BEACON

CHART abstraction Form

(Last 7 days)

11-29-05












Audit date _______
1.  Name

«PATIENT»
2.  #SSN

«SSN»
3.  Admission Date 
«ADMIT_DATE»
4.  Discharge Date 
«DISCHARGE_DATE»
                                   TIME OF DEATH:_______________
5. Terminal Condition:

 FORMCHECKBOX 
 Cancer

 FORMCHECKBOX 
 Dementia

 FORMCHECKBOX 
 Lung disease (COPD)
 FORMCHECKBOX 
 Heart disease

 FORMCHECKBOX 
 Kidney disease
 FORMCHECKBOX 
 Liver disease
 FORMCHECKBOX 
 Brain (stroke, neurological)

 FORMCHECKBOX 
 HIV

 FORMCHECKBOX 
 Acute illness 
Specify: ____________
 FORMCHECKBOX 
 Unexpected/None
Specify: ____________
6.   Locations of care in hospital?

7.  Location of death in hospital?
(Check all that apply)



(Check only one)


       FORMCHECKBOX 
  ER/Urgent Care


      FORMCHECKBOX 
  ER/Urgent Care
       FORMCHECKBOX 
  CCU/ MICU



      FORMCHECKBOX 
  CCU/ MICU        
       FORMCHECKBOX 
  General Medicine


      FORMCHECKBOX 
  General Medicine         
       FORMCHECKBOX 
  SICU/ CVICU


      FORMCHECKBOX 
  SICU/ CVICU

       FORMCHECKBOX 
  Surgery



      FORMCHECKBOX 
  Surgery

       FORMCHECKBOX 
  Nursing Home


      FORMCHECKBOX 
  
Nursing Home


       FORMCHECKBOX 
  Palliative Care Unit
         

      FORMCHECKBOX 
  
Palliative Care Unit

       FORMCHECKBOX 
  Other


   

      FORMCHECKBOX 
  Other

8.  Was the Comfort Care Order Set initiated for the patient?


 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No   

9. Was symptom assessment or care plan (by nursing/physician) documented in the last 7 days of life?

(in all notes or nursing care plans)





Non-Palliative
Nursing/ Physician Notes


Notes from Palliative Care



            Symptom




Symptom 

Present?





Present?
Symptom




 Care Plan?     




Care Plan?        
Pain

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed     
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

Dyspnea

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed            FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed 
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


Cough/Secretions
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed            FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

Asthenia

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed 
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

Anorexia

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed            FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed   
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

Nausea/Vomiting
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed            FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed 
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

Constipation
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed            FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed  
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

Skin Integrity
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed            FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed 
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

Continence
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed            FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed    
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

Delirium/agitation
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed            FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed 
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

Depression
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed            FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed    
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

Anxiety

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed            FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed    
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

Insomnia

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed            FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Not Assessed    
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

10.
Was an Advance Directive Documented?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

11.
Was a DNR order written?

 FORMCHECKBOX 
  Yes  

 FORMCHECKBOX 
  No

12.
If yes, when was the DNR order written relative to the time the patient died?

 FORMCHECKBOX 
  Within 24 hours

 FORMCHECKBOX 
  1 – 2 days

 
 FORMCHECKBOX 
  3 – 7 days


 FORMCHECKBOX 
  More than 7 days

13.
Was an attempt made to do resuscitation at the time of death?

 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

14.
Number of admissions to VA hospital in the 12 months prior to death? ______


Number of VA ER (urgent care) visits in the 12 months prior to death?   _____

15.
Was a palliative care consult or note generated during the terminal admission?

 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

16.
If yes, how many days before death was the consult made?  __________

17. 
Was home hospice care offered?
 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

18. Pain Scores: (Excludes pain score 12 hours after admission)

Average pain score in last 24 hours of life_________.(collect all scores and average per computer program)
19. Was an opioid included in the medicine orders at the time of death?
 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

20. When was an opioid ordered?
 FORMCHECKBOX 
Never

 FORMCHECKBOX 
0-48 hours prior to death


 FORMCHECKBOX 
49 hours -7 days prior to death


 FORMCHECKBOX 
Both
21. When was opioid medication given?  

 FORMCHECKBOX 
Never

 FORMCHECKBOX 
0-48 hours prior to death

 FORMCHECKBOX 
49 hours -7 days prior to death

 FORMCHECKBOX 
Both

22. How much pain medicine was given in the last 24 hours of life?
	
	Medication
	
	Route
	Total Dose per route
	
	Dose Conversion
	

	
	morphine
	
	PO
	
	
	
	

	
	
	
	
	
	
	
	

	
	morphine
	
	IV
	
	
	
	

	
	morphine
	
	SQ
	
	
	
	

	
	morphine
	
	SL
	
	
	
	

	
	hydromorphone
	
	PO
	
	
	
	

	
	
	
	
	
	
	
	

	
	hydromorphone
	
	IV
	
	
	
	

	
	hydromorphone
	
	IM
	
	
	
	

	
	
	
	
	
	
	
	

	
	hydromorphone
	
	SQ
	
	
	
	

	
	oxycodone
	
	PO
	
	
	
	

	
	codeine
	
	PO
	
	
	
	

	
	methadone
	
	PO
	
	
	
	

	
	meperidine
	
	PO
	
	
	
	

	
	
	
	
	
	
	
	

	
	meperidine
	
	IV
	
	
	
	

	
	meperidine
	
	SQ
	
	
	
	

	
	meperidine
	
	IM
	
	
	
	

	
	fentanyl
	
	PATCH
	
	
	
	


23. Was a corticosteroid included in the medicine orders at the time of death?
 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

24. When was a corticosteroid ordered?
 FORMCHECKBOX 
Never

 FORMCHECKBOX 
0-48 hours prior to death


 FORMCHECKBOX 
49 hours-7 days prior to death


 FORMCHECKBOX 
Both

25. When was a corticosteroid given?
 FORMCHECKBOX 
Never


 FORMCHECKBOX 
0-48 hours prior to death


 FORMCHECKBOX 
49 hours-7 days prior to death


 FORMCHECKBOX 
Both

26. How much corticosteroid was administered in the last 24 hours of life?
	Medication



	Route

	Total Dose per Route

	
	
	

	Hydrocortisone


	PO
	

	Hydrocortisone

	IV
	

	Hydrocortisone

	IM
	

	
	
	

	Dexamethasone

	PO
	

	Dexamethasone

	IV
	

	Dexamethasone

	SQ
	

	
	
	

	Methylprednisolone

	IV
	

	
	
	

	Prednisone


	PP
	


27. Was a major tranquilizer ordered at the time of death?

 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

28. When was a major tranquilizer ordered?

 FORMCHECKBOX 
Never


 FORMCHECKBOX 
0-48 hours prior to death


 FORMCHECKBOX 
49 hours-7 days prior to death


 FORMCHECKBOX 
Both

29. When was a major tranquilizer given?

 FORMCHECKBOX 
Never


 FORMCHECKBOX 
0-48 hours prior to death


 FORMCHECKBOX 
49 hours-7 days prior to death


 FORMCHECKBOX 
Both

30. How much major tranquilizer was given in the last 24 hours of life?
	Medication
	Route
	Total Dose per Route

	
	
	

	Haloperidol

	IM
	

	Haloperidol
	SQ
	

	Haloperidol
	PR
	

	Thorazine
	PO
	

	Thorazine
	PR
	

	Respirodone
	PO
	

	Quietapine

	PO
	

	Zyprexa
	PO
	

	Zyprexa
	IM
	


28. Was a benzodiazepine medication ordered at the time of death?

 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

29. When was a benzodiazepine ordered?

 FORMCHECKBOX 
Never


 FORMCHECKBOX 
0-48 hours prior to death


 FORMCHECKBOX 
49 hours-7 days prior to death


 FORMCHECKBOX 
Both

30. When was a benzodiazepine given?

 FORMCHECKBOX 
Never


 FORMCHECKBOX 
0-48 hours prior to death


 FORMCHECKBOX 
49 hours-7 days prior to death


 FORMCHECKBOX 
Both

31 How much benzodiazepine was given in the last 24 hours of life?

	Medication



	Route

	Total Dose per Route

	
	
	

	Lorazepam


	PO
	

	Lorazepam


	IV
	

	Lorazepam


	SQ
	

	
	
	

	
	
	

	Diazepam


	PO
	

	Diazepam


	IV
	

	
	
	

	Clonazepam


	PO
	

	
	
	

	Midazolam


	PO
	

	Midazolam


	IV
	

	Midazolam


	IM
	

	Midazolam


	SQ
	

	
	
	

	Oxazepam


	PO
	

	
	
	

	Alprazolam


	PO
	

	
	
	

	
	
	


32. Was a medication for death rattle ordered for this patient?

 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

32a.
If yes, which of the following was ordered?

 FORMCHECKBOX 
  Scopolamine


 FORMCHECKBOX 
  Atropine drops

33. Was mouth care ordered?
 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

34.  Inappropriate medications:

	Medication 

 
	Active Order Last 24 hours of life?



	Heparin (subq)
	⁭Yes  ⁭No

	Ferrous Sulfate
	⁭Yes  ⁭No

	Multivitamins
	⁭Yes  ⁭No

	Simvastatin
	⁭Yes  ⁭No

	Calcium Tablets
	⁭Yes  ⁭No

	Glyburide
	⁭Yes  ⁭No

	Propoxyphene
	⁭Yes  ⁭No

	Diphenhydramine
	⁭Yes  ⁭No

	Metformin
	⁭Yes  ⁭No

	Donepezil
	⁭Yes  ⁭No

	Clopidogrel
	⁭Yes  ⁭No 


35. Was the patient in physical restraints at the time of death? (at the moment of death)
 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

35a.
If yes, type of restraint

 FORMCHECKBOX 
  2 point


 FORMCHECKBOX 
  4 point


 FORMCHECKBOX 
  Vest restraint

36. Was the patient in sequential compression devices (SCD) at the time of death?

 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

37. Was the “family” present with the patient at the time of death? (includes all nonstaff friends, significant other, partner, someone from personal life)
 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No


 FORMCHECKBOX 
  Unable to determine
38. Did the patient have a NG tube at the time of death? 

 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
   No

29a.
If yes, how many days was the NG tube in place?
_____ (0 to 7 days)

39. Did the patient have IVF infusing at the time of death?

 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

37a.     if yes, how many days had it been infusing?   _____ (0 to 7 days)
40. Is there a note from pastoral care services in the 7 days prior to death?

 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

41. Was this a sudden death?

 FORMCHECKBOX 
  Yes


 FORMCHECKBOX 
  No

41a. If yes, specify cause/circumstances of the sudden death.
1
9

