needs help to [ Cannot use a [ Totally
without help getting to or from | use toilet paper standard toilet, dependent on
toilet with help can use | others for
bedpan/urinal toileting
12. Personal [ Can shower or | [ Can shower or | [ Needs help 1 Needs some [ Totally
hygiene (bathing, | bathe without bathe without preparing the tub | help with some dependent on
hand washing, prompt or help | help when or shower elements of others to
changing clothes prompted washing shower or
bathe
(OVER FOR SCORING MATRIX) Total ADL

(over)

(over)

Total Front Page





(FOR CLINIC USE ONLY)

Total Front Page

Variable Recalibrated RAI
Sex 3
Age*Cancer w/o cancer w/ cancer
Age
<=19 0 28
20-24 1 29
25-29 4 29
30-34 6 30
35-39 8 30
40-44 10 31
45-49 12 31
50-54 14 32
55-59 16 32
60-64 18 33 Total Age*Cancer ____
65-69 20 34
70-74 22 34
75-79 24 35
80-84 26 35
85-89 28 36
90-94 30 36
95-99 32 37
100+ 34 37
Weight Loss 4
Poor Appetite 4
Renal Failure 8
Chronic/Congestive Heart Failure 5
Shortness of Breath 3
Residence other than Ind. Living 1
ADL*Cog w/o cog w/ co
Total ADL Score
0 0 5
1 1 6
2 2 6
3 3 7
4 4 8
5 4 8
6 5 9
Total ADL . 7 6 10 Total ADL*Cog _____
(From Front Page) 8 7 11
9 8 11
10 9 12
11 10 13
12 11 13
13 11 14
14 12 15
15 13 15
16 14 16
Total RAI 0 81 Total RAI Score
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RAI Patient Handout_NO SCORE.pdf
Patient Identification Label

RAI Screening Assessment

PRINT NAME FORM COMPLETED BY:
LAST FIRST M PATIENTCO OTHER
AGE

GENDER [ mALE [JFEMALE

Instructions: Please answer the following questions to the best of your ability. Your advocate or companion can help
you complete this survey.

Where You Live

If Yes, circle where:

1. Do you live in place other than your own home?

Nursing Home

O No

Skilled Nursing Facility

OYes

Assisted Living

Other

[IGreater than one year ago

When did you begin living in the place you are currently residing? [lLess than 3 months [13 months to 1 year

Medical Conditions

2. Any kidney failure, kidney not working well, or seeing a kidney doctor (nephrologist)? CONo [Oves
If Yes, circle one: was your nephrologist visit for [IKidney stones [1Other [1Both Kidney Stones and Other problems
3. Any history of chronic (long-term) congestive heart failure (CHF)? CONo [ves
4. Any shortness of breath when resting? ONo [lYes
Prompt: Do you have trouble catching your breath when resting or doing minimal activities, like walking to the bathroom?
5. In the past five years, have you been diagnosed with or treated for cancer? CONo [Yes
Prompt: Please answer “Yes” if the clinic visit today is to discuss the possibility of cancer surgery.
Nutrition
6. Have you lost weight of 10 pounds or more in the past 3 months without trying? [ONo [lYes
Prompt: Are your clothes feeling looser than in the past?
7. Do you have any loss of appetite?
Prompt: Do you or your family notice that you are not eating as much? ONo [OYes
Cognitive
8. During the last 3 months has it become difficult for you to ONo [Yes
remember things or organize your thoughts?
Activities of Daily Living
9. Getting around | [ Can get [0 Needs help from | [J Needs help [ Needs help L] Totally
(mobility) around without | acane, walker or | from others to get | getting in or out dependent on
any help scooter around the home | of a chair others to get
or neighborhood around
10. Eating [ Can planand | [ Needs help 1 Needs help L1 Needs help L] Totally
prepare own planning meals preparing meals eating meals dependent on
meals others to eat
meals
11. Toileting [ Can use toilet | [J Needs help 1 Needs help to [ Cannot use a [ Totally
without help getting to or from | use toilet paper standard toilet, dependent on
toilet with help can use | others for
bedpan/urinal toileting
12. Personal 1 Can shower or | [ Can shower or | L1 Needs help L1 Needs some L] Totally
hygiene (bathing, | bathe without bathe without preparing the tub | help with some dependent on
hand washing, prompt or help | help when or shower elements of others to
changing clothes prompted washing shower or
bathe
Pagelof1 Rev 07252016
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Using the RAI Frailty Tool (CPRS)_June 2021 (1).pptx


How to use the
RAI FRAILTY TOOL
 CPRS Reminder Dialogue Template


Updated: June 2021













The RAI Frailty Tool: A CPRS Reminder Dialogue Template









This is a “Reminder Dialogue Template”.  This means that it can be “programmed” to become due according to logic specified by you/your team and programmed by the Clinical Applications Coordinator. As such it can be “turned on” for an entire medical center, a specific clinic or set of clinics, or a specific provider or group of providers.  



During facilitated implementation, we will work with your staff to turn this on by service line clinic to correspond with the step wedge design.  However, it is available now and can be “turned on” by the request of a service line chief or other person wanting to implement.  



Other options for using the RAI FRAILTY TOOL are to

Add the RAI FRAILTY TOOL to any other CPRS Template (parent template must be a Reminder Dialogue)

Locate the “RAI FRAILTY TOOL” in the list of templates to Drag and Drop into any note. 
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Dragging and Dropping the RAI Frailty Tool









Step 1

Step 3

Step 2

Drop









So to drag and drop the RAI Frailty Tool, this is how it works

Step 1. Select and open any new note, in this case a General Surgery Attending Note

Step 2. Open up the templates and find the RAI FRAILTY TOOL

Step 3. Drag and drop the template into the body of the note; That will bring up the reminder dialogue template
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The RAI Frailty Tool





Step 4





Note that the Template tells you a little bit about the RAI—what it is; that it assesses a patient’s global physiological reserve, that increased levels of frailty are associated with adverse outcomes, and that significant frailty is indicated by scores >=37.



It also includes a hyperlink to the Online RAI—a web based tool that helps to calculate the RAI



Step 4: Click the Online RAI Hyperlink
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Calculating RAI with the Online RAI





30 Seconds

 





The Online RAI Hyperlink opens a browser window that includes the RAI calculator, and it asks the user to complete the RAI.

The user then answers the questions (or transfers the patient’s responses from the paper form).

And after doing this more than 400,000 times we know that this takes just 30 seconds to render the RAI score along with a plot permitting the interpretation of the results.
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Recording the RAI Value in the RAI Frailty Tool







Step 5



Step 6









Step 5: After calculating the RAI, enter the RAI Value into the open text field

Step 6: Click Finish; this will write the RAI value into your open note at the beginning of the note. It will also record the value as a “Health Factor” in the Corporate Data Warehouse, making it much easier to extract the data and follow outcomes.  It is imperative that the RAI value be recorded in the template and that you complete the process by clicking finish.
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RAI Frailty Tool in the Setting of Cancer Diagnosis







Step 5a





Step 5b

Step 6









The RAI score is heavily influenced by the presence of a cancer diagnosis. However, the influence of a cancer diagnosis varies by patient age. As such it can be hard to determine how much of the score is attributable to the cancer diagnosis.  This becomes relevant in early stage cancers that may be cured by the surgical procedure under consideration. If the only thing making a patient appear “frail” is a cancer diagnosis, this might unduly bias against surgical intervention.



The way we have managed this with the Online RAI is as follows.  When the RAI indicates a history of cancer, the Online RAI reports 2 separate scores: The RAI Score and the RAI Score calculated as if the patient did not have cancer.  This allows the clinician to quickly understand how much of the score is attributable to the cancer diagnosis.  If both scores are above 37—be careful.  If one is high and the other is low, it may require more clinical judgment to ascertain the realistic chance of cure.



So if the Online RAI reports 2 scores, there is the option to check this toggle box and open up a second data entry field that can capture the RAI Score without cancer and record it as a separate health factor.
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RAI Frailty Tool: Best Practice Implementation



Step 1

Distribute single-page patient-Facing RAI Survey 

Have patients complete as they wait.

Step 2

Use patient responses to complete the Online RAI

Use clinical judgment as needed to correct responses







Questions?

Reach out anytime to:

Dr. Daniel Hall, VA Pittsburgh Staff Surgeon, National Diffusion Fellow (hallde@upmc.edu)



Danielle Hagan, VHA Innovation Ecosystem Diffusion of Excellence (Danielle.Hagan@va.gov)



VA Diffusion Marketplace
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Previous answers on this form indicate that the patient has a history of cancer. If the
patient's cancer is unresectable, metastatic or carries a poor prognosis, the cancer
should be considered "frailty-relevant™ and increase the RAI score. If, however, the
patient's cancer is minor or definitively treated such that it does not impact long term
survival or frailty, the cancer should not increase the RAI score.

RAI Score: "2 (We recommend considering this higher score if the patient's cancer is
unresectable, metastatic or carries a poor prognosis)

Because this patient indicates a history of cancer, please select the toggle box in CPRS to
this effect and enter the:

RAI Score (without cancer):
patient's cancer is minor or definitively treated such that it does not impact long term
survival or railty)

. (We recommend considering this lower score if the

Scores 237 indicate significant frailty and should be discussed with the surgeon and
patient.
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RAI Screening Assessment

Patient Identification Label

PRINT NAME FORM COMPLETED BY:
LAST FIRST M PATIENT [0 OTHER

Instructions: Please answer the following questions to the best of your ability. Your advocate or companion can help
you complete this survey.
Where You Live

1. Do you live in place other than your own home? [INo [lYes

If Yes, circle where: Nursing Home  Skilled Nursing Facility  Assisted Living Other
When did you begin living in the place you are currently residing? Less than 3 months 3 months to 1 year
Greater than one year ago

2. Any kidney failure, kidney not working well, or seeing a kidney doctor (nephrologist)? CONo [Oves

If yes circle one: was your nephrologist visit for Kidney stones Other Both Kidney Stones and Other problem
3. Any history of chronic (long-term) congestive heart failure (CHF)? CONo [Yes
4. Any shortness of breath when resting? CONo [Yes

Do you have trouble catching your breath when resting or doing minimal activities, like walking to the bathroom?

5. In the past five years, have you been diagnosed with or treated for cancer? CONo [Yes
Prompt: Please answer “Yes” if the clinic visit today is to discuss the possibility of cancer surgery.

6. Have you lost weight of 10 pounds or more in the past 3 months without trying? ONo [Yes
Prompt: Are your clothes feeling looser than in the past?

7. Do you have any loss of appetite?
Prompt: Do you or your family notice that you are not eating as much? ONo [OvYes

8. During the last 3 months has it become difficult for you to O No [vYes
remember things or organize your thoughts?
Activities of Daily Living

9. Getting around | [] Can get [1 Needs help from | [1 Needs Help [] Needs help [] Totally
(mobility) around without | a cane, walker or from others to get | gettingin or out dependent on
any help scooter around the house | of a chair others to get
or neighborhood around
10. Eating O Can plan and [0 Needs help [ Needs help [] Needs help O Totally
prepare own planning meals preparing meals eating meals dependent on
meals others to eat
meals
11. Toileting [J Can use toilet | [ Needs help [J Needs help to [] Cannot use a [J Totally
without help getting to or from | use toilet paper standard toilet, dependent on
toilet with help can use | others for
bedpan/urinal toileting
12. Personal [ Can shower or | [1 Can shower or [ Needs help [J Needs some [J Totally
hygiene bathe without bathe without preparing the tub | help with some dependent on
(bathing, hand prompt or help | help when or shower elements of others to
washing, changing prompted washing shower or
clothes bathe

Nurse Review:

Page1of1 Rev 07252016
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Template Data Tracker.xlsx
Template Data Tracker

		Study ID		Patient Last Name		Patient First Name		Patient Identifier
 (SSID, MRN, SSN, ASM1, or VISTA Surgical Package No.) 

tc={FE389843-31C6-4825-B4A2-A6A3AB2A862D}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Dr. Hall recommends including more than one. You can generate additional columns for each (e.g., individual columns for SSID, MRN, SSN, etc.).		Health Factor 
IC/FRAILTY SCORE FAC Indicator Variable
(0 or 1)
* indicating whether health factor exists in the record		IC/Frailty Score FAC Value		IC Frailty Score FAC 
Date		Surgical Clinic in which the IC/Frailty Score was Recorded 
*on the Date in Column E		Date and Details of Any Request for Surgery Block Time		Date of Any Operative Surgery CPT Codes  		Length of Stay 		ICU Admission Indicator		ICU 
Length of Stay		30-Day Readmission		90-Day 
Readmission		Vital Status Indicator		Date of death 		RAI≥37
(Yes/No)		 Surgeon Champion Performing the Review
(Surgeon Name)		Date Reviewed by Surgeon Champion		Referred to Interdisciplinary Review Board
(Yes/No)		Date Referred to Interdisciplinary Review Board		Reviewed by Interdisciplinary Review Board
(Yes/No)		Date Reviewed by Interdisciplinary Review Board		Referred for Prehabilitation
(Yes/No)		Non-Operative Management
(Yes/No) 		Surgery as Originally Planned 
(Yes/No)		Surgery Delayed
(Yes/No)		Alteration of Surgical Plans
(Yes/No)

		1001

		1002

		1003

		1004

		1005

				Columns B - F can be pulled by facility CAC										Columns G - Q can be pulled from VISTA Surgical Package or CDW, depending on the preference of facility personnel managing data 																								Columns S-AC are manually populated by the resident and/or practice champion 













Dr. Hall recommends including more than one. You can generate additional columns for each (e.g., individual columns for SSID, MRN, SSN, etc.).
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Vital_Status_ROB Form.pdf
Please walt...

If this message is not eventually replaced by the proper contents of the document, your PDF
viewer may not be able to display this type of document.

Y ou can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by
visiting http://www.adobe.com/go/reader_downl oad.

For more assistance with Adobe Reader visit http://www.adobe.com/go/acrreader.

Windows s either aregistered trademark or atrademark of Microsoft Corporation in the United States and/or other countries. Mac is a trademark
of AppleInc., registered in the United States and other countries. Linux is the registered trademark of Linus Torvaldsin the U.S. and other

countries.
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BFS Variable Codebook.xls
BFS Variables

		Variables are listed in order as they appear in most recent cumulative database which can be found here: V:\Casarett_David\29000701\Staff Folder\01 Dawn\Entered data\Cumulative database

		Variable name		Definition		Answer options		quarters collected		Survey/Chart Item		Source as of 7/23/14

		raw variables

		ssn		Veteran's SSN		full SSN; does not exist for unknown SSN		Q4FY08-present		C		CDW

		chid		CPRS Veteran identifier		last initial and last four digits of Veteran's SSN		Q4FY08-Q4FY11		C		VistaWeb

		mergeid		unique observation identifier		2 digit visn number followed by a number starting with one in numerical order		Q2FY09-present		C		RC

		fac		facility number		see BFS site numbers and zipcodes document		Q4FY08-present		C		CDW/RC

		fy		fiscal year		year		Q4FY08-present		C		RC (Research Coordinator)

		trend		number representing a month of the year		0=July FY08-present, in numerical order (see last page of data dictionary)		Q4FY08-present		C		RC

		chdth		venue of death		1=VA intensive care units		Q4FY08-present		C		VistaWeb

						3=VA acute care unit

						5=VA nursing home care unit (CLC)

						7=VA emergency room

						13=VA inpatient hospice unit						hospice unit spreadsheet

						99=unknown		Q4FY08-Q2FY09

		quarter		quarters 1-4		1; 2; 3; 4		Q4FY08-present		C		RC

		outcome		outcome of BFS		0=refusal		Q4FY08-present		S		RC

						1=inadequate knowledge of Veteran's care		Q4FY08-present

						2=three phone calls or 1 reminder call made and/or mail survey sent with no response		Q4FY08-present

						3=NOK reluctant to discussdeath		Q4FY08-present

						4=wrong number or letter returned		Q4FY08-present

						5=phone interview		Q4FY08-present

						6=incomplete interview		Q4FY08-present

						7=NOK does not speak English or Spanish, NOK has a health condition that does not allow them to complete interview, NOK has international address, NOK suicidal, no NOK		Q4FY08-present

						8=randomized out		Q4FY08-Q3FY12

						9=mail survey after phone call/survey sent by VEC (not vendor)		Q4FY08-Q4FY12

						10=mail survey with no phone call		Q4FY08-present

						11=community death		Q4FY08-Q2FY12

						12=less than 24 hours as an inpatient in the last month of life		Q4FY08-present

						13=accidental death/suicide		Q4FY08-Q2FY12

						14=Veteran not dead/not a Veteran		Q4FY08-Q2FY12

						15=online survey		Q3FY14-present

						16=Phone interview conducted during a follow-up interview or after a follow-up call has been made		Q4FY14-present		S		RC

						17= no survey was mailed and no calls were made		Q4FY17-present

		visn		VISN number		1-12 and 15-23		Q4FY08-present		C		CDW

		language		language suvey was answered		0=English		Q1FY16		S		vendor

						1=Spanish

		frel		BFS question - interviewee relationship to Veteran		1=spouse		Q4FY08-present		S		Family

						2=parent		Q4FY08-present

						3=child		Q4FY08-present

						4=sibling		Q4FY08-present

						5=grandparetn		Q4FY08-Q3FY12

						6=aunt/uncle		Q4FY08-Q3FY12

						7=friend		Q4FY08-present

						8=partner		Q4FY08-present

						9=niece/nephew		Q4FY08-Q3FY12

						10=son/daughter-in-law		Q4FY08-Q3FY12

						11=sister/brother-in=law		Q4FY08-Q3FY12

						12=grandchild		Q4FY08-Q3FY12

						14=other		Q4FY08-present

						13=cousin		Q4FY08-Q3FY12

						15=Other relative		Q4FY12-present

						16=Ex-spouse		Q4FY12-present

						17=POA/Legal guardian/Caretaker		Q4FY12-present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		listen		BFS question - take time to listen		0=never		Q4FY08-present		S		Family

						1=sometimes

						2=usually

						3=always

						99=did not speak to staff

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		provide		BFS question - provide medication and medical treatment		0=never		Q1FY10-present		S		Family

						1=sometimes

						2=usually

						3=always

						10=unsure

						99=did not receive treatment

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		kind		BFS question - kind, caring, and respectful		0=never		Q4FY08-present		S		Family

						1=sometimes

						2=usually

						3=always

						10=unsure

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		inform		BFS question - kept family informed		0=never		Q4FY08-present		S		Family

						1=sometimes

						2=usually

						3=always

						10=unsure

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		alert		BFS question - alerted family before death		0=no		Q1FY10-present		S		Family

						1=yes

						10=unsure

						99=death was unexpected

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		personal		BFS question - personal care needs taken care of		0=never		Q4FY08-present		S		Family

						1=sometimes

						2=usually

						3=always

						10=unsure

						99=staff not needed for personal care

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		pain1		BFS question - did Veteran have pain		0=no		Q4FY08-present		S		Family

						1=yes

						10=unsure

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		pain2		BFS question - how often Veteran was uncomfortable		0=never		Q4FY08-present		S		Family

						1=sometimes

						2=usually

						3=always

						10=unsure

						99=didn't have pain

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		ptsd1		BFS question - did Veteran have stress from combat		0=no		Q1FY10-present		S		Family

						1=yes

						10=unsure

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		ptsd2		BFS question - how often Veteran was stressed		0=never		Q1FY10-present		S		Family

						1=sometimes

						2=usually

						3=always

						10=unsure

						99=didn't have stress

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		spirit		BFS question - spiritual support		0=never		Q4FY08-present		S		Family

						1=sometimes

						2=usually

						3=always

						98=did not want or need spiritual support

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		emotionpre		BFS question - emotional support before death		0=never		Q4FY08-present		S		Family

						1=sometimes

						2=usually

						3=always

						98=did not want or need emotional support

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		emotionpost		BFS question - emotional support after death		0=never		Q4FY08-present		S		Family

						1=sometimes

						2=usually

						3=always

						98=did not want or need emotional support

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		surviveb		BFS question - survival benefits		0=no		Q1FY10-present		S		Family

						1=yes

						10=unsure

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		burmemb		BFS question - burial benefits		0=no		Q1FY10-present		S		Family

						1=yes

						10=unsure

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		funb		BFS question - funeral arrangements		0=no		Q4FY08-present		S		Family

						1=yes

						10=unsure

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		overall		BFS question - overall score		0=poor		Q4FY08-present		S		Family

						1=fair

						2=good

						3=very good

						4=excellent

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		chdod		Veteran's date of death		date, mm/dd/yyyy		Q4FY08-present		C		CDW

		chgen		Veteran's gender		0=female		Q4FY08-present		C		CDW

						1=male

		chnok		NOK relationship to Veteran		1=spouse		Q4FY08-present		C		CDW

						2=parent		Q4FY08-present

						3=child		Q4FY08-present

						4=sibling		Q4FY08-present

						5=grandparent		Q4FY08-Q3FY12

						6=aunt/uncle		Q4FY08-Q3FY12

						7=friend		Q4FY08-present

						8=partner		Q4FY08-present

						9=niece/nephew		Q4FY08-Q3FY12

						10=son/daughter-in-law		Q4FY08-Q3FY12

						11=sister/brother-in=law		Q4FY08-Q3FY12

						12=grandchild		Q4FY08-Q3FY12

						13=cousin		Q4FY08-Q3FY12

						14=other non-relative		Q4FY08-present

						15=Other relative		Q4FY12-present

						16=Ex-spouse		Q4FY12-present

						17=POA/Legal guardian/Caretaker		Q4FY12-present

						99=None available		Q4FY08-present

		zipdistnok		NOK zip code		zip code		Q4FY09-present		C		CDW

						99=unknown

		chdob		Veteran's date of birth		date, mm/dd/yyyy		Q3FY10-present		C		CDW

		cheth		Veteran's ethnicity, Hispanic or non-Hispanic		0=no		Q4FY08-present		C		CDW

						1=yes

						99=unknown

		chrace		Veteran's  race		1=African American		Q4FY08-present		C		CDW

						2=White

						3=American Indian or Alaska Native

						4=Asian/Filipino

						5=Pacific Islander

						6=Other

						99=unknown

		ts961f		treating specialty TS-96 or 1F death		0=no		Q4FY08-present		C		CDW

						1=TS96

						2=1F

		vainh1		number of days in an inpatient hospice unit		number from .5 to 31		Q4FY08-present		C		VistaWeb Q4FY08-Q1FY14

						99=don't know						CDW Q2FY14-present

		loslast		number of days in last admission		number		FY10-present		C		CDW

		paltconsult		inpatient/outpatient level 3 or higher palliative consult in the last 90 days of life OR TS-96/1F death		0=no consult		Q4FY08-present		C		CDW

						1=yes palliative consult, level 3 in last 90 days of life

						2=TS-96 or 1F treatment specialty at death

		paltconsultdate		date of first inpatient/outpatient level 3 or higher palliative consult in last 90 days of life		date, mm/dd/yyyy, if paltconsult=1		Q4FY08-present		C		CDW

						99=no consult or TS-96 or 1-F death

		chapnum3		Total number of chaplain notes with title chap, pastor, or spirit in last month of life (cutoff = time of death)		number		Q1FY13-present		C		CDW

		chaplain3		Chaplain note with title chap, pastor, or spirit in last month of life (cutoff is time of death)		0=no		Q1FY13-present		C		CDW

						1=yes

		bereavenum3		Total number of bereavement notes with title chap, pastor, spirit, bereave, emotion, support, condolence, sympathy from time of death to 31 days post death		number		Q1FY13-present		C		CDW

		bereave3		Bereavement note with title chap, pastor, spirit, bereave, emotion, support, condolence, or sympathy from time of death to 31 days post death		0=no		Q1FY13-present		C		CDW

						1=yes

		chaplain		chaplain/Veteran contact in the last month of life		0=no		Q4FY08-Q4FY09, Q2FY10-Q1FY14		C		VistaWeb

						1=yes

						2=attempted contact

		chaplain2		chaplain/family contact in the last month of life		0=no		Q4FY08-Q1FY14		C		VistaWeb

						1=yes

						2=attempted interaction

						98=Veteran declined chaplain visits

						99=no family

		dnr		did the Veteran have a DNR order anywhere in patient record		0=no		Q4FY08-Q4FY12		C		VistaWeb

						1=yes

		palt		did the Veteran have any palliative contact in the last month of life		0=no		Q4FY08-Q4FY12		C		VistaWeb

						1=yes

		paltdate		date of any palliative contact		date, mm/dd/yyyy		Q4FY08-Q4FY12		C		VistaWeb

		besupport		bereavement contact within two weeks following the Veteran's death		0=no		Q3FY10-Q1FY14		C		VistaWeb

						1=yes		Q3FY10-Q1FY14

						2=attended funeral/burial/memorial service		Q3FY10=Q4FY13

						4=card/mailing		Q1FY11-Q1FY14

						98=attempted bereavement contact		Q3FY10-Q1FY14

						99=no family		Q3FY10-Q1FY14

		followup1		BFS question - services offered/requested		0=no		Q4FY09-Q2FY13		S		RC

						1=yes

						2=services offered but NOK refused

						555=mail survey

		followup2		BFS question - which service offered/requested		1=bereavement		Q4FY09-Q2FY13		S		RC

						2=complaint		Q4FY09-Q2FY13

						3=patient advocate		Q4FY09-Q1FY13

						4=more than one service requested		Q4FY09-Q2FY13

						99=no service offered/requested		Q4FY09-Q2FY13

						555=mail survey		Q4FY09-Q2FY13

		inels		reasons for ineligibility (outcome 7)		0=no NOK		Q4FY08-Q3FY12		S		RC

						1=NOK unable to understand

						2=NOK dead

						3=international NOK

						4=NOK suicidal

						5=NOK doesn't speak English or Spanish

		numtrans		number of transfers throughout the hopital		any number starting with 1		Q3FY09-Q4FY09, Q2FY10		C		VistaWeb

		chage		Veteran's age		age in years		Q4FY08-Q2FY10		C		VistaWeb

		zipdistchdth		facility of death zip code		zip code (see BFS site numbers and zip codes document)		Q4FY09, Q2FY10		C		RC/VAMC websites

		numfac		was the Veteran in more than one VA facility in the last month of life		0=no		Q2FY09-Q3FY12		C		VistaWeb

						1=yes

		refer		was the Veteran referred to hospice in the last month of life		0=no		Q4FY08-Q3FY12		C		VistaWeb

						1=yes

						99=don't know

		homeh		home hospice referral		0=no		Q4FY08-Q3FY09		C		VistaWeb

						1=yes

						99=don't know

		vainh		inpatient hospice referral		0=no		Q4FY08-Q3FY09		C		VistaWeb

						1=yes

						99=don't know

		vansh		nursing home hospice referral		0=no		Q4FY08-Q3FY09		C		VistaWeb

						1=yes

						99=don't know

		vagensh		general ward hospice  referral		0=no		Q4FY08-Q3FY09		C		VistaWeb

						1=yes

						99=don't know

		vansh1		number of days in nursing home hospice		number from .5 to 31		Q4FY08-Q3FY10		C		VistaWeb

						99=don't know

		vagenh1		number of days in general ward hospice		number from .5 to 31		Q4FY08-Q3FY10		C		VistaWeb

						99=don't know

		painscreen		was the Veteran screened for pain in the last 24 hours of life		0=no		Q4FY08-Q3FY09		C		VistaWeb

						1=yes

						98=pain could not be assessed

						99=NH resident

		can		cancer		0=no		Q4FY08-Q3FY12		C		VistaWeb

						1=yes

		tcan		type of cancer		type of cancer - open ended		Q4FY08-Q3FY12		C		VistaWeb

		hf		heart failure		0=no		Q4FY08-Q3FY12		C		VistaWeb

						1=yes

		copd		chronic obstructive pulmonary disease		0=no		Q4FY08-Q3FY12		C		VistaWeb

						1=yes

		pnu		pneumonia		0=no		Q4FY08-Q3FY12		C		VistaWeb

						1=yes

		strk		stroke		0=no		Q4FY08-Q3FY12		C		VistaWeb

						1=yes

		livd		liver disease		0=no		Q4FY08-Q3FY12		C		VistaWeb

						1=yes

		kidd		kidney disease		0=no		Q4FY08-Q3FY12		C		VistaWeb

						1=yes

		aids		acquired immunue deficiency syndrome		0=no		Q4FY08-Q3FY12		C		VistaWeb

						1=yes

		dem		dementia/alzheimers		0=no		Q4FY08-Q3FY12		C		VistaWeb

						1=yes

		cad		coronary artery disease		0=no		Q4FY08-Q3FY12		C		VistaWeb

						1=yes

		ptsd		posttraumatic stress disorder		0=no		Q4FY08-Q3FY12		C		VistaWeb

						1=yes

		subabusse		substance abuse		0=no		Q4FY08-Q3FY12		C		VistaWeb

						1=yes

		dntkd		don't know of any diagnosis		0=no		Q4FY08-Q3FY12		C		VistaWeb

						1=yes

		othd		other diagnoses		0=no		Q4FY08-Q3FY12		C		VistaWeb

						1=yes

		cause1		primary cause of death		list primary cause of death		Q4FY08-Q2FY10		C		VistaWeb

		cause2		secondary cause of death		list secondary cause of death		Q4FY08-Q2FY10		C		VistaWeb

		social		was there a social work contact in the last month of life		0=no		Q4FY08-Q3FY09		C		VistaWeb

						1=yes

		socnote		number of social worker notes in the last month of life		number of notes		Q2FY09-Q3FY09		C		VistaWeb

		chapnote		number of chaplain notes in the last month of life		number		Q2FY09-Q4FY09		C		VistaWeb

		bereave24		bereavement contact within 24 hours after the patients death		0=no		Q4FY09, Q2FY10		C		VistaWeb

						1=yes

						98=attempted bereavement contact

						99=no family

		bereavement		bereavement contact between 24 hours and two weeks after death		0=no		Q4FY08-Q2FY10		C		VistaWeb

						1=yes

						98=attempted bereavement contact

						99=no family

		advance		did the Veteran have an advance directive		0=no		Q2FY09-Q3FY09		C		VistaWeb

						1=yes

						2=declined to complete advanced directive

		surrogate		documentation of a surrogate decision maker in the first 48 hours of last admission		0=no		Q4FY08-Q4FY09, Q2FY10-Q3FY10		C		VistaWeb

						1=yes

						2=Veteran refused a surrogate

		discussion		discussion of treatment/medical condition with family in the last month of life		0=no conversation		Q4FY09-Q1FY12		C		VistaWeb

						1=conversation

						2=attempted conversation

						99=no family

		surrdiscuss		discussion of treatment goals/medical condition with a surrogate decision maker in the last month of life		0=no conversation		Q4FY08-Q3FY09		C		VistaWeb

						1=conversation with surrogate decision maker

						2=conversation with someone other than designated surrogate decision maker

						3=Veteran refused a surrogate decision maker

		paltnote		number of palliative notes in the last month of life		number		Q3FY09-Q4FY09		C		VistaWeb

		physnote		number of palliative phycisian notes in the last month of life		number		Q2FY09-Q3FY09		C		VistaWeb

		nursnote		number of palliative nurse notes in the last month of life		number		Q2FY09-Q3FY09		C		VistaWeb

		othnote		number of other palliative notes in the last month of life		number		Q2FY09-Q3FY09		C		VistaWeb

		actdying		was it documented that the Veteran was actively dying		0=no		Q3FY09		C		VistaWeb

						1=yes

		dyingnot		was the family notified that the Veteran was actively dying		0=no		Q3FY09		C		VistaWeb

						1=yes

						98=attempted to notify family

						99=no family

		deathnot		was the family notified that the Veteran had died		0=no		Q3FY09-Q4FY09		C		VistaWeb

						1=yes

						2=family present

						98=attempted to notify family

						99=no family

		lastadmit		number of days in last admission in last month of life		number 0-31		Q4FY09-Q3FY12		C		VistaWeb

		inpatdays		total number of days as a VA inpatient in the last month of life		number 0-31		Q4FY09-Q3FY12		C		VistaWeb

		admitdate		date of first admission in last month of life		date, mm/dd/yyyy		Q4FY09-Q1FY12		C		VistaWeb

						99= admitted >31 days prior to death

		zipdist		distance between zipcodes of facility of death and NOK		number in miles		Q3FY09		C		RC/google maps

						99=unable to determine

		doi		date of interview		date, mm/dd/yyyy		Q1FY10-Q3FY12		S		RC

		inttime		time of interview		0=before 5:00pm		Q1FY10-Q3FY12		S		RC

						1=evenings and weekends

						99=N/A

		followup		BFS question - referral to patient advocate or PCOC		0=no services offered		Q4FY08-Q3FY09		S		RC

						1=services offered but NOK refused

						2=bereavement

						3=complaint

						4=patient advocate

						5=more than one service requeted

						555=mail survey

						666=refused to answer

		mail		assigned as mail survey only (mail as primary mode during transition)		0=no		Q1FY12-Q3FY12		S		RC

						1=yes

		diagother		other diagnoses		list other diagnoses		Q4FY08-Q3FY12		C		VistaWeb

		speak		BFS question - speak in an understandable way		0=never		Q4FY08-Q4FY09		S		Family

						1=sometimes

						2=usually

						3=always

						99=did not speak to staff

						10=unsure

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		provide2		BFS question - did not provide medication and medical treatment		0=never		Q4FY08-Q4FY09		S		Family

						1=sometimes

						2=usually

						3=always

						10=unsure

						99=did not receive treatment

						555=did not answer

						666=refused to answer

						777=not asked/not answered

		expect		BFS question - family knew what to expect		0=no		Q4FY08-Q4FY09		S		Family

						1=yes

						10=unsure

						99=death was unexpected

						555=did not answer

						666=refused to answer

		bereaveinfo		information about bereavement services provided to family within two weeks following the Veteran's death		0=no		Q3FY10-Q4FY11		C		VistaWeb

						1=yes		Q3FY10-Q4FY11

						2=packet/information mailed to family		Q3FY10-Q4FY11

						3=information given and packet mailed to family		Q4FY10

						4=enrollment in VA bereavement program		Q1FY11-Q4FY11

						98=attempted to provide information		Q3FY10-Q4FY11

						99=no family		Q3FY10-Q4FY11

		benefitinfo		information about benefits provided to family within two weeks following the Veteran's death		0=no		Q3FY10-Q3FY12		C		VistaWeb

						1=yes, provided information after death		Q3FY10-Q3FY12

						2=packet/information mailed to family		Q3FY10-Q3FY12

						3=yes, provided information before death		Q1FY12-Q3FY12

						4=yes, provided information before and after death		Q1FY12-Q3FY12

						98=attempted to provide information		Q3FY10-Q3FY12

						99=no family		Q3FY10-Q3FY12

		vetservices		VA logistical help with planning/arranging/performing funeral/burial/memorial services for Veteran		0=no		Q3FY10		C		VistaWeb

						1=yes

		vaceremony		documentation of a ceremony/ritual/religious ceremony performed at VA, by VA staff, within 6 hours of Veteran's death		0=no		Q3FY10		C		VistaWeb

						1=yes

		nonhosunit		number of days receiving hospice in a non-hospice unit  in the last month of life		number of days 0-31		Q3FY10		C		VistaWeb

		cnumchart		number assigned to staff who completed chart		staff assignment #s 1 thru 44		Q2FY11-Q3FY12		S		RC

		cnumsurv		number assigned to staff who completed chart		staff assignment #s 1 thru 44		Q2FY11-Q3FY12		S		RC

		treatpref		were the Veteran's/familiy's treatment preferences observed at the time of death		0=no		Q4FY11-Q1FY12		C		VistaWeb

						1=yes

						777=not asked/not answered

		referreason		reason why Veteran was referred to hospice but number of days in hospice=0		1=patient placed in a unit that does not meet PROMISE definition		Q4FY11-Q3FY12		C		VistaWeb

						2=no beds available in IHU

						3=Patient died before transfer

						4=patient/family declined hospice services

						99=patient was not referred to hospice or number of days in hospice does not=0

		dnr72		was Vet made DNR in last 72 hrs. of life, DNR order anywhere in record		0=no		Q2FY12-Q3FY12		C		VistaWeb

						1=yes

		dnr		did the Veteran have a DNR order anywhere in patient record		0=no		Q4FY08-Q4FY12		C		VistaWeb

						1=yes

		dnrorder		did the Veteran have a DNR order under "Orders" in VistaWeb		0=no		Q1FY13-Q1FY14		C		VistaWeb

						1=yes

						98=yes, outside of last 31 days of life

		dnrorderdate		date of first DNR order in last month of life under "Orders" in VistaWeb		date, mm/dd/yyyy		Q1FY13-Q1FY14		C		VistaWeb

		cevent_1yr		probability of mortality or hospitalization in 1 year		CAN score		FY2013-present		C		CDW

		cevent_90d		probability of mortality or hospitalization in 90 days		CAN score		FY2013-present		C		CDW

		cmort_1y		probability of mortality in 1 year		CAN score		FY2013-present		C		CDW

		cmort_90d		probability of mortality in 90 days		CAN score		FY2013-present		C		CDW

		chosp_1y		probability of hospitalization in 1 year		CAN score		FY2013-present		C		CDW

		chosp_90d		probability of hospitalization in 90 days		CAN score		FY2013-present		C		CDW

		generated variables

		complete		completed BFS mail (both as primary and secondary mode), telephone, or online survey		0=outcome 0, 1, 2, 3, 4, 6, 7		Q4FY08-present		S		RC

				created from 'outcome' variable		1=outcome 5, 9, 10, 15, 16

						.=outcome 8, 11, 12, 13, 14,

		listen01		dichotomized 'listen' variable		0=usually (2), sometimes (1), never (0)		Q4FY08-present		S		RC

						1=always (3)

		provide01		dichotomized 'provide' variable		0=usually (2), sometimes (1), never (0)		Q1FY10-present		S		RC

						1=always (3)

		kind01		dichotomized 'kind' variable		0=usually (2), sometimes (1), never (0)		Q4FY08-present		S		RC

						1=always (3)

		inform01		dichotomized 'inform' variable		0=usually (2), sometimes (1), never (0)		Q4FY08-present		S		RC

						1=always (3)

		alert01		dichotomized 'alert' variable		0=no (0)		Q1FY10-present		S		RC

						1=yes (1)

		personal01		dichotomized 'personal' variable		0=usually (2), sometimes (1), never (0)		Q4FY08-present		S		RC

						1=always (3)

		pain01		dichotomized 'pain1' and 'pain2' variables		0='pain2' sometimes (1), usually (2), always (3)		Q4FY08-present		S		RC

						1='pain1' never (0) and/or 'pain2' never (0)

		ptsd01		dichotomized 'ptsd1' and 'ptsd2' variables		0='ptsd2' sometimes (1), usually (2), always (3)		Q1FY10-present		S		RC

						1='ptsd1' never (0) and/or 'pain2' never (0)

		spirit01		dichotomized 'spirit' variable		0=usually (2), sometimes (1), never (0)		Q4FY08-present		S		RC

						1=always (3), did not want/need spiritual support (98)

		emotionpre01		dichotomized 'emotionpre' variable		0=usually (2), sometimes (1), never (0)		Q4FY08-present		S		RC

						1=always (3), did not want/need emotional support (98)

		emotionpost01		dichotomized 'emotionpost' variable		0=usually (2), sometimes (1), never (0)		Q4FY08-present		S		RC

						1=always (3), did not want/need emotional support (98)

		surviveb01		dichotomized 'surviveb' variable		0=yes (1)		Q1FY10-present		S		RC

						1=no (0)

		burmemb01		dichotomized 'burmemb' variable		0=yes (1)		Q1FY10-present		S		RC

						1=no (0)

		funb01		dichotomized 'funb' variable		0=yes (1)		Q4FY08-present		S		RC

						1=no (0)

		overall01		dichotomized 'overall' variable		0=very good (3), good (2), fair (1), poor (0)		Q4FY08-present		S		RC

						1=excellent (4)

		pain02		dichotomized 'pain1' and 'pain2' variables		0='pain2' usually (2), always (3)		Q4FY08-present		S		RC

						1='pain1' never (0) and/or 'pain2' never (0), sometimes (1)

		badpain		dichotomized 'pain1' and 'pain2' variables		0='pain1' never (0) and/or 'pain2' never (0), sometimes (1), usually (2)		Q4FY08-present		S		RC

						1='pain2' always (3)

		palt01		dichotomized 'pcconsult' variable		0=no (0)		Q4FY08-present		C		RC

						1=yes (1) or ts96/1f death (2)

		complex		facility complexity		0=low complexity (level 2, 3 facilities)		Q4FY08-present		C		RC

				complexity level list via Carol Luhrs		1=high complexity (level 1a, 1b, 1c)

		complex15		facility complexity, levels updated in FY15		0=low complexity (level 2, 3 facilities)		Q4FY08-present		C		RC

						1=high complexity (level 1a, 1b, 1c)

		name		facility name (see BFS site numbers and zip codes document)		name		Q4FY08-present		C		RC

		pcconsult		level 3 palliative cosult last 90 days of life or ts96/1f death		0=no consult or ts96/1f death		Q4FY08-present		C		CDW

						1=level 3 palliative consult in last 90 days of ;ife

						2=ts96/1f bed death

		pcconsultdate		date of level 3 palliaitive consult		date, mm/dd/yyyy		Q4FY08-present		C		CDW

		chap03		chaplain contacts combining chaplain=1, chaplain2=1, chaplain3=1		0=no chaplain contact		Q4FY08-present		C		CDW

						1=chaplain contact

		bereave03		bereavement contacts combining bereave3=1, besupport=1 or 2, bereavment=1, bereave24=1, bereaveinfo=1 or 3 or 4		0=no bereavement contact		Q4FY08-present		C		CDW

						1=bereavement contact

		hclcdeath		death in a CLC or inpatient hospice unit		0=chdth~=5 | chdth~=13		Q4FY08-present		C		RC

						1=chdth=5 or chdth=13

		nok		nok relationship		0=spouse or partner		Q4FY08-present		C		CDW

						1=child

						2=sibling

						3=family

						4=other

		nonhiswhtvall		patient race/ethnicity		0=all other race/ethnicity including unknown		Q4FY08-present		C		CDW and Medicare

						1=non-Hispanic white

		age		patient age		chdod-chdob combined with chage		Q4FY08-present		C		CDW

		ccs_primary		primary diagnosis during last admission		creating using ccs software and applying 18 category do file		Q1FY13-present		C		CDW

		mode		mode if survey administration		0=mail, outcome=9, 10		Q4FY08-present		C		RC

						1=telephone, outocme=5, 16

						2=online, outocme=15

		rolling4q		reporting time period		1=last 13, 14, 15 and 16 quarters		depends on current quarter		C		RC

						2=last 9, 10, 11 and 12 quarters

						3=last 5, 6, 7, and 8 quarters

						4=current quarter + last 3 quarters

		elix		sum score of 31 Elixhauser categories		0-31 depending on how many Elixhauser comorbidities		Q1FY10-present		C		CDW

		chf		ICD9 & ICD10 categories		0=other diagnosis, 1=chf		Q1FY10-present		C		CDW

		cararry		ICD9 & ICD10 categories		0=other diagnosis, 1=cararry		Q1FY10-present		C		CDW

		valve		ICD9 & ICD10 categories		0=other diagnosis, 1=valve		Q1FY10-present		C		CDW

		pulmcirc		ICD9 & ICD10 categories		0=other diagnosis, 1=pulmcirc		Q1FY10-present		C		CDW

		perivasc		ICD9 & ICD10 categories		0=other diagnosis, 1=perivasc		Q1FY10-present		C		CDW

		hyper		ICD9 & ICD10 categories		0=other diagnosis, 1=hyper		Q1FY10-present		C		CDW

		hytn_c		ICD9 & ICD10 categories		0=other diagnosis, 1=htn_c		Q1FY10-present		C		CDW

		para		ICD9 & ICD10 categories		0=other diagnosis, 1=para		Q1FY10-present		C		CDW

		neuro		ICD9 & ICD10 categories		0=other diagnosis, 1=neuro		Q1FY10-present		C		CDW

		chrnlung		ICD9 & ICD10 categories		0=other diagnosis, 1=chrnlung		Q1FY10-present		C		CDW

		dm		ICD9 & ICD10 categories		0=other diagnosis, 1=dm		Q1FY10-present		C		CDW

		dmcx		ICD9 & ICD10 categories		0=other diagnosis, 1=dmcx		Q1FY10-present		C		CDW

		hypothy		ICD9 & ICD10 categories		0=other diagnosis, 1=hypothy		Q1FY10-present		C		CDW

		renlfail		ICD9 & ICD10 categories		0=other diagnosis, 1=renlfail		Q1FY10-present		C		CDW

		liver		ICD9 & ICD10 categories		0=other diagnosis, 1=liver		Q1FY10-present		C		CDW

		ulcer		ICD9 & ICD10 categories		0=other diagnosis, 1=ulcer		Q1FY10-present		C		CDW

		hiv		ICD9 & ICD10 categories		0=other diagnosis, 1=hiv		Q1FY10-present		C		CDW

		lymph		ICD9 & ICD10 categories		0=other diagnosis, 1=lymph		Q1FY10-present		C		CDW

		mets		ICD9 & ICD10 categories		0=other diagnosis, 1=mets		Q1FY10-present		C		CDW

		tumor		ICD9 & ICD10 categories		0=other diagnosis, 1=tumor		Q1FY10-present		C		CDW

		arth		ICD9 & ICD10 categories		0=other diagnosis, 1=arth		Q1FY10-present		C		CDW

		coag		ICD9 & ICD10 categories		0=other diagnosis, 1=coag		Q1FY10-present		C		CDW

		obese		ICD9 & ICD10 categories		0=other diagnosis, 1=obese		Q1FY10-present		C		CDW

		wghtloss		ICD9 & ICD10 categories		0=other diagnosis, 1=wghtloss		Q1FY10-present		C		CDW

		lytes		ICD9 & ICD10 categories		0=other diagnosis, 1=lytes		Q1FY10-present		C		CDW

		bldloss		ICD9 & ICD10 categories		0=other diagnosis, 1=bldloss		Q1FY10-present		C		CDW

		anemdef		ICD9 & ICD10 categories		0=other diagnosis, 1=anemdef		Q1FY10-present		C		CDW

		alcohol		ICD9 & ICD10 categories		0=other diagnosis, 1=drug		Q1FY10-present		C		CDW

		drug		ICD9 & ICD10 categories		0=other diagnosis, 1=drug		Q1FY10-present		C		CDW

		psych		ICD9 & ICD10 categories		0=other diagnosis, 1=psych		Q1FY10-present		C		CDW

		depress		ICD9 & ICD10 categories		0=other diagnosis, 1=depress		Q1FY10-present		C		CDW

		cmwgt		case mix weight		continuous, patient level		Q2FY12-present				RC

		nrwgt		nonresponse weight		continuous, patient level		Q2FY12-present				RC

		cmxnr		case mix X nonresponse weight		continuous, patient level		Q2FY12-present				RC





BFS Pilot Variables

		Variables are listed in order as they appear in most recent cumulative database which can be found here: V:\Casarett_David\29000701\Staff Folder\01 Dawn\Entered data\Cumulative database

		Variable name		Definition		Answer options		quarters collected		Survey/Chart Item		Source as of 7/23/14

		raw variables

		ssn		Veteran's SSN		full SSN; does not exist for unknown SSN		Q4FY08-present		C		CDW

		chid		CPRS Veteran identifier		last initial and last four digits of Veteran's SSN		Q4FY08-Q4FY11		C		VistaWeb

		pfrel		BFS question - interviewee relationship to Veteran		1=spouse/partner		Feb 2018-Present

						2=parent		Feb 2018-Present

						3=child		Feb 2018-Present

						4=sister/brother		Feb 2018-Present

						7=friend		Feb 2018-Present

						14=other_______		Feb 2018-Present

						17=guardian/Caretaker		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pfrelother		BFS question - write-in for relationship to Veteran				Feb 2018-Present

		plisten		BFS question - take time to listen		0=never		Feb 2018-Present

						1=sometimes		Feb 2018-Present

						2=usually		Feb 2018-Present

						3=always		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		ptalk		BFS question - talk to team about problems		0=no		Feb 2018-Present

						1=yes		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pproblems		BFS question - team listen carefully about problems with care		0=never		Feb 2018-Present

						1=sometimes		Feb 2018-Present

						2=usually		Feb 2018-Present

						3=always		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pinform		BFS question - team keep you informed about Vet's condition		0=never		Feb 2018-Present

						1=sometimes		Feb 2018-Present

						2=usually		Feb 2018-Present

						3=always		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pdignity		BFS question - team treat Vet with dignity and respect		0=never		Feb 2018-Present

						1=sometimes		Feb 2018-Present

						2=usually		Feb 2018-Present

						3=always		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pemopre		BFS question - emotional support pre-death		0=too little		Feb 2018-Present

						1=too much		Feb 2018-Present

						2=right amount		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pemopost		BFS question - emotional support post-death		0=too little		Feb 2018-Present

						1=too much		Feb 2018-Present

						2=right amount		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pspirit		BFS question - spiritual support		0=too little		Feb 2018-Present

						1=too much		Feb 2018-Present

						2=right amount		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pprovide		BFS question - provide medication and medical treatment		0=never		Feb 2018-Present

						1=sometimes		Feb 2018-Present

						2=usually		Feb 2018-Present

						3=always		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		palert		BFS question - alerted family before death		0=no		Feb 2018-Present

						1=yes		Feb 2018-Present

						99=death was unexpected		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		ppersonal		BFS question - personal care needs taken care of		0=never		Feb 2018-Present

						1=sometimes		Feb 2018-Present

						2=usually		Feb 2018-Present

						3=always		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		ppain1		BFS question - did Veteran have pain		0=no		Feb 2018-Present

						1=yes		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		ppain2		BFS question - did Veteran get help from team with pain		0=no		Feb 2018-Present

						1=yes, somewhat		Feb 2018-Present

						2=yes, definitely		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pmeds1		BFS question - receive pain medicine		0=no		Feb 2018-Present

						1=yes		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pmeds2		BFS question - side effects of pain medicine		0=no		Feb 2018-Present

						1=yes, somewhat		Feb 2018-Present

						2=yes, definitely		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pbreath1		BFS question - have trouble breathing		0=no		Feb 2018-Present

						1=yes		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pbreath2		BFS question - did Veteran get help with trouble breathing		0=never		Feb 2018-Present

						1=sometimes		Feb 2018-Present

						2=usually		Feb 2018-Present

						3=always		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pconst1		BFS question - trouble with constipation		0=no		Feb 2018-Present

						1=yes		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pconst2		BFS question - did Veteran get help with trouble with constipation		0=never		Feb 2018-Present

						1=sometimes		Feb 2018-Present

						2=usually		Feb 2018-Present

						3=always		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pptsd1		BFS question - did Veteran have stress from combat		0=no		Feb 2018-Present

						1=yes		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pptsd2		BFS question - did Veteran get help from team with stress		0=no		Feb 2018-Present

						1=yes, somewhat		Feb 2018-Present

						2=yes, definitely		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		psad1		BFS question - did Veteran show feelings of anxiety or sadness		0=no		Feb 2018-Present

						1=yes		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		psad2		BFS question - did Veteran get help from team with anxiety or sadness		0=never		Feb 2018-Present

						1=sometimes		Feb 2018-Present

						2=usually		Feb 2018-Present

						3=always		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		phelp		BFS question - how often did Veteran get help from team as soon as you needed it		0=never		Feb 2018-Present

						1=sometimes		Feb 2018-Present

						2=usually		Feb 2018-Present

						3=always		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pholiday1		BFS question - contact the team on evenings, weekends, or holidays		0=no		Feb 2018-Present

						1=yes		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pholiday2		BFS question - how often did Veteran get help from team during evenings, weekends, or holidays		0=never		Feb 2018-Present

						1=sometimes		Feb 2018-Present

						2=usually		Feb 2018-Present

						3=always		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pexplain		BFS question - how often did team explain things in an easy way to understand		0=never		Feb 2018-Present

						1=sometimes		Feb 2018-Present

						2=usually		Feb 2018-Present

						3=always		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pcare		BFS question - how often did team really care about Veteran		0=never		Feb 2018-Present

						1=sometimes		Feb 2018-Present

						2=usually		Feb 2018-Present

						3=always		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pconfuse		BFS question - how often did team give confusing or contradictory information		0=never		Feb 2018-Present

						1=sometimes		Feb 2018-Present

						2=usually		Feb 2018-Present

						3=always		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pinfo		BFS question - how often did team give as much information as wanted while Veteran was dying		0=no		Feb 2018-Present

						1=yes, somewhat		Feb 2018-Present

						2=yes, definitely		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pteam		BFS question - how often did team work together		0=never		Feb 2018-Present

						1=sometimes		Feb 2018-Present

						2=usually		Feb 2018-Present

						3=always		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pbenefits		BFS question - survivor, burial and memorial benefits		0=no		Feb 2018-Present

						1=yes, somewhat		Feb 2018-Present

						2=yes, definitely		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		pfuneral		BFS question - funeral benefits		0=no		Feb 2018-Present

						1=yes, somewhat		Feb 2018-Present

						2=yes, definitely		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		poverall		BFS question - overall score		0=worst care possible		Feb 2018-Present

						1		Feb 2018-Present

						2		Feb 2018-Present

						3		Feb 2018-Present

						4		Feb 2018-Present

						5		Feb 2018-Present

						6		Feb 2018-Present

						7		Feb 2018-Present

						8		Feb 2018-Present

						9		Feb 2018-Present

						10=best care possible		Feb 2018-Present

						555=did not answer		Q4FY08-present

						666=refused to answer		Q4FY08-present

						777=not asked/not answered		Q4FY08-present

		page		BFS question - age of respondent		1=18-24 years		Feb 2018-Present

						2=25-34 years		Feb 2018-Present

						3=35-44 years		Feb 2018-Present

						4=45-54 years		Feb 2018-Present

						5=55-64 years		Feb 2018-Present

						6=65-74 years		Feb 2018-Present

						7=75-84 years		Feb 2018-Present

						8=85 or older		Feb 2018-Present

						99=Prefer not to answer		Feb 2018-Present

		pedu		BFS question - highest education level of respondent		1=8th grade or less		Feb 2018-Present

						2=Some high school, but did not graduate		Feb 2018-Present

						3=High school graduate or GED		Feb 2018-Present

						4=Some college or 2-year degree		Feb 2018-Present

						5=4-year college graduate		Feb 2018-Present

						6=More than 4-year degree		Feb 2018-Present

						99=Prefer not to answer		Feb 2018-Present

		plang		BFS question - primary language spoken at home for respondent		1=English		Feb 2018-Present

						2=Spanish		Feb 2018-Present

						3=Other language____		Feb 2018-Present

						99=Prefer not to answer		Feb 2018-Present

		plangother		BFS question - write-in for language of respondent				Feb 2018-Present

		pgen		BFS question - gender of respondent		Male=1		Feb 2018-Present

						Female=0		Feb 2018-Present

						Other/prefer not to answer=99		Feb 2018-Present





FATE Variables

		Variable name		Definition and coding

		DTNORSPND		Last date of contact attempt

		CHSITE		Site of participation

		Contact with the VA in the last month of life.  All should have one contact.		This question can be found in the notes, especially at the top of the note, which lists the bed section of the hospital (ex: HOSPICE, 3SW, CLINIC, etc.).  This question will never be left blank because it is a requirement for a letter to be sent to a potential participant.

		CLIN		Clinic visit - If the patient is an inpatient and makes a trip to a clinic, it should NOT be circled.  For example, an inpatient hospice patient needs to go to the clinic for new teeth.  However, a visit to a clinic as an outpatient should be circled.

		ADMIT		Inpatient admission

		ER		ER visit (urgent care)

		NURS		Nursing home stay

		HOME		Home visit- If a healthcare provider goes off site to visit a patient, either at their home or at a nursing home, and then writes a note about it, circle yes here.

				Only circle ‘home visit’ if the person who made the home visit also wrote the note.  If a nurse or hospice provider visited the home and called in the note, then circle ‘phone call from healthcare provider’, not ‘home visit’.

		PHAR		Pharmacy visit - In person visits to the pharmacy by patient or family member

		CALLP		Phone call from patient

		CALLO		Phone call from other person

		CALLS		Specify other person

				If 3CALLO=0, 3CALLS=0

		CAHCPH		Phone call from healthcare provider (hospice)

		CAHCPO		Phone call from healthcare provider (other than hospice)

		VISVAP		Other visit to VA by patient

		VISVAS		Specify other place

				If 3VISVAP=0, 3VISVAS=0

		VISOTH		Other visit to VA by other person

		VISWHO		Specify other person

				If 3VISOTH=0, 3VISWHO=0

		VISWHE		Specify other place

				If 3VISWHO=0, 3VISWHE=0

		OTHER		Other

		OTHSP		Specify other

				If 3OTHER=0, 3OTHSP=0

		Type of hospice care received?		Where Hospice Care Was Received

				If veteran was referred or transferred to a hospice site for <24 hours, still mark the site as ‘Yes’ for received hospice care.

				Options:

				No…0/ Yes…1/ Don’t Know…99

		HOMEH		Home hospice N.O.S.

				Care received from either VA or Non-VA home hospice

		VAINH		VA inpatient hospice unit

				Care in an inpatient VA hospice or palliative care unit

		VANSH		VA nursing home hospice

				Hospice received while inpatient at a VA nursing home

		VAGENH		VA general inpatient hospice care

				Hospice received while inpatient on a general or ICU ward at a VA hospital. If patient was inpatient in a general or ICU ward, but received a palliative care team visit AND had an enrollment note for hospice, VAINC = yes. Just getting notes & visits from palliative care does NOT mean VAINC should = yes.

		NVAINH		Non-VA inpatient hospice unit

				Care in an inpatient non-VA hospice or palliative care unit.

				Only mark ‘No’ if you know for sure that the vet was not in a Non-VA inpatient hospice unit.  If you have any uncertainty at all, mark ‘99’.  (Down the line, data-wise, it won’t be necessary to differentiate the 0’s and the 99’s.)

		NVANSH		Non-VA nursing home hospice

		NVAGENH		Non-VA general inpatient hospice care

		Number of known days in hospice care in last month		Number of days of hospice care in the month prior to date of death.

				Count days starting from date referred.  If there is no date referred, count from first hospice note in last month.

				If veteran was referred or transferred to a hospice site for <24 hours, enter ‘.5’ for that day.

				If referral date is after date of inpatient hospice unit admission, count from date of admission.

				Use 31 as the standard for a complete month;  i.e., if the patient was in hospice the whole last month of his/her life, write 31 regardless of the actual number of days in that month.

				If you cannot account for every day in hospice, then enter the number in the table for those days and sites of hospice care you definitely do know, and circle ‘don’t know’ for every other site of hospice care.

		NUMHOS		Number of days that we know the veteran received hospice care

				If there are days unaccounted for, enter the total number that we know.

				If NUMHOS=0, enter 0s for the rest of the table.

		HOMEH1		Home hospice NOS

				Number of days of home hospice, both VA and non-VA

		VAINH1		VA inpatient hospice unit

				Number of days in an inpatient VA hosipce or palliative care unit

		VANSH1		VA nursing home hospice

				Number of days of hospice received while inpatient at a VA nursing home

		VAGENH1		VA general inpatient hospice care

				Number of days of hospice received while inpatient on a general or ICU ward at a VA hospital

		NVAINH1		Non-VA inpatient hospice unit

				Number of days in an inpatient non-VA hosipce or palliative care unit

		NVANSH1		Non-VA nursing home hospice

				Number of days of hospice received while inpatient at a Non-VA nursing home

		NVAGENH1		Non-VA general inpatient hospice care

				Number of days of hospice received while inpatient on a general or ICU ward at a Non-VA hospital

		DIA		Diabetes

		PVD		Peripheral Vascular Disease

		DEP		Depression

		Places the patient spent time in during the last month of life.		Includes any overnight stays, plus any amount of time in an ER.

				If inpatient at VA, this can be found in the notes, especially at the top of the note, which lists the bed section of the hospital (ex: HOSPICE, 3SW, CLINIC, etc.).  If the patient did not receive care in the VA, this question can be difficult to find.

				If you do not know where the patient was during each of the last 30 days of life, then code where you do know, and code ‘don’t know’ for the rest of the time.

				If you do not know where that patient was on any day in the last month, circle ‘yes’ for DNTKW  and ‘no’ for all other responses.

				The choices ‘patient’s own home’, ‘surrogate’s home’, and ‘Home N.O.S.’ should be circled if the patient spent any time in these places in the last month of life.  The patient does not need to have received care in the home, but they must have been in the home.

				Options:  No…0/ Yes…1

		VAICU		VA hospital ICU unit

		NOICU		Non-VA hospital ICU unit

		VAHOS		VA hospital (not ICU or ER)

				Circle ‘VA hospital (not ICU or ER)’ if the patient was admitted to a general inpatient ward.

		NOHOS		Non-VA hospital (not ICU or ER)

				Circle ‘Non-VA hospital (not ICU or ER)’ if the patient was admitted to a general inpatient ward.

		VANOS		VA Hospital, NOS

				Circle ‘VA Hospital, NOS’ if you know patient was in the VAhospital, but you do not know where.

		NONOS		Non-VA Hospital, NOS

				Circle ‘Non-VA Hospital, NOS’ if you know patient was in a Non-VA hospital, but you do not know where.

		VANUR		VA nursing home or other long-term care

		NONUR		Non-VA nursing home or other long-term care

		VAER		VA hospital ER

		NOER		Non-VA hospital ER

		PTHOM		Patient’s own home

		SRHOM		Surrogate’s home

				Refers to friend’s or family’s home.

		HOMNOS		Home N.O.S.

				Refers to a home but the notes are not specific enough to know exactly whose/what kind of home

		OTH		Other

				Refers to a homeless shelter or other overnight stays not listed

		OTHS		Specify other place

				Write in other places vet stayed overnight.

		VAHPC		VA inpatient hospice

		NOHPC		Non-VA inpatient hospice

		DNTKW		Don’t know where spent time

		Treatment during last month of life (VA facilities only):		Dialysis

		DIAL		Options: No…0/ Yes…1/ 99

				If patient receives inpatient VA care, but does not get dialysis, DIAL=0.

				If patient goes to a VA clinic, but does not get dialysis, DIAL=0.

				If patient does NOT receive inpatient VA care AND does not go to a clinic, DIAL=99

		VENT		Ventilation

				If patient receives inpatient VA care, but does not get ventilation, VENT=0.  If patient does NOT receive inpatient VA care, VENT=99.

				The terms ‘intubated’ and ‘life support’ both count as ventilation.  The term ‘CPAP’ does not.

		Number of known transfers in last month of life:		The number of times we know a patient was transferred in between sites of care, including home.   CTRAN includes only overnight stays.  Do not include visits to the ER which did not result in an admission.

		CTRAN

				Enter the number of known transfers in the last month of life.    Then enter the ‘From’ sites in the A column and the ‘To’ sites in the B columns, going chronologically.  If there is a site that you’re not sure of, but you know a transfer took place, enter 99 for that site.

				Only enter ‘0’ if you can account for every day in the last month of the vet’s life.  If you can, and there were no transfers, enter 0 for CTRAN and 0 for all TRANS variables.

				If there are no transfers listed, but you cannot account for every day in the last month of the vet’s life, enter 99 for CTRAN and 0 for all TRANS variables.

				Transfers can be found in the notes, although tracking the path of a patient during the last month of life is extremely difficult. There tend to be holes in the notes, especially if the patient was not treated in the VA the whole time.

				A good place to look for transfer information is in the notes titled ‘transfers’ ‘social work notes’ and ‘discharge’.  You can also look at the top of the note, which lists the bed section of the hospital.  For inpatients, look at ‘Admissions/discharges,’ and at ‘transfers’.

				If the patient is an inpatient, clinic visits are not considered transfers.

				Transfers from different areas at the same level of care in a hospital (ie, excluding ICU, ER, and inpatient hospice) should NOT be noted as a transfer.  For example, if a patient has a room to room transfer,  it should not be considered a transfer.

		Where were they transferred in last month of life?		VA hospital ICU unit …1  Surrogate’s home… 10

				Non-VA hospital ICU unit... 2  Home N.O.S. …11

				VA hospital (not ICU or ER)… 3  Other overnight stay…  12

				Non-VA hospital (not ICU or ER)…4  VA inpatient hospice… 13

				VA nursing home or other long-term care… 5  Non-VA inpatient hospice… 14

				Non-VA nursing home or other long-term care… 6 VA hospital N.O.S. ….15

				VA hospital ER…  7  Non-VA hospital N.O.S.... 16

				Non-VA hospital ER … 8  Don’t know site of death… 99

				Patient’s own home …9

				‘Surrogate’s home’ refers to friend’s or family’s home.

				‘Home N.O.S.’ refers to home but you are not sure whose/what kind of home.

				‘Other overnight stay’ refers to a homeless shelter or other housing not listed. Only specify on the hard copy.  Do not enter in the database.

		TRANS1A/ TRANS1B		First transfer  - enter 0 for unused TRANS variables.

		TRANS2A/ TRANS2B		Second transfer - enter 0 for unused TRANS variables.

		TRANS3A/ TRANS3B		Third transfer - enter 0 for unused TRANS variables.

		TRANS4A/ TRANS4B		Fourth transfer - enter 0 for unused TRANS variables.

		TRANS5A/ TRANS5B		Fifth transfer - enter 0 for unused TRANS variables.

		TRANS6A/ TRANS6B		Sixth transfer - enter 0 for unused TRANS variables.

		TRANS7A/ TRANS7B		Seventh transfer - enter 0 for unused TRANS variables.

		TRANS8A/ TRANS8B		Eighth transfer - enter 0 for unused TRANS variables.

		Did patient have any VA inpatient meds in last month of life?		Any inpatient medications received at the VA in the last month of life.

		INMEDS

				A list of medications can be found in the notes, under ‘orders’, and under ‘meds.’ Inpatient meds can also be found in ‘Med Admin History’ in the ‘Reports’ tab.

				Options:  No…0/ Yes…1

				If the patient did not receive any meds, answer ‘INMEDS’ with ‘no’, then  enter ‘0’ for all pain med categories.

				If the patient had non-pain meds in the last month of life, circle ‘yes’ for INMEDS and enter ‘0’ for all pain med categories.

		Number of pain meds in each group:		If patient did not have any meds in a certain med category, put a ‘0’ in that category.  Put the number of meds in each category if they did receive meds in that particular category.

		INMED1		number of inpt meds in category 1

		INMED2		number of inpt meds in category 2

		INMED3		number of inpt meds in category 3

		INMED4		number of inpt meds in category 4

		INMED5		number of inpt meds in category 5

		INMED6		number of inpt meds in category 6

		Did patient have any VA outpatient meds in last month?

		OUTMEDS		Outpatient meds can be found in ‘Outpatient RX profile.’

				Options:  No…0/ Yes…1

				Question: For outpatient meds, are we only including those which have been close enough to the date of death that they might have been taken w/in 1 month of the date of death? E.g., prescription filled 10/19, 30 for 30 days.  Pt dies 11/30.  Rx was not filled in last month, but meds from that Rx would have been taken in the last month.  Do we count it?

				If the patient did not receive any meds, answer ‘OUTMED with ‘no’, then  leave the rest of the section blank.

				If the patient had non-pain meds in the last month of life, circle ‘yes’ for OUTMEDS and circle ‘no’ for all pain med categories.

		Number of pain meds in each group:		If patient did not have any meds in a certain med category, put a ‘0’ in that category.  Put the number of meds in each category if they did receive meds in that particular category.

		OUTMED1		number of outpt meds in category 1

		OUTMED2		number of outpt meds in category 2

		OUTMED3		number of outpt meds in category 3

		OUTMED4		number of outpt meds in category 4

		OUTMED5		number of outpt meds in category 5

		OUTMED6		number of outpt meds in category 6

		Variable Name		Drug Name		No		PO		IV/		PO & IV/SC		TD		TD & IV/SC

										SC

		COD		Codeine		0		1		2		3		-		-

		FENT		Fentanyl		0		1		2		3		4		5

		HYDROC		Hydrocodone		0		1		2		3		-		-

		HYDROM		Hydromorphone		0		1		2		3		-		-

		MEPER		Meperidine		0		1		2		3		-		-

		METH		Methadone		0		1		2		3		-		-

		MORPH		Morphine		0		1		2		3		-		-

		OXY		Oxycodone		0		1		2		3		-		-

		PROPOX		Propoxyphene		0		1		2		3		-		-





FATE Medications

		If the patient took pain meds as both an inpatient and outpatient, make sure you specify which next to each med.

		Med		Med #		Med		Med #

		Acetaminophen		1		Morphine Sulfate		3

		Analgesic Ointment		5		MS Contin		4

		Capsaicin		5		MSIR		3

		Celebrex		1		Nabumetone		1

		Codeine		2		Naproxen		1

		Darvocet		2		Neurontin		6

		Darvon		2		Oramorph		3

		Demerol		3		Oxaprozin		1

		Diclofenac		1		Oxycodone		3

		Dilaudid		3		Oxycontin		4

		Duragesic Patch		4		Oxyfast		3

		Endocet		2		Oxyir		3

		Etodolac		1		Percocet		2

		Fentanyl Patch/Citrate		4		Propoxyphene		2

		Flexeril		6		Relafen		1

		Gabapentin		6		Roxanol		3

		Hydrocodone		2		Roxycontin		4

		Hydromorphone		3		Talwin Pentazocine		2

		Ibuprofen		1		Tramadol		2

		Kadian		4		Tylenol		1

		Lidocaine		5		Tylenol w/ Codeine		2

		Lidoderm		5		Ultracet		1

		Lorcet		2		Ultram		2

		Meperidine		3		Vicodin		2

		Methadone		4		Vioxx		1
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