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VHA/DoD Guideline to Promote



TOBACCO USE CESSATION

Primary Care  (3 indicators)

Patients with Mental Healthxe "Mental Health:Tobacco CPG Measure" Diagnosis (3 indicators)

CPGxe "CPG:Clinical Practice Guideline" – Tobaccoxe "Tobacco" Cessation 

Rationale:

Each year, about 400,000 Americans die because they smoke tobacco
.  

Smoking accounts for one out of every five deaths in the U.S.  It is the most important modifiable cause of premature death, responsible annually for an estimated 5 million years of potential life lost. Tobaccoxe "Tobacco" cessation counseling on a regular basis is recommended for all persons who use tobacco products.  References: USPSTF 2nd Ed (1996) complete text and study references can be seen at: 

http://odphp.osophs.dhhs.gov/pubs/guidecps/text/CH54.txtTask Force Level of Evidence Table 54 at:

http://odphp.osophs.dhhs.gov/pubs/guidecps/text/APP_A.txt
Practical interventions exist for controlling and preventing many chronic diseases 

Implementing proven clinical smoking cessation interventions would cost an estimated $2,587 for each year of life saved, the most cost-effective of all clinical preventive services.(CDC) http://www.cdc.gov/nccdphp/about.htm 
Resources & References:

· VHA/DoD Guideline to Promote Tobaccoxe "Tobacco" Use Cessation in the Primary Care Area can be seen at:  http://www.oqp.med.va.gov/cpg/cpg.htm
· FACCT Foundation http://www.facct.org/ 
· Table of Quantification of Mortality & Morbidity caused by substance abuse Table 1: Pooled estimates of relative risks for diseases caused by cigarette smoking (from English et al., 1995) http://www.ccsa.ca/Costs/ENGLTABL.HTM
PATIENT COHORTS:

Primary Care Cohort

See description at the beginning of Measure 2 Clinical Practice Guideline  

Mental Healthxe "Mental Health:Cohort Description" Diagnosis Cohort

A patient that meets ALL the following criteria is eligible for selection as a Mental Health Patient:

1. Veteran was not already reviewed during the current Fiscal Year.  If currently in the first quarter of the FY, those patients reviewed in the previous 4th Qtr will be excluded until 2nd Qtr of current year.

2. Outpatient visit happened at least once in VHA (not necessarily at the VAMC where the current year visit occurred) in any clinic, during the year before last  (for 2002 current fiscal year, the second year back is FY2000), AND 

3. Have a qualifying event with a Mental Health diagnosis.  A qualifying event could be either, a) have a mental health diagnosis on at least two separate  outpatient clinic visits or, b) one inpatient admission (with a primary or secondary mental health diagnosis) anywhere within VHA within the six months prior to the study interval review period AND

4. Seen at the facility in any clinic for any diagnosis during the review period.

Mental Health Diagnosis: ICD9 codes (used in sample selection) and terms (used in EPRP data validation):

	INCLUDED
	EXCLUDED

	ICD9 Code
	Term
	ICD9 Code
	Term

	295.XX
	schizophrenic disorders
	299.XX
	infantile, childhood

	296.XX
	affective psychoses
	305.1
	tobacco use disorder

	297.XX
	paranoid states
	307.0
	stammering stuttering

	298.XX
	other nonorganic psychoses
	307.2
	tics

	300.XX
	neurotic disorders
	307.3
	ster. repetitive movements

	301.XX
	affective personality disorder
	307.4
	sleep disorders

	302.XX
	sexual dev & disorders
	307.6
	enuresis

	303.XX
	alcohol 
	307.7
	encopresis

	304.XX
	drug dependence
	307.9
	other sx not elsewhere classif.

	305.0,

305.2-9
	nondependent abuse - drugs
	310.XX
	organic brain damage

	306.XX
	physiological malfunction 
	312.XX
	conduct disorders

	307.1
	anorexia nervosa
	313.XX
	childhood, adolescence emo

	307.5
	eating disorders
	315.XX
	delays in development

	307.8
	psychalgia
	316.XX
	psychic factors assoc with dis

	308.XX
	acute reaction to stress
	317.XX
	mild mental retardation

	309.X X
	adjustment reaction
	318.XX
	other mental retardation

	311.XX
	depressive disordr, nec
	319.XX
	unspecified mental retardation

	314.XX
	attention deficit disorder
	
	


From the ‘eligible patients’ universe, three groups will be selected, a) random mental healthxe "Mental Health:Tobacco Screening" diagnosis, b) substance abuse diagnosis (excluding tobacco abuse), and c) PTSD diagnosis.  All groups will be aggregated to one group for reporting. Sample sizes will be sufficient to aggregate data at the Network level for performance evaluation. 

The performance measures for hepatitis c and tobacco abuse CPGxe "CPG:Clinical Practice Guideline" will be applied to the sample selected, EXCLUDING patients that have any of the following:

o Documented diagnosis of Cancer of Esophagus, Liver, or Pancreas

o Enrolled in a VHA or community-based Hospice program

o Documented in the Medical Record a life expectancy less than 6 months 

o On the PROBLEM LIST, or as a

o Health Factor in CPRS
Additional data collection for Mental Health patients will be completed for a) the Prevention Index (excluding those indicating short life expectancy based on the above criteria) and b) all applicable clinical practice guideline questions (tobacco abuse CPG excludes short life expectancy group; all other CPGs includes and provided in facility EPRP exit reports and quarterly summary reports).  The results of this data collection process will NOT be used as ‘counted’ performance measures.

Tobaccoxe "Tobacco" Cessation Indicators

A.  Screening

Indicator:  


Percent of patients screened annually for use of tobacco 

Numerator:  
Eligible patients screened annually for use of tobacco

Denominator:   

All eligible patients sampled

Definitions & Methodology:
· Eligible patients: meets CPGxe "CPG:Clinical Practice Guideline" sample selection criteria.  
· Screened for tobacco use: documented in the medical record the patient was asked about the use of tobacco.  All tobacco products are intended to be included in the guideline review.    

· Annually: during the period starting the 1st day of the 12th month prior to  ‘study interval’ beginning date, extending to EPRP pull list date.

· Lifetime non-tobacco user: acceptable documentation includes, denies history of tobacco use, never used tobacco; has not used tobacco for X years (if equal to or greater than 7); "Tobaccoxe "Tobacco": no" is not acceptable documentation for 'lifetime non-tobacco user', as it implies current status only without reference to history.  It IS acceptable documentation for evidence of screening for this year.  

Note:  

· If patient is known lifetime non-tobacco user, does not have to have documentation within the past 12 months.  Counts in both numerator and denominator (for the facility). 

· It has a bearing on other questions throughout CPGxe "CPG:Clinical Practice Guideline" and supporting indicators (e.g. prevention index).  Some indicators have variable requirements depending on the patients’ tobacco status (e.g., supporting indicator frequency of lipid screening).  If tobacco status is not documented - the subsequent scoring methodology for those questions will be to error on the side of 'protecting the patient' and use the most conservative time frame, e.g., require lipid screening every 2 years (assume tobacco user) instead of every 5 years (non-tobacco user). 

B.  Counseling X3

Indicator:  

Percent of Patients using tobacco who have been counseled three times in twelve months to cease tobacco use

Numerator:  
Patients using tobacco, who have been counseled three times annually to cease tobacco use

Denominator:   

Patients who use tobacco

Definitions & Methodology: 
· Eligible patients: meets CPGxe "CPG:Clinical Practice Guideline" sample selection criteria AND documented in the medical record during the 12 months prior to the most recent qualifying visit (8 clinics) the patient was using tobacco.  If conflicting documentation exists (tobacco user and non-tobacco user both documented), the most recent documentation is used.

· Three times in twelve months: 
o How many times do they have to be counseled?

a. Primary Care cohort: The number of times the patient needs to have received counseling is dependent upon the number of times they were seen in any combination of the ‘11’ clinics (323 primary care, 301 general med, 322 women’s clinic, 309 hypertension, 303 cardiology, 306 diabetes, 305 endocrinology, 312 pulmonary, 350 geriatric primary care, 531 mental health primary care – individual, or 563 MH primary care team - group) in the past 12 months. If the patient had at least 3 visits three visits in any combination of the ‘11’ clinics, then they need to have been counseled 3 times.  If they had 2 visits, they need to have been counseled twice.  If they had 1 visit they need to have received 1 counseling during the past 12 months.  Maximum of 3, minimum of 1 (patients had to have at least 1 visit in the first 8 clinics listed above to be in the sample).
b. Mental Healthxe "Mental Health:Tobacco Counseling" cohort: The number of times seen in any clinic in the past 12 months, with a maximum of 3 and a minimum of 2 (patient had to have at least 2 visits to be in the sample).
o Where can they receive the counseling?  In ANY setting (inpatient or any outpatient clinic).  
o What counts as counseling? Documentation the patient is advised to stop smoking cigarettes, cigars, pipe, chewing tobacco or using snuff; referred to, or already attending a tobacco cessation class or program.  A maximum of one counseling is attributed to one visit.  Attendance at a smoking cessation program counts as one counseling for one visit.  
C.  Current Non User

Indicator:  
 

Percent of Patients currently not using tobacco

Numerator:  
Patients currently not using tobacco

Denominator:   

All eligible patients sampled

Definitions & Methodology: 
· Eligible patients: meets CPGxe "CPG:Clinical Practice Guideline" sample selection criteria.  
· Currently not using tobacco: acceptable documentation includes, denies history of tobacco use, never smoked; never used tobacco; has not smoked for X years; “Smoke: no’; Lifetime non-tobacco use; etc.  If conflicting documentation exists (tobacco user and non-tobacco user both documented), the most recent documentation is used.

· Lifetime non-tobacco user: acceptable documentation includes, denies history of tobacco use, never used tobacco; has not used tobacco for X years (if equal to or greater than 7); "Tobaccoxe "Tobacco": no" is not acceptable documentation for 'lifetime non-tobacco user', as it implies current status only without reference to history.  It IS acceptable documentation for evidence of screening for this year.  

Note:  If no tobacco use information was recorded during the past year and the patient is not known to be a lifetime non-tobacco user, the result is assumed to be poor.  Patient included in the denominator, but not numerator, counts against the facility.
� 1 McGinnis JM, Foege WH. Actual cause of death in the United States. Journal of the American Medical Association 1993;270:2207-2212. 





