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Foreword 
 

It is with immense pride and anticipation that we present the ‘User 
Guideline on Key Performance Indicators for the National Traditional 
Medicine Hospital.’ This comprehensive guideline serves as a vital tool for 
measuring and improving the performance of our services, ensuring 
alignment with our mission to deliver exceptional traditional healthcare. 
 

KPIs play an indispensable role in monitoring progress, identifying areas 
for improvement, and fostering continuous enhancement of services. This 
user guideline has been meticulously developed to establish a transparent 
and accountable framework that upholds the hospital's core values while 
prioritising patient satisfaction and quality care. 
 

The creation of this guideline reflects the collective efforts, dedication and 
shared vision of all stakeholders involved. It symbolises our unwavering 
commitment to excellence and our determination to ensure that every 
aspect of our services meets the highest standards. We are confident that 
this guideline will serve as an invaluable resource in advancing the 
hospital’s mission and vision. 
 

We strongly encourage all departments, staff and collaborators to adopt 
the KPIs outlined in this guideline. By doing so, we can collectively achieve 
our organisational objectives, sustain a culture of continuous improvement 
and honour the rich heritage of traditional medicine. 
 

We hope this user guideline proves both practical and inspiring, 
empowering you to track progress, contribute to the hospital's success and 
foster your professional development. Together, let us embark on this 
journey toward excellence and uphold the legacy of traditional medicine 
with pride and integrity. 
 
 
 
 
 
(Pemba Wangchuk)      
     Secretary       

             29th December 2025 
                      Thimphu 
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Background 
Bhutanese Traditional Medicine constitutes an integral component of the 
national healthcare system. It is provided as a state-funded service in 
accordance with the Constitution of the Kingdom of Bhutan. Delivered 
through the country’s three-tier healthcare structure, TMS complement 
allopathic healthcare by offering holistic, patient-centred approaches that 
emphasise balance, prevention and the integration of physical, mental, social 
and spiritual well-being. These services encompass clinical consultations, 
therapeutic interventions, and the provision of traditional medicines, ensuring 
accessibility and continuity of care across the country. 
The National Traditional Medicine Hospital in Thimphu functions as the apex 
hospital for TMS, serving as a centre of excellence for clinical service delivery, 
training, research and referral. The hospital provides both inpatient and 
outpatient services, including a wide range of invasive and non-invasive 
therapies that adhere to traditional principles while responding to 
contemporary healthcare needs. In recent years, NTMH has demonstrated 
notable improvements in the quality and safety of service delivery through 
the systematic adoption of national and international standards, reflecting 
Bhutan’s commitment to strengthening governance, patient safety, and 
service effectiveness within TM.  
The Health Service Quality Assurance Division of the Ministry of Health has 
been instrumental in cultivating a culture of quality and accountability within 
BTMS. Through the provision of human resource development initiatives, 
financial investments and technical guidance, HSQAD has supported the 
integration of quality improvement principles across service delivery points.  
Despite these advances, persistent challenges remain in relation to 
performance measurement and monitoring. Existing KPIs and monitoring 
frameworks, largely adapted from the Bhutan Health Service Quality 
Assurance standards, do not sufficiently capture the distinct characteristics, 
processes and outcomes inherent to TM practice. As a result, systematic 
documentation, performance evaluation and service standardisation have 
been constrained, limiting the ability to generate evidence for continuous 
quality improvement and informed decision-making. 
In response to these gaps, the User Guideline on Key Performance Indicators 
for NTMH has been developed. This guideline provides a structured set of 
KPIs specifically tailored to the context of BTMS, enabling more accurate 
measurement of service performance while aligning with contemporary 
healthcare quality standards. The guideline is intended not only to support 
NTMH in achieving its service delivery targets but also to serve as a reference 
for TM Units nationwide by promoting shared learning, consistency, and the 
dissemination of best practices.  
The integration of these tailored KPIs into the practice of gSowa Rigpa 
represents a significant step toward harmonising Traditional Medical wisdom 
with modern quality assurance frameworks. By strengthening accountability, 
enhancing transparency, and fostering a culture of continuous improvement, 
the guideline contributes to the sustained advancement of Bhutanese 
Traditional Medicine services and their role within the national health system. 
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TM KPI-1 (BHSQA KPI-2): Time for Initial Assessment of Indoor 
Patients 

Elements Details 

Definition 
The time begins when the patient arrives at the 
designated bed in the ward and ends when the 
assessment is completed by the Drungtsho. 

Formula 

Total time taken for the initial assessment of   
inpatients in a month 

Total number of in-patients sampled in

 that month

𝑋100 

Unit Minutes 

Target ≤45 minutes 

Sample Size 
For HCCs with < 20 patients/day:100% 

For HCCs with ≥ 20 patients/day: 1st 570 patients 

Area of Data 
Collection 

Inpatient department 

Frequency of 
Data Collection 

Monthly 

Concerned 
official 

The IPD in-charge shall submit the report or data to 
the QFP per pre-defined frequency. The concerned 
HOD must ensure that this report is submitted. 

Data Source ePIS/Register/Google Sheet maintained in Wards 

Remarks 

The average time should be reviewed by the HCC to 
see if this has impacted clinical care and outcomes. 
The outlier: those taking more than 20% of the 
average time shall be audited. The HCC shall make an 
effort to keep this measure at low levels. Outdoor 
patients shall not be included. 

References 
Bhati, 2021; NABH, 2015; Ahmad, Khairatul and 
Farnaza, 2017. 

Sample calculation: 
The total number of in-patients in a month: 5 (< 20 patients’ admission per 
day) 
 

Total time taken for initial assessment of 5 in-patients after arriving at the 
ward bed: 50 minutes (10 min for 1st patient, 15 minutes for 2nd patient, 8 
minutes for 3rd patient, etc.) 
 

𝑇𝑖𝑚𝑒 𝑡𝑎𝑘𝑒𝑛 𝑓𝑜𝑟 𝑖𝑛𝑖𝑡𝑖𝑎𝑙 𝑎𝑠𝑠𝑒𝑠𝑠𝑚𝑒𝑛𝑡 𝑜𝑓 𝑖𝑛-𝑝𝑎𝑡𝑖𝑒𝑛𝑡: 
 

𝟓𝟎

𝟓
× 𝟏𝟎𝟎 = 𝟏𝟎. 𝟎𝟎 𝑴𝒊𝒏𝒖𝒕𝒆𝒔 

 

Calculation using NABH recommended sample size: Not applicable. 
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TM KPI-2 (BHSQA KPI-3): Percentage of Cases (In-Patient) 
Wherein Care Plan with Desired Outcome is Documented and 

Countersigned by the Drungtsho 

Elements  Details  

Definition 

The focus of a care plan is to facilitate standardised, 
evidence-based and holistic care. It includes the 
following components: assessment, diagnosis, 
interventions and evaluation. The desired outcome 
includes curative, preventive and rehabilitative. 

Formula  
Number of inpatient cases wherein the care plan 

with the desired outcome documented in 6 months  
Total number of inpatients sampled in those months

× 100 

Unit Percentage  

Target >90%* 

Sample Size 
For HCCs with < 20 patients/day:100% 
For HCCs with ≥ 20 patients/day: 1st 570 patients 

Area of Data 
Collection 

Inpatient department   

Frequency of 
Data Collection 

Monthly  

Concerned 
official  

The IPD in-charge shall submit the report or 
data to the QFP per pre-defined frequency. The 
concerned HOD must ensure that this report is 
submitted. 

Data Source ePIS/Patient history sheet 

Remarks  

The indicator shall be captured during the stay of the 
patient and not from the medical record department. 
The sampling base shall be patients who have 
completed 24 hours of stay in the hospital. Data 
capturing is done every month, while reporting is 
done on a 6-month basis. 

References 
Bhati, 2021; NABH, 2015; Ahmad, Khairatul and 
Farnaza, 2017 

Sample calculation: 
Total number of inpatients in 6 months: 5 (< 20 admissions per day) 
 

The total number of inpatient cases wherein the care plan with the 
desired outcome is documented in those months: 3 

𝑃𝑒𝑟𝑐𝑒𝑛𝑡𝑎𝑔𝑒 𝑜𝑓 𝑐𝑎𝑠𝑒𝑠 (𝑖𝑛𝑝𝑎𝑡𝑖𝑒𝑛𝑡) 𝑤ℎ𝑒𝑟𝑒𝑖𝑛 𝑡ℎ𝑒 𝑐𝑎𝑟𝑒 𝑝𝑙𝑎𝑛 𝑤𝑖𝑡ℎ 𝑡ℎ𝑒 𝑑𝑒𝑠𝑖𝑟𝑒𝑑 

𝑜𝑢𝑡𝑐𝑜𝑚𝑒 𝑖𝑠 𝑑𝑜𝑐𝑢𝑚𝑒𝑛𝑡𝑒𝑑 𝑎𝑛𝑑 𝑐𝑜𝑢𝑛𝑡𝑒𝑟𝑠𝑖𝑔𝑛𝑒𝑑: 

 
𝟑

𝟓
× 𝟏𝟎𝟎 = 𝟔𝟎. 𝟎𝟎% 

 

Calculation using NABH recommended sample size: Not applicable. 
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TM KPI-3 (BHSQA KPI-4): Percentage of Cases (In-Patient) 
Wherein Screening for Nutritional Needs Has Been Done 

Elements  Details  

Definition 

The patient's nutritional needs (in the context of 
TM) should be assessed at the initial meeting. The 
best practice is to do this screening as part of a 
patient's admission or first assessment and to 
complete it within the first 24 hours after arriving in 
a care setting. 

Formula  
Number of inpatient cases in a months screened for 

nutritional need  
Total number of inpatients in that month 

× 100 

Unit Percentage  

Target >90%* 

Sample Size 
For HCCs with < 20 patients/day:100% 
For HCCs with ≥ 20 patients/day: 1st 570 patients 

Area of Data 
Collection 

Inpatient department   

Frequency of 
Data Collection 

Monthly 

Concerned 
official  

The IPD in-charge shall submit the report or data 
to the QFP per pre-defined frequency. The 
concerned HOD must ensure that this report is 
submitted. 

Data Source 
Nutritional Assessment Form in the Nursing 
Assessment Form (ePIS). 

Remarks  

The indicator shall be captured during the stay of the 
patient and not from the medical record department. 
The sampling base shall be patients who have 
completed 24 hours of stay in the hospital. However, 
immediate correction is to be initiated when gaps are 
seen on a real-time basis. 

References NABH, 2015 

Sample calculation: 
Total number of in-patients in that month: 10 (< 20 admissions per day) 
 

The total number of in-patient cases screened for nutritional need in 6 
months: 3 
 

𝑃𝑒𝑟𝑐𝑒𝑛𝑡𝑎𝑔𝑒 𝑜𝑓 𝑐𝑎𝑠𝑒𝑠 (𝑖𝑛𝑝𝑎𝑡𝑖𝑒𝑛𝑡) 𝑤ℎ𝑒𝑟𝑒𝑖𝑛 𝑠𝑐𝑟𝑒𝑒𝑛𝑖𝑛𝑔 𝑓𝑜𝑟 𝑛𝑢𝑡𝑟𝑖𝑡𝑖𝑜𝑛𝑎𝑙 𝑛𝑒𝑒𝑑𝑠 

ℎ𝑎𝑣𝑒 𝑏𝑒𝑒𝑛 𝑑𝑜𝑛𝑒: 
𝟑

𝟏𝟎
× 𝟏𝟎𝟎 = 𝟑𝟎. 𝟎𝟎% 

 

Calculation using NABH recommended sample size: Not applicable. 
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TM KPI-4 (BHSQA KPI-5): Percentage of Cases Wherein Nursing 
Care Plan is Documented 

Elements  Details  

Definition 
Nursing care plans shall be formulated based 
on the nursing assessment performed at the time 
of admission. 

Formula  

Number of inpatient cases in a month wherein 
nursing care plan is documented

Total number of inpatients sampled in that month
X100 

Unit Percentage  

Target >90%* 

Sample Size 
For HCCs with < 20 patients/day:100% 
For HCCs with ≥ 20 patients/day: 1st 570 patients 

Area of Data 
Collection 

Inpatient department. 

Frequency of 
Data Collection 

Monthly 

Concerned 
official  

The IPD in-charge shall submit the report or data 
to the QFP per pre-defined frequency. The 
concerned HOD must ensure that this report is 
submitted. 

Data Source Nursing Care Plan (ePIS/Nursing Care Plan form). 

Remarks  

The indicator shall be captured during the stay of the 
patients and not from the medical record 
department. The sample shall be patients who have 
completed 24 hours of stay.   

References NABH, 2015. 

Sample calculation: 
The total number of in-patient cases wherein the nursing care plan is 
documented in a month: 400 
 

Total number of in-patients sampled from that month: 1st 570 patients 
(total admission 4000, i.e ≥ 20 patients/day) 

𝑃𝑒𝑟𝑐𝑒𝑛𝑡𝑎𝑔𝑒 𝑜𝑓 𝑐𝑎𝑠𝑒𝑠 (𝑖𝑛𝑝𝑎𝑡𝑖𝑒𝑛𝑡) 𝑤ℎ𝑒𝑟𝑒𝑖𝑛 𝑡ℎ𝑒 𝑛𝑢𝑟𝑠𝑖𝑛𝑔 𝑐𝑎𝑟𝑒 𝑝𝑙𝑎𝑛 𝑖𝑠 

𝑑𝑜𝑐𝑢𝑚𝑒𝑛𝑡𝑒𝑑: 

𝟒𝟎𝟎

𝟓𝟕𝟎
× 𝟏𝟎𝟎 = 𝟕𝟎. 𝟏𝟖% 

 

Calculation using NABH recommended sample size: Not applicable. 
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TM KPI-5 (BHSQA KPI-16): Medication Error Rate (In-patient) 

Elements  Details  

Definition 
A medication error is any preventable event that may 
cause or lead to inappropriate medication use or harm to 
a patient. 

Formula   

The total number of in − patient medication 
errors observed in a month    

Total number of inpatient days in that month
X1000 

Unit Per 1000 patient days  

Target 0 per 1000 patient days   

Sample Size 100% 

Area of Data 
Collection 

Inpatient department.   

Frequency of 
Data Collection 

Monthly 

Concerned 
official  

The IPD in-charge shall submit the report or data to the 
QFP per pre-defined frequency. The concerned HOD 
must ensure that this report is submitted. 

Data Source Incident report/ soft copy 

Remarks  

The methodology to capture medication errors is per the 
NABH recommendation. If possible, medication errors 
can be divided into administration errors, dispensing 
errors, dose errors, etc. 

References 
Bhati, 2021; Bakar, Rahman and Nujid, 2013; NABH, 
2015; Anand R, Krishnankutty, Ramakrishnan and VC, 
2018. 

Sample calculation: 
The total number of in-patient medication errors observed in the month:3 
(e.g., wrong drugs prescribed for 1 patient, wrong medicine dispensed to 1 
patient, wrong dose prescribed to one patient due to negligence). 

 

The total number of in-patients days: 500 

𝑀𝑒𝑑𝑖𝑐𝑎𝑡𝑖𝑜𝑛 𝑒𝑟𝑟𝑜𝑟 𝑟𝑎𝑡𝑒 (𝑖𝑛-𝑝𝑎𝑡𝑖𝑒𝑛𝑡):𝑀𝑒𝑑𝑖𝑐𝑎𝑡𝑖𝑜𝑛 𝑒𝑟𝑟𝑜𝑟 𝑟𝑎𝑡𝑒 (𝑖𝑛-𝑝𝑎𝑡𝑖𝑒𝑛𝑡): 

𝟑

𝟓𝟎𝟎
× 𝟏𝟎𝟎𝟎 = 𝟔. 𝟎𝟎 𝒑𝒆𝒓 𝟏𝟎𝟎𝟎 𝒊𝒏 − 𝒑𝒂𝒕𝒊𝒆𝒏𝒕 𝒅𝒂𝒚𝒔 

 

Calculation using NABH recommended sample size: Not applicable. 
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TM KPI-6 (BHSQA KPI-18): Percentage of Patients Who 
Developed Adverse Drug Reaction(s) 

Elements  Details  

Definition 

A response to a drug which is noxious and 
unintended, and which occurs at doses normally 
used in patients for prophylaxis, diagnosis, or 
therapy of disease or the modification of 
physiologic function. 

Formula  

Number of cases  who developed adverse 

drug reaction (s) in a month  
Total number of patients in that month   

 

× 100 

Unit Percentage  

Target <5%   

Sample Size Not applicable 

Area of Data 
Collection 

Inpatient and Outpatient Department 

Frequency of Data 
Collection 

Monthly 

Concerned official  

Pharmacy in-charge / relevant officials shall 
submit the report to the QFP per pre-defined 
frequency. The concerned HOD must ensure 
that this report is submitted. 

Data Source Adverse Drug Reaction (ADR) report 

Remarks 

Adverse drug reactions and medication errors shall 
not overlap. Discharges include DAMA and 
abscond. To report all ADR irrespective of 
severity/degree. 

References 
Bhati, 2021; NABH, 2015; WHO, 2021; Bouvy, De 
Bruin and Koopmanschap, 2015 

Sample Calculation:  
The total number of adverse drug reactions encountered in a month: 3 
 

The total number of inpatients in that month: 16 
 

𝑃𝑒𝑟𝑐𝑒𝑛𝑡𝑎𝑔𝑒 𝑜𝑓 𝑖𝑛𝑝𝑎𝑡𝑖𝑒𝑛𝑡𝑠 𝑤ℎ𝑜 𝑑𝑒𝑣𝑒𝑙𝑜𝑝𝑒𝑑 𝑎𝑑𝑣𝑒𝑟𝑠𝑒 𝑑𝑟𝑢𝑔 𝑟𝑒𝑎𝑐𝑡𝑖𝑜𝑛 (𝑠): 
𝟑

𝟏𝟔
× 𝟏𝟎𝟎 = 𝟏𝟖. 𝟕𝟓% 

 

Calculation using NABH recommended sample size: Not applicable. 
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TM KPI -7 (BHSQA KPI-17): Percentage of Prescriptions 
(Including Medication Chart) with Error-Prone Abbreviations 

Elements  Details  

Definition 
The use of abbreviations on the prescription, 
including medication chart, which are not listed 
in the pre-defined acceptable abbreviation list.   

Formula  

𝑁𝑢𝑚𝑏𝑒𝑟 𝑜𝑓 𝑚𝑒𝑑𝑖𝑐𝑎𝑡𝑖𝑜𝑛 𝑐ℎ𝑎𝑟𝑡𝑠 𝑤𝑖𝑡ℎ 𝑒𝑟𝑟𝑜𝑟−𝑝𝑟𝑜𝑛𝑒 

𝑎𝑏𝑏𝑟𝑒𝑣𝑖𝑎𝑡𝑖𝑜𝑛𝑠 𝑖𝑛 𝑎 𝑚𝑜𝑛𝑡ℎ 
𝑋100 

𝑁𝑢𝑚𝑏𝑒𝑟 𝑜𝑓 𝑚𝑒𝑑𝑖𝑐𝑎𝑡𝑖𝑜𝑛 𝑐ℎ𝑎𝑟𝑡𝑠 𝑟𝑒𝑣𝑖𝑒𝑤𝑒𝑑 𝑖𝑛 𝑡ℎ𝑎𝑡 
𝑚𝑜𝑛𝑡ℎ 

Unit Percentage  

Target <8.4% 

Sample Size Refer sample size table  

Area of Data 
Collection 

IPD & OPD pharmacy  

Frequency of Data 
Collection 

Monthly 

Concerned official  

IPD and OPD in-charges shall submit the report 
or data to the QFP per the pre-defined 
frequency. The concerned HOD must ensure 
that this report is submitted. 

Data source Drug chart/prescription/ePIS 

Remarks  

Error-prone abbreviations shall be defined by 
the healthcare centres in consonance with the 
guidelines laid by the institution for safe 
medication practices. This activity can be 
clubbed with capturing medication errors.  

References NABH, 2015; Ball, 2014 

Sample calculation: 
The total number of medication charts in a month: 100 
 

Total number of medication charts sampled for review: 79 (NABH 
recommended sample size) 
 

The total number of medication charts with one or more error-prone 
abbreviations: 10 (e.g., µg, AD, AS, AU, OD, OS, OU, SC, SQ, sub q) 
 

𝑃𝑒𝑟𝑐𝑒𝑛𝑡𝑎𝑔𝑒 𝑜𝑓 𝑚𝑒𝑑𝑖𝑐𝑎𝑡𝑖𝑜𝑛 𝑐ℎ𝑎𝑟𝑡𝑠 𝑤𝑖𝑡ℎ 𝑒𝑟𝑟𝑜𝑟-𝑝𝑟𝑜𝑛𝑒 𝑎𝑏𝑏𝑟𝑒𝑣𝑖𝑎𝑡𝑖𝑜𝑛𝑠: 
 

𝟏𝟎

𝟕𝟗
× 𝟏𝟎𝟎 = 𝟏𝟐. 𝟔𝟔% 
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TM KPI-8: Percentage of Patients Receiving High-risk 
Medications Who Develop an Adverse Drug Event 

Elements  Details  

Definition 

High-risk medications are medications involved 
in a high percentage of medication errors or 
sentinel events and medications that carry high 
risk for abuse, error, or other adverse outcomes. 

Formula  

No. of patients receiving high risk medications 
who  have an adverse drug event  

Number of patients receiving high risk medications 
x100 

Unit Percentage  

Target <2% 

Sample Size Not applicable 

Area of Data 
Collection 

Inpatient and Outpatient Department  

Frequency of Data 
Collection 

Monthly 

Concerned official  

In charge of concerned department shall submit 
the report or data to the QFP per the pre-
defined frequency. The concerned HOD must 
ensure that this report is submitted.  

Data Source 
Adverse drug reaction incidence record  
Record of total patients 

Remarks  

The denominator can be obtained from the 
pharmacy by having a master list of in-
patients/outpatients who have been dispensed 
high-risk medications. For high-risk medicine in 
TM, please refer to the standard list.  

References 
Bhati,2021; NABH,2015; WHO.2021; Bouy, De 
Bruin and Koopmanschap 2015 

Sample Calculation:  
1. The total number of adverse drug events among patients receiving high-risk 

medication in a month: 6  
 

2. Total number of patients receiving high-risk medication in a month:  20 
 

Percentage patient developing adverse drug event from high-risk medications: 
 

𝟔

𝟐𝟎
𝐱𝟏𝟎𝟎 = 𝟑𝟎. 𝟎𝟎% 

 

Calculation using NABH recommended sample size: Not applicable. 
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TM KPI-9 (BHSQA KPI-19): Medicine Reorder Levels in Medical 
Store 

Elements  Details  

Definition 

List of applicable medicines (vital and essential) 
where stocks are below an agreed minimum 
reorder level in the healthcare centre. The 
minimum reorder level of drugs refers to the 
quantity that should be sufficient for three 
months, calculated based on the average 
consumption over the previous three months. 

Formula  

  
 Number of V and E medicine that are below the

 agreed minimum level in a month
Total number of V and E medicine  that shall be 

available in the healthcare centre 

X100 

Unit Percentage  

Target 0%   

Sample Size Not applicable 

Area of Data 
Collection 

Medical store or pharmacy  

Frequency of Data 
Collection 

Monthly 

Concerned official  

The medical store or pharmacy in charge shall 
submit the report or data to the QFP per pre-
defined frequency. The concerned HOD must 
ensure that this report is submitted. 

Data source 
eBMSIS/Medical store stock ledger or 
inventory/ePIS 

Remarks  

The vital, essential, and necessary medicines, as 
well as the quantity required, shall be per the latest 
national essential medicine list and other related 
guidelines. 

References NABH, 2015 

Sample calculation: 
The total number of vital (V) and essential (E) medicines in the national 
essential medicine list: 325 
 

The total number (types) of V and E medicine that shall be available in the 
HCC: 200 (e.g., Halothane inhalation (250mL), Sevoflurane inhalation 
(250mL), etc.). 
 

The total number of V and E medicines below the agreed minimum level in 
a month: 1 (e.g., Halothane inhalation (250mL) is below the agreed level). 

𝑃𝑒𝑟𝑐𝑒𝑛𝑡𝑎𝑔𝑒 𝑜𝑓 𝑚𝑒𝑑𝑖𝑐𝑖𝑛𝑒 𝑤ℎ𝑒𝑟𝑒 𝑠𝑡𝑜𝑐𝑘𝑠 𝑎𝑟𝑒 𝑏𝑒𝑙𝑜𝑤 𝑎𝑛 𝑎𝑔𝑟𝑒𝑒𝑑 𝑚𝑖𝑛𝑖𝑚𝑢𝑚 

𝑟𝑒𝑜𝑟𝑑𝑒𝑟 𝑙𝑒𝑣𝑒𝑙: 
𝟏

𝟐𝟎𝟎
× 𝟏𝟎𝟎 = 𝟎. 𝟓𝟎% 

Calculation using NABH recommended sample size: Not applicable 
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TM KPI-10 (BHSQA KPI-47): Percentage of Variations Observed in 
Mock Drills 

Elements  Details  

Definition 
A mock drill is a preparation exercise for any type 
of event (e.g., fire mock drill, disaster drill, etc.). 

Formula  
Number of  variations observed in mock drills  

The total number of observations made 
X100 

Unit Percentage  

Target - 

Sample Size Not applicable 

Area of Data 
Collection 

All units and departments (both clinical and non-
clinical) of the HCC.  

Frequency of Data 
Collection 

Annually 

Concerned official  
The QFP, in collaboration with HCC management, 
shall initiate or organise a mock drill.  

Data Source Mock drill observation report 

Remarks  

The percentage of variation should be calculated 
separately for each mock drill. The HHCC shall 
develop or adopt a standard checklist for mock 
drill assessment. 

References NABH,2015 

Sample Calculation:  
Total number of observations made during the fire mock drill: 40 
observations  
 

The total number of variations observed during the fire mock drill: 5 (e.g., 
staff gathering out of HCC randomly during the mock drill).  
 

Percentage of variations observed in mock drills: 
𝟓

𝟒𝟎
𝐱𝟏𝟎𝟎 = 𝟏𝟐. 𝟓𝟎%  

 

Calculating using NABH recommended sample size: Not applicable. 
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TM KPI-11 (BHSQA KPI-46): Incidence of Falls  

Elements  Details  

Definition 

Loss of upright position that results in landing on 
the floor, ground or an object or furniture or a 
sudden, uncontrolled, unintentional, non-
purposeful, downward displacement of the body 
to the floor/ground or hitting another object like a 
chair or stairs. It is an event that results in a 
person coming to rest inadvertently on the 
ground or floor or other lower level. 

Formula  

Number of  falls in IPD in a month  

Number of patients days  in that month
X1000 

 

Unit Fall per 1000 patient days  

Target 
At least a 10% reduction in each year, based on 
the previous year’s data as the baseline  

Sample Size Not applicable 

Area of Data 
Collection 

IPD and OPD 

Frequency of Data 
Collection 

Monthly   

Concerned official  

In-charges of the IPD and OPD shall submit the 
report or data to the QFP per pre-defined 
frequency. The concerned HOD must ensure 
that this report is submitted. 

Data Source Incident report 

Remarks  
The patient's fall must be defined. In general, any 
type of fall (fall from bed, in the bathroom, on the 
stairs, while walking, etc.) must be counted. 

References 
Bhati, 2021; Bakar, Rahman and Nujid, 2013; 
NABH, 2015 

Sample calculation: 
Total number of patient falls encountered in a month: 2 (1 patient fell off 
the bed in the ward and another on the staircase) 

 

Total number of patient days in a month: 71 (1st patient stayed in the 
hospital for 7 days, the second patient stayed in the hospital for 4 days, 
and 3rd patient stayed in the hospital for 30 days) 

 

𝐼𝑛𝑐𝑖𝑑𝑒𝑛𝑐𝑒𝑠 𝑜𝑓 𝑝𝑎𝑡𝑖𝑒𝑛𝑡 𝑓𝑎𝑙𝑙: 
𝟐

𝟕𝟏
× 𝟏𝟎𝟎𝟎 = 𝟐𝟖. 𝟏𝟔 𝒑𝒂𝒕𝒊𝒆𝒏𝒕𝒔 𝒇𝒂𝒍𝒍 𝒑𝒆𝒓 𝟏𝟎𝟎𝟎 𝒑𝒂𝒕𝒊𝒆𝒏𝒕 𝒅𝒂𝒚 

 

Calculation using NABH recommended sample size: Not applicable. 
 

 



རྒྱལ་ཡོངས་ནང་སྨན་ལྟེ་བའི་ལས་སྣའི་བརྡ་སྟོན་ལག་དེབ། 

User Guideline on Key Performance Indicators for NTMH                  Page No. 13 

 

TM KPI-12 (BHSQA KPI-48): Incidence of Bedsore After 
Admission 

Elements  Details  

Definition 

A pressure ulcer is a localised injury to the skin 
and/orunderlying tissue usually over a bony 
prominence, as a result of pressure, or pressure in 
combination with shear and/or friction. 

Formula  

Number of patients who developed new or worsening 
pressure ulcer in a month   

Number of bedridden patients days in that month     
X1000 

Unit Per 1000 patient days  

Target < 0.54 Per 1000 patient days 

Sample Size Not applicable 

Area of Data 
Collection 

Inpatient departments  

Frequency of 
Data Collection 

Monthly   

Concerned 
official  

In-charges of the IPD shall submit the report or data 
to the QFP per pre-defined frequency. The concerned 
HOD must ensure that this report is submitted. 

Data source ePIS/Incident report 

Remarks 

HCC shall use the particular grading system. This will 
help in capturing a worsening ulcer, which is 
included in the numerator. This indicator is 
applicable to both new and old cases. 

References 

Bhati, 2021; Bakar, Rahman and Nujid, 2013; 
NABH, 2015; RIB Software, 2024; Young and 
Dobrzanski, 1992; Kirman, 2021; Al-Hashemi, 2019; 
Li etal., 2020 

Sample calculation: 
Total number of patients who developed new or worsening pressure ulcers 
in a month: 1 

Total number of bedridden patient days in a month: 75 (1st patient stayed 
in the hospital for 20 days, the second patient stayed in the hospital for 
30 days, and 3rd patient stayed in the hospital for 25 days) 

𝐼𝑛𝑐𝑖𝑑𝑒𝑛𝑐𝑒 𝑜𝑓 𝑏𝑒𝑑𝑠𝑜𝑟𝑒 𝑎𝑓𝑡𝑒𝑟 𝑎𝑑𝑚𝑖𝑠𝑠𝑖𝑜𝑛: 
𝟏

𝟕𝟓
× 𝟏𝟎𝟎𝟎 = 𝟏𝟑. 𝟑𝟎 𝒊𝒏𝒄𝒊𝒅𝒆𝒏𝒄𝒆 𝒑𝒆𝒓 𝟏𝟎𝟎𝟎 𝒑𝒂𝒕𝒊𝒆𝒏𝒕 𝒅𝒂𝒚𝒔 

 
Calculation using NABH recommended sample size: Not applicable. 
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TM KPI -13 (BHSQA KPI-49): Percentage of Staff Provided with 
Pre-Exposure Prophylaxis (Prep) 

Elements  Details  

Definition 
The use of medications to prevent disease 
transmission in people who have not yet been 
exposed to a disease-causing agent, usually a virus.  

Formula  
Number of employees who were provided with PrEP  

Total number of employees 
X100 

Unit Percentage   

Target 100%* 

Sample Size Not applicable 

Area of Data 
Collection 

Administration and IPC Focal 

Frequency of 
Data Collection 

Annually    

Concerned 
official  

HR officer or ADM shall submit the report or data to 
the QFP per pre-defined frequency. 

Data Source HR personnel file  

Remarks 
This includes PrEP recommended by the Ministry of 
Health or any other relevant agencies. Staff's pre-
exposure prophylaxis status must be documented. 

References NABH, 2015 

Sample calculation: 
Total number of staff: 100 

The total number of staff who have received appropriate PrEP: 80 

𝑃𝑒𝑟𝑐𝑒𝑛𝑡𝑎𝑔𝑒 𝑜𝑓 𝑠𝑡𝑎𝑓𝑓 𝑝𝑟𝑜𝑣𝑖𝑑𝑒𝑑 𝑤𝑖𝑡ℎ 𝑃𝑟𝑒-𝑒𝑥𝑝𝑜𝑠𝑢𝑟𝑒 𝑝𝑟𝑜𝑝ℎ𝑦𝑙𝑎𝑥𝑖𝑠: 
 

𝟖𝟎

𝟏𝟎𝟎
× 𝟏𝟎𝟎 = 𝟖𝟎. 𝟎𝟎% 

 

Calculation using NABH recommended sample size: Not applicable 
 

 

 

 

 

 

 

 



རྒྱལ་ཡོངས་ནང་སྨན་ལྟེ་བའི་ལས་སྣའི་བརྡ་སྟོན་ལག་དེབ། 

User Guideline on Key Performance Indicators for NTMH                  Page No. 15 

 

TM KPI-14 (BHSQA KPI-50): Average Length of Stay 

Elements  Details  

Definition 

Length of Stay (LOS) refers to the duration of a single 
hospitalisation episode. It is determined by subtracting 
the admission day from the discharge day. However, if 
a patient is both admitted and discharged on the same 
day, the length of stay is recorded as one day. 

Formula  

Total number of "inpatient days" in a month   

Total number of patients whose length of stay has
 been taken during that month 

 

Unit Days  

Target ≤6 days 

Sample Size 
Refer sample size table (if ePIS is available, 100% of 
the patients shall be used for this KPI). 

Area of Data 
Collection 

Inpatient Department/Medical Record Unit 

Frequency of 
Data Collection 

Monthly 

Concerned 
official  

IPD or Record Unit in-charges shall submit the report 
or data to the QFP per the pre-defined frequency. The 
concerned HOD must ensure that this report is 
submitted. 

Data Source ePIS/Admission Register  

Remarks  

Patients with chronic conditions or those receiving 
palliative care who are bedridden for extended periods 
shall not be included for this purpose. Patients who 
are admitted and discharged or die on the same day 
have a one-day length of stay. 

References 

Bhati, 2021; Ioan, Nestian and Tiţă, 2012; NABH, 
2015; Khalifa and Khalid, 2015; Anand R, 
Krishnankutty, Ramakrishnan and VC, 2018; 
Organisation for Economic Co-operation and 
Development, 2021 

Sample calculation: 
Total number of inpatients in a month: 3 

Total number of in-patients days in that month: 75 (1st patient stayed in 
the hospital for 20 days, the second patient stayed in the hospital for 30 
days and 3rd patient stayed in the hospital for 25 days) 
 

𝐴𝑣𝑒𝑟𝑎𝑔𝑒 𝑙𝑒𝑛𝑔𝑡ℎ 𝑜𝑓 𝑠𝑡𝑎𝑦 (𝐴𝐿𝑂𝑆): 
𝟕𝟓

𝟑
= 𝟐𝟓 𝒅𝒂𝒚𝒔 

Calculation using NABH recommended sample size: If the total 
number of patients is less than 50, use all the patients for the 
calculation. If more than 50, calculate using NABH recommended sample 
size as shown in other examples. 
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TM KPI-15 (BHSQA KPI-51): Bed Occupancy Rate 

Elements  Details  

Definition 
The percentage of actual beds occupied by inpatients in 
a given period. 

Formula  

 
Total inpatient days in a month   

Number of available bed days in that month 
X100 

Unit Percentage   

Target 70-80% 

Sample Size Not applicable 

Area of Data 
Collection 

Inpatient departments or Medical Record Unit 

Frequency of 
Data 
Collection 

Monthly 

Concerned 
official  

IPD or Record Unit in-charges shall submit the report or 
data to the QFP per the pre-defined frequency. The 
concerned HOD must ensure that this report is 
submitted. 

Data source ePIS/ Medical record/ Indoor patient census 

Remarks  

A bed must be set up, staffed, equipped, and available 
for patient care to be counted in the official count. 
Patients who are admitted and discharged or die on the 
same day have a one-day length of stay. 

References 
NABH, 2015; Organisation for Economic Co-operation 
and Development, 2019; Madsen, Ladelund and 
Linneberg, 2014 

Sample calculation: 
Total number of in-patients days in a month: 75 (refer to previous 
examples for calculating inpatient days) 
 

Total number of available bed days in that month: 300 (10 [ no of 
available beds] x 30 days in a month) 
 

𝐵𝑒𝑑 𝑜𝑐𝑐𝑢𝑝𝑎𝑛𝑐𝑦 𝑟𝑎𝑡𝑒: 
𝟕𝟓

𝟑𝟎𝟎
× 𝟏𝟎𝟎 = 𝟐𝟓% 

 
Calculation using NABH recommended sample size: Not applicable. 
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TM KPI-16 (BHSQA KPI-53): Nurse-Patient Ratio for Wards 

Elements  Details  

Definition The ratio of sMenpa/ TM-Nurse in a particular ward to 
the number of patients.  

Formula  Total number of a nurse working 

Total number of occupied beds    
 

Unit Ratio   

Target As per the RCSC standard 

Sample Size Not applicable 

Area of Data 
Collection 

Inpatient department 

Frequency of 
Data Collection 

Biannual   

Concerned 
official  

IPD in-charges shall submit the report or data to the 
QFP per the pre-defined frequency. The concerned 
HoD must ensure that this report is submitted. 

Data Source Nurses' duty roster/ePIS/ Indoor patient census 

Remarks  

If the number of beds is used in the denominator, 
the bed shall be occupied. In-charge shall not be 
included in the total number of employees unless he 
or she performs equal duties as other employees. 

References NABH, 2015; Rib Software, 2024 

Sample calculation: 
Total number of nursing staff working in the ward: 10 (excluding 
Nursing In-charge)  
 

Total number of beds occupied:90 
 

𝑁𝑢𝑟𝑠𝑒 to 𝑝𝑎𝑡𝑖𝑒𝑛𝑡 𝑟𝑎𝑡𝑖𝑜 𝑓𝑜𝑟 𝐼𝐶𝑈𝑠: 
𝟏𝟎

𝟗𝟎
= 𝟏: 𝟗 

 
Calculation using NABH recommended sample size: Not applicable. 
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TM KPI-17 (BHSQA KPI-54): Outpatient Satisfaction Index 

Elements  Details  

Definition 
Patient Satisfaction is defined as the extent 
to which the patient's expectations are met. 

Formula  
Score achieved   

Maximum possible score    
X100 

Unit Percentage  

Target >90%*  

Sample Size 

For HCCs with < 20 
patients/day: 100% 
For HCCs with 21-50 
patients/day: 50% 
For HCCs with 51-100 patients/day: 20% 

For HCCs with 101-200 patients/day: 10% 

For HCCs with 201-400 patients/day: 2% 
The selection of patients shall be stratified in all 
applicable scenarios to enable a comprehensive 
overview. 

Area of Data 
Collection 

Outpatient departments  

Frequency of 
Data Collection 

Annually, over two months period  

Concerned 
official  

General auditing must be organised or initiated by the 
HCC's QFP in collaboration with the management. 

Data Source Patient satisfaction survey report 

Remarks  
This should be captured by conducting general 
audits using a patient satisfaction survey checklist. 

References 
Bhati, 2021; Ioan, Nestian and Tiţă, 2012; NABH, 
2015; Khalifa and Khalid, 2015; RIB Software, 2024; 
Anand R, Krishnankutty, Ramakrishnan and VC, 2018 

Sample calculation: 
Total maximum possible score (for 1 patient): 72 (4 [max score for 
individual standard] x 18 standards) 
 

The total score achieved: 70 

𝑂𝑢𝑡𝑝𝑎𝑡𝑖𝑒𝑛𝑡 𝑠𝑎𝑡𝑖𝑠𝑓𝑎𝑐𝑡𝑖𝑜𝑛 𝑖𝑛𝑑𝑒𝑥: 
𝟕𝟎

𝟕𝟐
× 𝟏𝟎𝟎 = 𝟗𝟕. 𝟐𝟎% 

 

Calculation using NABH recommended sample size: Not applicable. 
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TM KPI-18 (BHSQA KPI-55): Inpatient Satisfaction Index 

Elements  Details  

Definition 
Patient Satisfaction i s  de f i ned  as  the extent to 
which the patient's expectations are met. 

Formula  
Score achieved   

Maximum possible score    
X100 

Unit Percentage  

Target >90%*  

Sample Size 

For HCCs with < 20 
discharges/day: 100% For 
HCCs with 21-50 
discharges/day: 50% 
For HCCs with 51-100 discharges/day: 20% 

For HCCs with >100 discharges/day: 10% 
The selection of patients shall be stratified in all 
applicable scenarios to enable a comprehensive 
overview. 

Area of Data 
Collection 

Inpatient departments  

Frequency of 
Data Collection 

Biannually 

Concerned 
official  

General auditing must be organised or initiated by the 
HCC's QFP in collaboration with the management. 

Data Source 
Patient satisfaction survey checklist/Google Forms/any 
forms 

Remarks  
This should be captured by conducting general 
audits using a patient satisfaction survey checklist. 
Data shall be collected monthly and reported annually. 

References 
Bhati, 2021; Ioan, Nestian and Tiţă, 2012; NABH, 2015; 
Khalifa and Khalid, 2015 

Sample calculation: 
Total maximum possible score (for 1 patient): 72 (4 [max score for 
individual standard] x 18 standards) 
 

The total score achieved: 70 

𝐼𝑛𝑝𝑎𝑡𝑖𝑒𝑛𝑡 𝑠𝑎𝑡𝑖𝑠𝑓𝑎𝑐𝑡𝑖𝑜𝑛 𝑖𝑛𝑑𝑒𝑥: 
𝟕𝟎

𝟕𝟐
× 𝟏𝟎𝟎 = 𝟗𝟕. 𝟐𝟎% 

 

Calculation using NABH recommended sample size: Not applicable. 
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TM KPI-19 (BHSQA KPI-57): OPD Waiting Time (consultation) 

Elements  Details  

Definition 
Time spent by a patient from the reception desk to the 
examination by a health professional in the chamber.  

Formula  
Total OPD waiting time (minute)in 6 month   

Total number of OPD patients in that months 
 

Unit Minutes  

Target <45 minutes 

Sample Size 
Refer sample size table (if ePIS is available, 100% of 
the patients shall be used for this KPI). 

Area of Data 
Collection 

Outpatient department  

Frequency of 
Data Collection 

Biannually  

Concerned 
official  

Concerned in-charges shall submit the report or data to 
the QFP per pre-defined frequency. The concerned 
HOD must ensure that this report is submitted. 

Data Source ePIS/OPD waiting report /soft copy 

Remarks  
Collect data on every 1st week of the month and report 
biannually. 

References 

Bhati, 2021; Ioan, Nestian and Tiţă, 2012; Parmenter, 
2015; RIB software, 2024; Anand R, Krishnankutty, 
Ramakrishnan and VC, 2018; Ahmad, Khairatul and 
Farnaza, 2017 

Sample calculation: 
Total OPD waiting time in 6 months: 200 

The total number of out-patients in those months: 45 

                                                    𝑂𝑃𝐷 𝑤𝑎𝑖𝑡𝑖𝑛𝑔 𝑡𝑖𝑚𝑒:  
𝟐𝟎𝟎

𝟒𝟓
= 𝟒. 𝟒𝟎 𝒎𝒊𝒏𝒖𝒕𝒆𝒔 

 

Calculation using NABH recommended sample size: If the total 
number of patients is less than 50, use all the patients for calculation. If 
more than 50, calculate using NABH recommended sample size as shown 
in other examples. 
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TM KPI-20 (BHSQA KPI-58): Employee Satisfaction Index 

Elements  Details  

Definition 
Employee satisfaction is an index to measure the 
satisfaction of employees in the HCC. 

Formula  

Score achieved   

Maximum possible score    
X100 

 

Unit Percentage  

Target >90%*    

Sample Size 

For HCCs with < 100: 100% 

For HCCs with 101-200 staff: 50% 
For HCCs with 501-1000: 15% 
For HCCs with >1000 staff: 10% 

Area of Data 
Collection 

All the departments and units (both clinical, 
supportive and administrative services)   

Frequency of 
Data Collection 

Annually  

Concerned 
official  

The survey must be organised or initiated by the 
HCC's QFP in collaboration with the management. 

Data Source Employee satisfaction survey report. 

Remarks  
The satisfaction shall be captured from all categories 
of staff. 

References NABH, 2015; Parmenter, 2015 

Sample calculation: 
Total score achieved: 200 (100 from employee 1, 45 from employee 2 and 
55 from employee 3)  
 

Total maximum possible score: 720 (4 [max score for individual standard] 
x 18 standards X 10 [no of staff]) 

𝐸𝑚𝑝𝑙𝑜𝑦𝑒𝑒 𝑠𝑎𝑡𝑖𝑠𝑓𝑎𝑐𝑡𝑖𝑜𝑛 𝑖𝑛𝑑𝑒𝑥: 

𝟐𝟎𝟎

𝟕𝟐𝟎
× 𝟏𝟎𝟎 = 𝟐𝟕. 𝟕% 

 

Calculation using NABH recommended sample size: Not applicable. 
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TM KPI-21 (BHSQA KPI-59): Employee Attrition Rate 

Elements  Details  

Definition 
The attrition rate is the percentage of people leaving 
the HCC. 

Formula  

Number of employees who have left the HCC   in 12 months 

The number of employees at the beginning of the year + newly joined
  

X100 

Unit Percentage  

Target <10% 

Sample Size 100% 

Area of Data 
Collection 

HR division /Administrative office. 

Frequency of 
Data Collection 

Annually  

Concerned 
official  

HR officer or hospital ADM shall submit the report or 
data to the QFP per pre-defined frequency.  

Data Source HR records are maintained in the administrative office. 

Remarks  
Employee superannuating, transferred to another HCC 
through administrative action and death shall not be 
used in the numerator.  

References 
Ioan, Nestian and Tiţă, 2012; NABH, 2015; turnover 
and retention research report, 2021 

Sample Calculation:  
Total number of staff who left the HCC in 12 months: 5 

Total number of staff at the beginning of the year + newly joined: 200 
 

𝐸𝑚𝑝𝑙𝑜𝑦𝑒𝑒 𝑎𝑡𝑡𝑟𝑖𝑡𝑖𝑜𝑛 𝑟𝑎𝑡𝑒: 

𝟓

𝟐𝟎𝟎
× 𝟏𝟎𝟎 = 𝟐. 𝟓𝟎% 

 

Calculating using NABH recommendation sample size: Not applicable 
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TM KPI-22 (BHSQA KPI-60): Employee Absenteeism Rate   

Elements  Details  

Definition 

Absenteeism is defined as failing to appear at work 
during a regularly scheduled work period without prior 
approval from the concerned authority. 

Formula  

 
Number of employees who is on unauthorised absence 

in 6 months 
Total number of employees in that month

    

X100 

Unit Percentage  

Target 0% 

Sample Size 100% 

Area of Data 
Collection 

HR division/Administrative office/HoDs. 

Frequency of 
Data Collection 

Biannually  

Concerned 
official  

In-charges and HoDs must submit the report or data 
to the HR division regularly, and the HR division must 
then submit the data to the QFP. 

Data Source HR /administration records. 

Remarks  

If possible, absenteeism should be calculated by the 
category of a healthcare professional.  Another method 
for calculating absenteeism is to use the number of 
days employees are absent and the total number of 
employee days. 

References Ioan, Nestian and Tita,2012 

Sample Calculation:  
Total number of employees on unauthorised absence in 6 months: 2 
 

Total Number of employees in those months: 250  
 

Employee absenteeism rate: 
𝟐

𝟐𝟓𝟎
𝐱𝟏𝟎𝟎 = 𝟎. 𝟖𝟎%  

 

Calculating using NABH recommendation sample size: Not applicable 
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TM KPI-23: Percentage of Employees Who Are Aware of Employee 
Rights, Responsibilities and Welfare Schemes 

Elements  Details  

Definition Employee awareness is the state or condition of being 
aware, knowing, and conscious about employee 
rights, responsibilities and welfare schemes.  

Formula  Number of employees  who are aware of rights,   
responsibilities and  welfare schemes 

Number  of employees interviewed
    x100 

 

Unit Percentage  

Target >90%*    

Sample Size Refer to the sample size table 

Area of Data 
Collection 

All the departments and units (both clinical, 
supportive and administrative services)   

Frequency of 
Data Collection 

Annually   

Concerned 
official  

The survey must be organised or initiated by the 
HCC's QFP in collaboration with the management. 

Data Source QA document  

Remarks  Nil  

References  

Sample Calculation:  
Total score achieved: 200 (100 from employee 1, 45 from employee 2 and 55 from 
employee 3) 
 

Total maximum possible score: 225 Derived from 5 (max score for individual 
standard) x 15 (standards) X 3 (no of staff) 
 

                 Employee awareness index: 
𝟐𝟎𝟎

𝟐𝟐𝟓
𝐱𝟏𝟎𝟎 = 𝟖𝟖. 𝟖𝟎%  

 

Calculating using NABH recommendation sample size: Not applicable 
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TM KPI-24 (BHSQA KPI-62): Percentage of Sentinel Events 
Reported, Collected, and Analysed Within the Defined Time Frame 

Elements  Details  

Definition 

Sentinel events refer to an unexpected incident, 
related to system or process deficiencies, which 
leads to death or major and enduring loss of function 
for a recipient of healthcare services.  
Major and enduring loss of function refers to 
sensory, motor, physiological or psychological 
impairment not present at the time services were 
sought or begun. The impairment lasts for a 
minimum period of two weeks and is not related to 
an underlying condition. 

Formula  

Number of sentinel events analysed and resolved within the
 defined time frame in 6 months   

Number of sentinel events reported  in that months
X100 

 

Unit Percentage  

Target 100%* 

Sample Size Not applicable 

Area of Data 
Collection 

Administration/QA Unit 

Frequency of 
Data Collection 

Biannually  

Concerned 
official  

If the administration is retaining the data, it shall be 
submitted to the QFP per pre-defined frequency.  

Data Source Incident report 

Remarks   

References NABH,2015 

Sample Calculation:  
Total Number of sentinel events analysed and resolved within a defined time frame 
in 6 months: 2  
 

Total Number of sentinel events reported in that month: 6  
 

Percentage of sentinel events reported, collected and analysed within the defined 
time frame: 

 

𝟐

𝟔
𝐱𝟏𝟎𝟎 = 𝟑𝟑. 𝟑𝟎%  

 

Calculating using NABH recommendation sample size: Not applicable 
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TM KPI 25: Percentage of Near Misses 

Elements  Details  

Definition 
A near miss is an unplanned event that did not 
result in injury, illness, or damage – but had the 
potential to do so. 

Formula  
Number of near − misses

Total number of reported safety events 
x100 

Unit Percentage  

Target 10-15%  

Sample Size 
100% of reported safety events during the defined 
period. 

Area of Data 
Collection 

Incident reporting systems in all relevant 
departments. 

  

Frequency of Data 
Collection 

Monthly  

Concerned official  

Concerned in-charges shall submit the report or 
data to the QFP per pre-defined frequency. The 
concerned HOD must ensure that this report is 
submitted. 

Data Source 
Safety event reporting forms and risk management 
databases. 

Remarks  
Encouraging near-miss reporting promotes a 
proactive safety culture and helps prevent adverse 
events. 

References 
Ioan, Nestian and Tiţă, 2012; NABH, 2015; turnover 
and retention research report, 2021 

Sample Calculation:  
Number of Near-Misses Reported: 50 
 

Total Number of Reported Safety Events: 200 
 

Percentage of Near Misses: 
𝟓𝟎

𝟐𝟎𝟎
𝐱𝟏𝟎𝟎 = 𝟐𝟓. 𝟎𝟎%  

 

Calculating using NABH recommendation sample size: Not applicable 
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TM KPI-26 (BHSQA KPI-61): Incidence of Blood and Body Fluid 
Exposures 

Elements  Details  

Definition 

Exposure is when blood, blood components or other 
potentially infectious materials come in contact with 
staff’s eyes, mucous membranes and non-intact skin 
or mouth.  

Formula  

Number of blood and body fluid exposure in a month   

Number of staff working days in that month
X1000 

 

Unit Per 1000 staff working days 

Target 0 

Sample Size 100% 

Area of Data 
Collection 

IPD/OPD 

Frequency of 
Data Collection 

Monthly 

Concerned 
official  

When an incident occurs, healthcare professionals 
must apprise in-charges, who must record it in the 
incident register and report to the QFP on a pre-
determined frequency. 

Data Source Incident report 

Remarks  

If the unit is expressed in terms of staff working days, 
the incidence for both IPDs and OPDs (both clinical 
and support staff) can be calculated using the same 
formula. 

References 
Ioan, Nestian and Tita, 2012; NABH, 2015; Ahmad, 
Awang Lukman, Raja Omar and Jeffree,2021 

Sample Calculation:  
Total number of blood and body fluid exposure in a month: 6 (4 from IPD 
and 2 from OPD) 

Total Number of staff working days in those months: 300 (7 staff in IPD 
and 3 staff in OPD, total staff working days is 10X30[ no of days in a 
month] =300) 

𝐼𝑛𝑐𝑖𝑑𝑒𝑛𝑐𝑒 𝑜𝑓 𝑏𝑙𝑜𝑜𝑑 𝑎𝑛𝑑 𝑏𝑜𝑑𝑦 𝑓𝑙𝑢𝑖𝑑 𝑒𝑥𝑝𝑜𝑠𝑢𝑟𝑒: 

𝟔

𝟑𝟎𝟎
× 𝟏𝟎𝟎 = 𝟐𝟎 𝒑𝒆𝒓 𝟏𝟎𝟎𝟎 𝒔𝒕𝒂𝒇𝒇 𝒘𝒐𝒓𝒌𝒊𝒏𝒈 𝒅𝒂𝒚𝒔 

 

Calculating using NABH recommendation sample size: Not applicable 
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TM KPI-27 (BHSQA KPI-63): Incidences of Needle Stick Injuries 

Elements  Details  

Definition 
Needlestick injury is a penetrating stab wound from 
a needle (or other sharp objects) that may result in 
exposure to blood or other body fluids. 

Formula  

Number of needle stick injuries in a month  

Number of staff working days in that month
X1000 

 

Unit Per 1000 staff working days 

Target <2.18 per 1000 staff working days. 

Sample Size 100% 

Area of Data 
Collection 

All units 

Frequency of 
Data Collection 

Monthly 

Concerned 
official  

When an incident occurs, the staff must report to the 
in-charges, who must record it in the incident 
register and report to the QFP on a pre-determined 
frequency. 

Data Source Incident report 

Remarks  
If more precise data is required, the Full-Time 
Equivalent (FTE) shall be used in the denominator. 

References 
Bgati,2021; Ioan, Nestian and Tita,2012; 
NABH,2015; Pruss-Ustun, Rapiti & Hutin,2003 

Sample calculation:  
Total number of needle stick injuries in a month: 10 (4 from OPD and 6 
from ICUs) 

Total Number of staff working days in those months: 300 (7 staff in OPD 
and 3 staff in ICUs, total staff working days is 10X30[ no of days in a 
month] =300) 

𝐼𝑛𝑐𝑖𝑑𝑒𝑛𝑐𝑒 𝑜𝑓 𝑛𝑒𝑒𝑑𝑙𝑒 𝑠𝑡𝑖𝑐𝑘 𝑖𝑛𝑗𝑢𝑟𝑦: 
 

𝟏𝟎

𝟑𝟎𝟎 
× 𝟏𝟎𝟎𝟎 = 𝟑. 𝟑𝟎 𝐩𝐞𝐫 𝟏𝟎𝟎𝟎 𝐬𝐭𝐚𝐟𝐟 𝐰𝐨𝐫𝐤𝐢𝐧𝐠 𝐝𝐚𝐲𝐬 

 

Calculating using NABH recommendation sample size: Not applicable 
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TM KPI-28 (BHSQA KPI-64): Percentage of Medical Records Not 
Having a Discharge Summary or Incomplete 

Elements  Details  

Definition 

A discharge summary is the part of a patient record 
that summarises the reasons for admission, significant 
clinical findings, and procedures performed, treatment 
rendered, patient’s condition on discharge and any 
specific instructions given to the patient or family (for 
example, follow-up medication).  
It is a summary of the patient’s stay in the hospital 
written by the attending doctor. 

Formula  

Number of medical records not having discharge summary 
or incomplete  in a month  

Total number of medical records screened
X100 

 

Unit Percentage  

Target 0% 

Sample Size Refer sample size table    

Area of Data 
Collection 

Medical Record Unit/IPD 

Frequency of 
Data Collection 

Monthly   

Concerned 
official  

The medical record official/IPD in charge shall submit 
the data to the QFP per pre-defined frequency.  

Data Source ePIS/discharge summary 

Remarks  

Every medical record that comes to the medical record 
unit from the clinical unit following the discharge of a 
patient shall be immediately checked for the presence 
of a discharge summary and its completeness. If this is 
not present at this stage, it shall be captured as a part 
of the numerator. 

Sample calculation:  
Total Number of medical records without a discharge summary or 
incomplete in a month: 3 
 

Total Number of medical records in a month: 50 
 

Percentage of medical records not having a discharge summary: 
𝟑

𝟓𝟎
× 𝟏𝟎𝟎 = 𝟔. 𝟎𝟎%  

Calculating using NABH recommendation sample size: Not applicable 
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TM KPI-29 (BHSQA KPI-65): Percentage of Medical Records Not 
Having Codification as per the Bhutanese Traditional Medicine 

Classification of Diseases (BTMCD) 

Elements  Details  

Definition 

The BTMCD is a system used to categorise health 
conditions for various purposes, including 
epidemiological analysis, health management, and 
clinical use. It helps in evaluating the overall health 
status of populations, monitoring the incidence and 
prevalence of diseases, and tracking other health-
related issues. In addition, the BTMCD takes into 
account various factors such as: 
Demographic characteristics and circumstances of 
affected individuals 
Reimbursement policies and financial considerations 
Resource allocation to healthcare services 
Adherence to quality standards and clinical guidelines 
for treatment 

Formula  

Number of medical records not having BTMCD codification in a month

Total number of medical records screened
X100 

 

Unit Percentage  

Target <10%   

Sample Size Not applicable 

Area of Data 
Collection 

IPD/Medical Record Unit  

Frequency of 
Data Collection 

Monthly 

Concerned 
official  

The medical record official/IPD in-charge shall submit 
the report or data to the QFP per pre-defined 
frequency.  

Data Source ePIS/softcopy/hardcopy 

Remarks  

Every medical record that comes to the medical 
record unit from the clinical unit following the 
discharge or death of a patient shall be immediately 
checked for BTMCD codification. If this is not 
present at this stage, it shall be captured as a part of 
the numerator. 

Sample calculation:  
Total Number of medical records without BTMCD codification in a month: 10 
 

Total Number of medical records in a month:50 
 

Percentage of medical records not having codification as per the BTMCD: 
𝟏𝟎

𝟓𝟎
× 𝟏𝟎𝟎 = 𝟐𝟎. 𝟎𝟎%  

Calculating using NABH recommendation sample size: Not applicable 
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TM KPI-30 (BHSQA KPI-66): Percentage of Missing Medical 
Records 

Elements  Details  

Definition 
A medical record is considered missing when the 
record cannot be found from the medical record 
unit/DHIS2 after 72 hours of the record request. 

Formula  

Number of missing medical records in a month

Total number of records that should be present  in that month 
X100 

 

Unit Percentage  

Target <10% 

Sample Size Refer sample size table     

Area of Data 
Collection 

Medical Record Unit /IPD 

Frequency of 
Data Collection 

Monthly 

Concerned 
official  

The medical record officer shall submit the report or 
data to the QFP per pre-defined frequency. The 
concerned HOD must ensure that this report is 
submitted. 

Data Source Medical record/register/DHIS2 

Remarks  

Regular checks should be in place to ensure that there 
are no missing medical records or that medical records 
are filed in the wrong place. 
Records to be included are Discharge, Hospital Death 
certificate, Injury report/Medicolegal records. 

References  NABH,2015; Bhati,2021 

Sample calculation:  
Total Number of medical records missing in a month: 1 
 

Total Number of medical records in a month: 50 
 

Percentage of missing medical records: 
𝟏

𝟓𝟎
× 𝟏𝟎𝟎 = 𝟐. 𝟎𝟎%  

 

Calculating using NABH recommendation sample size: Not applicable 
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TM KPI-31: TM Nurse Handover Compliance 

Elements  Details  

Definition 

TM Nurse handover is the process of transferring a 
patient’s care, along with relevant information, 
equipment, professional responsibility, and 
accountability, from one TM nurse or team to 
another. It is facilitated using the structured 
Identification, Situation, Background, Assessment, 
and Recommendation (ISBAR) checklist. 

Formula  

Total no. of handovers done appropriately 

Total number of handover assessed 
  x100 

 

Unit Percentage  

Target 100%* 

Sample Size Refer sample size table      

Area of Data 
Collection 

Medical Record Unit  

Frequency of Data 
Collection 

Annually   

Concerned official  
The survey must be organised or initiated by the 
HCC's QFP in collaboration with the management. 

Data Source 
Medical record maintained (paper-based, ePIS and 
DHIS2) 

Remarks  

Handover is a critical communication tool for health 
workers, ensuring the accurate transfer of patient 
information and responsibilities. Documenting 
handovers for each shift promotes proper record-
keeping, with ISBAR or SBAR being the most widely 
used structured tools for effective handover 
practices. 

Reference - 

Sample calculation:  
Total Number of TM nursing handovers in a year: 100  
 

Sample Size (based on the sample size table): 79 
 

Total Number of handovers done appropriately among the selected sample: 60 
 

Percentage of handover compliance (nurse): 
 

𝟔𝟎

𝟕𝟗
× 𝟏𝟎𝟎 = 𝟕𝟓. 𝟗𝟓%  
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TM KPI-32: Drungtsho Handover Compliance 

Elements  Details  

Definition 

Patient handover is the process of transferring a 
patient’s care, along with relevant information, 
equipment, professional responsibility, and 
accountability, from one Drungtsho or team to 
another. It is facilitated using the structured 
Identification, Situation, Background, Assessment, 
and Recommendation (ISBAR) checklist. 

Formula  

Total no. of handovers done appropriately

Total number of handover assessed
 x100 

 

Unit Percentage  

Target 100%* 

Sample Size Refer sample size table      

Area of Data 
Collection 

Medical Record Unit  

Frequency of Data 
Collection 

Annually   

Concerned official  
The survey must be organised or initiated by the 
HCC's QFP in collaboration with the management. 

Data Source 
Medical record maintained (paper-based, ePIS 
and DHIS2) 

Remarks  

Handover is a critical communication tool for 
health workers, ensuring the accurate transfer of 
patient information and responsibilities. 
Documenting handovers for each shift promotes 
proper record-keeping, with ISBAR or SBAR being 
the most widely used structured tools for effective 
handover practices. 

Reference - 

Sample calculation:  
Total Number of Drungtsho handover in a year: 10000 
 

Sample Size (based on the sample size table): 278 
 

Total Number of handovers done appropriately among the selected sample: 250 
 

Percentage of handover compliance (Drungtsho): 
 

𝟐𝟓𝟎

𝟐𝟕𝟖
× 𝟏𝟎𝟎 = 𝟖𝟗. 𝟗𝟑%  
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TM KPI-33: Rate of Patient Identification Errors 

Elements  Details  

Definition 

A patient identification error is an unintended 
mistake in accurately recognising or verifying a 
patient's unique identity during the process of 
care. It can potentially compromise the patient's 
safety, lead to incorrect medical interventions, and 
disrupt the quality of clinical care. Improving the 
accuracy of Patient ID has been recognised as one 
of the most important patient safety goals since 
2014 onwards. 

Formula  

No. of patient identification errors

Number of patients 
  x100 

 

Unit Percentage  

Target <1% 

Sample Size 
Not applicable; collect data from all reported 
errors. 

Area of Data 
Collection 

All departments  

Frequency of Data 
Collection 

Monthly  

Concerned official  

When an incident occurs, healthcare professionals 
must apprise in-charges, who must record it in the 
incident register and report to the QFP on a pre-
determined frequency. 

Data Source 
Incident reporting systems or error registers are 
maintained by healthcare facilities. 

Remarks  

Patient identification errors are preventable 
through effective verification protocols, such as the 
use of two patient identifiers (e.g., name and date 
of birth). 
These incidents must be promptly reported, 
analysed, and corrected to ensure patient safety. 

Reference Nil 

Sample calculation:  
Number of patient identification errors in a month: 4 
 

Total number of patients in the same month: 2000 
 

                     Percentage of errors: 
𝟒

𝟐𝟎𝟎𝟎
× 𝟏𝟎𝟎 = 𝟎. 𝟐𝟎%  
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TM KPI-34 (BHSQA KPI-43): Hand Hygiene Knowledge and 
Practices 

Elements  Details  

Definition 
Compliance with the latest moments and movements 
of hand hygiene practices.  

Formula  

Total score achieved     

Maximum possible score 
X100 

 

Unit Percentage  

Target >90%*   

Sample Size At least 20% of the total clinical staff  

Area of Data 
Collection 

IPDs and OPDs  

Frequency of 
Data Collection 

Biannually 

Concerned 
official  

The IPC, in collaboration with HCC management, 
shall initiate or organise a General Audit.  

Data source Hand hygiene CA report 

Remarks  This shall be captured through Clinical Audit.  

References 
Bakar, Rahmanand Nujid, 2013; NABH, 2015; WHO, 
2021D 

Sample calculation:  
Total maximum possible score: 1000 (4 [max score for individual 
standard]x25standards10[no of employee assessed]) 

 

The total score achieved: 720 

𝐶𝑜𝑚𝑝𝑙𝑖𝑎𝑛𝑐𝑒𝑡𝑜ℎ𝑎𝑛𝑑ℎ𝑦𝑔𝑖𝑒𝑛𝑒𝑘𝑛𝑜𝑤𝑙𝑒𝑑𝑔𝑒𝑎𝑛𝑑𝑝𝑟𝑎𝑐𝑡𝑖𝑐𝑒𝑠: 

𝟕𝟐𝟎

𝟏𝟎𝟎𝟎
× 𝟏𝟎𝟎 = 𝟕𝟐% 

 

Calculation using NABH recommended sample size: Not applicable. 
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TM KPI-35 (BHSQA KPI-37): Compliance with Infection Control 
and Medical Waste Management 

Elements  Details  

Definition 
Adherence to the latest national infection control 
and medical waste management guidelines. 

Formula  

Total score achieved     

Maximum possible score 
X100 

 

Unit Percentage  

Target >90%*   

Sample Size Not applicable   

Area of Data 
Collection 

IPD/OPD and Administration 

Frequency of Data 
Collection 

Biannually 

Concerned official  

Clinical auditing must be organised or initiated 
by the infection control focal person in 
collaboration with the QFP and HCC 
management. 

Data Source IC & MWM assessment report 

Remarks  
This should be captured through conducting 
clinical audits on infection control and medical 
waste management practices.  

References 
Anand R, Krishnan Kutty, Rama Krishnan 
andVC,2018; RIB Software,2024 

Sample calculation(for3unitsordepartments): 
Total maximum possible score: 204 (4 [max score for individual standard] 
x 17standardsx3[no of units or departments audited) 
 

The total score achieved: 40 

𝐶𝑜𝑚𝑝𝑙𝑖𝑎𝑛𝑐𝑒 𝑡𝑜 𝐼𝐶𝑊𝑀 𝑝𝑟𝑎𝑐𝑡𝑖𝑐𝑒𝑠: 

𝟒𝟎

𝟐𝟎𝟒
× 𝟏𝟎𝟎 = 𝟏𝟗. 𝟔𝟏% 

 
Calculation using NABH recommended sample size: Not applicable. 
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TM KPI-36 (BHSQA KPI-67): Follow-up of Referrals (In-country) 

Elements  Details  

Definition 

The percentage of feedback provided to referring 
district Traditional Medicine Hospitals/Units after 
receiving referred patients.  
As Bhutan's apex Traditional Medicine Hospital, 
NTMH serves as the primary referral centre for TM 
facilities nationwide, ensuring timely and effective 
feedback to improve patient outcomes and 
strengthen inter-facility collaboration. 

Formula  

Total number of feedback provided in 3 months  

Total number of referred patients received in that months
X100 

 

Unit Percentage  

Target >95%*   

Sample Size All the referred patients 

Area of Data 
Collection 

All the Drungtshos in NTMH 

Frequency of Data 
Collection 

Quarterly  

Concerned official  
All Drungtshos shall maintain this data and submit 
the report or data to the QFP per pre-defined 
frequency. 

Data Source 
Registry, ePIS, patient cross-referral form and TM 
patient referral form 

Remarks  Nill 

References Ioan, Nestianand Tiţă, 2012; RIB Software, 2024 

Sample calculation:  
Total Number of patients received in 3 months:20 
 

Total number of feedback sought after referral of cases in that months:7 
 

𝐹𝑜𝑙𝑙𝑜𝑤−𝑢𝑝𝑜𝑓 𝑟𝑒𝑓𝑒𝑟𝑟𝑎𝑙𝑠: 

𝟕

𝟐𝟎
× 𝟏𝟎𝟎 = 𝟑𝟓% 

 
Calculation using NABH recommended sample size: Not applicable.       
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TM KPI-37 (BHSQA KPI-56): Patient discharged before 11 AM 

Elements  Details  

Definition 
Patients are discharged from the healthcare centre 
before 11 am to minimise waiting time for 
discharge and the next admission.  

Formula  

Number of admitted patients discharged between 
9 am − 11 am in a month  

Total number of patients discharged in that month 
X100 

 

Unit Percentage  

Target >90%*    

Sample Size Refer sample size  

Area of Data 
Collection 

IPD or Medical Record Unit  

Frequency of Data 
Collection 

Monthly    

Concerned official  

IPD/ Record Unit in-charges shall submit the report 
or data to the QFP per the pre-defined frequency. 
The concerned HOD must ensure that this report is 
submitted. 

Data Source ePIS/Register/soft copy  

Remarks  

Some patients may have to be discharged after 11 
a.m. due to unforeseen circumstances. Therefore, 
the patient can be discharged after 11 a.m. (20% 
will be acceptable). This is to avoid unnecessarily 
delaying discharge after 11 a.m. to meet the 
indicator of discharge before 11 a.m. 

Reference Nil 

Sample calculation: 

Total number of patients discharged before 11 am in a month:30 

The total number of patients discharged in that month: 48 
 

𝑃𝑎𝑡𝑖𝑒𝑛𝑡 𝑑𝑖𝑠𝑐ℎ𝑎𝑟𝑔𝑒𝑑 𝑏𝑒𝑓𝑜𝑟𝑒 11𝑎𝑚: 
𝟑𝟎

𝟒𝟖
× 𝟏𝟎𝟎 = 𝟔𝟐. 𝟓𝟎% 

 

Calculation using NABH recommended sample size: If the total 
number of patients is less than 50, use all the patients for calculation. If 
more than 50, calculate using NABH recommended sample size as shown 
in other examples. 
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TM KPI-38 (BHSQA KPI-45): 5S CQI Implementation 

Elements  Details  

Definition 
Compliance with the concepts of a sort, set, shine, 
standardise, and sustain continuous quality 
improvement. 

Formula  

Total score achieved   

Maximum possible score 
X100 

 

Unit Percentage  

Target >90%*    

Sample Size Not applicable  

Area of Data 
Collection 

IPDs, OPDs and other units (maintenance, 
administration etc.) 

Frequency of Data 
Collection 

Biannually 

Concerned official  
The QFP in collaboration with HCC management, 
shall initiate or organise GA. 

Data Source 5S-CQI assessment report  

Remarks  
This indicator will be captured through the general 
audit 

Reference  Nil 

Sample calculation:  
Total maximum possible score: 1175 (5 [max score for individual standard] x47 
standards x 5 [no of unit assessed]) 
 

The total score achieved: 800 
 

                               5s-CQI implementation: 
 

𝟖𝟎𝟎

𝟏𝟏𝟕𝟓
× 𝟏𝟎𝟎 = 𝟔𝟖. 𝟎𝟎%  

 

Calculation using NABH recommended sample size: Not applicable 
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ANNEXURE 1 
 

NABH Recommended Sample  Size 
 

Screening population Sample size 

50 44 

100 79 

150 108 

200 132 

500 217 

1000 278 

2000 322 

5000 357 

10000 370 

20000 377 
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ANNEXURE 2 

Sample Reporting Format 
 

INITIAL ASSESSMENT OF INDOOR PATIENTS BY DRUNGTSHOS (Name of KPI) 

 
Month of ________________, Year_________Reporting month and year) 

 

Formula: 
𝑠𝑢𝑚 𝑜𝑓 𝑡𝑖𝑚𝑒 𝑡𝑎𝑘𝑒𝑛 𝑓𝑜𝑟 𝑎𝑠𝑠𝑒𝑠𝑠𝑚𝑒𝑛𝑡

𝑡𝑜𝑡𝑎𝑙 𝑛𝑢𝑚𝑏𝑒𝑟 𝑜𝑓 𝑝𝑎𝑡𝑖𝑒𝑛𝑡𝑠 (𝑠𝑎𝑚𝑝𝑙𝑒 𝑠𝑖𝑧𝑒)
  (Formula) 

                                                                              

Indicators for the Month of the Year: 
Report of the 
previous two 

months 

Indicator Numerator Denominator Formula Result Jan Feb 

 
 
 
 
 

Inpatient initial 
assessment by 

Drungtshos 
 
 
 
 

 
 
 
 

     

 
 
 
 
 
 
Name and signature 
 
 
 
 
 
 
Department/Division/Unit 
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