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MSQC 2021 Abdominal Hernia QI Project:  Kickoff Webinar  
Q&A from Jan. 18 and Jan. 21, 2021 Sessions 
 

Question Answer 

Does it count for preop education if the nurse 
doesn't document it was done, but it's 
established that written and verbal instructions 
are being done.  

If the SCQR has verified that preop education process:  1) addresses the specific elements required, 2) 
delivers the content in written and verbal format, and 3) is consistently provided to the patient procedure 
population being reviewed, you can count it as meeting the requirement.  For example, it is documented in 
the chart that the patient completed the preop teaching class, and you have examples of the education 
documents showing the program covers pain management.  For very patient-specific education such as 
weight reduction counseling that may not always be covered in your standard  pre-surgical content, you 
may need to look further in the medical record to determine if the education was provided. 

Can the HgbA1C and weight management 
counseling be completed on the day of surgery in 
pre-op? 
For BMI how many days preop does the teaching 
have to occur? 

Although we currently do not have a mandated time window for when the weight reduction counseling 
should occur, realistically it should be provided when it is determined that the patient requires surgery.  The 
purpose of weight reduction in patients with BMI>=40 is to optimize the patient for surgery by providing 
the counseling in a reasonable timeframe for the patient to work toward weight reduction.  The same 
approach also applies to tobacco cessation counseling. 

If BMI >=40, what meets the educational 
component for education - can you specify what 
needs to be reviewed, diet, exercise... what is the 
expectation?  
Does weight reduction have to be verbal and 
written? 
Does the patient have to lose weight prior to the 
surgery? 

For a patient whose BMI is greater than or equal to 40, weight reduction counseling must be done to meet 
the measure.  The intent of the measure is to optimize the patient for surgery.  There should be a patient 
optimization discussion related to weight/obesity.  The content of the education is at the discretion of the 
hospital, but it should be tailored to the weight reduction needs for the particular patient.  The counseling 
needs to be provided in both verbal and written format. 
 
This measure does not mandate that the patient loses weight, but rather that counseling on weight 
reduction was done. 

Does the weight reduction counseling need to be 
by the surgeon, or is it acceptable to use teaching 
by PCP pre-op? 

The weight reduction counseling can be conducted by other healthcare providers.  The patient’s PCP can 
provide the counseling. 

Does the patient have to quit smoking before 
surgery or just be provided the cessation 
materials? 

This measure does not mandate that the patient stops smoking, but rather that counseling on smoking 
cessation was done. 
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Will the BS and HgbA1C need to be done on the 
day of surgery, or will a 90-day preop lab count? 
 
To meet the Glycemic Control measure, could we 
use the glucometer finger stick done in preop 
prior to surgery if the patient did not eat past 
midnight as the FBS? 
 
Insurance will not cover a routine fasting blood 
glucose. How to proceed?  
Our site just revised reduction in pre-op testing 
and many of our hernias have little pre op 
testing. 
 
Due to COVID restrictions there is a drive-by 
COVID test 24-36 hours prior and patient is 
counselled by phone by PAS nurses. For these 
minor hernias there are only minimal labs being 
done. Are you taking these into consideration. 

Preoperative lab values obtained within 90 days prior to the operation date will count toward the measure.  
This includes point of care/finger stick (POC) testing values (e.g., pre-op holding, inpatient unit).  Remember 
that to meet the Glycemic Control measure for non-diabetic patients, the blood sugar value needs to be 
from a fasting specimen.   
 
Abstract the Blood Glucose field as you always have in the past with any blood sugar value performed 
closest to surgery time; specimen can be fasting or non-fasting. 
Abstract the Fasting Blood Glucose field only if you have at least one fasting specimen. In other words, if 
most recent value is an FBS, that value will be entered into both the Fasting Blood Glucose and the Blood 
Glucose fields.  MSQC has created a document with abstraction tips for the blood glucose variables, 
available in the Workstation Resources. 
 

Preoperative Blood Glucose Values* – BG** vs. Fasting (FBG) *** 
Abstraction Rules for Lab Values 

What Lab value is in 
patient’s record? 

Enter value in BG field 
in Workstation 

Enter value in FBG 
field in Workstation 

FBG FBG FBG 

BG (non-fasting) BG  

Both FBG and another BG BG/FBG* FBG 

*Preoperative Blood Glucose Values = value closest to and prior to Patient In Room Time 
**BG = the Blood Glucose value closest to Patient In Room Time (could be fasting, non-fasting/random, POC) – no 
change to this 
***FBG = specifically the Fasting Blood Glucose value closest to Patient In Room Time – new 
 

Tips: 

 FBG should only be reported when labeled as “fasting” or when patient is known to be fasting, 
otherwise this would be considered BG  

o Patients who were fasting from midnight before surgery (or within 8 hours before surgery) and 
had BG obtained before surgery, this would be considered FBG 

o Patients who drank clear liquids (other than sugar free items) or carb drinks after midnight (or 
within 8 hours before surgery), this would be considered BG (it is not fasting) 

o If FBG is the only value, it would be reported in both BG and FBG because it the BG closest to 
surgery 

 Since a lot of the labs come in through Data Integration, the DI process will need to be updated to 
accept FBG field if you wish to integrate this. If you are used to your labs integrating, this will be easy to 
skip over, so ensure it is filled out when available until your DI process includes this lab. 

https://reports.msqc.org/Registry/login
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Question Answer 

Unable to find hernia mesh resource in 
workstation? 

The 2021 Hernia Mesh Product List has now been added to the Workstation in the Resources section. 

Multimodal meds intraop – most of ours get no 
pain meds.  How do I count this?   

If 2 non-opioid medications are not administered in the preoperative holding area or intraoperatively then 
you will not meet this measure.  The definitions of non-opioid medications are vast so maybe do a deep 
dive into the chart and seek out anesthesia for guidance on this. 

Can a TAP Block count as both Intra op and Post 
Op pain management since it lasts 18-24 hours? 
 
If a surgeon documents a Marcaine infiltration to 
wound at end of case for post op pain control, 
may we use that as MMPC post op? 
 
if only a local skin pain infiltration is given by 
surgeon, does that also count for post op pain 
control? 

TAP or other blocks reduce the need for postop opioids for about 24 – 72 hours after surgery. TAP blocks 
placed before or near the start of the surgery are included as one type of intraoperative and postoperative 
multimodal pain management. TAP blocks placed at the end of surgery will only count as postoperative 
multimodal pain management.    
Local wound infiltration techniques only apply to intraoperative or postoperative multimodal pain measures 
based on when they were administered (see grid below). 

 

At my hospital, Ketorolac is often given a couple 
of minutes before closing the incision to help 
with postoperative pain.  Unfortunately, MSQC 
doesn't count this as a postoperative multimodal 
pain management technique.  Can you please 
discuss the rationale for this considering MSQC's 
Hernia Care Pathway does include "Ketorolac 
30mg IV at end of case for routine inguinal 
repairs" as a part of multimodal analgesia.  Thank 
you. 

As part of our Professional/Clinical/QI review, we did consider the timing of administration of several 
medications, and more specifically, Toradol/ketorolac and the intent to aid in managing the patient’s immediate 
postop pain.  Our intent is not to minimize the importance of Toradol’s administration, but to encompass the 
orders occurring after surgery for the 24 hours once the patient leaves the OR.  
 

The primary purpose of the Postop Multimodal Order/Use variable is to ensure that a patient receives orders for 
at least two non-opioid pain management agents during the time period starting after they leave the OR.  When 
administered as a single dose (‘1x’) in the late Intraop period, Toradol and other NSAIDs will provide pain relief 
only for the first few hours after a patient leaves the OR.  The MM Pain management definitions are consistent 
with the intent of the 2021 QI project, which is to control the patient’s pain during and after surgery while also 
reducing the use of opioids. A one-time dose of Toradol at the end of surgery will not meet this 
intent.  Therefore, Toradol ordered/administered late in the intraoperative period does not count as a 
postoperative multimodal pain management agent. If it is ordered/administered in the early intraoperative 
period it can be counted as an intraoperative agent, but not as postoperative.   
 

We hope this clarifies why MSQC does not include Toradol at the end of the case for postoperative pain 
management for the QI variable even though the administration of Toradol at the end of the case is clinically a 
good option for initial postop pain management. 
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Question Answer 

 What is the time frame for "end of the case" – 
30 minutes? 

Because there is such wide variance in procedures, closing methods, types of post-closing dressings, drain 
systems, casting and other applications, we do not have a fixed time window to define “end of case”.  The 
case closing process begins once the surgical procedure itself has been completed, and incision closing 
techniques have begun.   

Did you say you are looking at USE for postop 
multimodal pain management? In the project 
description it only says "order" right now 

For postop we are looking for multimodal pain management ORDER, just as in the 2020 project.  If the 
multimodal is USED you would want to capture it, but we are only looking for a multimodal ORDER to meet 
this measure. 

Does project count order for 2 multimodal or use 
of 2 multimodal? 

2021 Collaborative-Wide Measure:  Increase use of intraoperative multimodal pain management across all 
MSQC procedures (requires administration of at least 2 multimodal pain management medications). 
2021 Abdominal Hernia QI postoperative measure: Order for multimodal pain management (requires order 
for at least 2 multimodal pain management medications) 

If the patient is instructed to alternate 
acetaminophen and ibuprofen post-op as 
needed, does this count, or does it need to be 
scheduled? 

Yes, this will count toward the postoperative order for multimodal pain management.   

Does postop multimodal  pain medication 
measure include what is ordered for outpatient 
hernia surgery (for discharge meds)? 

If the patient is discharged less than 24 hours post-surgery, then any qualifying non-opioid pain medications 
ordered at discharge will count toward the postop multimodal pain management measure. 

If a process is in place for multimodal but not 
always documented , can it still count for 
multimodal order and teaching ? 

 If the SCQR has verified that education process:  1) addresses the specific elements required, 2) delivers the 
content in written and verbal format, and 3) is consistently provided to the patient procedure population 
being reviewed, you can count it as meeting the requirement.   
For multimodal order (different variable) there needs to be documentation of the multimodal medication 
the patient has been instructed to take.  Whether on the discharge instruction sheet or the orders in the 
EMR, the documentation should be available for the SCQR to see. 

Would like to see ice added to the post op 
multimodal options 

The intent of the MSQC multimodal pain management variable is to identify the use of non-opioid 
pharmacologic agents.  Therefore, ice would not be included.  Although there are non-pharmacologic 
approaches that can play a role in pain management, the MSQC measure addresses use of pharmacologic 
agents.   
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Question Answer 

A large open ventral hernia is only allowed 75 
OME for opioid at discharge?? 

Patients undergoing repair of extensive hernias will most likely be inpatients postoperatively, during which 
time their pain medication needs can be closely managed.  The hernia QI project measure is applicable to 
the patient’s discharge pain medication prescription.  The Michigan OPEN prescribing recommendation for 
Hernia Repair – Major or Minor is 0 to 10 tablets of oxycodone 5 mg.  The goal for the measure is 90%, 
which provides some leeway to account for outlier cases.   
The prescribing recommendations were last updated on 2/25/2020.  MSQC will continue monitor M-OPEN 
for any updates. 

The Hernia Care Pathway on the MSQC website is 
for Minor Hernias. Will there be an updated one 
for Major Abdominal hernia or should we use the 
minor as a guide/reference?  

1-20-2021:  There is a new Hernia Care Pathway that incorporates abdominal hernia surgeries; it is a 
combined pathway for all hernia repairs.  It is now available on the MSQC website, and replaces former 
Minor Hernia Care Pathway.   

We already had our multidisciplinary meeting.  
Since multimodal pain control is managed by 
anesthesia, we did not include pharmacy 
representation at the meeting.  Is that OK? 

Your meeting attendees should include representation from the departments at your hospital that should 
contribute to the development and implementation of processes at your facility.  If your multimodal pain 
control process is managed by anesthesia, you do not necessarily need to include pharmacy at the table.  
You can always consult with other departments as needed, as you work through the implementation 
process. 

It is hard to get everyone together at the same 
time for a multimodal meeting. Is it ok if we have 
multiple meetings as long as we catch all the 
important people? 

You can have more than one multidisciplinary meeting.  The project requirement is that you have at least 
one such meeting, and that it occurs by 3/31/2021.  You should reach out to invited departments that could 
not attend, share the meeting proceedings, and follow-up actions with them. 

So it says that all of the info is required to be part 
of the template but is it okay if some of the 
information is charted in different areas and not 
in the op note such as the preop education that 
is charted in the H&P? 

Some of the required documentation items are preop-based (patient teaching for example), while others 
are based on the intraoperative procedure itself (hernia characteristics, mesh placement, etc.)  Your 
hospital can decide to put some of the required elements in the preop H&P, and other required elements as 
prompts in the operative note.  The goal is that all required documentation elements are addressed in the 
medical record, and are captured in consistent location(s) in the record. 

https://michigan-open.org/prescribing-recommendations/
https://michigan-open.org/prescribing-recommendations/
https://msqc.org/wp-content/uploads/2021/01/Hernia-Care-Pathway_Final-11-4-2020.pdf


MSQC 2021 Abdominal Hernia QI Project:  Kickoff Webinar Q&A (continued) 
Q&A from Jan. 18 and Jan. 21, 2021 Sessions 
 

Page 6 of 6 

Question Answer 

Our EMR is changing and they won't allow any 
changes to old EMR. What do I do? 
 
Not all hospitals in our health system are doing 
the hernia project.  It may be difficult to have a 
new documentation template added to the EMR 
if it is not applicable for use at all of our 
hospitals.  What approaches might work for our 
site to meet the hernia documentation template 
requirements? 

These is no requirement that mandates changes to your EMR.  Perhaps your current EMR platform allows 
the end-user to create their own “smart phrase” with documentation headers/prompts that can be added 
to a clinical note when documenting on the hernia case.  Sometimes this type of option can be managed at 
the end-user level without need for IT involvement. 
Your HIM/medical records dept. may have temporary options for handling documentation changes during 
the EMR transition; even an interim solution such as creating a paper hernia documentation template that 
is scanned into the EMR may work for you.   
You will need to submit the documentation template/method that was implemented at your facility as part 
of your annual QI project submission. 

do we do the hernia tab for simple hernias? 
 
 

For the Hernia 2021 QI project we are specifically looking at Abdominal hernias (excludes inguinal /femoral 
hernias).  It is required that the hernia tab be abstracted for the project cases only.  But for consistency we 
would recommended abstracting the hernia tab on all hernia cases.  Even though it is not required it would 
minimize the possibility of missing a project case. 

 Is the hernia tab required in 2021 for those 
participating in the hysterectomy pathway? 

The hernia tab is required for the hernia project only. 

ERP from 2020 for 2 cases chosen – are we still 
doing this for 2021? 

ERP tab—intraop multimodal needs to be completed on ALL MSQC cases as this is the Collaborative Wide 
Measure for 2021. 
ERP tab--preadmission teaching, postop multimodal and postop teaching will need to be filled out for ALL 
your abdominal hernia cases for those sites participating in the Hernia QI project.  

Are we still following up with patients at 30 days 
and asking the survey questions? 

Yes, the PROs 30-day follow-up survey will be required in 2021.  The questions will change slightly.  An 
updated survey will be posted at the end of January.  

 


