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Introduction 
This toolkit presents a children's health care quality measure from the AHRQ-CMS Pediatric Quality 
Measures Program (PQMP). The measure has been developed by PQMP Centers of Excellence 
(COE) grantee, the Pediatric Hospital Care Improvement Project (P-HIP), under the direction of Rita 
Mangione-Smith, M.D., M.P.H. 

The Hospital-to-Home Transitions toolkit uses measures that were developed around family and 
caregiver discharge information in the healthcare setting. The toolkit seeks to assist users to improve 
overall performance on hospital-to-home transitions, by enhancing the quality of the written discharge 
instructions provided to families and caregivers. 

This toolkit includes materials to support users in: 

• Improving quality of medical documentation at discharge  

• Providing additional content in discharge information for families and caregivers 

• Monitoring level and quality of care coordination for transitions between sites of care  

The intended audiences for this toolkit include providers, hospitals, and medical staff who are 
involved in discharge documentation for pediatric patients.  

This toolkit is organized into five sections: 

1. Measure Specification and Reporting 
2. Key Drivers Diagram 
3. Quality Improvement Strategies 
4. Improvement Data 
5. Other Resources 
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Overview 
The Pediatric Hospital Care Improvement Project’s (P-HIP) Hospital-to-Home Transitions 
Collaborative sought to improve overall performance on hospital-to-home transitions by improving on 
the quality of the written discharge instructions provided to families/caregivers.  
 
Transitions of care can occur in multiple ways; from one inpatient setting to another, from inpatient to 
outpatient, from one outpatient provider to another, or from the inpatient setting to home. These 
transitions create situations where the care of a pediatric patient is handed off to a new set of 
healthcare providers and/or to home-based family caregivers. An effective transition will support the 
likelihood of reducing the incidence of inappropriate care and potential medical complications in the 
next setting of care. 
 
The Seattle Children’s Center of Excellence on Quality of Care Measures for Children with Complex 
Needs (COE4CCN) created Transitions of Care Quality Measures. Three measures were developed 
to capture the quality of transitions in the inpatient setting, and from the inpatient setting to home. 
These quality measures used medical records as a data source. Of the three measures developed, 
family/caregiver written discharge instructions content was selected for a quality improvement 
collaborative because it demonstrated the most variation in baseline performance across participating 
hospitals. The measure was also selected due to high scores among a few teams. These high 
scoring teams provided a starting place for identifying best practices for improving performance on 
the hospital-to-home transition record provided to the family of the patient.  
 
The intended audiences for this toolkit include providers, hospitals, and medical staff who are 
involved in discharge documentation for pediatric patients.  

 

  



 

7 

About the Measure 
The Pediatric Hospital Care Improvement Project’s (P-HIP) Hospital-to-Home Transitions 
Collaborative sought to improve reporting on hospital-to-home transitions through timely and feasible 
data collection, uploading, and measure scoring.  

Both the level of discharge documentation and content of discharge instructions to families/caregivers 
are essential for ensuring a successful transition between care settings. The measures for this toolkit 
were developed to capture the quality of care coordination in transition between care settings. They 
are based on medical records documentation and focus on the content of discharge instructions 
provided to patients’ families and caregivers.  

MEASURE SPECIFICATIONS AND REPORTING 

Children/adolescents admitted to the hospital should have documentation in the medical record of 
written discharge instructions provided to their family/caregivers that contain the following:  

• Admission and discharge diagnoses 

• Medication list at discharge 

• Pending test results 

• Follow-up tests that need to be completed 

• List of follow-up appointments 

• 24/7 telephone contact number if problems arise 

• Number to call for assistance getting needed appointments 

• Immunizations given 

• Admit and discharge dates 

To assist toolkit users with timely and feasible data collection, uploading, and measure scoring, the 
Pediatric Hospital Care Improvement Project’s (P-HIP) Hospital-to-Home Transitions Collaborative 
created an Excel Macro Medical Record (MR) abstraction tool that includes an automated scoring 
function. The tool allows the user to easily produce output to a Comma Separated Values (CSV) file, 
which provides plain text for analysis and processing. The tool can be downloaded at 
https://www.ahrq.gov/pqmp/implementation-qi/toolkit/h2h/index.html.  

Using the MR abstraction tool ensures that the correct variables are being used to create a legitimate 
score and output. The MR abstraction tool is designed to support users in making valid comparisons, 

https://www.ahrq.gov/pqmp/implementation-qi/toolkit/h2h/index.html
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as appropriate. The MR abstraction tool is accompanied by a guidance document downloadable at 
https://www.ahrq.gov/pqmp/implementation-qi/toolkit/h2h/index.html. Together, these tools can be 
used to improve reporting on this measure.  

Quality Measures to Assess Care Transitions for Hospitalized Children, featured in Pediatrics, 
discusses the processes used for both developing and validating the Quality of Pediatric Hospital-to-
Home Transitions measure.  

  

https://www.ahrq.gov/pqmp/implementation-qi/toolkit/h2h/index.html
https://pediatrics.aappublications.org/content/pediatrics/138/2/e20160906.full.pdf
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Key Driver Diagram 
The Pediatric Hospital Care Improvement Project (P-HIP) Collaborative developed and used a Key 
Driver Diagram to help guide their measure implementation and quality improvement efforts. The Key 
Driver Diagram contains specific activities or strategies that can be employed to attain the Aim of the 
collaborative, which was to “improve overall performance on quality of family/caregiver written 
discharge instructions content, going from an aggregate mean score of 71 to 85.”  

The P-HIP Key Driver Diagram can be adapted and tailored for use by other organizations. The 
diagram can be found in the Key Driver Diagram section (page 3) of the Promoting Safe Hospital-to-
Home Transitions change package. 

  

https://www.childrenshospitals.org/-/media/Files/CHA/Main/Quality_and_Performance/Resources/phip_091119_transitions_of_care.pdf?la=en&hash=5898375AE550FAF787ECF4D5C884F11D412CE8AF
https://www.childrenshospitals.org/-/media/Files/CHA/Main/Quality_and_Performance/Resources/phip_091119_transitions_of_care.pdf?la=en&hash=5898375AE550FAF787ECF4D5C884F11D412CE8AF
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Quality Improvement Strategies 

QI STRATEGIES FOR IMPROVING FAMILY/CAREGIVER WRITTEN DISCHARGE 
INSTRUCTIONS 

The Pediatric Hospital Care Improvement Project (P-HIP) Collaborative developed and used a set of 
specific strategies to attain the Aim of the collaborative, which was to “improve overall performance 
on quality of family/caregiver written discharge instructions content…”  

Before the start of the Collaborative, interviews were conducted with the high performing hospitals to 
identify strategies that contributed to their success. These strategies were the backbone of the initial 
Key Driver Diagram [see below for identified key drivers]. Participating teams conducted a gap 
analysis comparing their practices with those outlined in the Key Driver Diagram to understand where 
they had the most opportunity for improvement. The P-HIP team used the AHRQ Gap Analysis Tool. 
A description of the team’s approach based on this tool is available in the How to Use the Change 
Package and Tools section (page 4) of the Promoting Safe Hospital-to-Home Transitions change 
package. 

The Key Driver Diagram included a set of quality improvement strategies that fall into five (5) 
categories of activities. Each key driver and related strategies/changes is described in the Change 
Strategies for Improving Written Family/Caregiver Discharge Instructions section (page 7) of the 
Promoting Safe Hospital-to-Home Transitions change package.  

• Standardized written family/caregiver discharge instructions process/checklist 

• Standardized policies 

• Role clarification and staff education 

• Data feedback loop for continuous improvement 

• Built-in error proofing 

Each of these strategies, lessons learned, and vignettes from participating hospitals can be adapted 
and tailored for use by other organizations.  

  

https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/qitoolkit/combined/d5_combo_gapanalysis.pdf
https://www.childrenshospitals.org/-/media/Files/CHA/Main/Quality_and_Performance/Resources/phip_091119_transitions_of_care.pdf?la=en&amp;hash=5898375AE550FAF787ECF4D5C884F11D412CE8AF
https://www.childrenshospitals.org/-/media/Files/CHA/Main/Quality_and_Performance/Resources/phip_091119_transitions_of_care.pdf?la=en&amp;hash=5898375AE550FAF787ECF4D5C884F11D412CE8AF
https://www.childrenshospitals.org/-/media/Files/CHA/Main/Quality_and_Performance/Resources/phip_091119_transitions_of_care.pdf?la=en&hash=5898375AE550FAF787ECF4D5C884F11D412CE8AF
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Improvement Data 
The Pediatric Hospital Care Improvement Project (P-HIP) Collaborative collected Hospital-to-Home 
Transitions data from the eight participating hospitals for nearly 4.5 years in order to analyze results 
over time. The analysis includes 24 months of data before the interventions were implemented to 
allow researchers to establish a baseline for comparison purposes. Generally, the quality 
improvement efforts began in February of 2018.  

After implementing the quality improvement efforts, special cause variation was detected with an 
upward shift (13 points above the center line on the overall statistical process control chart) in the 
percentage of families receiving discharge instructions with all of the recommended elements 
included in the quality measure. During the 12 months following completion of the QI collaborative 
(February 2019 to January 2020), these improvements were sustained. Statistical process control 
charts are provided for site-specific results for each of the participating eight hospitals and combined 
results for the overall collaborative at https://www.ahrq.gov/pqmp/implementation-
qi/toolkit/h2h/index.html.  

  

https://www.ahrq.gov/pqmp/implementation-qi/toolkit/h2h/index.html
https://www.ahrq.gov/pqmp/implementation-qi/toolkit/h2h/index.html
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Other Resources 
The Pediatric Hospital Care Improvement Project (P-HIP) Collaborative used and created multiple 
resources that can be leveraged and adapted for use at other organizations and institutions. Links to 
these resources are available throughout the earlier sections of this toolkit and in the change package 
downloadable at https://www.ahrq.gov/pqmp/implementation-qi/toolkit/h2h/index.html. 
 

• Gap analysis tool: This tool may be used to compare the best practices with the processes 
currently in place in your organization, determine the “gaps” between your organization’s practices 
and the identified best practices, and identify which practices your organization will implement.  

• Case study: An example of how the University of Iowa Stead Family Children’s Hospital improved 
their electronic template for family/caregiver written discharge instructions. 

• Example of the materials produced using a ‘dot phrase/smart phrase’: This example illustrates 
how relevant contact information for discharge providers may be displayed as part of written 
family/caregiver instructions. 

• Example of a telephone list template for family/caregivers: Table 1 below offers an example 
template for a telephone list for family/caregivers to receive at discharge. 

• Example showing the difference between a complete primary diagnosis and an incomplete 
primary diagnosis. This example highlights the importance of including the “principal diagnosis” on 
a patient’s discharge report and how to designate it in the medical record documentation. 

• Discharge instructions template: An example template showing written family discharge 
instructions, provided by the University of Iowa Stead Family Children’s Hospital.  

• Medical record (MR) abstraction tool: This tool was created for the Transitions in Family Centered 
(TFC) Care Measure – Hospital-to-Home Transitions.  

• MR abstraction tool guidance document: Instructions for using the MR abstraction tool. 

CONTACT LIST SUGGESTIONS 

Mount Sinai Kravis Children’s Hospital and UCSF Benioff Children’s Hospital San Francisco went 
through a process of collecting and verifying numbers for each individual service to create lists of 
phone numbers to input into a dot phrase (or equivalent) that populated the correct phone number 
when addressing the 24/7 contact information item.  

A table shell is provided below as an example of how the contact list could be set up. The contact list 
may be accompanied by instructions to families about how to go about deciding when and which 
provider to contact. 

https://www.ahrq.gov/pqmp/implementation-qi/toolkit/h2h/index.html
https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/qitoolkit/combined/d5_combo_gapanalysis.pdf
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Table 1. Example Contact List Template for Child’s Providers 

 
Service Provider Phone Number for 

Discharge Questions 
Phone Number for 
Appointment Help     
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