
 

 

Process and Outcome Measures 

For the Partnership for Patients Topics: 

Adverse Drug Events (ADEs) 
Catheter-associated Urinary Tract Infection (CAUTI) 

Central Line-associated Bloodstream Infection (CLABSI) 
Injuries from Falls and Immobility 

Obstetrical Adverse Events 
Pressure Ulcers 

Surgical Site Infection (SSI) 
Venous Thromboembolism (VTE) 

Ventilator-associated Pneumonia (VAP) 
Preventable Readmissions 



 

 

 

 

 

 

 
 

Topic Measure Type Measure How/What to Measure 

Adverse Drug 
Events (ADEs) 

   
ADE 1 Process 

Percent of Unreconciled 
Medications 

 
ADE 2 Process 

Unreconciled Medications Per 
100 Admissions 

 
ADE 3 Outcome 

Adverse Drug Events Per 100 
Admissions 

 



 

Topic Measure Type Measure How/What to Measure 

Catheter-
associated 
Urinary Tract 
Infections 
(CAUTI)       

CAUTI 1 Process 

Percent Unnecessary urinary 
catheters (Urinary catheters 

not meeting criteria for 
appropriate insertion) 

Start by collecting data for patients on unit where improvement efforts are 
focused or urinary catheter usage is high. 
Collect random samples by reviewing records of all patients on the unit 
with new indwelling urinary catheters on one day each week. Vary the day 
and time of review. 
Review records only for patients admitted recently (such as prior 72 hours 
or since last review) to ensure patients are not counted more than once. 
Specify a timeframe in which documentation of indication must be noted in 
order to count in numerator (e.g., within 4 hours of insertion time). Ideally, 
indication should be documented at the time of insertion. Do not include 
indications documented after the day of insertion. 
Include all patients with new indwelling urinary catheters in the 
denominator whether or not indication for insertion is documented. Those 
without documented appropriate indication will not be included in the 
numerator and represent opportunities for improvement. 
If insertion of indwelling urinary catheters in the ED is high, consider 
measuring this separately for that area to determine the percent of 
unnecessary insertions in the ED. 
This measure can also be reported in the converse, i.e., Appropriate 
indwelling urinary catheter usage, where the numerator is the percent of 
patients with an indication documented at insertion that meets criteria. 



 

CAUTI 2 Process 
Urinary catheters inserted 

with aseptic technique 

Start by collecting data for patients on unit where improvement efforts are 
focused or indwelling urinary catheter usage is high. 
Data may be collected by documentation in the patient medical record or 
on other data collection forms, such as checklists, stickers or forms 
included with catheter insertion kits. Each organization must determine 
whether these other forms of data collection become part of the 
permanent medical record. 
When using patient records, collect random samples such as reviewing 
records of all patients on the unit with indwelling urinary catheters on one 
day each week. Vary the day and time of review. 
Review records only for patients admitted recently (such as prior 72 hours 
or since last review) to ensure patients are not counted more than once. 
Insertion technique should be documented at the time of insertion.  
Include patients in the denominator if there is no documentation of 
insertion technique. These will not be included in the numerator and 
represent opportunities for improvement. 

CAUTI 3 Process 
Urinary catheters maintained 
according to recommended 

guidelines 

Start by collecting data for patients on unit where improvement efforts are 
focused or indwelling urinary catheter usage is high. 
Collect random samples such as reviewing records of all patients on the 
unit with indwelling urinary catheters on one day each week. Vary the day 
and time of review. 
Documentation should be present daily (or more frequently if required by 
policy); include the record in the numerator only if documentation is 
present for every day the catheter is/was in place – an “all-or-none” 
measure. 

CAUTI 4 Process 
Daily review of urinary 

catheter necessity 

Start by collecting data for patients on unit where improvement efforts are 
focused or indwelling urinary catheter usage is high. 
Collect random samples such as reviewing records of all patients on the 
unit with indwelling urinary catheters on one day each week. Vary the day 
and time of review. 
Documentation should be present daily (or more frequently if required by 
policy); include the record in the numerator only if documentation is 
present for every day the catheter is/was in place – an “all-or-none” 
measure. 



 

Include patients in the denominator if there is no documentation or 
documented indication does not meet criteria. These will not be included in 
the numerator and represent opportunities for improvement. 

CAUTI 5 Process 
Unnecessary urinary catheter 

days 

Start by collecting data for patients on unit where improvement efforts are 
focused or indwelling urinary catheter usage is high. 
Collect random samples such as reviewing records of all patients on the 
unit with indwelling urinary catheters on one day each week. Vary the day 
and time of review. 
Documentation should be present daily (or more frequently if required by 
policy); include the record in the numerator only if documentation is 
present for every day the catheter is/was in place – an “all-or-none” 
measure. 

CAUTI 6 Outcome 
Urinary catheter-associated 
symptomatic urinary tract 

infection (UTI) rate 

This measure is typically reported by location and type, e.g., inpatient 
nursing units (medical, surgical, etc.) or critical care units (medical, surgical, 
trauma, burn, etc.). 
 
It may be helpful to begin data collection on a unit where utilization of 
urinary catheters is high. 

 

 

  



 

Topic 

Measure 

Type Measure How/What to Measure Details 

Central Line-associated 
Bloodstream Infections 
(CLABSI)         

CLABSI 1 Process 
Central Line 

Bundle 
Compliance 

We choose to measure the compliance 
with the entire central line bundle, not 
just parts of the bundle. 
 
On a given day, select all the patients with 
central lines and assess them for 
compliance with the central line bundle; 
or, if you are using data collection cards, 
review all cards (or a random sample, if 
there are many).  If even one element is 
missing, the case is not in compliance with 
the bundle.  For example, if there are 7 
patients with central lines, and 6 have all 5 
bundle elements completed than 6/7 
(86%) is the compliance with the central 
line bundle.  If all 7 had all 5 elements 
completed, compliance would be 100%.  If 
all seven were missing even a single item, 
compliance would be 0%.  This measure is 
always expressed as a percentage. 

 

CLABSI 2 Outcome 

Central line 
catheter-related 

bloodstream 
infection rate per 
1000 central line-

days 

The first measure is a rate.  In this case, for 
a particular time period, we are interested 
in the total number of cases of CR-BSIs.  
For example, if in February there were 12 
cases of CR-BSIs, the number of cases 
would be 12 for that month.  We want to 

 



 

be able to understand that number as a 
proportion of the total number of days 
that patients had central lines.  Thus, if 25 
patients had central lines during the 
month and each, for purposes of example, 
kept their line for 3 days, the number of 
catheter days would be 25 x 3 = 75 for 
February.  The CR-BSI Rate per 1000 
catheter days then would be (12/75) x 
1000 = 160. 

CLABSI 3 Outcome 

Days between a 
central line 

bloodstream 
infections 

This measure is a cumulative count of the 
number of days that have gone by with no 
central line bloodstream infections being 
reported.  Every time a central line 
bloodstream infection occurs the count is 
started over again.  In this case, we are 
plotting successes between failures.  The 
longer the run of cumulative successes 
(days with no central line bloodstream 
infections occurring) the better the 
outcome. 

Whenever events occur that are 
relatively rare in nature or when a 
ward or pilot area has sufficiently small 
numbers of events, the preferred way 
to analyse the data is to plot: (1) 
successes between failures, or (2) time 
between failures.  Both of these 
techniques will be used in the SPSP 
work. 
For rare events, 300 days or more 
between central line bloodstream 
infections is the goal.  If an 
intervention is initiated, however, and 
the period between events is greater 
than two times the baseline period 
average this is also significant.  In this 
case, it may be possible to show a true 
improvement before going 300 days 
without a central line bloodstream 
infection. 



 

 

 

 

 
 

 

 

 

Topic Measure Type Measure How/What to Measure 

Injuries from 
Falls and 
Immobility       

FALLS 1 Outcome 
Monthly Hospital and Pilot 

Unit(s) Rate of Falls per 1,000 
Patient Days 

 

FALLS 2 Outcome 

Monthly Hospital and Pilot 
Unit(s) Patient Injury from Falls 
per 1,000 Patient Days―minor, 

moderate, major, and death 

• Severity of patient injury (as defined by the National Quality 
Forum): 
o Minor: Injury that results in application of dressing, ice, cleaning 
of a wound, limb elevation, or topical medication 
o Moderate: Injury that results in suturing, steri-strips, fracture, or 
splinting 
o Major: Injury that results in surgery, casting, or traction 
o Death: Death as a result of a fall 



 

Topic Measure Type Measure How/What to Measure Details 

Obstetrical 
Adverse 
Events         

OB 1 Process 
Augmentation Bundle Compliance 

(oxytocin) 

Perinatal Labor Augmentation Safety - 
Percentage of times that all four elements of 
the bundle are in place (Documentation fo 
estimated fetal weight, rocognition and 
management of tachysystole, pelvic 
assessment, reassuring fetal status/normal fetal 
status using NICHD 3-Tier System) 

 

OB 2 Process 

AB.O1.a 
 

Augmentation Bundle  
Composite (Oxytocin) 

Every week for four weeks of the month, select 
a random sample of 5 charts of patients who 
have delivered and received oxytocin for 
augmentation of labor. Review the five records 
for the four components of the Oxytocin 
Augmentation Bundle: Documentation of 
Estimated Fetal Weight (EFW); Pelvic 
Assessment; Recognition and management of 
tachysystole; Recognition and management of  
FHR Status (Exclusion of Category III)  
 
For the numerator, add the total number of the 
four components of the oxytocin augmentation 
bundle in place and documented for the sample 
(5 charts).* The denominator is the total 
number of components (4) times the total 
number of charts reviewed in that month (20) 
 
Insert numerator and denominator of the 
sample into the extranet each week. The 
extranet will convert the numerator and 
denominator into a percentage. When a rate of 
95% is consistently achieved, convert to the 
Augmentation Bundle Compliance measure.  

Numerator (N)  
Denominator (D) 
N: Total number of the 
four components of the 
Oxytocin Augmentation 
Bundle in place and 
documented for the 
sample (5 charts)*   
 
*Example Numerator: 
Chart 1 = 3 components 
Chart 2 = 4 components 
Chart 3 = 2 components 
Chart 4 = 4 components 
Chart 5 = 3 components 
Total   = 16 components 
 
D: Total number of the 
four components of the 
Oxytocin Augmentation 
Bundle possible for the 
total sample (4 
components x 5 charts = 
20)  



 

OB 3 Process 

AB.O1.b 
 

Augmentation Bundle  
Compliance 
(Oxytocin) 

Every week for four weeks of the month, select 
a random sample of 5 charts of patients who 
have delivered and received oxytocin for 
augmentation of labor. Review the five records 
for the four components of the Oxytocin 
Augmentation Bundle:  Documentation of 
Estimated Fetal Weight (EFW); Pelvic 
Assessment; Recognition and management of 
tachysystole; Recognition and management of  
FHR Status (Exclusion of Category III) 
 
For the numerator, add the total number of 
charts that have all four components of the 
oxytocin augmentation bundle in place and 
documented for the sample (5 charts).* If even 
one element of the bundle is missing, the case is 
not in compliance with the bundle.  For 
example, if there are 3 of the 5 patients who 
have all four bundle elements completed then 
there is 60 percent (3 divided by 5) compliance 
with the Oxytocin Augmentation Bundle. 
 
Insert numerator and denominator of the 
sample into the extranet each week. The 
extranet will convert the numerator and 
denominator into a percentage. 

Numerator (N)  
Denominator (D) N: Total 
number of charts that 
have all four components 
of the Oxytocin 
Augmentation Bundle in 
place and documented 
for the sample* 
 
D: Total number of the 
sampled charts (5 charts) 
 
*This is an "all or 
nothing" indicator. If any 
of the five elements of 
the bundle are not 
documented, do not 
count the patient in the 
numerator. 



 

OB 4 Process Vacuum Bundle Composite 

Every week for four weeks of the month, select 
a random sample of 5 charts of patients who 
have delivered. Review the 5 records for the five 
components of the Vacuum Bundle: Alternative 
Labor Strategies: Prepared Patient: High 
Probability of Success: Maximum # Application 
and Pop-offs predetermined: Exit strategy 
available. 
 
For the numerator, add the total number of the 
five components of the Vacuum Bundle in place 
and documented for the sample (5 charts).* The 
denominator should be 25 each week.  
 
Insert numerator and denominator of the 
sample into the extranet each week. The 
extranet will convert the numerator and 
denominator into a percentage. When a rate of 
95% is consistently achieved, convert to the 
Vacuum Bundle Compliance measure. 

Numerator (N)  
Denominator (D)  N: 
Total number of the 5 
components of the 
Vacuum Bundle in place 
and documented for the 
sample (5 charts)*   
 
*Example Numerator: 
Chart 1 = 3 components 
Chart 2 = 5 components 
Chart 3 = 2 components 
Chart 4 = 4 components 
Chart 5 = 3 components 
Total   = 17 components 
 
 
D: Total number of the 5 
components of the 
Vacuum Bundle possible 
for the sample ( 5  
components x 5 charts = 
25)  

OB 5 Process 
Percent change in rate of mothers 
transferred to higher level of care Perinatal Labor Augmentation Safety 

 
OB 6 Process 

Percent change in rate of newborns 
admitted to neonatal intensive care Perinatal Labor Augmentation Safety 

 

OB 7 Process 
Elective induction Bundle compliance 

(oxytocin) 

Elective Induction Bundle Compliance - 
Percentage of times all four elements of the 
bundle are in place (gestational age greater 
than or equal to 39 weeks is condition for 
elective induction, recognition and 
management of tachysystole,  pelvic 
assessment, reassuring fetal status/normal fetal 
status using NICHD 3-Tier System)' 

 



 

OB 8 Process 

Percent of infants born at 22-20 weeks 
gestation who received a retinal exam for 
retinopathy of prematurity according to 

guidelines of American academy of 
Pediatrics 

 

Neonatal Intensive care 
Unit (NICU) Standard 
Care 

OB 9 Process 
Percent of infants developing a 

nosocomial bloodstream infection 

 

Neonatal Intensive care 
Unit (NICU) Standard 
Care 

OB 10 Process 
Nosocomial blood 
stream infections 

in neonates* 
 

NQF 

OB 11 Process 

Percent of infants with NICU 
hospitalization length of stay greatehr 

than 60 days who receive appropriate 2-
month immunizations according to 

recommended scheudles 

 

Neonatal Intensive care 
Unit (NICU) Standard 
Care 

OB 12 Process 
Percent of very low-birth-weight infants 
whose first temperature on admission 

NICU was < 36 degrees C. 
 

Neonatal Intensive care 
Unit (NICU) Standard 
Care 

OB 13 Process 
First temperature 
within one hour of 
admission to NICU 

 
NQF 

OB 14 Process 
Percent of mothers and newborns 

screened and apprpriately treated for 
prevention of Groub B strep infection 

 
Well Newborn Care 

OB 15 Process 
Percent of newborns screened for 

hyperbilirubinemia 
 

Well Newborn Care 

OB 16 Process 
Joint Commission National Quality 

Measure PC-04: Health Care-Associated 
Bloodstream Infections in Newborns 

 
Well Newborn Care 

OB 17 Process Incidence of Episiotomy 
 

NQF 



 

OB 18 Process Prophylactic antibiotic in C-section 

 
NQF 

OB 19 Process 
Appropriate DVT prophylaxis in women 

undergoing cesarean delivery 
 

NQF 

OB 20 Process 

Hepatitis B 
vaccine 

administration 
to all newborns 

prior to discharge 

 
NQF 

OB 21 Process 

Birth dose of 
hepatitis B vaccine 

and hepatitis 
immune globulin 
for newborns of 

mothers with 
chronic hepatitis B* 

 
NQF 

OB 22 Process 
Appropriate use of 

antenatal 
steroids* 

 
NQF 

OB 23 Process 

Timely surfactant 
administration 
to premature 

neonates 
  

OB 24 Outcome 
Subdural and cerebral hemorrhage (due 
to trauma or to intrapartum anoxia or 

hypoxia) 

  
OB 25 Outcome 

Epicranial subaponeurotic hemorrhage 
(massive) 

  
OB 26 Outcome Injuries to skeleton (excludes clavicle) 

  OB 27 Outcome Injury to spine and spinal cord 
  



 

 

 

 

 

OB 28 Outcome 
Other cranial and peripheral nerve 

injuries 
  OB 29 Outcome Other specified birth trauma 
  OB 30 Outcome Birth trauma, unspecified 
  

OB 31 Outcome 
Infants under 

1500g delivered 
at appropriate site 

 
NQF 

OB 32 Outcome 

Rate of central-line associated 
bloodstream infections per 1000 central 

line days in infants in the neonatal 
intensive care unit 

 

Neonatal Intensive care 
Unit (NICU) Standard 
Care 

OB 33 Outcome 
Exclusive breastfeeding 

at hospital 
discharge 

 
NQF 

OB 34 Outcome 
Birth trauma rate measures 

(harmonized)* 
 

NQF 

OB 35 Outcome 
Cesarean rate for low-risk first birth 

women 
 

NQF 



 

Topic Measure Type Measure How/What to Measure Details 

Pressure 
Ulcers         

PU 1 Process 
Percent of Patients 

Receiving Pressure Ulcer 
Admission Assessment 

The admission assessment should include both a risk 
assessment (to evaluate risk of developing a pressure 
ulcer) and a skin assessment (to detect existing pressure 
ulcers). These two assessments should be thought of as 
a single process step:  a pressure ulcer admission 
assessment. 

This measure follows 
an “all-or-none” 
format. All 
components must be 
performed (or 
contraindications 
documented) for 
compliance to be 
recorded.  

PU 2 Process 

Percent of At-Risk 
Patients Receiving Full 

Pressure Ulcer 
Preventative Care 

Inspect Skin Daily, Manage Moisture, Optimize 
Nutrition, Reposition, Use Pressure-Redribution 
Surfaces 

This measure follows 
an “all-or-none” 
format. All 
components must be 
performed (or 
contraindications 
documented) for 
compliance to be 
recorded.  

PU 3 Process 
Percent of Patients 

Receiving Daily Pressure 
Ulcer Risk Reassessment 

  
PU 4 Outcome 

Pressure Ulcer Incidence 
per 100 Admissions 

  
PU 5 Outcome 

Pressure Ulcer Incidence 
per 1000 Patient Days 

  

 



 

Topic 

Measure 

Type Measure How/What to Measure Details 

Surgical 
Site 
Infections 
(SSI)         

SSI 1 Process 
Prophylactic Antibiotic Received 

Within One Hour Prior to Surgical 
Incision 

NHQM Specifics Manual w/ Appendices: 
http://www.qualitynet.org/dcs/ContentServer?cid=1157485287169
&pagename=QnetPublic%2FPage%2FQnetTier3&c=Page  

 

SSI 2 Process 
Prophylactic Antibiotic Selection for 

Surgical Patients Link above 
 

SSI 3 Process 
Prophylactic Antibiotics Discontinued 

Within 24 Hours after Surgery End 
Time (48 Hours for Cardiac Patients) Link above 

 

SSI 4 Process 
Cardiac Surgery Patients with 

Controlled 6 AM Postoperative Serum 
Glucose Link above 

 

SSI 5 Process 
Surgery Patients with Appropriate 

Hair Removal Link above 
 

SSI 6 Process 
Colorectal Surgery Patients with 

Immediate Postoperative 
Normothermia Link above 

 

SSI 7 Outcome 
Percent of Clean Surgery Patients with 

Surgical Infection 
  

SSI 8 Outcome 
The number of surgical cases without 

a SSI 
This measure is a cumulative count of the number of surgical cases 
that did not develop a SSI (counted daily).  Every time a SSI occurs 
the count is started over again.  In this case, we are plotting 
successes between failures.  The longer the run of cumulative 
successes the better the outcome. 

An organisation does not need to 
track both of these measures.  For 
larger organisations with higher 
volumes the percent of SSIs is 
most appropriate.  For smaller 
volume boards the second 
measure (successes between 
failures) is generally more 
appropriate. 

http://www.qualitynet.org/dcs/ContentServer?cid=1157485287169&pagename=QnetPublic%2FPage%2FQnetTier3&c=Page
http://www.qualitynet.org/dcs/ContentServer?cid=1157485287169&pagename=QnetPublic%2FPage%2FQnetTier3&c=Page
http://www.qualitynet.org/dcs/ContentServer?cid=1157485287169&pagename=QnetPublic%2FPage%2FQnetTier3&c=Page


 

 

 

 

 

Topic 

Measure 

Type Measure How/What to Measure 

Venous 
Thrombo-
embolism (VTE)       

VTE 1 Process 
Patients with completed VTE risk 
assessment on admission- Wards Patients with documentation of VTE risk assessment completed on 

admission to hospital 

VTE 2 Process 
Patients receiving appropriate VTE 

prophylaxsis- Wards 

Patients identified at risk for VTE who received appropriate 
prophylaxis or have documentation why no VTE prophylaxis was 
given within 24 hours of hospital admission or suregery end time 
9medical and surgical inpatients with inpatient stays of >48 hours 
and >18 years of age) 

VTE 3 Process 
Venous Tromboembolism 

Discharge Instructions 

VTE patients with documentation that they or their caregivers were 
given written discharge instructions or other educational material 
addressing all of the following: follow0up monitoring, compliance 
issues, dietary restricitons, potential for adverse drug 
reactions/interactions, activity requirements or restrictions.  



 

Topic Measure Type Measure How/What to Measure 
Details 

Ventilator-
associated 
Pneumonia 
(VAP)         

VAP 1 Process 
Ventilator Bundle 

Compliance 

We choose to measure compliance with the entire 
Ventilator Bundle, not just parts of the bundle. 
 
On a given day, select all the ventilated patients and 
assess them for compliance with the Ventilator 
Bundle.  If even one bundle component is missing, 
the case is not in compliance with the bundle.  For 
example, if there are 7 ventilated patients, and 6 
patients have all 5 bundle elements completed, then 
6/7 (86%) is the compliance with the Ventilator 
Bundle.  If all 7 had all 5 elements completed, 
compliance would be 100%.  If all 7 were missing 
even a single item, compliance would be 0%. 

 



 

VAP 2 Outcome 

Ventilator-Associated 
Pneumonia (VAP) Rate in 
ICU per 1000 Ventilator 

Days 

The total number of cases of ventilator-associated 
pneumonia for a particular time period, reported as 
a rate per 1000 ventilator days. 
 
For example, if in February there were 12 cases of 
VAP, the number of cases would be 12 for that 
month.  We want to be able to understand that 
number as a proportion of the total number of days 
that patients were on ventilators.  Thus, if 25 
patients were ventilated during the month and 
each, for purposes of example, was on mechanical 
ventilation for 3 days, the number of ventilator days 
would be 25 x 3 = 75.  The Ventilator-Associated 
Pneumonia Rate per 1000 ventilator days then 
would be 12/75 x 1000 = 160. 

 

VAP 3 Outcome Days between a VAP 

This measure is a cumulative count of the number of 
days that have gone by with no ventilator acquired 
pneumonia cases being reported.  Every time a VAP 
occurs the count is started over again.  In this case, 
we are plotting successes between failures.  The 
longer the run of cumulative successes (days with no 
VAPs) the better the outcome. 

Whenever events occur 
that are relatively rare in 
nature or when a ward 
or pilot area has 
sufficiently small 
numbers of events, the 
preferred way to analyse 
the data is to plot: (1) 
successes between 
failures, or (2) time 
between failures.  Both 
of these techniques will 
be used in the SPSP 
work. 
 
For rare events, 300 days 
or more between VAPs 
is the goal.  If an 
intervention is initiated, 



 

however, and the period 
between events is 
greater than two times 
the baseline period 
average this is also 
significant.  In this case, 
it may be possible to 
show a true 
improvement before 
going 300 days without a 
VAP. 

 

 

 

 

 



 

Topic Measure Type Measure How/What to Measure 

Preventable 
Readmissions       

PR 1 Process 

Patient and Family 
Involvement in Early 

Assessment for Post-Discharge 
Needs 

Percent of admissions where patients and family caregivers are 
included in assessing post discharge needs . • Option 1: Review 
charts of 10-20 patients discharged from the pilot unit: 2-5 per 
week for 4 weeks a month  
• Option 2: Build data collection into discharge process – i.e., at 
discharge, review record to determine if patients and families were 
included in an assessment for post-discharge needs 
 
Enter data monthly 

PR 2 Process Patient Teach Back 

Percent of observations of nurses teaching patient or other 
identified learner where Teach Back is used to assess 
understanding. Observe 10 to 20 teaching opportunities from the 
pilot unit: 2 to 5 per week for 4 weeks a month 
 
Enter data monthly 

PR 3 Process Teach Back Success 

Percent of patients who can Teach Back 75% or more of what they 
are taught when content is broken into easy-to-learn segments. At 
last teaching opportunity (preferably at discharge) document which 
of the 3 or 4 key elements of the discharge instructions the patient 
is able to Teach Back.  

PR 4 Process 
Timely Handover 
Communication 

Percent of discharges where critical information is transmitted at 
the time of discharge to the next site of care (e.g., home health, 
long-term care facility, rehab care, physician office) 

PR 5 Process 
Patient-Friendly Post-Hospital 

Care Plan 

Percent of patients discharged who receive a customized post-
hospital care plan written in patient-friendly language at the time 
of discharge 



 

PR 6 Process Post-Hospital Care Follow Up Percent of patients discharged who had a follow-up visit scheduled 
before being discharged in accordance with their risk assessment 

PR 7 
Outcome - 

Readmissions 
30-Day All-Cause Readmissions 

Percent of discharges with readmission for any cause within 30 
days. Write a report to run no sooner than 31 days after the end of 
the measurement month. This report will: 
1a.  Pull all the discharges in the measurement month 
1b.  Remove exclusions (transfers to other acute care, deceased 
before discharge, Labor and Delivery)  
The number of discharges after you remove the exclusions is your 
denominator (or “index discharges”) 
2a.  Through the unique medical record identifier, identify those 
(index) discharges that resulted in readmissions within 30 days of 
the discharge  
2b.  Remove exclusions (planned readmissions like chemotherapy, 
radiation, rehab, planned surgery, renal dialysis) 
The number of (index) discharges that resulted in readmissions 
within 30 days will be your numerator 

PR 8 
Outcome - 

Readmissions 
Readmissions Count 

Number of readmissions (numerator for percent readmissions) 

PR 9 
Outcome - 

Readmissions 
30-Day All-Cause Readmissions 
for a Specific Clinical Condition 

Percent of discharges with a specific clinical condition who were 
readmitted for any cause within 30 days of discharge   

PR 10 
Outcome - Patient 

Experience 

HCAHPS Communication 
Questions 3,7, and Discharge 

Questions 19,20 

3. During this hospital stay, how often did nurses explain things in a 
way you could understand? 7. How often did doctors explain things 
in a way you could understand? 19. Did hospital staff talk with you 
about whether you would have the help you needed when you left 
the hospital? 20. Did you get information in writing about what 
symptoms or health problems to look out for after you left the 
hospital? 



 

PR 11 
Outcome - Patient 

Experience 

Patient Experience: Care 
Transitions Measures (Pilot 

unit data) (CTM3) 

Three questions are asked on a follow-up phone call: 
• The hospital staff took my preferences and those of my family or 
caregiver into account in deciding what my health care needs 
would be when I left the hospital.  
• When I left the hospital, I had a good understanding of the things 
I was responsible for in managing my health. 
• When I left the hospital, I clearly understood the purpose for 
taking each of my medications.                                                                                                                                                  
• Collect data on routine follow up phone calls   
• Sample 20 patients. If you have less than 20 discharges per 
month, report 100%  
• Response options: Strongly Disagree, Disagree, Agree , Strongly 
Agree, or Don't Know/Don't Remember/Not Applicable  
• Do not count in your denominator questions where the patient 
responded don’t know/remember or not applicable 
• If disagree, ask (and document) what their concerns were 

 


