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It is important to note that hospitals may have varying capacity to generate and produce the requested data extracts.  The data specifications and evaluation outline we have detailed in this document are a goal, but the OLT evaluation team can work with individual institutions to support individual needs (i.e. a reduced number of extracted variables, semi-monthly QI reporting rather than monthly, etc.).
[bookmark: _GoBack]Overview
The Optimizing Laboratory Testing (OLT) collaborative is a quality improvement partnership across participating hospitals with the goal of optimizing the use of lab testing in adults in the hospital inpatient setting. The strategy for evaluating the efficacy of the OLT collaborative will involve a mixed-methods approach. 
Quantitative data will be collected from participating hospital electronic medical record (EMR) systems, in a standardized fashion across institutions. Details concerning the variables requested in the EMR data extraction are specified below. These data will be used to establish and describe baseline laboratory testing patterns, adjusted for individual institution and patients characteristics (i.e. critical access status, DRG severity, seasonality, etc). 
The purpose of these adjustments is to allow comparisons among hospitals that differ in the types of patients that they serve, when those differences would influence the use of lab tests.  Collection of the information in the Admission_DRG file will be used to support these adjustments.  
In addition, the EMR data extract will be generated monthly and used to create monthly run charts to be shared with individual hospitals to drive quality improvement (QI) efforts as part of the OLT collaborative.  These run charts will include laboratory-testing data for a specified number of lab tests and/or panels. 

Run charts will reflect:
· The number of inpatients in a given hospital on a specified calendar day: defined as any portion of the “discharge_date” – “admit_date” encompassing the specified calendar day.
· The proportion of inpatients that received a specified lab test and/or panel on a specified calendar day
· The total number of specified lab tests and/or panels received per inpatient day
Additional data to inform the monthly QI process will be available upon request – for example, an institution may choose to look at subgroups for a specified lab test (i.e. CBC labs by sex , DRG code, ICU status, surgery status, etc.)
Qualitative data will be collected, in a semi-structured fashion, within and across participating hospitals as part of the monthly QI reports and used to evaluate topics such as the types of changes being made within institutions, the types of questions that are generated, the satisfaction of the participants, etc. 
At the conclusion of the collaborative (June 2015), pre-post outcome analyses will be conducted to describe the characteristics of the participating hospitals, pre-post lab testing patterns and test for significant differences in lab testing patterns, within and across participating hospitals, to assess the efficacy of the OLT collaborative. The final evaluation report will contain a quantitative baseline data summary, qualitative and quantitative analysis of monthly QI reports, univariate and multivariate quantitative pre-post analysis of the OLT collaborative efficacy, and a qualitative end of project interview summary.



Data Extraction File Specifications 
Patient population logic: Age at admission >= 18 AND LOS in hours > 24 hours AND admit date between November 1, 2011 and October 31, 2014 (for baseline data, monthly thereafter).  
Please include a row header for each file.  We are looking for 5 separate files as described below, 2 of which are dictionaries to help describe your data.  Please see the example data in the Excel workbook titled “SampleData_SIM.xlsx” that was sent along with these specifications.  Each tab corresponds to a file specification below.  
Delimiter is a pipe “|”.  Thus null fields (missing data) are “pipe pipe”  || 
ADMISSION_DRG FILE SPECIFICATIONS
	Field Name
	Format / Field Requirements
	Mandatory/Optional
	Missing Data Handling
	Definition

	HOSPITAL_ID
	Varchar
	Mandatory
	Null 
	Acronym of the hospital, to identify the source of the data

	MED_REC_NUM
	Numeric
	Mandatory
	Null
	Unique number assigned by the hospital that identifies a specific patient

	VISIT _NUMBER
	Numeric
	Mandatory
	Null
	Unique number assigned by the hospital that identifies a specific admission/hospital encounter for a patient

	DATE_OF_BIRTH
	MM/DD/YYYY
	Mandatory
	Null
	Date of birth of the patient

	PAT_GENDER
	Varchar
M = Male
F = Female
U = Uknown/Declined
	Mandatory
	Null
	Gender of the patient

	AGE_AT_ADMISSION
	Numeric 
Whole years, no decimal
	Mandatory
	Null
	Age in years of the patient on the date of admission to the hospital

	ZIP_CODE
	Varchar
	Mandatory
	Null
	Zip code of the patients’ residence at the time of admission to the hospital.  Format needs to retain the leading zero if applicable to the patient’s zip code.

	PRIMARY_INSURANCE
	Varchar – if using a code, please provide your insurance dictionary in a separate file.
	Mandatory
	Null
	Primary insurance for the hospital admission, if the patient has two insurances, this is the first billed insurance company.  Financial class for the admission can be used if primary insurance is not available.


	ADMIT_DATE
	 MM/DD/YYYY
	Mandatory
	Null
	Date of admission to the hospital for the patient

	ADMIT_DATETIME
	MM/DD/YYYY hh:mm AM/PM
	Mandatory
	Null
	Date/timestamp of the admission to the hospital for the patient

	DISCH_DATE
	 MM/DD/YYYY
	Mandatory
	Null
	Date of discharge from the hospital for the patient

	DISCH_DATETIME
	MM/DD/YYYY hh:mm AM/PM
	Mandatory
	Null
	Date/timestamp of discharge from the hospital for the patient

	LENGTH_OF_STAY
	Numeric
	Mandatory
	Null
	Number of days of the hospital admission.  Days between admit date and discharge date

	TRANSFER_FROM_FACILITY
	Character
	Optional
	Null
	Name of facility patient was transferred from, if applicable

	ADMIT_SOURCE
	Character
	Optional
	Null
	Where the admission was generated or referred from.  Example, “Physician Referral” or “Transfer Other Hospital”.  

	ADMIT_TYPE
	Character
	Optional
	Null
	Classification of the admission as “Elective”, “Urgent” or “Emergency”. 

	DISCH_DISP
	Character
	Mandatory
	Null
	Where the patient went to or was sent to upon discharge from the hospital.  Example, “Home”, “Deceased”, “Transfer to SNF”.  

	PATIENT_TYPE
	Character
	Mandatory
	Null
	Describes if the patient was an “Inpatient” or “Observation” or other type of admission

	LOS_IN_HOURS
	Numeric
	Mandatory
	Null
	Total LOS in hours, from admission time to discharge time.

	PRIMARY_DX_CODE
	Varchar
	Mandatory 
	Null
	Primary ICD9 discharge diagnosis code assigned by HIM (Medical Records) Coding.  

	PRIMARY _DX_DESC
	Character
	Mandatory
	Null
	Primary ICD9 discharge diagnosis description assigned by HIM (Medical Records) Coding

	PRIMARY_PROC_CODE
	Varchar
	Mandatory only if a procedure was performed
	Null
	Primary ICD9 procedure code assigned by HIM (Medical Record) Coding, if applicable to the admission.  Do NOT exclude patients if a procedure was not performed.

	PRIMARY_PROC_DESC
	Character
	Mandatory only if a procedure was performed
	Null
	Primary ICD9 procedure description assigned by HIM (Medical Records) Coding, if applicable to the admission

	PRIMARY_PROC_DATE
	MM/DD/YYYY
	Mandatory only if a procedure was performed 
	Null
	Date the primary procedure was performed, if applicable to the admission

	PROC_CODE2
	Varchar
	Mandatory, only if a second procedure was performed
	Null
	Second ICD9 procedure code assigned by HIM (Medical Record) Coding, if applicable to the admission

	PROC_CODE2_DESC
	Character
	Mandatory, only if a second procedure was performed
	Null
	Second ICD9 procedure description assigned by HIM (Medical Records) Coding, if applicable to the admission

	PROC_CODE2_DATE
	MM/DD/YYYY
	Mandatory, only if a second procedure was performed
	Null
	Date the second procedure was performed, if applicable to the admission

	PROC_CODE3
	Varchar
	Mandatory, only if a third procedure was performed
	Null
	Third ICD9 procedure code assigned by HIM (Medical Record) Coding, if applicable to the admission

	PROC_CODE3_DESC
	Character
	Mandatory, only if a third procedure was performed
	Null
	Third ICD9 procedure description assigned by HIM (Medical Records) Coding, if applicable to the admission

	PROC_CODE3_DATE
	MM/DD/YYYY
	Mandatory, only if a third procedure was performed
	Null
	Date the third procedure was performed, if applicable to the admission

	PROC_CODE4
	Varchar
	Mandatory, only if a third procedure was performed
	Null
	Fourth ICD9 procedure code assigned by HIM (Medical Record) Coding, if applicable to the admission

	PROC_CODE4_DESC
	Character
	Mandatory, only if a fourth procedure was performed
	Null
	Fourth ICD9 procedure description assigned by HIM (Medical Records) Coding, if applicable to the admission

	PROC_CODE4_DATE
	MM/DD/YYYY
	Mandatory, only if a fourth procedure was performed
	Null
	Date the fourth procedure was performed, if applicable to the admission

	PROC_CODE5
	Varchar
	Mandatory, only if a fifth procedure was performed
	Null
	Fifth ICD9 procedure code assigned by HIM (Medical Record) Coding, if applicable to the admission

	PROC_CODE5_DESC
	Character
	Mandatory, only if a fifth procedure was performed
	Null
	Fifth ICD9 procedure description assigned by HIM (Medical Records) Coding, if applicable to the admission

	PROC_CODE5_DATE
	MM/DD/YYYY
	Mandatory, only if a fifth procedure was performed
	Null
	Date the fifth procedure was performed, if applicable to the admission

	MDC
	Numeric
	Optional

	Null
	Major Diagnostic Category the assigned MS DRG falls into for the admission

	DRG
	Numeric
	Mandatory
	Null
	The DRG assigned to the admission.  Can be the primary DRG or the billed DRG.

	DRG_DESC
	Character
	Mandatory
	Null
	The corresponding description of the DRG assigned to the admission

	DRG_WEIGHT
	Numeric with 3 decimal places  XX.XXX
	Optional
	Null
	The weight that corresponds to the DRG assigned to the admission

	EXTRACT_DATE
	MM/DD/YYYY
	Mandatory
	Null
	Date the file was extracted from the system/data warehouse.  Can be a datestamp format. 



CHARGE DETAIL FILE SPECIFICATIONS

	Field Name
	Format / Field Requirements
	Mandatory / Optional
	Missing Data Handling
	Definition

	HOSPITAL_ID
	Varchar
	Mandatory
	Null
	Acronym of the hospital, to identify the source of the data

	VISIT_NUMBER
	Numeric
	Mandatory
	Null
	Unique number assigned by the hospital that identifies a specific admission/hospital encounter for a patient

	SERVICE_DATE
	MM/DD/YYYY
	Mandatory
	Null
	Date of service on which the charge occurred

	REVENUE_CODE
	Numeric
	Mandatory
	Null
	Revenue code associated with the charge code.  This is the code placed on the bill with associated charges.  For example revenue code 250 = Pharmacy

	REVENUE_CODE_DESC
	Character
	Mandatory
	Null
	The description associated with the revenue code for the associated charge code

	DEPT_NUM
	Numeric
	Optional
	Null
	The department number associated with the charge code, sometimes called a General Ledger code.  Example 6301 is the hospital’s department number for the Pharmacy department.

	DEPT_NAME
	Character
	Optional
	Null
	The description/name of the department number

	CHARGE_CODE
	Alphanumeric
	Mandatory
	Null
	The charge code from the hospital charge master for a billed service/supply/medication.  Example 876813 Fentanyl 50 mcg/ml injection

	CHARGE_DESC
	Character
	Mandatory
	Null
	The description/name of the associated charge code.

	UNITS
	Numeric, 2 decimal places XXXXXX.XX
	Mandatory
	Null
	The number of units charged for the associated charge code

	EXTRACT_DATE
	MM/DD/YYYY
	Mandatory
	Null
	Date the file was extracted from the system/data warehouse



LAB FILE SPECIFICATIONS
	Field Name
	Format / Field Requirements
	Mandatory / Optional
	Missing Data Handling
	Definition

	HOSPITAL_ID
	Varchar
	Mandatory
	Null
	Acronym of the hospital to identify the source of the data

	MED_REC_NUM
	Numeric
	Mandatory
	Null
	Unique number assigned by the hospital that identifies a specific patient

	COLLECT_TIMESTAMP
	MM/DD/YYYY hh:mm AM/PM
	Mandatory
	Null
	Date and time the specimen/blood was collected from the patient

	RESULT_TIMESTAMP
	MM/DD/YYYY hh:mm AM/PM
	Mandatory
	Null
	Date and time the specimen/blood test final result was completed

	TEST_CODE
	Alphanumeric
	Mandatory
	Null
	Test code for the lab test performed/resulted.  Example WBC = white blood cell count.  

	RESULT
	Alphanumeric
	Mandatory
	Null
	The lab result, which can be in numeric form or text form

	RESULT_NUMBER
	Numeric, 2 decimal places   XXXXX.XX
	Optional
	Null
	The lab result in number format where applicable.  For all text results, this field would be null.

	RESULT_REF_RANGE
	Varchar
	Optional
	Null
	Lab test result normal reference range.  Range the result should fall into to be considered “normal”, where applicable.  Example BUN = 10 - 26

	EXTRACT_DATE
	MM/DD/YYYY
	Mandatory
	Null
	Date the file was extracted from the system/data warehouse





INSURANCE CODE DICTIONARY FILE SPECIFICATIONS

	Field Name
	Format / Field Requirements
	Mandatory / Optional
	Missing Data Handling
	Definition

	HOSPITAL_ID
	Varchar
	Mandatory
	Null
	Acronym of the hospital to identify the source of the data

	INSURANCE_CODE
	Varchar
	Mandatory
	Null
	Insurance number, code or abbreviation 

	INSURANCE_NAME
	Character
	Mandatory
	Null
	Description or name of the insurance company for the associated number or code or abbreviation






LAB CODE DICTIONARY FILE SPECIFICATIONS

	Field Name
	Format / Field Requirements
	Mandatory / Optional
	Missing Data Handling
	Definition

	HOSPITAL_ID
	Varchar
	Mandatory
	Null
	Acronym of the hospital to identify the source of the data

	TEST_CODE
	Varchar
	Mandatory
	Null
	Lab test code, number or abbreviation

	TEST_NAME
	Character
	Mandatory
	Null
	Description or name of the lab test for the associated number or code or abbreviation




