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CONTEMPORARY USE OF STANDARDS TN HEALTH CARE

I. RODUCTION

This paper is asbout standards, in particular hospital standards.
What are standards and how are they determined? How can they be used?
Are national standards of benefit to the quality of care provided? What
areas/issues in health care might national standards address? This paper
provides a brief discussion of these questions. Hepefully, it can be used
either as a "primer" for those needing basic knowledge about health care
standards or as a discussion paper to guide deliberations about the develop-
ment of standards and thelr use within a2 particular context,

For many years now the World Health Organization (WHO) has been
promoting the concept of primary health care which places the individual and
the family at the very core of health care delivery - whether that health
care inveolves maintaining on-going health and well-being or taking measures
to minimize illness and therefore achieve a return to health. However, the
individual and family are assisted in maintaining health by an organized
health care system of some sort. The extent and composition of such a
system will vary from country to country, region to region, place to place.
The hospital, regardless of its national, reglonal or local characteristies,
is generally accorded a major role to play in the health care system. It
is the hospital which Is the focus of this paper. Specifically, the paper
will explore the igsue of standards for hospitals and how such standards can
assist the hogpital to provide an optimal level of care for the individual
and family in its role within primary health care.

A. HOW THIS REPORT CAME TO EBE

There are perhaps two major reasons why WHO has elected to provide
this initial report on standards for hospitals. First, numerous enquiries
regarding standards have been received by WHO from countries around the
world. These enquiries range from mere requests for more information about
existing hospital standards, to assessments as to what, if anything, can be
achieved through national hospital standards and how such standards wight
be used to better establish and maintain the appropriate role of the
hospital within a primary health care system. Many countries are in the
process of critically examining their current delivery of health care and
are looking at how to modify their existing systems, often in response to
shrinking resources, to better serve their citizens, Hospitals are central
to health care delivery and thus become, of necessity, a focus for any

critical review of a health care system. It is expected that questions
regarding hospital standards might arise during such reviews, especially
since hospitals are a major resource consumer within the system, We need

to know if hospitals are doing what they should be doing and doing it in an
acceptable way., Without standards we have no way means of assessing this.
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The second reason why WHO has elected teo undertake this initial
report is that WHO's own work over the last ten or so years has paved the
way for an initial exploration of hospital =tandards, In 1981, as result
of key meetings in Karachi, WHO published "The Role of Hospitals in Primary
Health Care". The Karachl meetings and the report were co-sponsored by
WHO, the Canadian International Development Agency (CIDA) and the Aga Khan
Foundation, Canada. The report from these meetings clearly articulates the
role of the hospital in the promoticon of health and describes an expanded
responsibility for hospitals. Not only were hospitals to alleviate 1ll-
ness, but also they were seen to share a responsibility to prevent illness
whenever possible by promoting practices which would reduce or, at least,
minimize illness, Recognition of this expanding role for hospitals was
seen as an emerging trend around the world during the late 70’z and early
"80's.

In 1985 the deliberations of a WHO Expert Committee resulted in
ancther report entitled "The Hospital and Health for All. " This report
highlighted the need for suitable iInfrastructures for the hospital (p. 19)
and for the organization of resources "across various levels of service"
which was seen to be "vital for the implementation of integrated programmes”

(p. 20).

The report commented further on the need for appropriate management
systems to be in place "... which preserve a comprehensive approach to
policy formation, which plan and budget on this approach and which evaluate
the efficiency and impact of the total approeach. " (p. 39-40). Although
these comments were made regarding an integrated hospital/primary health
care system, i1t may be assumed that what is appropriate for an integrated
system is individually applicable to each of its parts.

The report suggested specifically that hospitals determine their
scope of service with reference to a community-based information system.
This system should enable the hospital teo identify community needs for
service and should assist the hospital to make decisions about expanding,
reducing or discontinuing services. Purther, the commumity-based informa-
tion system would promote intersectoral collaboration and provide a hasis
for a more effective referral system.

The report, in its recommendations, suggested that WHO develop
indicators of performance for hospitals as well as methods and materials
related te facility planning and malntenance, This report contains a
series of fourteen questions for hospitals to ask themselves regarding their
role as first referral level facilities within the health care system. By
rewording these questions inte statements they could, in fact, become a set
of basic standards for the first level referral hospital, especially con-
cerned with the hospital’s relationship to the community it serves. This
list of questions has been reproduced in Appendix 1 of this document,

Thus, the 1985 report further articulated the role of the hospital
in a primary care system and, in addition outlined the hospital's need for
suitable infrastructures, appropriate management systems, and the determina-
tion of service based on community needs. The repert also recognized the
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need for performance indicators and for methods for planning and maintenance
of facilities. All of these items, collectively, begin to form the basic
framework for hospital standards.

This basie framework for hospital standards received additional
dizcussion and was even further developed in a more recent report entitled
"The Hospital in Rural and Urban Disztricts", Geneva, 1990, which again, was
the result of the work of a WHO Study Group. There was fitrst and foremost
a recommendation to WHO te “continue to develop guidelines on essential
procedures, technologies and standards for first referral level hospital

funetions" (Recommendation 7). This was followed by a recommendation to
national and international non-government organizations to "improve the
existing standards of management ..." (Recommendation 3). Finally, some of

the elements to be addressed by standards were noted in the recommendations
to hospitals. Within the District System, for example, the hospital should
participate in comprehensive information systems (Recommendation 3) and
in defining health problems and planning their solutions (Recommendation
6). Referral systems for patients (Recommendation 7) and human resources
(Recommendation 8) should be developed. Within the hospital itself, staff
must be made aware of the role and objectives of the hospital (Recommenda-
tion 9) and the hospital must continuously monitor and evaluate perform-
ance, quality of care and effectiveness and efficiency (Recommendation 12)
as well as its physical structure and equipment (Recommendation 15).

Let us summarize the effect of these various reports. Based on
an accumulation of thinking which began with the emphasis on primary health
care and proceeded through the designation of the role of the hospital in
a primary health care system and on to the assertion of specific needs of
the hospital if it is to function well within the care delivery system, WHO
has progressed steadily toward the discussion of standards for hospitals.
Let us now begin this discussion recognizing that, like previous steps in
WHO's preogression of thought about hospitals and their role, this paper will
be another single step from which further steps might be taken.

B. WHAT WILL THIS REPORT ADDRESS?

Avedis Donsbedian, the guru of quality assessment, notes that "where
the quality of care is concerned, though we know something about these mat-

ters, there is much, much more that we are ignorant of ... . Almost every-
thing we say, therefore, is provisional, hedged with reservation, tinged
wirth doubt. And yet, while we search for a more perfect truth, we must

act, in good faith, upon what we think we know."l Donabedian's comment is
aptly applied to standards as well - there is much we do not know about
standards and much we have to learn but our limited knowledge base should
not prevent our exploration of the development and use of standards 1f their
use will petentially result in an iImprovement to health care delivery.

This report will be divided into two major sections. The first
will address the setting of standards and their use as well as efforts made
by countries around the world to set national standards for hospitals, The
second section of this report will describe a basic framework for hospital
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standards which might be applied on a natienal, provincial or regional
basis,

C. THE CURRENT SITUATION

Around the world, health care 1z receiving increasing attention,
not only for its indigenous value to a specific population, but also for
its tremendous impact on the economic resouxces available to that popula-
tion. Health care is becoming progressively more expensive, especially
in view of ever-increasing technological developments, new demands for
highly specialized staff training, changing facility requirements, and
increased consumer demands. The result of all this is that we must now
look more carefully at the community needs for service and set priorities
based on those needs. In addition, however, we must strive to do better
with what we have, which means we must organize and manage more carefully
and continually evaluate how we are doing. These activities eventually
lead uz back to the need for standards against which to measure our
performance.

Many countries now recognize the need for national standards for
hospitals and are purszuing their establishment. Other countries have
already established national standards and are seeking to improve them so
they ate more useful in guiding and subsequently judging performance. Some
of these s=ame countries have estsblished national pregrams to actually
monitor the compliance of individual hospitals and other types of health
care facilities with national sztandards,

The establishment of national standards iz a difficult and time-
consuming task. But, it is certainly one which is possible to achieve and
one which provides significant benefits once in place. There are, however,
certain requirements which must be in place prior to developing standards.
Succinctly stated these are:

o the belief that standards are desirable and useful;

o the will and knowledge to develop standards;

© the resources for developing the standards and subsequently
implementing and maintaining them;

0 the ability to promote the standards once they are established and
to educate potential users In how to meet them;

o the recognition that standards must be "tailor-made" if they are to
serve well the specific constituency for which they are intended.

Those countries which have created national standards will all have
subseribed to the foregoing prerequisites for standards setting, albeit in
differing ways or degrees, The final prerequisite, one which was not pre-
viously listed, is that someone must take responsibility for the development
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of standards. The "someone" might be government agencies or groups of
health care providers or health care facilities (such as hospitals) or a
combination of the foregoing. What is important is not who specifiecally

is involved but that whoever is invelved approach standard setting with a
common: purpese, dedication, knowledge, understanding and clearly established
goals.

II SETTING AND USTNG STANDARDS

In most countries today, repardless of their =ize or wealth, the
health of the population and how that health care is provided is a major
concern. Many developing countries are attempting to create a health catre
system which serves the basic needz of the population, a population often

scattered or isolated. In such countries use of scarce resources must be
carefully planped to ensure the maximum benefit iz achieved. In more
developed countries health care systems which have been in place for some
time are now in jeopardy due to increasing financial constraint, Choices

must be made about what services to provide and what not to provide.

Regardless of the country concerned, all who plan health care deli
very strive to achieve the highest quality care possible within the resour-
ces available., It 1s this emphasis on quality which leads us into the dis-
cussion of standards. In order to have quality we must have some idea of
what quality is and what it means In a particular context, Standards assist
us in defining the meaning of quality as it relates to health care delivery.

In rthis section we will examine three questions: what are
standards? how are ztandards set? and, how are standards used? As a
logical extension of the last question, we will review some national
accreditation programs currently in existence,

A, WHAT ARE STANDARDS?

There are many learned discussions surrounding the definition of
standards. Perhaps the beszt discussion of definition is advanced by
Donabedian. He tells us that standards are "professionally developed
expressions of the range of acceptable wvariations from 2 norm or criter-
ion,2" He goes on to define eriterlia as “"predetermined elements against
which aspects of the quality of medieal service may be compared, and norms
as "measures of usual observed performance.” However, witheut the benefit
of ecareful reading of Donabedian, these definitions may preove to be more
complicated than needed for our current discussion.

The Oxford DictionaryEProvides several key concepts for the defini-
tion of standards. First, it notes that standards are degrees of excel-
lence. Second, it suggests that standards serve as a basis of comparison.
Third, it notes that standards are a minimum with which a community may be
reasonably content and, finazlly, that a standard is recognized as a model
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for imitation, If these concepts are applied to health care we can perhaps
formulate, for the purposes of this paper, a simple definition of a standard
as a "benchmark" of achievement which is based on a desired level of excel-
lence. As such, standards become models to be imitated and may serve, in
turn, as the basis for comparisons.

Once standards have been set, it is then necassary to determine
how judgements are to be made as to whether or not they have been met,
Judgements are made based, as Donabedian notes, on predetermined criteria.
Criteria are those things which must be done or must be in place before a
standard can be judged to have been met. We might simply say that eriteria,
when taken collectively, comprisze the concrete proof that a standard has
been achieved. Thus, the exercise of setting standards consists not only
of determining the standards themselves but alse of establishing the
criteria which will be used to ascertain whether or not a standard has been
achieved,

Level of Standard: Minimum vs. Optimal

When we discussed the definition of a standard we noted that stand-
ards represented the minimum with which a community might reasonably be con-
tent, Donabedian alsc includes in his defimition of a standard the fact
that somehow it is based on norms, that is, on what is frequently ohserved
behaviour. Both definitions lead us to conclude that standards are always
some sort of basic level of acceptability., VYet, do standards slways repre-
sent only minimal acceptability? The answer is clearly no.

Certainly there are minlmum standards and these are generally
thought to represent a level of acceptability below which, in the eyez of
those judging, lies the unacceptable. Thus, within hospitals, a certain
level of cleanliness is determined to be the standard; anything below that
level 1s unacceptable because of the high rigk of infection or contamination
it would pose for patients and staff. But, while minimum standards are a
"must" to meet, there are other standards which we continually strive to
achieve. These are the desirable or optimal standards. A hospital, for
example, may determine that the minimum standard which is acceptable for
nosocomial, or hospital acquired, infections is 7-10 percent. Thus, any-
thing above 10 percent would imply less than acceptable conditions within
this facility and result in an unacceptable level of patient care. But,
the hospital may also determine that its desired standard is 3 percent or
less. Thus, while meeting a minimum standard, the hospital, at the same
time, may also be seeking to achieve a desired or optimum standard.

There should be no gquestion that minimum standards are achievable
by all; optimal standards, on the other hand, represent a degree of excel-
lence which may only be achieved by those dedicated and determined to do so.
It iz most important when preparing or using standards to be clear about
whether they are minimum standards or desirable standards, It is also
important to note that optimal standards, after a period of time has lapsed
and significant effort has been exercised to meet them, may, in fact, become
minimum standards.




T s of Standards

The different types of standards are defined by what they are direc-
ted toward. Again, we may refer to Donabedian®who tells us that standards
may be directed toward structure, process or outcome. Structure standards
apply te the things we use (human, financial and physical resources). Pro-
cess standards apply to what we do (activities that conatitute care, service
or management). Outcome standards address the results (both clinical and
non-elinical) of what we do with the things we have.

In the past, emphasis has been placed primarily on struecture and pro-
cess standards. If resources were used appropriately and processes
were efficient and effective then one could conclude that quality care or
service was being delivered. This is akin to the equation: A + B = C.
However, experience has taught us that such a conclusion is not always
Justifiable. It is possible to meet structure and process standards and
still have poor outcomes. In view of this phenomenon, a new emphaszis is
now being placed on the definition and implementation of outcome standards.
The new emphasis on outcome standards begs the question of whether structure
and process standards should eventually be abandoned. At the moment con-
sensus seems to be that outcome standards will never be totally sufficient
on their own., If poor outcomes are obtained, it is still necegsary to go
back to structure and process to help determine what went wrong and where,
It is highly likely that a combination of structure, process and outcome
standards will be our best alternative to monitoring quality of care and
sexrvice within health care facilities,

Focus of Standards

Most health care standards which exist today focus on one of two
things: the organization and management of health care and the resulting
care or on ¢linical practice. Organization and management standards tend
to address the ability of the health care facility to deliver quality care
or service. Clinical practice standards on the other hand, describe the
precise nature of what should be delivered. Practice standards are formu-
lated by individual professional groups who work within health care faei-
lities and generally are used to guide those professionals in the ideal ways
to carry out their patient care responsibilities given certain sets of
circumstances and patient diagnoses,

At the moment, many professiomal groups, Including physicians, are
just beginning to recognize the importance and necessity of formulating
practice standards. But, the formulation of practice standards is not
without controversy. Many physicians, for example, argue that such stand-
ards are too restrictive and impede exercise of their best judgement when

treating an individual patient. But, even those who argue against stand-
ards will often concede that something less restrictive is still of value
te practice, Hence, the terms "clinical practice guidelines" or "practice

barameters" are often seen now to indicate what might be called "softer”
standards. Regardless of the terminology which is employed, the end result
is similar, that is, the designation of something against which to measure




8

what we do as professionals caring for patients. The impetus for practice
standards at the present time is not unrelated to economic conditions affect-
ing health care, Az finaneial resources become more constrained the need
to justify the effectiveness and efficiency of what we do as health care
professionals becomes greater.

Ideally, there is a place for both organization and management stand-
ards and elinical practice standards and both are impoertant in the grand
scheme of assessing quality of care provided in health care facilities.
There is little doubt that organization and management standards are easier

to develop, monitor and evaluate. Clinical practice standards, on the
other hand, require a great deal of consensus building to achieve and to
interpret appropriately. What is important, however, is to ensure that

there is compatibility between them and that each is recognized for the
specific contribution it makes to the overall evaluation of health care,

E. HOW ARF STANDARDS SET?

Standards are not new. An important part of their genesis may be
traced back to the puilds of medieval times., The gullds were associations
of merchants or tradesmen who organized themszelves among other reaszonz to
maintaln standards for how they carried out their work.® Those wishing to
take up a particular trade or vocation apprenticed themselves to members of
the guild so as to be taught and to be recognized eventually as someone who
could provide a certain standard of work, Rosen, Miller and Parker (1989)6
point out in their discussion of standards that even today professzsions and
trades set and maintain their own entry standards which are a guarantee to
the public that qualified members of the profession have met a certain stand-
ard of competence. Similarly we are all familiar with the gold standard
created in the 1800's. The pold standard waz a monetary system with gold
of a eertvain standard of weight and fineness as its unit of value. Other
currencies were valued in relation to the gold standard. While there has
been congiderable movement away from the gold standard in recent decades due
to its lack of flexibility, it provided a valued standard for international
currency for many years. Both these examples of standards illustrate
important components to the setting of standards which we will now explore.

Collective Judgement

Standards are first and foremost based on some form of collective
judgement. In our twoe previous examples we saw evidence of this, The
gullds were specifiec groups of tradesmen or merchants. Each guild deter-
mined for itself the standards of performance it would achieve and maintain
and subgequently passed judgement on those entering the trade (the appren-
tices) to determine if they were able to meet the specified standard of per-
formance. The guild, then, made the collective judgement about how the
trade was to be practiszed and who was gqualified to practice it,

The gold standard alse represented a collective judgement. The
international currency markets created this system to ensure that an
individual currency could be reasonably valued against other currencies.
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The collective judgement was exercised in the choice of gold as the standard
because of its ability to maintain its value. Again, by collective agree-
ment, currencies based on the gold standard were to be backed by a reserve
of gold. Thus, both the standard and its enforcement were supported by a
collective judgement,

In health care, standards are also developed and maintained based
on collective judgements. Theze include both organization and management
standards and standards for clinical/professional practice. Of ecourse,
when discussing the collective judgement in health care inevitably one must
ask who comprises the "collective" making the judgement and how is the
judgement made?

Generally speaking, the best and most effective standards are those
which have involved peer judgements. In other words, peer groups set stan-
dards for themselves, or certainly, play a major role in doing so.  Thus,
those who set the standards must also live by these standards. Again, this
was fundamental to the guild system. Obviously, the professional groups
involved in the delivery of health care must be the major determinants of
their own professional practice standards. Since hospitals are comprised
of many professionals working together to deliver patient care; it stands
to reason that these professionals should play a major role in determining
the standards for organization, management and delivery of care within the
hospital. Likewise, hospitals are part of larger health care systems,
ranging from regional systems to state or national systems, and standards
appropriate to those systems must be determined by all those involved in the
delivery of care within the systen.

Standards in the latger context (regional, state or national) raise
another interesting question and that is the role of government in setting
and maintaining standards. Government, at all its various levels, generally
is seen to play an important dual role in standards. Flrst and foremost,
government has the responsibility to look after the collective public good,
Tn most countries today that collective public good includes guarding and
protecting the health of the population, which, in turn, in most countries
manifests itself in the administration of some sort of national system for
the delivery of health care, or at least some portions of it. Govermment,
then, may quite legitimately play a role in determining what national stand-
ards for health care might be in terms of such things as quantity of heath
care to be made available to the population at large, range of service,
equity of what is available to the population, accessibility to all members
of the population, portability of coverage from place to place, etc. In
other words, government may have an important role to play in establishing
the broad parameters for the delivery of health care. These in themselves
become standards.

Covernment also has a second major role in health care standards and
that is to contribute from the public tax putse to the financial support of
the standards which have been established for health care. Within indivi-
dual countries, government funds are used in a variety of ways, and to
greater or lesser degrees (often supplemented by private enterprise funds).
But, any contribution that is made should be made based on some standards
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which reflect a collective judgement about the needs, geals and desires for
health care as expressed by the providers and consumers of health care.
While government may set the broad parameters for health care delivery and
its funding, it should not be seen as the sole body invelved in setting and
monltoring standards.

The question, then, of who sets standards in health care is a com-

plex one. In summary, we can conclude that standards are likely to be most
effective when they are set by those who will use them, the providers of
care, Government, too, may be deemed te be a "provider" in that it often

articulates health expectations for the population and establishes the broad
framework for the delivery of care lovolving use of publiec funds. Whoever
sets standards must obviously be in some position of authority, either by
knowledge or special expertise (as in the case of professionals or managers)
or by vested power (the government). Whoever the particular authoricy, its
credibility to form standards must be respected and its ability to enforce
standards must be acknowledged,

Implied in all the foregoing discussion about who should set
standards is an underlying premise about how standards should be developed.
Clearly if there are multiple players who should be involved in setting the
standards, then their method for how to do so is through consultation and
consensus. Preecise consultation procedures and methods to arrive at con-
sensus will vary and appropriate procedures and methods need to be estab-
lished.

It is also clear that the same players do not necessarily take the
leadership at all times in the formation of standards. The leadership for
professional practice standards should clearly by taken by professional
groups. But professional practice standards need to be implemented, within
health care facilities for example, and funding must be available to achieve
them. Thus, the managers of health care facilities and government have an
interest in how practice standards evolve and what their repercussions will
be. Similarly, those preparing standards for the organization, management
and delivery of care within facilities would be quite foolish not to involve
professional groups and government. And, government, in turn, needs the in-
volvement of managers, and professional providers of care when deternining
standards for the scope and range of health care to be provided by publie
funds.

Value Based

In addition to being based on collective judgements, standards are
set to reflect values. If we go back to our example of the gold standard
we can learn something about how standards reflect values. In forming the
gold standard two important values of the international monetary community,
and in fact the world community at large at the time, were reflected.
First, 1t wasz seen as valuable to be able to have some measure, some basze,
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upon which to judge the relative values of different currencies. And,
second, gold was selected as that base becauze of the common high value
which was placed on it.

Health care standards possess similar value bases. We do not have
te look far inte the hospital to find ample examples of these values. 1
believe, for example, that if I po te the hospital as a patient I should
find a sultable array of health care profeszionals who are competently
qualified te attend to my illness. I also believe that my care in hospital
should be managed as effectively, efficiently and expeditiously as possible.
In moest cases (presence of terminal disease excepted) I believe that I
should not leave hospital in worse condition than when I entered, On the
other hand, as a health care professional, I also have a set of beliefs
about what is within the scope of my prefessional ability to achieve for my
patients and how far my professional abilities will allow me to go or not
go in treating a patient, If I am a health care manager I have beliefs
about the most effective and efficient ways to organize and deliver care.
My responsibility is to achieve maximum effectiveness of care or szervice
delivery through apprepriate and efficient use of resources, And, az a
government decision-maker I must interpret and reflect the values towards
health care of the society I serve, how it is to be delivered and how
professionals practice. In forming standards, care must be taken hoth to
ascertaln the individual and societal values which should underlie thesm and
then to refleect these values in the standards themselves.

Dynamiec v=s. Static

In the minds of many, standards are seen to be something which, once
they are set, are carved in stone. Yet, the contrary is actually true,
Standards are, in fact, dynamic in nature and should change to reflect
changes in the collective judgment about something or about the values
placed on it. Let us return once again to our example of the gold standard.
After a perlod of great international acceptability, the gold standard
ceased to be relevant in the eyes of many nations because of its limit on
their individual ability to control their own currency systems and monetary
pelicy. With the gold standard, a single economic event occurring in a
gingle country could affect the gold atandard and would, in turn, be felc
by all other countries using the standard. When the higher wvalue to
individual nations became contrel of thelr own monetary system rather than
being able to set and back their currency with prescribed amounts of gold
to ensure its common value, the relevance of the gold standard ceased.

Within health care, standards are constantly changing to reflect the
changing nature of health care itself as reflected in technology, profes-
sional practice, economic conditions, consumer expectation, treatment
modalities and 1ife expectancies. Thus, immediately fellowing the setting
of standards, evaluation of their relevance and applicability must commence.
And, if these are not satisfactory then standards must be revised, and the
process of evaluation begun again.
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If care is taken to set standards, however, then they should have
some durgbility, albelt not necessarily forever. Generally standards get
changed after they have been used for some time and, like the gold standard,
have been found wanting. At this peint they are generally replaced with
something more relevant. As well, standards, especially those which
describe desired or optimal conditions, are usually changed when most of
these who use them have succeeded in reaching them; then higher optimal
standards are set to provide new levels of excellence to strive for,

What is most impoxtant then, when setting standaxds, is first and
foremost to set them with great care so that they reflect the appropriate
collective judgement about accepted or desired levels of performance and the
values which underpin the collective judgement, Second and equally
important, however, is the need to recognize that standards are dynamic and
that processes for the on-going evaluation of their continued relevance and
applicability must be in place.

c. HOW ARE STANDARDS USED?

Within health care, standards are used in one of three evaluation
processes: sgself-assessment, inspection and acereditation.

Self-Assessment

As the term self-aszszessment implies it is the evaluation of one’s
own performance. In this process, standards may be set by oneself or by an
outside agent and then one evaluates how well the standards were met or not
met, A hespltal may establish its own standards and measure its own
performance periodically. Similarly, individual hespital departments or
programs may also set their own standards. Generally speaking, however,
hospitals and services or programs prefer to measure themselves against
standards which have been set by a much larger group (of hospitals or
professionals, for example} seo that they can not only measure themselves
agalinst the standards but also compare how they have done with other similar
facilities or professional groups. What is important with self-assessment
is that it is the evaluation of one’s own performance. As such, it can be
a tremendously valuable learning experience, especially If there is
commitment to analyzing honestly the strengths as well as weaknesses in
performance.

Inspection

The second evaluation activity which may involve standards is that

of inspection. TInspection usually implies some sort of official examina-
tien. Within health care we generally think of inspections as being done
by government agents. Those who inspect most often have a conferred power

to do so, which 1s generally derived from some form of legislation., Most
important, however, is the fact that those who inspect also have a concomit-
ant power to impose a penalty if the inspection indicates lack of compliance
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with standards. Experience shows us that the standards that are used iIn
the inspection process may frequently not be determined in consultation with
those who will be judged against them. There is consequently lack of

collective judgement about their relevance and applicability. As well,
inspeetion is generally not voluntary and certalinly is often fraught with
negative connotations in the eyes of those being inspecrted. Governments

and other authority bodies Involved in health care certainly must always
have the mandate and responsibility to inaspect the various aspects of health
care for the protection and well-being of the public who are using and sup-
porting it. But, care must be taken if govermment also sets the standards
for health care and does so in isolation from those consuming the care and
those providing and managing it. Ideally, the setting of standards, as
pointed out previously, would be a joint process and assessment of perform-
ance against the standards would be voluntarily undertaken by health care
facilities. Inspection could then be reserved to confirm periodically the
results obtained through self-assessment, or for those instances where
flagrant disregard for standards is found and where strong measures are
needed to correct the situation, Ideally, povernment would wish to support
and facilitate participatory standard setting and a pesitive process to
measure compliance with standards, and reserve unto itself its real power
which is to reassure itself and the public it serves that there are adequate
ways to monitor quality of care and that these methods are being used with
positive results.

Accreditation

In racent times there has been increasing interest not only in the
formulation of standards for health care but also in the development of a
process for use of standards and the measurement of compliance with them by
large segments of the health care system, Special interest has been devoted
to employing this process within hospitals. Such efforts are frequently
referred to as accreditation.

Acereditation is a process wherein standards are set and compliance
with them is measured. The setting of the standards is always done through
a consultative process in which consensus among those who will use the
standards is sought, particularly regarding the appropriate level of the
standards and how compliance with the standards will be judged. Standards
are subjected to pericdic and on-going treview te ensure thelr continued
appropriateness.

The acereditation procesas also involves periodie visits from an
accreditor or an accreditation team (sometimes called surveyors). The
accreditation team is comprised of speclally selected and trained peers who
will visit the facility and determine the level of compliance with standards
that the facility has achieved. The accreditors not only provide an object-
ive, external opinion regarding compliance with standards, but also, because
of their experience, are in a position to compare an individual faecility to
the larger group of facilities who use a set of standards, thereby providing
the facility with information about heow it measures up within its peer
proup, The acereditors may also provide advice to the facility when poor
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compliance has been achieved, which adds an educational dimension to the
accreditation process.

As well, accreditation may or may not involve & self-assessment
exercise in which the individual health care facility judges its own
compliance with the standards prior to the arrival of the accreditors.
When self-assessment is part of the process, the results of the facility's
self-assessment may be compared with the results provided by the accreditors
during the accreditation site visit. Ideally, the facility’s own judgement
would match that of the accreditors thus indicating a good understanding by
the facility of both the standards and the level of compliance achieved.

Health facility accreditation programs, especlally those assoclated
with hospital acecreditation, may be national in scope or more reglonally
based, The responsibility for most acereditation programs currently in
existence generally rests with autonomous organizations, as opposed to
government oY individual professional associations. 8ince accreditation
represents an amalgam of interests, the accreditation organization which iz
responsible for it usually involves multiple playvers.

Standards and Accreditation Around the World

There is increasing interest around the world in the development of
national standards and in the establishment of accreditation programs, Only
a sample of these effort: can be described within the confines of this
paper.

Let us begin by locking at those countries which have developed
national acereditation programs which are offered by independent accrediting
bodies (United States, Canada, Australia, and England)e. Then we will lock
at three accreditation programs which were developed through goverrment
legislation or are operated by government (Spain, China and Latin America).
Finally, we will look briefly at two countriesz (France and Malayszia) where
intexesting developments in standards and evaluation, which may eventually
lead to accreditation, are occurring as result of government policy. Unlted

States

The development of national accreditation programs for hospitals
began in the United States in the early 1900's with the work of the Clinical
Congress of Surgeons of North America.’ The Congress was concerned about
assessing the quality of hospitals as training centres for surgeons.

What they found, after some investigation, was that no basis existed for
comparison of one hospital to another. Nor did any kind of objective
standard exist upon which te base judgements. In respense teo this lack,
the Congress, in 1913 made two milestone decisions: first, that standards
for awarding fellowship to surpgeons be established and second, that some
standards be developed which would allow hospitals to be evaluated. The
American College of Surgeons subsequently began the implementation of these
two Congress decisions in 1918 and the development of standards for

hospitals became known as the Hospital Standardization Program. At the
base of the Hospital Standardization Program was the establishment and




15

application by hospitals of fundamental principles for the efficient care
of patients.

The American Collepge Hospital Standardization Program received
interest beyond all expectation (by 1945, 93.6 percent of hospitals had met
minimum standards) and by the late 1940's, the College realized that the
Program had grown too large for one organization to handle, Subsequently,
a recommendation was made to form a larger organization with more players
and the result was the formation, in 1952, of the Joint Commission on
Accreditation of Hospitals. The Commission In its early days had the fol-
lowing membership: The American College of Physicians (3), The American
College of Surgeons (3), The American Hospital Association (7), The American
Medical Association (&) and, The Canadian Medieal Associatien (1), It was
easy to see that early accreditation efforts were very much physician
initiated and physician dominated and this was to remain the case for some
time into the future,

The early Joint Commission standards were grouped into three major
functional divisions: Administrative (physical plant, governing body,
administrator, medical records department, food and drugs); Medical Staff
(crganization and departmentalization); and Nursing Department (functions
and rezponsibilities, personnel, records, departmental meetings and
conferences).

Today the Joint Commission’s standards cover almost every hospital
department and program. The Joint Commission, as a national aeccreditation
program, currently accredits 80 percent of hospitals in the United States.
In 1987, the Joint Commizszion changed its name to the Joint Commission on
Accreditation of Health Care Organizations (JCAHOQ) which, according to the
Jeint Commission, reflects a natural evelution of the focus on quality of
care in the mainstream of health care delivery in the United States.® The
name change reflects specifically their breoadly based involvement with
hospital, long term care, and home care orpanizations. In addition, repre-
sentation on the Commission, as indicated by the composition of its current
Board of Directors, shows a wlder invelvement of interested parties in the
national accreditation program. Specifically, for example, the Board now
has consumer representatives, ‘

JCAHQ standards are set through an extensive consultation process
and their revision is ongoing. The JCAHO uszes a number of professional
accreditors or surveyors whom they permanently employ to carry out on-
site accreditation visits. These individuals have previous health care
experience related to facilities which they will survey. A maximum award
of three years is given to facilities which have achieved substantial
compliance with standards. The JCAHO is also exploring the use of an
award of excellence for those facilities exhibiting extraordinary
compliance. ’

For the future, the Joint Commission is foeusing on the incorpora-
tion of outcome measures into their standards. A major research project,
entitled the Agenda for Change, is exploring the establishment and use of
diagnostic related outcome indicators.
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Ganada

Canada, too, has a natiopal acereditation program similar te that
found in the United States. Canada had, as was previcusly noted, been
involved in the early accreditation efforts which took place in the United
States, In fact, Canadian hospitals participated in the American program
until the late 1950's. The move to establiszh a corresponding Canadian
Commission began in 1953 but its formal creation as the Canadian Council on
Hospital Accreditation did not occur until 1958. The nature of the program
was described at that time as being voluntary, independent (i.e., free from
federal/provineial government influence), mational, bilingual (French and
English) and non-profit, and its goal was "to promote and encourage by
veluntary means an optimal quality of health care in all its azpects by the
achievement of accereditation standards in all hospitals and related health
organizations in the health care field."? Both the nature of the program
and its goal remain primarily the same today,

Like its American counterpart, the Joint Commisgion, the Canadian
Council in recent times experienced a name change to the Canadian Counecil
on Health Facilities Acereditation (CCHFA) in order to reflect the broaden-
ing of the constituencies which it serves. Currently the CCHFA provides
standards for acute care hospitals, long term care facilities, mental health
and rehabilitation centres, In progres:z are standards for community health
¢entres, cancer treatment centres and home care.

The Board of Directors of CCHFA had 2 similar compesition te that
of the JCAHO at its inception, that is, it was comprised of the major
medical organizations in the country and the Canadian Hospital Association.
In more recent years, the Canadian Nurses Association and the Canadian Long
Term Care Association have been added as members and plans are currently
being made to add consumer represzentation, as well as, to expand hospital
and medieal involvement by recognizing additional groups (primarily teaching
hospitals and family physicians).

The standards prepared by the Canadian Council are similar to those
of the Joint Commission in that they encompass the large range of services/
departments which comprise today’s hospitals. Standards are determined
through an extensive consultation process and are reviewed on a regular on-
going basis to ensure their appropriateness and relevance. Unlike the JCAHO
surveyors who are on the staff of the Commission, the Canadian Council draws
1ts surveyor pool (of approximately 220) from zenior professionals (admini-
strators, physicians and nurses) currently working in health care faciliries
across the country. Surveyors are asked to spend a minimum of two weeks per
year doing accreditation surveys and are paid z small daily fee for the time
which they spend on-site at a facility.

The latest statistics from the Canadian GouncillOindicate that 74
percent of acute care hospitals in Canada are accredited; 32 percent of long
term care facilities; 79 percent of mental health centres; and, 65 percent
of rehabilitation centres. Accreditation awards range from two to four
years, depending on the compliance with standards that a facility achieves,
The four year award is seen as an award of excellence.
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Like the Jolnt Commisslon, the Canadian Council is also turning more
attention to the examination of outcomeszs and how to incorporate outcome
measurements Into its standards. Currently, the Council is invelved in a
research project to examine whether meaningful outcome indicators can be

obtained through use of currently accepted systems which measure severity
of illness,

Australia

Australia's national acereditation program, the Australian Council
on Health Care Standards, accredited its first hospital in 1974, although
preparation for a national accreditation program began in the 1950's.
Part of the initial development of the Australian Council was the
formation Iin 1960 of the Representation Committee which ineluded members
of the Australian Mediecal Association, the Australian Hospital Association

and Royal Colleges and Post Graduate Committee in Medicine. Again, as
with the American and Canadian accreditation programs, impetus for the
program came from the medical and hospital communities, The Representa-

tion Committee in 1961 agreed that "Acereditation is concerned with assess-
ing and evaluating the standard of patient care in any hospital; that this
can be achieved by examining and recoerding the facilities and activities
of every department of the hospital.“ll Today the Australian Council

has some twenty member organizations inecluding hospital, medical and
nursing associations and government, which guide the eveolution of the
programme .

The standards set by the Australian Council, like those of the
Americans and Canadians, cover the broad spectrum of departments and ser-
vices found in the health facility as well as the governing body and manage-
ment of the faecility. In 1988, the hospital standards were changed to add
a broader focus so as to be applicable to nursing homes and day procedure
facilities. The first edition of home care standards was brought out in
1989, The standards are divided into core standards and specific services.
Core standards are those which 'a facility must have in order te provide
patient care. The specific services, on the other hand, may differ from
facility to facility depending on its: scope of activity.

The Australian Council currently aceredits acute care, psychiatrie,
and extended care facilities in addition to nursing homes, day procedure
facilities and home and community nursing agencies. Approximately 140 sur-
veys-~are done each year by a surveyor pool of over 200 persons, including
clinical and administrative personnel currently working in health care faci-
lities, Australian Council surveyors work on a volunteer basis. The
awards given by the Australian Council range from 1-5 years depending on the
level of compliance with standards which is achieved, Over 40 percent of
the acute care hospital beds in Australia are currently accredited and many
facilitles are walting for theilr initial survey. The Australian Council,
in conjunction with the Medical Colleges, 1s currently engaged in the
development of clinical indicators and their incorporation into the
accreditation process,
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The Australian Council has made a substantial commitment to assist
with the development of an accreditation program for New Zealand. At the
moment, the Australian Council is assisting the New Zealand Council on
Health Care Standards to organize an acecreditation program and to prepate
surveyors from New Zealand to carry out surveys. Until preparations are
completed, hopefully in mid-1992, the Australian Council will continue to
offer its own program to facilities in New Zealand.

England

The King's Fund Centre for Health Services Development began to ex-
Plore the feasibility of a national accreditation program for hogpitals in
the late 1980‘s. A draft standards document, entitled: "Accreditation (U
- Organizational Audit (Quality Assurance Programme Project)” was released
in the autumn of 1989 for broad review throughout the British health care
system, The document provides standards in three majer groupings: Manage-
went and Support Services (hospital management, catering services, envitron-
mental services, library services and medical records services); Profes-
sional Management (medical, nursing and professions allied to medicine);
and, Departmental Management (accident and emergency serviece, acute day
hospital, laboratory service and operating theatre).

Once the review of the standards had been completed, the King's Fund
Project also called for a series of test site accreditation surveys. These
were zcheduled teo take place from March - December 1990 after which a report
on the preoject was to be released and future developments for national
accreditation in Britain were to be discussed at a national forum. The
final outcome of the project and future directions are rending.

aln

Spain has been making efforts to introduce improved monitoring of
the quality of health care into its health system since the early 1980's,
1f not before. But, a concrete measure was taken in 1981 in the region of
Catalonia (an industrial region of approximately 6 million persons in the
noxth east of Spain) where the Hospital Accreditation Act was introduced.
This legislation, as pointed out by Surral and Esteban, 1989, "established
the basic structural and organizational conditions with which hospitals had
to comply in oxder to contract with the Social Security System.™ 3 Clearly
the Catalonia program is different from those of the United States, Canada
and Australia in that it is specified in regional hospital legislation and
iz tied to the reimbursement which hospitals receive.

During its first year of operation 146 hospitals went through the
acereditation program and 89 received an accredited status %f&presenting
18,642 beds or 84 percent of the total beds in Catalonia),l® Since then
other regions have begun work on similar accreditation programs and a
country-wide teaching hospital accreditation program has been developed.




China

A formal program of hospital acereditation has begun recently in
China. Initiative and responsibility for this program come from the govern-
ment, particularly from the Ministry of Public Health. Appropriate aceredi-
tation sztandards have heen developed for the three levels of hospirals as
designated by the government: neighbourhood or tewnship level; distriet,
county, industrial complex level; and, large municipal and teaching hospital
level. For each of the three levels, standatrds cover the same four major
areas of treatment as defined by the goverpment: prevention, health care
reconstruction, support and participation in disease prevention and care and
health care activities.

The goal for the accreditation program 1s that each hospital be
accredited every three years. Those hospitals which are aceredited will get
their license to operate. Those who are not able to achieve acereditation
status immediately will be encouraged to continue te improve until they have
met standards. It will be possible for the government to close hospitals
which do not meet standards after a reasonable period of time.

At the moment, one of the majoer challenpes for accreditation in
China is to acquire and deploy the number of trained surveyors necessary to
complete acereditation site visits to all hospitals. It has been estimated
that, uzing Canadian accreditation teams as a model (3-4 surveyors for three
days per hospital) and assuming that surveyors would be asked to do five
surveys per year, approximately 120,000 trained surveyors will be needed for
a national accreditation program in China.l7

Latin Americs and the Caribbean

A move toward accreditation has recently begun in Latin America and
the Caribbean, In September 1991, the Pan American Health Organization and
the Latin American Federation of Hospitals released a set of hospital stand-
ards, the necessary pre-requisite to what is hoped will be a large scale
acereditation program.t® The original draft of these standards was prepared
by representatives of the Ministry of Health of Argentina and the Argentina
Society of Medical Auditing. The original drafr was subsequently expanded
upon expert opinion from hospital associations in several countries, social
security institutions, Ministries of Health and other interested groups.
The Region of Latin America and the Caribbean has approximately 14,000
hospitals, the great majority with fewer than 70 beds.

The standards themselves have two major dimensions: compulszoery
minimum standards and non-compulsory standards. Compulsory minimum stand-
ards are, in turn, grouped under five major headings: organization of
medical care, technical and support areas, building documentation, fune-
tional physical structure and installations. Non-compulsory =ztandards
include such things as critical care, neonatelogy, muclear medicine, etec.

What iz especially, iInteresting asbout these standards is that there
are levels of standards to be achieved within each department or service.
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Thus, the lowest level of standards must be successfully achieved prior to
reaching progressively higher levels and each progressive level becomes more
demanding. In order to receive minimum accreditation status all standards
at the first level must be met. The remaining levels of the standards are
used to encourage the "comprehensive development of the establishment", The
public is only informed that the facility is accredited, or not accredited.
The level which is achieved is for the information the facility itself.

France

Recently France has begun efforts to develop a process of national
evaluation of health care. Impetus for such development has come from the
govermment, primarily the Ministry of Health. The Ministry in early 1990
established the National Agency for the Development of Medical Bvaluation
(Agence Nationale pour le Développement de 1’'Evaluation Médicale). This
Agency’s mandate is twofold: to promote experiments on the development of
useful methods to evaluate medical care and to participate in the develop-
ment of 2 training process for the evaluation of the different sectors of
the health care system, notably, the various professionals and management.

To further set the stage for national health care evaluation, a
National Reform Law on Hospitals was passed in July 1991.19 This law
requires all public or private health care facilities to develop a policy
for the evaluation of professional practices, organizational modalities and
any action compatible with the overall management of the patient in order
to guarantee quality and efficiency.

Malaysia

During the period of the Fourth Malaysian (Development) Plan (1981-
1985), a policy decision was made to strengthen the process of evaluation
in the health sector. As result of this policy decision, the development
of a national indicator system was initiated in 1985. A committee, chaired
by the Director General of Health, embarked upon a process vwhich was to
result in a national, government-sponsored monitoring process for the
quality of hospital care. The indicators which were developed served as
standards for the monitoring of quality.zo

The monitoring process involved six steps: the identification of
indicators for various aspects of care; the collection of data on these
Indicaters from hospitals; the comparison of data te identify districts,
hospitals or units which differed from the average; the investigation of
"outlier" districts, hospitals oxr units; the implementation of remedial
measures; and, finally, the use of periodic monitoring to ensure
effectiveness of remedial measures.

Indicators were developed for various areas of patient e¢are and
management of hospital resources. Data collection on some of the indica-
tors began in July 1986 and reporting on all indicators which were identi-
fied was expected to be available after 1988. No report, however, has bheen
issued as of the time of publication of this paper,
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Having reviewed some of the major standards setting and accredi-
tation activities around the world certain questions spring to mind, Let
us review four of these:

Do standards and acecreditation influence the formulation of local or
provincial health policies?

This iz a diffieult question te answer since, In reality, each can
and does influence the other. For example, health policy may dictate terms
about sccess to health eare, Standards may, in turn, support this policy
and even cover what is to be considered by hospitals to ensure access. On
the other hand, efforts to monitor outcomes of care (such as, those now
under way by accrediting bodies in Canada the U.5,, and Australla) will
surely influence health policy. 1In general, it is desirable that ztandards
and accreditation efforts be closely linked to health policy developments.
If the two are not compatible and reflective of each other there will be the
possibility of conflict and confusicon.

Are standards and accreditation used to determine prepayment or remuneration
by financing organizations?

The answer to this question is yes. But, thevy need not be used in
this way. In the U,5,, for example, those hospitals who wish to be paid
for the care of Medicare and Medicaid patientsz (U.S. government programs for
the elderly and poor) must be accredited, thus demonaztrating that they mest
the natlonal standards. Similarly, we noted earlier that heoszpitals in
China, under the new national program must meet accreditation standards
after a reasonable period of time if they are to continue te operate. Finan-
cial incentives may also be used to stimulate participation in standards and

accreditation programs. In Canada, for example, the Province of Ontario
offers a small incentive (approximately 35 cents per bed per day) to nursing
homes who are accredited. In general, when relmbursement or payment iz

linked to accreditation status there is always the risk that meeting
standards will be done more for financial reasons than for a eoncern for the
delivery of quality care. The threat of punitive consequencesz may often
overshadow the positive commitment and attitude of the organization teo
continually achieve and improve quality. '

Can standards be used to justify expansions or changes in a hospital’s
functions or facilities?

The answer to this question is yes. For example, a hoszpital in
analyzing the role which it is required or deszires to play within a regional
system as might be required by standards, may find that it does not have
appropriate resources (staff, equipment, facilities) to carry out this role,
Thuz, by complying with standards (the requirement for a role or missien
statement) the hospital has prepared the groundwork which would lead to a
justification for expansion and/or changes to the resource base of the
hespital, Similtarly, if certain safety standards camnot be met by the
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hospital because of a poor physical plant or pootr equipment, then an
inability to meet standards could szerve as the basia for an appeal to
funding bedies to remedy the situation.

It might be well to peint out that meeting standards may also pro-
vide the basis for downsizing of a hospital or of particular departments,
sarvices, or activities. 1f, for example, the number of births taking
place in an obstetrical unit Is not high encugh to ensure that obstetrical
unit staff maintain their competence and, hence, be able to deliver qualicty
care, then consideration should be given to closing the obstetrical unit.
Or, if a sufficient number of skilled nursing staff are not avalilable to
provide service In Emergency or Intensive Care Units then the hospital
should question its continued delivery of these services, Standards
generally assess the delivery of appropriate care with appropriate
resources. When standards cannot be met due to resource deficiencies then
one of two things must occur: either the resource base should be modified,
or what iz being offered in the way of service should be meodified to meet
available resources.

Do national =ztandards and accreditation make a difference to quallty of
cara?

There is, at the moment, no scientifically decumented evidence to
indicate that standards and accreditation programs result in a higher level
quality of care hut several countries are now beglnning to study how such
documentation may be produced. However, im the absence of such documenta-
tion, there seems to be clear consensus amongst those countries who have
been involved in national standards setting and accreditation for some time
that these programs have been tremendously influential in creating and
maintaining care of a certain standard, as well as, In Introducing new
concepts for national achievement.

IIT A SAMPLE FRAMEWORK FOR STANDARDS

In the previeus section we discussed how standards are set and how
they are used in health care. In this section, we turn our attention to
the standards themselves, particularly those which might be used in hospi-
tals to help determine If the hospital iz organized and managed so asg to be
able to deliver quality care, What will be discussed are the zpecifie
items which should be covered by standards. Appendix 2 willl include sample
standards which are currently used by the Canadian Council on Health Faci-
lities Accreditation for acute care hospitals. Standards for governing
body, management and generic standards for services have been provlided.
(Only the standards themselves have been included; criteria for compliance
and education content have been removed for the sake of brevity). Appendix
3 provides actual standards uszed for Operating Suite and Postanesthetic
Recovery Unit (OFR).
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Te assist in review of these standards it is helpful to have a frame-
work in which to place the standards. ©One such framework iz to assume that
zll standards are directed toward helping to answer some key questions which
the hospital might ask of itself or which might be asked of the hospital by
outsiders, such as cother groups within the local or regional health care
network, government or other funding agencies or consumers. There are
probably three key questions which need to be asked of the hospital and sub-
sequently of all its departments, servieces and programs. These questions
are: where are you going? how do you get there? and, what is the resultr
of what you do?

Where are vou golng?

When asking this question, one wishes to know about the direction
in which the facility is headed. This question is asked, first and fore-

mest, of the governing hody of the hospital. The term governing bedy is
used to indicate the group who is responsible and accountable for the hos-
pital. It may be an elected or appointed Beoard, it may be a government
agency or it may be a group of private owners., Whoever it is, this group
has the power and the mandate to determine where the hoszpital will go in
future, Future, may refer to the immediate short term or to the long range
future.

Several specific atandards may be useful to help understand if the
hospital has a clear idea of where it is going, First, there might be a
standard requiring that the hospital have a miszion statement. The mission
describes the purpose of the hospital, its phileosophy of care and the ser-
vices which it offers or doesn’'t offer. As well, the regional status of
the hospital, (i.e. how the hospital fits inte the regienal network of
health care services) would be described in the mission. The mission would
also deseribe the hospital’s role and responsibilities to the community it
serves, as well as a description of its teaching and research roles. Men-
tion should also be made of the role which the hospital is to play in health
promotion,

The mission serves as a basis upon which the hospital as a whole
will operate. Within each of the hospital's individual departments or ser-
vices a statement of purpose could be requested through a standard, The
statement of purpose would describe the purpose of the service, reflect the
rhilesophy of care/service and relate what the service dees to the mission
of the facility. At the departmental level, the statement of purpose would
be followed by a description of what specifically each department does.
Thus, a standard trequitring that each department identlfy its principal
functions would be in order,

When looking at compliance with standards related to the mission and
the departmental statements of purpese, the common understanding of what the
hospital is to be is the primary focus. As well, compatibility between
what the hospital as a whole is to be and what the departments and services
carry out would be assessed, For example, if the hospital indicates in its
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mission that it will play a primary role in health promotion, then one would
expect to see health promotion as a part of each department’s statement of
purpose and principal functions.

At the governing body level, after having identified the mission of
the hozpital, one would expect to see a plan in place to guide the under-
takings of the hospital over time, A standard requiring each hospital to
have such a plan, often called a strategic plan, in place would be useful.
The strategic plan, which is most often prepared by management for approval
by the governing body, iz based, first and foremest, on an assessment of
needs of the community. Based on these needs the hospital then establishes
its long range goals which will describe the envisioned development of its
program of care and services. The preparation of the strategie plan is,
ideally, a facility-wide activity with the governing body ultimately taking
responsibility for it. The governing bedy will want to ensure that medical,
professional and support staff of the hospital have inveolvement in its
preparation. As well, the governing body must ensure that the strategic
plan is updated periodically to reflect changing conditions and cirecum-
stances in its health care enviromment.

When assessing compliance with standards related to the strategic
plan, one would look for how well the strategic plan relates to the mission,
how clearly it describes the future undertakings of the hospital and how
these undertakings are to be implemented, and, finally, the breadth of in-
volvement from hospital staff, including medical staff, in its preparation.
As well, one would look for how the hospital has assessed its future deve-
lopments as related te community need and to the developments taking place
within other components of the regional health system. Management of
the hospital would be assessed for itz ability to implement the strategic
plan in an efficient and effective manner. The individual servieces within
the hospital would be assessed for their awareness of the plan and their
ability to use it for planning and decision-making purposes at the service
level.

Goals and objectives are the next focus for standards under the
first question, Goals are what the hospital and all its departments,
gservices and programs want to achieve, Thus, goals may be formulated at
varlous levels of the hospital. Objectives are the specific which steps are
to be taken to achieve the identified goals. They have specific start and
completion dates and thelir completion may generally be measured through some
conerete means. Compliaznce with those standards which are related to the
setting of goals and objectives will consider how well goals and objectives
are set (e.g., do they cover what they need to? do they have sufficient
scope to cover clinlical and organizational matters? are staff invelved in
setting them?) and met. Accomplishment of goals and objectives frequently
serves as a basis for assessing staff performance.

How do _you get there?

The second of our three major questions solicits information regard-
ing what the hospital does in the pursuit of the directions it has set out
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for itself. In answering this question the hospital must turn to four
specifie dimensions of its operation: how it is organized, what policies
and procedures it has in place to guide its activities, what human, physical
and finaneial resources it has and how they are used, and what it does to
ensure that it haz a competent staff in place. The governing body and
management of the hospital will be responsible for looking at these four
areas on a hospital-wide basis but each department or service will need to
look at them individually as well. Thus, standards should be available for
each of these four areas at both the hospital-wide level and for the depart-
mental or service level.

In the area of organization and direction, attention is given to the
way in which the zervice is organized te achieve its purpose, goals and
ebjectives as well as how staff carry out their duties. Thus, standards
would be desirable to cover such things as whether the organizational model
which is selected, either for the hospital as a whole or by individual
services, is effective in relation to reporting lines and accountabilities
and whether effective communication takes place as result of how the ser-
vices are organized. Such specific things as the need for position des-
criptions for staff, the need to establish mechanisms for problem-solving
both within the service and with other services, and the need to ensure that
staff at the service level have the opportunity to participate in planning,
decision-making and formulation of polices and procedures which affect what
they do, may be covered in standards under this heading.

It is also desirable to have standards for the direction of the hos-
pital as a whole and for the direction of each service. The governing body
1s usually charged with appointing the chief executive officer (who might
be called the administrator, the manager or the president, among other
terms) and heads of departments or services are usually appointed by the
administration, Medical staff may be appointed by the governing body
directly or may be salaried employees of the hospital similar to any other
group of professionals working in the hospital. In all cases, standards
should exist for how appointments are to be made but more importantly for
how performance at all levels is to be evaluated. Prior to evaluating
performance, a clear indication of the responsibilities invelved in direc-
tion, either of the hospital as a whole or of individual services, must be
determined and an appropriate standard noting that responsibilities must be

carried out efficiently and effectively is in order. Standards may also
be ineluded regarding the necessary qualifications and experience an
individual must have in ordetr to direct a certain service. With respect

to the area of organization and direction, it is assumed that if the
hospital and all its departments are well organized and well directed then
an important requisite to the ability to deliver quality care will have been
achlieved,

The second area of concern when answering the question: how do you
get there? is that of polices and procedures. Policies and procedures
provide the framework within which activities are to be carried out within
the hospital. There are global policies which apply on a hospital-wide
basis and there are specific policies for each department or service.
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Specific policies and procedures must be determined by each hospital
since they must be tailor made to what the hospital does. However, it is
generally advisable that policies and procedures be written for specific
areas. The governing bedy usually will want polices covering such ltems
as human rights within the hospital (for patients and staff), patient rights
{to dignity, privacy, confidentiality, decision-making), ethiecs (consent,
choice of treatment, withdrawal of treatment or resuscitative services),
health and safety, (for patients and staff,) health promotion and conflict
of interest. At the departmental level, policies and procedures are neces-
sary in a similar range of areas but with greater emphasis on e¢linical or
service activities. As well, policies and procedures should be avallable
for documentation of patient care and for staff orientation, development and
continuing education. The standards which relate to policies and proce-
dures may either specify the individual pelicies and procedures which are
to be put in place or may call for bread areas where policies are needed,
leaving the specific policies to be formulated by the hospital management.

Evaluating compliance with standards related to pelicies and
procedures would involve first, assessing whether there is an effective
system in place for the development, approval, communication and review of
policies at all levels of the hospital (process). Then a judgement would
meed to be made about whether or not policies and procedures provide
necessary guidance to staff (centent). Most important, however, is whether
there is compliance with the policies and procedures which exist and whether
or not they are evaluated on an on-going basis (compliance).

The third area of concern when answering the question: how do you
get there? is that of human and physical resources. This area emphasizes
the assessment of whether or not staffing, space, equipment and supplies are

present to meet the goals and objectives of the hospital as a whole, as well
ag, each of its services, Ideally, the focus of this assessment will be on
whether there is a good "match" between what the hospital and each of its
services is meant to be doing and the resources which are available to do
ic.

Standards for this area should first address whether or not there
is a system in place to assess the resources necessary Lo provide care/
service. This will be followed by an assessment of whether resources are
actually congruent with the functions which need to be carried out and the
goals and objectives which are to be achieved. Standards will also address
whether the physical facility and equipment provide a safe treatment
environment for patients and a safe work environment for staff.

A brief digression is appropriate at this point. When one thinks
of standards for hospitals one might hope that they would address extremely
specific things such as numbers or cadres of professional staff, beds or
equipment which are necessary to ensure quality care. While such guidance
might be desired and welcemed it is extremely difficult to provide in any
meaningful or comprehensive way. Staffing and equipment must relate to the
size, type and role of hospital (i.e, first line referral or tertlary,
teaching) and, most importantly to the case mix (diagnoses and severity of
illness) of the patients being treated within a particular hospital. Ag
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well, 1 will depend on how responsibilities for diagnosis and treatment are
distributed among professional groups. For example, the responsibilities
assumed by nurses may vary from country to country, region to region.
Similarly, in many developing countries auxiliary health care workers who
are specially trained are assigned responsibilities that in other countries
might enly be carried out by doctors, nurses and other professional groups.
In view of this specific universal standards on staffing, equipment and
space are neither peosgszible to achieve nor appropriate to strive for.

The final area related to the question: how do you get there? deals
with staff and their continuing ability to do their jobs in a competent
manner. This area includes orientation, staff development and continuing
education and the three together address staff needs from the time they
first come to the hospital, to their needs as they carry out their jobs and
finally to their on-going development.

Standards in this area should specify that all board menbers,
medical staff, management staff, professional staff and non-proefessional
staff receive an orientation to the hospital and their particular services
so as to facilitate their integration into the hospital. Orientation will
provide information ahout the hospital and its mission, the services and its
policies and procedures, general and specific quality assurance procedures
and physical orientation to the facility. Staff development will provide
information on new things happening within a specific discipline or service,
information on changing technologies, otganizational changes, changes to
quality monitoring and changes brought about by modifications to legisla-
tien. Continuing education will assist staff to pursue professional
Interests and to prepare for current and future changes in practice. In
assessing the standards one would lock for how the needs of staff for
orientation, staff development and continuing education are determined and
whether what is offered meets those needs. Evaluation of these education
efforts would be necessary to determine their effectiveness in texrms of
behaviour changes and impact on the saferty of care/service,

What is the rezult of what you do?

This question is perhaps the most important of the three, for
in answering this question we are trying to determine if we have done a
geod job and how we can continually improve what it is we do. In answering
thisz question we refer to two major areas: patient care and quality
agsurance,

In the area of patlent care we want, first and foremost, to know
whether the care that is given is based on some standards of care which the
hospital or individual services have set for themselves or adopted from
appropriate sources. Standards of care, as we noted in an earlier section,
are baszed on clinical practice standards. We zhall want to know whether
these standards are current, comprehenzive, responsive to changing patient
care needs, and are used in the development of the plan of care for each
patient.
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We shall next want to know about patient care plamnning and whether
or not such plamming is well integrated among all the providers of care.
In other words, is there a truly cooperative effort to meet the needs of the
patient and do all those who care for the patient understand the goals, the
plan and the expected outcome for that patient? Assessing, planning,
implenenting and evaluating patient care, when taken collectively, comprise
the care process and we would want to see that the care process has been
effectively and efficiently carried out. Moreover, is there approprlate
documentation as te what the care invelves, how it is to be carried out and
the results or outcomes of the care? Finally, we will want to know if
patient and family education and discharge planning has been done in order
to facilitate the patient’s departure from the facility and whether or met
it has been effective.

The zecond area related to the question: what is the result of what
you do? is that of quality assurance. Quality assurance emphasizes the
relationship of, and interrelationship of, all quality menitoring activities
in the hospital as a whole and at the service level.

In setting standards for quality assurance, attention sheould be
glven to ensure that the quality assurance activitles which are selected for
pursuit, in fact, have the potential to significantly impreve patient care
or service. Quality assurance activities may address problems which have
emerged but may also be aimed at finding better ways of doing what is
presently being done. Standards for quality assurance should also address
the need for a process for quality assurance activities and for the carrylng
out of a plan of action when problems are to be solved or changes made. It
is most important, as noted earlier, that there be follow-up to quality
assurance activities to ensure that problems are solved and that the changes

which have been made as result of gquality assurance activities, in fact,
have the desired affect. Thus, there should be standards which require
follow-up and assessment of the impact which any quality assurance actlons
have made.

it is desirable that all quality assurance activities taking place
in the hospital be coordinated and integrated to achieve maximum benefit.
Responsibility for quality assurance within a service needs to be clearly
asaigned to an individual(s) even though all staff should participate in
identifying problems or items for the focus of quality assurance activities
and in determining solutions and implementing action. It chould be
expected that quality assurance will be hospital-wide and will include
participation from the governing body through all levels of staff, including
medical staff,

More and more, quality assurance is moving away from a concentration
on the negative (searching out problems and identifying and penalizing the
culprits who cause them) toward a more positive appreach (looking for ways
to improve what is dome, treating problems as challenges to be met and,
looking for better processes to enable care and service to be delivered).
Good quality assurance standards will promote the positive approach to
lmproving gquality.




CONCLUSION

This paper has described standards and how they are set and used.
It has also suggested a framework for standards. What remains is te raise
the question; Why should we do all this? Why should hospitals want or need
standards? Why should goverrments and professionals be interested in
standards? Why would consumers wish to see =ztandards?

The answer to all of the above questions is that all are concerned
with the quality of care which hospitals deliver. Hogpitals are concerned
because, as providers, they wish to provide effective and efficient care to
the people they serve, Governments are concerned because, as funders of
health care, and as protectors of the health of the population, they teo
seek effective and efficient care. Providers of care want to do the best
possible with their abilities, skills and knowledge for their patients,
And, finally, consumers of care want to know that they are getting the right
care, delivered by the right people, in the right place, and at the right
time.

Through use of standards, all of the foregoing can determine their
expectations and subsequently measure whether those expectations have been
met, Without standards there is mno basis upon which to make these
judgements.

Crities of standards say they may be too restrictive, too expensive
and too bureaucratic. And thus they can be if they are not developed
appropriately, and if they lack sufficient collective support from those who

must use them. VWhen standards are appropriately developed and used thay
can be a rewarding means of indicating a job well done.
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APPENDTX 1

QUESTIONS TO ASK HOSPITALS (AND FOR HOSPITALS TO ASK THEMSELVES)
WITH RESPECT TO THEIR ROLE AT THE FIRST REFERRAL LEVEL:

Does the hozpital serve a specifie population defined in
terms of numbers, geographical boundaries, or other
characteristics?

Does the hospital view its responsibilities as extending to
the population outside its walls?

Does the hospital consider its role in primary health care
to include participating in the characterization of the
problems, resources, and needs of the population it serves?

Does the hospital consider 1t important to develop
relations with all health agencies in the district, health
practitioners of varilous types, community representatives,
and authorities from other sectors in order to plan how the
problems and needs of the population are to be dealt wich?

Does the hospital participate in defining the prevalence
and distribution of specifiec health problems (such as
malnutrition, diarrhoeal diseases, complications of
pregnancy, ete.). and help to plan who should be cared for
outside the hospital and who should be hospitalized?

Does the hospital see its role as participating in the
development and maintenance of an information system that
would allow continuous assessment of the status of major
problems affecting the population, monitoring of programmes
directed at those problems, and evaluation of their
effectiveness? ‘

Does the hospital see its role as participating in health
manpower development throughout the area it serves,
including helping in recruitment, training, supervision,
and evaluation of health workers?

Does the hospital consider itself to be responsible for
providing logistics support (such as bulk purchasing and
storage of supplies, maintenance of equipment, ete.) to
local health services in the surrounding distriet?

With respect to referral of patients, does the hospital
consider its role to include developing the eriteria for
the referral of patients from peripheral health workers,
specifying the information that should accompany patlents
to and from the hospital, and training the varlous
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personnel to ensure the effectiveness of such referral
arrangements?
10. In viewing the overall costs of primary health care for the

distriet, does the hospital consider it reasonable that
resources should be allocated acreogs institutional
boundaries?

11. Does the hospital consider the assessment of the quality of
care to be an important approach to evaluating hospital
functions, and would the hospital consider it appropriate
to extend this approach to primary health care services in
the surrounding district?

12. Does the hospital consider it necessary to make specific
functional and organizational changes within the hospital
in order to accommodate or facilitate its role in support
of distriet-wide primary health care activities?

13. In evaluating its own performances, does the hospital
consider its contribution to surrounding primary health
care activities as important components of its programmes?
How would the hospital assess its contributions? For
example, would it use perinatal and infant mortality rates
for the whole district or the extent of coverage of the
populations us indicators of its performance?

14, Does the hospital consider it to be part of its role to
join with the community representatives and other
Interested parties in generating social and political
support for the overall primary health care effort?

Excerpted from:

World Health Organization, HospitaIS‘and Health for All: Report of a WHO
Expert Committee on_the Role of Hospitals at the First Referral Level

(Technical Report Series 744) Geneva 1987.




32

AFPENDIX 2

CANADIAN COUNCIL ON HEALTH FACILITIES ACCREDITATION:
ACUTE GARE STANDARDS 1991

Governing Body

Management

Service (applicable in modified form to each service/program with the
hospital)
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GOVERNING RODY

STANDARD AREA | MISSION, PLANNING AND GOALS

The governing body hes an overnll planning framework for the facility.

The governing body provides for and approves a mission for the facility.

The governing body develops the mission with input from the management, medical staff, other profes-
sional staff, support staff and other relevant bodies.

The governing body ensures that there is a mechanism for communicating the mission to all staff,
physicians, patients and the community.

The governing body reviews the mission at least every three years, revises as necessary and dates
accordingly.

The governing body approves a strategic plan to guide the development of current and future services
and programs within the facility.

The governing body ensures the input of the management, medical staff, other professional staff and
support staff into the development of the strategic plan.

The governing hody reviews the strategic plan at least every three years, revises as necessary and dates
accordingly.

The governing body receives regular reports from management on the evaluation of clinical and other
programs and services,

The governing body approves the goals of the facility.

The governing body reviews the goals at least every three years, revises as necessary and dates
accordingly.

The governing body approves the facility-wide objectives develnped by management to achieve the goals
of the facility.

The mission, strategic plan and goals reflect 'the commitment of the facility to work towards collaborative
community relations.

STANDARD AREA IT ORGANIZATION AND DIRECTION

There is an organized governing body which has overall responsibility for the operation and governance of the
health care facility,

1.

2,

The governing body is organized to govern the facility effectively.

There are systematic and effective mechanisms for communication and problem solving among members
of the governing body, management, medical and other professional staff, support staff, patients and
families.

There are mechanisms for the recruitment, appoiniment, election, tenure, reappointment, re-election and
retirement of members of the governing baody.

The governing body appoints and reappoints members of the medical staff.
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The governing body evaluates its performance in governing the facility at least every three years.
The governing body appoints a chief executive officer to manage the facility.

The authority, accountabilities and duties of the chief executive officer are detailed in a written position
description adopted by the governing body.

The governing body evaluates the performance of the chief executive officer relative to the agreed upon
goals, objeclives, expected outcomes and responsibilities.

The senior management team participates in an advisory capacity at meetings of the governing body.

STANDARD AREA II BYLAWS, REGULATIONS, AGREEMENTS AND POLICIES

The governing body has bylaws, regulations and/or agreements in accordance with its legal accountability and
its responsibility to the patient population served.

The governing body has policies to provide all staff with clear direction on the scope and limitations of their
functions and responsibilities,

The governing body has policies to provide all patients and their families with a clear understanding of their
rights and responsibilities within the facility.

L

2.

10,

11.

12,

13.

14,

The governing body adopts bylaws and/or regulations for the facility.

The bylaws and/or regulations of the facility are revised as necessary, reviewed at least every three years
and dated accordingly.

The governing hody ensures that there are mechanisms whereby the bylaws and/or regulations of the
medical staff are developed and recommended by the medical staff for approval by the governing body.

The medical staff bylaws and/or regulations are approved by the governing body.

The governing body ensures that ancillary organizations, if they exist, delineate their purpose and function
in written bylaws and/or regulations.

The bylaws and/or regulations for ancillary organizations are approved by the governing body.

The governing body ensures that there are current wriiten policies which provide guidance to the facility
for the implementation of its mission.

There are current written policies reiated to human rights which affirm that:

There are current written policies related to patients’ rights and responsibilities which affirm that:
Thors are current written polices related to ethics which include:

There are current written policies related to health and safety which affirm that:

There are current written policies related to multiculturalism which affirm:

There are current written policies related to health promotion which affirm that:

There are current written policies related to the handling of aggressive behaviour toward patients and
staff which affirm that:

Q,

®
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16.

17,
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There are current written policles for the resolution of any apparent or potentinl conflict of interest.

The policies of the governing body are revised as necessary, reviewed at least every three years and dated
accordingly.

The governing body ensures that there are appropriate mechanisms in place for enforcing facility bylaws,
regulations, agreements and policies,

STANDARD AREA IV HUMAN, PHYSICAL AND FINANCIAL RESOURCES

The governing body is accountable for the provision of the human, physical and financial resources required to
fulfill the mission and goals of the facility.

1.

5.

9.

The governing body approves a medical human resources plan on the recommendation of the medical
staff and consistent with the strategic plan.

The governing body ensures that there is & human resources plan for professional and support staff
consistent with the sirategic plan.

The governing body appoints and reappoints medical staff in accordsnce with the medical buman
respurces plan, the strategic plan, the facility bylaws, rules and regulations, and, if applicable, provincial
laws and regulations.

The governing body approves an annual budget for the facility.

The governing body approves a long-term capital development plan for the facility.

The governing body provides for 2n annual audit of the financial controls and production of the financial
statements.

The governing hody reviews and approves the annual andit report.

The governing bedy ensures that there is management follow-up on recommenduations made in the annual
audit report.

The governing body receives feedback from management on follow-up actions resulting from recommen-
dations made in the annual andit report.

STANDARD AREA V ORIENTATION AND CONTINUING EDUCATION

The governing body receives the appropriaste orientation and continuing education to enable it to fulfill its

mandate.

1. There Is an orientation program for all new members of the governing body.

2. A program of continuing education is available to all members of the governing body.

3. Members of the governing body evaluate the orientation and continuing education programs.
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STANDARD AREA VI QUALITY ASSURANCE

The governing body Is nccountable for the provision of quality patient care and service.

1. The governing body sdopts a policy for a facility-wide quality assurance program to ensure quality patient
care and service.

2. The governing body establishes mechanisms for receiving the results of the quality assurance program at
lemast on a quarterly basis.

3, The governing body provides feedback on the results of the quality assurance program lo management,
medical staff and other siaff.

4, The governing body annually monitors and evaluntes the quality assurance program.

STANDARD AREA VII UTILIZATION REVIEW

The governing body is accountable for the effective and efficient management of resources.
1. The governing body adopts a policy for facility-wide utilization review activities.

2, The governing body establishes mechanisms for regularly receiving the results of utilization review
activities.

3, The governing body provides feedback on the results of utilization review activities to management,
medical staff and other staff,

4. The governing body amnuzlly monitors and evaluates the facility-wide utilization review activities.

STANDARD AREA VIII RISK MANAGEMENT

The governing body is accountable for the management of risks to the putients, staff, visitors and property of
the facility.

L. The governing body adopts a policy for facility-wide risk management activities to manage risks to the
patiens, staff, visitors and property of the facility.

2. The governing hody establishes mechanisms for receiving the results of risk management activities at least
on a quarterly basis.

3. The governing body provides feedback on the results of risk menagement activities to management,
medical stoff and other staff.

4. The governing body annually monitors and evaluates the facility-wide risk management activities.

Q‘
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STANDARD AREA IX HEALTH AND SAFETY

The governing bedy is accountable for the provision of a program to ensure the health and safety of patients,
staff and visitors of the facility and for disaster and emergency preparedness.

L The governing body provides for the health and safety of patients, staff and visitors through a facility-
wide heslth and safety program.

2. The governing body provides for facility preparedness in disaster and emergency situations.

STANDARD AREA X INFECTION CONTROL

The governing bedy is accountable for the prevention of infections in order to enhance patient care and staff
heaith in the facility,

1. The governing body is accountable for the provision of a facility-wide infection control program.
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MANAGEMENT SERVICES

STANDARD ARFA 1 STATEMENT OF PURPOSE, GOALS AND OBJECTIVES

There is a statement of purpose and there are goals and objectives for the provision of management services
consistent with the wmission and strategic plan.

1. There is a written statement of purpose for management services.

2. There is a written description of the principal functions of management services.

i Munsgement involves the staff and community in the development of the sirategic plan for the facility.
4. Management implements the strategic plan.

5. Management evaluates, on a regular basis, the progress achieved in implementing the strategic plan and
revises related activities as necessary.

6. Management develops and implements objectives to achieve the goals of the facility. '{
7. Management establishes criteria and mechanisms for program/service development within the facility.
8. Management ensures the balanced use of resources when implementing new or expanded programs/services

consistent with the mission of the facility.
9. Management ensures that programs/services are reviewed and evaluated on a scheduled basis.
10, Management ensures that the governing body receives regular reports of program/service evaluations.
11. Management develops and implements communication mechanisms among services/programs, patients,
medical staff, professional and support staff, management and governing body for the co-ordination of

program/service development and evaluation.

12. Management ensures that there are mechanisms to communicate the facility’s mission, strategic plan,
services/programs provided, and relevant policies and procedures to the community it serves.

STANDARD ARFA IT ORGANIZATION AND DIRECTION Q:

Management organizes and directs the facility efficiently and effectively.

1. There is an organizational structure in place to support the efficient and effective management of the
facility.
2. The organization of the facility is reviewed at least every three years, and the organization chart is

revised and dated accordingly.

3. There is evidence that managemert finctions are implementied throughout the facility.
4. Management facilitates effective communication and problem solving mechanisms among the services

and/or programs within the facility, medical staff, other staff, patients and their families.

5. There is evidence of interdisciplinary functioning at the management level and support for this approach
throughout the facility. '

6. There are mechanisms to evaluate the performance of the management staff.
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The chief executive officer appointed by the governing body is responsible for the operation of the facility

in 8 menner commensurate with the authority conferred by the governing body.

The chief executive officer is qualified by education and experience approprate to the fulfiliment of
his/hver responsibility.

The chief executive officer defines the authority and responsibility of each member of senior management
in written position descriptions.

The position descriptions are revised as necessary, reviewed at least every three years and dated
accordingly.

STANDARD AREA I REGULATIONS, AGREEMENTS, POLICIES AND PROCEDURES

Management ensures the facility's compliance with laws, regulations and agreements. Management implements
the policies of the governing body and develops policies and procedures for the effective operation of the facility.

1,

Management takes all reasonable steps to provide for the facility’s compliance with applicable federal,
provincial and municipal laws and regulations.

Management prepares any affiliation agreements with educational institutions, and informs the governing
body in accordance with governing body and management policies.

Management prepares and negotiates all written agreements for contracted and/or purchused services.
Management develops operational policies and orocedures.

Management develops a plan for the implementation of the policies of the governing body and operstional
policies and procedures.

New and revised governing body and operationnl policies and procedures ure cormmunicated to staff and
are available for reference.

The operational policies and procedures are revised as necessary, reviewed at least every three years and
duted accordingly.

When a program or service participates in, or facilitates research with patients, a review i3 conducted
by a qualified committee to assess the merits of each research proposal and the potentinl effects of
research procedures on the participants involved.

STANDARD AREA IV HUMAN AND PHYSICAL RESOURCES

Management ensures the efficient and effective use of the human, physical and financial resources of the facility.

1.

Management provides for and approves a human resources plan for the facility consistent with the
strategic plan.

Management ensures that staff have the necessary knowledge, skills and experience to meet the needs
of the facility and the patient population served.

Management ensures optimal use of the available space.

Management establishes mechanisms to ensure that equipment and supplies are availuble in accordance
with the principal functions of each service and/or program,
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5. Management ensures that space, equipment and supplies comply with the appropriate reguiations and
guidelines.
6. Management prepares the annual operating and capital budget.

7. Munagement provides for facility-wide participation of the medical, professional and support staff in
preparing the annual operating and capital budget.

8. Management implements and monitors the annual operating and capital budget.

9. Management provides for facility-wide consultation of the medical, professional and support staff in the
priovitization and selection of capital equipment.

10, Management reviews the reports of the annual financial audit.

11. Management follows up on the recommendations made in the annual financial audit report, and reports
back to the governing body on actions taken,

12. Management establishes internal controls to ensure the effective use of human, physical and financial
resources.

13, Management establishes and implements a facility-wide management information system.

STANDARD AREA V ORIENTATION, STAFF DEVELOPMENT AND CONTINUING EDUCATION

There are orientation, staff development and continving education programs available to all management staff.

1. There ts orientation to the facility and to the service.

2. There is a staff development program for all management staff,

KR A program of continuing education is available to all management staff.

4, Management evaluates its orientation, staff development and continuing education programs.

STANDARD AREA VI QUALITY ASSURANCE

Manngement develops and implements a facility-wide quality assurance program.,

1. Management develops and implements the facility-wide qualily assurance program.

2. Management designates to each program and service the responsibilities for the quality assurance program
within the facility,

3. Management develops and implements policies and procedures for quality assurance.

4. Muanagement receives regular reporis on quality assurance activities from all programs and services within

the facility,
5, Management reports regularly to the governing body on the results of the quality assurance activities.

6. Management assists the governing hody in regularly monitoring and evaluating the quality assurance
program.

7. Management communicates to the relevant programs and services the feedback from the governing body
on the results of the quality asserance program.
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STANDARD AREA VII UTILIZATION REVIEW

Management develops and implements utilization review activities throughout the facility.

1.

2,

kR

5.

6.

Management develops and implements facility-wide utilization review activities.

Management clearly designates responsibilities for utilization review activities within the faciiity.
Management develops and implements policies and procedures for utilization review.
Management receives regular reports on utilization review activities throughout the facility.

Management assists the governing body in regularly monitoring and evaluating the utilization review
process.

Managentent communicates to the relevant programs and services the feedback from the governing body
on the results of utilization review activities,

Management establishes and implements operational Hnkages between utilization review activities and
quality assurance activities pertaining to patient care.

STANDARD AREA VIII RISK MANAGEMENT

Management develops and implements facility-wide risk management activities.

1.

2.

Management develops and implements facility-wide risk management activities.
Management designates to each service and program the responsibilities for risk management activities.
Management develops and implements policies and procedures for risk management.

Management establishes reporting mechanisms to ensure timely and regular reporting of risk management
activities.

Management assists the governing body in regularly monitoring and evaluating the risk management
process,

Management communicates to the relevant programs and services the feedback from the governing body
on the results of the risk management activities.

Management establishes and implements operational linkages between risk management activities related
to the clinical aspects of patient care and safety, and the quality assurance activities.

STANDARD AREA IX HEALTH AND SAFETY

Management ensures the safety of patients, staff and visitors.

2.

There is a written statement of purpose for the Qccupational Health and Safety Program.
There is an occupational health and safety program for all persons carrying on activities in the facility.

There is a designated person(s) directly responsible for the functions of the program appropriate to the
size and type of facility. '

There is ongoing medical consultation to support the program.
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12.

13

14.

15.

16.

17,

18.
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There are written goals and objectives for the program.
The goals and objectives are consistent with professional standards.

The goals and objectives are approved, signed and dated by the next level of management responsible
for the program. '

The goals are revised as necessary, reviewed at least every three years and dated accordingly.

There are current written policies and procedures for occupational heaith and safety program that support
the occupational health and safety mandate, are consistent with the overall policies of the facility, and
complient with relevant legislation.

There is an occupational hesith and safety committee, structured in accordance with provincial/territorial
legisiation, which has written terms of reference.

There is an internal responsibility system to deal with occupational health and safety iasues.

There are inspection policies, procedures and schedules developed in conjunction with the occupational
health and safety committee.

There is a process that supports staff reporting and investigation of workplace hazards and incidents.
There are mechanisms to prevent musculo-skeletal injuries to staff,

There is s Workplace Hazardous Materials Information System, structured in accordance with
governmental legisiation.

There are mechanisms to ensure patient, visitor and staff safety in accordance with quality assurance and
risk management activities.

There are sanitation practices, policies, and procedures in place to minimize heaith hazards to all
patients, staff and visitors,

There are security measures within the facility for the protection of physical, financial and human
resources.

STANDARD AREA X DISASTER/EMERGENCY PREPAREDNESS

Management ensures preparation of the facility for disaster/emergency situations,

1.

2.

There is a written plan for the overall management of internal and external disasters and emergencies.
Fire plans are in compliance with provincial fire codes and legisiation,

There are plans for evacuations resulting from internal or external events.

There are plans for situations requiring external air exclusion.

There are plans for emergency mass casually reception in the event of a disaster.

There are procedures for the reception of patents from another evacuated facility.

There are plans for the management of bomb and extortion threats.
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. There are procedures to address threats of personal violence,

0. There are plans for the management of the missing patient situation, -

STANDARD AREA XI | INFECTION CONTROL

Management ensures the development and implementation of the infection control program to minimize the risk
of infection to patlents, staff and visitors in the facility.

1. Management ensures the development and implementation of the infection control program in the facility.
2, There are written goals and objectives for the program,
3. The goals and objectives are consistent with professional standards.

4. Goals and objectives are approved by the Infection Control Cnmmitteé, signed end dated by the
Committee'’s chairperson and the next level of management responsible for the program.

L Gosls are revised as necessary, reviewed at least svery three years and dated accordingly.

6. There is a designated person(s) responsible for the program activities appropriate to the size and type
of facility and qualified by edvcation and experience to meet the demands of the porition(s).

7. There is medical consultation available to support the program,
8. There is a multidisciplinary Infection Control Commitiee.

9, There are survefllance activities for the collection, tabulation, analysis, and reporting of nosocominl
infections.

10. There is orientation, staff development, and continuing education related to infection conirol for the
facility staff.

11. There are mechanisms to facilitate communication and consoltation hetween infection control staif and
other internal and external services.

‘ 12. There are written policies and procedures for the facility-wide Infection Control Program.

13. Infection control policies are approved and dated by the appropriate authority.
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SERVICES

STANDARD 1 STATEMENT OF PURFPOSE, GOALS AND ORBRJECTIVES

There is a statement of purpose and there are goals and objectives for the provision of

Services.

1.

There iz a written statement of purpose.

2. There is a written description of the principal functions of the service.

3. There are writien goals and objectives.

4, The statement of purpose, the goals and the objectives are consistent with professional standards and/or
guidelines for practice,

5. The development of the statement of purpgse, the goals and the objectives involves inpot from all levels
of staff and consultation with other relevant services.

6. The statement of purpose, and the goals and the ohjectives are approved, signed and dated by the next
level of management responsible for the service.

7. The statement of purpose, and the goals and objectives are communicated to all service staff snd to other
relevant services.

8. The statement of purpose and the goals sve reviewed, revised as necessary and dated accordingly.

STANDARD TI ORGANIZATION AND DIRECTION
Services is organized to support the mission of the facility and is directed by =

| Services is organized to achieve the stated purpose, goals and objectives of the service
consistent with the mission of the facility.

2. The organization of the service is reviewed at least every three years, and the organization chart is
revised and dated accordingly.

3. There are structures and mechanisms to facilitate communication and problem-solving within the service,
and with other services within the facdility.

4. There are mechanisms to ensure that Services has the opportunity to participate in
planning, decision-making and the formulation of policies which affect the service.

5, There are position descriptions for all classifications of staff,

6. The position descriptions of the service are reviewed at least every three years, revised as necessary and
dated accordingly.

7. The direction of the service is provided by an individusi(s) quaiified, by education and experience, to

meet the demands of the position(s).
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STANDARD III POLICIES AND PROCEDURES

There are written policies and procedures for Services consistent with the overall policies of
the facility,

1.

There sre current written policies and procedures that are consistent with the overall policies of the
facility.

Policies and procedures ure developed In collaboration with service siaff, representatives of management,
and other internal and external services and/or sources involved.

Policies are approved by an appropriate authority in accordance with facility practice.
New and revised policies and procedures are communicated to staff, and are available for reference.
There is compliance with policies and procedures.

Policles and procedures are reviewed at least every three years, revised as necessary and dated
accordingly. '

STANDARD IV HUMAN AND PHYSICAL RESOURCES

There are humen and physical resources to achieve the goals and cbjectives of Services,

1.

Staffing patterns are set according to the needs identified by the goals and objectives of the service, and
the support provided by other services,

Staff receive a written evaluation of their performance at the completion of the probationary period and
annually thereafter, or as defined by the facility.

The space provided for the service supports the principal functions,

The equipment and supplies for the service support the principal functions.

The selection and quality of equipment and supplies are appropriate for the delivery of the service.
The space, equipment and supplies comply with the appropriate regulations and guidelines,

There are formal information systems to support the achievement of the goals and objectives of the
service.

STANDARD V ORIENTATION, STAFF DEVELOPMENT AND CONTINUING EDUCATION

are orientation, staff development and continuing education programs available to all siaff of
Services,

There is orientation to the facility and to the service.

There is a staff development program for ‘ Services staff.
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3. There is a continuing education pregram for Services ataff.

4. There is an evaluation of the orientation, siaff development and continuing education programs.

STANDARD V] PATIENT CARE

The patient’s individual needs for care/service are assessed and care i3 planned. provided.
and evaluated consistent with assessed needs, patient desires and preferences, established standards, and the
goals of the service,

1. There are current written standards of care adopted by Services,

2. Standards of care are reviewed regularly, revised as necessary, and dated accordingly.

a. staff aasess, plan, implement and evaluate patient care.

4. There is an interdisciplinary care plan for each patient. . Q

5, The care plan is reviewed regularly and revised as necessary.

6. Patient care s documented to ensure conlinuity and ongeing evaluation, and to assist with discharge
planning. ‘
1. There are appropriate activities and current materizls to support patient and family education.

STANDARD VII QUALITY ASSURANCE

Services has planned and systemmatic activities for monitoring and evaluating the quality of
patient care/service, including a plan for action(s) and follow-up to ensure that the actlon(s) Is effective In
continually improving the quality of care/service.

I. There are quality assurance activities in place which support the facility-wide quality assurance program,

2. There are clearly assigned responsibilities for quality assurance within the service.

®

3. There is broad involvement of staff in quality assurance activities.

4. The Important components of cure/service arve identified and provide the focus for quality assurance
aciivities.

5, A process is established for evaluating the important components of the care/service.

6. Actlon is taken when problems are identified.

7. Actions are followed-up within a specified timeframe to ensure thai they are effective.

8. There is documentation to support all quality assurance activities.

9 The results of the quality assurance activities are communicated within the service, to management and

to relevant staff and services according to the veporting timetable. 5Staff receive feedback from
management on the information transmitted.
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AFPFENDIX 3

CANADIAN COUNCIL ON HEALTH FACILITIES ACCREDITATION:

STANDARDS FOR

OPERATING SUITE AND POSTANESTHETIC RECOVERY UNIT (OFR)
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OPERATING SUITE AND POSTANESTHETIC

RECOVERY UNIT

(OPR)

STANDARD AREA 1 STATEMENT OF PURPOSE, GOALS AND OBJECTIVES

There is a statement of purpose and there are
goals and objectives for the provision of care in
the Operating Suite and Postanesthetic Recovery
Unit.

1. There is a written statement of purpose.
1.1 The statement of purpose: *4,

describes the purpose of the Unit
reflects the philosophy of care
* i$ consistent with the mission of the
facility 5.

2. There is a written description of the
principal functions of the Unit.

2.1 The functions include;

medical and nursing activities directed
toward providing co-ordination and
continuity of patient care during and
following surgical intervention

providing a safe environment and
minimizing the emotional impact of the

operative experience for the patient *6.
3, There are written goals and objectives.
3.1 The goals:

support and contribute o the goals of
the facility

are what the Unit wants to achieve
consistent with patient needs

support the statement of purpose of the
Unijt

are supportive of, and integrated with,
the goals of other services

32 The objectives:

are specific steps taken to achieve the
identified goals

inciude action plans indicating the
person(s) responsible

have identified start and completion
dates

are realistic and measurable

are written annually

are monitored to determine if they
are being achieved

The siatement of purpose, the goals and
the objectives are consistent with profes-
sional standards,

The development of the statement of
purpase, the goals and the objectives
involves input from the medical staff, all
levels of Unit staff and consultation with
other relevant aervices,

Mechanisms to  involve staff and other
relevant services may include:

* committess
group discussions
’ staff meetings

The statement of purpose, the goals and
the objectives nre approved, signed and
dated by the next level of management
responsible for the Unit,

The titie of the next fevel manager is:

Give date of last approval.

statement of
purpose

goals

objectives

L




49

OPERATING SUITE AND POSTANESTHETIC
RECOVERY UNIT (OPR)

STANDARD AREA I STATEMENT OF PURPOSE, GOALS AND OBJECTIVES

7. The statement of purpose, the goals and
the objectives are communicated to all
Unit staff, to medical staff, and to other
reievant services.

Mechanisms  for communication may
inchude:

orientation program
comrnittees
manugais

* memoranda
‘ - staff meetings

*8. The statement of purpose and the goals
are revised as necessary, reviewed at
least every three years and dated
accordingly.

8.1 The satement of purpose and the goals
are reviewed and revised when there is a
major change in:

mission, facility goals and objectives
director(s) of the Unit
education and research responsibilities
method(s) of care delivery
organization of the facility and/or Unit
professional standards
+ relevant legislation
" + role of the Unit
staffing patterns
strategic plan
technology
available resources

Give date of last review and/or revision.

statement of
purpose

goals
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OPERATING SUITE AND POSTANESTHETIC
RECOVERY UNIT (OPR)

STANDARD AREA II

The

Operating

Suite and Postanesthetic

Recovery Unit is organized to support the
mission of the facility and is directed hy
qualified individuals.

#l_

1.1

*2.

2.1

There is a clear representation of the
structure and reporting relationships of
the Unit reflected in an organization
chart.

The organization chart is available to all
staff.

The organizaticn of the Unit is reviewed
at least every three years, and the
organization chart is revised and dated
accordingly.

The organization of the Unit is reviewed
and the organization chart is revised when
there is a major change in:

organization of the facility and/or Unit
reporting relationships
statement of purpose. principal func-
tions or goals

+ staffing patierns

Give date of last review and/or revision.

There are structures and mechanisms to
facilitate communication and problem-
solving within the Unit, with patients
and families and with other services
within the facility.

Structures and mechanisms to  facilitate
communication and problem-solving may
include;

defined reporting relationships
committees

staff meetings

management information systems

*5.

ORGANIZATION AND DIRECTION

interdisciplinary conferences
. patient/family/staff conferences

There are mechanisms to ensure that the
Operating Suite and  Postanesthetic
Recovery Unit hay the opportunity to
participate in planning, decision-making
and the formulation of policles which
affect the Unit.

Mechanisms for representation may include:

memberships on.  or input into
committess or task forces
reports

. presentations

The Unit may be represented in facility-
wide activities including, but not limited to:

budgeting (operating and capital)
clinical product sclection  and
¢valuation
clinical program planning
g conservation and waste management
: design of the facility
. disaster and emergency preparedness
planning
. cducation
ethics
human resources planning
occupational health and safety
quality assurance
: research
risk management
strategic planning
: utilization review

There are position descriptions for all

classifications of Unit staff.

The position descriptions may include:
position summary

nature and scope
duties and responsibilities
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OPERATING SUITE AND POSTANESTHETIC

RECOVERY UNIT

(OPR)

STANDARD AREA II ORGANIZATION AND DIRECTION

general and specific accountabilities
qualifications

The position descriptions are revised as
necessary, reviewed al least every three
vears and dated accordingly.

The position descriptions are reviewed and
revised when there is a major change in:

nature and scope

duties and responsibilities

general and specific accountabilities
qualifications

The direction of the Unit is provided by
individuals qualified, by education and
experience jn the fields of medicine
(anesthesia and surgery) and nursing, to
meet the demands of the positions,

The authovity and accountabilities of the
individuals are clearly delineated.

The accountabilities include:

developing the statement of purpose and
the description of principal functions
setting standards of patient care

setting goals and objectives

sepervising anesthesia. nursing, and
surgical care

developing and implementing policies
and procedures

preparing and managing the Unit’s
budget according to the facility’'s
policies and procedures

developing 2 human resources plan for
the Unit with consideration of the
appropriate  mix of  professional.
technical and support staff to meet the
needs of the patient population served
selecting. placing. promoting.
transferring or  terminating  staff
according to the facility’s policies and
procedures

ensuring that all staff receive regular
written performance appraisals
reviewing and revising position
descriptions

conducting or guiding quality
assurance, utilization review. risk
management and occupational health
and safety activities

ensuring that the registration and/or
credentialling of staff is verified
ensuring the  orientation,  staff
development and continving sducation
of staff

ensuring that patient information
obtained by the Unit staff is
available 1o relevant members of the
health care team in a timely manner

There is an Operating Suite Committee,
Membership on the Committee includes:

: surgeons
anesthetists
nursing staff
management

Responsibilities of the Commintee include:

. delineating  the  authority  and
accountabilities of the individual(s)
who provides the direction of the
Unit
formulating operating suite policies
prioritizing equipment needs
overseeing patient scheduling
advising on budgetary priorities
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OPERATING SUITE AND POSTANESTHETIC
RECOVERY UNIT (OPR)

STANDARD AREA I

POLICIES AND PROCEDURES

There are current written policies and
procedures for the Operating Suvite and
Postanesthetic Recovery Unit consistent with the
overall policies of the facility.

(Some policies/procedures listed will axist only on a
facility-wide basis; others will be unil-specific.)

1. There are current written paolicies and/or
procedures for the organization and
management of the Unit which include:

* quality  assurance, including  the
collection and analysis of clinical data
required for the retrospective evaluation
of care
risk management
utilization review
discharge of the patient from
postanesthetic recovery by the anesthetist
discharge criteria for the patient in
postanesthetic  recovery  when  this
function is transferred to nursing
use and location of special equipment
and supplies
regulations for visitor and traffic control
definition of emergency and elective
cases
case scheduling to accommodate elective
and emergency cases
transferred  functions and added or
specialized nursing skills
wiilization of the operating suite
regulations for external organ rctrieval

teams
2. There are current written policies and/or
procedures for clinical activities which
include:

orientation of the patient and family to
the Unit and to relevant policies and
procedures

verification of patient’s identity. nature
and site of proposed operation

consent form

priority of orders for laboratory tests

standing orders, if any

management of infectious cases
procedures to be followed in the
case of incorrect counts

response to patient crises

There are current written policies and/or
procedures for ethics issues which include:

organ donation and retrieval
: operating suite deaths
' use of blood

There are current written policies and/or
procedures  for  documentation  which
include:

recording in the patient’s clinical

record

a list of detailed surgical and

anesthesia privileges of medical staff
. transferred functions and added or

specialized nursing skills

There are current written policies and/or
procedures for safety which include:

patient safety management

internal  and  external  disaster
planning

a preventive maintenance program
workplace hazardous materials

information system (WHMIS)

. infection control
provisions for emergency power
standards relative to the use of lasers
incident reporting

There are current written policies and/or
procedures for orientation, staff
development and continuing education
which include:

: mandatory programs
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OPERATING SUITE AND POSTANESTHETIC

RECOVERY UNIT

(OPR)

STANDARD AREA I

POLICIES AND PROCEDURES

*7.

*9.

10,

10.1

methods of evaluation
effectiveness
record systems, ¢.g. aftendance

- certification for transferred functions and
added or specialized nursing skilis
cardiopulmonary resuscitation

to determine

The policies and procedures are
consistent with the overall policies and
pracedures of the facility,

Palicies and procedures are developed in
collaboration with Unit staff, medical
staff, representatives of management,
and other intermai and external services
and/or sources involved,

Mechanisms for collaboration may include;

committees
staff meetings
consultation with externali bodies

Policies are approved and dated by an
appropriate authority in accordance with
facility practice.

The appropriate authority may be:

the director(s) of the Unit
the  next level of
responsible for the Unit
a4 committee

management

New and revised policies and procedures
are communicated to Unit staff and
medical staff apd are available for
reference. :

Relevant policies and procedures
communicated to patients and families.

are

Il

“12.

12,1

Mechanisms for communicating policies and
procedures to staff, patients and families may
include:

committees
education programs
. memaoranda
newsletiers
' policy and procedure manuals
. staff meetings
. patient bulletins/newsletters/ handbook
. patient/family/staff conferences

There is compliance with policies and
procedures,

There is evidence that Operating Suite and
Postanesthetic Recovery Unit staff comply
with:

: Unit policies and procedures
facility-wide policies and procedures
relevant policies and procedures of
other services

Compliance may be monitored through:

audits

review of
compiiments
incident and accident reports
interviews

observations

surveys

complaints and

Policies and procedures are revised as
necessary, reviewed at least every three
vears and dated accordingly.

Policies and procedures are reviewed and
revised when there is a4 major change in:

statement  of purpose.  principal
functions. goals and objectives
director(s) of the Unit
education and
responsibilities

research
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OPERATING SUITE AND POSTANESTHETIC
RECOVERY UNIT (OPR)

STANDARD AREA III POLICIES AND PROCEDURES

+ method(s) of care delivery

* organization of the facility and/or Unit
- professional standards

+ rclevant legislation

+ role of the Unit

- staffing patterns

- strategic plan

- technology

- available resources
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OPERATING SUITE AND POSTANESTHETIC
| RECOVERY UNIT (OPR)

STANDARD AREA IV

There are human and physical resources to

achieve

the goals and objectives of the

Operating Suite and Postanesthetic Recovery

Unit.

1.

1.1

2.1

31

Staffing iz determined according to the
needs identified by the approved goals
and objectives of the Unit and the
support provided by, and to, other
services. -

Mechanisms are eswmblished to identify
workload patterns, and to determine if
sufficient staff are available given workload
requirements.

Mechanisms may include:

patients’ needs assessment
statistics and twends

casemix

acuity assessment

worklpad measurement systems

Unit staff have the necessary knowledge,
skills and experience to meet the needs
of the patient population served.

The privileges of the medical staff are
consistent with their medical training and
experience,

Unit siaff receive a written evaluation of
their performance at the completion of
the probationary period. and annually
thereafter or as defined by the facility,

Criteria are established for the evaluation
of staff,

Criteria mav include:

contribution to the interdiscipiinary team
approach 1o care
accomplishment  of
objectives

pre-determined

3.2

3.3

4.

4.1

HUMAN AND PHYSICAL RESOURCES

compliance with position description

compliance  with  policies and
procedures
compliance with professional
standards

professional development activities
. record of education activities
attendance record

Mechanisms  are
evaluation of staff,

established for  the

Mechanisms may inciude:

’ self-appraisal
performance appraisal
' peEr review

The completed performance appraisal  is
signed, reviewed and maintained according
to facility practice,

The space provided for the Unit supports
the principal functions snd complies with
safety standards.

The space provided includes:

accommodation for the induction of
anesthesia

' demarcation of sterile and non-
sterile zones and clothing policies

. sufficient space around each bed in
the postanesthetic recovery unit:

- for easy access to provide
routine and emergency care
of the patients

- o accommodate equipment
needed for patiemt care

provision for patients who must e
treated in isolation
provision for patient privacy
provision for noise comirol

. family lounge facilities
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OPERATING SUITE AND POSTANESTHETIC

RECOVERY UNIT

(OPR)

STANDARD AREA IV

HUMAN AND PHYSICAL RESOURCES

5.1

5.2

+ counselling facilities
an interdisciplinary conference/meeting
room

The equipment and supplies for the Unit
suppori the principal functions and
comply with safety standards,

Thest include:

oxygen. compressed air and suction
available to every patient
properly grounded e¢lectrical outlets in
duplicate on independent circuits

+ diagnostic monitoring and resuscitative

equipment  available and in  good
working order

clectronic  devices used on  patients
which are subject to special safety

precautions related to proper grounding
+ recognition of potential electrical hazards
where electrically operated equipment is
used
available expert advice concerning the
safe use of. and preventive maintenance
for, all biomedical devices and
installations
+ supplies of a tvpe, quality and quantity
to facilitate safe and effective patient
care

and
and

The Unit staff establish criteria
mechanisms  for  the  selection
evaluation of equipment and supplies.

Criteria may include:

acceptance by patients
cost effectiveness
ease and safetv to operate or use

*+ internal and external quality control
training and service provided by the
vendor
workplace health and safety standards
environmental effect(s)
compatibility with current technology
specifications

+ .regional impact

*6.

6.1

Mechanisms may include:

biomedical inspection
: input from wusers and appropriate
clinical and/or other staff
input from consultants
. needs assessment
review of literature
trial testing
feedback from patients

The space, equipment and suppliex comply
with the appropriate regulations and
guidelines,

The regulations and guidelines for space.
equipment and supplies for the Operating
Suite and Postanesthetic  Recovery  Unit
include those established by:

' the facility
the Canadian Standards Association
governmental regulatory bodies

There are formal information systems to
support the achievement of the goals and
abjectives of the Unit.

The formal information systems may include:

manuals
management reporting systems
financial management systems
operational systems
quality management systems

. external review systems
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OPERATING SUITE AND POSTANESTHETIC
RECOVERY UNIT (OPR)

STANDARD AREA V ORIENTATION, STAFF DEVELOPMENT AND
CONTINUING EDUCATION

There are orientation, stafl development and
continuing education programg available to all
staff of the Operating Suite and Postanesthetic
Recovery Unit,

needs assessments
performance appraisals

' quality assurance activities
utilization review activities
risk management activities
occupational  health and  safety

1. There is orientation to the facility and activities
to the Unit. technological change
. organizational change
1.1 The orientation to the facility and to the ' new directions within the disciplines
Unit i5 documented. . legisiation
. research activities
The orientation program of the Unit may patient/family surveys
include:
2.3 The saff development program includes:
statement  of  purpose.  principal
functions. goals and objectives certification and 2 process for annual
standards of patient care recertification in transferred functions
+ organization chart of the Unit . training and retraining in
position  descriptions cardiopulmonary resuscitation
performance expectations
+ poiicies and procedures 2.4 Participation in staffl development activities
internal and external disaster plans is documented on compietion.
guality assurance, utilization review. risk
management and occupational health and
safety requirements 3. There is a continuing education program
accident prevention program for Unit staff.
relevant legislation
physical layout of the Unit 3.1 The continuing education program assists
staff in pursuing professional interests
1.2 The orientation programs are completed in relative to current practice and in preparing
a timely manner and participation is for future changes in practice.
documented on completion.
The program may include:
2. There is a staff development program meetings or seminars relevant to the
for Unit staff, function of the Unit
opportunities to assist in identifving
2.1 The staff development program provides developmental needs
the knowledge and skills required to assist ' opportunities to assist in planning
staff in  attaining and  maintaining continuing education programs
competency in their current positions as opportunities 0 participate  in
the demands of the positions evolve. research activities
opportunities to review relevant
2.2 The siaff development program addresses professional literature

current policies and procedures. as well as
needs identified through:
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OPERATING SUITE AND POSTANESTHETIC
RECOVERY UNIT (OPR)

STANDARD AREA V ORIENTATION, STAFF DEVELOPMENT AND
CONTINUING EDUCATION

3.2

participation in professional associations
and activities

self-directed learning

teleconferences

career planning

Participation in  continuing education
activities is documented on completion.

There is an evaluation of the orienta-
tion, staff development and continuing
education programs,

Mechanisms for evaluation may include:

participant feedback
testing

performance assessments
statistics
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OPERATING SUITE AND POSTANESTHETIC
| RECOVERY UNIT (OPR)

STANDARD AREA V ORIENTATION, STAFF DEVELOPMENT AND
CONTINUING EDUCATION

participation in professional associations
and activities

self-directed learning

teleconferences

career planning

3.2 Participation in  continuing  education
activities is documented on completion.

4. There is an evaluation of the orienta-
tion, staff development and continuing
' education programs.

Mechanisms for evaiuation may include:

participant feedback
testing

performance assessments
statistics
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OPERATING SUITE AND POSTANESTHETIC

RECOVERY UNIT

(OPR)

STANDARD AREA VI

PATIENT CARE

The patient’s individual needs for surgicai and
postanesthetic care are assessed and care is
planned, provided, and evaluated consistent
with assessed needs, the patient’s desires and
preferences, established practice and/or existing
standards, and the goals of the Unit.

1. There are current written standards of
patient c¢care adopted by the Operating
Suite and Postanesthetic Becovery Unit.

1.1 Standards of care are:

based on the relevant professional
standards

developed within the Unit/diseipline
avaitable to relevant Unit staff and other

disciplines
*2. Standards of care are revised as
necegsary, reviewed regularly and dated
accordingly.
2.1 Standards of care are reviewed and revised

when there is a major change in:

statistics and trends
casemix

acuity assessment
method(s) of care delivery
professional standards
technology

Give frequency of review and/or revision.

3. The interdisciplinary team approach to
care is supported by the Unit.

Mechanisms to support the team approach
mav include:

interdisciplinary pre-admission
assessments. if applicable
admission assessments

4.1

5.1

. interdisciplinary clinical records, care
planning and care review
interdisciplinary quality assurance

‘ patient/family/staff conferences
team conferences
interdisciplinary staff education

Surgical and postanesthetic staff assess,
plan, implement und evaluate patient
care.

The care process includes:

eoliecting and anaiysing data
making a diagnosis. where applicable
planning and implementing the
interventions

evaluating the process and the
outcomes of care

Patient c¢are is documented {o ensure
continuity and ongoing evaluation, and (o
assist  with  discharge from the
Postanesthetic Recovery Unit.

Prior to surgery. documentation in the
patient’s clinical record includes:

consent for surgery
completed  history and  physical
examination
pre-operative examination by the
anesthetist
vitai signs and weight

: allergies
positional problem(s). ¢.g. arthritis
vision and auditory deficits
pre-operative medication(s)
results of hemogiobin and urinalysis
results of electrocardiogram  and
chest x-ray. if applicable
results of other tests. as ordered
patient’s state of apprehension
language problem. if any
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During surgery. documentation in the
patient’s clinical record includes:

the surgical procedure performed

the staff and physicians invoived

the surgical technique(s)

post-operative  orders

the sponge. needle and instrument
counts

During anesthesia. documentation in the
patient’s clinical record includes:

the results of patient monitoring

the dosage of all drugs and agents
administered

the type and amount of all fluids
administered. including blood and biood
products

the technique(s) used

unusual events doring the anesthesia
period

the status of the patient at the
conclusion of anesthesia

the duration of anesthesia

During postanesthetic recovery,
documentation in the patient’s clinical
record includes:

vital signs and level of consciousness
intravenous fluids administered.
including blood and blood products

all drugs administered

postanesthesia visits

any unusual events or post-operative
comphications and their management
time of discharge and patient status on
discharge

There are appropriate activities and
cwrrent materials to support patient and
family education,

There is evidence of involvement of the
appropriate  disciplines in patient/family
education,

6.2  Education activities and materials reflect
current scientific research and are approved
by the disciplines providing care.

Education may include:

& pre-operative teaching program
health  promotion and  illness
prevention information
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QUALITY ASSURANCE

The Operating Suite and Postanesthetic
Recovery Unit las planned and systematic
activities for monitoring and evaluating the
quality of patient care, including a plan for
action(s) and follow-up to ensure that the
action(s) is effective in continually improving the
quality of care.

1. There are quality assurance activities in
place which support the facility-wide
quality assurance Program.

Mechanisms for quality assurance activities
o support the facility-wide quality
assurance program may include:

committees

reports of quality assurance activities
group sharing of quality assurance
activities

There are clearly assigned responsibilities
for quality assurance within the Unit.

The responsibilities for quality assurance
are defined and documented.

There is hroad involvement of staff in
qualily assurance activities.

Staff involvement may occur through:

staff meetings

group discussions

commitiees

individual responsibilities. such  as
identifving. monitoring and resolving
probiems

The important components of patient
care are identified and provide the focus
for quality assurance activities.

The important components are derived
from the principal functions of the Unit.

4.2

Priority is given to components of care that
are:

patient-centered
outcome-related
interservice/interdisciplinary
high risk

high volume

problem prone

A process is established for evaluating the
important components of care,

The process includes:

establishment of the desired or
expected level(s) of performance for
each important component of care
selection of criteria or indicators to
measure the degree of achievement
against the cxpected level(s) of
performance

determination of the actual level of
performance through collection of
data

analysis of data

Action is taken to ensure continuous
improvement.

The plan of action outlines:

alternative actions

the most appropriate action

the time required to implement the
action

the person(s) responsible for taking
action

Actions are followed-up within a specified
timeframe to ensure that they are
effective.
To assess the effectiveness. evaluation
methods are utilized.
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These methods may include:

re-audit
re-survey
ongoing review of quality indicators

There is documentation to support all
quality assurance activities.

The documentation includes:

the expected level(s) of performance
selected criteria or indicarors

data collected

results of analysis of data

the schedule of quality assurance
activities planned and  the reporting
timetable for the Unit

the improvement(s) in care

The results of the quality assurance
sctivities wre communicated within the
Unit. to management and to relevant
staff and services according to the
reporting timetable, Staff  receive
feedback from management on the
information transmitted,

The mechanisms for communicating the
resuits of the quality assurance activities
may include:

committees

education programs
reports

staff meetings
newsletters or bulleting
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