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Revision Highlights and Coding Clarification

New Data Elements

The following data element has been added to the PCIRS data system collection
effective January 2011. The definition for this element is provided in the main
text of this document.

Anoxic Brain Injury Criteria — Pg 36

Revised Data Elements

Previous LIMA Use - Pg 19
A response category “4” has been added for “Unknown”.

Ejection Fraction — Pg 29
Values obtained after the intervention but within 1 day of the procedure will now
be accepted when there is no pre-PCI ejection fraction value available.

Major Event Cardiac Surgery — Pg 46
This event now includes cardiac surgery performed outside the operating room.

New Data Element Clarifications

Anti-Anginal Meds — Pg 29
Clarification has been provided for which timing and form of these medications
are reportable.

Stress Test Results — Attachment F

Stress test result information has been reorganized so that the results are
grouped together based on the type of test performed.

Recent Data Clarifications

The following are recent data clarifications or reminders of recent data changes.
For all data elements, please consult the main body of this document to obtain
the complete data element definition and all relevant notes, interpretations and
clarifications.

Previous LIMA Use — Pg 19

The graft would be considered “no longer functional” if there is angiographic
stenosis of 70% or more or there is evidence of significant flow restriction
documented by FFR or by stress test (with echo or nuclear to localize the
ischemia).
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Revision Highlights and Coding Clarification
(continued)

Recent Data Clarifications (continued)

Pre-PCI Stenosis — Pg 21

The stenosis reported should be that determined angiographically. Significant
findings by IVUS or FFR should be reported using those separate data elements,
not incorporated into the reporting of pre-PClI stenosis.

Device 1 and Device 2 — Pg 21

Coil embolization can be reported with device code “99-other” if performed with
another PCI device. If coil embolization is the only procedure performed in a
cath lab visit, this is not a PCIRS reportable case.

Peripheral Vascular Disease — Pg 35

Ankle-Brachial Index (ABI) and subclavian artery stenosis have been added as
acceptable forms of documentation for Peripheral Vascular Disease.
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PCIRS Data Reporting Policies

End of PCI, Generation of a New Form

For purposes of determining a return to the cath lab, we use the term cath lab in
the narrowest sense — that is, the PCl is considered finished when the patient
leaves the actual room in which the procedure was performed. If a patient leaves
the actual procedure room, but remains in a holding room, staging area or even
an adjacent hallway and returns to a procedure room for another PCI, a new form
should be generated.

Hospice Policy

Beginning with patients discharged on or after January 1, 2003, any patient that
is discharged from the hospital after cardiac surgery or PCI to hospice care
(inpatient or home with hospice care) and is still alive 30 days after the discharge
from the hospital will be analyzed as a live discharge.

All patients discharged to a hospice or home with hospice care should continue
to be reported with Discharge Status — 12: Hospice. If a patient is still alive 30
days after discharge, whether in hospice or not, appropriate supporting
documentation should be sent to Cardiac Services Program. Examples of
appropriate documentation include: a dated progress note from the hospice
service, evidence of a follow-up doctor’s visit 30 days after discharge, evidence
of subsequent hospital admission 30 days after initial discharge. It will be the
responsibility of the hospital (physician) to send documentation to the
Department of Health’s Cardiac Services Program to support this change. Upon
receipt, review, and verification of the documentation, Cardiac Services Program
staff will change the discharge status from dead to alive for purposes of analysis.
All documentation must be received before the final volume and mortality for a
given year of data is confirmed by the hospital.

Physician Assighment

When multiple records exist for the same patient during a hospital admission,
and two or more physicians were reported for those procedures, the case will be
assigned for analysis to the physician performing the first PCl. However, the
hospital may submit a letter from the CEO or Medical Director requesting that the
case be assigned to the physician performing a later PCI.
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PCIRS Data Reporting Policies
(continued)

Cardiogenic Shock Cases

Beginning with cases discharged January 1, 2006 and continuing for a period of
at least two years, cases in pre-procedural Cardiogenic Shock will not be
included in the publicly released reports and analyses. This applies only to
cases that meet the NYS Cardiac Services Program definition of Cardiogenic
Shock (risk factor #13).

Data for these cases must still be submitted electronically and will be subject to
data verification activities. To ensure that the appropriate cases are identified as
“Shock” cases, we will continue to require submission of medical record
documentation of any case reported with this risk factor. If appropriate
documentation is not provided by your center, the risk factor will be removed
from the data and the case will be included in analysis. In addition, we anticipate
that there will be increased requirements for medical record documentation for
cases coded as “Hemodynamically Unstable” as well.

It is strongly suggested that all appropriate staff closely review the definitions and
documentation requirements for these two risk factors.

Note: The above policy regarding cases in Shock will be continued for at least
another year (2011 discharges).

Anoxic Brain Injury Exclusion

Beginning January 1, 2010 and continuing for a period of at least 3 years,
patients with documented pre-procedural acute Ml, cardiac arrest and
anoxic/hypoxic brain injury who expire under certain conditions subsequent to
PCI will be excluded from Department of Health analysis and public reporting.
This policy is the result of ongoing discussions with NYS providers, careful
deliberations among the New York State Cardiac Advisory Committee (CAC)
members, and feedback provided through the 2007 and 2008 annual cause of
death surveys.

All PCI patients will continue to be reported to the PCIRS database. After
quarterly reporting, the hospital will be provided the opportunity to indicate,
through a written letter and medical record documentation, if any of the
mortalities meet the criteria for death from anoxic brain injury.

Please See Attachment G: Guidelines for Requesting PCIRS Anoxic
Encephalopathy Mortality Exclusion
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PCIRS Data Reporting Policies
(continued)

Reporting Schedule

PCIRS data is reported quarterly by discharge date. It is due to the Cardiac
Services Program one month after the end of the quarter. The 2010 reporting
schedule is as follows.

Quarter 1 (1/1/11 — 3/31/11 Discharges) due on or before April 30, 2011
Quarter 2 (4/1/11 — 6/30/11 Discharges) due on or before July 31, 2011
Quarter 3 (7/1/11 — 9/30/11 Discharges) due on or before October 31, 2011
Quarter 4 (10/1/11 — 12/31/11 Discharges) due on or before January 31, 2012

Limited extensions to the above deadlines will be granted on a case by case
basis when warranted by extenuating circumstances. They must be requested in
writing prior to the required submission date.
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ltem-By-Item Instructions

PFI Number

Variable Name: PFI

The PFI Number is a Permanent Facility Identifier assigned by the Department of
Health. Enter your facility's PFI Number as shown in Attachment A.

Sequence Number

Variable Name: SEQUENCE
If your facility assigns a sequence number to each case on a chronological flow
sheet or similar log, enter the sequence number here. The sequence number is

not required for the Percutaneous Coronary Interventions Reporting System, but
has been included on the form to assist facilities in identifying and tracking cases.

|. Patient Information

Patient Name

Variable Names: LASTNAME, FIRSTNAME

Enter the patient’s last name followed by his/her first name.

Medical Record Number

Variable Name: MEDRECNO

Enter the patient’'s medical record number.

Social Security Number

Variable Name: SSNO
Enter the patient's social security number as shown in the medical record. If the

medical record does not contain the patient's social security number, leave this
item blank.

Date of Birth

Variable Name: DOB

Enter the patient's exact date of birth.
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|. Patient Information (continued)

Sex
Variable Name: SEX

Check the appropriate box for the patient’s sex at birth.

Note: In the absence of any other information, it is reasonable to assume that the
sex at birth is the same as at the time of admission.

Ethnicity
Variable Name: ETHNIC

Check the appropriate box.

Note: The term “Hispanic” refers to persons who trace their origin or descent to
Mexico, Puerto Rico, Cuba, Central and South America or other Spanish
cultures.

Race
Variable Names: RACE, RACESPEC

Select the appropriate code below:

1. White. A person having origins in any of the original peoples of Europe, the
Middle East, or North Africa.

2. Black or African American. A person 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."

3. Native American / American Indian or Alaska Native. A person having origins
in any of the original peoples of North and South America (including Central
America), and who maintains tribal affiliation or community attachment.

4. Asian. A person 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.

5. Native Hawaiian or Other Pacific Islander. A person having origins in any of
the original peoples of Hawaii, Guam, Samoa, or other Pacific Islands.

8. Other. Report for those responses that are not covered by an above category.
Please provide the specific race for any case marked “Other.”
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|. Patient Information (continued)

Race (continued)

Note: Please note that race should be based on the patient’s racial/ethnic
origins, which is not necessarily the same as their country or place of origin.

Indicate “multi-racial” by checking “8-Other” and providing details in the “specify”
field.

For White Hispanics, check "White"; for Black Hispanics, check "Black."

Residence Code
Variable Names: RESIDENC, STATE

Enter the county code of the patient's principal residence, as shown in
Attachment B. If the patient lives outside New York State, use code 99 and print
the name of the state or country where the patient resides in the space provided.
If you enter a valid NYS County Code then the “State or Country” field should be
left blank.

If the patient is from a foreign country, but is staying in the US during the pre-
intervention and post-intervention time period, you must enter 99 and print the
name of the country that the patient is from. Do not enter the residence code of
where the patient is staying in the US.

Hospital Admission Date
Variable Name: ADMIDATE

Enter the date that the patient was admitted to your hospital.

Note: If the admission date is after the PCI date, then you must also report the
date for “Arrival at PCI Hospital,” even if the patient did not have an MI.

Primary Payer
Variable Name: PRIMEPAY

Enter the primary source of payment for this hospital stay as shown in
Attachment C.

Please note that Workers Compensation, Family Health Plus, and Other Federal
Programs are reported as code “19 - Other.”
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|. Patient Information (continued)

Primary Payer (continued)

Interpretation:
For “Medicaid Pending” code Primary Payer as “11 - Self-Pay” and check the box
for Medicaid.

For patients in prison, code Primary Payer as “19 - Other”.

Please note the difference between “07 - Other Private Insurance Company” and
“19 - Other”. Code 07 refers to a Private Insurance Company (also referred to as
“‘Commercial” insurance) that is not listed elsewhere. Code 19 is any other type
of insurance that is not given a code of its own (e.g. Corrections).

If the patient has Blue Cross and Medicare, code Medicare if there is no
indication of which is primary.

Report a PPO (Preferred Provider Organization) as Code 06 — HMO/Managed
Care.

If a patient has Medicare or Medicaid, but you do not know if it is Fee for Service
or Managed Care, report Fee for Service.

Medicaid
Variable Name: MEDICAID

Check this box if the patient has Medicaid that will provide payment for any
portion of this hospital admission. If the patient’s primary payer is Medicaid,
check this box in addition to entering “03” or “04” under Primary Payer.

PFI of Transferring Hospital
Variable Name: TRANS_PFI

If the patient was transferred from another Acute Care Facility, enter the PFI of
the transferring hospital.

This element only needs to be completed for transfer patients.

A listing of PFI for cardiac diagnostic centers in NYS is provided in Attachment A.
If transferred from a Veterans Administration hospital in NYS, enter "8888"; if
transferred from outside NYS, enter "9999". For patients transferred from
another hospital in NYS, please see http://hospitals.nyhealth.gov for a complete
listing of NYS hospitals, including PFI. Please note: PFI on the above website is
listed without leading Os. For purposes of cardiac reporting, PFI should always
be four (4) numeric characters. For example, PFI “1” should be reported as
“0001”.
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Il. Procedural Information

Hospital that Performed Diagnostic Cath
Variable Name: CATH_PFI

If the angioplasty was preceded by a diagnostic catheterization, enter the name
and PFIl number of the hospital in the space provided. If the catheterization was
at a cardiac diagnostic center in NYS, enter its PFI Number from Attachment A; if
done at a Veterans Administration hospital in NYS, enter "8888"; if done outside
NYS, enter "9999". If there was no diagnostic catheterization, leave this item
blank.

Note: If the patient does not have a diagnostic catheterization but is diagnosed
via CT scan, do not report the Hospital that performed the CT scan here.

Primary Physician Performing PCI
Variable Name: PHYSNUM

Enter the name and license number of the primary physician who performed the
PCI.

Note: Physician name is included on the paper version of the data collection form
for abstractor convenience. Physician name is not part of the required PCIRS
data structure.

Date of PCI
Variable Name: PCI_DATE

Enter the date on which the PCI was performed.

Time of First Interventional Device
Variable Names: PCI_HR, PCI_MIN

Report the earliest time of any of the following: Balloon inflation, stent
deployment, treatment of lesion (e.g. AngioJet or other thrombectomy/aspiration
device, laser, rotational atherectomy).

Time should be reported using military time (e.g. 1:00 am is 01:00, and 1:00 pm
is 13:00).

Interpretation: In the case of an attempted PCI when no interventional device
can be deployed, report the time that the guidewire leaves the catheter.
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ll. Procedural Information (continued)

Diagnostic Cath During Same Lab Visit
Variable Name: CATHSAME

If a full diagnostic catheterization was performed during the same cath lab visit as
the PCI, then check “Yes”. Otherwise check “No”.

Interpretation: This does NOT include the case where there was a “quick look”
done on the vessel to have the intervention. The diagnostic cath does not have
to be every vessel, but should be a complete diagnostic of the area of interest.

Previous PCI This Admission
Variable Name: PCI_SAME, SAMEDATE

For patients who have had a previous PCI during this admission, check “Yes”.
Otherwise check “No”.

Interpretation: If "Yes,” it is very important to enter the date of this procedure.
It is this date that aids in combining multiple procedures from the same hospital
admission in the proper order. This becomes especially important when
determining Emergency/Non-Emergency status, since certain risk factors are
only “credited” if they occur prior to the first procedure in a hospital admission.

PCI Prior to This Admission at this Hospital
Variable Name: PCIPRIOR, PRIODATE

For patients who have had a PCI prior to this admission at this hospital, check
“Yes” and report the date of this previous procedure. If only the month and year
are known, use 01 for the day and write in the correct month and year. If only the
year is known, write in 01 for both the month and the day then the correct year.

Follow-up PCI - Staged Procedure
Variable Name: PART2

Use the following codes to indicate if the current procedure is in follow-up to a
previous PCl or CABG as part of a staged treatment strategy.

0. No, not a staged follow-up to a previous procedure.

1. Yes, staged follow-up to a previous PCI

2. Yes, staged follow-up to a previous CABG
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ll. Procedural Information (continued)

Follow-up PCI - Staged Procedure (continued)

The follow-up PCI in a staged procedure would be a non-emergency PCI
occurring after completion, but within 60 days, of an initial PCl or CABG with the
intervention at a different lesion location than the previous procedure. Typically
the intervention is on a different vessel than was treated in the first procedure.

Interpretation: Staging for these purposes DOES include a planned treatment
strategy of PCl and CABG.

The following scenario would NOT be considered a staged procedure:
The first PCI was unsuccessful and the patient returns to the lab at a later point
for another attempt.

Total Contrast Volume in 72 hours
Variable Name: CONTRAST

Report the total contrast used (cc) for this procedure and any other procedures
commencing in the previous 72 hours.

Interpretation: Include contrast used for any procedure (e.g. intervention,
diagnostic, peripherals, etc) at this or any other facility in the previous 72 hours.

Additional Procedures Using Contrast
Variable Name: ADDCON

If the exact information on amount of contrast used at another institution is
unknown, you should first try to get the exact information. If the only information
you can obtain from an outside institution shows that a procedure using contrast
was done, but not the amount of contrast used, use the following codes to report
procedures done:

1-PCI

2 — Diagnostic Cath
3 —CT scan

4 — Other

5 — Multiple procedures listed above

Form DOH-3331(01/11) --- 2011 Discharge Year 17



ll. Procedural Information (continued)

Access Site
Variable Names: ACCESS_ARM, ACCESS LEG

Indicate if the access site was in the arm (radial or brachial) or the leg (femoral
artery).

Interpretation: Report the site through which access to the ascending aorta was
successfully achieved. If access through one site was attempted but failed, do
not report. If access was achieved through both sites, check both.

Thrombolytics
Variable Names: THROMLT3, THROM3_6, THROMGT6, CONTRA

Check the appropriate box to indicate if, and at what time interval, thrombolytics
were administered.

If thrombolytics were not administered because they were contraindicated, check
“Contraindicated”.
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lll. Vessels Diseased and Lesion Specific Information

Vessels Diseased
Variable Names: LMT, PROX_LAD, MID_LAD, RCA, LCX

For each diseased vessel, check the appropriate box to indicate the percent
diameter stenosis. Include all vessels diseased, even branches.

Interpretation: If the diseased segment of the native vessel is bypassed by an
open artery or vein graft, do not code as diseased. This vessel is revascularized.

Use the ranges listed below when the medical record describes the percent
stenosis in the following ways:  MILD = plaques to < 50%
MODERATE = 50-69%
SEVERE =>70%

If a vessel or branch is described as having “mild” stenosis then the vessel would
not be coded as diseased, since we only code 50-100% stenosis.

If the medical record reports the range “40-50% stenosis”, then do not code as
diseased. If the medical record reports the range “60-70% stenosis”, then code
50-69%.

The Ramus Intermediate can be coded as either the marginal or the diagonal
depending on the origin of the vessel.

Always take the highest stenosis reported for a vessel. If the medical record
reports the proximal RCA with a 70% lesion and the distal RCA with a 50% you
should code the RCA as 70-100%, since the proximal RCA has a 70% lesion.

If the medical record only has documentation that states the LAD was stenosed,
then code the mid LAD and not the proximal LAD.

Disease of a major diagonal should be reported with mid/distal LAD, not with the
proximal LAD.

Previous LIMA Use
Variable Name: LIMA_USE

Choose one:

1 —-LIMA used as a graft and remains patent to native coronary artery
2 —LIMA used as a graft but is no longer functional

3 —Never used — includes no previous CABG

4 —Unknown — the existence or condition of the LIMA graft is unknown
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lll. Vessels Diseased and Lesion Specific Information
(continued)

Previous LIMA Use (continued)

Interpretation:

The graft would be considered “no longer functional” if there is angiographic
stenosis of 70% or more or there is evidence of significant flow restriction
documented by FFR or by stress test (with echo or nuclear to localize the
ischemia).

Lesion-Specific Information

Variable Names: LES_LOC1 - LES_LOC7, BYPASS_1 - BYPASS 7,
BPSTEN1 — BPSTEN7, PRESTEN1 — PRESTEN7, IVUS1 - IVUS7, FFR1 —
FFR7, PREVPCI1- PREVPCI7, DEVICE_1- DEVICE_7, DEVSPEC1-
DEVSPEC7, SECOND_1- SECOND_7, STENT1- STENT7, STENTB_1-
STENTB_7, STNTSPC1-STNTSPC7, LESDESA1- LESDESAY, LESDESB1-
LESDESB7, LESDESC1- LESDESC7 POSTSTEN1- POSTSTENY.

Complete one line for every lesion for which PCI was attempted (even if pre-
stenosis is < 50%), and one line for each non-attempted lesion with diameter
stenosis of 50% or more. If there are more than seven lesions, report the seven
most significant.

Location Enter the code indicating the location of the lesion, as shown in
Attachment D.

For lesions in a "sequential" graft going to two of the major coronary systems,
complete a separate line for each coronary artery jeopardized (LAD, LCX, RCA).

Interpretation: In the event of a long lesion that spans across two locations as
defined in Attachment D, report this lesion as the more proximal location.

For the ramus use '15' for an LAD derived ramus and '20' for an LCX derived
ramus.

Bypassed If the lesion has been bypassed by a vein graft, enter "V."
(A orV) If the lesion has been bypassed by an artery graft, enter "A."
If the lesion was not bypassed leave blank.

Bypass If the lesion has a vein or artery graft, use the following code to report the level of
Stenosis stenosis found in the graft:

1.>70%

2.<70%

3. Unknown
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lll. Vessels Diseased and Lesion Specific Information
(continued)

Lesion-Specific Information (continued)

% Pre-Op Enter the pre-PCI percent diameter reduction. Measurement with calipers is
Stenosis recommended. Note: Findings by IVUS are not acceptable. This should be the
angiographic finding.

IVUS For lesions with pre-PCI stenosis of 40-70% (determined by angiography), indicate
if prior to intervention there is a significant reduction in cross-sectional area as
documented by IVUS. Significant reduction is defined as 6mm? for the left main
and 4mm?for major epicardial vessels other than the left main. Report 1 for
significant IVUS findings, 0 or Blank for not done or not significant.

FFR For lesions with pre-PCI stenosis of 40-70% (as determined by angiography),
indicate the fractional flow reserve if determined prior to intervention, if available. If
FFR not done, leave blank.

Previous Use the following codes to indicate if the lesion is restenotic following a
PCI previously successful PCI.

0. No Previous PCI

1. No Restenosis

2. Restenosis, No Stent Previously Placed in the Vessel

3. Restenosis, Stent Previously Placed in the Vessel

Interpretation: For the purposes of this data element, report the presence of
thrombus as restenosis.

Device 1 From the PCI Devices list in Attachment E, indicate the device used. If the
and device used is not found in Attachment E, use Device Code “99 — Other” and
Device 2 specify the device used.

If two different devices were used on the same lesion, complete Device 2 as
well.

Interpretation: In the event of a failed PCI attempt, when the guidewire is
advanced but no device is used, report the Device Code “98 — Failed PCI, No
Device Used.”

If a Balloon and a Stent are both used, it is at the discretion of the physician if the
Balloon is coded as the Device 1 or not coded at all. For purposes of analysis/
interpretation, the stent will be considered the primary or most important
intervention

Device Code “12 — Mechanical Thrombus Extraction” should be used to code
Export Catheters or Extraction/Aspiration Devices when they are used
independently of Distal Protection Devices.

Report Coil Embolization with code “99- Other” when done in the same setting as
PCI. If no other device is used, then it is not a PCIRS reportable case.
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lll. Vessels Diseased and Lesion Specific Information

(continued)

Lesion-Specific Information (continued)

Stent 1 and
Stent 2

Lesion
Description

From the Stent Code list in Attachment E, indicate the type of stent used. If
the stent used is not found in Attachment E, use Stent Code “9 — Other” and
specify the type of stent used.

Interpretation: If two different stents were used on the same lesion,
complete Stent 2 as well. If multiple stents of the same type were used in the
lesion, then only report Stent 1.

When two lesions are treated with a single stent, it should be reported as one
lesion and reported on a single row in the lesion specific grid.

Report all that apply (up to 3)

. Small vessel (<2.5 mm diameter)

. Long lesions (stenting 233 mm)

. Bifurcation stenting

. Heavily calcified and/or unyielding lesion

. Tortuous and/or angled vessel obstructing stent delivery
. Complex lesion — details not documented

. Chronic Total Occlusion (CTO)

. Dissection without prior significant disease

. None of the above apply

OONOOORWN -

Interpretation:

2 — Long lesion should only be reported when the actual length of the lesion is
documented to be > 33 mm. A note of “long lesion” should not be used as
evidence for reporting this element.

4- Heavily calcified and/or unyielding lesion may be reported when a rotational
atherectomy device is used, even if there is no specific notation of calcification.

6- Complex lesion, details not documented — should only be reported when there is
a note of “complex lesion” and the documentation does not support coding any of
the other lesion description codes.

7 - Chronic Total Occlusion (CTO) should be indicated for any CTO, even ifiitis
not attempted. This is defined as: a vessel with 100% pre-procedure stenosis
presumed to be 100% occluded for at least three months previous to this
procedure. Note: This description should be reported if a lesion is described as
a CTO even if there is no specific documentation with regard to timeframe of
three months.

8 —Dissection without prior significant disease refers to intra-PCl dissections
caused by the procedure which necessitate treatment. The pre-PCl stenosis for
these lesions should be reported as the stenosis prior to the dissection occurring.
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lll. Vessels Diseased and Lesion Specific Information
(continued)

Lesion-Specific Information (continued)

% Post-Op  If a PCl was attempted on this lesion, enter the percent diameter of the stenosis
Stenosis immediately following the PCI.

Measurement with calipers is recommended.
If PCI was not attempted, leave post-op stenosis blank.

If the Medical Record says % Post-Stenosis was 0%, record it as 1% to indicate
that it was actually a successful PCl and not left blank by mistake.
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V. Acute MI Information

Complete this section for all patients with an Ml less than 24 hours prior to the
PCI.

NOTE: The data in this section is only required for patients with Pre-Intervention
Risk Factors #4-#6 (M| < 24 hours), with one exception. For patients with an
admission date that is after the PCI date, you must complete the “Arrival at PCI
Hospital” date, even if the patient did not have an M.

Onset of Ischemic Symptoms
Variable Name: CHESTPDATE

Report the date and time of the onset of chest pain or surrogate ischemic
symptoms. This may be reported by the patient as pain, pressure, burning,
heaviness or discomfort in the upper abdomen, shoulder, arm, jaw or upper back.
This may also be accompanied by nausea and/or diaphoresis.

Note: The time reported here should be the time of the onset of symptoms that
brought the patient to the hospital or caused the patient to seek care. If the
symptoms have stopped before the start of the procedure, you can still report the
date and time that they began.

If the exact 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.

Estimated Onset Time
Variable Name: EST_ONSET

Indicate if the symptom onset time was estimated.

Arrival at Transferring Hospital
Variable Name: TRANARRDATE

Only for patients that are transferred from another acute care facility (with the
pre-intervention risk factor MI < 24 hours), enter the date and time of arrival at
the transferring institution.
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I\VV. Acute MI Information (continued)

Arrival at PCl Hospital
Variable Name: PCIARRDATE

Enter the date and time the patient arrives in the PCI hospital.

Interpretation: If the patient presents first to another center (for example a
community hospital), the time reported should be when the patient reaches the
hospital that is going to perform the PCI.

When an MI develops in the PCI hospital, code the date and time documented by
the nurses’ notes as the start of chest pain or an equivalent cardiac symptom
(jaw pain, shortness of breath, etc).

Also report this information when the patient’s admission date is after the PCI
date.

New ST Elevation
Variable Name: STELEVE

> 1mm in two or more contiguous leads.

New STdorTd
Variable Name: STORTDEP

New Ischemic changes on EKG appearing as ST depression, T-Wave inversion,
or both.

New Left Bundle Branch Block (LBBB)
Variable Name: LBBB

Should be coded when LBBB is considered new and persisting as evidenced by
EKG.

TIMI < I
Variable Name: TIMILTII

Evidence of TIMI flow < Il with either total vessel occlusion or a high-grade
lesion.
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I\VV. Acute MI Information (continued)

Ongoing Ischemia at Time of Procedure
Variable Name: ONGOINGISCH

Check this box if the patient is experiencing chest pain and acute ST or T-Wave
changes at the start of the PCI.

Killip Class 2 or 3
Variable Name: KILLIP23

Indicate severe heart failure in the acute Ml patient as evidenced by any of the
following:

e Documentation of Killip Class 2 or 3

e NYHA functional classification IV- symptoms at rest

e Symptoms are dyspnea and there may be note of orthopnea and

paroxysmal nocturnal dyspnea (PND) .

NOTE: If the patient requires oxygen to control dyspnea and then
the chart notes "no longer short of breath or no longer dyspneic,"
this should still be considered evidence of dyspnea.

e Physical examination/ clinical evidence of fluid overload, and

documentation of rales, crackles or pulmonary edema.

NOTE: A description of the rales as "mild, minimal or bibasilar" or
rales which "clear with deep breathing" is not sufficient. Notation of
jugular venous distension ( JVD), hepatic congestion, ascites
and/or peripheral edema, chart notes of "grossly edematous or
fluid overloaded" are not sufficient in the absence of clear
statement about the pulmonary findings. In this case, it is
reasonable to look elsewhere in the chart for evidence of
pulmonary fluid overload (e.g. the anesthesiologist notes on
intubation that there is "pink, frothy sputum" or notation of "not
moving any air" or even an x-ray finding).
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V. Pre-Intervention Risk Factors

Priority
Variable Name: PRIORITY

Check the appropriate box.
Elective: All cases not classified as urgent or emergency as defined below.

Urgent: The patient is too ill or unstable to be discharged from the hospital,
but is not classified as emergency as defined below.

Emergency: Patients with ongoing, refractory, unrelenting cardiac compromise,
with or without hemodynamic instability.

Typical emergency patients include those in arrest with CPR
administered immediately prior to the procedure, shock, ongoing
ischemia including rest angina, acute evolving Ml or equivalent
within 24 hours of procedure, and/or pulmonary edema requiring
intubation.

Height
Variable Name: HEIGHT

Enter the patient’s height in centimeters (cm).

Centimeters = 2.54 x inches

Weight
Variable Name: WEIGHT

Enter the patient’s weight in kilograms (kg).
Kilograms = pounds + 2.2

Stress Test / Imaging Study Done
Variable Name: STRS_DONE

Use the codes below to indicate if a stress test was performed prior to this
procedure but within 6 months.

1. Yes

2. No

9. Unknown
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V. Pre-Intervention Risk Factors (continued)

Stress Test / Imaging Study Type
Variable Name: STRS_TYP

Use the codes below to indicate the type of stress test / imaging study performed
1. Standard Exercise Stress Test — without imaging
2. Stress Echocardiogram
3. Stress Testing with single photon emission computed tomography
(SPECT) myocardial perfusion imaging (MPI)
4. Stress Testing with cardiac magnetic resonance (CMR)
9. Not Done / Unknown

If more than one type of stress test was performed within the past 6 months,
report on the most recent test.

Stress Test / Imaging Study Results
Variable Name: STRS_RES

Use the codes below to indicate the stress test results. Definitions and
clarification can be found Attachment F: Stress Test Results.

Negative

Positive, Low Risk
Positive, Intermediate Risk
Positive, High Risk
Positive, Risk Unavailable
Indeterminate

Unavailable

Not Done/ Unknown

oONoR~LON~

Note: Inclusion of stress test reports in the medical record is encouraged to allow
for accurate and complete reporting of these data elements.
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V. Pre-Intervention Risk Factors (continued)

Anti-Anginal Medication within 2 Weeks
Variable names: MED_BB, MED_CA, MED_NIT, MED_RAN, MED_OTH

Indicate if the patient was taking any of the following agents to treat anginal
symptoms within the past two weeks. Check all that apply.

B Beta-Blockers

B Calcium Channel Blockers

B |Long Acting Nitrates

B Ranolazine

B Other

Clarification:
Do not report if the patient was given sublingual, IV, or short acting formula of the
medications.

Do not report if the patient has been prescribed the medication but is known to
be not taking it.

Report if the patient was started on an oral form of the medication after
admission but prior to this procedure.

Report if this medication was prescribed for this patient, but you are unsure it has
been prescribed specifically to treat anginal symptoms.

Nitro paste and nitro patch are considered Long Acting Nitrates.

“Other” excludes short acting anti-anginal medications such as nitroglycerin
sublingual tablets or spray that is used to relieve an acute episode of chest pain.

Ejection Fraction and Measure
Variable Names: EJEC_FRA, MEASURE

Record the ejection fraction taken closest to (but before) the intervention. If a
pre-intervention ejection fraction is not available, it is acceptable to report the
ejection fraction as measured after intervention but within 1 day.

If an ejection fraction is unavailable, enter “0” and enter “9 - Unknown” for the
measure.

Note: Intraoperative direct observation of the heart is NOT an adequate basis for
a visual estimate of the ejection fraction.
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V. Pre-Intervention Risk Factors (continued)

Ejection Fraction and Measure (continued)

Indicate how the Ejection Fraction was measured using one of the following:
1. LV Angiogram
2. Echocardiogram
3. Radionuclide Studies
4. Transesophageal Echocardiogram (TEE), this includes intra-operative
8. Other
9. Unknown

Interpretation:
An ejection fraction that is described in the medical record as “Normal” should be
considered 55%.

An EF measured up to one year prior to the PCI may be used if there is not a
more recent value and if there was no change in clinical condition that would
indicate the value was likely to change in that time period.

Any cases with a missing or unusual ejection fraction will be sent back to the
centers during quarterly and/or annual data validation to verify accuracy of this
data element.

Creatinine
Variable Name: CREATININE

Enter the patient’s highest pre-procedure creatinine (mg/dL) recorded during this
hospital admission.

Interpretation: If no Pre-PCI creatinine values are available from the current
hospital stay, it is acceptable to use values found during Pre-Admission Testing
(up to 2 weeks prior to the intervention). If the patient is transferred, the
creatinine can come from the transferring hospital.
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V. Pre-Intervention Risk Factors (continued)

Angina: CCS Functional Class

Variable Name: CCS_CLAS

Enter the number (1-4) corresponding to the patient's Canadian Cardiovascular
Society Functional Class, as defined below.

Canadian Cardiovascular Society (CCS) Functional Classification:

1. Class |  Ordinary physical activity, such as walking or climbing stairs, does
not cause angina. Angina may occur with strenuous or rapid or
prolonged exertion at work or recreation.

2. Class Il  There is slight limitation of ordinary activity. Angina may occur with
walking or climbing stairs rapidly, walking uphill, walking or stair
climbing after meals or in the cold, in the wind, or under emotional
stress, or walking more than two blocks on the level, or climbing
more than one flight of stairs under normal conditions at a normal
pace.

3. Class lll  There is marked limitation of ordinary physical activity. Angina may
occur after walking one or two blocks on the level or climbing one
flight of stairs under normal conditions at a normal pace.

4. Class IV There is inability to carry on any physical activity without
discomfort, angina may be present at rest.

8. None Patient does not have Angina CCS Class I-IV as defined above.
This includes those who do not have documented history of angina
but present with chest pain associated with an M.

Note: The determination of functional class should be based on the typical level
of exertion required to produce angina. The CCS class should be based on the
patient’s history or pattern of angina, not the presenting symptoms. For example,
a patient with no history of angina that is experiencing ischemic chest pain at rest
in the ED should be classified as “8-None”.

Anginal equivalent symptoms (e.g. Shortness of Breath) can be used to
determine CCS Class.

Form DOH-3331(01/11) --- 2011 Discharge Year 31



V. Pre-Intervention Risk Factors (continued)

Angina Type

Variable Name: ANGINA
Enter the appropriate number (1, 2, or 8) indicating the patient’s angina type.

1. Stable Angina without a change in frequency or pattern for the 6 weeks
prior to this procedure.

Angina is controlled by rest and/or oral or transcutaneous
medications.

2. Unstable Angina has increased in frequency during the last 6 weeks,
including new onset.

Angina is produced by less effort or provocation and occurring in a
cresc