
Indicator Goal
[Average]

HC ? Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun YTD % 
*Perfection

Patient Safety Indicators (PSI)

PSI 90 Composite Score for Patient Safety   
(Timberlake/Gill)                                       HVBP

≤0.709
[≤0.964]

? 0.80 0.80 87

PSI 03 Hospital Acquired Pressure Ulcers  
(Shope/Gill)

0
[0.48]

? 2.91

PSI 06 Iatrogenic Pneumothorax, Adult  
(Greene/Gill) 

0
[0.41]

? 0.28

PSI 7  Central Line Related Blood Stream 
Infections  
(Greene/Gill) 

0
[0.17]

0.18

PSI 8  Post-operative  Hip Fracture 
(Greene/Gill) 

0
[0.06]

0.06

PSI 12 Post-op Pulmonary Embolism/DVT  
(Greene/Gill) 

0
[5.31]

? 3.30

PSI 13 Post-operative Sepsis 
(Greene/Gill) 

0
[10.21]

N/A

PSI 14 Percent of Postoperative Wound 
Dehiscence 
(Greene/Gill) 

0
[2.32]

? 2.09

PSI 15 Accidental Puncture or Laceration  
(Greene/Gill) 

0
[1.43]

? 0.83

PSI 04 Death Among Surgical Inpatients With 
Serious Treatable Complications  
(Greene/Gill) 

92.65
[136.48]

HC ?
69.4%

(120.82)
120.82 69.4

PSI 11 Postoperative Respiratory Failure Rate 
(Greene/Gill) B.L. ? N/A N/A N/A

Safety          t Quality               t Service               t Relationships               t Performance

SOMC Safety Dashboard – FY 17
Patient-Centered Perfection is the Goal

Task 
List 

Goal = Perfection Rate (top percentile, 0, 100%, VBP 
Benchmark
[Average] = National Average, Mean, Median, VBP Threshold

HC = Hospital Compare
? = Explanation/Calculation
* = Hospital-acquired Condition
B.L. = Baseline year
HVBP = Hospital Value Based Purchasing

Guidelines for Safety Dashboard



Indicator Goal
[Average]

HC ? Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun YTD % 
*Perfection

Mortality Measures

AMI 30 day  Non-Risk Standardized Mortality  
Rate – SOMC Internal Report 
(Bryan/Gill)                                               HVBP

≤13%
[≤15%]

HC ? 0 0 0 0 0 0 0
20.0
(2)

0 0
12.5
(1)

0 2.36
(3) 98

HF 30 day Non-Risk Standardized Mortality 
Rate –SOMC Internal Report 
(Bryan/Gill)                                               HVBP

≤9%
[≤12%]

HC ? 0 0 8.33
(1) 0 0 0 0 0 0 0

5.88
(1)

0 1.27
(2) 99

PN 30 day Non-Risk Standardized Mortality 
Rate – SOMC Internal Report 
(Bryan/Gill) HVBP

≤9%
[≤12%]

HC ? 0 0 0 0 0 0 0 0 0 0 0 0 0 100

COPD 30 Day Non-Risk Standardized Mortality 
Rate
(Bryan/Gill)

0
[≤8%]

HC 6.25
(1) 0 5.56

(1)
6.67
(1)

0
16.67

(3)
0 0 0 0

12.5
(1)

0 4.70
(7) 95

Stroke 30 Day Non-Risk Standardized Mortality 
Rate
(Bryan/Gill)

0
[≤14.9%]

HC 11.11
(1) 0 0 0 0 0 0 0 0 0 0 0 1.52

(1) 98

Inpatient Sepsis Mortality
(Bryan/Gill)

0
[≤14.9%]

10.34
(3)

2.86
(1)

7.41
(2)

8.33
(3)

6.0
(3)

5.88
(3)

8.89
(4)

7.69
(4)

16.0
(4)

16.0
(4)

5.88
(2)

6.06
(2)

7.92
(35) 87

Safety          t Quality               t Service               t Relationships               t Performance

Task 
List 

SOMC Safety Dashboard – FY 17
Patient-Centered Perfection is the Goal

Goal = Perfection Rate (top percentile, 0, 100%, VBP 
Benchmark
[Average] = National Average, Mean, Median, VBP Threshold

HC = Hospital Compare
? = Explanation/Calculation
* = Hospital-acquired Condition
B.L. = Baseline year
HVBP = Hospital Value Based Purchasing



Indicator Goal
[Average]

HC ? Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun YTD % 
*Perfection

Readmission Rate Indicators
AMI 30 day Non-Risk Standardized 
Readmission Rate  - SOMC Internal Report 
(Bryan/Gill)                                             HRRP

0
[≤16.8%]

HC 16.67
(1) 0 12.50

(1)
7.69
(1)

66.67
(4)

28.57
(2)

7.69
(1)

8.33
(1)

11.11
(1)

7.14
(1)

33.33
(3)

11.76
(2)

15.0
(18) 85

HF 30 day Non-Risk Standardized 
Readmission Rate  - SOMC Internal Report 
(Bryan/Gill)                                             HRRP

0
[≤21.9%]

HC 8.33
(1)

7.14
(1)

23.08
(3)

18.18
(2)

36.36
(4)

25.0
(5)

16.67
(3)

42.86
(6)

35.71
(5)

12.5
(2)

26.67
(4)

33.33
(4)

23.53
(40) 76

PN 30 day Non-Risk Standardized 
Readmission Rate  - SOMC Internal Report 
(Bryan/Gill)                                             HRRP

0
[≤17%]

HC 20.0
(2) 0 12.50

(1)
22.22

(2)
14.29

(1)
25.0
(2)

14.29
(1)

16.67
(1)

0 0
20.0
(1)

0 14.67
(11) 85

Stroke 30 Day Non-Risk Standardized 
Readmission rate - SOMC Internal Report 
(Bryan/Gill)

0
[≤12.5%]

HC 0 33.33
(1) 0

28.57
(2)

0
18.18

(2)
0

16.67
(2)

0 0
23.08

(3)
20.0
(1)

11.58
(11) 88

COPD 30 Day Non-Risk Standardized 
Readmission rate - SOMC Internal Report 
(Bryan/Gill)                                             HRRP

0
[≤20%]

HC 14.29
(2)

11.11
(1)

25.0
(4)

26.67
(4)

18.18
(2)

22.22
(4)

14.29
(2)

18.18
(2)

10.0
(1)

11.11
(1)

0 14.29
(1)

16.90
(24) 83

Hospital –Wide All –Cause Unplanned 
Readmission Measure (HWR) 
(Bryan/Gill)

0
[≤15.6%]

HC ? 15.3
(28)

15.34
(29)

14.51
(28)

15.3
(28)

16.49
(31)

16.96
(39)

11.54
(27)

14.29
(30)

16.29
(36)

14.03
(31)

12.09
(26)

15.31
(32)

14.74
(365) 85

Hospital-Level 30-Day All-Cause Risk-
Standardized Readmission Rate Following 
Elective Primary Total Hip Arthroplasty (THA) 
and/or Total knee Arthroplasty (TKA) 
(Greene/Gill)                                          HRRP

0
[≤4.6%]

HC ? 25.0
(1) 0 0 14.29

(1)
14.29

(1)
0

16.67
(1)

0
10.0
(1)

0
33.33

(1)
14.29

(1)
10.94

(7) 89

Non-Risk Adjusted Complication Rate 
Following Elective Primary THA and/or TKA 
within 7, 30, and 90 Days - SOMC Internal 
Report 
(Timberlake/Gill)

0
[≤3%]

? 0 0 0 14.29
(1)

0 0
33.33

(2)
0 0 0

33.33
(1)

14.29
(1)

7.81
(5) 92

7-Day Hospital  Visit Rate After Colonoscopy 
(Greene/Gill)

0
[≤17.5%]

2.78
(1)

4.55
(1)

3.13
(1) 0 0

2.86
(1)

5.71
(2)

8.70
(2)

0 0
2.94
(1)

0 2.39
(9) 98

CABG 30 day Non-Risk Standardized 
Readmission Rate  - SOMC Internal Report 
(Greene/Gill)                                            HRRP

0
[≤14.4%]

HC 0 0 N/A N/A N/A N/A 0 0 0 0 0 0 0 100

Task 
List 

SOMC Safety Dashboard – FY 17
Patient-Centered Perfection is the Goal

Safety          t Quality               t Service               t Relationships               t Performance

Goal = Perfection Rate (top percentile, 0, 100%, VBP 
Benchmark
[Average] = National Average, Mean, Median, VBP Threshold

HC = Hospital Compare
? = Explanation/Calculation
* = Hospital-acquired Condition
B.L. = Baseline year
HRRP = Hospital Readmission Reduction Program



Indicator Goal
[Average]

HC ? Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun YTD % 
*Perfection

Outpatient Imaging Efficiency Indicators

MRI Lumber Spine for Low Back Pain 
(Overacre/Timberlake)

0
[≤39.51%]

HC ?
26.92

(7)
31.82

(7)
30.77

(8)
26.67

(4)
42.86

(6)
46.67

(7)
44.44
(12)

42.86
(9)

37.93
(11)

23.53
(4)

31.43
(11)

36.11
(13)

34.98
(99)

65

Mammography Follow-up Rates 
(Overacre/Timberlake)

8-14%
[8.9%]

HC ?
10.34
(15)

10.49
(17)

8.61
(13)

9.33
(18)

9.77
(13)

17.60
(8)

17.19
(22)

9.09
(8)

11.21
(13)

10.69
(14)

10.96
(16)

10.0
(12)

10.0
(169)

90

Abdomen CT – Use of Contrast Material 
(Overacre/Aeh)

0
[≤8.4%]

HC ?
6.67
(11)

9.59
(14)

7.48
(11)

7.69
(11)

6.62
(10)

4.58
(7)

4.96
(6)

5.56
(7)

10.07
(14)

6.92
(11)

8.09
(11)

8.23
(13)

7.22
(126)

93

Thorax CT Use of Contrast Material 
(Overacre/Timberlake)

0
[≤2.1%]

HC ?
3.54
(4)

2.25
(2)

0.89
(1)

3.23
(3) 0 1.71

(2) 0 0 0 0 0.92
(1)

1.46
(2)

1.20
(15)

99

Simultaneous use of Brain CT and Sinus CT 
(Overacre/Timberlake)

0
[≤2.9%]

HC ? 0
1.23
(2)

0 0
0.67
(1)

0 0 0.89
(1) 0 0.69

(1) 0 0
0.29
(5)

99

Cardiac Imaging for Preoperative Risk 
Assessment for Non-Cardiac Low-Risk 
Surgery 
(Overacre/Timberlake)

0
[≤4.8%]

HC ?
1.08
(1)

1.09
(1)

1.09
(1)

1.15
(1)

0.93
(1) 0 1.06

(1)
2.04
(2)

0.94
(1) 0 1.85

(2) 0
0.96
(11)

99

Hospital Acquired Infection Indicators
Monthly CAUTI* 
(Timberlake/Gill)

0
[0]

1.31
(1)

1.61
(1)

1.64
(1) 0 0 0 0 0 0 0 0 0 0.41

(3) 75

Foley Catheter Utilization Ratio
(Timberlake/Gill)

≤0.29 0.16 0.12 0.14 0.15 0.13 0.10 0.11 0.12 0.15 0.12 0.11 0.11 0.13 100

SIR Catheter-Associated  UTI (CAUTI) 
(Timberlake/Gill) HVBP

0
[≤0.906]

HC ? 1.019 NA NA NA 1.019

Monthly CLABSI* 
(Timberlake/Gill)

0
[0]

2.27
(1) 0 0 3.21

(1)
3.25
(1)

0
2.78
(1)

0
2.16
(1)

0 0 0 1.16
(5) 58

Central line Utilization Ratio
(Timberlake/Gill)

≤0.24 0.09 0.06 0.08 0.07 0.07 0.06 0.07 0.06 0.09 0.07 0.07 0.09 0.07 100

SIR Central line-associated bloodstream 
infections (CLABSI)                                  HVBP
(Timberlake/Gill) 

0
[≤0.369] HC 1.16 NA NA NA 1.16

Task 
List 

SOMC Safety Dashboard – FY 17
Patient-Centered Perfection is the Goal
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HC = Hospital Compare
? = Explanation/Calculation
* = Hospital-acquired Condition
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HVBP = Hospital Value Based Purchasing

Goal = Perfection Rate (top percentile, 0, 100%, VBP 
Benchmark
[Average] = National Average, Mean, Median, VBP Threshold



Indicator Goal
[Average]

HC ? Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun YTD % 
*Perfection

Patient Safety
Hospital Acquired Infection Indicators

Monthly MRSA 
(Timberlake/Gill)

0
[0]

0 0 0 0.26
(1) 0 0.26

(1) 0 0 0 0 0 0 0.04
(2) 83

SIR Hospital Onset Methicillin-resistant 
Staphylococcus Aureus (MRSA) Blood 
Laboratory-identified Events - Bloodstream 
infections
(Timberlake/Gill) HVBP

0
[≤0.767]

HC ? NA NA NA NA NA

Monthly C.diff
(Timberlake/Gill)

0
[0]

1.09
(4)

1.11
(4)

1.14
(4)

0.55
(2)

1.19
(4)

0.55
(2)

0.24
(1)

0.81
(3)

0.51
(2)

0.55
(2)

0.77
(3) 0 0.70

(31) 8

SIR Clostridium difficile (C.diff.) Laboratory-
identified Events (Intestinal infections) 
(Timberlake/Gill) HVBP

0.004
[≤0.805]

HC 1.161 1.118 0.674 NA 0.984

Monthly SSI: Colon 
(Timberlake/Gill)

0
[0]

0 14.29
(1) 0 0 25.0

(1) 0 0 0 10
(1)

100
(1)

25.0
(1) 0 7.14

(4) 75

SIR Surgical site infections from colon surgery 
(SSI: Colon)  
(Timberlake/Gill) HVBP

0
[≤0.824]

HC NA NA NA NA NA

Monthly  SSI: Hysterectomy
(Timberlake/Gill)

0
[0]

0 0 0 4.35
(1) 0 0 0 0 0 0 6.25

(1) 0 0.93
(2) 92

SIR Surgical site infections from abdominal 
hysterectomy (SSI: Hysterectomy) 
(Timberlake/Gill) HVBP

0
[≤0.71]

HC ? NA NA NA NA NA

Task 
List 
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Patient-Centered Perfection is the Goal

Safety          t Quality               t Service               t Relationships               t Performance

Goal = Perfection Rate (top percentile, 0, 100%, VBP 
Benchmark
[Average] = National Average, Mean, Median, VBP Threshold

HC = Hospital Compare
? = Explanation/Calculation
* = Hospital-acquired Condition
B.L. = Baseline year
HVBP = Hospital Value Based Purchasing



Indicator Goal
[Average]

HC ? Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun YTD % 
*Perfection

CMS Hospital Acquired Conditions

Patient Retention of Foreign Object After 
Surgery or Death *
(Greene/Gill)

0
[0]

? 0 0 0 0 0 0 0 0 0 0 0 0 0 100

Hemolytic /Reaction due to Incompatible 
Blood Product *
(Scott/Gill)

0
[0] ? 0 0 0 0 0 0 0 0 0 0 0 0 0 100

Falls & Trauma * 
(DeCamp/Fraulini/Gill)

0
[0]

? 0 0 0 0 0 0 0 0 0
0.90
(1)

0
0.91
(1)

0.15
(2) 92

Air Embolus *
(Timberlake/Gill)

0
[0]

? 0 0 0 0 0 0 0 0 0 0 0 0 0 100

Stage 3 and 4 Hospital Acquired 
Pressure Ulcers
(Timberlake/Moore)

0
[0]

0 0 0 0 0 0 0 0.92
(1) 0 0 0 0 0.08

(1)
92

Manifestations of Poor Glycemic Control
(Timberlake/Gill)

0
[0]

0 0 0 0 0 0 0 0 0 0 0 0 0 100

DVT or PE with TKA/THA Procedures
(Greene/Gill)

0
[0]

0 0 0 0 0 0 0.90
(1) 0 0 0 0 0 0.08

(1) 92

Intragenic Pnuemothorax with Central 
Venous Catheter Insertion 
(Greene/Gill)

0
[0]

0 0 0 0 0 0 0 0 0 0 0 0 0 100

Task 
List 
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HC = Hospital Compare
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* = Hospital-acquired Condition
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Goal = Perfection Rate (top percentile, 0, 100%, VBP 
Benchmark
[Average] = National Average, Mean, Median, VBP Threshold



Indicator Goal
[Average]

HC ? Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun YTD % 
*Perfection

National Quality Forum (NQF) Never Events

Serious Safety  Events (SSE) 
(Timberlake/Gill)

0
[0]

? 0 0 0 0 1 0 2 0 0 0 0 0 0.3 83

Never Events - Rollup 
(Timberlake/Gill)

0
[0]

? 0 0 0 0 0 0 0 0 0 0 0 0 0 100

Hospital Safety Score
(Timberlake/Gill)

100%
“A”

?
3.1394
“TBD”

3.1394
“TBD”

78

YTD Rate of Perfection 87.5%

Task 
List 

SOMC Safety Dashboard – FY 17
Patient-Centered Perfection is the Goal

Safety          t Quality               t Service               t Relationships               t Performance

HC = Hospital Compare
? = Explanation/Calculation
* = Hospital-acquired Condition
B.L. = Baseline year
HVBP = Hospital Value Based Purchasing

Goal = Perfection Rate (top percentile, 0, 100%, VBP 
Benchmark
[Average] = National Average, Mean, Median, VBP Threshold



Safety Accountability Task List FY17 Priorities
Some Projects, Tasks, Timelines and Leaders

What are our priorities in FY2017?



Return

Safety Dashboard
“Seize an Opportunity and Make a Change”

What are our priorities in FY 2017? 

Project/Task
(Plan)

Leader(s)	 Timeline	 Conclusion
(Do,	Study,	Act)

Completed

Safety



Hospital Compare Website:

Return

Current Data Collection Periods are from 7-1-2013 to 6-30-2015 for the Hospital Compare data displays



Hospital Compare: CMS-AMI 30 Day Non-Risk Standardized 
Mortality Rate

Return

Current Data Collection Periods are from 7-1-12 to 6-30-15 for the Hospital Compare data displays



Hospital Compare: CMS-HF 30 Day Non-Risk 
Standardized Mortality Rate

Current Data Collection Periods are from 7-1-12 to 6-30-15 for the Hospital Compare data displays

Return



Hospital Compare: CMS-PN 30 Day Non-Risk 
Standardized Mortality Rate

Current Data Collection Periods are from 7-1-12 to 6-30-15 for the Hospital Compare data displays

Return



Hospital Compare: CMS-COPD 30 Day Non-
Risk Standardized Mortality Rate

Current Data Collection Periods are from 7-1-12 to 6-30-15 for the Hospital Compare data displays

Return



Hospital Compare: CMS-Stroke 30 Day Non-
Risk Standardized Mortality Rate

Current Data Collection Periods are from 7-1-12 to 6-30-15 for the Hospital Compare data displays

Return



Hospital Compare: Readmission Rate-AMI 30 Day Non-Risk 
Standardized

Return

Current Data Collection Periods are from 7-1-12 to 6-30-15 for the Hospital Compare data displays



Hospital Compare: Readmission Rate-HF 30 Day Non-Risk 
Standardized

Current Data Collection Periods are from 7-1-12 to 6-30-15 for the Hospital Compare data displays

Return



Hospital Compare: Readmission Rate-PN 30 Day Non-Risk 
Standardized

Current Data Collection Periods are from 7-1-12 to 6-30-15 for the Hospital Compare data displays

Return



Hospital Compare: Readmission Rate-Stroke 30 Day Non-Risk 
Standardized

Current Data Collection Periods are from 7-1-12 to 6-30-15 for the Hospital Compare data displays

Return



Hospital Compare: Readmission Rate-COPD 30 Day Non-Risk 
Standardized

Current Data Collection Periods are from 7-1-12 to 6-30-15 for the Hospital Compare data displays

Return



Hospital Compare: Hospital –Wide All –Cause Unplanned 
Readmission Measure

Current Data Collection Periods are from 7-1-12 to 6-30-15 for the Hospital Compare data displays

Return



Current Data Collection Periods are from 7-1-2012 to 6-30-2015 for the Hospital Compare data displays

Hospital Compare: Readmission Rate-THA/TKA 30 Day All-
Cause Risk Standardized

Return



Current Data Collection Periods are from 7-1-12 to 6-30-15 for the Hospital Compare data displays

Hospital Compare: Readmission Rate-CABG 30 Day Non-
Risk Standardized

Return



Hospital Compare Website:

Return

Current Data Collection Periods are from 7-1-14 to 6-30-15 for the Hospital Compare data displays



Hospital Compare Website:

Current Data Collection Periods are from 7-1-14 to 6-30-15 for the Hospital Compare data displays

Return



Hospital Compare Website:

Current Data Collection Periods are from 7-1-14 to 6-30-15 for the Hospital Compare data displays

Return



Hospital Compare Website:

Current Data Collection Periods are from 7-1-14 to 6-30-15 for the Hospital Compare data displays

Return



Hospital Compare Website:

Current Data Collection Periods are from 7-1-14 to 6-30-15 for the Hospital Compare data displays

Return



Hospital Compare Website:

Current Data Collection Periods are from 7-1-14 to 6-30-15 for the Hospital Compare data displays

Return



Hospital Compare Website:

Return

Current Data Collection Periods are from 1-1-2015 to 9-30-2015 for the Hospital Compare data displays



Return

Current Data Collection Periods are from 1-1-2015 to 9-30-2015 for the Hospital Compare data displays

Hospital Compare Website:



Hospital Compare Website:

Return

Current Data Collection Periods are from 1-1-2015 to 9-30-2015 for the Hospital Compare data displays



Hospital Compare Website:

Return

Current Data Collection Periods are from 1-1-2015 to 9-30-2015 for the Hospital Compare data displays



Hospital Compare Website:

Return

Current Data Collection Periods are from 1-1-2015 to 9-30-2015 for the Hospital Compare data displays



Hospital Compare Website:

Return

Current Data Collection Periods are from 1-1-2015 to 9-30-2015 for the Hospital Compare data displays



PSI Composite Score:  Explanation 
& Calculation

Return

The weighted average of the observed-to-expected ratios for the following component indicators: 
• PSI #3 Pressure Ulcer Rate 
• PSI #6 Iatrogenic Pneumothorax Rate 
• PSI #7 Central Venous Catheter-Related Blood Stream Infection Rate 
• PSI #8 Postoperative Hip Fracture Rate 
• PSI #9 Perioperative Hemorrhage or Hematoma Rate 
• PSI #10 Postoperative Physiologic and Metabolic Derangement Rate 
• PSI #11 Postoperative Respiratory Failure Rate 
• PSI #12 Perioperative Pulmonary Embolism or Deep Vein Thrombosis Rate 
• PSI #13 Postoperative Sepsis Rate 
• PSI #14 Postoperative Wound Dehiscence Rate 
• PSI #15 Accidental Puncture or Laceration Rate 

The weights include component weights and shrinkage weights. The component weights are 
numerator weights, defined as the relative frequency of the numerators for the component indicators 
in the reference population. The shrinkage weights are the signal-to-noise ratio, where the signal 
variance is estimated from the reference population, and the noise variance is estimated from the 
user’s data and is unique to each provider in the user’s data. 
For more information, see Quality Indicator Empirical Methods. 

ICD-9-CM Pulmonary Embolism and Deep Vein thrombosis diagnosis codes

AHRQ Quality Indicators Web Site: http://www.qualityindicators.ahrg.gov

CMS Preview Report: AHRQ Patient Safety and Inpatient Quality Measures Adopted for RHQDAPU: Feb 2010; pg 9 



Hospital Acquired Pressure Ulcers 
PSI 03:  Explanation & Calculation
Stage III or IV pressure ulcers (secondary diagnosis) per 1,000 discharges 
among patients ages 18 years and older. Excludes stays less than 5 days; cases 
with a principal diagnosis of pressure ulcer; cases with a secondary diagnosis 
of Stage III or IV pressure ulcer that is present on admission; cases with 
diseases of the skin, subcutaneous tissue and breast; obstetric cases; cases 
with hemiplegia, paraplegia, quadriplegia, spina bifida, or anoxic brain 
damage; cases in which debridement or pedicle graft is the only operating 
room procedure; discharges with debridement or pedicle graft before or on the 
same day as the major operating room procedure; and transfers from another 
facility. 

ICD-9-CM Pulmonary Embolism and Deep Vein thrombosis diagnosis codes

AHRQ Quality Indicators Web Site: http://www.qualityindicators.ahrg.gov

CMS Preview Report: AHRQ Patient Safety and Inpatient Quality Measures Adopted for RHQDAPU: Feb 2010; pg 9 

YTD Rate of Perfection = The percent of the 
num/dem presents the rate of perfection.  The 
num/dem will be cumulative 

Why it’s important:

• IPPS/OPPS

• HC (CMS)

Return



Iatrogenic Pneumothorax PSI 06:                       
Explanation and Calculation

Numerator
Discharges with ICD-9-CM code for iatrogenic pneumothorax in any secondary diagnosis field among cases meeting the 

inclusion and exclusion rules for the denominator

Denominator
All surgical and medical discharges age 18 years and older defined by specific DRGs or MS-DRGs

Exclude cases:

• with principal diagnosis of iatrogenic pneumothorax or secondary diagnosis present on admission

• MDC 14 (pregnancy, childbirth, and puerperium)

• with any diagnosis code of chest trauma or pleural effusion

• with a code of diaphragmatic surgery repair on any procedure field

• with any code indicating thoracic surgery. Lung or pleural biopsy, or cardiac surgery

ICD-9-CM Iatrogenic Pneumothorax diagnosis Code

AHRQ Quality Indicators Web Site: http://www.qualityindicators.ahrq.gov

CMS Preview Report: AHRQ Patient Safety and Inpatient Quality Measures Adopted for 
RHQDAPU: Feb 2010; pg 9 

Why it’s important:

• IPPS/OPPS

• HC (CMS)

YTD Rate of Perfection: Num = number of times we performed 
procedure without complication

The Percent of the num/dem will represent the rate of 
perfection. The num/dem will be cumulative

Return



Percent of Post-Op Pulmonary Embolism/DVT: Explanation 
and Calculation

Deep vein thrombosis is the formation of a blood clot in a deep vein, usually in a calf or thigh muscle.  DVT can partly or 
completely block blood flow, causing chronic pain and swelling.  It may damage valves in blood vessels, making it difficult for 
you to get around.  A blood clot can also break free and travel through your blood to major organs, such as your lungs or 
heart.  There. It can cause damage and even death within hours.

Numerator

Discharges among cases meeting the inclusion and exclusion rules for the denominator with codes for deep vein 
thrombosis or pulmonary embolism in any secondary diagnosis field

Denominator

All surgical discharges age 18 years and older defined by specific DRGs or MS-DRGs and an ICD-9-CM for an operating 
room procedure

Exclude cases:

• With principal diagnosis of deep vein thrombosis or pulmonary embolism 
or secondary diagnosis present on admission

• Where a procedure for interruption of vena cava is the only operating 
room procedure

• Where a procedure for interruption of vena cava occurs before or on the 
same day as the first operating room procedure

ICD-9-CM Pulmonary Embolism Diagnosis Codes

AHRQ Quality Indicators Web Site: http://www.qualityindicators.ahrq.gov

CMS Preview Report: AHRQ Patient Safety and Inpatient Quality Measures Adopted for 
RHQDAPU: Feb 2010; pg 9

Why it’s important:

Rolled up in PSI Comp 
Score that is:

• IPPS/OPPS

• HC reported

Return



Postoperative Wound Dehiscence PSI 
14: Explanation and Calculation
Numerator
Discharges among cases meeting the inclusion and exclusion rules for the denominator with the ICD-9-CM codes for reclosure

of postoperative disruption of abdominal wall procedure

Denominator

All abdominopelvic surgical discharges age 18 and older

ICD-9-CM Reclosure procedure codes

AHRQ Quality Indicators Web Site:  http://www.qualityindicators.ahrg.gov

CMS Preview Report AHRQ Patient Safety and Inpatient Quality Measures Adopted for RHQDAPU:          
Feb 2010; pg 9

Why it’s important:

• IPPS/OPPS

• HC reported (CMS)

Exclude cases:

• Where a procedure for reclosure of postoperative disruption of abdominal wall occurs 
before or on the same day as the first adbominopelvic surgery procedure

Note: if day of procedure is not available in the input data file, the rate may be slightly lower than if 
the information was available

• where length of stay is less than 2 days

• with any diagnosis or procedure code for immunocompromised state

• MDC 14 (pregnancy, childbirth, and puerperium)

• with missing gender (SEX=missing), age (AGE=missing), quarter (DQTR=missing), year 
(YEAR=missing) or principal diagnosis (DXI=missing)

YTD Rate of Perfection: Num = number of times we performed 
procedure without complication

The Percent of the num/dem will represent the rate of 
perfection. The num/dem will be cumulative

Return



Accidental Puncture or Laceration PSI 
15: Explanation and Calculation

Numerator

Discharges among cases meeting the inclusion and exclusion rules for the denominator with the 
ICD-9-CM code denoting accidental cut, puncture, perforation or laceration during a procedure

Denominator

All surgical and medical discharges age 18 years and older defined by specific DRG’s or MS-DRGs

Exclude cases:

• with principal diagnosis denoting accidental cut, puncture, perforation or laceration or 
secondary diagnosis present on admission

• MDC 14 (pregnancy, childbirth and puerperium)

• with ICD-9-CM code for spine surgery

ICD-9-CM Accidental Puncture or Laceration diagnosis codes

AHRQ Quality Indicators Web Site:  http://www.qualityindicators.ahrg.gov

CMS Preview Report AHRQ Patient Safety and Inpatient Quality Measures Adopted for 
RHQDAPU:          Feb 2010; pg 9

Why it’s important:

• IPPS/OPPS

• HC reported (CMS)

YTD Rate of Perfection: Num = number of times we performed 
procedure without complication

The Percent of the num/dem will represent the rate of 
perfection. The num/dem will be cumulative

Return



Death Among Surgical Inpatients with Serious Treatable 
Complications PSI 04:  Explanation & Calculation

In-hospital deaths per 1,000 surgical discharges, among patients ages 18 
through 89 years or obstetric patients, with serious treatable complications 
(pneumonia, pulmonary embolism/deep vein thrombosis, sepsis, 
shock/cardiac arrest or gastrointestinal hemorrhage/acute ulcer). Includes 
metrics for the number of discharges for each type of complication. Excludes 
cases transferred to an acute care facility. 

ICD-9-CM Pulmonary Embolism and Deep Vein thrombosis diagnosis codes

AHRQ Quality Indicators Web Site: http://www.qualityindicators.ahrg.gov

CMS Preview Report: AHRQ Patient Safety and Inpatient Quality Measures Adopted for RHQDAPU: Feb 2010; pg 9 

YTD Rate of Perfection = The percent of the 
num/dem presents the rate of perfection.  The 
num/dem will be cumulative 

Why it’s important:

• IPPS/OPPS

• HC (CMS)

Return



Postoperative Respiratory Failure PSI 11:
Explanation & Calculation

Postoperative respiratory failure (secondary diagnosis), mechanical ventilation, or 
reintubation cases per 1,000 elective surgical discharges for patients ages 18 years and 
older. Excludes cases with principal diagnosis for acute respiratory failure; cases with 
secondary diagnosis for acute respiratory failure present on admission; cases in which 
tracheostomy is the only operating room procedure or in which tracheostomy occurs 
before the first operating room procedure; cases with neuromuscular disorders, laryngeal 
or pharyngeal surgery, craniofacial anomalies that had a procedure for the face, 
esophageal resection, lung cancer, or degenerative neurological disorders; cases with a 
procedure on the nose, mouth, or pharynx; cases with respiratory or circulatory 
diseases; and obstetric discharges. 

ICD-9-CM Acute Respiratory Failure diagnosis codes

ICD-9-CM Mechanical Ventilation failure

ICD-9-CM Reintubation procedure code

AHRQ Quality Indicators Web Site: http://www.qualityindicators.ahrg.gov

Patient Safety Quality Indicators Composite Measure Workgroup Final report (AHRQ); pg. B-1

Why it’s important:

Rolled up in PSI Comp 
Score that is:

• IPPS/OPPS

• HC reported

Summary                                                                                                                      
This indicator is intended to flag cases of postoperative respiratory failure.  This indicator limits 
the case for respiratory failure to secondary diagnosis codes t eliminate respiratory failure that 
was present on admission.  It further excludes patients who have major respiratory or 
circulatory disorders and limits the population at risk to elective surgery patients

YTD Rate of Perfection: Num = number of times we performed 
procedure without complication

The Percent of the num/dem will represent the rate of 
perfection. The num/dem will be cumulative

Return



CMS Non-Risk Adjusted Acute 
Myocardial Infarction 30 Day Mortality:                  
Explanation and Calculation

Return
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# Medicare patients that expire within 30 days 
of discharge X 100

# Medicare patients discharged with principal 
diagnosis of Acute Myocardial Infarction

This data includes all Medicare patients admitted with 
Acute Myocardial Infarction who expire within 30 days of 
discharge. This data excludes patients that have had 
Hospice services within the previous 12 months. Data 
does not exclude patients that expire with Hospice 
services and have not been under Hospice for the 
previous 12 months. Thirty days following discharge the 
case manager makes a follow up telephone call to the 
patient’s residence to determine if the patient has expired 
unless there is  documentation that the patient has 
expired within the 30 days of discharge.

The Average was determined by reducing the previous 
fiscal year’s rate by 10%.



CMS Non-Risk Adjusted Heart Failure 
30 Day Mortality: Explanation and Calculation

Return
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This data includes all Medicare patients admitted with 
heart failure who expire within 30 days of discharge. This 
data excludes patients that have had Hospice services 
within the previous 12 months. Data does not exclude 
patients that expire with Hospice services and have not 
been under Hospice for the previous 12 months. Thirty 
days following discharge the case manager makes a 
follow up telephone call to the patient’s residence to 
determine if the patient has expired unless there is  
documentation that the patient has expired within the 30 
days of discharge.

The Average was determined by reducing the previous 
fiscal year’s rate by 10%.

# Medicare patients that expire within 30 days 
of discharge X 100

# Medicare patients discharged with principal 
diagnosis of heart failure



CMS Non-Risk Adjusted Pneumonia 30 
Day Mortality: Explanation and Calculation

Return
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This data includes all Medicare patients admitted with 
Pneumonia who expire within 30 days of discharge. This 
data excludes patients that have had Hospice services 
within the previous 12 months. Data does not exclude 
patients that expire with Hospice services and have not 
been under Hospice for the previous 12 months. Thirty 
days following discharge the case manager makes a 
follow up telephone call to the patient’s residence to 
determine if the patient has expired unless there is  
documentation that the patient has expired within the 30 
days of discharge.

The Average was determined by reducing the previous 
fiscal year’s rate by 10%.

# Medicare patients that expire within 30 
days of discharge X 100

# Medicare patients discharged with principal 
diagnosis of Pneumonia



Hospital-Wide All-Cause Unplanned Readmission (HWR) Measure:  
Explanation & Calculation

January – December 2010

Return

The HWR measure includes Medicare Fee-for-Service (FFS) beneficiaries aged 65 years or older who were discharged from the hospital 
during the 2010 calendar year. Similar to the publicly reported readmission measures for acute myocardial infarction, heart failure, and 
pneumonia, this measure is based on administrative claims data.

For each hospital, the HWR measure estimates a risk-standardized readmission rate (RSRR) based on unplanned readmissions to any 
acute care hospital, for any cause, within 30 days of discharge. Each admission is assigned to one of five specialty cohort groups 
consisting of related conditions or procedures. The RSRR is calculated using results of the five specialty cohort models. The measure 
adjusts for each hospital’s case mix (patient age and comorbidities), so that hospitals that care for older, sicker patients are on a “level 
playing field” with hospitals serving healthier patients. The measure also adjusts for service mix (discharge diagnosis category), 
accounting for differences in the types of conditions and procedures cared for by hospitals.

HWR measure defines planned readmissions (uses risk-standardized readmission rate) as any readmission that was either: 

• A non-acute readmission in which one of 35 typically planned procedures occurs or 

• A readmission for maintenance chemotherapy

The measure has been endorsed by the National Quality Forum.

Hospitals Included in the Measure
The HWR measure is calculated for all non-federal short-stay acute care hospitals and critical access hospitals. Prospective payment system 
(PPS)-exempt cancer hospitals and PPS-exempt psychiatric facilities and units are excluded from the measure.

PLEASE NOTE: Monthly data on the dashboard will reflect internal SOMC reporting using CMS criteria for inclusion and exclusion. 
Monthly data will represent “raw” data, meaning that the results are not calculated using a risk-standardized readmission rate (RSRR).

SOMC Rate: 16.5%
National Rate: 16.8%



Hip/Knee Readmission and Complication Measures:                        
Explanation & Calculation

January 2008 – December 2010
The total hip arthroplasty (THA) and/or total knee arthroplasty (TKA) readmission and complication measures are complementary measures. The 
readmission measure encourages quality improvement efforts Averageed toward improving inpatient care and the transition to outpatient settings to 
minimize readmissions for all causes. The complication measure captures a more focused domain of care by encouraging hospitals to minimize 
medical and surgical complications during surgery and the postoperative period. The National Quality Forum endorsed both measures in 2012.

• THA/TKA Readmission – The risk-standardized readmission measure includes Medicare Fee-for-Service (FFS) beneficiaries aged 65 
years and older who were electively admitted for primary THA and/or TKA between January 1, 2008 and December 31, 2010. The 
measure is based on administrative claims data. For each hospital, the readmission measure estimates a risk-standardized readmission 
rate (RSRR) based on unplanned readmissions to any acute care hospital within 30 days of discharge. The measure adjusts for each
hospital’s case mix (patient age, sex, and comorbidities), so that hospitals that care for older, sicker patients are on a “level playing field” 
with hospitals serving healthier patients. 

Hospitals Included in the Measures
The THA/TKA readmission and complication measures are calculated for all non-federal short-stay, acute-care hospitals and critical access hospitals.

PLEASE NOTE: Monthly data on the dashboard will reflect internal SOMC reporting using CMS criteria for inclusion and exclusion. Monthly data 
will represent “raw” data, 
meaning that the results are not calculated using a risk-standardized readmission rate (RSRR) or a risk-standardized complication rate (RSCR).

SOMC Readmission Rate (THA/TKA): 6.0%
National Readmission Rate (THA/TKA ): 5.7%

Next Slide for Complication Rate Information

Return



Hip/Knee Readmission and Complication Measures:                        
Explanation & Calculation

January 2008 – December 2010
The total hip arthroplasty (THA) and/or total knee arthroplasty (TKA) readmission and complication measures are complementary measures. The 
readmission measure encourages quality improvement efforts Averageed toward improving inpatient care and the transition to outpatient settings to 
minimize readmissions for all causes. The complication measure captures a more focused domain of care by encouraging hospitals to minimize 
medical and surgical complications during surgery and the postoperative period. The National Quality Forum endorsed both measures in 2012.

• THA/TKA Complication – The risk-standardized complication measure includes Medicare FFS beneficiaries aged 65 years and older who 
were electively admitted for primary THA and/or TKA between January 1, 2008 and December 31, 2010. The measure is based on 
administrative claims data. For each hospital, the complication measure estimates a risk-standardized complication rate (RSCR). The 
measure outcome is one or more of the following eight complications within specified time periods: acute myocardial infarction (AMI), 
pneumonia, or sepsis/septicemia during the index admission or within seven (7) days of admission; surgical site bleeding, pulmonary 
embolism, or death during the index admission or within 30 days of admission; or mechanical complication or periprosthetic joint 
infection/wound infection during the index admission or within 90 days of admission. The complication outcome is a yes/no outcome. If a 
patient experiences one or more complications in the applicable time period, the complication outcome for that patient is counted in the 
measure as a “yes.” The measure adjusts for each hospital’s case mix (patient age, sex and comorbidities), so that hospitals that care for 
older, sicker patients are on a “level playing field” with hospitals serving healthier patients. 

Hospitals Included in the Measures
The THA/TKA readmission and complication measures are calculated for all non-federal short-stay, acute-care hospitals and critical access hospitals.

PLEASE NOTE: Monthly data on the dashboard will reflect internal SOMC reporting using CMS criteria for inclusion and exclusion. Monthly data 
will represent “raw” data, 
meaning that the results are not calculated using a risk-standardized readmission rate (RSRR) or a risk-standardized complication rate (RSCR).

Return

SOMC Complication Rate (THA/TKA): 3.9%
National Complication Rate (THA/TKA): 3.6%



MRI Lumbar Spine for Low Back Pain: 
Explanation and Calculation

Return

This measure estimates the percentage of Medicare Patients who had an MRI of the 
Lumbar Spine with a diagnosis of low back pain without claims based evidence of 
antecedent conservative therapy.

This measure id publically reported on hospital compare by the Center for Medicare &

Patients who had an MRI of the Lumbar Spine with a 
diagnosis of low back pain without claims based evidence of 

antecedent conservative therapy

Patients who had an MRI of the Lumbar Spine with a 
diagnosis of low back pain

Denominator Exclusions:                                    
Lumbar Spine MRI studies without a diagnosis related to 
low back pain

Why is it important:

• IPPS/OPPS and HC



Mammography Follow-up Rates: 
Explanation and Calculation

This measure calculates the percentage of patients with mammography screening studies that are followed 
by a diagnostic mammography or ultrasound of the breast study in an outpatient or office setting.  An 
abnormally high rate of “call-backs” form indeterminate screening studies may be an indication of the 
inability of the reader to adequately determine when additional imaging is necessary (high false positive 
rate).  This points to the experience and confidence of the interpreting physician and indicates both quality 
and efficiency, although a recent survey of 1.570 women concluded that “a substantial fraction of women in 
this study would have preferred the inconvenience of and anxiety associated with a higher recall rate if it 
resulted in the possibility of detecting breast cancer earlier”.  Recall rates with follow-up “diagnostic” 
mammography studies greater than 10 to 14 percent are generally felt to be unusual unless explained by 
the morbidity of the underlying population.

The number of Medicare patients who had a diagnostic 
mammography study or an ultrasound of the breast study 

following a screening mammography study (within 45 days).

The number of Medicare patients who had received a 
screening mammography study

Why is it important:

• IPPS/OPPS and HC

Note:

If our result is within the 
range than we are 100%; We 
will use the upper & Lower 
ends of  the range as the 
benchmark if our result follows 
outside the range.

Return



Abdomen CT Use of Contrast Material: 
Explanation and Calculation
Estimate the ratio of combined (with and without) studies to total studies performed.  A high value would 
indicate a high use of combination studies and raise the question of inefficient examination protocols.  
Results to be segmented based upon data availability by facility.  This measure calculates the percentage 
of abdomen studies that are performed with and without contrast out of all abdomen studies performed 
(those with contrast, those without contrast, and those with both).  Current literature clearly defines 
indications for the use of combined studies, that is , examinations performed without contrast followed by 
contrast enhancement.  The intent of this measure is to assess questionable utilization of contrast agents 
that carry an element of risk and significantly increase examination cost.  While there may be a direct 
financial benefit to the service provider for the use of contrast agents due to increased reimbursements for 
“combined” studies, this proposed measure is directed at the identification of those providers who typically 
employ interdepartmental/facility protocols that call for its use in nearly all cases.  The mistaken concept is 
that more information is always better than not enough.

The number of Medicare Abdomen CT studies with and 
without contrast (combined studies).

The number of Medicare Abdomen CT studies performed 
(with contrast, without contrast or both with and without 

contrast)

Denominator Exclusion:

Patients with diagnoses related to 
unspecified disorder of kidney and 
ureter, hematuria, pancreatic disorders, 
adrenal mass, malignant neoplasms of 
liver and intrahepatic bile ducts, and 
neoplasms of the pancreas, kidney, and 
liver.

Why is it important:

• IPPS/OPPS and HC

Return



Thorax CT Use of Contrast Material: 
Explanation and Calculation
Estimate the ratio of combined (with and without) studies to total studies performed.  A high value would indicate a 
high use of combination studies.  Results to be segmented based upon data availability by facility.  This measure 
calculates the percentage of thorax studies that are performed with and without contrast out of all thorax studies 
performed (those with contrast, those without contrast, and those with both).  Current literature clearly defines 
indications for the use of combined studies, that is, examinations performed without contrast followed by contrast 
enhancement.  The intent of this measure is to assess questionable utilization of contrast agents that carry an 
element of risk and significantly increase examination cost.  While there may be a direct financial benefit to the 
service provider for the use of contrast agents due to increased reimbursements for “combined” studies, this 
proposed measure is directed at the identification of those providers who typically employ interdepartmental/facility 
protocols that call for its use in nearly all cases.  The mistaken concept is that more information is always better 
than not enough.  The focus of this measure is one of the specific body parts where the indications for contrast 
material are more specifically defined.

The number of Medicare thorax CT studies with and without 
contrast (combined studies)

The number of Medicare Thorax CT studies performed (with 
contrast, without contrast or both with and without contrast).

Why is it important:

• IPPS/OPPS and HC

Return



Simultaneous Use  of Brain CT and 
Sinus CT: Explanation and Calculation

This measure calculates the percentage of Brain CT studies with a simultaneous Sinus CT (i.e, Brain 
and Sinus CT studies performed on the same day at the same facility).

Of studies identified in the denominator, studies with a 
simultaneous Sinus CT study (i.e, on the same date at the 

same facility as the Brain CT).

Brain CT studies

Why is it important:

• IPPS/OPPS and HC

Denominator exclusions: Claims with primary or secondary diagnosis 
codes related to trauma, tumor, orbital cellulitis, or intracranial abscess.  

Interpretation of Measure: Lower values are better.  A high value 
indicates a high use of simultaneous CT studies and raises the question 
of inefficient examination protocols

Return



Cardiac Imaging for Preoperative Risk Assessment 
for Non-Cardiac Low-Risk Surgery: Explanation and 
Calculation

This measure calculates the percentage of Stress Echocardiography, SPECT MPI or Stress MRI studies 
performed at a hospital outpatient facility in the 30 days prior to an ambulatory low-risk, non-cardiac 
surgery performed at any location (e.g., other hospital. Physician office) 

Of patients in the denominator, number of Stress Echocardiography, 
SPECT MPI and Stress MRI studies performed at the hospital 

outpatient department within 30 days of an ambulatory low-risk non-
cardiac surgery performed on an outpatient basis at any location (e.g., 
other outpatient hospital, ambulatory surgical center, physician office).

Number of stress Echocardiography, SPECT MPI and Stress 
MRI studies performed at the hospital outpatient department.

Why is it important:

• IPPS/OPPS and HC

Exclusions: None                                                                                      
Interpretation of Measure: Higher values toward the higher end of the percentile 
distribution may indicate that facilities are performing unnecessary cardiac 
imaging tests Return



Catheter-Associated UTI: Explanation and 
Calculation
A symptomatic urinary tract infection must meet at least 1 of the following criteria:

1. Patient Has at least 1 of the followings signs or symptoms with no other recognized cause: fever (>38 degrees C), urgency, 
frequency, dysuria, or suprapubic tenderness AND patient has a positive urine culture greater than or equal to 100,000 micro-
organisms per cc of urine with no more than 2 species of micro-organisms.

2. Patient has a least 2 of the following signs or symptoms with no other recognized cause: fever (>38 degrees C), urgency 
frequency, dysuria, or suprapubic tenderness AND at least one of the following:

A. Positive dipstick for leukocyte esterase and/or nitrate;

B. Pyuria (urine specimen with greater than or equal to 10 white blood cell WBC mm3 or greater than or equal to 3 WBC/high
power field of unspun urine;

C. Organisms seen on Gram’s stain of unspun urine;

D. At least 2 urine cultures with repeated of the same uropathogen (gram-negative bacteria or staphylococcus) with greater 
than or equal to 1000 colonies/ml in non voided specimens;

E. Less than or equal to 100,000 colonies/ml of a single uropathogen (gram-negative bacteria or S. saprophyticus) in a 
patient being treated with an effective antimicrobial agent for urinary tract infection;

F. Physician diagnosis of a urinary tract infection;

G. Physician institutes appropriate therapy for a urinary tract infection



Catheter-Associated UTI: Explanation and 
Calculation
A symptomatic urinary tract infection must meet at least 1 of the following criteria:

3. Patient less that or equal a year of age has at least 1 of the following signs or symptoms with no other recognized cause  
fever (>38 degrees C rectal), hypothermia, apnea, bradycardia, dysuria, lethargy, or vomiting AND patient has a positive 
urine culture, that  is greater than or equal to 100,000 micro-organisms per cc of urine with more than two species of 
micro-organisms;

4. Patient less than or equal to 1 year of age has at least 1 of the following signs or symptoms with no other recognized 
cause: fever (>38 degrees C), hypothermia (<37 degrees C) apnea, bradycardis, dysuria, lethargy, or vomiting.

Num = number of hospital acquired CAUTI

x 1000

Dem = number foley cath days

Rate of perfection: Num = number of times we did it right         
(no infection)

Dem =  number of foley cath days

Return



Transmission of MRSA – ICU Only: 
Explanation and Calculation

MDRO Categorizing LabID Events:

Healthcare Facility Onset (HO) incident: Incident LabID Event >3 days after admission (ie on or after day 4)

Proxy measures for MDRO healthcare Acquisition:

MDRO Infection/colonization Incidence Rate = Number of ICU (HO) incidents LabID events >3 days/Number 
of ICU patient days x 1000

MDRO Infection/colonization Incidence Rate = Number of 1st LabID Events per patient per month among 
those with no documentation prior evidence of previous infection or colonization with this specific organism 
type and identified >3 days after admission to the location or facility/Number of patient days for the 
location or facility x 1000

Data Analysis:

Of note, each event will be categorize hospital-onset vs community-onset to ensure that all incident cases 
have been hospitalized >48 hours

Preventive Measure:
• ICU patients that have been identified of having MRSA infections/colonization will receive CHG baths 

daily (for 3 days) prior to having surgical procedures.

• There is also a MRSA decolonization protocol/order that can be accessed for the positive MRSA patient 
via jetforms

• Contact Isolation precautions will be utilized until the patient is either decolonized or no longer 
considered infectious

Return

No Benchmark:

Would have to be all or nothing like 
never events.  Manually extracted by 
infection Control nurse

Why is it important:

• <0.4 Ohio HC

• (ODH)



Total Abdominal Hysterectomy: Explanation

Return

A superficial incisional SSI must meet the following criterion:

Infection occurs within 30 days after the operative procedure AND involves 
only skin and subcutaneous tissue of the incision AND patient has a least 1 of 
the following:

- Purulent drainage from the superficial incision

- Organisms isolated from an aseptically obtained culture of fluid or tissue 
from the superficial incision

- At least 1 of the following signs or symptoms of infection: pain or 
tenderness, or heat and superficial incision is deliberately opened by 
surgeon and is culture positive or not cultured.  A culture negative does not 
meet this criterion

- Diagnosis of superficial incisional SSI by the surgeon or attending 
physician

No Benchmark:

Would have to be all or nothing like 
never events.  Manually extracted by 
infection Control nurse

Why is it important:

• Ohio HC

• (ODH)



Foreign Body Left in During Procedure: 
Explanation and Calculation

Return

Numerator
Discharges, 18 year and older or MDC 14 (pregnancy, childbirth, and puerperium), with ICD-9-CM codes 

for foreign body left in during procedure in any secondary diagnosis field of medical and surgical 
discharges defined by specific DRGs or MS-DRGs

Denominator
Number of discharges

Exclude:

Patients with ICD-9-CM codes for foreign body left in during procedure in the principal diagnosis field or 
secondary present on admission

ICD-9-CM Foreign Body Left in During Procedure diagnosis codes

AHRQ Quality Indicators Web Site:  http://www.qualityindicators.ahrg.gov

Source:

SOMC Rate calculated by Steve 
Crace HAC Report; Report uses 
CMS HAC Measure Specifications 
within Sept 2010 Report

Why is it important:

• IPPS/OPPS

• HC and OHC



Hemolytic/Reaction due to Incompatible Blood 
Products Never Occurring: Explanation and Calculation

Return

Blood Incompatibility is a reaction of the immune system that 
occurs if two different and not compatible blood types are mixed 
together.

The following are symptoms of transfusion reactions:

• Fever

• Blood in urine

• Back pain

• Feeling of “impending doom”

• Yellow skin (jaundice)

• This is a never event and serious 
reportable event 

Numerator
Discharges, 18 years and older or MDC 14 with ICD-9-CM codes for Hemolytic Transfusion reaction occurring

Denominator
Number of Discharges



Falls and Trauma:                                    
Explanation and Calculation

Return

• Numerator

Any discharge, 18 years and older with ICD-9-CM codes for the following ranges that was 
not present on admission:

- Fractures: 800-829

- Dislocation: 830-839

- Intracranial Injury: 850-854

- Crushing injury: 925-929

- Burn: 940-949

- Electric shock: 991-004

• Denominator

Number of diacharges

• visit the HAC website:

Http://www.cms.gov/hospital acquired condition 

This is a never event and a serious reportable event



Air Embolism: Explanation and 
Calculation

Return

An air embolism, or more generally gas embolism, is a medical condition caused by 
gas bubbled in the bloodstream (embolism in a medical context refers to any 
large moving mass or defect in the blood stream).  Small amounts of air often 
get into the blood circulation accidentally during surgery and other medical 
procedures (for example a bubble entering an intravenous fluid line), but most 
of these air emboli enter the veins and are stopped at the lungs, and thus a 
venous air embolism that shows any symptoms, is very rare.

Excludes death or serious disability associated with neurosurgical procedures known to 
present a high risk of intravascular air embolism.

High-risk procedures, other than neurosurgical procedures that include a small but known 
risk of air embolism are reportable under this event, including, but not limited to, those 
involving the head and neck, vaginal delivery and cesarean section, spinal instrumentation 
procedures and liver transplantation.

Source:

SOMC Rate calculated by Steve 
Crace HAC Report; Report uses 
CMS HAC Measure Specifications 
within Sept 2010 Report

Why is it important:

• IPPS/OPPS

• HC and OHC

• This is a never event and serious 
reportable event 



Serious Safety Events: Explanation and 
Calculation

Return

• A Serious Safety Event (SSE) is: Any unanticipated event involving death, life-
threatening consequences, or serious physical or psychological injury.  Serious Safety 
Events are part of a new taxonomy that encompasses what used to be called Sentinel 
Events.  Thus, Serious Safety Events may be said to “replace” sentinel Events as a 
measure, although the two classifications, while very similar, are not precisely 
equivalent.

• All patients (both inpatients and outpatients) and all CCHMC visitors.

Numerator:  
For a given period, the number of SSE’s identified as having occurred in that period.  Whether an event is classified as a 
Serious Safety Event (SSE) is a decision generally based upon an investigation of the event and a consensus among 
selected members of the legal and medical staff – most typically. The senior counsel overseeing risk management, the risk 
management coordinator, and chief of staff.

Denominator:  
Adjusted Patient  Days is a quantity calculated by the financial department based on the sum of inpatient days and financial 
“equivalent” patients days determined by applying a formula to outpatient treatments. Thus both inpatients and outpatients 
are accommodated in this quantity.

Num = Serious Safety Event (SSE)
x 10,000

Dem = Adjusted Patient Days



Surgery Performed on the Wrong Body 
Part: Explanation and Calculation
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The measure is defined as any surgery performed on a body part that is not consistent with the correctly 
documented informed consent for that patient.

Surgery includes endoscopies and other invasive procedures.

Excludes emergent situations that occur in the course of surgery and/or whose exigency precludes 
obtaining informed consent.

This event is intended to capture:

n Surgery on the right body part, but on the wrong location on the body; for example, left versus right 
(appendages and/or organs), level (spine).

n Wrong site surgery, even if corrected intraoperatively, as long as the surgery had begun, based on the 
definition below.

This event is not intended to capture:

n Changes in plan upon surgical entry into the patient due to the discovery of pathology in close 
proximity to the intended site when the risk of a second surgery outweighs the benefit of patient 
consultation; or the discovery of an unusual physical configuration (e.g., adhesions, spine level/extra 
vertebrae).

§ This is a never event also know as a serious reportable event (SRE).



Leapfrog Safety Score

Return

Description:
Each hospital’s numerical safety score is converted into a letter 
grade. Hospitals can receive one of five letter grades: A, B, C, D, 
or F. For the October 2013 public release, hospitals will be 
publicly reported as A, B, or C. Hospitals that have a safety 
score lower than a C will be reported as “Grading Pending.” An 
"A" grade denotes the best hospital safety score. 
The numerical safety scores range between 0.6 and 3.75 (For an 
explanation of the scoring process, please refer to scoring 
methodology at www.HospitalSafetyScore.org). 
The numerical safety score is then converted into one of five 
letter grades. "A" denotes the best hospital safety performance, 
followed in order by "B", "C", “D,” and “F”.

Letter Grades:
Hospitals in the top quartile of performance earn an "A" and 
hospitals in the second quartile earn a "B". Hospitals with scores 
more than 1.5 standard deviations below the average earn the 
designation "Grade Pending." The remaining hospitals (below a 
"B" and above "Grade Pending") earn a "C". Hospitals 3.0 
standard deviations below the mean to 1.5 standard deviations 
below the mean earn a “D,” and hospitals more than 3.0 standard 
deviations below the mean earn an “F.” 
The numerical scores ranged between 1.3943 and 3.7517 with an 
average score very close to 3.0. The numerical cutpoints below 
include three standard errors. 

1	In	theory,	hospitals	could	score	higher	or	lower	than	these	numbers	due	to	exemplary	or	very	poor	safety	performance.	This	is the	actual	range	of	scores	observed	in	the	
data	as	of	June	2012.	



Explanation and Calculation for Rate of 
Perfection (ROP) using Benchmark Data:

There are different methods used when calculating the Rate of Perfection (ROP), which is dependent 
upon several factors.

A. If a numerator and denominator is available and provides a percentage of perfection achieved, then the ROP 
may be calculated using the following methodology:

B. If a numerator and denominator fail to provide a percent of perfection achieved or if a   
numerator and denominator are unavailable, then the ROP will be based upon a 
perfection benchmark.

Please Note: at times, the overall ROP may be calculated using both of the above mentioned methodologies for 
certain indicators. 

Numerator
x 100 = ROP

Denominator

(The Year-to-Date numerator/denominator will be cumulative.)

For an indicator with a perfection benchmark, the ROP will be 
calculated using the following methodology:

SOMC Performance Rate – Perfection Benchmark = R

Perfection Benchmark – R  
X 100 = ROP%

Perfection Benchmark

This measures SOMC’s distance between actual performance 
and the set perfection goal. No percent of perfection is 

achieved if the SOMC rate is over twice that of the perfection 
benchmark.

The numerator/denominator provides the SOMC performance rate, which
is then compared to a perfection benchmark and the ROP is calculated
using methodology B.

For an indicator with a SOMC performance rate of 1.85, which 
has a perfection benchmark of 1.2, the ROP would be :

1.85 – 1.2 = 0.65

1.2 – 0.65  
X 100 = 45.8%

1.2

SOMC has achieved 45.8% perfection based upon the 
perfection benchmark of 1.2. 

Return



Guidelines for Safety SV Dashboard: FY 17
Indicator Average Goal

(Used to calculate 
ROP%)

Calculation of Rate of 
Perfection

Notes

AHRQ PSI 90 Composite VBP Threshold Benchmark on VBP SOMC Rate – BM = A
A – BM = B
B / BM = ROP %

For FY 17 report bi-annual:
Goal is ≤0.709
Target is ≤0.868

PSI 3 HA-Pressure Ulcer
PSI 6 Intragenic Pneumothorax 
PSI 7 Central Line BS Infection
PSI 8 Post –op Hip Fracture
PSI 12 Post – op PE/DVT
PSI 14 Post-op Wound Dehiscence
PSI 15 Accidental Laceration

National Rate on HC is not 
available. Use 
data.Medicare.gov national 
rates

Zero No ROP Rollup to PSI 90;

Rates will be reported as received from OHA 
Way Finder database for all PSI indicators; 
report Quarterly data as received and these 
will not be calculated into the ROP.
Populated using HC preview reports twice a 
year with the data entered during the last 
quarter of the fiscal year being the year-end 
results, as it represents 12 months of data.

PSI 4 Death Among Surgical Inpatients Average for PSI 4 will be 
changed to reflect the preview 
report info

Way Finder ≤0.87
There is a 
difference in how 
this rate is 
displayed; per 
data.medicare.gov= 
136.48 for nat’l rate

Lower National Average 
Estimate from data. 
Medicare.gov Hospital 
Complications Report = 
92.65. 

SOMC Rate – BM = A
A – BM = B
B / BM = ROP %

Populated using HC preview reports twice a 
year with the data entered during the last 
quarter of the fiscal year being the year-end 
results, as it represents 12 months of data.

Way Finder expects us to have 
less than 0.87 events per 1000 
patients.  This is how they are 
calculating preventing events 
whereas HC is using the national 
average. 

PSI 11 Postoperative Respiratory 
Failure Rate

Baseline year Baseline year Baseline year Added 2016 DRA HAC Program 



Guidelines for Safety SV Dashboard: FY 17
Indicator Average Goal

(Used to calculate ROP%)
Calculation of Rate of 

Perfection
Notes

Mortality Measures: Use the Threshold from VBP for AMI, 
HF and PN 
HC National average remainder of 
mortality metrics

Use the Benchmark Survival 
Rate VBP for AMI, HF, and PN 
and 0 for the rest

Inverse (ROP = Survival 
Rate)

Rate is numerator (number of deaths) divided 
by denominator (number of total patients for 
that condition)

Readmissions: HC National average; colonoscopy 
from preview report nat’l ave

Zero Inverse of Rate Rate is numerator (number of readmissions) 
divided by denominator (number of total 
patients for that condition)
Consideration: The goal for readmissions 
should be to hit the severity adjusted 
expected readmission rate for each clinical 
measure, such as AMI, HF, COPD, PN, 
CABG, and TKA/THA.
Since we likely will not have the current 
year’s severity adjusted expected rate for 
each measure we will use the prior year’s 
severity adjusted expected readmission rate 
by clinical measure as the goal rate for each 
measure.
If SOMC can hit the expected readmission 
rate for each measure that would maximize 
the reimbursement SOMC receives and 
minimize the readmission penalty.
Due to the way SOMC is reimbursed today 
exceeding the readmission rate by having a 
lower than expected readmission rate would 
lower reimbursement to SOMC but not lower 
the penalty therefore costing SOMC 
reimbursement.



Guidelines for Safety SV Dashboard: FY 17
Indicator Average Goal

(Used to calculate 
ROP%)

Calculation of Rate of 
Perfection

Notes

PSI 11 Postoperative Respiratory Failure 
Rate

Baseline year Baseline year Baseline year Added 2016 DRA HAC Program 

Outpatient Imagining Efficiency:
MRI Lumbar for Low back pain
Abdomen CT—use of contrast
Thorax CT –use of contrast
Simultaneous Brain & Sinus CT
Cardiac Imaging pre-op testing 

HC National average 
improved by 10%

Zero Number of times we 
performed procedure correctly 
divided by number of times 
we completed procedure all 
together (num/dem x 100) = 
ROP%

No changes from previous years

Outpatient Imaging: Mammography HC National average 8-14% Between 8-14% is 100%; 
outside those ranges is 0%

Numbers are sent by Bambi or MI after 
Shane’s reports sent. 

Monthly CAUTI Zero Zero Occurrence = 0%
No Occurrences = 100%

Utilization Ratio for Foley Catheter National average (CDC) No ROP Tracking only
SIR CAUTI SIR on VBP Threshold Zero as on VBP 

Benchmark
Not calculation for ROP Tracking only; quarterly

Monthly CLABSI Zero Zero Occurrence = 0%
No Occurrences = 100%

Utilization Ratio for Central Lines National average 
(CDC)

No ROP Tracking only

SIR CLABSI SIR on VBP Threshold Zero as on VBP 
Benchmark

Not calculation for ROP Tracking only; quarterly



Guidelines for Safety SV Dashboard: FY 17
Indicator Average Goal

(Used to calculate ROP%)
Calculation of Rate of 

Perfection
Notes

Monthly MRSA Zero Zero Occurrence = 0%
No Occurrences = 100%

SIR Hospital Onset MRSA SIR on VBP Threshold Zero as on VBP Benchmark No ROP Tracking only; quarterly
Monthly C-Diff Zero Zero Occurrence = 0%

No Occurrences = 100%
SIR Hospital Onset C-diff SIR on VBP Threshold 0.002 as on VBP Benchmark No ROP Tracking only; quarterly
Monthly Deep Colon SSI Zero Zero Occurrence = 0%

No Occurrences = 100%
SIR SSI Colon SIR on VBP Threshold Zero as on VBP Benchmark Tracking only; quarterly
Monthly Deep Hysterectomies SSI Zero Zero Occurrence = 0%

No Occurrences = 100%
SIR Hysterectomy SSI SIR on VBP Threshold Zero as on VBP Benchmark No ROP Tracking only; quarterly
Foreign Object Retention after surgery Zero Zero Occurrence = 0%

No Occurrences = 100%
Hemolytic/ Reaction due to incompatible 
blood product

Zero Zero Occurrence = 0%
No Occurrences = 100%

Falls & Trauma Zero Zero Occurrence = 0%
No Occurrences = 100%

Air Embolus Zero Zero Occurrence = 0%
No Occurrences = 100%

Serious Safety Events Zero Zero Occurrence = 0%
No Occurrences = 100%

Never Event (roll up of 27 indicators) Zero Zero Occurrence = 0%
No Occurrences = 100%

Hospital Safety Score Leapfrogs for A Leapfrogs for A SOMC Rate – BM = X
X-BM = X
X / BM = ROP %
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S a f e t y ¨ Q u a l i t y ¨ S e r v i c e ¨ R e l a t i o n s h i p s ¨ P e r f o r m a n c e

What questions do you have?

www.somc.org


