
Clinical Benchmarking 
Survey Program 

Part I 

Acute Care/Injuries 

• Application of "Ottawa Ankle and Foot Rules" for Acute Ankle Injury
• Appropriate Treatment for Pharyngitis
• Avoidance of Antibiotic Treatment for Adults Aged 18-64 with Acute

Bronchitis

Chronic Medical Issues 

• Asthma Action Plans and Use of Steroid Inhalers for Those with Mild
Persistent Asthma or Greater

Safety, Screening, Prevention 

• Influenza Vaccination and Allergy Documentation
• Screening for Tobacco Use
• Depression Screening



Acute Care Measure — Application of “Ottawa Ankle and Foot Rules” 
for Acute Ankle Injury 

Background 

The original 1993 JAMA article outlined what came to be known as the "Ottawa Ankle Rules," a clinical 
decision tool useful in identifying patients with ankle injuries who could safely be managed without an -
xray. The Ottawa Ankle Rules set the criteria to establish a sensitivity of 100%, meaning that if the clinical 
criteria are met, the managing provider can rule out a fracture without having to get an x-ray. In 
subsequent prospective validation of the Ottawa Ankle Rules in various settings (emergency departments, 
community-based clinics, primary care), sensitivity ranges from 96-99%; application of these clinical rules 
reduces x-rays by ~1/3, thus preventing unnecessary testing, radiation, and costs. 

The specificity of the Ottawa Ankle Rules does not help "rule in" an ankle or foot fracture. Thus, if a 
patient does not pass the full set of clinical criteria, the treating provider must do further clinical 
evaluation in order to assess for a fracture and whether an x-ray is required for management. A patient 
who does not "pass" the Ottawa Rules should have documentation of either an x-ray ruling out the 
fracture or documentation of the clinician's clinical judgment that the person is at low suspicion for 
fracture and ankle support and planned follow-up may be a reasonable approach. 

Bottom-line application of the Ottawa Ankle and Foot Rules: 

• All patients should have documentation of the use of the elements of the Ottawa Ankle and Foot
Rules

• If a patient "passes" all of the clinical criteria, then no x-ray should be ordered

• If a patient "does not pass," management is at the provider's discretion and should be well-
documented in the chart.

The clinical decision rules are outlined below: 

1. Ability to weight-bear at the time of injury. This means walking at least four steps, without
assistance (two steps on the injured foot/ankle), even if limping.

2. Ability to walk at the time of evaluation. This means walking at least four steps, without assistance
(two on the injured foot/ankle), even if limping.

3. Absence of tenderness along the distal 6cm of the tibia or fibula (medial and lateral malleoli) (for
ankle x-ray).

4. Absence of tenderness of the proximal 5th metatarsal and navicular bone (for foot x-ray).



Because ankle injuries are one of the most common orthopedic injuries and the validity of these clinical 
decision rules is well- established, the ACHA Benchmarking Committee selected adherence to the Ottawa 
Ankle and Foot Rules in assessing patients with ankle injuries as an evidence-based acute care 
benchmark. 

Process/Instructions 

Each health center should identify 25 unique patients who were seen clinically for an acute ankle injury 
over the past 12 months. Suggested ICD-9 (diagnosis) codes include: 

• Ankle injury: 959.7

• Ankle sprain: 845.00, 845.09
Charts should be selected rather randomly from those meeting this search, without any
prescreening of management or limitation to particular practitioners. To be eligible, the patient
must have had a traumatic ankle injury and been cognitively alert, without any neuropathy or
spinal cord lesions that would affect their sensory status.



 

For each eligible chart, answer the following questions: 

1. Could the patient bear weight at the time of the injury (four steps, unassisted, even if 
limping) AND at the time of the evaluation in the health center? 
Yes       No       Not documented 

2. Based on the injury area (ankle/foot), was there any tenderness of  
a. the lateral malleolus (distal 6 cm of fibula) OR 
b. the medial malleolus (distal 6 cm of the tibia) OR 
c. the 5th metatarsal head OR 
d. the navicular bone area? 

(See diagrams if needed) 
Yes       No       Exam not documented  

3. Was an x-ray ordered? 
Yes       No 

4. If no x-ray was ordered, was there documentation of the clinician's judgment on low-risk of 
fracture with a management plan to follow up with the patient? 
Yes       No 

 



Chart 

Able to weight bear 4 steps (2 on the 
injured ankle) without assistance both at 

the time of injury AND in the office 
(Yes/No/Not documented)

Tenderness at 
1) the lateral malleolus OR

2) medial malleolus OR
3) 5th metatarsal head OR

4) navicular bone area
(Yes/No/Not documented)

X-ray done
(Yes/No)

If no X-ray was done was there 
documentation of the clinician's 

judgment on low-risk of fracture with 
a management plan to f/u with patient

(Yes/No)
1
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3
4
5
6
7
8
9
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Ottowa Ankle Rules Worksheet

PLEASE NOTE: THIS IS TO ASSIST IN COLLECTING DATA BUT ALL INFORMATION MUST BE ENTERED ONLINE ON THE ACHA CLINICAL 
BENCHMARKING WEBSITE. 
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Acute Care Measure — Appropriate Treatment for Pharyngitis 

Background 

Acute pharyngitis is one of the most common outpatient infections treated in office practice and college 
health.1 Although there is conflicting data on the percentages, there is agreement that the majority of the 
cases of pharyngitis are caused by viruses. The most common bacterial causes of pharyngitis are group A, 
C, and G streptococci and, less commonly, Fusobacterium necrophorum and chlamydia species.2 Only 
20% of cases are found to have a bacterial cause, and of these, perhaps 10% are caused by group A 
streptococci.3 A problem has been the continued overprescribing of antibiotics for viral pharyngitis. 
Another important issue is the recognition of more serious complications of pharyngitis, including Lemierre 
syndrome that is caused by F. necrophorum rather than group A strep. 

In office practice, many different clinical and office-based testing algorithms have been used to identify 
patients with group A streptococci in order to effectively treat them. One of the most common was 
developed by Dr. Robert Centor and is known as the "Centor Criteria."4 The criterion in adults looks at four 
characteristics: 

1. Presence of fever

2. Presence of tender cervical adenopathy

3. Presence of tonsillar exudates

4. Absence of cough

When all four are present, the probability of subsequent testing (routine throat culture) showing the 
person has a group A strep infection goes up, whereas when only 0-1 are present, the criteria is highly 
accurate in its negative predictability (~80%). 

A review of U.S. and European guidelines in 2010 showed great variability in recommendations for both 
testing using rapid antigen testing/cultures and treatment with antibiotics.7 In the original 
recommendations published in 2001 in the Annals of Internal Medicine, the authors recommended a 
strategy of either treating all patients with a Centor score of 3-4 OR treating all with a Centor score of 4 
and performing a rapid strep test on those with a score of 2-3 AND not treating those with a score of 0-1.3 
The Infectious Disease Society of America (IDSA) recommends testing with a rapid strep test or culture 
prior to treatment with antibiotics.5 The one point on which both agree is that those students with a low 
pre-test probability of having group A strep pharyngitis should not be tested and should not be treated 
with antibiotics.6 When treating, Penicillin VK is still the drug of choice, but alternatives may need to be 
used based on the patient's allergies or local resistance patterns. 

1Schappert, SM, Rechtsteiner, EA. Ambulatory medical care utilization estimates for 2006. Natl Health Stat Report Aug 
6 2008; 1-29. 
2Snow, V, Mottur-Pilson, C, Cooper, RJ, Hoffman, JR. Principles of appropriate antibiotic use for acute pharyngitis in 
adults. Ann Intern Med 2001; 134:506. 
3Cooper RJ; Hoffman JR; Bartlett JG; Besser RE; Gonzales R; Hickner JM; Sande MA. Principles of appropriate 
antibiotic use for acute pharyngitis in adults: background. Ann Intern Med 2001 Mar 20;134(6):509-17. 
4Centor RM; Witherspoon JM; Dalton HP; Brody CE; Link K. The diagnosis of strep throat in adults in the emergency 
room. Med Decis Making 1981;1(3):239-46. 
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5Bisno, AL, Gerber, MA, Gwaltney, JM Jr, et al. Practice guidelines for the diagnosis and management of group A 
streptococcal pharyngitis. Infectious Diseases Society of America. Clin Infect Dis 2002; 35:113. 
6Linder et al. Evaluation and treatment of pharyngitis in primary care practice: the difference between guidelines is 
largely academic. Arch Intern Med (2006) vol. 166 (13) pp. 1374-9. 
7Chiappini, E et al. Analysis of Different Recommendations from International Guidelines for the Management of Acute 
Pharyngitis in Adults and Children. Clinical Therapeutics. 33(1) Jan 2011. p. 48-58. 

Process/Instructions 

Each health center should review 25 random charts of eligible patients seen over the past 12 months with 
a diagnosis of "acute pharyngitis" or whose primary complaint is sore throat. (suggested ICD-9 codes 
include 462 or reason for visit was sore throat). 

Each patient should have a Centor score of 0-1 either on the chart or calculated from the history and 
physical exam. 

For each patient, determine whether an appropriate antibiotic was prescribed or not. 

Compliance with Centor Criteria for Pharyngitis 

A chart should be considered in compliance with guidelines when: 

1. Antibiotics are NOT prescribed AND a culture-rapid strep antigen testing is NOT ordered for those
with Centor scores of 0-1

A chart should be considered in non-compliance with the guidelines when: 

1. Antibiotics ARE prescribed OR

2. Testing IS ordered for those with Centor scores of 0-1



Acute Care Measure — Avoidance of Antibiotic Treatment for 
Adults Aged 18-64 with Acute Bronchitis 

Background 

The American College of Chest Physicians defines acute bronchitis as "an acute respiratory infection with a 
normal chest radiograph that is manifested by cough with or without phlegm production that lasts for up 
to 3 weeks".1 These illnesses are most often caused by viruses, though even bacterial bronchitis cases are 
most often self-limited as well and there are no clear criteria for differentiating the two. A 2004 Cochrane 
review revealed that antibiotics offer a "modest beneficial effect" balanced by potential negative effects.2 
Antibiotics are not routinely recommended for this self-limited condition. 

The Healthcare Effectiveness Data and Information set (HEDIS) currently includes a measure, unchanged 
in 2013 from previous iterations, which measures the avoidance of antibiotic treatment in adults with 
acute bronchitis. 

Process/Instructions 

Each health center should review 25 random charts of eligible patients seen with an initial diagnosis of 
either "acute cough illness" or acute bronchitis over the past 12 months (not repeat visits for the same 
illness). (Suggested ICD-9 codes include: 490, 466, 786.2) 

Patient Eligibility 

• Patients should not have HIV infection or asymptomatic HIV, cystic fibrosis, disorders of the
immune system, malignancy neoplasms, chronic lung disease, respiratory disease (ICD 500-508)
or tuberculosis 12 months prior to the episode date.

• The patient should not have been on antibiotics 30 days prior or currently with the episode date.

• No competing diagnosis 30 days before through seven days after episode date (see table below).

• There should be a low suspicion for pertussis: cough illness < 3 weeks duration, no symptoms or
signs consistent with pertussis, and no local outbreaks.

• Pulmonary exam should not be consistent with pneumonia.

1Braman, Sidney S. Chronic Cough Due to Acute Bronchitis: ACCP Evidence-Based Clinical Practice Guidelines. Chest 
2006, Jan; 129: 95s-103s. 
2Smith et al. Antibiotics for acute bronchitis. The Cochrane Library published 18 October 2004 and reassessed 6 
September 2010. 



1. Were antibiotics prescribed for "acute cough" or "acute bronchitis"?
Yes  No 

Compliance — number of charts with no antibiotics prescribed/number of eligible charts (which should be 
25). 

Competing Diagnoses 

Intestinal infections 001-009 
Pertussis 033 
Bacterial infection unspecified 041.9 
Lyme disease and other arthropod-borne 
diseases 088 

Otitis media 382 
Acute sinusitis 461 
Acute pharyngitis 034.0, 462 
Acute tonsilitis 463 
Chronic sinusitis 473 
Infections of the pharynx, larynx, tonsils, 
adenoids 

464.1-464.3, 474, 478.21-478.24, 478.29, 478.71, 
478.79, 478.9 

Prostatitis 601 
Cellulitis, mastoiditis, other bone infections 383,681, 682, 730 
Acute lymphadenitis 683 
Impetigo 684 
Skin staph infections 686 
Pneumonia 686 
Gonococcal infections and venereal diseases 098, 099, V01.6, V02.7, V02.8 
Syphilis 090-097 
Chlamydia 078.88, 079.88, 079.98 
Inflammatory diseases (female reproductive 
organs) 614-616 

Infections of the kidney 590 
Cystitis or UTI 595, 599.0 

Scoring — for each eligible chart (should be 25 total):
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Chronic Care Measure — Asthma Action Plans and Use of Steroid 
Inhalers for Those with Mild Persistent Asthma or Greater 

Background 

Various studies have estimated that between 4% and 15% of the population may suffer from asthma. 
2007 American College Health Association-National College Health Assessment (ACHA-NCHA) data put 
that figure for the college population at 8.4%.1 Most experts also agree that the percentage of adolescents 
and young people has increased over the last decade. The 2007 National Asthma Education and 
Prevention Program (NAEPP) has put forth guidelines on management strategies on how to treat asthma 
exacerbations, but also focuses care on being proactive to reduce lung impairment and risk.2 Goals of 
asthma therapy therefore must be broken into the acute treatment of asthma exacerbations and the 
correct monitoring and treatment of chronic asthma to prevent the long term damage of reduced 
pulmonary function. 

In college and university students, asthma and allergies may be the most common chronic medical 
illnesses if one excludes depression and anxiety. Proper management may have the ability to increase 
academic retention and improve the quality of life for these students. It was for this reason the ACHA 
Benchmarking Committee chose these measures as a means to look at quality of care for chronic medical 
disease. 

The NAEPP, among others, has identified four categories of asthma severity: 

• Mild intermittent asthma or exercise induced asthma

• Mild persistent asthma

• Moderate persistent asthma

• Severe persistent asthma

It is critical that practitioners attempt to identify patients in their practices who have asthma and also 
identify the correct category of asthma, as this may play a prominent role in therapy. Specifically, those 
patients with mild persistent asthma or higher should be on an asthma controller medication (usually an 
inhaled steroid). Correct identification relates to a few questions and peak flow measurements. FEV1/FVC 
ratios can be used but are not required for the classification, allowing practitioners to classify almost all 
patients in their offices clinically by asking: 

• How often do they have asthma symptoms?

• How often do they wake up at night with asthma symptoms or shortness of breath?

• How often do they have to use the rescue inhaler for symptom control?
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Although the frequency of visits for asthma patients to monitor their control is variable depending on the 
stability of their asthma, the 2007 National Heart, Lung, and Blood Institute (NHLBI) guidelines suggest 
no less than every six months for monitoring and education. The NHLBI guidelines suggest that at every 
visit the practitioner should assess asthma control, medication technique, the written asthma action plan, 
adherence, and patient concerns. 

In addition, practitioners need to correctly instruct their patients in measuring their peak expiratory flow 
rate as a cheap and easy method for home monitoring and self-management of their asthma. Peak 
expiratory flow rate (PEFR) measurements have been found to be helpful recognizing the severity of 
airflow obstruction in previously diagnosed asthma patients and taking corrective actions. 

1American College Health Association. American College Health Association-National College Health Assessment II: 
Reference Group Data Report Spring 2013. Hanover, MD: American College Health Association; 2013. 
2National Asthma Education and Prevention Program (NAEPP): Expert panel report III: Guidelines for the diagnosis 
and management of asthma. Bethesda, MD: National Heart, Lung, and Blood Institute, 2007 
(http://www.nhlbi.nih.gov/guidelines/asthma/asthgdln.htm). 
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Process/Instructions

Each health center should review 25 charts of patients who carry the diagnosis of asthma over the past 
year for compliance with the two quality measures. At least 10 of these should carry the diagnosis of mild 
persistent asthma or greater. 

Asthma Compliant Visits — Are there two visits in the last year that contain an assessment of asthma 
control, review of a written asthma action, and use of PEFR for home monitoring and self-management? 

Asthma Controller Medication — For each chart of an asthma patient there must be a notation stating 
the asthma control category. For those with any category of persistent asthma, there must be: 

1. Use an steroid inhaler preferably OR

2. Use of an alternative asthma controller medication OR

3. A notation of contraindication/patient refusal of the use of a steroid inhaler or asthma controlling
medication

Increased use of rescue inhalers is unacceptable as an asthma controller medication. 

Compliance/Reporting 

Asthma Monitoring — number of asthma patients with at least two visits in the last year where there is 
an assessment of asthma control, review of a written action plan, and review of the use of 
PEFR/symptoms for self-management/number of asthma patient charts (which should be 25) 

Asthma Controller Medication — 

Recording of Category — number of charts that have the category of asthma correctly recorded/number 
of patient charts (which should be 25) 

Recording of Asthma Controller Medication — number of patient charts with persistent category 
asthma that either have an asthma controller medication listed or the patient refuses to take or there is a 
medical contraindication for their use/number of patient charts whose asthma is categorized as persistent 
(should be at least 10) 



Chart 

1 Yes No/Not documented Intermittent Persistent Yes No/Not documented
2 Yes No/Not documented Intermittent Persistent Yes No/Not documented
3 Yes No/Not documented Intermittent Persistent Yes No/Not documented
4 Yes No/Not documented Intermittent Persistent Yes No/Not documented
5 Yes No/Not documented Intermittent Persistent Yes No/Not documented
6 Yes No/Not documented Intermittent Persistent Yes No/Not documented
7 Yes No/Not documented Intermittent Persistent Yes No/Not documented
8 Yes No/Not documented Intermittent Persistent Yes No/Not documented
9 Yes No/Not documented Intermittent Persistent Yes No/Not documented

10 Yes No/Not documented Intermittent Persistent Yes No/Not documented
11 Yes No/Not documented Intermittent Persistent Yes No/Not documented
12 Yes No/Not documented Intermittent Persistent Yes No/Not documented
13 Yes No/Not documented Intermittent Persistent Yes No/Not documented
14 Yes No/Not documented Intermittent Persistent Yes No/Not documented
15 Yes No/Not documented Intermittent Persistent Yes No/Not documented
16 Yes No/Not documented Intermittent Persistent Yes No/Not documented
17 Yes No/Not documented Intermittent Persistent Yes No/Not documented
18 Yes No/Not documented Intermittent Persistent Yes No/Not documented
19 Yes No/Not documented Intermittent Persistent Yes No/Not documented
20 Yes No/Not documented Intermittent Persistent Yes No/Not documented
21 Yes No/Not documented Intermittent Persistent Yes No/Not documented
22 Yes No/Not documented Intermittent Persistent Yes No/Not documented
23 Yes No/Not documented Intermittent Persistent Yes No/Not documented
24 Yes No/Not documented Intermittent Persistent Yes No/Not documented
25 Yes No/Not documented Intermittent Persistent Yes No/Not documented

 Asthma Rules Worksheet 
PLEASE NOTE: THIS IS TO ASSIST IN COLLECTING DATA BUT ALL INFORMATION MUST BE ENTERED ONLINE ON THE ACHA CLINICAL BENCHMARKING WEBSITE

Was there 2 visits during the past year that included 
a) an assessment of asthma control AND

b)a review of a written asthma action plan AND
c) reviewed use of PEFR/Symptoms for self management

Yes/No (no documentation is also considered no)

What was the patient's Asthma Category?  
***You must have at least 10 charts that are 

"persistent" asthma
Intermittent OR mild/moderate/severe 

persistent

For those patients with persistent asthma to the left:
a) Are they receiving an inhaled steroid OR

b) another asthma controller medication OR
c) has a contraindication to use of controller medications

OR
d) patient has documented refusal of controller medication

Yes/No (no documentation is also considered no)



Screening/Prevention and Patient Safety — Influenza 
Vaccination and Allergy Documentation

Background 

One of the key elements of college health has been our focus on preventative care and patient safety. In 
truth, there are many interventions, from vaccinations to healthy eating, that are stressed in college 
health. The ACHA Benchmarking Committee received many suggestions that guided its decision on 
interventions that could be measured across college campuses. In its decision process, the Benchmarking 
Committee chose interventions that: 

1. were evidenced-based

2. were low cost

3. were able to implemented by health centers with varying practitioners types

4. had the potential to make an impact on the health of college students.

The interventions chosen included influenza vaccination, chlamydia screening (women's health 
benchmarking study), and documentation of allergies. 

Influenza Vaccination 

The CDC's Advisory Committee on Immunization Practices (ACIP) made a recommendation, approved 
February 21, 2013, that all persons aged 6 months and older who do not have contraindications, receive 
an influenza vaccine. In the 2013 ACHA-NCHA dataset, only 43.1% of college students reported receiving 
an influenza vaccination. In addition, cold/flu/sore throat were just behind anxiety, stress, and sleep 
problems as the number four cause of negative impact on their academic performance. An improvement in 
influenza vaccination rates may have the greatest impact on college academic performance. 

Allergy Documentation 

Prescribing of medications is a high risk area for practitioners in all areas of medicine. Although there are 
many areas of potential errors, including illegibility, drug interactions, dosing errors, and similarly named 
drug substitutions, prescription of medications to patients who have a documented allergy is one that the 
Benchmarking Committee decided to tackle as a safety issue nationwide. This measure is already listed as 
a standard by the Association for Accreditation of Ambulatory Health Care (AAAHC). The most important 
part of this measure is to ensure that the medical record clearly identifies the patient's medication 
allergies on the initial visit and is updated on each visit should their allergies change. 

Process/Instructions 

Each health center should review 25 charts. For each chart, the reviewer should determine: 

1. Whether there is documentation of the patient's medication allergies on the most current visit
sheet or on a problem list, either in the paper or electronic chart. Material allergies (e.g., latex)
should be included.

2. Whether the patient either:

a. received their annual influenza vaccination (either given by the health center or documented
from another provider) OR

b. has documentation of the refusal of receiving an influenza vaccination in the chart

c. has a documented allergy to influenza vaccine



Compliance/Reporting 

Allergy reporting — total number of patient charts with documentation of allergy to medications 
listed/all patient charts 

Influenza Vaccination — total number of patient who have documentation of receiving influenza 
vaccination or have refused vaccination/all patient charts 



Screening/Prevention and Patient Safety — Screening for 
Tobacco Use 

Background 

Tobacco use and cigarette smoking in particular, is the leading preventable cause of death in the United 
States.1 More than 1,800 adults aged 18 and older become regular tobacco users daily.2 Nearly 90% of 
smokers start by age 18, and 25% of teen smokers remain addicted as adults.3 

Tobacco also affects the health of non-smokers. Second-hand smoke exposure contributes to the death of 
46,000 people each year.4 Sixty-nine percent of smokers say they want to quit5 and each year 44% of 
smokers make a quit attempt of at least 24 hours.6 Without assistance, only 7% are abstinent at one 
year.6 

The 2011 ACHA-NCHA reported 15% of college students had used cigarettes at least one day in the last 
30, with another 9% reporting use of other forms of tobacco.7 Additionally, ACHA actively supports the 
Healthy Campus 2020 goals to reduce cigarette use (within the last 30 days) by college students to below 
14% and smokeless tobacco use (within the last 30 days) to below 3% by the year 2020.8 

The United States Preventive Services Task Force (USPSTF) strongly recommends that clinicians screen all 
adults for tobacco use and provide tobacco cessation interventions for those who use tobacco products. 
They recommend a "5-A" behavioral counseling framework: Ask about tobacco use, advise to quit through 
clear personalized messages, assess willingness to quit, assist to quit, arrange follow-up and support.9 
Cessation treatments that have been found effective include brief clinical intervention, counseling, OTC 
therapies, and prescription medication. 

1CDC. Smoking-attributable mortality, years of potential life lost, and productivity losses—United States, 2000-2004. 
MMWR 2008. 
2Substance Abuse and Mental Health Services Administration. Office of Applied Studies, National Household Survey on 
Drug Abuse, 1999-2001. 
3U.S. Department of Health and Human Services. Preventing Tobacco Use among Young People. A report to the 
Surgeon General. Atlanta, GA: U.S. Department of Health and Human Services, Public Health Service, CDC, NCCDPH, 
Office on Smoking and Health, 1994. 
4Centers for Disease Control and Prevention. Smoking-Attributable Mortality, Years of Potential Life Lost, and 
Productivity Losses—United States, 2000-2004. Morbidity and Mortality Weekly Report 2008; 57(45):1226-8 
[accessed 2011 Mar 11]. 
5CDC. Quitting smoking among adults—United States, 2001-2010. MMWR 2011; 60:1513-19. 
6Fiore MC, Jaen CR, Baker TB, et al. Treating tobacco use and dependence: 2008 update. Clinical practice guideline. 
Rockville, MD: US Department of Health and Human Services, Public Health Service; 2008. Available at 
http://www.surgeongeneral.gov/tobacco/index.html. 
7American College Health Association. American College Health Association-National College Health Assessment II: 
Reference Group Data Report Spring 2013. Hanover, MD: American College Health Association, 2013. 
8American College Health Associaton. Position Statement on Tobacco on College and University Campuses. Hanover, 
MD: American College Health Association, 2011. 
9U.S. Preventive Services Task Force, Counseling to Prevent Tobacco Use and Tobacco-Caused Disease, November 
2013. 



Process/Instructions 

Each health center should review 25 charts of students with at least one primary care provider visit over 
the academic year. 

For each chart, the reviewer should determine: 

1. Whether the patient has ever been screened for tobacco use.

2. If they smoke, was the patient was advised to quit?

3. If the patient's willingness to quit was documented and they showed that they were ready, were
they given assistance and/or were follow-up plans made to discuss quitting?

Compliance/Reporting 

Compliance with screening: Of the total of all 25 patients seen, the percentage who were screened for 
tobacco use AND, for those who smoke, whose charts include documentation that some conversation 
occurred concerning quitting, and if they indicated they were ready, assistance was provided or a follow-
up appointment was made to discuss options. 

Noncompliance with screening: Of the 25 patients who were seen, those who did not get screened OR 
were screened and had positive results with no advice to quit was given and for those who were ready to 
quit no follow-up or cessation assistance was done. 



Screening/Prevention and Patient Safety — Depression Screening 

Background 

Research shows that depression is a leading impediment to learning and therefore a barrier to student 
success, wellness, and retention. Mental health resources are an important part of a comprehensive 
strategy to address this problem, but these services alone are not enough. Many students struggling with 
depression never visit a mental health professional and are much more likely to access primary care 
because of related physical symptoms like fatigue, insomnia, and non-specific pain. A recent study 
suggests over 50% of students with symptoms of major depression have not received treatment in past 
year.1 

The United States Preventive Services Task Force (USPSTF) recommends screening adults for depression 
when staff-assisted depression care supports are in place to assure accurate diagnosis, effective 
treatment, and follow-up.2,3 The USPSTF review showed small benefits when results of screenings are 
given directly to clinicians; however greater effects were seen when there is a planned and coordinated 
response with effective follow-up and treatment. Although not all schools will have developed a 
coordinated response for depression screening, this benchmark could be used as an opportunity to 
develop such responses with counseling centers and local psychology and psychiatric referrals. 

Screening has been shown to be an effective approach for detecting depression among college students, 
including in populations who traditionally resist or underutilize mental health services.4 Additionally, early 
follow-up has been associated with increased treatment response rates and return to function among 
college students.4 

1Blanco C, Okuda M, Wright C, Hasin D, Grant B, Lin S, and Olfson M. Mental Health of College Students and Their 
Non-College Atttending Peers. Arch Gen Psychiatry 2008; 65(12):1429-1437. 
2Kroenke, K, Spitzer, RL, Williams, JBW: The PHQ-9: Validity of a Brief Depression Severity Measure. Journal of 
General Internal Medicine. 2001;16:606-613. 
3Zuckerbrot RA, Cheung AH, Jensen PS, Stein RE, Laraque D, GLAD-PC Steering Group. Guidelines for Adolescent 
Depression in Primary Care (GLAD-PC): I. Identification, assessment, and initial management. Pediatrics 2007 
Nov;120(5):e1299-312. [110 references] 
4Cheung AH, Zuckerbrot RA, Jensen PS, Ghalib K, Laraque D, Stein RE, GLAD-PC Steering Group. Guidelines for 
Adolescent Depression in Primary Care (GLAD-PC): II. Treatment and ongoing management. Pediatrics 2007 
Nov;120(5):e1313-26. [91 references] PubMed 

Process/Instructions 

Each health center should review 25 charts of students without a diagnosis of depression and who have 
had at least one primary care provider visit over the past academic year. 

For each chart, the reviewer should determine whether: 

1. There is documentation of screening for depression using a standardized screening instrument or
question on depression (i.e., PHQ-2/9, Beck, CES-D, etc) OR

2. There is documentation of the refusal to be screened for depression in the chart within the past
year.



3. For those patients with a positive depression screen, there is documentation of any follow-up
assessment within four weeks that includes a definitive evaluation/intervention to rule in or out
depression by any of the below:

a. documentation of a full diagnostic evaluation/interview that uses standard diagnostic criteria
(such as those from the updated Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition) to determine the presence or absence of specific depressive disorders, such as MDD
or dysthymia on the same or subsequent visit. The severity of depression and comorbid
psychological problems (for example, anxiety, panic attacks, or substance abuse) should be
addressed.

b. treatment for depression and/or

c. revisit for depression as a focus in a medical appointment and/or

d. psychotherapy encounter and/or

e. telephone contact with a documented clinical reassessment for depression by four weeks.

Compliance/Reporting 

Compliance with screening: Of the total of all 25 patients seen, the percentage who were screened for 
depression using a standardized instrument AND, for those with positive screening results, also have 
documentation of some follow-up assessment OR refusal of screening for depression. 

Non-compliance with screening: Of the 25 patients who were seen and did not refuse screening for 
depression, those who either did not get screened OR were screened and had positive results and no 
follow-up assessment was done. 



Received their 
Vaccination by Heatlh 

Center or another 
provider

Was the patient ever 
screened for tobacco 

use
If the patient was screened 
was the patient a smoker?

If the patient was a 
smoker were they advised 

to quit

If the patient was willing and ready to quit 
were they given assistance or were f/u plans 

made to discuss quitting

Did the patient refuse 
screening for 
depression?

If the patient did not refuse 
screening did the patient get 

screened for depression using a 
standardized instrument

For those who were screened for 
depression was their screen positive 

or negative

For those with a positive depression 
screen is there evidence of follow-up care 

as defined in the instructions
1 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
2 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
3 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
4 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
5 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
6 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
7 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
8 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
9 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive

10 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
11 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
12 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
13 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
14 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
15 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
16 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
17 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
18 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
19 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
20 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
21 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
22 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
23 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
24 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive
25 Yes No/Not documented Yes           No Yes        No Yes           No         N/A Yes           No         N/A Yes           No              N/A-not ready Yes          No Yes No Pos.        Neg.     N/A(not screened) Yes            No              N/A not positive

Tobacco Screening

Medical Allergy Documented in chartChart 
If NO to previous: is there documented

Allergy to Vaccination OR
Refusal of Vaccination OR

No documentation of either
Circle ONE

PLEASE NOTE: THIS IS TO ASSIST IN COLLECTING DATA BUT ALL INFORMATION MUST BE ENTERED ONLINE ON 
THE ACHA CLINICAL BENCHMARKING WEBSITE

ALL CHARTS SHOULD BE FROM OCTOBER THROUGH FEBRUARY OR FROM AVAILABILITY OF FLU SHOTS AT YOUR HEALTH CENTER/COLLEGE

PLEASE NOTE: THIS IS TO ASSIST IN COLLECTING DATA BUT ALL INFORMATION MUST BE ENTERED ONLINE ON THE 
ACHA CLINICAL BENCHMARKING WEBSITE

Allergy          Refusal          No documentation
Allergy          Refusal          No documentation
Allergy          Refusal          No documentation
Allergy          Refusal          No documentation

Flu Documentation

Allergy          Refusal          No documentation

Allergy          Refusal          No documentation

Allergy          Refusal          No documentation
Allergy          Refusal          No documentation
Allergy          Refusal          No documentation
Allergy          Refusal          No documentation
Allergy          Refusal          No documentation

PLEASE NOTE: THIS IS TO ASSIST IN COLLECTING DATA BUT ALL INFORMATION MUST BE ENTERED ONLINE ON THE 
ACHA CLINICAL BENCHMARKING WEBSITE

Depression Screening

Allergy          Refusal          No documentation
Allergy          Refusal          No documentation
Allergy          Refusal          No documentation

Allergy          Refusal          No documentation
Allergy          Refusal          No documentation
Allergy          Refusal          No documentation
Allergy          Refusal          No documentation
Allergy          Refusal          No documentation

Allergy          Refusal          No documentation
Allergy          Refusal          No documentation
Allergy          Refusal          No documentation
Allergy          Refusal          No documentation
Allergy          Refusal          No documentation

Allergy          Refusal          No documentation

Flu, Tobacco, and Depression Screening Worksheet
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