
Data-Driven Improvement: Metrics Overview
Estefania Rubio, MD, MPH



2



Key Driver Basic Concepts

Desired 
Outcome

SMART AIM

Key Drivers

“Big Changes” or 
concepts

Most likely to 
achieve aim

Aim Primary Drivers

Specific actions

Support primary 
drivers

“Small changes” 
that are testable 

& measurable

Secondary Drivers

Direction of causality

PROCESS 
PRECEDES 
OUTCOME



Health Related Social 
Needs

Primary Key Drivers

Primary Aim:

By June 2025, participating 
hospitals will achieve a 20 % 
increase in discharge readiness 
for NICU infants measured by 

1. Parental technical readiness 
checklist completion 

2. Emotional readiness score 
by parent questionnaire 

Secondary Aim:
By June 2025, participating 
hospitals will achieve a 20% 
increase in the completion of a 
discharge planning tool upon 
discharge home

Aim

Transfer and 
Coordination of Care

Secondary Key Drivers

Family Engagement 
and Preparedness

Assess family needs and connect to resources

Orient caregivers to primary care/medical home

Coordinate referrals to subspecialist/rehabilitation services/ 
mentoring programs

Provide a comprehensive discharge summary to caregivers and 
care team

Family-Centered Care is a universal component of 
every driver & activity

Implement a discharge planning tool starting at admission

Educate caregiver to take ownership of infant care

Engage care team to coach parents on infant care skills needed for 
transition to home

Train and commit to dignity and respect in all family interactions

Direction of causality

PROCESS 
PRECEDES 
OUTCOME
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By 6/2025, participating NICUs will achieve a 20% increase in: 

Completion of a discharge planning tool upon discharge home

Discharge readiness for NICU infants measured by: 
a. Parental technical readiness checklist completion 

b. Emotional readiness score by parent questionnaire

* Baseline will be established with the first quarter of hospital data

AIM



OUTCOME MEASURES
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“Provide feedback on whether changes are having 

the desired impact on patient outcomes.”
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By 6/2025, participating NICUs will achieve a 20% increase in: 

Completion of a discharge planning tool upon discharge home

Discharge readiness for NICU infants measured by: 
a. Parental technical readiness checklist completion 

b. Emotional readiness score by parent questionnaire

* Baseline will be established with the first quarter of hospital data

AIM QI Outcome Measures



PROCESS MEASURES
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Indicate what a provider does to maintain or 

improve health

“Are the parts/steps in the system performing as 

planned?”



STRUCTURAL MEASURES
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“Assesses features of a healthcare organization or 

clinician relevant to its capacity (infrastructure) to 

provide healthcare.”

Policies / Processes / Guidelines



Family Engagement and 
Preparedness

Primary Key Driver

Secondary Drivers

Implement a discharge planning tool starting at 
admission

Educate caregivers to take ownership of infant 
care

Engage care team to coach caregivers on infant 
care skills needed for transition to home

% of infants with a complete technical 

readiness checklist 

% of infants with a complete discharge 

planning tool

% of RNs and providers provided training on 

processes to coach caregivers



Primary Key Driver

Secondary Drivers

Health Related Social Needs

Assess family needs and connect to resources

Train and commit to dignity and respect in all 
family interactions

% of primary caregivers screened for 

HRSN and referred to appropriate services

% of RNs and providers that attended a 

Respectful Care Training since October 2023



Primary Key Driver

Secondary Drivers

Transfer and 
Coordination of Care

Orient caregivers to primary care/medical home

Coordinate referrals to subspecialist/ rehabilitation 
services/mentoring programs

Provide a comprehensive discharge summary to caregivers 
and care team

% of infants whose PCP was identified and a clinician-to-

clinician handoff call took place prior to NICU discharge

% of infants for whom all necessary appointments were 

scheduled prior to discharge

% of infants provided with copies of their Discharge 

Summary and Patient Plan of Care prior to discharge
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PATIENT-LEVEL DATA

Report on up to 20 infants per 

month; 5 per birth weight 

category 

Disaggregate by race, ethnicity, 

insurance type, LOS
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PATIENT-LEVEL DATA

Report aggregate data on SDOH screening and 

referral each month 
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HOSPITAL-LEVEL DATA

❑ Not started

❑ Planning

❑ Started to implement

❑ Implemented

❑ Fully Implemented

Cumulative Percent
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Individual Hospital Levels of Participation are Required by FDOH

Discharge 
Readiness

Key Metric 
Improvement

HB Hospitals will receive a star for each of the metrics
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Data Without Action is Just Numbers on Paper
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Coaching Call

Submit Data

Review Data 
Report

Disseminate and 
Discuss Data 

Report

Identify issues 
PDSA

Coaching Call

Submit Data

Review 
Data Report

Discuss and 
Disseminate 
Data Report

Identify 
opportunities 

*PDSA*

QI REPORTS

• Aim
• Run Charts
• Track Process, Structural, 

and Outcome Measures
• Add your PDSAs

QI MONTHLY CYCLE



IMPORTANT REQUESTS
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❑ Track completion of your hospital’s Data Use Agreement (DUA)

❑ Let us know of any changes in your HB team: data lead resources

❑ Attend the data webinar

❑ Submit your hospital-level data by December

❑ Patient-level data collection starts in January
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HB DATA WEBINAR

• Importance of data for the HB initiative

• Data definitions, inclusion criteria

• Data tools - data collection sheets

• Processes to submit data 

• Review of a sample report 

• Using your report to guide improvement

Date: Tuesday, October 24, 2023
2:00 PM – 03:00 PM EDT



Questions?

erubio1@usf.edu

fpqc@usf.edu

www.fpqc.org

“To improve the health and health care of all Florida mothers & babies”


