NCDR'  pata pi

Coder’s
ctionary v2.4.2

A. Demographics

Seq. #: 2000 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Last Name

Indicate the patient's last name. Hyphenated names should be recorded with a hyphen.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
The value on arrival at this facility

(none)

(none)

Seq. #: 2010 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

First Name

Indicate the patient's first name.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
The value on arrival at this facility

(none)

(none)

Seq. #: 2020 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Middle Name

Indicate the patient's middle name.

Note(s):

It is acceptable to specify the patient's middle initial.

If the patient does not have a middle name, leave field blank.

If the patient has multiple middle names, enter all of the middle names sequentially.
The value on arrival at this facility

(none)

(none)

Seq. #: 2030 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions

SSN

Indicate the patient's United States Social Security Number (SSN).

Note(s):

If the patient does not have a US Social Security Number (SSN), leave blank and check 'SSN N/A'.
The value on arrival at this facility

(none)

* (none)
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NCDR'  pata pi

Coder’s
ctionary v2.4.2

A. Demographics

Seq. #: 2031 Name

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

: SSN N/A

Indicate if the patient does not have a United States Social Security Number.

The value on arrival at this facility

Selection Text Definition

No

Yes

(none)

Seq. #: 2040 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

NCDR Patient ID

Indicate the number created and automatically inserted by the software that uniquely identifies this patient.

Note(s):

Once assigned to a patient at the participating facility, this number will never be changed or reassigned to a different patient. If the

patient returns to the same participating facility or for followup, they will receive this same unique patient identifier.

The value on arrival at this facility

(none)

(none)

Seq. #: 2045 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Other ID

An optional patient identifier, such as Medical Record Number, that can be associated with the patient.
Note(s):
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.

N/A

(none)

(none)

Seq. #: 2050 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions

Birth Date

Indicate the patient's date of birth.
Note(s):
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.

The value on arrival at this facility

(none)

* (none)
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NCDR'  pata pi

Coder’s
ctionary v2.4.2

A. Demographics

Seq. #: 2060 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Sex

Indicate the patient's sex at birth.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
The value on arrival at this facility

Selection Text Definition

Male

Female

(none)

Seq. #: 2070 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Race - White

Indicate if the patient is White.

Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
The value on arrival at this facility

Selection Text Definition

No
Yes
White (race):

Having origins in any of the original peoples of Europe, the Middle East, or North Africa.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity

Seq. #: 2071 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Race - Black or African American

Indicate if the patient is Black or African American.

Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
The value on arrival at this facility

Selection Text Definition

No

Yes

Black/African American (race):

Having origins in any of the black racial groups of Africa. Terms such as "Haitian" or "Negro" can be used in addition to "Black or
African American."

Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity
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. Coder’s . .
NCDR' - pata Dictionary v2.4.2 ACTION Registry

A. Demographics

Seq. #: 2072 Name: Race - Asian

Coding Instructions: Indicate if the patient is Asian.
Note(s):
If the patient has multiple race origins, specify them using the other race selections in addition to this one.
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
Target Value: The value on arrival at this facility

Selections: Selection Text Definition

No
Yes
Supporting Definitions: Asian (race):

Having origins in any of the original peoples of the Far East, Southeast Asia, or the Indian subcontinent including, for example,
Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand, and Vietnam.

Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity

Seq. #: 2073 Name: Race - American Indian or Alaskan Native

Coding Instructions: Indicate if the patient is American Indian or Alaskan Native.
Note(s):
If the patient has multiple race origins, specify them using the other race selections in addition to this one.
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
Target Value: The value on arrival at this facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: American Indian or Alaskan Native (race):

Having origins in any of the original peoples of North and South America (including Central America), and who maintains tribal
affiliation or community attachment.

Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity

Effective for Patient Discharges January 01, 2015
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. Coder’s . .
NCDR Data Di ACTION Reglstr y

ctionary v2.4.2

A. Demographics

Seq. #: 2074 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Race - Native Hawaiian or Pacific Islander

Indicate if the patient is Native Hawaiian or Pacific Islander.

Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
The value on arrival at this facility

Selection Text Definition

No

Yes

Native Hawaiian or Pacific Islander (race):

Having origins in any of the original peoples of Hawaii, Guam, Samoa, or other Pacific Islands.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity

Seq. #: 2076 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Hispanic or Latino Ethnicity

Indicate if the patient is of Hispanic or Latino ethnicity as determined by the patient/family.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
The value on arrival at this facility

Selection Text Definition

No

Yes

Hispanic or Latino Ethnicity:

A person of Cuban, Mexican, Puerto Rican, Cuban, South or Central American, or other Spanish culture or origin, regardless of
race. The term, "Spanish origin," can be used in addition to "Hispanic or Latino."

Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity

Effective for Patient Discharges January 01, 2015
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NCDR'  pata pi

Coder’s
ctionary v2.4.2

Seq. #: 2080 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Race - Asian-Indian

Indicate if the patient is Asian - Indian as determined by the patient/family.

Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.
The value on arrival at this facility

Selection Text Definition

No

Yes

Asian-Indian:

Having origins in any of the original peoples of India.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity

Seq. #: 2081 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Race - Chinese

Indicate if the patient is Chinese as determined by the patient/family.
Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.

The value on arrival at this facility

Selection Text Definition

No

Yes

Asian - Chinese:

Having origins in any of the original peoples of China.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity

Seq. #: 2082 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Race - Filipino

Indicate if the patient is Filipino as determined by the patient/family.
Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.

The value on arrival at this facility

Selection Text Definition

No
Yes
Asian - Filipino:

Having origins in any of the original peoples of the Philippines.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity
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NCDR'  pata pi

Coder’s
ctionary v2.4.2

Seq. #: 2083 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Race - Japanese

Indicate if the patient is Japanese as determined by the patient/family.
Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.

The value on arrival at this facility

Selection Text Definition

No

Yes

Asian - Japanese:

Having origins in any of the original peoples of Japan.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity

Seq. #: 2084 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Race - Korean

Indicate if the patient is Korean as determined by the patient/family.
Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.

The value on arrival at this facility

Selection Text Definition

No

Yes

Asian - Korean :

Having origins in any of the original peoples of Korea.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity

Seq. #: 2085 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Race - Viethamese

Indicate if the patient is Vietnamese as determined by the patient/family.
Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.

The value on arrival at this facility

Selection Text Definition

No

Yes

Asian - Viethnamese:

Having origins in any of the original peoples of Viet Nam.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity
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NCDR'  pata pi

Coder’s
ctionary v2.4.2

Seq. #: 2086 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Race - Other Asian

Indicate if the patient is of Other Asian descent as determined by the patient/family.
Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.

The value on arrival at this facility

Selection Text Definition

No

Yes

Asian - Other Asian:

Having origins in any of the original peoples elsewhere in Asia.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity

Seq. #: 2090 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Race - Native Hawaiian

Indicate if the patient is Native Hawaiian or Pacific Islander as determined by the patient/family.
Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.

The value on arrival at this facility

Selection Text Definition

No

Yes

Native Hawaiian/Pacific Islander - Native Hawaiian:

Having origins in any of the original peoples of the islands of Hawaii.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity

Seq. #: 2091 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Race - Guamanian or Chamorro

Indicate if the patient is Guamanian or Chamorro as determined by the patient/family.
Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.

The value on arrival at this facility

Selection Text Definition

No

Yes

Native Hawaiian/Pacific Islander - Guamanian or Chamorro:

Having origins in any of the original peoples of the Mariana Islands or the island of Guam.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity
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NCDR'  pata pi

Coder’s
ctionary v2.4.2

Seq. #: 2092 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Race - Samoan

Indicate if the patient is Samoan as determined by the patient/family.

Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.
The value on arrival at this facility

Selection Text Definition

No

Yes

Native Hawaiian/Pacific Islander - Samoan:

Having origins in any of the original peoples of the island of the Somoa.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity

Seq. #: 2093 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Race - Other Pacific Islander

Indicate if the patient is Other Pacific Islander as determined by the patient/family.

Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.
The value on arrival at this facility

Selection Text Definition

No

Yes

Native Hawaiian/Pacific Islander - Other Pacific Island:

Having origins in any of the original peoples of any other island in the Pacific.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity

Seq. #: 2100 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Hispanic Ethnicity Type - Mexican/Mexican American/Chicano

Indicate if the patient is Mexican, Mexican - American, or Chicano as determined by the patient/family.
Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.
The value on arrival at this facility

Selection Text Definition

No

Yes

Hispanic Ethnicity - Mexican/Mexican American/Chicano:

Having origins in any of the original peoples of Mexico.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity
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NCDR'  pata pi

Coder’s
ctionary v2.4.2

Seq. #: 2101 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Hispanic Ethnicity Type - Puerto Rican

Indicate if the patient is Puerto Rican as determined by the patient/family.

Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.
The value on arrival at this facility

Selection Text Definition

No

Yes

Hispanic Ethnicity - Puerto Rican:

Having origins in any of the original peoples of Puerto Rico.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity

Seq. #: 2102 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Hispanic Ethnicity Type - Cuban

Indicate if the patient is Cuban as determined by the patient/family.

Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.
The value on arrival at this facility

Selection Text Definition

No

Yes

Hispanic Ethnicity - Cuban:

Having origins in any of the original peoples of Cuba.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity

Seq. #: 2103 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Hispanic Ethnicity Type - Other Hispanic/Latino/Spanish Origin

Indicate if the patient is another Hispanic, Latino, or Spanish origin as determined by the patient/family.
Note(s):

If the patient has multiple race origins, specify them using the other race selections in addition to this one.
The value on arrival at this facility

Selection Text Definition

No

Yes

Hispanic Ethnicity - Other Hispanic/Latino/Spanish Origin:

Having origins in any of the originals peoples in other Hispanic, Latino or Spanish territories.
Source: U.S. Office of Management and Budget. Classification of Federal Data on Race and Ethnicity
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. Coder’s . .
NCDR' - pata Dictionary v2.4.2 ACTION Registry

A. Demographics

Seq. #: 2500 Name: Auxiliary 1

Coding Instructions: Reserved for future use.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 2501 Name: Auxiliary 2
Coding Instructions: Reserved for future use.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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. Coder’s . .
NCDR' - pata Dictionary v2.4.2 ACTION Registry

Seq. # 3000 Name: Patient Zip Code

Coding Instructions: Indicate the patient's United States Postal Service zip code of their primary residence.
Note(s):
If the patient does not have a U.S. residence, or is homeless, leave blank and check 'Zip Code NA'.
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
Target Value: The value on arrival at this facility

Selections: (none)

Supporting Definitions: (none)

Seq. # 3001 Name: Zip Code N/A

Coding Instructions: Indicate if the patient does not have a United States Postal Service zip code.
Note(s):
This includes patients who do not have a US residence or are homeless.
Target Value: The value on arrival at this facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 3100 Name: Means of Transport to First Facility

Coding Instructions: Indicate the means of transportation to the facility where the patient first received treatment.
Note(s):

Patients that transport from Non-EMS First Medical Center to hospital by medical personnel via wheelchair or stretcher are to be
entered as “Self/Family” transport.

Target Value: N/A

Selections: Selection Text Definition
Self/Family
Ambulance
Mobile ICU Retired effective v2.4.
Air

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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NCDR'  pata pi

Coder’s

ctionary v2.4.2 ACTION Registry

Seq. #: 3105 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

EMS First Medical Contact Date

Indicate the date when the patient was first evaluated by emergency medical services (EMS) prior to arrival at your facility.
Note(s):

Indicate the date of first medical contact only for patients who were transported by ambulance or air.

This is NOT the date of arrival to your facility.

N/A

(none)

(none)

Seq. #: 3106 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

EMS First Medical Contact Time

Indicate the time when the patient was first evaluated by emergency medical services (EMS) prior to arrival at your facility.
Note(s):

Indicate the time of first medical contact only for patients who were transported by ambulance or air.

This is NOT the time of arrival to your facility.

N/A

(none)

(none)

Seq. #: 3107 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

EMS First Medical Contact Time Estimated

Indicate if the EMS first medical contact time was estimated.

N/A

Selection Text Definition

No

Yes

(none)

Seq. #: 3108 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

EMS First Medical Contact Non System Reason For Delay

Indicate if there is a non system reason for the delay when first evaluated by emergency medical services (EMS).

N/A

Selection Text Definition

No

Yes

(none)

© 2007, American College of Cardiology Foundation
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NCDR'  pata pi

Coder’s

ctionary v2.4.2 ACTION Registry

Seq. #: 3110 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Transferred From Outside Facility

Indicate if the patient was transferred directly to your facility within 24 hours after initial presentation to an outside facility.

N/A

Selection Text Definition

No

Yes

(none)

Seq. #: 3111 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Non-EMS First Medical Contact Date

Indicate the date when the patient was first evaluated by a healthcare professional prior to arrival at your facility.
Note(s):

Indicate the date of first medical contact with a medical professional, prior to arrival at your hospital. This is NOT the time of arrival
to your facility. This is NOT the time emergency medical services (EMS) first medical contact.

N/A

(none)

(none)

Seq. #: 3112 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Non-EMS First Medical Contact Time

Indicate the time when the patient was first evaluated by a healthcare professional prior to arrival at your facility.
Note(s):

Indicate the time of first medical contact with a medical professional, prior to arrival at your hospital. This is NOT the time of arrival
to your facility. This is NOT the time emergency medical services (EMS) first medical contact.

N/A

(none)

(none)

Seq. #: 3113 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Non-EMS First Medical Contact Time-Estimated

Indicate if the non EMS first medical contact time is estimated.

The value on arrival at this facility

Selection Text Definition

No

Yes

(none)

© 2007, American College of Cardiology Foundation
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. Coder’s . .
NCDR' - pata Dictionary v2.4.2 ACTION Registry

Seq. #: 3115 Name:

Means of Transfer

Coding Instructions: Indicate the means of transportation from the outside facility to your facility.
Note(s):

Indicate how the patient was moved from the outside facility to your facility-Ambulance or Air

Target Value: The last value between Transfer from Outside Facility and arrival at this facility

Selections:

Supporting Definitions:

Selection Text Definition

Ambulance

Mobile ICU Retired effective v2.4.
Air

(none)

Seq. #: 3120 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Arrival at Outside Facility Date

Indicate the date the patient arrived at the outside facility.

N/A

(none)

(none)

Seq. #: 3121 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Arrival at Outside Facility Time

Indicate the time the patient arrived at the outside facility.

N/A

(none)

(none)

Seq. #: 3122 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Arrival at Outside Facility Time Estimated

Indicate if the time the patient arrived at the outside facility was estimated.

N/A

Selection Text Definition

No

Yes

(none)

© 2007, American College of Cardiology Foundation
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NCDR' - pata Dictionary v2.4.2 ACTION Registry

Seq. #: 3125 Name: Transfer From Outside Facility Date

Coding Instructions: Indicate the date the patient left the outside facility.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 3126 Name: Transfer from Outside Facility Time

Coding Instructions: Indicate the time the patient left the outside facility.
Target Value: N/A
Selections: (none)

Supporting Definitions: (none)

Seq. #: 3127 Name: Transfer From Outside Facility Time Estimated

Coding Instructions: Indicate if the time the patient left the outside facility was estimated.

Target Value: N/A

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 3150 Name: Name of Transferring Facility

Coding Instructions: Indicate the name of the facility from which the patient was transferred.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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. Coder’s . .
NCDR' - pata Dictionary v2.4.2 ACTION Registry

Seq. #: 3151 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Transferring Facility AHA Number

Indicate the American Hospital Association number of the facility from which the patient was transferred.

N/A

(none)

(none)

Seq. #: 3152 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

EMS Dispatch Date

Indicate the date the responding unit was notified by dispatch.

N/A
(none)

EMS Dispatch Date:

The date/time the responding unit was notified by dispatch.
Source: http://nemsis.org/v3/downloads/datasetDictionaries.html

Seq. #: 3153 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

EMS Dispatch Time

Indicate the time the responding unit was notified by dispatch.

N/A
(none)

EMS Dispatch Time:

The date/time the responding unit was notified by dispatch.
Source: http://nemsis.org/v3/downloads/datasetDictionaries.html

Seq. #: 3154 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

EMS Leaving Scene Date

Indicate the date the responding unit left the scene with a patient (started moving).

Note(s):

Indicate the date the responding unit left the scene with a patient (started moving).

N/A

(none)

EMS Leaving Scene Date:

The date/time the responding unit left the scene with a patient (started moving).
Source: http://nemsis.org/v3/downloads/datasetDictionaries.html

Effective for Patient Discharges January 01, 2015
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Seq. #: 3155 Name: EMS Leaving Scene Time

Coding Instructions: Indicate the time the responding unit left the scene with a patient (started moving).

Target Value: N/A
Selections: (none)

Supporting Definitions: EMS Leaving Scene Time:

The date/time the responding unit left the scene with a patient (started moving).
Source: http://nemsis.org/v3/downloads/datasetDictionaries.html

Seq. #: 3156 Name: EMS Agency Number
Coding Instructions: Indicate the emergency medical services agency number.
Target Value: N/A
Selections: (none)

Supporting Definitions: EMS Agency Number:

The state-assigned provider number of the responding agency
Source: http://nemsis.org/v3/downloads/datasetDictionaries.html

Seq. #: 3157 Name: EMS Run Number
Coding Instructions: Indicate the emergency medical services run number.
Target Value: N/A
Selections: (none)

Supporting Definitions: |ncident Number:

The incident number assigned by the 911 Dispatch System.
Source: http://nemsis.org/v3/downloads/datasetDictionaries.html

Seq. #: 3158 Name: Cath Lab Activation Date

Coding Instructions: Indicate the date the Cath Lab was activated.

Target Value: The value on current procedure

Selections: (none)

Supporting Definitions: pestination Team Pre-Arrival Alert or Activation:

Indication that an alert (or activation) was called by EMS to the appropriate destination healthcare facility team. The alert (or
activation) should occur prior to the EMS Unit arrival at the destination with the patient.

Source: http://nemsis.org/v3/downloads/datasetDictionaries.html

Effective for Patient Discharges January 01, 2015
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Seq. #: 3159 Name

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

: Cath Lab Activation Time

Indicate the time the Cath Lab was activated.

The value on current procedure

(none)

Destination Team Pre-Arrival Alert or Activation:

Indication that an alert (or activation) was called by EMS to the appropriate destination healthcare facility team. The alert (or
activation) should occur prior to the EMS Unit arrival at the destination with the patient.

Source: http://nemsis.org/v3/downloads/datasetDictionaries.html

Seq. #: 3200 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Arrival Date

Indicate the date the patient arrived at your facility.
Note(s):
This element is referenced in The Joint Commission AMI Core Measures AMI-1, AMI-7, AMI-7a, AMI-8, AMI-8a

N/A

(none)

(none)

Seq. #: 3201 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Arrival Time

Indicate the time the patient arrived at your facility.
Note(s):

This element is referenced in The Joint Commission AMI Core Measures AMI-7, AMI-7a, AMI-8, AMI-8a

N/A

(none)

(none)

Seq. #: 3210 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions

Admission Date

Indicate the date the patient was admitted as an inpatient to your facility for the current episode of care.
Note(s):
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.

N/A

(none)

* (none)

© 2007, American College of Cardiology Foundation
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Seq. #: 3220 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Location of First Evaluation

Indicate the location the patient was first evaluated at your facility.

Note(s):

Added to the Limited Data Set (ARGL) starting with patients discharged January 1, 2015.
The first value between arrival at this facility and discharge

Selection Text Definition

ED Emergency Departments (ED) include traditional ED
locations, such as ED-based chest pain units, clinics,

and short-stay coronary-care units housed in the ED.

Cath Lab Area where diagnostic cardiac catheterizations or

percutaneous coronary interventions are performed.

Other Locations such as the pre-op or post-op surgical units
or general medicine floor/unit. Also includes intensive
-care unit, coronary-care unit, general cardiac floor,
step-down unit, or a monitored-bed unit that is

physically separate from the ED.

(none)

Seq. #: 3221 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Transferred out of Emergency Department Date

Indicate the date the patient was moved out of the emergency department, either to another location within your facility or to
another acute care center.

Note(s):

Added to the Limited Data Set (ARGL) starting with patients discharged January 1, 2015.

The first value between arrival at this facility and discharge

(none)

(none)

Seq. #: 3222 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Transferred Out of Emergency Department Time

Indicate the time the patient was moved out of the emergency department, either to another location within your facility or to
another acute care center.

Note(s):

Added to the Limited Data Set (ARGL) starting with patients discharged January 1, 2015.

The first value on Transferred Out of Emergency Department Date

(none)

(none)

© 2007, American College of Cardiology Foundation
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Seq. #: 3300 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Insurance Payor - Private Health Insurance

Indicate if the patient's insurance payor(s) included private health insurance.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
The value on arrival at this facility

Selection Text Definition

No

Yes

Private Health Insurance:

Private health insurance is coverage by a health plan provided through an employer or union or purchased by an individual from a
private health insurance company.

Source: U.S. Census Bureau

Seq. #: 3301 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Insurance Payor - Medicare

Indicate if the patient's insurance payor(s) included Medicare.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
The value on arrival at this facility

Selection Text Definition

No

Yes

Medicare:

Medicare is the Federal program which helps pay health care costs for people 65 and older and for certain people under 65 with
long-term disabilities.

Source: U.S. Census Bureau

Effective for Patient Discharges January 01, 2015
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Seq. #: 3302 Name: Insurance Payor - Medicaid

Coding Instructions: Indicate if the patient's insurance payor(s) included Medicaid.
Note(s):
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
Target Value: The value on arrival at this facility

Selections: Selection Text Definition

No
Yes
Supporting Definitions: Medicaid:

Medicaid is a program administered at the state level, which provides medical assistance to the needy. Families with dependent
children, the aged, blind, and disabled who are in financial need are eligible for Medicaid. It may be known by different names in
different states.

Source: U.S. Census Bureau

Seq. #: 3303 Name: Insurance Payor - Military Health Care

Coding Instructions: Indicate if the patient's insurance payor(s) included Military Health Care.
Note(s):
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
Target Value: The value on arrival at this facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: jjlitary Health Care:

Military health care includes TRICARE/CHAMPUS (Civilian Health and Medical Program of the Uniformed Services) and
CHAMPVA (Civilian Health and Medical Program of the Department of Veterans Affairs), as well as care provided by the
Department of Veterans Affairs (VA).

Source: U.S. Census Bureau

Effective for Patient Discharges January 01, 2015
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Seq. #: 3304 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Insurance Payor - State-Specific Plan

Indicate if the patient's insurance payor(s) included a State-specific Plan.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
The value on arrival at this facility

Selection Text Definition

No

Yes

State Specific Plan:

Some states have their own health insurance programs for low-income uninsured individuals. These health plans may be known
by different names in different states.

Source: U.S. Census Bureau

Seq. #: 3305 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Insurance Payor - Indian Health Service

Indicate if the patient's insurance payor(s) included the Indian Health Service.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
The value on arrival at this facility

Selection Text Definition

No

Yes

Indian Health Service:

Indian Health Service (IHS) is a health care program through which the Department of Health and Human Services provides
medical assistance to eligible American Indians at IHS facilities. In addition, the IHS helps pay the cost of selected health care
services provided at non-IHS facilities.

Source: U.S. Census Bureau

Effective for Patient Discharges January 01, 2015
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Seq. #: 3306 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Insurance Payor - Non-US Insurance

Indicate if the patient's insurance payor(s) included any Non-US Insurance.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
The value on arrival at this facility

Selection Text Definition

No

Yes

Non-US Insurance:

Non-US insurance refers to individuals with a payor that does not originate in the United States.
Source: U.S. Census Bureau

Seq. #: 3307 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Insurance Payor - None

Indicate if the patient has no insurance payor(s).

Note(s):

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
The value on arrival at this facility

Selection Text Definition

No

Yes

None:

‘None' refers to individuals with no or limited health insurance thus, the individual is the payor regardless of ability to pay.
Source: U.S. Census Bureau

Seq. #: 3310 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions

Provider Last Name

Indicate the admitting primary provider's last name.
Note(s):

If the name exceeds 50 characters, enter the first 50 letters only.

The value on current admission

(none)

: (none)

© 2007, American College of Cardiology Foundation
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Seq. #: 3311 Name: Provider First Name

Coding Instructions: Indicate the admitting primary providers first name.
Note(s):
If the name exceeds 50 characters, enter the first 50 letters only.
Target Value: The value on current admission
Selections: (none)

Supporting Definitions: (none)

Seq. #: 3312 Name: Provider Middle Name

Coding Instructions: Indicate the admitting primary provider's middle name.
Note(s):
If the name exceeds 50 characters, enter the first 50 letters only.
Target Value: The value on current admission
Selections: (none)

Supporting Definitions: (none)

Seq. #: 3315 Name: Admitting Provider NPI

Coding Instructions: Indicate the primary providers National Provider Identifier. NPIs, assigned by the Center for Medicare and Medicaid Services
(CMS), are used to uniquely identify physicians for Medicare billing purposes.

Target Value: The value on arrival at this facility

Selections: (none)

Supporting Definitions: (none)

Seq. #: 3320 Name: Health Insurance Claim Number

Coding Instructions: Indicate the patient's Health Insurance Claim (HIC) number.
Note(s):
The HIC is used for Medicare and Medicaid billing.
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
Target Value: The value on arrival at this facility

Selections: (none)

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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C. Cardiac Status

Seq. #: 4000 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Symptom Onset Date

Indicate the date the patient first noted ischemic symptoms lasting greater than or equal to 10 minutes.
Note(s):

If the patient had intermittent ischemic symptoms, record the date and time of the most recent ischemic symptoms prior to hospital
presentation. Symptoms may include jaw pain, arm pain, shortness of breath, nausea, vomiting, fatigue/malaise, or other
equivalent discomfort suggestive of a myocardial infarction. In the event of stuttering symptoms, Acute Coronary Syndrome (ACS)
symptom onset is the time at which symptoms became constant in quality or intensity.

The first value between 24 hours prior to arrival at first facility and arrival at this facility

(none)

(none)

Seq. #: 4001 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Symptom Onset Time

Indicate the time the patient first noted ischemic symptoms lasting greater than or equal to 10 minutes.
Note(s):

If the symptom onset time is not specified in the medical record, it may be recorded as 0700 for morning; 1200 for lunchtime; 1500
for afternoon; 1800 for dinnertime; 2200 for evening and 0300 if awakened from sleep.

If an estimated symptom onset time is recorded, code 'symptom onset time estimated'.

N/A

(none)

(none)

Seq. #: 4002 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Symptom Onset Time Estimated

Indicate if the symptom onset time was estimated.

N/A

Selection Text Definition

No

Yes

(none)

© 2007, American College of Cardiology Foundation
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C. Cardiac Status

Seq. #: 4003 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Symptom Onset Time Not Available
Indicate if the symptom onset time was not available.

N/A

Selection Text Definition

No

Yes

(none)

Seq. #: 4010 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

First ECG Obtained

Indicate when the first 12-lead electrocardiogram (ECG) was obtained.

The first value between first medical contact and 24 hours after arrival at first facility

Selection Text Definition

The first electrocardiogram (ECG) was obtained prior
to arrival at your hospital, either at a physician's
office, during transport by emergency medical
services (EMS), air ambulance, or other method of
critical care transport.

Pre-Hospital

After First Hospital
Arrival

The first electrocardiogram(ECG) was obtained upon
arrival to the first hospital at which the patient
presented.

(none)

Seq. #: 4020 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

First ECG Date

Indicate the date of the first 12-lead electrocardiogram (ECG).

The first value between first medical contact and 24 hours after arrival at first facility

(none)

(none)

Seq. #: 4021 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

First ECG Time

Indicate the time of the first 12-lead electrocardiogram (ECG).

The first value on First ECG Date

(none)

(none)

© 2007, American College of Cardiology Foundation
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C. Cardiac Status

Seq. #: 4022 Name: First ECG Reason For Delay

Coding Instructions: Indicate if there is a non system reason for the delay in the first ECG.

Target Value: The first value on First ECG Date

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 4030 Name: STEMI or STEMI Equivalent

Coding Instructions: Indicate if the ECG findings demonstrated a STEMI or STEMI equivalent.
Note(s):

STEMI or STEMI equivalent must be noted prior to any procedures and not more than 24 hours after arrival at first facility. Arrival
at first facility refers to either the time of arrival at your facility or the time of arrival at the transferring facility.

This element is referenced in The Joint Commission AMI Core Measures AMI-7, AMI-7a, AMI-8, AMI-8a

Target Value: Any occurrence between first medical contact and 24 hours after arrival at first facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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C. Cardiac Status

Seq. #: 4040 Name: ECG Findings

Coding Instructions: Indicate if the ECG findings demonstrated either new or presumed new ST-segment elevation, new left bundle branch block, or
isolated posterior myocardial infarction prior to any procedures and not more than 24 hours after arrival at first facility.

Note(s):
Arrival at first facility refers to either the time of arrival at your facility or the time of arrival at the transferring facility.
Target Value: Any occurrence between first medical contact and 24 hours after arrival at first facility

Selections: Selection Text Definition

ST Elevation ST-segment elevation is defined by new or presumed
new sustained ST-segment elevation at the J-point in
two contiguous electrocardiogram (ECG) leads with
the cut-off points: >=0.2 mV in men or >= 0.15mV in
women in leads V2-V3 and/or >= 0.1 mV in other
leads and lasting greater than or equal to 20 minutes.
If no exact ST-elevation measurement is recorded in
the medical chart, physician's written documentation
of ST-elevation or Q-waves is acceptable. If only
one ECG is performed, then the assumption that the
ST elevation persisted at least the required 20
minutes is acceptable.

LBBB Left bundle branch block (LBBB) refers to LBBB that
was not known to be old on the initial ECG.

Isolated Posterior MI Isolated Posterior Myocardial Infarction refers to
infarction of the posterobasal wall of the left ventricle.
The use of posterior leads V7 to V9 will show ST
segment elevation in patients with posterior infarction.
If posterior leads were not applied, ST segment
depression that is maximal in leads V1-V3, without ST
-segment elevation in other leads, may be considered
as indicative of posterior ischemia or infarction.

Supporting Definitions: (none)

Seq. #: 4041 Name: STEMI or STEMI Equivalent First Noted

Coding Instructions: Indicate if a STEMI or STEMI equivalent was noted on either the first ECG or a subsequent ECG.
Note(s):

The subsequent ECG must be performed within 24 hours of arrival at first facility. Arrival at first facility refers to either the time of
arrival at your facility or the time of arrival at the transferring facility.

Target Value: The first value between first medical contact and 24 hours after arrival at first facility

Selections: Selection Text Definition

First ECG
Subsequent ECG

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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C. Cardiac Status

Seq. #: 4042 Name: Subsequent ECG with STEMI or STEMI Equivalent Date

Coding Instructions: Indicate the date of any subsequent electrocardiogram (ECG) with ST-segment elevation, left bundle branch block (LBBB), or
isolated posterior myocardial infarction (Ml).

Target Value: The first value between first medical contact and 24 hours after arrival at first facility

Selections: (none)

Supporting Definitions: (none)

Seq. #: 4043 Name: Subsequent ECG with STEMI or STEMI Equivalent Time

Coding Instructions: Indicate the time of any subsequent electrocardiogram (ECG) with ST-segment elevation, left bundle branch block (LBBB), or
isolated posterior myocardial infarction (Ml).
Note(s):
Arrival at first facility refers to either the time of arrival at your facility or the time of arrival at the transferring facility.
Target Value: The first value on Subsequent ECG with STEMI or STEMI Equivalent Date

Selections: (none)

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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C. Cardiac Status

Seq. #: 4044 Name: Other ECG Findings

Coding Instructions: Indicate if other findings from the electrocardiogram were demonstrated within 24 hours of arrival at first facility. If more than one
present, code the findings on which treatment was based.

Note(s):

Arrival at first facility refers to either the time of arrival at your facility or the time of arrival at the transferring facility.

Target Value: Any occurrence between first medical contact and 24 hours after arrival at first facility

Selections: Selection Text Definition
New or Presumed Indicate if there was new or presumed new horizontal
New ST Depression or down-sloping ST depression >=0.5 mV in two

contiguous leads below the isoelectric line on the
electrocardiogram (ECG) within the first 24 hours of
presentation. If no exact ST- depression
measurement is recorded in the medical chart,
physician’s written documentation of ST- depression
is acceptable.

New or Presumed Indicate if there was a new or presumed new T-wave
New T-Wave inversion of at least 0.1 mV in two contiguous leads
Inversion with prominent R-wave or R/S ratio >1 within the first

24 hours of presentation. If no exact T-wave
inversion measurement is recorded in the medical
chart, physician’s written documentation of T-wave
inversion is acceptable.

Transient ST Indicate if there was new or presumed new ST-
Elevation Lasting < segment elevation at the J-point in two contiguous
20 Minutes electrocardiogram (ECG) leads with the cut-off points:

>=0.2 mV in men or >= 0.15mV in women in leads
V2-V3 and/or >= 0.1 mV in other leads, and lasting
less than 20 minutes, within the first 24 hours of
presentation. If no exact ST- elevation measurement
is recorded in the medical chart, physician’s written
documentation of transient ST- elevation is
acceptable.

None Indicate if the first electrocardiogram (ECG) did not
reveal ST depression, transient ST- elevation, or T-
wave inversion.

Old LBBB
Other

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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C. Cardiac Status

Seq. #: 4100 Name: Heart Failure at First Medical Contact

Coding Instructions: Indicate if there is physician documentation or report of heart failure on first medical contact.

Target Value: Any occurrence between first medical contact and arrival at this facility

Selections: Selection Text Definition

No

Yes
Supporting Definitions: Heart failure:

Heart failure is defined as physician documentation or a report of any of the following clinical symptoms of heart failure described
as unusual dyspnea on light exertion, recurrent dyspnea occurring in the supine position, fluid retention, or the description of rales,
jugular venous distention, pulmonary edema on physical examination, or pulmonary edema on chest x-ray presumed to be cardiac
dysfunction.

A low ejection fraction alone, without clinical evidence of heart failure, does not qualify as heart failure.

Source: ACCF/AHA 2011 Key Data Elements and Definitions of a Base Cardiovascular VVocabulary for Electronic Health
Records (JACC 2011;58;202-222)

Seq. #: 4110 Name: Cardiogenic Shock at First Medical Contact

Coding Instructions: Indicate if the patient was in a state of cardiogenic shock on first medical contact.

Target Value: Any occurrence between first medical contact and arrival at this facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: cardiogenic shock:

Cardiogenic shock is defined as
1. a sustained (>30 minutes) episode of systolic blood pressure <90 mm Hg determined to be secondary to cardiac dysfunction,
and/or

2. a sustained (>30 minutes) episode of cardiac index <2.2 L/min/m2 determined to be secondary to cardiac dysfunction, and/or

3. the sustained (>30 minutes) requirement for parenteral inotropic or vasopressor agents or mechanical support (e.g., IABP,
extracorporeal circulation, ventricular assist devices) to maintain systolic blood pressure >=90 mm Hg, and/or

4. the sustained (>30 minutes) requirement for parenteral inotropic or vasopressor agents or mechanical support (e.g., IABP,
extracorporeal circulation, ventricular assist devices) to maintain Cl >=2.2 L/min/m2

Source: NCDR

Effective for Patient Discharges January 01, 2015
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Seq. #: 4115 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Cocaine Use

This element has been retired effective ACTION v2.4.

N/A

Selection Text Definition

No

Yes

(none)

Seq. #: 4120 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Heart Rate at First Medical Contact

Indicate the first measurement or earliest record of heart rate (in beats per minute).

Note(s):

Arrival at first facility refers to either the time of arrival at your facility or the time of arrival at the transferring facility.
Measurement from the transferring facility is acceptable.

The first value between first medical contact and arrival at first facility

(none)

(none)

Seq. #: 4130 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Systolic Blood Pressure at First Medical Contact

Indicate the first measurement or earliest record of systolic blood pressure (mm Hg).

Note(s):

Arrival at first facility refers to either the time of arrival at your facility or the time of arrival at the transferring facility.
Measurement from the transferring facility is acceptable.

The first value between first medical contact and arrival at first facility

(none)

(none)
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C. Cardiac Status

Seq. #: 4135 Name: Cardiac Arrest at First Medical Contact

Coding Instructions: Indicate if the patient was in cardiac arrest when first evaluated by EMS or ED personnel.
Note(s):

Evaluated by EMS or ED personnel and either (1) received attempts at external defibrillation (by lay responders or emergency
personnel) or chest compressions by organized EMS or ED personnel or (2) were pulseless but did not receive attempts to
defibrillate or cardiopulmonary resuscitation (CPR) by EMS personnel.

If the patient experienced a cardiac arrest after arrival at this facility, code the event as an 'In-Hospital Clinical Event'. See Section
H.

This element does not need to be collected for patients who were discharged prior to April 1, 2011.

Target Value: Any occurrence between first medical contact and arrival at this facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: Cardiac Arrest:

'Sudden' cardiac arrest is the sudden cessation of cardiac activity so that the victim becomes unresponsive, with no normal
breathing and no signs of circulation. If corrective measures are not taken rapidly, this condition progresses to sudden death.
Cardiac arrest should be used to signify an event as described above that is reversed, usually by CPR, and/or defibrillation or
cardioversion, or cardiac pacing. Sudden cardiac arrest is not the same as sudden cardiac death. Sudden cardiac death
describes a fatal event.

Source: ACC/AHA/HRS 2006 Key Data Elements and Definitions for Electrophysiological Studies and Procedures

Seq. #: 4140 Name: Cardiac Arrest Pre-Hospital
Coding Instructions: Indicate if the patient's cardiac arrest was prior to arrival at the outside facility and/or occurred during transfer from the outside
facility to this facility.
Note(s):
This element does not need to be collected for patients who were discharged prior to April 1, 2011.
Target Value: Any occurrence between first medical contact and arrival at first facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 4145 Name: Cardiac Arrest Outside Facility

Coding Instructions: Indicate if the patient's cardiac arrest occurred during the hospitalization at the first facility.
Note(s):
This element does not need to be collected for patients who were discharged prior to April 1, 2011.
Target Value: Any occurrence between arrival at first facility and discharge at first facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)
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Seq. # 5000 Name: Height

Coding Instructions: Indicate the patient's height in centimeters.
Note(s):
Measurement from the transferring facility is acceptable.
Target Value: The first value between arrival at this facility and discharge
Selections: (none)

Supporting Definitions: (none)

Seq. #: 5010 Name: Weight

Coding Instructions: Indicate the patient's weight in kilograms.
Note(s):
Measurement from the transferring facility is acceptable.
Please use the weight that was utilized for calculating medication dosing.
If no dosing occurred, please enter in first documented weight after arrival at first facility.
Target Value: The first value between arrival at first facility and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 5020 Name: Current/Recent Smoker (w/in 1 year)

Coding Instructions: Indicate if the patient has smoked cigarettes anytime during the year prior to arrival at your facility.
Note(s):
This element is referenced in The Joint Commission AMI Core Measures AMI-4
Target Value: Any occurrence between 1 year prior to arrival at this facility and arrival at this facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)
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Seq. #: 5030 Name: Hypertension

Coding Instructions: Indicate if the patient has been diagnosed previously with hypertension.

Target Value: Any occurrence between birth and arrival at this facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: Hypertension:

Hypertension is defined by any one of the following:
1. History of hypertension diagnosed and treated with medication, diet and/or exercise

2. Prior documentation of blood pressure greater than 140 mm Hg systolic and/or 90 mm Hg diastolic for patients without diabetes
or chronic kidney disease, or prior documentation of blood pressure greater than 130 mm Hg systolic and/or 80 mm Hg diastolic on
at least two occasions for patients with diabetes or chronic kidney disease

3. Currently on pharmacologic therapy for treatment of hypertension.

Source: ACCF/AHA 2011 Key Data Elements and Definitions of a Base Cardiovascular VVocabulary for Electronic Health
Records (JACC 2011;58;202-222)

Seq. #: 5040 Name: Dyslipidemia
Coding Instructions: Indicate if the patient has a history of dyslipidemia diagnosed and/or treated by a physician.

Target Value: Any occurrence between birth and arrival at this facility

Selections: Selection Text Definition

No
Yes
Supporting Definitions: pyslipidemia:

National Cholesterol Education Program criteria include documentation of the following:
1. Total cholesterol greater than 200 mg/dL (5.18 mmol/l); or

2. Low-density lipoprotein (LDL) greater than or equal to 130 mg/dL (3.37 mmol/l); or,
3. High-density lipoprotein (HDL) less than 40 mg/dL (1.04 mmol/l).

For patients with known coronary artery disease, treatment is initiated if LDL is greater than 100 mg/dL (2.59 mmol/l), and this
would qualify as hypercholesterolemia

Source: National Heart, Lung and Blood Institute, National Cholesterol Education Program
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Seq. #: 5050 Name: Currently on Dialysis

Coding Instructions: Indicate if the patient is currently undergoing either hemodialysis or peritoneal dialysis on an ongoing basis as a result of renal
failure.

Target Value: The value on arrival at this facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 5060 Name: Chronic Lung Disease
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 5065 Name: Cancer
Coding Instructions: Indicate if the patient has a history of cancer.

Target Value: Any occurrence between birth and arrival at this facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 5066 Name: Cancer Type
Coding Instructions: Indicate the type of cancer if the patient has a history of cancer.

Target Value: Any occurrence between birth and arrival at this facility

Selections: Selection Text Definition
Solid Organ Solid Organ Type Cancer
Hematologic Hematologic Type Cancer

Supporting Definitions: (none)
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Seq. #: 5070 Name: Diabetes Mellitus

Coding Instructions: Indicate if the patient has a history of diabetes mellitus, regardless of duration of disease or need for antidiabetic agents.

Target Value: Any occurrence between birth and arrival at this facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: Djabetes mellitus:

The American Diabetes Association criteria include documentation of the following:

1. Alc >=6.5%; or

2. Fasting plasma glucose >=126 mg/dl (7.0 mmol/l); or

3. Two-hour plasma glucose >=200 mg/dl (11.1 mmol/l) during an oral glucose tolerance test; or

4. In a patient with classic symptoms of hyperglycemia or hyperglycemic crisis, a random plasma glucose >=200 mg/dl (11.1
mmol/l)

This does not include gestational diabetes.
Source: American Diabetes Association Care. 2011;34 Suppl 1:5S4-10.

Seq. #: 5071 Name: Diabetes Therapy

Coding Instructions: Indicate the therapy method the patient presented with. Choose the most aggressive therapy.
Note(s):

Patients placed on a pre-procedure diabetic pathway of insulin drip at admission but were controlled by diet or oral method are not
coded as insulin treated.

If a patient had a pancreatic transplant, code "Other", since the insulin from the new pancreas is not exogenous insulin.

Target Value: The value on arrival at this facility

Selections: Selection Text Definition

None No treatment for diabetes.

Diet Diet treatment only.

Oral Oral agent treatment (includes oral agent with/without
diet treatment).

Insulin Insulin treatment (includes any combination with
insulin).

Other Other adjunctive treatment, non-oral/insulin/diet.

Supporting Definitions: (none)
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Seq. #: 5080 Name: Prior Mi

Coding Instructions: Indicate if the patient has had at least one documented previous myocardial infarction.

Target Value: Any occurrence between birth and arrival at first facility

Selections: Selection Text Definition

No

Yes
Supporting Definitions:

Any one of the following criteria meets the diagnosis for prior MI:

1. Pathological Q waves with or without symptoms in the absence of non-ischemic causes.

2. Imaging evidence of a region of loss of viable myocardium that is thinned and fails to contract, in the absence of a non-ischemic
cause.

3. Pathological findings of a prior MI.

Source: Expert Consensus Document: Third Universal Definition of Myocardial Infarction J Am Coll Cardiol. October 16,
2012,60(16):1581-1598 doi:10.1016/j.jacc.2012.08.001

Seq. #: 5090 Name: Prior Heart Failure

Coding Instructions: Indicate if there is a previous history of heart failure.
Note(s):
A previous hospital admission with principal diagnosis of heart failure is considered evidence of heart failure history.
Target Value: Any occurrence between birth and arrival at first facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: Heart Failure:

Heart failure is defined as physician documentation or a report of any of the following clinical symptoms of heart failure described
as unusual dyspnea on light exertion, recurrent dyspnea occurring in the supine position, fluid retention, or the description of rales,
jugular venous distention, pulmonary edema on physical examination, or pulmonary edema on chest x-ray presumed to be cardiac
dysfunction.

A low ejection fraction alone, without clinical evidence of heart failure, does not qualify as heart failure.

Source: ACCF/AHA 2011 Key Data Elements and Definitions of a Base Cardiovascular Vocabulary for Electronic Health
Records (JACC 2011;58;202-222)
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Seq. #: 5100 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Prior PCI

Indicate if the patient had a previous percutaneous coronary intervention (PCI) of any type (balloon angioplasty, stent or other).
Note(s):

Timeframe does NOT include the current admission.

Any occurrence between birth and arrival at this facility

Selection Text Definition

No

Yes

PCI:

A percutaneous coronary intervention (PCI) is the placement of an angioplasty guide wire, balloon, or other device (e.g. stent,
atherectomy, brachytherapy, or thrombectomy catheter) into a native coronary artery or coronary artery bypass graft for the
purpose of mechanical coronary revascularization.

Source: NCDR

Seq. #: 5101 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Most Recent PCI Date

If the patient had a previous percutaneous coronary intervention (PCI) of any type (balloon angioplasty, stent or other), indicate the
date.

Note(s):

If month or day are unknown enter 01.

The last value between birth and arrival at this facility

(none)

(none)

Seq. #: 5110 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Prior CABG

Indicate whether the patient had a coronary artery bypass graft (CABG).
Note(s):

Timeframe does NOT include the current admission.

Any occurrence between birth and arrival at this facility

Selection Text Definition

No

Yes

(none)

© 2007, American College of Cardiology Foundation
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Seq. # 5111 Name: Most Recent CABG Date

Coding Instructions: If the patient had a previous coronary artery bypass graft (CABG), indicate the date.
Note(s):
If month or day are unknown enter 01.
Target Value: The last value between birth and arrival at this facility
Selections: (none)

Supporting Definitions: (none)

Seq. #: 5120 Name: Atrial Fibrillation or Flutter

Coding Instructions: Indicate whether atrial fibrillation or flutter was present prior to arrival.
Note(s):
If there is no prior documentation of atrial arrhythmias, it is acceptable to code "No"
Target Value: Any occurrence between birth and arrival at this facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: Atrial Fibrillation:

Atrial Fibrillation is a supraventricular tachyarrhythmia characterized by uncoordinated atrial activity with consequent deterioration

of atrial mechanical function. On the electrocardiogram (ECG), atrial fibrillation is characterized by the replacement of consistent P
waves with rapid oscillations or fibrillation waves that vary in amplitude, shape and timing, associated with an irregular, frequently

rapid ventricular response when atrioventricular conduction is intact.

Atrial Flutter is characterized by a sawtooth pattern of regular atrial activation called flutter waves on the ECG, particularly visible
in leads Il, Ill, aVF and v1.

Source: ACC/AHA 2006 Data Standards for Measuring Clinical Management and Outcomes of Patients with Atrial Fibrillation
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Seq. #: 5130 Name: Cerebrovascular Disease

Coding Instructions: Indicate if the patient has a history of cerebrovascular disease.

Target Value: Any occurrence between birth and arrival at this facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: Cerebrovascular Disease:

Current or previous history of any of the following:

* Ischemic stroke: infarction of central nervous system tissue whether symptomatic or silent (asymptomatic).

* TIA: transient episode of neurological dysfunction caused by focal brain, spinal cord, or retinal ischemia without acute infarction.
The symptoms typically last less than 24 hours.

* Noninvasive or invasive arterial imaging test demonstrating 50% stenosis of any of the major extracranial or intracranial vessels
to the brain.

* Previous cervical or cerebral artery revascularization surgery or percutaneous intervention.

This does not include chronic (nonvascular) neurological diseases or other acute neurological insults such as metabolic and
anoxic ischemic encephalopathy.

Source: ACCF/AHA 2011 Key Data Elements and Definitions of a Base Cardiovascular VVocabulary for Electronic Health
Records (JACC 2011;58;202-222)

Seq. #: 5131 Name: Prior Stroke
Coding Instructions: Indicate if the patient has had a stroke.

Target Value: Any occurrence between birth and arrival at this facility

Selections: Selection Text Definition

No
Yes
Supporting Definitions: Stroke:

A stroke is an acute episode of focal or global neurological dysfunction caused by brain, spinal cord, or retinal vascular injury as a
result of hemorrhage or infarction.

Source: Standardized Definitions for Cardiovascular Endpoints in Clinical Trials (FDA Draft)
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Seq. #: 5132 Name: Prior Transient Ischemic Attack

Coding Instructions: Indicate if the patient has a history of TIAs.
Note(s):
This element should not be collected for patients who were discharged prior to January 1, 2015. (Added in v2.4.)
Target Value: Any occurrence between birth and arrival at this facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 5140 Name: Peripheral Arterial Disease

Coding Instructions: Indicate if the patient has a history of peripheral arterial disease (includes upper and lower extremity).
Note(s):
Does not include venous conditions (e.g. DVT).
Target Value: Any occurrence between birth and arrival at this facility

Selections: Selection Text Definition

No

Yes

Supporting Definitions: peripheral Arterial Disease:

Current or previous history of peripheral arterial disease (includes subclavian, iliac, femoral, and upper- and lower-extremity
vessels; excludes renal, coronary, cerebral, and mesenteric vessels and aneurysms). This can include:

* Claudication on exertion

* Amputation for arterial vascular insufficiency

* Vascular reconstruction, bypass surgery, or percutaneous revascularization in the arteries of the extremities

* Positive noninvasive test (e.g., ankle brachial index <= 0.9, ultrasound, MR or CT imaging of >50% diameter stenosis in any
peripheral artery (i.e., subclavian, femoral, iliac) or angiographic imaging)

Source: ACCF/AHA 2011 Key Data Elements and Definitions of a Base Cardiovascular VVocabulary for Electronic Health
Records (JACC 2011;58;202-222)
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Seq. #: 5200 Name: Walking

Coding Instructions: Indicate the level of assistance the patient required with ambulation.

Target Value: The value on arrival at this facility

Selections: Selection Text Definition

Unassisted
Assisted

Wheelchair/Non-
ambulatory

Unknown

Supporting Definitions: (none)

Seq. #: 5205 Name: Cognition

Coding Instructions: Indicate the patients level of cognition.
Note(s):

Cognition is scored on three levels of neuropsychiatric functioning: Normal, Mildly impaired due to dementia or depression, and
Moderate/severely impaired due to dementia or depression. Mildly impaired cognitive function includes mild dementia, not limiting
simple exchanges, and mild depression. Such mild impairments may be only identified by family or may be a comorbid diagnosis
treated with medications yet requiring minimal support. Short term memory loss is often present from the beginning of this
spectrum. Moderate or severely impaired cognitive impairment includes notable short term memory loss, disorientation, and/or
confusion which limits the ability to participate in simple exchanges. Moderate to severe cognitive impairment may also result from
severe depression which has many of the same manifestations and consequences.

Target Value: The value on arrival at this facility

Selections: Selection Text Definition

Normal
Mildly Impaired
Mod/Severly impaired

Unknown

Supporting Definitions: (none)
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Seq. #: 5210 Name: Basic ADLs

Coding Instructions: Indicate the level of assistance the patient required with acitivities of daily living.

Target Value: The value on arrival at this facility

Selections: Selection Text Definition

Independent of all
ADLs

Partial Assist =1 ADL
Full Assist >1 ADL

Unknown

Supporting Definitions: (none)
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Seq. # 6000 Name: Aspirin at Home

Coding Instructions: Indicate if the patient has been taking aspirin routinely at home prior to this hospitalization.
Note(s):
"Routinely” refers to the daily use of medications as prescribed, even if the patient misses a dose.
Target Value: Any occurrence between 2 weeks prior to first medical contact and first medical contact

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 6010 Name: Aspirin in First 24 Hours
Coding Instructions: Indicate if aspirin was administered in the first 24 hours before or after first medical contact, regardless of location of care (e.g.,
transferring facility or EMS).
Note(s):
This element is referenced in The Joint Commission AMI Core Measures AMI-1.
Aspirin administered only through oral and rectal doses should be collected.
Target Value: Any occurrence between 24 hours before first medical contact and 24 hours after first medical contact

Selections: Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

Supporting Definitions: (none)

Seq. #: 6011 Name: Aspirin First 24 Hours - Start Date

Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)
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Seq. #: 6012 Name:

Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value:

Selections:

Supporting Definitions:

Aspirin First 24 Hours - Start Time

N/A

(none)

(none)

Seq. #: 6020 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Aspirin at Discharge

Indicate if aspirin was continued or prescribed.

Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Updated in v2.4).

This element is referenced in The Joint Commission AMI Core Measures AMI-2.

Any occurrence on discharge

Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

(none)

Seq. #: 6021 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Aspirin at Discharge - Dose

This element has been retired effective ACTION v2.4.

N/A

(none)

(none)
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Seq. #: 6022 Name

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Aspirin Dose At Discharge

Indicate the dose of aspirin prescribed at discharge.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Updated in v2.4).

This element should not be collected for patients who were discharged prior to January 1, 2015 (Added in v2.4).
Any occurrence on discharge

Selection Text Definition

75-100 mg
>100 mg

(none)

Seq. #: 6050 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Clopidogrel at Home

Indicate if the patient has been taking clopidogrel routinely at home prior to this hospitalization.
Note(s):

"Routinely" refers to the daily use of medications as prescribed, even if the patient misses a dose.
Any occurrence between 2 weeks prior to first medical contact and first medical contact

Selection Text Definition

No

Yes

(none)

Seq. #: 6060 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions

Clopidogrel in First 24 Hours

Indicate if clopidogrel was administered, regardless of location of care (e.g., transferring facility or EMS).

Any occurrence between first medical contact and 24 hours after first medical contact

Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

© (none)

© 2007, American College of Cardiology Foundation
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Seq. #: 6061 Name: Clopidogrel in First 24 Hours - Start Date

Coding Instructions: Indicate the date the initial dose of clopidogrel was administered, regardless of location of care (e.g., transferring facility or EMS). If
administered more than once, code the first date/time it was administered.

Target Value: The first value between first medical contact and 24 hours after first medical contact

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6062 Name: Clopidogrel in First 24 Hours - Start Time

Coding Instructions: Indicate the time the initial dose of clopidogrel was administered, regardless of location of care (e.g., transferring facility or EMS). If
administered more than once, code the first date/time it was administered.

Target Value: The first value on Clopidogrel in First 24 Hours Start Date

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6063 Name: Clopidogrel in First 24 Hours - Dose

Coding Instructions: Indicate the initial dose of clopidogrel.

Target Value: The first value between first medical contact and 24 hours after first medical contact

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6070 Name: Clopidogrel at Discharge

Coding Instructions: Indicate if clopidogrel was continued or prescribed.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Updated in v2.4).

Target Value: Any occurrence on discharge

Selections: Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

Supporting Definitions: (none)
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Seq. #: 6071 Name: Clopidogrel at Discharge - Dose

Coding Instructions: Indicate the dose of clopidogrel prescribed at discharge.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Updated in v2.4).

Target Value: The highest value on discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6072 Name: Clopidogrel at Discharge - Recommended Duration of Therapy
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. # 6100 Name: Ticlopidine at Home

Coding Instructions: Indicate if the patient has been taking ticlopidine routinely at home.
Note(s):
"Routinely” refers to the daily use of medications as prescribed, even if the patient misses a dose.
Target Value: Any occurrence between 2 weeks prior to first medical contact and first medical contact

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)
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Seq. #: 6110 Name: Ticlopidine in First 24 Hours

Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

Supporting Definitions: (none)

Seq. #: 6111 Name: Ticlopidine in First 24 Hours - Start Date
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6112 Name: Ticlopidine in First 24 Hours - Start Time
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6113 Name: Ticlopidine in First 24 Hours - Dose
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)
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Seq. #: 6120 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Ticlopidine at Discharge

Indicate if ticlopidine was continued or prescribed.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Updated in v2.4).

Any occurrence on discharge

Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

(none)

Seq. #: 6121 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Ticlopidine at Discharge - Dose

Indicate the total daily dose of ticlopidine prescribed.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Updated in v2.4).

The highest value on discharge

(none)

(none)

Seq. #: 6122 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Ticlopidine at Discharge - Recommended Duration of Therapy

This element has been retired effective ACTION v2.4.

N/A

(none)

(none)

© 2007, American College of Cardiology Foundation
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Seq. #: 6150 Name: Prasugrel at Home

Coding Instructions: Indicate if the patient has been taking Prasugrel routinely at home prior to this hospitalization.
Note(s):
"Routinely” refers to the daily use of medications as prescribed, even if the patient misses a dose.
Target Value: Any occurrence between 2 weeks prior to first medical contact and first medical contact

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 6160 Name: Prasugrel in First 24 Hours
Coding Instructions: Indicate if Prasugrel was administered, regardless of location of care (e.g. transferring facility or EMS).

Target Value: Any occurrence between first medical contact and 24 hours after first medical contact

Selections: Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

Supporting Definitions: (none)

Seq. #: 6161 Name: Prasugrel in First 24 Hours - Start Date

Coding Instructions: Indicate the date the initial dose of Prasugrel was administered, regardless of location of care (e.g. transferring facility or EMS). If
administered more than once, code the first date/time it was administered.

Target Value: The first value between first medical contact and 24 hours after first medical contact

Selections: (none)

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 6162 Name: Prasugrel in First 24 Hours - Start Time

Coding Instructions: Indicate the time the initial dose of Prasugrel was administered, regardless of location of care (e.g. transferring facility or EMS). If
administered more than once, code the first date/time it was administered.

Target Value: The first value on Prasugrel in First 24 Hours Start Date

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6163 Name: Prasugrel in First 24 Hours - Dose
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6170 Name: Prasugrel at Discharge

Coding Instructions: Indicate if Prasugrel was continued or prescribed at discharge.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Updated in v2.4).

Target Value: Any occurrence on discharge

Selections: Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

Supporting Definitions: (none)
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Seq. #: 6171 Name: Prasugrel at Discharge - Dose

Coding Instructions: Indicate the dose of Prasugrel prescribed at discharge.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Updated in v2.4).

Target Value: The value on discharge

Selections: (none)

Supporting Definitions: (none)

Seq. # 6172 Name: Prasugrel at Discharge - Recommended Duration of Therapy
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6180 Name: Ticagrelor at Home

Coding Instructions: Indicate if the patient has been taking Ticagrelor routinely at home prior to this hospitalization.
Note(s):
This element should not be collected for patients who were discharged prior to January 1, 2013. (Added in v2.3.)
Target Value: Any occurrence between 2 weeks prior to first medical contact and first medical contact

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)
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Seq. #: 6185 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Ticagrelor in First 24 Hours

Indicate if Ticagrelor was administered, regardless of location of care (e.g. transferring facility or EMS).
Note(s):

This element should not be collected for patients who were discharged prior to January 1, 2013. (Added in v2.3.)
Any occurrence between first medical contact and 24 hours after first medical contact

Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

(none)

Seq. #: 6186 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Ticagrelor in First 24 Hours - Start Date

Indicate the date the initial dose of Ticagrelor was administered, regardless of location of care (e.g. transferring facility or EMS). If
administered more than once, code the first date/time it was administered.

Note(s):

This element should not be collected for patients who were discharged prior to January 1, 2013. (Added in v2.3.)

The first value between first medical contact and 24 hours after first medical contact

(none)

(none)

Seq. #: 6187 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Ticagrelor in First 24 Hours - Start Time

Indicate the time the initial dose of Ticagrelor was administered, regardless of location of care (e.g. transferring facility or EMS). If
administered more than once, code the first date/time it was administered.

Note(s):

This element should not be collected for patients who were discharged prior to January 1, 2013. (Added in v2.3.)

The first value on Ticagrelor in First 24 Hours Start Date

(none)

(none)
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Seq. #: 6190 Name: Ticagrelor at Discharge

Coding Instructions: Indicate if Ticagrelor was continued or prescribed at discharge.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Updated in v2.4).

This element should not be collected for patients who were discharged prior to January 1, 2013. (Added in v2.3.)

Target Value: Any occurrence on discharge

Selections: Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

Supporting Definitions: (none)

Seq. #: 6200 Name: Warfarin at Home

Coding Instructions: Indicate if the patient has been taking warfarin routinely at home.
Note(s):
"Routinely” refers to the daily use of medications as prescribed, even if the patient misses a dose.
Target Value: Any occurrence between 2 weeks prior to first medical contact and first medical contact

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)
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Seq. #: 6220 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Warfarin at Discharge

Indicate if warfarin was continued or prescribed.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Updated in v2.4).

Any occurrence on discharge

Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

(none)

Seq. #: 6225 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Dabigatran at Home

Indicate if the patient has been taking dabigatran routinely at home prior to this hospitalization.

Any occurrence between 2 weeks prior to first medical contact and first medical contact

Selection Text Definition

No

Yes

(none)

Seq. #: 6226 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Dabigatran at Discharge

Indicate if dabigatran was continued or prescribed.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Added in v2.4).

Any occurrence on discharge

Selection Text Definition

No
Yes

Contraindicated

(none)
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Seq. #: 6230 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Rivaroxaban at Home

Indicate if the patient has been taking rivaroxaban routinely at home prior to this hospitalization.

Any occurrence between 2 weeks prior to first medical contact and first medical contact

Selection Text Definition

No

Yes

(none)

Seq. #: 6231 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Rivaroxaban at Discharge

Indicate if rivaroxaban was continued or prescribed.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Added in v2.4).

Any occurrence on discharge

Selection Text Definition

No
Yes

Contraindicated

(none)

Seq. #: 6240 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Apixaban at Home

Indicate if the patient has been taking apixaban routinely at home prior to this hospitalization.

Any occurrence between 2 weeks prior to first medical contact and first medical contact

Selection Text Definition

No

Yes

(none)
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Seq. #: 6241 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Apixaban at Discharge

Indicate if apixaban was continued or prescribed at discharge.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Added in v2.4).

Any occurrence on discharge

Selection Text Definition

No
Yes

Contraindicated

(none)

Seq. #: 6250 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Beta Blocker at Home

Indicate if the patient has been taking a beta blocker routinely at home prior to this hospitalization.
Note(s):

"Routinely” refers to the daily use of medications as prescribed, even if the patient misses a dose

Any occurrence between 2 weeks prior to first medical contact and first medical contact

Selection Text Definition

No

Yes

(none)

Seq. #: 6260 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Beta Blocker First 24 Hrs

Indicate if a beta blocker was administered, regardless of location of care (e.g., transferring facility or EMS).
Note(s):

Only oral beta blocker doses are recommended to be collected.

Any occurrence between first medical contact and 24 hours after first medical contact

Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

(none)
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Seq. #: 6261 Name: Beta Blocker First 24 Hrs Start Date

Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6262 Name: Beta Blocker First 24 Hours Start Time
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6270 Name: Beta Blocker at Discharge

Coding Instructions: Indicate if a beta blocker was continued or prescribed.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Updated in v2.4).

This element is referenced in The Joint Commission AMI Core Measures AMI-5.

Target Value: Any occurrence on discharge

Selections: Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

Supporting Definitions: (none)
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Seq. #: 6300 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

ACE Inhibitor at Home

Indicate if the patient had been taking ACE inhibitors routinely at home prior to this hospitalization.
Note(s):

"Routinely" refers to the daily use of medication as prescribed, even if the patient misses a dose

Any occurrence between 2 weeks prior to first medical contact and first medical contact

Selection Text Definition

No

Yes

(none)

Seq. #: 6310 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

ACE Inhibitor First 24 Hours

Indicate if an ACE inhibitor was administered, regardless of location of care (e.g., transferring facility or EMS).

Any occurrence between first medical contact and 24 hours after first medical contact

Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

(none)

Seq. #: 6320 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

ACE Inhibitor at Discharge

Indicate if an ACE inhibitor was continued or prescribed.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Updated in v2.4).

This element is referenced in The Joint Commission AMI Core Measures AMI-3.
Any occurrence on discharge

Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

(none)
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Seq. #: 6350 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Angiotensin Receptor Blocker at Home

Indicate if the patient has been taking an angiotensin receptor blocker routinely at home prior to this hospitalization.
Note(s):

"Routinely" refers to the daily use of medications as prescribed, even if the patient misses a dose

Any occurrence between 2 weeks prior to first medical contact and first medical contact

Selection Text Definition

No

Yes

(none)

Seq. #: 6360 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Angiotensin Receptor Blocker First 24 Hours

Indicate if an angiotensin receptor blocker was administered, regardless of location of care (e.g., transferring facility or EMS).

Any occurrence between first medical contact and 24 hours after first medical contact

Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

(none)

Seq. #: 6370 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Angiotensin Receptor Blocker at Discharge

Indicate if an angiotensin receptor blocker was continued or prescribed.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Updated in v2.4).

This element is referenced in The Joint Commission AMI Core Measures AMI-3.
Any occurrence on discharge

Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

(none)
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Seq. #: 6400 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Aldosterone Blocking Agent at Home

Indicate if the patient has been taking an aldosterone blocking agent routinely at home prior to this hospitalization.

Any occurrence between 2 weeks prior to first medical contact and first medical contact

Selection Text Definition

No

Yes

(none)

Seq. #: 6410 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Aldosterone Blocking Agent First 24 Hours

This element has been retired effective ACTION v2.4.

N/A

Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

(none)

Seq. #: 6420 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Aldosterone Blocking Agent at Discharge

Indicate if an aldosterone blocking agent was continued or prescribed.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Updated in v2.4).

If the patient's Potassium (K+) level is greater than 5 meg/L then code as contraindicated.

Any occurrence on discharge

Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

(none)
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Seq. #: 6450 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Statin at Home

Indicate if the patient has been taking a statin routinely at home prior to this hospitalization.
Note(s):

"Routinely" refers to the daily use of medications as prescribed, even if the patient misses a dose.

Any occurrence between 2 weeks prior to first medical contact and first medical contact

Selection Text Definition

No

Yes

(none)

Seq. #: 6460 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Statin First 24 Hrs

Indicate if a statin was administered, regardless of location of care (e.g., transferring facility or EMS).

Any occurrence between first medical contact and 24 hours after first medical contact

Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

(none)

Seq. #: 6470 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Statin at Discharge

Indicate if a statin was continued or prescribed.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Updated in v2.4).

Any occurrence on discharge

Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

(none)
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Seq. #: 6471 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Statin Dose at Discharge

Indicate the dose of statin prescribed at discharge.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Added in v2.4).

This element should not be collected for patients who were discharged prior to January 1, 2015. (Added in v2.4.)

Any occurrence on discharge

Selection Text Definition

Intensive statin Intensive statin therapy includes rosuvastatin 20 to 40
therapy mg or atorvastatin 40 to 80 mg for high intensity.

Less than intensive Less than intensive statin therapy includes any statin
statin therapy dose not considered intensive.
(none)

Seq. #: 6500 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Non-Statin Lipid-lowering Agent at Home

Indicate if the patient has been routinely taking a non-statin lipid-lowering agent.

Note(s):

"Routinely” refers to the daily use of medications as prescribed, even if the patient misses a dose.
Any occurrence between 2 weeks prior to first medical contact and first medical contact

Selection Text Definition

No

Yes

(none)

Seq. #: 6510 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Non-Statin Lipid-lowering Agent First 24 Hrs

This element has been retired effective ACTION v2.4.

N/A

Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

(none)
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Seq. #: 6520 Name: Non-Statin Lipid-lowering Agent at Discharge

Coding Instructions: Indicate if a non-statin lipid-lowering agent was continued or prescribed.
Note(s):

Discharge medications do not need to be recorded for patients who were discharged to "Other acute care hospital”, "Left against
medical advice (AMA)" or are receiving Hospice Care(11110) is 'Yes'. (Updated in v2.4).

Target Value: Any occurrence on discharge

Selections: Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

Supporting Definitions: (none)

Seq. #: 6800 Name: GP llb/llla Inhibitor Administered

Coding Instructions: Indicate if a GP llIb/llla inhibitor was administered.

Target Value: Any occurrence between arrival and discharge

Selections: Selection Text Definition

No
Yes
Contraindicated

Blinded Retired effective v2.4.

Supporting Definitions: (none)

Seq. #: 6801 Name: GP llb/llla Inhibitor Type
Coding Instructions: Indicate the type of GP lIb/llla inhibitor administered.

Target Value: The first value between arrival and discharge

Selections: Selection Text Definition

Eptifibatide
Tirofiban

Abciximab

Supporting Definitions: (none)
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Seq. #: 6802 Name: GP llb/llla Inhibitor Start Date

Coding Instructions: Indicate the date a GP lIb/lla inhibitor infusion was initiated.

Target Value: The first value between arrival and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6803 Name: GP lIb/llla Inhibitor Start Time
Coding Instructions: Indicate the time a GP llIb/lla inhibitor infusion was initiated.

Target Value: The first value on GP IIb/llla Inhibitor Start Date

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6804 Name: GP lib/llla Inhibitor Stop Date
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6805 Name: GP llb/llla Inhibitor Stop Time
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)
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Seq. #: 6806 Name: GP llb/llla Dose

Coding Instructions: Indicate the dose of GP IIb/llla administered.

Target Value: The first value between arrival and discharge

Selections: Selection Text Definition

Full
Reduced
Other

Supporting Definitions: (none)

Seq. #: 6850 Name: Anticoagulants Administered
Coding Instructions: Indicate if an anticoagulant was administered.

Target Value: Any occurrence between first medical contact and discharge

Selections: Selection Text Definition

No

Yes

Contraindicated

Blinded Retired effective v2.4.

Supporting Definitions: (none)

Seq. #: 6851 Name: IV Unfractionated Heparin

Coding Instructions: Indicate if unfractionated heparin was administered.
Note(s):
Exclude UFN doses given during CABG in OR.
Target Value: Any occurrence between first medical contact and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)
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Seq. #: 6852 Name: Unfractionated Heparin Start Date

Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6853 Name: Unfractionated Heparin Start Time
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6854 Name: Unfractionated Heparin Initial Bolus
Coding Instructions: Indicate if an initial bolus of unfractionated heparin was administered.

Target Value: Any occurrence between first medical contact and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 6855 Name: Unfractionated Heparin Dose of Initial Bolus
Coding Instructions: Indicate the dose of the initial bolus of unfractionated heparin.

Target Value: The first value between first medical contact and discharge

Selections: (none)

Supporting Definitions: (none)
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Seq. #: 6856 Name: Unfractionated Heparin Initial Infusion

Coding Instructions: Indicate if an initial infusion was administered.

Target Value: Any occurrence between first medical contact and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 6857 Name: Unfractionated Heparin Dose of Initial Infusion

Coding Instructions: Indicate the dose of the initial infusion of unfractionated heparin.

Target Value: The first value between first medical contact and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6858 Name: Unfractionated Heparin Initial Bolus Start Date

Coding Instructions: Indicate the date the initial UFH bolus was given.

Target Value: The first value between first medical contact and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6859 Name: Unfractionated Heparin Initial Bolus Start Time

Coding Instructions: Indicate the time of the initial UFH bolus.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)
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Seq. #: 6860 Name: Enoxaparin

Coding Instructions: Indicate if enoxaparin (Lovenox) was administered.

Target Value: Any occurrence between first medical contact and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 6861 Name: Enoxaparin Start Date
Coding Instructions: Indicate the date of administration of enoxaparin (Lovenox).

Target Value: The first value between first medical contact and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6862 Name: Enoxaparin Start Time

Coding Instructions: Indicate the time of administration of enoxaparin (Lovenox).

Target Value: The first value on Enoxaparin Start Date

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6863 Name: Enoxaparin Initial Subcutaneous Dose

Coding Instructions: Indicate the initial subcutaneous dose of enoxaparin (Lovenox) in milligrams administered.
Note(s):
Do not include intravenous (IV) low molecular weight heparin.
Target Value: The first value between first medical contact and discharge

Selections: (none)

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Enoxaparin Initial IV Bolus

Any occurrence between first medical contact and discharge

Selection Text Definition

Indicate if an IV bolus of enoxaparain (Lovenox) was administered.

No

Yes

(none)

Seq. #: 6865 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Enoxaparin Frequency of Injections Per Day

The value between first medical contact and discharge

Selection Text Definition

Indicate the prescribed frequency of subcutaneous injections of enoxaparin (Lovenox).

gl2h
g24h

None

(none)

Seq. #: 6866 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Unfractionated Heparin Initial Infusion Start Date

Indicate the date of the initial UFH infusion.

The first value between first medical contact and discharge

(none)

(none)

Seq. #: 6867 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions

Unfractionated Heparin Initial Infusion Start Time

Indicate the time of the initial UFH infusion.

N/A

(none)

© (none)
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Seq. #: 6870 Name: Dalteparin

Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 6871 Name: Dalteparin Start Date
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6872 Name: Dalteparin Start Time
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6873 Name: Dalteparin Dose
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
© 2007, American College of Cardiology Foundation 5/22/2017 Page 75 of 151



. Coder’s . .
NCDR' - pata Dictionary v2.4.2 ACTION Registry

E. Medications

Seq. #: 6875 Name: Bivalirudin

Coding Instructions: Indicate if bivalirudin (Angiomax) was administered.

Target Value: Any occurrence between arrival and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 6876 Name: Bivalirudin Date
Coding Instructions: Indicate the date of the first administration of bivalirudin (Angiomax).

Target Value: The first value between arrival and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6877 Name: Bivalirudin Time
Coding Instructions: Indicate the time of the first administration of bivalirudin (Angiomax).

Target Value: The first value on Bivalirudin Date

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6880 Name: Fondaparinux
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 6881 Name: Fondaparinux Date

Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6882 Name: Fondaparinux Time
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6885 Name: Argatroban
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 6886 Name: Argatroban Date
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 6887 Name: Argatroban Time

Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6890 Name: Lepirudin
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 6891 Name: Lepirudin Date
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 6892 Name: Lepirudin Time
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 6895 Name: Other Parenteral Anticoagulants Given

Coding Instructions: Indicate if an anticoagulant was given that is not listed.

Target Value: The first value between first medical contact and discharge

Selections: Selection Text Definition

No
Yes

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 7000 Name: Noninvasive Stress Testing

Coding Instructions: Indicate if the patient underwent exercise or pharmacologic stress testing with or without echocardiographic or nuclear imaging.

Target Value: Any occurrence between arrival at first facility and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 7001 Name: Noninvasive Stress Testing Date

Coding Instructions: Indicate the date of exercise or pharmacologic stress testing with or without echocardiographic or nuclear imaging.

Target Value: The first value between arrival at first facility and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 7010 Name: LVEF

Coding Instructions: Code the best estimate of the current left ventricular ejection fraction closest to discharge.
Note(s):
If no diagnostic report is in the medical record, a value documented in the medical record is acceptable.

In cases of conflicting measurements, the clinician should specify the value that they think best represents the post-procedure, or
post-PCI LVEF.

If a percentage range is reported, report the median of the range (i.e. 50-55%, is reported as 53%).

If only a descriptive value is reported (i.e. normal), enter the corresponding percentage value from the list below:
Normal = 60%

Good function = 50%

Mildly reduced = 45%

Fair function = 40%

Moderately reduced = 30%

Poor function = 25%

Severely reduced = 20%

This element is referenced in The Joint Commission AMI Core Measures AMI-3
Target Value: The last value between arrival at first facility and discharge
Selections: (none)
Supporting Definitions: | vEF :

The Left Ventricular Ejection Fraction is the percentage of the blood emptied from the left ventricle at the end of the contraction.
Source: ACC Clinical Data Standards, The Society of Thoracic Surgeons

Effective for Patient Discharges January 01, 2015
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Seq. #: 7011 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

LVEF Not Assessed

Indicate whether the left ventricular ejection fraction was assessed.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures AMI-3

The last value between arrival at first facility and discharge

Selection Text Definition

No

Yes

(none)

Seq. #: 7012 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

LVEF Planned for after Discharge
Indicate if the LVEF assessment is planned for after discharge.

The last value between arrival at this facility and discharge

Selection Text Definition

No

Yes

(none)

Seq. #: 7020 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Diagnostic Coronary Angiography
Indicate if the patient had a diagnostic coronary angiography procedure.

Any occurrence between arrival at first facility and discharge

Selection Text Definition

No

Yes

Diagnostic Coronary Angiography:

ACTION Registry’

Diagnostic coronary angiography is defined as the passage of a catheter into the aortic root or other great vessels for the purpose
of angiography of the native coronary arteries or bypass grafts supplying native coronary arteries.

Source: NCDR

Effective for Patient Discharges January 01, 2015
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Seq. #: 7021 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Diagnostic Coronary Angiography Date

Indicate the date the patient had diagnostic coronary angiography.

Note(s):

The start date for the diagnostic coronary angiography can be either the initial guidewire date or the lidocaine/anesthesia date.

The first value between arrival at first facility and discharge

(none)

(none)

Seq. #: 7022 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Diagnostic Coronary Angiography Time

Indicate the time the patient had diagnostic coronary angiography.

Note(s):

The start time for the diagnostic coronary angiography can be either the initial guidewire time or the lidocaine/anesthesia time.

The first value on Diagnostic Coronary Angiography Date

(none)

(none)

Seq. #: 7023 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Left Main Stenosis Percent

This element has been retired effective ACTION v2.4.

N/A

(none)

(none)

Seq. #: 7024 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Left Main Not Available

This element has been retired effective ACTION v2.4.

N/A

Selection Text Definition

No

Yes

(none)

© 2007, American College of Cardiology Foundation
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Seq. #: 7025 Name: Proximal LAD Stenosis Percent

Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 7026 Name: Proximal LAD Not Available
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 7027 Name: Mid/Distal LAD, Diag Branches Stenosis Percent

Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 7028 Name: Mid/Distal LAD, Diag Branches Not Available

Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 7029 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

CIRC, OMs, LPDA and LPL Branches Stenosis Percent

This element has been retired effective ACTION v2.4.

N/A

(none)

(none)

Seq. #: 7030 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

CIRC, OMs, LPDA and LPL Branches Not Available

This element has been retired effective ACTION v2.4.

N/A

Selection Text Definition

No

Yes

(none)

Seq. #: 7031 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

RCA, RPDA, RPL, AM Branches Stenosis Percent

This element has been retired effective ACTION v2.4.

N/A

(none)

(none)

Seq. #: 7032 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

RCA, RPDA, RPL, AM Branches Not Available

This element has been retired effective ACTION v2.4.

N/A

Selection Text Definition

No

Yes

(none)

© 2007, American College of Cardiology Foundation
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Seq. #: 7033 Name

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Ramus Stenosis Percent

This element has been retired effective ACTION v2.4.

N/A

(none)

(none)

Seq. #: 7034 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Ramus Not Available

This element has been retired effective ACTION v2.4.

N/A

Selection Text Definition

No

Yes

(none)

Seq. #: 7035 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Diagnostic Cath Contraindication

Indicate if a catheterization was not performed because it was contraindicated.
Note(s):

Contraindications may include patient refusal, advanced age, not a candidate for revascularization, do not resuscitate, active
bleeding, and clinical contraindications/severe comorbidities.

Any occurrence between arrival at first facility and discharge

Selection Text Definition

No

Yes

(none)

Seq. #: 7040 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions

Diagnostic Coronary Angiography Provider Last Name

Indicate the last name of the primary provider for the diagnostic coronary angiography.
Note(s):

If the name exceeds 50 characters, enter the first 50 letters only.

The value on current procedure

(none)

© (none)

© 2007, American College of Cardiology Foundation
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Seq. #: 7045 Name: Diagnostic Coronary Angiography Provider First Name

Coding Instructions: Indicate the first name of the primary provider for the diagnostic coronary angiography.
Note(s):
If the name exceeds 50 characters, enter the first 50 letters only.
Target Value: The value on current procedure
Selections: (none)

Supporting Definitions: (none)

Seq. #: 7050 Name: Diagnostic Coronary Angiography Provider Middle Name

Coding Instructions: Indicate the middle name of the primary provider for the diagnostic coronary angiography.
Note(s):
If the name exceeds 50 characters, enter the first 50 letters only.
Target Value: The value on current procedure
Selections: (none)

Supporting Definitions: (none)

Seq. #: 7055 Name: Diagnostic Coronary Angiography Provider NPI

Coding Instructions: Indicate the primary providers National Provider Identifier. NPIs, assigned by the Center for Medicare and Medicaid Services
(CMS), are used to uniquely identify physicians for Medicare billing purposes.

Target Value: The value on current procedure

Selections: (none)

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 7060 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Number of Diseased Vessels

Indicate the number of diseased vessels found during the diagnostic catheterization.
Note(s):

“Major” is defined as vessels that are >=2.0mm; Left Main Disease is counted as TWO vessels (LAD and Circumflex, which may
include a RAMUS intermedius). For example, Left Main and RCA would count as three total. Presence of Left Main Disease
>=50% is also coded in Sequence #7065 as ‘Yes.’

When qualifying disease is identified in more than 3 vessels please code ‘3.’

Any occurrence between arrival at this facility and discharge

Selection Text Definition

None
One
Two

Three

(none)

Seq. #: 7065 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Left Main Coronary Artery Stenosis >= 50%

Indicate whether or not the left main coronary artery is 50 percent or more stenotic.

Note(s):

Left Main Disease is counted as TWO vessels (LAD and Circumflex, which may include a RAMUS intermedius).”
The last value between arrival at this facility and discharge

Selection Text Definition

No

Yes

(none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 7070 Name: Left Main Stenosis Graft is Present

Coding Instructions: Indicate if a graft is present when the left main stenosis is greater than or equal to 50 percent.
Note(s):
Code this element if Prior CABG (5110) is 'Yes'.

Code the selection based on diagnostic angiography report of the presence or absence of stenosis in the coronary artery bypass
graft.

Code 'graft not patent' for graft stenosis >=50%.
Code 'graft patent' for graft stenosis <50%.

Target Value: Any occurrence on current procedure

Selections: Selection Text Definition

No
Yes - graft patent

Yes - graft not patent

Supporting Definitions: (none)

Seq. #: 7075 Name: Proximal LAD Stenosis >= 70%
Coding Instructions: Indicate if the left anterior descending coronary artery is greater than or equal to 70 percent stenotic.

Target Value: The highest value between arrival at this facility and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 7080 Name: Proximal LAD Graft is Present

Coding Instructions: Indicate if a graft is present when the proximal LAD is greater than or equal to 70 percent stenotic.
Note(s):
Code this element if Prior CABG (5110) is 'Yes'.

Code the selection based on diagnostic angiography report of the presence or absence of stenosis in the coronary artery bypass
graft.

Code 'graft not patent' for graft stenosis >=50%.
Code 'graft patent' for graft stenosis <50%.

Target Value: Any occurrence on current procedure

Selections: Selection Text Definition

No
Yes - graft patent

Yes - graft not patent

Supporting Definitions: (none)

Seq. #: 7100 Name: PCI
Coding Instructions: Indicate if the patient had a percutaneous coronary intervention (PCI).

Target Value: Any occurrence between arrival at this facility and discharge

Selections: Selection Text Definition

No
Yes
Supporting Definitions: pc|:

A percutaneous coronary intervention (PCI) is the placement of an angioplasty guide wire, balloon, or other device (e.g. stent,
atherectomy, brachytherapy, or thrombectomy catheter) into a native coronary artery or coronary artery bypass graft for the
purpose of mechanical coronary revascularization.

Source: NCDR

Seq. #: 7101 Name: Cath Lab Arrival Date

Coding Instructions: Indicate the date the patient arrived to the cath lab where the PCI was being performed, as documented in the medical record.

Target Value: The first value between arrival at this facility and discharge

Selections: (none)

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 7102 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Cath Lab Arrival Time
Indicate the time the patient arrived to the cath lab where the PCI was being performed, as documented in the medical record.

The first value on Cath Lab Arrival Date

(none)

(none)

Seq. #: 7103 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

First Device Activation Date

Indicate the date the first device was activated regardless of type of device used.
Note(s):

This is a process measure about the timeliness of treatment. Itis NOT a clinical outcomes measure based on TIMI flow or clinical
reperfusion. It does not matter whether the baseline angiogram showed TIMI 3 flow or if the final post-PCI angiogram showed
TIMI O flow. What is being measured is the time of the first mechanical treatment of the culprit lesion, not the time when TIMI 3
flow was (or was not) restored.

The first value between arrival at this facility and discharge

(none)

(none)

Seq. #: 7104 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

First Device Activation Time

Indicate the time the first device was activated regardless of type of device used. Use the earliest time from the following: 1. Time
of the first balloon inflation. 2. Time of the first stent deployment 3. Time of the first treatment of lesion (AngjoJet or other
thrombectomy/aspiration device, laser, rotational atherectomy) 4. If the lesion cannot be crossed with a guidewire or device (and
thus none of the above apply), use the time of guidewire introduction.

Note(s):
This element is referenced in The Joint Commission AMI Core Measures AMI-8, AMI-8a
The first value on First Device Activation Date

(none)

(none)

Seq. #: 7105 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Stent(s) Placed
Indicate if a stent or stents were placed in the affected coronary artery.

Any occurrence between arrival at this facility and discharge

Selection Text Definition

No

Yes

(none)

© 2007, American College of Cardiology Foundation
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Seq. #: 7106 Name: Bare Metal Stent Implanted

Coding Instructions: Indicate if one or more bare metal stents were implanted during PCI.

Target Value: Any occurrence between arrival at this facility and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 7107 Name: Drug Eluting Stent Implanted
Coding Instructions: Indicate if one or more drug eluting stents were implanted during PCI.

Target Value: Any occurrence between arrival at this facility and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 7108 Name: Other Stents Implanted

Coding Instructions: Indicate if one or more other (not bare metal or drug eluting) stents were implanted during PCI.

Target Value: Any occurrence between arrival at this facility and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 7109 Name: PCI Indication

Coding Instructions:

Note(s):

Indicate the primary reason PCl was performed or attempted.

This element is referenced in The Joint Commission AMI Core Measures AMI-8, AMI-8a

Target Value:

Selections: Selection Text

The first value between arrival at this facility and discharge

Definition

Primary PCI for
STEMI

Rescue PCI (after
failed full-dose lytic)

PCI for NSTEMI

Stable, successful
reperfusion for
STEMI, or completed
infarction post-STEMI

Other

PCI for STEMI (stable
after successful full-
dose lytic)

PCI for STEMI
(unstable, >12 hrs
from symptom onset)

PCI for STEMI
(stable, >12 hrs from
symptom onset)

Supporting Definitions: (none)

Primary PCI for patient with STEMI (or STEMI
equivalent).

Rescue PCI for STEMI (or STEMI equivalent) after
failed full-dose lytics.

Includes patients with Non-STEMI.

Retired effective v2.4.

PCI for STEMI (or STEMI equivalent) who is stable
after receiving full-dose lytic.

PCI for STEMI (or STEMI equivalent) more than 12
hours from symptom onset with recurrent or
persistent symptoms, symptoms of heart failure or
ventricular arrhythmia.

Patient with STEMI (or STEMI equivalent) who is
stable, and is more than 12 hours from symptom
onset. The patient does not have any symptoms of
recurrent or persistent ischemia, symptoms of heart
failure, or electrical instability.

© 2007, American College of Cardiology Foundation
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Seq. #: 7110 Name: Non-system Reason for Delay in PCI

Coding Instructions: Indicate if there is documentation of a non-system reason for a delay in doing the first percutaneous coronary intervention (PCI)
after hospital arrival by a physician/advanced practice nurse/physician assistant (physician/APN/PA).

Note(s):
System reasons for delay are NOT acceptable.

The effect on timing/delay of PCI must be documented in order to be an acceptable reason for delay. If unable to determine
whether a documented reason is system in nature, or if physician /APN/PA documentation does not establish a linkage between
event(s)/condition(s) and the timing/delay in PCl/reperfusion/cath/transfer to cath lab, select "None"

This element is referenced in The Joint Commission AMI Core Measures AMI-8, AMI-8a.

Target Value: The first value between arrival at this facility and discharge

Selections: Selection Text Definition

Difficult vascular
access

Cardiac arrest and/or
need for intubation
before PCI

Patient delays in
providing consent for
the procedure

Difficulty crossing the
culprit lesion during
the PCI procedure

Other

None

Supporting Definitions: (none)

Seq. #: 7112 Name: Arterial Access Site

Coding Instructions: Indicate the primary location of percutaneous entry. Code the site used to perform the majority of the procedure if more than one
site was used.

Target Value: The first value between arrival at this facility and discharge

Selections: Selection Text Definition
Femoral Either a cutdown or percutaneous puncture of either
femoral artery.
Brachial Either a cutdown or percutaneous puncture of either
brachial artery.
Radial Percutaneous radial approach.
Other Entry other than femoral, brachial, or radial

approaches to the arterial system.

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 7113 Name: PCI Provider Last Name

Coding Instructions: Indicate the providers last name.
Note(s):

If the name exceeds 50 characters, enter the first 50 letters only.

Target Value: The value on current procedure

Selections: (none)

Supporting Definitions: (none)

Seq. #: 7114 Name: PCI Procedure Provider First Name

Coding Instructions: Indicate the provider's first name.
Note(s):
If the name exceeds 50 characters, enter the first 50 letters only.
Target Value: The value on current procedure
Selections: (none)

Supporting Definitions: (none)

Seq. #: 7115 Name: PCI Procedure Provider Middle Name

Coding Instructions: Indicate the provider's middle name.
Note(s):
If the name exceeds 50 characters, enter the first 50 letters only
Target Value: The value on current procedure

Selections: (none)

Supporting Definitions: (none)

Seq. # 7116 Name: PCI Procedure Provider NPI

Coding Instructions: Indicate the provider's National Provider Identifier. NPIs, assigned by the Center for Medicare and Medicaid Services (CMS), are
used to uniquely identify physicians for Medicare billing purposes.

Target Value: The value on arrival at this facility

Selections: (none)

Supporting Definitions: (none)
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Seq. #: 7200 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

CABG

Indicate if the patient had a CABG (coronary artery bypass graft surgery).

Any occurrence between arrival at this facility and discharge

Selection Text Definition

No

Yes

(none)

Seq. #: 7201 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

CABG Date

Indicate the date of the coronary artery bypass graft (CABG) surgery.

The first value between arrival at this facility and discharge

(none)

(none)

Seq. #: 7202 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

CABG Time

Indicate the time of the coronary artery bypass graft (CABG) surgery.
Note(s):

The time of the procedure is the time to the nearest minute (using 24-hour clock), that the skin incision, or its equivalent was made
to start the surgical procedure.

The first value on CABG Date

(none)

(none)

Seq. #: 7205 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Treated with In-Hospital Hypothermia Protocol
Indicate if an in-hospital hypothermia protocol was initiated.

Any occurrence between first medical contact and discharge

Selection Text Definition

No

Yes

(none)

© 2007, American College of Cardiology Foundation
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Seq. #: 7206 Name: In-Hospital hypothermia protocol initiated Location

Coding Instructions: Indicate the location where the hypothermia protocol was initiated.

Target Value: Any occurrence between first medical contact and discharge

Selections: Selection Text Definition

Pre-Hospital
ER

Cath Lab
ICU/CCU

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 8000 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Reperfusion Candidate
Indicate if the STEMI patient is a reperfusion candidate for primary PCI or Thrombolytic therapy.

Any occurrence between first medical contact and discharge

Selection Text Definition

No

Yes

(none)

Seq. #: 8010 Name:

Coding Instructions:

Target Value:

Selections:

Primary Reason Not Indicated

This element has been superceded by 8011, 8030 and 8035 in version 2.2 Indicate the one primary reason, documented in the
medical record, that reperfusion therapy (thrombolytic therapy or primary PCI) was not indicated.

The first value between first medical contact and discharge

Selection Text Definition

Non-compressible
vascular puncture(s)

Active bleeding on
arrival or within 24
hours

Known bleeding
diathesis

Recent bleeding
within previous 4
weeks

History of CVA

Recent
surgery/trauma

Intracranial
neoplasm, AV
malformation, or
aneurysm

Severe uncontrolled
hypertension

No ST
elevation/LBBB

ST elevation resolved
MI diagnosis unclear

MI symptoms onset >
12 hours

Chest pain resolved
No chest pain

Suspected aortic
dissection

Effective for Patient Discharges January 01, 2015
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Significant closed
head or facial trauma
within previous 3
months

Prior allergic reaction
to thrombolytics or IV
contrast

Current use of oral
anticoagulants

Active peptic ulcer
Quality of life decision
Comorbid disease

Traumatic CPR that
precludes
thrombolytics

Anatomy not suitable
to primary PCI

Spontaneous
reperfusion
(documented by cath

only)
Patient/family refusal

DNR at time of
treatment decision

Ischemic stroke w/in
3 months, except
acute ischemic stroke
w/in 3 hours

Any prior intracranial
hemorrhage

Pregnancy

Other (not listed)

Supporting Definitions: (none)
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Seq. #: 8011 Name: Primary Reason No Reperfusion

Coding Instructions: Indicate the one primary reason, documented in the medical record, that reperfusion therapy (thrombolytic therapy or primary PCI)
was not indicated.

Note(s):
This element does not need to be collected for patients who were discharged prior to April 1, 2011.
Added to the Limited Data Set (ARGL) starting with patients discharged October 1, 2013.

Target Value: The first value between first medical contact and discharge

Selections: Selection Text Definition

No ST
elevation/LBBB

ST elevation resolved
MI diagnosis unclear

MI symptoms onset
>12 hours

Chest pain resolved
No chest pain

Other

Supporting Definitions: (none)

Seq. #: 8015 Name: Primary PCI

Coding Instructions: Indicate if the patient received primary PCl as an urgent treatment for STEMI.
Note(s):
This element does not need to be collected for patients who were discharged prior to April 1, 2011.
Target Value: Any occurrence between first medical contact and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 8020 Name: Thrombolytics

Coding Instructions: Indicate if the patient received thrombolytic therapy as an urgent treatment for STEMI.
Note(s):
This element is referenced in The Joint Commission AMI Core Measures AMI-7, AMI-7a, AMI-8, AMI-8a
Target Value: Any occurrence between first medical contact and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 8021 Name: Strength of Thrombolytic Dose
Coding Instructions: Indicate the strength of dose of the thrombolytic.

Target Value: The first value between first medical contact and discharge

Selections: Selection Text Definition

Full Dose

Reduced Dose

Supporting Definitions: (none)

Seq. #: 8022 Name: Type of Thrombolytics
Coding Instructions: Indicate the type of thrombolytic first administered.

Target Value: The first value between first medical contact and discharge

Selections: Selection Text Definition

Tenecteplase

Alteplase Retired effective v2.4.
Reteplase

Streptokinase Retired effective v2.4.
Other

Supporting Definitions: (none)
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Seq. #: 8023 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Thrombolytic Therapy Date

Indicate the date of either the first bolus or the beginning of the thrombolytic infusion.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures AMI-7, AMI-7a

If your facility receives a patient transfer with infusion ongoing, record the date that infusion was started at transferring facility.
The first value between first medical contact and discharge

(none)

(none)

Seq. #: 8024 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Thrombolytic Therapy Time

Indicate the time of either the first bolus or the beginning of the infusion.

Note(s):

If your facility receives a patient transfer with infusion ongoing, record the time that infusion was started at transferring facility.
This element is referenced in The Joint Commission AMI Core Measures AMI-7, AMI-7a.

The first value on Thrombolytic Therapy Date

(none)

(none)

Seq. #: 8025 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Non-System Reason for Delay

Indicate if there is documentation of a non-system reason for delay in initiating thrombolytic therapy greater than 30 minutes from
the time of first facility arrival (including an ambulance capable of administering thrombolytic therapy).

Note(s):

A patient being transferred into your facililty is not considered a non-system reason for delay.

This element is referenced in The Joint Commission AMI Core Measures AMI-7, AMI-7a.

Any occurrence between first medical contact and discharge

Selection Text Definition

No

Yes

(none)

© 2007, American College of Cardiology Foundation
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Seq. #: 8026 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Lytic Ineligible and require prolonged transfer for Primary PCI

Indicate if the patient was Lytic ineligible and required prolonged transfer time for primary PCI.
Note(s):

Prolonged transfer time is defined as greater than 60 minutes.

Any occurrence on current admission

Selection Text Definition

No

Yes

(none)

Seq. #: 8030 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Reason Primary PCI Not Performed

Indicate the one primary reason, documented in the medical record, that primary PCI was not performed as reperfusion therapy.
Note(s):

This element does not need to be collected for patients who were discharged prior to April 1, 2011.

Added to the Limited Data Set (ARGL) starting with patients discharged October 1, 2013.

The first value between first medical contact and discharge

Selection Text Definition

Non-compressible
vascular puncture(s)

Active bleeding on
arrival or within 24
hours

Quality of life decision

Anatomy not suitable
to primary PCI

Spontaneous
reperfusion
(documented by cath
only)

Patient/family refusal

DNR at time of
treatment decision

Prior allergic reaction
to IV contrast

Other

Not performed (not a
PCI center)

No reason
documented

Thrombolytic
Administered

(none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 8035 Name: Reason Thrombolytics Not Administered

Coding Instructions: Indicate the one primary reason, documented in the medical record, that thrombolytics were not administered as reperfusion
therapy.

Note(s):
This element does not need to be collected for patients who were discharged prior to April 1, 2011.
Added to the Limited Data Set (ARGL) starting with patients discharged October 1, 2013.

Target Value: The first value between first medical contact and discharge

Selections: Selection Text Definition

Known bleeding
diathesis

Recent bleeding
within 4 weeks

Recent
surgery/trauma

Intracranial
neoplasm, AV
malformation, or
aneurysm

Severe uncontrolled
hypertension

Suspected aortic
dissection

Significant close head
or facial trauma within
previous 3 months

Active peptic ulcer

Traumatic CPR that
precludes
thrombolytics

Ischemic stroke w/in
3 months except
acute ischemic stroke
within 3 hours

Any prior intracranial
hemorrhage

Pregnancy

Prior allergic reaction
to thrombolytics

DNR at time of
treatment decision

Other

Expected DTB < 90
minutes

No reason
documented

Supporting Definitions: (none)
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Seq. # 9000 Name: Reinfarction

Coding Instructions: Indicate if there are clinical signs and symptoms of a new infarction or repeat infarction.

Target Value: Any occurrence between arrival at this facility and discharge

Selections: Selection Text Definition

No
Yes
Supporting Definitions: Reinfarction:

Reinfarction occurs when there are clinical signs and symptoms of ischemia that is distinct from the presenting ischemic event and
meeting at least one of the following criteria:

1. Spontaneous (Prior to or without revascularization, >24 hours after PCI and/or >72 hours after CABG)
a. New, significant Q waves in at least two contiguous leads of an ECG that were not present with the presenting ischemic event

b. Patients whose most recent cardiac markers drawn prior to reinfarction which were normal require an increase in CK-MB or
troponin above the ULN which is at least >=25% above the most recent value.

c. Patients whose most recent cardiac markers prior to reinfarction were above the upper limit of normal require an increase in CK-
MB or troponin by >= 50% above the most recent value.

2. Within 24 hours after PCI:

a. Patients with normal CK-MB values (pre-procedure) who then develop an increase in CK-MB to a value at least 3 times the
upper limit of normal for your laboratory (i.e., above 3 times the 99th percentile upper reference limit for a normal population) are
indicative of peri-procedural myocardial necrosis. ECG changes or symptoms are not required to qualify.

Note: Some patients presenting with acute coronary syndrome will not have biomarker elevations prior to the PCI. Elevated
biomarker after PCI in these cases do not necessarily mean a reinfarction occurred.

b. Patients with elevated baseline (pre-procedure) cardiac biomarkers (CK-MB): there are two possible scenarios. In these
scenarios, ECG changes or symptoms are not required to qualify.

i. Patients with cardiac markers above the upper limit of normal (pre-procedure) assumed to be in the midst of an acute myocardial
infarction. In these patients, it is not possible to distinguish necrosis that resulted from the PCI vs. necrosis arising from the
presenting acute Ml, and these pts require an increase in CK-MB that must also be >= 50% above the most recent value.

ii. Patients with elevated biomarkers with a characteristic rise and fall in biomarker levels pre-procedure most likely have
completed their presenting infarct. Further rises in CK-MB must be >= 50% above the most recent value to be coded as
reinfarction.

c. Patients with new, significant Q waves in at least two contiguous leads of an ECG that were not present with the presenting
ischemic event

3. Within the first 72 hours following CABG: A CABG-related myocardial infarction is defined by an increase of biomarkers greater
than 5 times the upper limit of normal for your laboratory (i.e., above 5 times the 99th percentile upper reference limit for a normal
population) compared with the pre-CABG biomarker value closest to the time of surgery plus one of the following:

a. new pathological Q waves or new LBBB;

b. angiographically documented new occlusion or thrombosis of a graft or native coronary artery since the pre-operative
angiogram;

c. imaging evidence of new loss of viable myocardium at rest in the absence of a non-ischemic cause.

Note: Patients with cardiac biomarkers above the upper limit of normal pre-CABG require the increase in CK-MB to be >=50%
above the most recent value.

Source: Joint ESC-ACC-AHA-WHF 2007 Task Force consensus document "Universal Definition of Myocardial Infarction”
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Seq. #: 9001 Name

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Reinfarction Date

Indicate the date when the clinical signs and symptoms of the new myocardial infarction first occurred.

The first value between arrival at this facility and discharge

(none)

(none)

Seq. #: 9010 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Cardiogenic Shock

Indicate if the patient had a new onset or acute recurrence of cardiogenic shock in your facility.
Note(s):

Transient episodes of hypotension reversed with IV fluid or atropine do not constitute cardiogenic shock. The hemodynamic
compromise (with or without extraordinary supportive therapy) must persist for at least 30 minutes.

Any occurrence between arrival at this facility and discharge

Selection Text Definition

No

Yes

Cardiogenic Shock:

Cardiogenic shock is defined as
1. a sustained (>30 minutes) episode of systolic blood pressure <90 mm Hg determined to be secondary to cardiac dysfunction,
and/or

2. a sustained (>30 minutes) episode of cardiac index <2.2 L/min/m2 determined to be secondary to cardiac dysfunction, and/or

3. the sustained (>30 minutes) requirement for parenteral inotropic or vasopressor agents or mechanical support (e.g., IABP,
extracorporeal circulation, ventricular assist devices) to maintain systolic blood pressure >=90 mm Hg, and/or

4. the sustained (>30 minutes) requirement for parenteral inotropic or vasopressor agents or mechanical support (e.g., IABP,
extracorporeal circulation, ventricular assist devices) to maintain Cl >=2.2 L/min/m2

Source: NCDR

Seq. #: 9011 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions

Cardiogenic Shock Date
Indicate the date when a diagnosis of cardiogenic shock was made.

The first value between arrival at this facility and discharge

(none)

© (none)

© 2007, American College of Cardiology Foundation
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Seq. #: 9020 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Heart Failure

Indicate if there is physician documentation or report of either new onset or acute reoccurrence of heart failure.

Any occurrence between arrival at this facility and discharge

Selection Text Definition

No

Yes

Heart Failure:

Heart failure is defined as physician documentation or report of any of the following clinical symptoms of heart failure: unusual
dyspnea on light exertion; recurrent dyspnea occurring in the supine position; fluid retention; the description of rales, jugular
venous distension, pulmonary edema on physical exam; or pulmonary edema on chest x-ray. A previous hospital admission with
principal diagnosis of heart failure is considered evidence of heart failure history. A low ejection fraction without clinical evidence of
heart failure does not qualify as heart failure.

Source: ACC Data Standards, The Society of Thoracic Surgeons

Seq. #: 9021 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Heart Failure Date

Indicate the date of the new onset or acute reoccurrence of heart failure.

The first value between arrival at this facility and discharge

(none)

(none)

Seq. #: 9030 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

CVA/Stroke

Indicate if the patient experienced a stroke or cerebrovascular accident (CVA) in your facility.

Any occurrence between arrival at this facility and discharge

Selection Text Definition

No

Yes

Stroke:

A stroke is an acute episode of focal or global neurological dysfunction caused by brain, spinal cord, or retinal vascular injury as a
result of hemorrhage or infarction.

Source: Standardized Definitions for Cardiovascular Endpoints in Clinical Trials (FDA Draft)

© 2007, American College of Cardiology Foundation
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Seq. #: 9031 Name: CVA/Stroke Date

Coding Instructions: Indicate the date of onset of stroke or cerebrovascular accident (CVA) symptoms. If a stroke occurs during sleep, last awake time
may be used.

Target Value: The first value between arrival at this facility and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 9032 Name: Hemorrhagic Stroke
Coding Instructions: Indicate if the patient experienced a hemorrhagic stroke with documentation on imaging.

Target Value: Any occurrence between arrival at this facility and discharge

Selections: Selection Text Definition

No
Yes

Supporting Definitions: Hemorrhagic Stroke:

Hemorrhage may be a consequence of ischemic stroke. In this situation, the stroke is an ischemic stroke with hemorrhagic
transformation and not a hemorrhagic stroke.

Hemorrhagic stroke is defined as an acute episode of focal or global cerebral or spinal dysfunction caused by intraparenchymal,
intraventricular, or subarachnoid hemorrhage.

Note: Subdural hematomas are intracranial hemorrhagic events and not strokes.
Source: Standardized Definitions for Cardiovascular Endpoints in Clinical Trials (FDA Draft) Cardiovascular Trials
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Seq. #: 9035 Name: Cardiac Arrest

Coding Instructions: Indicate if the patient experienced an episode of cardiac arrest in your facility.
Note(s):

Evaluated by EMS or ED personnel and either (1) received attempts at external defibrillation (by lay responders or emergency
personnel) or chest compressions by organized EMS or ED personnel or (2) were pulseless but did not receive attempts to
defibrillate or cardiopulmonary resuscitation (CPR) by EMS personnel.

This element does not need to be collected for patients who were discharged prior to April 1, 2011.

Target Value: Any occurrence between arrival at this facility and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: cardiac Arrest:

'Sudden’ cardiac arrest is the sudden cessation of cardiac activity so that the victim becomes unresponsive, with no normal
breathing and no signs of circulation. If corrective measures are not taken rapidly, this condition progresses to sudden death.
Cardiac arrest should be used to signify an event as described above that is reversed, usually by CPR, and/or defibrillation or
cardioversion, or cardiac pacing. Sudden cardiac arrest is not the same as sudden cardiac death. Sudden cardiac death describes
a fatal event.

Source: ACC/AHA/HRS 2006 Key Data Elements and Definitions for Electrophysiological Studies and Procedures

Seq. #: 9037 Name: Cardiac Arrest Date

Coding Instructions: Indicate the date of the cardiac arrest.
Note(s):
This element does not need to be collected for patients who were discharged prior to April 1, 2011.
Target Value: The first value between arrival at this facility and discharge
Selections: (none)

Supporting Definitions: (none)
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Seq. #: 9040 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Suspected Bleeding Event

Indicate if there was a suspected or confirmed bleeding event observed and documented in the medical record that was
associated with any of the following:

1. Hemoglobin drop of >=3 g/dL;

2. Transfusion of whole blood or packed red blood cells;

3. Procedural intervention/surgery at the bleeding site to reverse/stop or correct the bleeding (such as surgical closures/exploration
of the arteriotomy site, balloon angioplasty to seal an arterial tear, endoscopy with cautery of a Gl bleed).

Any occurrence between arrival at this facility and discharge

Selection Text Definition

No

Yes

(none)

Seq. #: 9041 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Suspected Bleeding Event Date

Indicate the date of the suspected bleeding event.

The first value between arrival at this facility and discharge

(none)

(none)

Seq. #: 9042 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Suspected Bleeding Event Location - Access Site

Indicate if a bleeding event occurred at the PCI access site.

Any occurrence between arrival at this facility and discharge

Selection Text Definition

No

Yes

(none)

Effective for Patient Discharges January 01, 2015
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H. In Hospital Clinical Events

Seq. #: 9043 Name:

Suspected Bleeding Event Location - Retroperitoneal

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Indicate if the patient had a retroperitoneal bleeding event.

Any occurrence between arrival at this facility and discharge

Selection Text Definition

No

Yes

(none)

Seq. #: 9044 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Suspected Bleeding Event Location - Gl
Indicate if the patient had a Gl bleeding event.

Any occurrence between arrival at this facility and discharge

Selection Text Definition

No

Yes

(none)

Seq. #: 9045 Name:
Coding Instructions:

Target Value:

Suspected Bleeding Event Location - GU

Indicate if the patient had a GU bleeding event.

Any occurrence between arrival at this facility and discharge

Selections: Selection Text Definition
No
Yes
Supporting Definitions: (none)

Seq. #: 9046 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Suspected Bleeding Event Location - Other

Indicate if the patient had a bleeding event in a location not specified elsewhere.

Any occurrence between arrival at this facility and discharge

Selection Text Definition

No

Yes

(none)
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Seq. #: 9047 Name: Surgical Procedure or Intervention Required

Coding Instructions: Indicate if the suspected bleeding event observed required procedural intervention or surgery at the bleeding site to reverse, stop
or correct the bleeding (e.g. surgical closures, exploration of the arteriotomy site, balloon angioplasty to seal an arterial tear, or
endoscopy with cautery of a Gl bleed).

Note(s):

Prolonged pressure does not qualify as an intervention, but ultrasonic guided compression after making a diagnosis of
pseudoaneurysm does qualify

Target Value: Any occurrence between arrival at this facility and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. # 9050 Name: RBC/Whole Blood Transfusion

Coding Instructions: Indicate if there was a transfusion of either whole blood or packed red blood cells.

Target Value: Any occurrence between arrival at this facility and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 9051 Name: First Transfusion Date

Coding Instructions: Indicate the date of the first whole blood or red blood cell transfusion.

Target Value: The first value between arrival at this facility and discharge

Selections: (none)

Supporting Definitions: (none)
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Seq. #: 9052 Name: Transfusion Related to CABG

Coding Instructions: Indicate if any red blood cell/whole blood transfusion was related to CABG.
Note(s):

If any units were given for reasons not related to CABG, check "No." Check "Yes" only if all transfusions given were related to
CABG.

Target Value: Any occurrence between arrival at this facility and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. # 9060 Name: Atrial Fibrillation

Coding Instructions: Indicate if the patient experienced atrial fibrillation.

Target Value: Any occurrence between arrival at this facility and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: Atrial Fibrillation:

Atrial Fibrillation is a supraventricular tachyarrhythmia characterized by uncoordinated atrial activity with consequent deterioration

of atrial mechanical function. On the electrocardiogram (ECG), atrial fibrillation is characterized by the replacement of consistent P
waves with rapid oscillations or fibrillation waves that vary in amplitude, shape and timing, associated with an irregular, frequently

rapid ventricular response when atrioventricular conduction is intact.

Atrial Flutter is characterized by a sawtooth pattern of regular atrial activation called flutter waves on the ECG, particularly visible
in leads Il, Ill, aVF and v1.

Source: ACC/AHA 2006 Data Standards for Measuring Clinical Management and Outcomes of Patients with Atrial Fibrillation

Seq. #: 9065 Name: Atrial Fibrillation Date
Coding Instructions: Indicate the date the patient experienced episode of atrial fibrillation.

Target Value: Any occurrence between arrival at this facility and discharge

Selections: (none)

Supporting Definitions: (none)
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Seq. #: 9070 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

VTach/VFib

Indicate if the patient experienced VTach and/or VFib.

Ventricular tachycardia is three or more fast heart beats (greater than 100 bpm) that originates in one of the ventricles. Ventricular
fibrillation occurs when the heart's electrical activity becomes disordered and the ventricles contract in a rapid, unsynchronized
way.

Significant VT that was clinically relevant greater than 7 beat run of VT that requires treatment or intervention.

Note(s):

Code 'Yes' if a run of greater than or equal to 7 beats of ventricular tachycardia is documented in the record.
Code 'Yes' to any noted instance of ventricular fibrillation.

Any occurrence between arrival at this facility and discharge

Selection Text Definition

No

Yes

VTach Arrest:

VT is a cardiac arrhythmia of 3 or more consecutive complexes in duration emanating from the ventricles at a rate 100 bpm (cycle
length: 600 ms).

Source: JACC Vol. 48, No. 11, 2006 ACC/AHA/HR Clinical Data Standards December 5, 2006:2360-96

Seq. #: 9075 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

VTach/VFib Date

Indicate the date the patient experienced VTach and/or VFib.

Any occurrence between arrival at this facility and discharge

(none)

(none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 9080 Name: New Requirement for Dialysis

Coding Instructions: Indicate if the patient experienced acute or worsening renal failure necessitating renal dialysis.
Note(s):

If a patient is on receiving continuous veno-venous hemofiltration (CVVH) as a result of renal failure (and not as treatment to
remove fluid for heart failure), code yes.

For patients with extended hospital stays, restrict coding of post-procedure events to 30 days after the last procedure.

Target Value: The first value between arrival at this facility and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. # 9085 Name: New Requirement for Dialysis Date

Coding Instructions: Indicate the date of acute or worsening renal failure leading to a new requirement for dialysis.

Target Value: The first value between arrival at this facility and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 9090 Name: Mechanical Support

Coding Instructions: Indicate if the patient required the use of other mechanical ventricular support. This includes use of cardiopulmonary bypass, left
ventricular assist device (LVAD) and/or extracorporeal membrane oxygenation (ECMO).

Target Value: Any occurrence between arrival at this facility and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 9095 Name: Mechanical Support Device

Coding Instructions: Indicate the type of mechanical support device.

Target Value: Any occurrence between arrival at this facility and discharge

Selections: Selection Text Definition

IABP

Impella
Tandem Heart
ECMO

LVAD

Other

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 10000 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Positive Cardiac Markers w/in First 24 Hours

Indicate if any positive cardiac markers were present within the first 24 hours after first medical contact.
Note(s):

Qualifying cardiac biomarkers include the following:

1. Troponin | or T: Level is elevated if the lab value exceeds the upper limit of normal (ULN) according to the individual hospital’s
laboratory parameters.

2. Creatine kinase-myocardial band (CK-MB): Level is elevated if the lab value exceeds the ULN according to the individual
hospital’s laboratory parameters.

3. Positive bedside troponin assay: Level is elevated if the lab value exceeds the ULN according to the individual hospital’'s
laboratory parameters.

Any occurrence between first medical contact and 24 hours after arrival at first facility

Selection Text Definition

No

Yes

(none)

Seq. #: 10010 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Initial Troponin Collected

Indicate if an initial troponin sample was collected.

Note(s):

The initial sample refers to the first sample obtained within the first 24 hours of care.
Any occurrence between first medical contact and 24 hours after arrival at first facility

Selection Text Definition

No
Yes - |

Yes-T

(none)

Seq. #: 10011 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Initial Troponin Date
This element has been retired effective ACTION v2.4.

N/A

(none)

(none)

© 2007, American College of Cardiology Foundation

Effective for Patient Discharges January 01, 2015

5/22/2017 Page 116 of 151



NCDR'  pata pi

Coder’s
ctionary v2.4.2

I. Laboratory Results

Seq. #: 10012 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Initial Troponin Time
This element has been retired effective ACTION v2.4.

N/A

(none)

(none)

Seq. #: 10013 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Initial Troponin Value

Indicate the initial troponin value in ng/mL.

Note(s):

If value is reported using a < symbol (e.g., < 0.02), record the number only (e.g., 0.02).
The first value between first medical contact and 24 hours after arrival at first facility

(none)

(none)

Seq. #: 10014 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Initial Troponin URL

Indicate the URL (Upper Reference Limit) for the initial troponin sample in ng/mL.
Note(s):

If you are unsure of which Upper Reference Limit value to report from a troponin assay, contact your lab manager to determine
which value is consistent with the supporting definition.

The initial sample value refers to the first sample obtained within the first 24 hours of care.
N/A
(none)

Upper Reference Limit (URL):

Defined as the 99th percentile of troponin levels for a normal reference population.
Source: Joint ESC-ACC-AHA-WHF 2007 Task Force consensus document “"Universal Definition of Myocardial Infarction”

© 2007, American College of Cardiology Foundation
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Seq. #: 10020 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Initial CK-MB Collected

Indicate if an initial CK-MB sample was collected.

Note(s):

The initial sample refers to the first sample obtained within the first 24 hours of care.
Any occurrence between first medical contact and 24 hours after arrival at first facility

Selection Text Definition

No

Yes

(none)

Seq. #: 10021 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Initial CK-MB Date

This element has been retired effective ACTION v2.4.

N/A

(none)

(none)

Seq. #: 10022 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Initial CK-MB Time

This element has been retired effective ACTION v2.4.

N/A

(none)

(none)

Seq. #: 10023 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions

Initial CK-MB Value

Indicate the initial CK-MB value.

Note(s):

If a CK-MB value was not calculated at baseline for normal CPK results, record a value of O (zero).
The initial sample value refers to the first sample obtained within the first 24 hours of care.

The first value between first medical contact and 24 hours after arrival at first facility

(none)

* (none)

© 2007, American College of Cardiology Foundation

Effective for Patient Discharges January 01, 2015
Page 118 of 151

5/22/2017

ACTION Registry’



. Coder’s . .
NCDR' - pata Dictionary v2.4.2 ACTION Registry

I. Laboratory Results

Seq. #: 10024 Name: Initial CK-MB Unit

Coding Instructions: Indicate the initial CK-MB sample unit of measure.
Note(s):
The initial sample value refers to the first sample obtained within the first 24 hours of care.
Target Value: The first value between first medical contact and 24 hours after arrival at first facility

Selections: Selection Text Definition

IU/L

%
(mg/mL)/1U
ng/mL

Supporting Definitions: (none)

Seq. # 10025 Name: Initial CK-MB ULN

Coding Instructions: Indicate the ULN (upper limit of normal) for the initial CK-MB sample.
Note(s):

If a range is given for ULN values, record the highest number in the range.

Examples: If the reference range given is 0.0-1.5, record ULN as 1.5. If the reference range given is < 1.5, record ULN as 1.5 as
well.

The initial sample value refers to the first sample obtained within the first 24 hours of care.
Target Value: N/A
Selections: (none)

Supporting Definitions: (none)

Seq. #: 10030 Name: Peak Troponin Collected

Coding Instructions: Indicate if the peak troponin, | or T, was collected.
Note(s):
If the initial value was also the peak value, record results in both initial and peak sections.
Target Value: Any occurrence between first medical contact and discharge

Selections: Selection Text Definition

No
Yes - |
Yes-T

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 10031 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Peak Troponin Date
This element has been retired effective ACTION v2.4.

N/A

(none)

(none)

Seq. #: 10032 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Peak Troponin Time
This element has been retired effective ACTION v2.4.

N/A

(none)

(none)

Seq. #: 10033 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Peak Troponin Value

Indicate the peak troponin value in ng/mL.
Note(s):

If value is reported using a < symbol (e.g., < 0.02), record the number only (e.g., 0.02).

The highest value between first medical contact and discharge

(none)

(none)

Seq. #: 10034 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Peak Troponin URL

Indicate the URL (Upper Reference Limit) for the peak troponin sample in ng/mL.
Note(s):

If you are unsure of which Upper Reference Limit value to report from a troponin assay, contact your lab manager to determine
which value is consistent with the supporting definition.

If the initial value was also the peak value, record results in both initial and peak sections.
N/A
(none)

Upper Reference Limit (URL):

Defined as the 99th percentile of troponin levels for a normal reference population.
Source: Joint ESC-ACC-AHA-WHF 2007 Task Force consensus document “"Universal Definition of Myocardial Infarction”
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Seq. #: 10035 Name: Peak Troponin Value Same as Initial

Coding Instructions: Indicate if the peak Troponin value is equal to the initial value.

Target Value: N/A

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 10040 Name: Peak CK-MB Collected

Coding Instructions: Indicate if the peak CK-MB was collected.
Note(s):

If the initial value was also the peak value, record results in both initial and peak sections.

Target Value: Any occurrence between first medical contact and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 10041 Name: Peak CK-MB Date
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 10042 Name: Peak CK-MB Time
Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
© 2007, American College of Cardiology Foundation 5/22/2017 Page 121 of 151



. Coder’s . .
NCDR' - pata Dictionary v2.4.2 ACTION Registry

I. Laboratory Results

Seq. #: 10043 Name: Peak CK-MB Value

Coding Instructions: Indicate the peak CK-MB value.
Note(s):
If value is reported using a < symbol (e.g., < 0.02), record the number only (e.g., 0.02).
If the initial value was also the peak value, record results in both initial and peak sections.
Target Value: The highest value between first medical contact and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 10044 Name: Peak CK-MB Unit
Coding Instructions: Indicate the peak CK-MB sample unit of measure.

Target Value: N/A

Selections: Selection Text Definition

IU/L

%
(mg/mL)/1IU
ng/mL

Supporting Definitions: (none)

Seq. #: 10045 Name: Peak CK-MB ULN

Coding Instructions: Indicate the ULN (upper limit of normal) for the peak CK-MB sample.
Note(s):

If a range is given for ULN values, record the highest number in the range.

Examples: If the reference range given is 0.0-1.5, record ULN as 1.5. If the reference range given is < 1.5, record ULN as 1.5 as
well.

The peak sample value refers to the highest sample obtained.
Target Value: N/A
Selections: (none)

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 10046 Name: Peak CK-MB Value Same As Initial

Coding Instructions: Indicate if the peak CK-MB value is equal to the initial CK-MB value.

Target Value: N/A

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 10100 Name: Initial Creatinine Collected

Coding Instructions: Indicate if an initial creatinine was collected.

Target Value: Any occurrence between first medical contact and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 10101 Name: Initial Creatinine Date
Coding Instructions: Indicate the date the initial creatinine was collected.

Target Value: The first value between first medical contact and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. # 10102 Name: Initial Creatinine Time
Coding Instructions: Indicate the time the initial creatinine was collected.

Target Value: The first value on Initial Creatinine Date

Selections: (none)

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 10103 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Initial Creatinine Value

Indicate the results of the initial creatinine sample in mg/dL.

Note(s):

If patient was transferred in, data available from the transferring facility should take precedence.

The initial creatinine sample may be obtained either at this facility or at the transferring facility.

The first value between first medical contact and discharge

(none)

(none)

Seq. #: 10110 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Peak Creatinine Collected

Indicate if a peak creatinine was collected.

Note(s):

If the initial value was also the peak value, record results in both initial and peak sections.

Any occurrence between first medical contact and discharge

Selection Text Definition

No

Yes

(none)

Seq. #: 10111 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Peak Creatinine Date

Indicate the date of the peak creatinine.

The value between first medical contact and discharge

(none)

(none)

Seq. #: 10112 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Peak Creatinine Time

Indicate the time of the peak creatinine.
N/A
(none)

(none)
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Seq. #: 10113 Name: Peak Creatinine Value

Coding Instructions: Indicate the results of the peak creatinine sample in mg/dL.
Note(s):
If the initial value was also the peak value, record results in both initial and peak sections.
When there are multiple values that are identical, enter the date and time of the 1st of the multiple identical values measured.
Target Value: The highest value between first medical contact and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 10114 Name: Peak Creatinine Value Same As Initial

Coding Instructions: Indicate if the peak Creatinine value is equal to the initial value.

Target Value: N/A

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 10150 Name: Initial Hemoglobin Collected

Coding Instructions: Indicate if a baseline hemoglobin was collected.

Target Value: Any occurrence between first medical contact and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 10151 Name: Initial Hemoglobin Date
Coding Instructions: Indicate the date the initial hemoglobin sample was collected (not the date results reported).

Target Value: The first value between first medical contact and discharge

Selections: (none)

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 10152 Name: Initial Hemoglobin Time

Coding Instructions: Indicate the time the baseline hemoglobin sample was collected (not the time results reported).

Target Value: The first value on Initial Hemoglobin Date

Selections: (none)

Supporting Definitions: (none)

Seq. #: 10153 Name: Initial Hemoglobin Value
Coding Instructions: Indicate the initial hemoglobin (HGB) value in g/dL.

Target Value: The first value between first medical contact and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 10200 Name: Lowest Recorded Hemoglobin Collected
Coding Instructions: Indicate if there was a lowest recorded hemoglobin.

Target Value: Any occurrence between first medical contact and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 10201 Name: Lowest Recorded Hemoglobin Date
Coding Instructions: Indicate the date the lowest recorded hemoglobin sample was collected (not the date results reported).

Target Value: The value between first medical contact and discharge

Selections: (none)

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 10202 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Lowest Recorded Hemoglobin Time

Indicate the time the lowest recorded hemoglobin sample was collected (not the time results reported).

N/A

(none)

(none)

Seq. #: 10203 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Lowest Recorded Hemoglobin Value

Indicate the lowest recorded hemoglobin (HGB) value in g/dL.

Note(s):

When there are multiple values that are identical, enter the date and time of the 1st of the multiple identical values measured.

The lowest value between first medical contact and discharge

(none)

(none)

Seq. #: 10204 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Lowest Recorded Hemoglobin Same as Initial

Indicate if the lowest recorded hemoglobin value is the same as the initial.

N/A

Selection Text Definition

No

Yes

(none)

Seq. #: 10250 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Initial Hemoglobin Alc
Indicate if an initial hemoglobin A1C sample was collected.

Any occurrence between first medical contact and discharge

Selection Text Definition

No

Yes

(none)

© 2007, American College of Cardiology Foundation

5/22/2017

Effective for Patient Discharges January 01, 2015
Page 127 of 151

ACTION Registry’



. Coder’s . .
NCDR' - pata Dictionary v2.4.2 ACTION Registry

I. Laboratory Results

Seq. #: 10251 Name: Initial Hemoglobin Alc Date

Coding Instructions: Indicate the date of the hemoglobin A1C sample.

Target Value: The first value between first medical contact and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 10252 Name: Initial Hemoglobin Alc Time
Coding Instructions: Indicate the time the hemoglobin A1C sample was collected.

Target Value: The first value on Initial Hemoglobin Alc Date

Selections: (none)

Supporting Definitions: (none)

Seq. #: 10253 Name: Initial Hemoglobin Alc Value
Coding Instructions: Indicate the hemoglobin A1C percentage value.

Target Value: The first value between first medical contact and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 10300 Name: Initial INR
Coding Instructions: Indicate if an initial international normalized ratio (INR) was collected.

Target Value: The first value between first medical contact and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 10301 Name: INR Date

Coding Instructions: Indicate the date the international normalized ratio (INR) sample was collected.

Target Value: The first value between first medical contact and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 10302 Name: INR Time
Coding Instructions: Indicate the time the international normalized ratio (INR) sample was collected.

Target Value: The first value on INR Date

Selections: (none)

Supporting Definitions: (none)

Seq. #: 10303 Name: INR Value

Coding Instructions: Indicate the international normalized ratio (INR) value.

Target Value: The first value between first medical contact and discharge

Selections: (none)

Supporting Definitions: (none)

Seq. #: 10350 Name: Lipid Panel Performed
Coding Instructions: Indicate if a lipid panel (TC, HDL, LDL, Triglycerides) was performed.

Target Value: Any occurrence between 6 months before first medical contact and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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Seq. #: 10351 Name

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Lipid Panel Date

Indicate the date the lipids panel sample was collected (not the date results reported).

Note(s):

Lipids obtained with the first 24 hours of this admission should take precedence.

If greater than 24 hours of admission, then enter the most recent values obtained (within six months) prior to this admission.
The last value between 6 months before first medical contact and discharge

(none)

(none)

Seq. #: 10352 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Lipid Panel Time

Indicate the time the sample was collected (not the time results reported).

Note(s):

Lipids obtained within the first 24 hours of arrival at this facility should take precedence.

If greater than 24 hours after arrival, then enter the most recent values obtained (within six months) prior to arrival at this facility.
The last value on Lipid Panel Date

(none)

(none)

Seq. #: 10353 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions

Total Cholesterol

Indicate the total cholesterol value in mg/dL.
Note(s):
Lipids obtained within the first 24 hours of arrival at this facility should take precedence.

If greater than 24 hours after arrival, then enter the most recent values obtained (within six months) prior to arrival at this facility.

If an exact value could not be determined by the lab because it is too high or low (e.g., > 300 mg/dL, < 20 mg/dL, or no value was
reported), do not indicate a value for this element and indicate "Yes" for Lipid Panel Value Out of Range.

The last value between 6 months before first medical contact and discharge

(none)

* (none)
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Seq. #: 10354 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

HDL Cholesterol

Indicate the high density lipoprotein (HDL) cholesterol value in mg/dL.
Note(s):

If an exact value could not be determined by the lab because it is too high or low (e.g., > 300 mg/dL, < 20 mg/dL, or no value was
reported), do not indicate a value for this element and indicate "Yes" for Lipid Panel Value Out of Range.

Lipids obtained with the first 24 hours of this admission should take precedence.

The last value between 6 months before first medical contact and discharge

(none)

(none)

Seq. #: 10355 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

LDL Cholesterol

Indicate the low density lipoprotein (LDL) cholesterol value in mg/dL.
Note(s):
Lipids obtained within the first 24 hours of arrival at this facility should take precedence.

If greater than 24 hours after arrival, then enter the most recent values obtained (within six months) prior to arrival at this facility.

If an exact value could not be determined by the lab because it is too high or low (e.g., > 300 mg/dL, < 20 mg/dL, or no value was
reported), do not indicate a value for this element and indicate "Yes" for Lipid Panel Value Out of Range.

The last value between 6 months before first medical contact and discharge

(none)

(none)

Seq. #: 10356 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Triglycerides

Indicate the triglycerides value in mg/dL.
Note(s):
Lipids obtained within the first 24 hours of arrival at this facility should take precedence.

If greater than 24 hours after arrival, then enter the most recent values obtained (within six months) prior to arrival at this facility.

If an exact value could not be determined by the lab because it is too high or low (e.g., > 300 mg/dL, < 20 mg/dL, or no value was
reported), do not indicate a value for this element and indicate "Yes" for Lipid Panel Value Out of Range.

If the value is presented as a decimal, round up to the nearest whole number.

The last value between 6 months before first medical contact and discharge

(none)

(none)
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Seq. #: 10360 Name:

Lipid Panel Values Out of Range

Coding Instructions: Indicate if one or more cholesterol values from the most recent lipid panel cannot be determined. This occurs when a value is so

Target Value:

Selections:

Supporting Definitions:

high or low that the laboratory cannot return a valid measurement.

Note(s):

Lipid panel element(s) (e.g. Total Cholesterol, HDL, LDL, and/or Triglycerides) for which an exact value could not be determined
should be left blank (e.g., if the reported value is > 300, leave blank, do not code 300) .

Added to the Limited Data Set (ARGL) starting with patients discharged January 1, 2015.

Selection Text Definition

The last value between 6 months before first medical contact and discharge

No

Yes

(none)

Seq. #: 10400 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

BNP Collected

Indicate if a BNP was obtained during this admission.

Any occurrence between first medical contact and discharge

Selection Text Definition

No

Yes

(none)

Seq. #: 10401 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions

BNP

Indicate the initial BNP value in pg/mL.

The first value between first medical contact and discharge

(none)

* (none)
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Seq. #: 10405 Name: NT-proBNP Collected

Coding Instructions: Indicate if an NT-pro BNP was obtained during this admission.

Target Value: Any occurrence between first medical contact and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 10406 Name: Initial NT-proBNP Value

Coding Instructions: Indicate the initial NT-proBNP value in pg/mL.

Target Value: The first value between first medical contact and discharge

Selections: (none)

Supporting Definitions: (none)
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J. Discharge

Discharge Date

Seq. #: 11000 Name:

Coding Instructions: Indicate the month, day, and year the patient was discharged from acute care, left against medical advice, or expired during this

Target Value:

Selections:

Supporting Definitions:

admission.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.

N/A

(none)

(none)

Seq. #: 11003 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Discharge Provider Last Name

Indicate the provider's last name.
Note(s):

If the name exceeds 50 characters, enter the first 50 letters only.

The value on current admission

(none)

(none)

Seq. #: 11004 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Discharge Provider First Name

Indicate the providers first name.
Note(s):

If the name exceeds 50 characters, enter the first 50 letters only.

The value on current admission

(none)

(none)

Seg. #: 11005 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions

Discharge Provider Middle Name

Indicate the providers middle name.

Note(s):

If the name exceeds 50 characters, enter the first 50 letters only.
The value on current admission

(none)

* (none)
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J. Discharge

Seq. #: 11006 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Discharge Provider NPI

Indicate the discharge provider's National Provider Identifier. NPIs, assigned by the Center for Medicare and Medicaid Services
(CMS), are used to uniquely identify physicians for Medicare billing purposes.

The value on arrival at this facility

(none)

(none)

Seq. #: 11010 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Comfort Measures Only

Indicate if there was physician/nurse practitioner/physician assistant documentation that the patient was receiving comfort
measures.

Note(s):
Comfort Measures are not equivalent to the following: Do Not Resuscitate (DNR), living will, no code, no heroic measures.

Comfort measures are commonly referred to as palliative care in the medical community and comfort care by the general public.
Palliative care includes attention to the psychological and spiritual needs of the patient and support for the dying patient and the
patient's family. Usual interventions are not received because a medical decision was made to limit care to comfort measures only.

Any occurrence between arrival at this facility and discharge

Selection Text Definition

No

Yes

(none)

Seq. #: 11020 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Clinical Trial

Indicate if the patient signed an informed consent to participate in a clinical trial during his/her hospitalization, even if the
investigational medication, device, or procedure was never initiated.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
Any occurrence between arrival at this facility and discharge

Selection Text Definition

No

Yes

(none)
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J. Discharge

Seq. #: 11100 Name: Discharge Status

Coding Instructions: Indicate whether the patient was alive or deceased at discharge.

Target Value: The value on discharge

Selections: Selection Text Definition

Alive

Deceased

Supporting Definitions: (none)

Seq. #: 11101 Name: Smoking Counseling
Coding Instructions: Indicate if there was documentation in the medical record that smoking cessation advice or counseling was given during this
admission.
Note(s):
This element is referenced in The Joint Commission AMI Core Measures AMI-4.
Code this element if Current/Recent Smoker (w/in 1 year) (5020) is Yes.
Target Value: Any occurrence between arrival at this facility and discharge

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. # 11102 Name: Dietary Modification Counseling

Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: Selection Text Definition

No
Yes

N/A

Supporting Definitions: (none)

Effective for Patient Discharges January 01, 2015
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J. Discharge

Seq. #: 11103 Name: Exercise Counseling

Coding Instructions: This element has been retired effective ACTION v2.4.

Target Value: N/A

Selections: Selection Text Definition

No
Yes

Ineligible

Supporting Definitions: (none)
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Seq. #: 11104 Name: Cardiac Rehabilitation Referral

Coding Instructions: Indicate if there was written documentation of a referral for the patient (by the physician, nurse, or other personnel) to an outpatient
cardiac rehabilitation program, or a documented medical or patient-centered reason why such a referral was not made.

Note(s):

The program may include a traditional cardiac rehabilitation program based on face-to-face interactions and training sessions or
may include other options such as home-based approaches.

Target Value: Any occurrence between arrival at this facility and discharge

Selections: Selection Text Definition
No Referral
Yes
Ineligible Retired effective v2.4.

No-Medical Reason

No-Patient
Reason/Preference

No-Health Care
System Reason

Supporting Definitions: Referral:

A referral is defined as an official communication between the healthcare provider and the patient to recommend and carry out a
referral order to an early outpatient CR program. This includes the provision of all necessary information to the patient that will
allow the patient to enroll in an early outpatient CR program. This also includes a written or electronic communication between the
healthcare provider or healthcare system and the cardiac rehabilitation program that includes the patient’s enroliment information
for the program. A hospital discharge summary or office note may potentially be formatted to include the necessary patient
information to communicate to the CR program (e.g., the patient’s cardiovascular history, testing, and treatments). All
communications must maintain appropriate confidentiality as outlined by the 1996 Health Insurance Portability and Accountability
Act (HIPAA).

Exclusion criteria:

- Patient factors (e.g., patient to be discharged to a nursing care facility for long-term care).

- Medical factors (e.g., patient deemed by provider to have a medically unstable, life-threatening condition).

- Health care system factors (e.g., no cardiac rehabilitation program available within 60 minutes of travel time from the patient’s
home).

Source: Thomas RJ, King M, Lui K, Oldridge N, Pifia IL, Spertus J. AACVPR/ACCF/AHA 2010 Update: Performance
Measures on Cardiac Rehabilitation for Referral to Cardiac Rehabilitation/Secondary Prevention Services: Endorsed
by the American College of Chest Physicians, the American College of Sports Medicine, the American Physical
Therapy Association, the Canadian Association of Cardiac Rehabilitation, the Clinical Exercise Physiology
Association, the European Association for Cardiovascular Prevention and Rehabilitation, the Inter-American Heart
Foundation, the National Association of Clinical Nurse Specialists, the Preventive Cardiovascular Nurses
Association, and the Society of Thoracic Surgeons. J Am Coll Cardiol. 2010;56(14):1159-1167.
doi:10.1016/j.jacc.2010.06.006.
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Seq. #: 11105 Name: Discharge Location

Coding Instructions: Indicate the location to which the patient was discharged.

Target Value: The value on discharge

Selections: Selection Text Definition

Home

Extended
Care/TCU/Rehab

Other acute care
hospital

Skilled nursing facility

Hospice Retired effective v2.4.

Other

Left against medical The patient was discharged or eloped against medical
advice advice

Supporting Definitions: (none)

Seq. #: 11106 Name: Transfer Time
Coding Instructions: Indicate the time the patient was transferred to another acute-care hospital for further management.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. # 11107 Name: Transfer for PCI
Coding Instructions: Indicate if the patient was transferred to another facility for percutaneous coronary intervention (PCI).

Target Value: The value on time of transfer

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)
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J. Discharge

Seq. #: 11108 Name: Transfer for CABG

Coding Instructions: Indicate if the patient was transferred to another facility for coronary artery bypass graft (CABG) surgery.

Target Value:

Selections:

Supporting Definitions:

The value on time of transfer

Selection Text Definition

No

Yes

(none)

Seq. #: 11110 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Hospice Care

Indicate if the patient was receiving hospice services.

The value on discharge

Selection Text Definition

No

Yes

(none)

Seq. #: 11150 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Cause of Death

Indicate the cause of death.

The value on time of death

Selection Text Definition

Cardiac

Non-Cardiac

(none)

Seq. #: 11151 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Time of Death

Indicate the time of death

N/A

(none)

(none)
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Seq. #: 11200 Name: Auxiliary 3

Coding Instructions: Reserved for future use.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 11201 Name: Auxiliary 4
Coding Instructions: Reserved for future use.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)
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K. Optional

Seq. #: 12000 Name:

Point of Origin

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Indicate the point of inpatient origin for this admission to your facility.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-9

N/A

Selection Text

Definition

Non-Health Care
Facility

Clinic

Transfer From a
Hospital (Different
Facility)

Transfer from a
Skilled Nursing
Facility (SNF) or
Intermediate Care
Facility (ICF)

Transfer from Another
Health Care Facility

Emergency Room

Court/Law
Enforcement

Information Not
Available

D: Transfer from One
Distinct Unit of the
Hospital to Another
Distinct Unit of the
Same Hospital

E: Transfer from
Ambulatory Surgery
Center

F: Transfer from
Hospice and is Under
a Hospice Plan of
Care or Enrolled in a
Hospice Program

(none)

The patient was admitted to this facility upon order of
a physician. Usage note: Includes patients coming
from home, a physician's office, or workplace.

The patient was admitted to this facility as a transfer
from a freestanding or non-freestanding clinic.

The patient was admitted to this facility as a hospital
transfer from an acute care facility where he or she
was an inpatient or outpatient. Usage note: Excludes
transfers from hospital inpatient in the same facility
(see Code D).

The patient was admitted to this facility as a transfer
from a SNF or ICF where he or she was a resident.

The patient was admitted to this facility as a transfer
from another type of health care facility not defined
elsewhere in this code list.

The patient was admitted to this facility after receiving
services in this facility's emergency room.

The patient was admitted to this facility upon the
direction of court of law, or upon the request of a law
enforcement agency. Usage note: includes transfers
from incarceration facilities.

The means by which the patient was admitted to this
hospital is unknown.

The patient was admitted to this facility as a transfer
from hospital inpatient within this hospital resulting in
a separate claim to the payer. Usage Note: For
purposes of this code, "Distinct Unit" is defined as a
unique unit or level of care at the hospital requiring
the issuance of a separate claim to the payer.
Examples could include observation services,
psychiatric units, rehabilitation units, a unit in a critical
access hospital, or a swing bed located in an acute
hospital.

The patient was admitted to this facility as a transfer
from an ambulatory surgery center.

The patient was admitted to this facility as a transfer
from hospice.
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Seq. #: 12010 Name: Transfer from Another ED

Coding Instructions: Was the patient received as a transfer from an emergency department of another hospital?
Note(s):

Use the following definitons for 'No' and 'Yes'":

N (No): Patient not received as a transfer from another hospital emergency department or unable to determine from medical
record documentation.

Y (Yes): Patient received as a transfer from another hospital emergency department.
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.

Target Value: N/A

Selections: Selection Text Definition

No

Yes

Supporting Definitions: (none)

Seq. #: 12020 Name: CMS Comfort Measures Timing

Coding Instructions: When is the earliest physician/APN/PA documentation of comfort measures only?
Note(s):
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5 and AMI-9.
Target Value: N/A

Selections: Selection Text Definition

DayOor1l The earliest day the physician/APN/PA documented
comfort measures only was the day of arrival (Day 0)
or day after arrival (Day 1).

Day 2 or after The earliest day the physician/APN/PA documented
comfort measures only was two or more days after
arrival day (Day 2+).

Timing unclear There is physician/APN/PA documentation of comfort
measures only during this hospital stay, but whether
the earliest documentation of comfort measures only
was on day 0 or 1 OR after day 1 is unclear.

Not There is no physician/APN/PA documentation of

Documented/UTD comfort measures only, or unable to determine from
medical record documentation if there is
physician/APN/PA documentation of comfort
measures only during this hospital stay.

Supporting Definitions: (none)
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K. Optional

Seq. #: 12090 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

ICD-9-CM Principal Diagnosis Code

The International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) code associated with the diagnosis
established after study to be chiefly responsible for occasioning the admission of the patient for this hospitalization.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
N/A

(none)

(none)

Seq. #: 12100 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

ICD-9-CM Principal Procedure Code

The International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) code that identifies the principal
procedure performed during this hospitalization. The principal procedure is the procedure performed for definitive treatment rather
than diagnostic or exploratory purposes, or which is necessary to take care of a complication.

Note(s):
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.

N/A

(none)

(none)

Seq. #: 12101 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

ICD-9-CM Principal Procedure Date

The month, day, and year when the principal procedure was performed.
Note(s):
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.

N/A

(none)

(none)

Seq. #: 12110 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

ICD-9-CM Other Diagnosis Code 1

The International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) codes associated with the diagnosis
for this hospitalization.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.

N/A

(none)

(none)
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K. Optional

ICD-9-CM Other Diagnosis Code 2

Seq. #: 12111 Name:

Coding Instructions: The International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) codes associated with the diagnosis

Target Value:

Selections:

Supporting Definitions:

for this hospitalization.
Note(s):
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.

N/A

(none)

(none)

Seq. #: 12112 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

ICD-9-CM Other Diagnosis Code 3

The International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) codes associated with the diagnosis
for this hospitalization.

Note(s):
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.

N/A

(none)

(none)

Seq. #: 12120 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

ICD-9-CM Other Procedure Code 1

The International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) codes identifying all significant
procedures other than the principal procedure.

Note(s):

This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.
N/A

(none)

(none)

Seq. #: 12121 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions

ICD-9-CM Other Procedure Code 2

The International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) codes identifying all significant
procedures other than the principal procedure.

Note(s):
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.

N/A

(none)

* (none)
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K. Optional

Seq. #: 12122 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

ICD-9-CM Other Procedure Date 1

The month, day, and year when the associated procedure(s) was (were) performed.
Note(s):
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.

N/A

(none)

(none)

Seq. #: 12123 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

ICD-9-CM Other Procedure Date 2

The month, day, and year when the associated procedure(s) was (were) performed
Note(s):
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.

N/A

(none)

(none)

Seq. #: 12130 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Physician 1

The first physician identifier.
Note(s):

This element is referenced as optional in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and
AMI-9.

N/A

(none)

(none)

Seq. #: 12131 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions

Physician 2

The second physician identifier.
Note(s):

This element is referenced as optional in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and
AMI-9.

N/A

(none)

* (none)
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Seq. #: 12140 Name: CMS Discharge Status

Coding Instructions: The place or setting to which the patient was discharged.
Note(s):
This element is referenced in The Joint Commission AMI Core Measures, AMI-1 through AMI-5. AMI-7, 7a, 8, 8a and AMI-9.

Target Value: N/A
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Selections: Selection Text Definition

D/C - Home or Self
Care

D/C - Short Term
General Hospital

D/C - Skilled Nursing Skilled Nursing Facility (SNF) with Medicare
Facility (SNF) Certification in Anticipation of Covered Skilled Care

D/C - Intermediate
Care Facility

D/C - Institution Not
Defined Elsewhere in
This Code List

D/C - Home Under D/C - Home Under Care of Organized Home Health
Care of Organized Service Organization in Anticipation of Covered
Home Health Service Skilled Care

Organization

Left Against Medical
Advice or
Discontinued Care

Expired

Expired in a Medical
Facility (e.g. Hospital,
SNF, ICF, or

Freestanding
Hospice)

D/C - Federal Health
Care Facility

Hospice - Home

Hospice - Medical
Facility

D/C - Hospital-based
Medicare-approved

Swing Bed

D/C - Inpatient D/C - Inpatient Rehabilitation Facility (IRF) Including
Rehabilitation Facility Rehabilitation-distinct Part Units of a Hospital

(IRF)

D/C - Medicare-
certified Long Term
Care Hospital (LTCH)

D/C - Nursing Facility
Certified Under
Medicaid but Not
Certified Under
Medicare

D/C - Psychiatric
Hospital or a
Psychiatric-distinct
Part Unit of a Hospital

D/C - Critical Access
Hospital (CAH)

Supporting Definitions: (none)
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Z. Administration

Seq. #: 1000 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Participant ID
Indicate the Participant ID of the submitting facility.

N/A

(none)

Participant ID:

Participant ID is a uniqgue number assigned to each database participant by the NCDR. A database participant is defined as one
entity that signs a Participation Agreement with the NCDR, submits one data submission file to the harvest, and gets back one
report on their data.

Each Participant's data if submitted to harvest must be in one data submission file. If one Participant keeps their data in more than
one file (e.g. at two sites), then the data must be combined into a single data submission file for the harvest. If two or more
Participants share a single purchased software, and enter cases into one database, then the data must be exported into different
data submission files, one for each Participant ID.

Source: NCDR

Seq. #: 1010 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Participant Name

Indicate the full name of the facility.
Note(s):

Values should be full, official hospital names with no abbreviations or variations in spelling.

N/A

(none)

(none)

Seq. #: 1015 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Participant Medicare Provider Number
This element has been retired effective ACTION v2.4.

N/A

(none)

(none)

Seq. #: 1016 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Participant NPI
This element has been retired effective ACTION v2.4.

N/A

(none)

(none)
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Seq. #: 1020 Name

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Timeframe of Data Submission

Indicate the timeframe of data included in the data submission. Format: YYYYQQ. e.g., 2005Q4

N/A

(none)

(none)

Seq. #: 1040 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Transmission Number

A unique number created and automatically inserted by the software. It identifies the number of times the software has created
data submission files. The transmission number should be incremented by one every time the data submission files are exported.
The transmission number should never be repeated.

N/A
(none)

(none)

Seq. #: 1050 Name:
Coding Instructions:

Target Value:

Selections:

Supporting Definitions:

Vendor |dentifier

Vendor Identification (agreed upon by mutual selection between the vendor and the NCDR) to identify software vendor. Vendors
must use consistent name identification across sites. Changes to Vendor Name Identification must be approved by the NCDR.

N/A

(none)

(none)

Seq. #: 1060 Name:

Coding Instructions:

Target Value:

Selections:

Supporting Definitions

Vendor Software Version

Vendor's software product name and version humber identifying the software which created this record (assigned by vendor).
Vendor controls the value in this field. Version passing certification/harvest testing will be noted at the NCDR.

N/A

(none)

© (none)
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NCDR' - pata Dictionary v2.4.2 ACTION Registry

Z. Administration

Seq. #: 1070 Name: Registry Identifier

Coding Instructions: The NCDR Registry Identifier describes the data registry to which these records apply. It is implemented in the software at the time
the data is collected and the records are created. This is entered into the schema automatically by software.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 1080 Name: Registry Version

Coding Instructions: Registry Version describes the version number of the Data Specifications/Dictionary, to which each record conforms. It identifies
which fields should have data, and what are the valid data for each field. It is the version implemented in the software at the time
the data is collected and the records are created. This is entered into the schema automatically by software.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)

Seq. #: 1200 Name: Auxiliary O
Coding Instructions: Reserved for future use.

Target Value: N/A

Selections: (none)

Supporting Definitions: (none)
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