APPENDIX
1. National Quality Forum (NQF)

[bookmark: _GoBack]Source: National Quality Forum. NQF Measures 2018. Available at: http://www.qualityforum.org/QPS/. Accessed Oct, 2018.

1a. NQF Measures that Overlap Between Surgery and Palliative Care

	NQF #
	Type of Measure
	Title
	Description

	NQF #2483
	Outcome: PRO
	Gains in Patient Activation (PAM) Scores at 12 Months
	10-13 item questionnaire that assess ability to self-manage health and healthcare. This measures the increase in score over 6-12 months




1b. NQF Measures for Palliative Care Potentially Applicable to Surgical Patients

	NQF #
	Type of Measure
	Title
	Description

	NQF #: 0213
	Intermediate Clinical Outcome
	
	Proportion of patients who died from cancer admitted to the ICU in the last 30 days of life

	NQF #: 0216
	Intermediate Clinical Outcome
	
	Proportion of patients who died from cancer admitted to hospice for less than 3 days

	NQF #: 0209
	Outcome: PRO
	Comfortable Dying: Pain Brought to a Comfortable Level Within 48 Hours of Initial Assessment
	% patients who report pain at the initial assessment who, at the follow up assessment, report pain was brought to a comfortable level within 48 hours.

	NQF #: 0215
	Process
	
	Proportion of patients who died from cancer not admitted to hospice

	NQF #: 1617
	Process
	Patients Treated with an Opioid who are Given a Bowel Regimen
	Percentage of vulnerable adults treated with an opioid that are offered a bowel regimen or documentation of why this was not needed

	NQF #: 1626
	Process
	Patients Admitted to ICU who Have Care Preferences Documented
	Percentage of vulnerable adults admitted to ICU who survive at least 48 hours who have their care preferences documented within 48 hours OR documentation as to why this was not done.

	NQF #: 1628
	Process
	Patients with Advanced Cancer Screened for Pain at Outpatient Visits
	Adult patients with advanced cancer who are screened for pain with a standardized quantitative tool at each outpatient visit

	NQF #: 1634
	Process
	Pain Screening
	% patients screened for pain during initial hospital-based palliative care encounter

	NQF #: 1637
	Process
	Pain Assessment
	% hospital-based palliative care patients screened positive for dyspnea who received treatment within 24 hours

	NQF #:1638
	Process
	Dyspnea Treatment
	% hospital-based patients screened positive for dyspnea who received treatment within 24 hours

	NQF #:1639
	Process
	Dyspnea Screening
	# patients screened for dyspnea during initial hospital-based palliative care encounter

	NQF #: 1641
	Process
	Treatment Preferences
	Percentage of patients receiving specialty palliative care in an acute hospital setting for more than one day with chart documentation of preferences for life sustaining treatments

	NQF #: 1623
	Outcome
	Bereaved Family Survey
	Global rating / completed surveys of all inpatient deaths

	NQF #: 1632
	Outcome
	CARE - Consumer Assessments and Reports of End of Life
	Mortality follow-back survey to bereaved family members of adults who died after receiving home health, hospice, acute care hospital, hospice, or nursing home care for > 48hrs. Measures perceptions, concerns with, and overall rating of quality of care

	NQF #: 0211
	Intermediate Clinical Outcome
	Proportion of patients who died from cancer with more than one emergency department visit in the last 30 days of life
	Proportion of patients who died from cancer with more than one emergency department visit in the last 30 days of life

	NQF #: 0212
	Process
	Proportion with more than one hospitalization in the last 30 days of life
	Percentage of patients who died from cancer with more than one hospitalization in the last 30 days of life

	NQF #: 0214
	Process

	Proportion dying from Cancer in an acute care setting
	Percentage of patients who died from cancer dying in an acute care setting

	NQF #: 1623
	Outcome
	Bereaved Family Survey
	Percentage of deceased veterans where the Bereaved Family Survey rated ‘Excellent’ quality care in the last month of life


	NQF #: 3235
	Composite
	Hospice and Palliative Care Composite Process Measure - Comprehensive Assessment at Admission
	Percentage of patients who received all 7 of the hospice comprehensive patient assessment (NQF #1634, NQF #1637, NQF #1639, NQF #1638, NQF #1617, NQF #1641, and NQF #1647)

	NQF #: 1625
	Process
	Hospitalized Patients Who Die an Expected Death with an ICD that Has Been Deactivated
	Percentage of hospitalized patients who die an expected death who have an implantable cardioverter-defibrillator (ICD) in place at the time of death that was deactivated prior to death

	NQF #: 0177
	Outcome
	Improvement in pain interfering with activity
	The percentage of home health episodes of care during which the frequency of the patient´s pain when moving around improved.

	NQF #: 0326

	Process
	Advance Care Plan
	Percentage of patients aged 65 years and older who have an advance care plan or surrogate decision maker documented in the medical record or that one was discussed






2. Assessing Care of Vulnerable Elders (ACOVE-3)
Source: The ACOVE Investigators. Assessing Care of Vulnerable Elders-3 Quality Indicators. J Am Geriatr Soc 2007; 55 Suppl 2:S464-87.
2a. ACOVE-3 Measures that Overlap Between Surgery and Palliative Care
	Name
	Type 
	Description

	Breast #4
	Discussion of options
	IF a female VE has a new diagnosis of breast cancer, THEN there should be documentation of a discussion regarding:
•Surgical options and goals of therapy
•Post-treatment quality of life
•Functional outcomes
•Risk and benefits of adjuvant therapy

	Colorectal Cancer #9
	Discussion of options
	IF a VE has a new diagnosis of colorectal cancer, THEN there should be documentation of a discussion regarding:
•Surgical options and goals of surgery
•Post-treatment quality of life
•Functional outcomes
•Risks and benefits of adjuvant therapy (if colon cancer) or neoadjuvant therapy (if rectal cancer)

	Colorectal Cancer #11
	Non-surgical treatment plan
	IF a VE has a new diagnosis of colorectal cancer and is not a candidate for surgical therapy, THEN this should be noted, as well as an alternative treatment plan.

	Surgery #17
	Preoperative discussion
	IF a VE is to have elective major surgery, THEN the following should be discussed preoperatively.
•Patient priorities and preferences regarding treatment options
•Operative risks
•Anticipated postoperative functional outcome
•Advance directive and designated surrogate decision maker



2b. ACOVE-3 Measures for Palliative Care Potentially Applicable to Surgical Patients
	Name
	Type of 
	Description

	Colorectal Cancer #12
	Non-surgical treatment plan
	IF a VE is diagnosed with incurable, metastatic colorectal cancer, THEN prognosis and end-of-life discussions should be documented.

	EOLC #1
	Comprehensive assessment
	IF a VE dies an expected death with metastatic cancer, O2 dependent pulmonary disease, NYHA Class III–IV CHF, ESLD, ESRD, or dementia, THEN the chart should document the following within the 6 months before death.
•Pain and other symptoms
•Spiritual and existential concerns
•Caregiver burdens and need for practical assistance
•Advance care planning


	EOLC #2
	Goals of care surrogate discussion
	IF a VE dies an expected death with metastatic cancer, O2 dependent pulmonary disease, NYHA Class III–IV CHF, ESLD, ESRD, or dementia, THEN the chart should document one of the following within the 6 months before death.
•Discussion of the medical condition and goals for treatment with a designated surrogate
•Patient's preference for not involving a designated surrogate in discussions
•Note that a surrogate decision maker is unavailable

	EOLC #3
	Advance care planning documented

	ALL VEs should have in the outpatient chart the patient's surrogate decision maker and documentation of a discussion to identify or search for a surrogate decision maker.


	EOLC #4
	Advance directive continuity

	IF a VE has an advance directive in the outpatient, inpatient, or nursing home medical record, or the patient reports the existence of an advance directive in an interview, and the patient receives care in a second venue, THEN the advance directive should be present in the medical record at the second venue, or documentation should acknowledge its existence and its contents.


	EOLC #5
	Advance directive continuity

	IF a VE is admitted to the hospital or nursing home, THEN within 48 hours of admission, the medical record should contain the patient's surrogate decision maker or documentation of a discussion to identify or search for a surrogate decision maker.


	EOLC #6
	Care preference documentation

	IF a VE with severe dementia is admitted to the hospital and survives 48 hours, THEN within 48 hours of admission, the medical record should document that the patient's preferences for care have been considered or an attempt was made to identify them.


	EOLC #7
	Care preference documentation

	IF a VE is admitted to the intensive care unit and survives 48 hours, THEN within 48 hours of intensive care unit admission, the medical record should document that the patient's preferences for care have been considered or an attempt was made to identify them.

	EOLC #8
	Mechanical ventilation preference

	IF a hospitalized VE requires mechanical ventilation for more than 48 hours, THEN within 48 hours of the initiation of mechanical ventilation, the medical record should document the goals of care and the patient's preference for mechanical ventilation or why this information is unavailable.

	EOLC #9
	Life-sustaining treatment decisions

	IF a VE with decision-making capacity has orders in the hospital or nursing home to withhold or withdraw a life-sustaining treatment (e.g., do-not-resuscitate (DNR) order), THEN the medical record should document patient participation in the decision or why the patient did not participate.

	EOLC #10
	Follow treatment preferences
	IF a VE has documented treatment preferences to withhold or withdraw life-sustaining treatment (e.g., DNR order, no tube feeding, no hospital transfer), THEN these treatment preferences should be followed.


	EOLC #11
	Gastrostomy tube placement

	IF a VE with dementia has a gastrostomy or jejunum tube placed, THEN before placement, the medical record should document one of the following:
•Patient preferences concerning tube feeding
•If patient is decisionally incapacitated and a surrogate decision maker is available, discussion of patient preferences or best interests
•If patient is decisionally incapacitated and a surrogate decision maker is not available, a formal decision mechanism should be used.


	EOLC #12
	Dyspnea assessment

	IF a VE is diagnosed with lung cancer or cancer metastatic to lung, NYHA Class III–IV CHF, or oxygen-dependent pulmonary disease, THEN a self-reported assessment of dyspnea should be documented in the outpatient chart.

	EOLC #13
	Treatment of dyspnea

	IF a VE with metastatic cancer or oxygen-dependent pulmonary disease has dyspnea refractory to nonopiate medications, THEN opiate medications should be offered.


	EOLC #15
	Treatment of dyspnea

	IF a VE who had dyspnea in the last 7 days of life died an expected death, THEN the chart should document dyspnea care and follow-up.


	EOLC #16
	Mechanical ventilator withdrawal

	IF a noncomatose VE is not expected to survive, and a mechanical ventilator is withdrawn or withheld, THEN the chart should document whether the patient has dyspnea, and the patient should receive (or have orders available for) an infusion of an opiate, benzodiazepine, or barbiturate infusion.

	EOLC #17
	Management of emergent pain

	IF a VE with end-stage metastatic cancer is treated with opiates for pain, THEN the medical record should document a plan for management of worsening or emergent pain.


	EOLC #18
	Management of emergent pain

	IF a VE who was conscious during the last 7 days of life died an expected death, THEN the medical record should contain documentation about presence or absence of pain during the last 7 days of life.

	EOLC #19
	Management of emergent obstruction

	IF a VE with end-stage metastatic cancer has obstructive GI symptoms, THEN the medical record should document a plan for management of worsening or emergent nausea and vomiting.

	EOLC #20
	Caregiver stress

	IF a VE is a caregiver for a spouse, significant other, or dependent who is terminally ill or has very limited function, THEN the VE should be assessed for caregiver financial, physical, and emotional stress.

	EOLC #21
	Bereavement

	IF a VE's spouse or significant other dies, THEN the VE should be assessed for depression or thoughts of suicidality within 6 months.

	Pain #1
	Screening
	IF a VE presents for an initial evaluation, THEN a quantitative and qualitative assessment for persistent pain should be documented. (If cognitively impaired, a standardized pain scale, behavioral assessment, or proxy report of pain should be used.)

	Pain #2
	Screening
	ALL VEs should be screened for persistent pain annually.

	Pain #3
	Screening
	IF a VE presents for a cancer-related physician visit, including visits for chemotherapy or radiation, THEN pain should be assessed.

	Pain #4
	Treat severe pain
	IF an outpatient VE with cancer presents with severe pain (score >5 on a 0–10 scale or similar quantifiable measurement), THEN an adjustment of pain treatment should occur.

	Pain #5
	Treat severe pain
	IF a hospitalized VE has a new complaint of moderate to severe pain, THEN the medical record should indicate that an intervention and follow-up assessment of the pain occurred within 4 hours.





3. Quality Indicators Pertaining to Surgery and Palliative Care from Supportive Cancer Care: The Cancer Quality Addressing Symptoms, Side Effects, and Indicators of Supportive Treatment Project (ASSIST)
Source: Dy SM, Lorenz KA, O'Neill SM, et al. Cancer Quality-ASSIST supportive oncology quality indicator set: feasibility, reliability, and validity testing. Cancer 2010; 116(13):3267-75.
3a. ASSIST Measures that Overlap Between Surgery and Palliative Care
	Measure
	Criteria

	Pain
	If a cancer patient has confirmation of spinal cord compression on radiologic examination, then radiotherapy or surgical decompression should be initiated within 24 hours or a contraindication for such therapy should be documented




3b: ASSIST Measures for Palliative Care Potentially Applicable to Surgical Patients
	Indicator
	Criteria

	Information and Care Planning
	If a patient with advanced cancer dies an expected death, then there should be documentation of an advance directive or a surrogate decision maker in the medical record

	Information and Care Planning
	If a patient with advanced cancer dies an expected death, then s/he should have been referred for palliative care prior to death (hospital-based or community hospice) or there should be documentation why there was no referral

	Information and Care Planning
	If a patient with advanced cancer is admitted to the ICU and survives 48 hours, then within 48 hours of ICU admission, the medical record should document the patient's preferences for care or attempt to identify them

	Information and Care Planning
	If a patient with advanced cancer is mechanically ventilated in the ICU, then within 48 hours of admission to the ICU, the medical record should document the patient's preference for mechanical ventilation or why this information is unavailable





4. National Surgical Quality Improvement Project (NSQIP)
Source: 2015 PUF User Guide and 2015 Procedure-Targeted PUF User Guide (https://www.facs.org/quality-programs/acs-nsqip/program-specifics/participant-use)

4a. NSQIP Measures that Overlap Between Surgery and Palliative Care
None
4a. NSQIP Measures for Palliative Care Potentially Applicable to Surgical Patients
None








5. Consumer Assessment of Healthcare Providers and Systems (CAHPS®) Surveys
Source: Agency for Healthcare Research and Quality. CAHPS Surgical Care Survey Measures May 2016. Available at: https://www.ahrq.gov/cahps/surveys-guidance/surgical/about/survey-measures.html. Accessed Oct, 2017.
5a. CAHPS Composite Measures that Overlap Between Surgery and Palliative Care
CAHPS Surgical Care Survey Composite Measures 
	How Well Surgeon Communicates With Patients Before Surgery

	Q9
	During your office visits before your surgery, did this surgeon listen carefully to you?
	
Response Options
· Yes, definitely
· Yes, somewhat
· No

	Q10
	During your office visits before your surgery, did this surgeon spend enough time with you?
	

	Q11
	During your office visits before your surgery, did this surgeon encourage you to ask questions?
	

	Q12
	During your office visits before your surgery, did this show respect for what you had to say?
	

	How Well Surgeon Communicates With Patients After Surgery

	Q31
	After your surgery, did this surgeon listen carefully to you?
	Response Options
· Yes, definitely
· Yes, somewhat
· No

	Q32
	After your surgery, did this surgeon spend enough time with you?
	

	Q33
	After your surgery, did this surgeon encourage you to ask questions?
	

	Q34
	After your surgery, did this surgeon show respect for what you had to say?
	



CAHPS Cancer Surgery Survey Composite Measures 
	How Well the Cancer Care Team Communicates with Patients

	The survey asked patients how often their cancer care team explained things clearly, listened carefully, showed respect, and spent enough time with the patient.

	Q19
	Cancer care team explained things in a way that was easy to understand
	Response Options 
· Never 
· Sometimes 
· Usually 
· Always 


	Q20
	Cancer care team listened carefully to patient 
	

	Q22
	Cancer care team showed respect for what patient had to say
	

	Q23
	Cancer care team spent enough time with patient 
	



	Cancer Care Team Supports Patients in Managing the Effects of Their Cancer and Treatment

	The survey asked patients if their cancer care team talked about and helped them deal with pain, changes in energy levels, emotional problems, managing care at home, and maintaining health.

	Q28
	Patient and cancer care team talked about cancer-related pain*
	*Response Options 
· Yes 
· No 

**Response Options 
· Yes, definitely 
· Yes, somewhat 
· No 


	Q30
	Cancer care team advised patient or helped patient deal with pain**
	

	Q31
	Patient and cancer care team talked about changes in patient’s energy levels*
	

	Q33
	Cancer care team advised patient or helped patient deal with changes in energy levels**
	

	Q34
	Patient and cancer care team talked about emotional problems*
	

	Q36
	Cancer care team advised patient or helped patient deal with emotional problems**
	

	Q37
	Patient and cancer care team talked about additional services to manage cancer care at home*
	

	Q38
	Patient and cancer care team talked about things patient could do to maintain health**
	



	Doctors Involve Patients in Decisions About Cancer Treatment

	The survey asked patients if their cancer care doctors explained the advantages and disadvantages of each treatment choice, talked about the reasons patients might want or not want each treatment choice, involved patients as much as they wanted, and asked what the patients thought was best for them.

	SDM2
	Doctor explained the advantages of each cancer treatment choice 
	Response Options 
· Yes, definitely 
· Yes, somewhat 
· No 


	SDM3
	Doctor explained the disadvantages of each cancer treatment choice 
	

	SDM4
	Doctor asked patient for his/her opinion about each cancer treatment choice 
	

	SDM5
	Doctor talked about reasons patient might want each cancer treatment choice 
	

	SDM6
	Doctor talked about reasons patient might not want each cancer treatment choice 
	

	SDM7
	Doctor asked patient what cancer treatment choice was best for him/her 
	

	SDM8
	Doctor involved patient in cancer treatment decisions as much as he/she wanted
	









6. Measuring What Matters (MWM)
Source: Dy SM, Kiley KB, Ast K, et al. Measuring what matters: top-ranked quality indicators for hospice and palliative care from the American Academy of Hospice and Palliative Medicine and Hospice and Palliative Nurses Association. J Pain Symptom Manage 2015; 49(4):773-81.
6a. MWM Measures that Overlap Between Surgery and Palliative Care
None
6b. MWM Measures for Palliative Care Potentially Applicable to Surgical Patients
	National Consensus Project Domain
	Indicator

	1. Structure and Processes of Care
	Comprehensive Assessment

Hospice: Percentage of patients enrolled for more than seven days for whom a comprehensive assessment was completed within five days of admission (documentation of prognosis, functional assessment, screening for physical and psychological symptoms, and assessment of social and spiritual concerns).

Seriously ill patients receiving specialty palliative care in an acute hospital setting: Percent of all patients admitted for more than one day who had comprehensive assessment (screening for physical symptoms and discussion of the patient/family's emotional or psychological needs) completed within 24 hours of admission.

	2. Physical Aspects of Care
	Screening for Physical Symptoms

Percentage of seriously ill patients receiving specialty palliative care in an acute hospital setting for more than one day or patients enrolled in hospice for more than seven days who had a screening for physical symptoms (pain, dyspnea, nausea, and constipation) during the admission visit.

	
	Pain Treatment

For seriously ill patients receiving specialty palliative care in an acute hospital setting for more than one day or patients enrolled in hospice for more than seven days who screened positive for moderate-to-severe pain on admission, the percent with medication or non-medication treatment, within 24 hours of screening.

	
	Dyspnea Screening and Management

Percentage of patients with advanced chronic or serious life-threatening illnesses who are screened for dyspnea. For those who are diagnosed with moderate or severe dyspnea, a documented plan of care to manage dyspnea exists (Ambulatory physician care).

	3. Psychological and Psychiatric Aspects of Care
	Discussion of Emotional or Psychological Needs

Percentage of seriously ill patients receiving specialty palliative care in an acute hospital setting for more than one day or patients enrolled in hospice for more than seven days with chart documentation of a discussion of emotional or psychological needs.

	4. Social Aspects of Care
	None

	5. Spiritual, Religious, and Existential Aspects of Care
	Discussion of Spiritual/Religious Concerns

Percentage of hospice patients with documentation of a discussion of spiritual/religious concerns or documentation that the patient/caregiver/family did not want to discuss.

	6. Cultural Aspects of Care
	None

	7. Care of the Patient at the End of Life
	None

	8. Ethical and Legal Aspects of Care
	Documentation of Surrogate

Percentage of seriously ill patients receiving specialty palliative care in an acute hospital setting for more than one day or patients enrolled in hospice for more than seven days with name and contact information for surrogate decision maker in the chart or documentation that there is no surrogate.

	
	Treatment Preferences

Percentage of seriously ill patients receiving specialty palliative care in an acute hospital setting for more than one day or patients enrolled in hospice for more than seven days with chart documentation of preferences for life-sustaining treatments.

	
	Care Consistency with Documented Care Preferences

If a vulnerable elder has specific treatment preferences (for example, a DNR order, no tube feeding, or no hospital transfer) documented in a medical record, then these treatment preferences should be followed.

	Global Measure
	Although no specific global measure was endorsed by the MWM process, the committee, panels, membership, and stakeholders agreed that patient and/or family assessments of the quality of care are a key part of measuring quality for any setting caring for palliative or hospice patients. Global measures that met the MWM selection criteria are described in Table 3.








7. Quality Indicators for Elderly Surgical Patients (QIESP)

Source McGory ML, Kao KK, Shekelle PG, et al. Developing quality indicators for elderly surgical patients. Ann Surg 2009; 250(2):338-47.

7a. QIESP Measures that Overlap Between Surgery and Palliative Care

	Domain
	#
	Indicators

	Patient-Provider Discussions
	#1 
	IF an elderly patient is undergoing elective or nonelective inpatient surgery, THEN the patient’s decision-making capacity should be assessed prior to obtaining surgical consent with an ability to describe the surgery, potential complications, and alternatives documented in the medical record

	Patient-Provider Discussions
	#2
	If an elderly patient is undergoing elective or nonelective inpatient surgery and does not have the decision-making capacity to sign the surgical consent, then the consent must be signed by the patient’s health care representative or health care proxy

	Patient-Provider Discussions
	#3
	If an elderly patient is undergoing elective or nonelective inpatient surgery, then the following issues should be discussed and documented in the medical record:
· Patient’s priorities and preferences regarding the treatment options (including operative and nonoperative alternatives)
· Operative risks, including complications and mortality
· Functional outcome, including period of disability, time to resume normal function, and likelihood of better or worse function
· Advance directive or living will indicating life-sustaining preferences including mechanical ventilation, cardiopulmonary resuscitation (CPR), hemodialysis, blood transfusion, and permanent enteral feeding
· Advance directive or durable power of attorney for health care indicating the patient’s surrogate decision maker, or discussion of who would be surrogate decision maker, how to search for a surrogate, or indicate that there is no identified surrogate

	Patient-Provider Discussions
	#4
	If an elderly patient undergoes elective or nonelective inpatient surgery and has specific treatment preferences (for example, a do not-resuscitate order or no tube feeding) documented in the medical record, then these treatment preferences should be followed

	Patient-Provider Discussions
	#5
	If an elderly patient is undergoing nonelective inpatient surgery, then the preoperative discussion should include the following options:
· Nonsurgical treatment
· Goals/aggressiveness of care

	Elderly Issues
	#26
	If an elderly patient is undergoing elective or nonelective surgery, then a preoperative note by the operating surgeon should discuss the patient’s risk based on the results of preoperative assessments for elderly issues (e.g., nutrition, cognition, delirium risk, fall risk, etc)

	Postoperative Management
	#16
	If an elderly patient undergoes elective or nonelective inpatient surgery, then pain assessments should be performed with each set of vital signs 

	Postoperative Management
	#17
	If an elderly patient undergoes elective or nonelective inpatient surgery and has a pain score 5, then a management plan should be offered





8. Care and Communication Bundle (CCB)
8a. CCB Measures that Overlap Between Surgery and Palliative Care
None
8b. CCB Measures for Palliative Care Potentially Applicable to Surgical Patients
	#
	Domain
	Measure

	ICU Day 1

	1
	Patient/family-centered decision making

	Medical decision maker:
Percentage of patients with documentation of status of identification of health care proxy (or other appropriate surrogate) 

	2
	Patient/family-centered decision making 
	Advance directive: percentage of patients with documentation of advance directive status 

	3
	Patient/family-centered decision making 
	Resuscitation status: percentage of patients with documentation of resuscitation status 

	4
	Communication 

	Family information leaflet: Percentage of patients whose families received information leaflet from ICU team member 

	5
	Symptom management 
	Regular pain assessment: percentage of 4 hour intervals with documentation of pain assessment 

	6
	Symptom management 
	Optimal pain management: percentage of 4 hour intervals with documented pain score ≤3 on 1–10 scale 

	ICU day 3 

	7
	Emotional and practical support for patients/ families 
	Social work support: percentage of patients with documentation that social work support was offered to the patient/family 

	8
	Spiritual support for patients/ families 
	Spiritual support: percentage of patients with documentation that spiritual support was offered to the patient/family 

	ICU day 5 

	9
	Communication 

	Interdisciplinary family meeting: percentage of patients with documentation of an interdisciplinary meeting with the patient/family 

	10
	Communication 

	Family meeting room: dedicated space for meetings between clinicians and ICU families 




