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Unnecessary, Expensive, Intrusion into
autonomy, Waste of time, Who are they

to tell us?




Healthcare is hazardous
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WHO calls patient safety an endemic concern
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We can all agree the practice of medicine was simple,
maybe relatively ineffective but safe.

TODAY.....The practice of Medicine
IS HIGHLY COMPLEX but effective

Way Forward...




Accreditation

 Best possible tool for achieving quality and patient safety.

 Accreditation is a process in which certification of
competency, authority, or credibility is presented to an

organization.

« A self-assessment and external peer assessment process
used by healthcare organizations to accurately assess their
level of performance in relation to established standards and

then to implement ways to continuously improve it.




Focus of Accreditation Standards

* Patient Safety

» Staff and employee safety

 Environment and community safety

* Information Education and Communication
* Measurement of Performance

 Organized around important functions




A doctor’s tool kit for

quality care and patient

safety...

Simple measures saves




Patient Identification

e |ID Bands
* UHID




Use of WHO Surgical Safety Checklist

"

PATIENT HAS CONFIRMED
* IDENTITY

* SITE

* PROCEDURE

* CONSENT

O

CONFIRM ALL TEAM MEMBERS HAVE
INTRODUCED THEMSELVES BY NAME AND
ROLE

O

SITE MARKED/NOT APPLICABLE

ANAESTHESIA SAFETY CHECK COMPLETED

SURGEON, ANAESTHESIA PROFESSIONAL
AND NURSE VERBALLY CONFIRM

* PATIENT

* SITE

* PROCEDURE

Cl

PULSE OXIMETER ON PATIENT AND FUNCTIONING

a0

a0

(i

DOES PATIENT HAVE A:

KNOWN ALLERGY?
NO
YES

DIFFICULT AIRWAY/ASPIRATION RISK?
NO
YES, AND EQUIPMENT/ASSISTANCE AVAILABLE

RISK OF >500ML BLOOD LOSS

(7ML/KG IN CHILDREN)?

NO

YES, AND ADEQUATE INTRAVENOUS ACCESS
AND FLUIDS PLANNED

ANTICIPATED CRITICAL EVENTS

SURGEON REVIEWS: WHAT ARE THE
CRITICAL OR UNEXPECTED STEPS,
OPERATIVE DURATION, ANTICIPATED
BLOOD LOSS?

ANAESTHESIA TEAM REVIEWS: ARE THERE
ANY PATIENT-SPECIFIC CONCERNS?

NURSING TEAM REVIEWS: HAS STERILITY
(INCLUDING INDICATOR RESULTS) BEEN
CONFIRMED? ARE THERE EQUIPMENT
ISSUES OR ANY CONCERNS?

RN

NURSE VERBALLY CONFIRMS WITH THE
TEAM:

THE NAME OF THE PROCEDURE RECORDED
THAT INSTRUMENT, SPONGE AND NEEDLE
COUNTS ARE CORRECT (OR NOT
APPLICABLE)

HOW THE SPECIMEN IS LABELLED
(INCLUDING PATIENT NAME)

WHETHER THERE ARE ANY EQUIPMENT
PROBLEMS TO BE ADDRESSED

mim

0o

HAS ANTIBIOTIC PROPHYLAXIS BEEN GIVEN
WITHIN THE LAST 60 MINUTES?

YES

NOT APPLICABLE

IS ESSENTIAL IMAGING DISPLAYED?
YES
NOT APPLICABLE

SURGEON, ANAESTHESIA PROFESSIONAL
AND NURSE REVIEW THE KEY CONCERNS
FOR RECOVERY AND MANAGEMENT

OF THIS PATIENT




Safer Medication
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NATIONAL ACCREDITATION BOARD FOR
HOSPITALS AND

HEALTHCARE PROVIDERS (NABH)

NABH is a Constituent Board of
Quality Council of India

(QCI)




HCO and SHCO

» Health Care Organization (HCO) - More than 50 beds

= Small Health Care Organization (SHCO) - Up to 50 beds
« Entry level accreditation — HCO & SHCO
« Full accreditation - HCO & SHCO
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NABH Standards

Entry Level
NABH Standards SHCO HCO
(1t Edn.) (1t Edn.)
Chapters 10 10
Standards 41 45

Objective Elements 149 167

Full Certification

SHCO HCO
(2" Edn.) | (5t Edn.)
10 10
61 100
289 651




Challenges in implementation

 Lack of awareness of standards

« Fear of the unknown

« Fear of exposing their vulnerabilities

« Old infrastructure and licenses

« Manpower requirement

« Standard Operating Procedures and Manuals
« Training of all categories of staff

« Inadequate resources




MANTRA

DO 1T YOURSELF
DO NOT DELEGATE




1. Strong Management Commitment

« Top management should actively involve
 Prepare the strategy for implementation

 Responsibility for implementation should lie with the top

management
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2. Quality Coordinator

Choose the right person

Who are these super heroes ?7??

Quality Manager..

1. Knowledgeable
2. Team player

3. Team leader

4. Assertive

5. Listener

6. Perseverance
7. Learner

8. Work around people
9. Communicator
10. Trainer

11. Presenter

12. Manipulator

13. Always smiling

14. Should remain calm
15. Public relations

16. Impartial




3. Quality Team

Multi-disciplinary Team
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4. Training on the Standards

« Attend in-depth training program on NABH Standards

« Nominate three members atleast to attend the program — doctor,

nurse and administrator

 Understand the intent of every objective element
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ADVANCE PROGRAM TO TRAIN CPQIH

(Certified Professional for Quality implementation in Hospitals)

BASIC PROGRAM TO TRAIN CPQIH

(Certified Professional for Quality Implementation in Hospitals)




5. Form Committees

= Multidisciplinary team for NABH implementation
» Form Committees

* Quality Committee
- Safety Committee
* Infection Control

* Pharmacy
 Transfusion

» Form sub-committees depending on issues




6. Baseline assessment to identify gaps

Conduct baseline assessment
Scoring pattern: 0, 5, 10

= Fully met : 10
= Partially met : 5
* Notmet: 0

Focus on “not met”
Improve on “partially met”

Monitor “fully met”

100 +

80 -
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190

met

partially met

not met




7. Assign Responsibilities
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8. Ensure Involvement of Staff

= |dentify Key Personnel in each area
» These individuals can be made as quality champions

= Train on the requirements of their areas




9. Prepare Implementation Checklist

Internal Inspection Proforma - Pharmacy
CHRISTIAN MEDICAL COLLEGE VELLORE Phar ey Date..ooooorrooooe
QUALITY MANAGEMENT CELL @ Displays (AY% Remaris
Cardiac Catheterization Laboratory e ———— i
Date: Entry restriction board
- sion. Vi
Displays Yes'N Mission. Vision, Board

Patient nghts and responsibilities

Procedure room name (Bi-lingual) s
= No smoking Board
Miss: /1sion Board
s Bio- Medical Waste Segregation posters
Patient rights and responsibilities (Latest)
No smoking Board Hand hygiene Posters
Bio Medical Waste Segregation posters Chemical safety poster (SDS sheet)
(Latest) 2 3
Hand hysi Dasplay of license
Chemical safity poster (SDS sheet) Display of kst of high risk medications
:  coutact display Emergency contact display
Emergency floor plan Bumergency floor plan
Radiation safety signage (2017 AERB Fire Exit
Guidelines) Other signage (Like Radiation Electrical
Fire Exit hazard. Cytotoxic etc)
Other signage
Licenses up-to-date for LAB Yes/ No
P1 and P2 Lab- Allura xper FD 20/10(AERB
Nocuect) : : Room temperature maintained (AC) - 16 - e S
P3 Lab- FD 10 clarity 520 (AERB Hcenses) 24°C Yes/ No
Radiology Equipment Adequate lighting Yes / No

TLD badges Yes/ No All medicines are stored as per Yes / No

manufacturer's recommendation
Screening done once n 3 months LASA list specific to that pharmacy is Yes / No
Number of staff using TLD badges in available (Hardeopy or Softeopy) 3
procedure room Look alike and sound alike medicines are Yes /N

indinabad 1090




10. Statutory and legal requirements

= |dentify which are the relevant licenses to be obtained/renewed

= Hospital Registration
= Biomedical Waste authorization, Air, Water Consent
= AERB licenses
= Pharmacy licenses
= Blood bank licenses
= PC PNDT
= MTP
= Transplant licenses (if applicable)
= |dentify what are the requirements to be fulfilled as per
prevailing laws

= Assign responsibilities




11. Ildentify Infrastructural requirements

= Adequacy of fire detection, alarms and fire fighting systems
= Patient and material flow in CSSD and OT

= Special provisions like baby care room, play room,

handicapped toilet as per the scope of the hospital
= Adequacy of equipments as per scope

= Prepare the plan for addressing them




12. Documentation

= Help the relevant stake holders in preparation of the policies

and procedures that comply with the NABH standards
= Many sample documents available — customize to your hospital
= Standardize
= Keep them simple

= Trial and implement




13. Training

= Prepare the Training Matrix and Training Calendar
» |dentify and implement training requirements

= |dentify Faculty
= Plan training calendar, roll out training

* Interact/educate the end users regarding the same

v'Including doctors

Train, Train, Train




14. Initiate Audits
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15. Continuous Follow up

By Quality Manager
Quality Team
Committees
Documented

Presented to the Top Management

Follow up, Follow up, Follow up




16. Capture Indicators

= Start capturing basic and relevant indicators
= Explain the indicators and their relevance to the stakeholders

* Involve the stakeholders and analyze the data

REPORTING ERRORS OF THE LABORATORY TESTING PROCESS

CHRISTIAN MEDICAL COLLEGE VELLORE @
Quality Indicators — Laboratories SL: STAGES TYPES INTENDED MEANING

Sample not sufficient or adequate for test but

1.1. Insufficzent Sample

Department /Lab: .. ... Month & Year. ... ... ... may be in good condition (2 £. volume)
Sample condition not appropriate or notina
1.2. Sample Cond:tion good condition for conducting test (e g
S.Ne Parameters Numbers coazulated. contaminated)
PRE 3T " Wrong biolozical sample in right rube or nght
1 Total number of tests performed A ANALYTICAL 13; Hconect Sumple biological sample in wrong tabe
- Fumber of re-do: 14 Incomect Mismatch between request and identification in
i o i = Identification tube (e g wrong ID. wrong sticker)
3 Number of reporting errors = + 3 Sample handled/transported not according 1o
15 ;mp.e Handling/ prescribed conditions or beyond prescribed time
s T Ivtical sanspot (e.g. temperature. cold chain etc.)
- 2.1. Equipment - > x
® Analyncal Malfunction or Failure Self-Explanatory
e Post analytical 2 | awarymcar |72 Quality Control (QO) | 14enrified during QC
= = . - 9 3 ceqv | Analytical mterferences may anse from
4 Co-relation of tests with climical {Onty for H ) (: l'f’mh:me in Assay unsuspected abnormal binding protein(s) in

patients
3.1. Improper Data Entry | Errors captured durning data entry

Number of tests audited (Sample size: atleast 15%) —

Number of reports co-relating with clinical diagnosis (out of = POST
sampled munbers) - ’ ANALYTICAL

Ermrors within Lab before releasing report or after
releasing report getting amended

3.2 Reporting or Analysis

5 No of tests that exceeded tumaround tme.
Note: Re-Dos:
Other reportzble incidences/ near misses (Chemical spill, hazard to staff etc...) 1. For various reasons, once again the test is being run and if values change then consider these
as re-dos. (E.z QC failure, critical alents, hizh and low values, clinician dniven reports on
6 changing values).

2. If values do not change. then it shall not be considersd as re-dos.

......................................................................................... . Ture Around Time (TAT)

*Each Lab shali define the TAT for tests conducted
Differsnce between sample fime receiving time and tume of releasing report online

= This shaill be auto-generatad by CHIPS

Signature of the HOD/ HOU = The indicator to be captured as number of times test exceeded TAT as numerator and number
of tests conducted as denominator

= Root Cause Analysis (reasons) to be done on tests exceedingz TAT for Comrective and

FORBIQMCI003/P/02.072018 Prevenuve Action (CAPA).




17. Keep updating the champions and all staff

= Continuous update to all staff on overall progress- through
meetings, newsletters etc.

= Keep them engaged

» Update the departments and stakeholders on the levels of
compliances

= (Celebrate successes




18. Do an internal assessment/ invited
external assessment

60

50

40

30

20

10

0

met partially met not met




Submit Your
Application




Points to Remember

Every Non-Compliance is an opportunity for improvement
Accept NCs and improve on them
Do not close NCs for the sake of closure

Never get disheartened - Change in culture/ practice takes

years
Always remain positive — “Never give up”
Continue to learn

Establish the system for continuous monitoring and

sustainability
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Systems awareness and systems design
are important for health professionals,
but are not enough. They are enabling

mechanisms only.

It is the ethical dimension of individuals
that is essential to a system’s success.

Ultimately, the secret of quality is love.
You have to love your patient...., you
have to love your profession, you have
to love your God.

If you have love, you can then work
backward to monitor and improve the

system.

Avedis Donabedian




