Journal of

HOSPITAL MEDICINE

www.journalofhospitalmedicine.com

Transitions of Care Consensus Policy Statement: American College of
Physicians, Society of General Internal Medicine, Society of Hospital
Medicine, American Geriatrics Society, American College of
Emergency Physicians, and Society for Academic

Emergency Medicine

Vincenza Snow, mp' ! American College of Physicians, Philadelphia, Pennsylvania.
Dennis Beck, mp?

Tina Budnitz, wex®
Doriane C. Miller, mo*
Jane Potter, mn®

Robert L. Wears, mp®
Kevin B. Weiss, mp, MpH’
Mark V. Williams, wmp®

2Beacon Medical Services, Aurora, Colorado.

3 Society of Hospital Medicine, Philadelphia, Pennsylvania.
4 University of Chicago Medical Center, Chicago, Illinois.

5 University of Nebraska, Lincoln, Nebraska.

6University of Florida, Gainesville, Florida.

7 American Board of Medical Specialties, Chicago, Illinois.

8 Northwestern University, Chicago, Illinois.

The Transitions of Care Consensus Conference was funded by an unrestricted educational grant from Novo
Nordisk as part of the American College of Physicians Diabetes Initiative and by the Agency for Healthcare
Research and Quality. The funders had no input into the planning, structure, content, participants, or
outcomes of the conference. This article is also being published by the Journal of General Internal Medicine
[Vincenza Snow, Dennis Beck, Tina Budnitz, Doriane C. Miller, Jane Potter, Robert L. Wears, Kevin B. Weiss,
Mark V. Williams. Transitions of Care Consensus Policy Statement American College of Physicians-Society of
General Internal Medicine-Society of Hospital Medicine-American Geriatrics Society-American College of
Emergency Physicians-Society of Academic Emergency Medicine]. J Gen Intern Med 2009 (online in advance of
print).

The Transitions of Care Consensus Conference is described in Appendix A, and conflicts of interest are listed in
Appendix B.

The American College of Physicians, Society of Hospital Medicine, and Society of General Internal Medicine convened a
multi-stakeholder consensus conference in July 2007 to address the quality gaps in the transitions between inpatient and
outpatient settings and to develop consensus standards for these transitions. Over 30 organizations sent representatives to
the Transitions of Care Consensus Conference. Participating organizations included medical specialty societies from internal
medicine as well as family medicine and pediatrics, governmental agencies such as the Agency for Healthcare Research and
Quality and the Centers for Medicare and Medicaid Services, performance measure developers such as the National
Committee for Quality Assurance and the American Medical Association Physician Consortium on Performance
Improvement, nurse associations such as the Visiting Nurse Associations of America and Home Care and Hospice,
pharmacist groups, and patient groups such as the Institute for Family-Centered Care. The Transitions of Care Consensus
Conference made recommendations for standards concerning the transitions between inpatient and outpatient settings for
future implementation. The American College of Physicians, Society of Hospital Medicine, Society of General Internal
Medicine, American Geriatric Society, American College of Emergency Physicians, and Society for Academic Emergency
Medicine all endorsed this document. Journal of Hospital Medicine 2009;4:364-370. © 2009 Society of Hospital Medicine.

KEYWORDS: care standardization, continuity of care transition and discharge planning, patient safety.

Studies of the transition of care between inpatient and out-
patient settings have shown that there are significant patient
safety and quality deficiencies in our current system. The
transition from the hospital setting to the outpatient setting
has been more extensively studied than the transition from
the outpatient setting to the inpatient setting. One prospec-
tive cohort study of 400 patients found that 1 in 5 patients
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discharged from the hospital to home experienced an
adverse event, which was defined as an injury resulting
from medical management rather than the underlying dis-
ease, within 3 weeks of discharge." This study also con-
cluded that 66% of these were drug-related adverse events,
many of which could have been avoided or mitigated.
Another prospective cross-sectional study of 2644 patient



discharges found that approximately 40% of the patients
had pending test results at the time of discharge and that
10% of these required some action, yet the outpatient physi-
cians and patients were unaware of these results.” Medica-
tion discrepancies have also been shown to be prevalent,
with 1 prospective observational study of 375 patients show-
ing that 14% of elderly patients had 1 or more medication
discrepancies and 14% of those patients with medication
discrepancies were rehospitalized within 30 days versus 6%
of the patients who did not experience a medication dis-
crepancy.® A recent review of the literature cited improving
transitional care as a key area of opportunity for improving
postdischarge care®

Lack of communication has clearly been shown to
adversely affect postdischarge care transitions.” A recent
summary of the literature by a Society of Hospital Medicine
(SHM)/Society of General Internal Medicine (SGIM) task
force found that direct communication between hospital
physicians and primary care physicians occurs infrequently
(in 3%-20% of cases studied), and the availability of a dis-
charge summary at the first postdischarge visit is low (12%-
34%) and does not improve greatly even after 4 weeks (51%-
77%); this affects the quality of care in approximately 25%
of follow-up visits.” This systematic review of the literature
also found that discharge summaries often lack important
information such as diagnostic test results, the treatment or
hospital course, discharge medications, test results pending
at discharge, patient or family counseling, and follow-up
plans.

However, the lack of studies of the communication
between ambulatory physicians and hospital physicians
prior to admission or during emergency department (ED)
visits does not imply that this communication is not equally
important and essential to high-quality care. According to
the Centers for Disease Control, the greatest source of hos-
pital admissions in many institutions is the ED. Over
115,000,000 visits were made to the nation’s approximately
4828 EDs in 2005, and about 85.2% of ED visits end in dis-
charge.® The ED is also the point of re-entry into the system
for individuals who may have had an adverse outcome
linked to a prior hospitalization.® Communication between
hospital physicians and primary care physicians must be
established to create a loop of continuous care and diminish
morbidity and mortality at this critical transition point.

While transitions can be a risky period for patient safety,
observational studies suggest there are benefits to transi-
tions. A new physician may notice something overlooked by
the current caregivers.”'? Another factor contributing to the
challenges of care transitions is the lack of a single clinician
or clinical entity taking responsibility for coordination
across the continuum of the patient’s overall healthcare,
regardless of setting.'® Studies indicate that a relationship
with a medical home is associated with better health on
both the individual and population levels, with lower overall
costs of care and with reductions in disparities in health
between socially disadvantaged subpopulations and more

socially advantaged populations.'* Several medical societies
have addressed this issue, including the American College of
Physicians (ACP), SGIM, American Academy of Family
Physicians, and American Academy of Pediatrics, and they
have proposed the concept of the medical home or patient-
centered medical home, which calls for clinicians to assume
this responsibility for coordinating their patients’ care across
settings and for the healthcare system to value and reim-
burse clinicians for this patient-centered and comprehen-
sive method of practice.'>”

Finally, patients and their families or caregivers have an
important role to play in transitions of care. Several obser-
vational and cross-sectional studies have shown that
patients and their caregivers and families express significant
feelings of anxiety during care transitions. This anxiety can
be caused by a lack of understanding and preparation for
their self-care role in the next care setting, confusion due to
conflicting advice from different practitioners, and a sense
of abandonment attributable to the inability to contact an
appropriate healthcare practitioner for guidance, and they
report an overall disregard for their preferences and input
into the design of the care plan.'®?° Clearly, there is room
for improvement in all these areas of the inpatient and out-
patient care transition, and the Transitions of Care Consen-
sus Conference (TOCCC) attempted to address these areas
by developing standards for the transition of care that also
harmonize with the work of the Stepping up to the Plate
(SUTTP) Alliance of the American Board of Internal Medi-
cine (ABIM) Foundation.”® In addition, other important
stakeholders are addressing this topic and actively working
to improve communication and continuity in care, includ-
ing the Centers for Medicare and Medicaid Services (CMS)
and the National Quality Forum (NQF). CMS recently devel-
oped the Continuity Assessment Record & Evaluation
(CARE) tool, a data collection instrument designed to be a
standardized, interoperable, common assessment tool to
capture key patient characteristics that will provide informa-
tion related to resource utilization, clinical outcomes, and
postdischarge disposition. NQF held a national forum on
care coordination in the spring of 2008.

In summary, it is clear that there are qualitative and
quantitative deficiencies in transitions of care between the
inpatient and outpatient setting that are affecting patient
safety and experience with care. The transition from the
inpatient setting to the outpatient setting has been more
extensively studied, and this body of literature has under-
scored for the TOCCC several important areas in need of
guidance and improvement. Because of this, the scope of
application of this document should initially emphasize
inpatient-to-outpatient transitions as a first step in learning
how to improve these processes. However, the transition
from the outpatient setting to the inpatient setting also is a
clear priority. Because the needs for transfer of information,
authority, and responsibility may be different in these situa-
tions, a second phase of additional work to develop princi-
ples to guide these transitions should be undertaken as
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quickly as possible. Experience gained in applying these
principles to inpatient-to-outpatient transitions might use-
fully inform such work.

Communication among providers and with the patients
and their families arose as a clear priority. Medication dis-
crepancies, pending tests, and unknown diagnostic or treat-
ment plans have an immediate impact on patients’ health
and outcomes. The TOCCC discussed what elements should
be among the standard pieces of information exchanged
among providers during these transition points. The dire
need for coordination of care or a coordinating clinician/
medical home became a clear theme in the deliberations of
the TOCCC. Most importantly, the role of the patients and
their families/caregivers in their continuing care is apparent,
and the TOCCC felt this must be an integral part of any
principles or standards for transitions of care.

Methods

In the fall/winter of 2006, the executive committees of ACP,
SGIM, and SHM agreed to jointly develop a policy statement
on transitions of care. Transitions of care specifically
between the inpatient and outpatient settings were selected
as an ideal topic for collaboration for the 3 societies as they
represent the continuum of care for internal medicine
within these settings. To accomplish this, the 3 organiza-
tions decided to convene a consensus conference to develop
consensus guidelines and standards concerning transitions
between inpatient and outpatient settings through a multi-
stakeholder process. A steering committee was convened
with representatives from ACP, SGIM, SHM, the Agency for
Healthcare Research and Quality (AHRQ), ABIM, and the
American Geriatric Society (AGS). The steering committee
developed the agenda and invitee list for the consensus con-
ference. After the conference was held, the steering commit-
tee was expanded to include representation from the Ameri-
can College of Emergency Physicians (ACEP) and the
Society for Academic Emergency Medicine (SAEM).

During the planning stages of the TOCCC, the steering
committee became aware of the SUTTP Alliance of the
ABIM Foundation. The SUTTP Alliance has representation
from medical specialties such as internal medicine and its
subspecialties, family medicine, and surgery. The alliance
was formed in 2006 and has been working on care coordi-
nation across multiple settings and specialties. The SUTTP
Alliance had developed a set of principles and standards for
care transitions and agreed to provide the draft document
to the TOCCC for review, input, and further development
and refinement.

Recommendations on Principles and Standards for
Managing Transitions in Care Between the Inpatient

and Outpatient Settings from ACP, SGIM, SHM, AGS,

ACEP, and SAEM

The SUTTP Alliance presented a draft document entitled
“Principles and Standards for Managing Transitions in
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Care.” In this document, the SUTTP Alliance proposes 5
principles and 8 standards for effective care transitions. A
key element of the conference was a presentation by NQF
on how to move from principles to standards and eventually
to measures. This presentation provided the TOCCC with
the theoretical underpinnings for the discussion of these
principles and standards and how the TOCCC would pro-
vide input on them. The presentation provided an outline
for the flow from principles to measures. First, there needs
to be a framework that provides guiding principles for what
we would like to measure and eventually report. From those
principles, a set of preferred practices or standards are
developed; the standards are more granular and allow for
more specificity in describing the desired practice or out-
come and its elements. Standards then provide a roadmap
for identification and development of performance meas-
ures. With this framework in mind, the TOCCC then dis-
cussed in detail the SUTTP principles and standards.

The 5 principles for effective care transitions developed
by the SUTTP Alliance are as follows:

* Accountability.

* Communication: clear and direct communication of treat-
ment plans and follow-up expectations.

» Timely feedback and feed-forward of information.

* Involvement of the patient and family member, unless
inappropriate, in all steps.

* Respect of the hub of coordination of care.

The TOCCC re-affirmed these principles and added 4
additional principles to this list. Three of the “new” princi-
ples were statements within the 8 standards developed by
the SUTTP, but when taking into consideration the frame-
work for the development of principles into standards, the
TOCCC felt that the statements were better represented as
principles. They are as follows:

 All patients and their families/caregivers should have and
should be able to identify their medical home or coordi-
nating clinician (ie, practice or practitioner). (This was
originally part of the coordinating clinicians standard, and
the TOCCC voted to elevate this to a principle).

* At every point along the transition, the patients and/or
their families/caregivers need to know who is responsible
for care at that point and who to contact and how.

* National standards should be established for transitions in
care and should be adopted and implemented at the
national and community level through public health insti-
tutions, national accreditation bodies, medical societies,
medical institutions, and so forth in order to improve
patient outcomes and patient safety. (This was originally
part of the SUTTP community standards standard, and
the TOCCC moved to elevate this to a principle).

* For monitoring and improving transitions, standardized
metrics related to these standards should be used in order
to lead to continuous quality improvement and account-
ability. (This was originally part of the measurement



standard, and the TOCCC voted to elevate this to a
principle).

The SUTTP Alliance proposed the following 8 standards

for care transitions:

Coordinating clinicians.

Care plans.

Communication infrastructure.
Standard communication formats.
Transition responsibility.
Timeliness.

Community standards.
Measurement.

The TOCCC affirmed these standards and through a con-

sensus process added more specificity to most of them and
elevated components of some of them to principles, as dis-
cussed previously. The TOCCC proposes that the following
be merged with the SUTTP standards:

Coordinating clinicians. Communication and information
exchange between the medical home and the receiving
provider should occur in an amount of time that will
allow the receiving provider to effectively treat the patient.
This communication and information exchange should
ideally occur whenever patients are at a transition of care
(eg, at discharge from the inpatient setting). The timeli-
ness of this communication should be consistent with the
patient’s clinical presentation and, in the case of a patient
being discharged, the urgency of the follow-up required.
Guidelines will need to be developed that address both
the timeliness and means of communication between the
discharging physician and the medical home. Communi-
cation and information exchange between the medical
home and other physicians may be in the form of a call,
voice mail, fax, or other secure, private, and accessible
means including mutual access to an electronic health
record.The ED represents a unique subset of transitions of
care. The potential transition can generally be described
as outpatient to outpatient or outpatient to inpatient,
depending on whether or not the patient is admitted to
the hospital. The outpatient-to-outpatient transition can
also encompass a number of potential variations. Patients
with a medical home may be referred to the ED by the
medical home, or they may self-refer. A significant num-
ber of patients do not have a physician and self-refer to
the ED. The disposition from the ED, either outpatient to
outpatient or outpatient to inpatient, is similarly repre-
sented by a number of variables. Discharged patients may
or may not have a medical home, may or may not need a
specialist, and may or may not require urgent (<24 hours)
follow-up. Admitted patients may or may not have a med-
ical home and may or may not require specialty care. This
variety of variables precludes a single approach to ED
transition of care coordination. The determination of
which scenarios will be appropriate for the development

of standards (coordinating clinicians and transition
responsibility) will require further contributions from
ACEP and SAEM and review by the steering committee.

e Care plans/transition record. The TOCCC also agreed

that there is a minimal set of data elements that should
always be part of the transition record. The TOCCC sug-
gested that this minimal data set be part of an initial
implementation of this standard. That list includes the
following:

— Principle diagnosis and problem list.

— Medication list (reconciliation) including over-the-
counter medications/herbals, allergies, and drug
interactions.

— Clear identification of the medical home/transferring
coordinating physician/institution and the contact
information.

— Patient’s cognitive status.

— Test results/pending results.

The TOCCC discussed what components should be
included in an ideal transition record and agreed on the
following elements:

— Principle diagnosis and problem list.

— Medication list (reconciliation) including over-the-
counter medications/herbals, allergies, and drug
interactions.

— Emergency plan and contact number and person.

— Treatment and diagnostic plan.

— Prognosis and goals of care.

— Test results/pending results.

— Clear identification of the medical home and/or trans-
ferring coordinating physician/institution.

— Patient’s cognitive status.

— Advance directives, power of attorney, and consent.

— Planned interventions, durable medical equipment,
wound care, and so forth.

- Assessment of caregiver status.

The TOCCC also added a new standard under this head-
ing: Patients and/or their families/caregivers must receive,
understand, and be encouraged to participate in the de-
velopment of the transition record, which should take into
consideration patients’ health literacy and insurance sta-
tus and be culturally sensitive.

Communication infrastructure. All communications bet-
ween providers and between providers and patients and
families/caregivers need to be secure, private, Health Insur-
ance Portability and Accountability Act-compliant, and ac-
cessible to patients and those practitioners who care for
them. Communication needs to be 2-way with an opportu-
nity for clarification and feedback. Each sending provider
needs to provide a contact name and the number of an
individual who can respond to questions or concerns. The
content of transferred information needs to include a core
standardized data set. This information needs to be trans-
ferred as a living database; that is, it is created only once,
and then each subsequent provider only needs to update,
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validate, or modify the information. Patient information
should be available to the provider prior to the patient’s ar-
rival. Information transfer needs to adhere to national data
standards. Patients should be provided with a medication
list that is accessible (paper or electronic), clear, and dated.

* Standard communication formats. Communities need to
develop standard data transfer forms (templates and
transmission protocols). Access to a patient’s medical his-
tory needs to be on a current and ongoing basis with the
ability to modify information as a patient’s condition
changes. Patients, families, and caregivers should have
access to their information (“nothing about me without
me”). A section on the transfer record should be devoted
to communicating a patient’s preferences, priorities, goals,
and values (eg, the patient does not want intubation).

Transition responsibility. The sending provider/institution/

team at the clinical organization maintains responsibility

for the care of the patient until the receiving clinician/
location confirms that the transfer and assumption of
responsibility is complete (within a reasonable timeframe
for the receiving clinician to receive the information; ie,
transfers that occur in the middle of the night can be
communicated during standard working hours). The send-
ing provider should be available for clarification with
issues of care within a reasonable timeframe after the
transfer has been completed, and this timeframe should
be based on the conditions of the transfer settings. The
patient should be able to identify the responsible provider.

In the case of patients who do not have an ongoing am-

bulatory care provider or whose ambulatory care provider

has not assumed responsibility, the hospital-based clini-
cians will not be required to assume responsibility for the
care of these patients once they are discharged.

* Timeliness. Timeliness of feedback and feed-forward of in-
formation from a sending provider to a receiving provider
should be contingent on 4 factors:

— Transition settings.

— Patient circumstances.

— Level of acuity.

— Clear transition responsibility.
This information should be available at the time of the
patient encounter.

e Community standards. Medical communities/institutions
must demonstrate accountability for transitions of care by
adopting national standards, and processes should be
established to promote effective transitions of care.

* Measurement. For monitoring and improving transitions,
standardized metrics related to these standards should be

used. These metrics/measures should be evidence-based,
address documented gaps, and have a demonstrated
impact on improving care (complying with performance
measure standards) whenever feasible. Results from meas-
urements using standardized metrics must lead to contin-
uous improvement of the transition process. The validity,
reliability, cost, and impact, including unintended conse-
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quences, of these measures should be assessed and re-
evaluated.

All these standards should be applied with special atten-
tion to the various transition settings and should be appro-
priate to each transition setting. Measure developers will
need to take this into account when developing measures
based on these proposed standards.

The TOCCC also went through a consensus prioritization
exercise to rank-order the consensus standards. All meeting
participants were asked to rank their top 3 priorities of the 7
standards, giving a numeric score of 1 for their highest pri-
ority, a score of 2 for their second highest priority, and a
score of 3 for their third highest priority. Summary scores
were calculated, and the standards were rank-ordered from
the lowest summary score to the highest. The TOCCC recog-
nizes that full implementation of all of these standards may
not be feasible and that these standards may be imple-
mented on a stepped or incremental basis. This prioritiza-
tion can assist in deciding which of these to implement.
The results of the prioritization exercise are as follows:

. All transitions must include a transition record

. Transition responsibility

. Coordinating clinicians

. Patient and family involvement and ownership of the
transition record

. Communication infrastructure

. Timeliness

7. Community standards

W N =

[e2 I

Future Challenges

In addition to the work on the principles and standards, the
TOCCC uncovered six further challenges which are described
below.

Electronic Health Record

There was disagreement in the group concerning the extent
to which electronic health records would resolve the existing
issues involved in poor transfers of care. However, the group
did concur that: established transition standards should not
be contingent upon the existence of an electronic health re-
cord and some universally, nationally-defined set of core
transfer information should be the short-term target of
efforts to establish electronic transfers of information

Use of a Transition Record

There should be a core data set (much smaller than a com-
plete health record or discharge summary) that goes to the
patient and the receiving provider, and this data set should
include items in the core record described previously.

Medical Home

There was a lot of discussion about the benefits and chal-
lenges of establishing a medical home and inculcating the
concept into delivery and payment structures. The group



was favorable to the concept; however, since the medical
home is not yet a nationally defined standard, care transi-
tion standards should not be contingent upon the existence
of a medical home. Wording of future standards should use
a general term for the clinician coordinating care across
sites in addition to the term medical home. Using both
terms will acknowledge the movement toward the medical
home without requiring adoption of medical home practices
to refine and implement quality measures for care
transitions.

Pay for Performance

The group strongly agreed that behaviors and clinical prac-
tices are influenced by payment structures. Therefore, they
agreed that a new principle should be established to advo-
cate for changes in reimbursement practices to reward safe,
complete transfers of information and care. However, the
development of standards and measures should move for-
ward on the basis of the current reimbursement practices
and without assumptions of future changes.

Underserved/Disadvantaged Populations

Care transition standards and measures should be the same
for all economic groups with careful attention that lower
socioeconomic groups are not forgotten or unintentionally
disadvantaged, including the potential for “cherry-picking”.
It should be noted that underserved populations may not
always have a medical home because of their disadvantaged
access to the health system and providers. Moreover, clini-
cians who care for underserved/disadvantaged populations
should not be penalized by standards that assume continu-
ous clinical care and ongoing relationships with patients
who may access the health system only sporadically.

Need for Patient-Centered Approaches

The group agreed that across all principles and standards
previously established by the SUTTP coalition, greater em-
phasis is needed on patient-centered approaches to care
including, but not limited to, the inclusion of patient and
families in care and transition planning, greater access to
medical records, and the need for education at the time of
discharge regarding self-care and core transfer information.

Next Steps for the TOCCC

The TOCCC focuses only on the transitions between the
inpatient and outpatient settings and does not address the
equally important transitions between many other different
care settings, such as the transition from a hospital to a
nursing home or rehabilitation facility. The intent of the
TOCCC is to provide this document to national measure
developers such as the Physician Consortium for Perform-
ance Improvement and others in order to guide measure de-
velopment and ultimately lead to improvements in quality
and safety in care transitions.

Appendix A: Conference Description
The TOCCC was held over 2 days on July 11 to 12, 2007 at
ACP headquarters in Philadelphia, PA. There were 51 partici-
pants representing over 30 organizations. Participating organi-
zations included medical specialty societies from internal
medicine as well as family medicine and pediatrics, govern-
mental agencies such as AHRQ and CMS, performance mea-
sure developers such as the National Committee for Quality
Assurance and the American Medical Association Physician
Consortium on Performance Improvement, nurse associa-
tions such as the Visiting Nurse Associations of America and
Home Care and Hospice, pharmacist groups, and patient
groups such as the Institute for Family-Centered Care. The
morning of the first day was dedicated to presentations cov-
ering the AHRQ Stanford Evidence-Based Practice Center’s
evidence report on care coordination, the literature concern-
ing transitions of care, the continuum of measurement from
principles to standards to measures, and the SUTTP docu-
ment of principles. The attendees then split into breakout
groups that discussed the principles and standards developed
by the SUTTP and refined and/or revised them. All discus-
sions were summarized and agreed on by consensus and
were presented by the breakout groups to the full conference
attendees. The second day was dedicated to reviewing the
work of the breakout groups and further refinement of the
principles and standards through a group consensus process.
Once this was completed, the attendees then prioritized the
standards with a group consensus voting process. Each
attendee was given 1 vote, and each attendee attached a rat-
ing of 1 for highest priority and 3 for lowest priority to the
standards. The summary scores were then calculated, and
the standards were then ranked from those summary scores.
The final activity of the conference was to discuss some of
the overarching themes and environmental factors that could
influence the acceptance, endorsement, and implementation
of the standards developed. The TOCCC adjourned with the
tasks of forwarding its conclusions to the SUTTP Alliance and
developing a policy document to be reviewed by other stake-
holders not well represented at the conference. Two such piv-
otal organizations were ACEP and SAEM, which were added
to the steering committee after the conference. Subsequently,
ACP, SGIM, SHM, AGS, ACEP and SAEM approved the sum-
mary document, and they will forward it to the other partici-
pating organizations for possible endorsement and to
national developers of measures and standards for use in
performance measurement development.
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