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Revisions to Outcome Measures Standard

ApplicAble to behAviorAl heAlth cAre

Effective January 1, 2018

Care, Treatment, and Services (CTS)

Standard CTS.03.01.09
The organization assesses the outcomes of care, treatment, 
or services provided to the individual served.

Element of Performance for CTS.03.01.09
1.  The organization uses a standardized tool or instrument to 

monitors the individual’s progress in achieving his or her 
care, treatment, or service goals.

Note: Ideally, the tool or instrument monitors progress from 
the individual’s perspective. The tool or instrument may be 
focused on a population or diagnostic category (such as 
depression or anxiety), or the tool or instrument may have a 
more global focus such as general distress, functional status, 
quality of life (especially in regard to intellectual/developmental 
disabilities and other physical and/or sensory disabilities), well-
being, or permanency (especially in regard to foster care).

2.  The organization gathers and analyzes the data gener-

AppRoved: Revisions to Behavioral Health 
Care Outcome Measures Standard
The Joint Commission announces revisions effective January 
1, 2018, to Care, Treatment, and Services (CTS) Standard 
CTS.03.01.09 for accredited behavioral health care organiza-
tions. Whereas the standard currently requires organizations 
simply to assess outcomes of care, treatment, or services, the 
revisions require organizations to assess outcomes by using a 
standardized tool or instrument. The results of these assess-
ments will be used to inform goals and objectives identified 
in individual plans of care, treatment, or services (as needed) 
as well as to evaluate outcomes of care, treatment, or services 
provided to the population(s) served. 

In conjunction with The Joint Commission’s plan to 
pursue this project, several initiatives in the field have recently 
occurred. Among these is the Kennedy Forum’s publication of 
the Issue Brief “Fixing Behavioral Health Care in America: A 
National Call for Measurement-Based Care in the Delivery of 
Behavioral Health Services.” The Brief states: 

All primary care and behavioral health providers treating 
mental health and substance use disorders should 
implement a system of measurement-based care whereby 
validated symptom rating scales are completed by 
patients and reviewed by clinicians during encounters. 
Measurement-based care will help providers determine 
whether the treatment is working and facilitate treatment 
adjustments, consultations, or referrals for higher intensity 
services when patients are not improving as expected.*

Measurement-based care has become a high-profile issue 
in the behavioral health care field, and The Joint Commis-

sion believes that the enhancements to this standard will help 
accredited customers increase the quality of the care, treat-
ment, and services they provide. 

The revisions to Standard CTS.03.01.09 consist of the 
following:
l  Revised element of performance (EP) 1 that requires 

organizations to use a standardized tool or instrument to 
monitor an individual’s progress

l  New EP 2 that requires organizations to analyze the data 
generated by this activity and use the results to inform the 
individual’s goals and objectives as needed

l  Revised EP 2, renumbered as EP 3, that requires orga-
nizations to use their data to evaluate outcomes of care, 
treatment, or services provided to the population(s) 
they serve

To assist organizations in complying with the revised 
standard, The Joint Commission is developing supplemental 
materials that will contain information on standardized tools 
and instruments that are available to organizations. In addi-
tion, The Joint Commission is providing the field with one 
year instead of six months to prepare for implementation of 
these revisions (hence the effective date of January 1, 2018).

Revisions to Standard CTS.03.01.09 are provided 
below (new text is underlined and deleted text is shown with 
strikethrough) and will be posted on The Joint Commission 
website at http://www.jointcommission.org/standards 
_information/prepublication_standards.aspx. The revisions 
will be published in the fall 2017 E-dition® and print updates 
for the Comprehensive Accreditation Manual for Behavioral 
Health Care.

Please contact Lynn Berry, project director, Department 
of Standards and Survey Methods, at lberry@joint 
commission.org for more information. p

* The Kennedy Forum. Fixing Behavioral Health Care in America:  
A National Call for Measurement-Based Care in the Delivery of  
Behavioral Health Services. Accessed Dec 11, 2016. https:// 
thekennedyforum-dot-org.s3.amazonaws.com/documents 
/KennedyForum-MeasurementBasedCare_2.pdf.
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ated through standardized monitoring, and the results are 
used to inform the goals and objectives of the individual’s 
plan for care, treatment, or services as needed. (See also 
CTS.03.01.03, EP 4)

2. 3. The organization evaluates the outcomes of care, treat-
ment, or services provided to the population(s) it serves 
by aggregating and analyzing the data gathered through 
the standardized monitoring effort. (For more information, 
refer to Standard PI.02.01.01).

3. 4. For	organizations	that	provide	eating	disorders	
care,	treatment,	or	services: The organization assesses 

outcomes of care, treatment, or services based on data 
collected at admission. Examples of such data include 
complete history and physical including height, weight, 
frequency of binge eating and purging (when applicable), 
eating disorder diagnosis, Body Mass Index (BMI), heart 
rate, date of last period, and other appropriate lab tests 
(such as potassium, phosphorus, thyroid, hemoglobin, 
and glucose) as determined by the organization and in 
accordance with the level of care provided. (See also 
CTS.02.03.11, EP 1).

Consistent Interpretation
Joint Commission Surveyors’ Observations on RC.02.01.03, EP 7
The bimonthly Consistent Interpretation column is designed 
to support standards compliance efforts. Each column draws 
from a de-identified database containing surveyors’ observa-
tions—as well as guidance from the Standards Interpretation 
Group on how to interpret the observations—on an element 
of performance (EP) in the Comprehensive Accreditation 
 Manual for Hospitals. This installation (the seventh in the 
series; the box at right lists the requirements previously 
 featured in the column) highlights Record of Care, Treat-
ment, and Services (RC) Standard RC.02.01.03, EP 7.  
Note: Interpretations are subject to change to allow for unique 
and/or unforeseen circumstances. p

EPs Previously Featured in “Consistent  
Interpretation” Column

Perspectives Issue Featured EP(s)
January 2016 PC.02.01.11, EP 2
March 2016 EC.02.06.01, EP 1
May 2016 PC.02.01.03, EP 1

PC.02.01.03, EP 7
PC.02.01.03, EP 20

July 2016 MM.03.01.03, EPs 1–3
September 2016 PC.01.02.01, EP 1
November 2016 EC.02.05.01, EP 15

Record	of	Care,	Treatment	and	Services	(RC)	Standard	RC.02.01.03:	The patient’s medical record documents operative or 
other high-risk procedures and the use of moderate or deep sedation or anesthesia.  
EP	7*: When a full operative or other high-risk procedure report cannot be entered immediately into the patient’s medical record 
after the operation or procedure, a progress note is entered in the medical record before the patient is transferred to the next 
level of care. This progress note includes the name(s) of the primary surgeon(s) and his or her assistant(s), procedure performed 
and a description of each procedure finding, estimated blood loss, specimens removed, and postoperative diagnosis.
* For the first six months of 2016, the noncompliance percentage for this requirement was 8% (that is, 62 hospitals out of 772 hospitals surveyed were out of 
 compliance with this requirement).

Surveyor Observations Guidance/Interpretation
The immediate progress note does not 
contain the required elements.

This EP concerns interim op notes. Unless required by the health care organiza-
tion’s policy, it is not necessary to document “no specimen” or “no estimated blood 
loss (EBL).” Put another way, if the organization does not prescriptively require “no 
EBL/specimens” to be documented when this is not applicable to the procedure, this 
 finding is not to be cited.

There was no post-procedure progress 
note or post-op note written before the 
patient was transferred to the next level 
of care.

The “next level of care” may be described as transition of care from one provider to 
another provider, such as from the operating room to the recovery area or from the 
recovery area to a medical/surgical unit. In the context of Standard RC.02.01.03, EPs 
5–7, the intent is to ensure the next provider of care has the information needed to 
continue the care of the patient. Therefore, if the surgeon or anesthesia provider ac-
companies the patient from the operating room suite to the designated recovery area 
(such as a post-anesthesia care unit or an intensive care unit), a verbal report (see 
Provision of Care, Treatment, and Services [PC] Standard PC.02.02.01, EPs 1–3) 
may be provided to the next provider of care. In this scenario, the post-procedure 
note would need to be written and signed before the patient leaves the recovery area 
and transferred to the next level of care.
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