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PROLOGUE







Introduction

Nowadays, rapid advances in medical technology and applications have
brought significant changes in physical and functional construction of
the health services. Emerging success rates of diagnosis and treatment
applications, corresponding increases in number of patients and patient beds
turnover, people being more careful about health of themselves and their
families can be listed as the cause of the physical and functional changes.
These changes affect structural, administrative and designative practices of
hospitals and emphasize the need to provide quality health care for patients
who need medical care as soon as possible. In this context, activities to
deliver quality health services gave birth to the need for an external evaluation
of a different structure and have brought up the concept of accreditation.
So far, a few patient and organizational structure focused accreditation
systems have been established for the purpose of development of patient
care in the world at an optimal level of quality, creation of a safe patient
care environment, minimizing risks concerning patients and employees,
a number of quality improvement and patient safety, and performance of
healthcare institutions started to be evaluated within these systems.

In Republic of Turkey, foundations of accreditation have been laid in
2005 with the quality of healthcare evaluations and service standards of
evaluations have been determined. These standards which are developed
over time in the terms of number and structure have been implemented in
four different versions. By 2013, standards got restructured in the terms
of four basic principles of accreditation and ten goals, and the fifth version
has been finalized with the name of "Standards of Accreditation in Health".

“Hospital Kit” which sheds light on "Republic of Turkey Accreditation
System of Health” has been prepared using a common language that is
understandable and interpretable among primarily hospitals and all other
stakeholders.
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In the first part of SAS-Hospital Kit which contains standards, assessment
criteria and guidelines, basic policies and principles for accreditation of
health have been demonstrated. In the second part historical development
process and general information about the accreditation standards are
included. Third part includes guidelines containing standard requirements
prepared in a way that helps understanding and implementation of the
standards and evaluation criteria.

SAS-Hospital Kit which contains basic information about accreditation
process and requirements for becoming accredited is presented for the
benefit of hospitals and all stakeholders to improve the quality of health care.

With the establishment of national accreditation structure in the
axis of Standards of Accreditation in Health, three main elements of
Transformation of Health Program has been completed. Developed quality
of health structure specific for Republic of Turkey consists of two parts:

» Quality of Health Assessments
» Accreditation in Health System

Health Quality Assessments: These assessments are scoring by
determination of structural, process and output-based quality level of health
organizations and institutions on the basis of SKS. Quality assessments
are conducted periodically and reported. Determined scores can be used
for a variety of incentives and penalties. Health Quality Assessments are
mandatory. Coverage of all health institutions and organizations in the
process is aimed.

Accreditation in Health System: It is a system based on SAS, which
health care institutions and organizations will apply on a voluntary basis
and become accredited according to their success. Accreditation of Health
System is a program that will be applied to, for organizations that want to go
beyond the current national quality state and put forth the difference in their
quality level. It's organized as incentive for domestic and overseas health
tourism because of including a document approved internationally.

In Turkey, this structure which is established in the field of health
quality by Ministry of Health has significant importance for rising on a
sturdy foundation in the framework of an awareness of a service that
continuously improves and is sustainable.
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Development of Standards

Foundations of quality studies carried out within the Ministry of Health
in Turkey started on 2003 and since then concepts of quality and
accreditation terms gained significance among priorities of health policies
determined by Transformation of Health Program.

planning and supervisory roles of Ministry of Health at Transformation
of Health Program, meaning a Ministry of Health structure and practice
which determines service standards, rules, sets the framework of studies
and assesses implementation level of these standards. First steps have
been taken towards the Accreditation System with principle of “quality
and accreditation for qualified and effective health care service” in the
sixth component of the program.

Accreditation of health studies which was clearly stated and took place in
agenda of Turkey for the first time in 2003, is a result of a long journey.
In the first stage of this journey carried out in 2005, determination of
quality standards which covers health care services for the first time
containing all processes of health care was initiated. Studies in the first
stage were aimed to ensure awareness of quality service of managers
and employees, determination and documentation of service processes
in healthcare institutions. In this context, 100 quality standards were
determined in 2005. Number of Quality Standards for Health increased
to 150 in 2007, 354 in 2008, and 388 in 2009 with the set for private
hospitals and 621 standards in 2011 with last revision. As a result of
the standards improving over the years, numerically and the content and
scope of standards have developed significantly.

Reason of the process implementation to be step by step since
development began in 2005 is the majority of institutions being unfamiliar
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with the concept of quality and accreditation. It has taken a certain period
of time, subsequent years to make health institutions recognize the studies
and gain awareness of the significance of contribution to the studies.

Version 1

In 2005, 100 standards were determined and implemented within the
framework of “Ministry of Health Corporate Quality Improvement and
Performance Evaluation of Enterprise Agencies Directive, 17.03.2005,
n.1831".

Quality implemented which gained speed as institutions conducting self-
assessments fulfilled an important deficiency of function in a short time.
Quality Standards of Health made it possible to question the institutions
and practices of service processes and more importantly leaded
institutions to think of questions like “How a better health service can we
provide to our patients?”, “How can we establish a more secure service
environment for our employees?”. This was the beginning of a new era.

Version 1.1.

In 2006, partial changes have been done in the structure of standards in
the framework of “Quality Improvement and Performance Assessment at
Organizations and Institutions affiliated to the Ministry of Health Directive,
05.1.2006, n.9414”. With version 1.1, hospitals started to be assessed
by Providence Performance and Quality Coordinator units and a transition
from self-assessment towards external assessments process was initiated.

Version 2

In 2007, at the second revision studies, number of standards was
increased to 150 within the framework of “Quality Improvement and
Performance Assessment at Organizations and Institutions affiliated to
the Ministry of Health Amending Directive, 23.03.2007, n.13”. After that,
all institutions started to be assessed by Providence Performance and
Quality Coordinator units and Ministry Assessors. Also standards were
re-graded and a practicing guide related to implementation of standards
was released.

Version 3.Public

In 2008, Quality Standards of Health was revised in the framework of
“Performance and Quality of Health Directive, 02.07.2008, n.2542”. With
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standards being written again from the scratch in the theme of patient and
employee safety, a comprehensive kit of 354 standards was released.

Version 3.Private

In 2009, a different kit including 388 standards for private hospitals
was prepared in the framework of “Scoring of Private, Trust University
Hospitals Directive, 13.11.2009, n.14867439”.

Version 4

In 2011, Quality Standards of Health was made into a single kit that
covers public, private and university hospital within the framework of
“Performance and Quality of Health Directive, 01.03.2011, 9489”. When
this kit consisting of 621 standards is inspected in the terms of structure,
following innovations can be noticed:

» A structural development containing aspects to associate standards
with each other and to increase coverage to all sections of the
institutions was done.

» Validity and reliability field tests of standards conducted in 24
hospitals.

» Acoding system for standards was established to make them traceable
and also to gain ability of comparison between different institutions.

» Definitions and informative directories were created to make standards
easier to be understood.

Version 5 (SAS)

On the basis of the necessity of quality studies having international
identity, first steps have been taken for establishment of the Health
Accreditation System in Turkey in May, 2012. As a result of studies
official co-operation have been initiated by negotiations with 1SQua-the
accreditor of accreditors on 20.03.2013. In the framework of negotiations
and the agreement signed with ISQua, “ISQua International Principles for
Healthcare Standards” have been analyzed in detail. In accordance with
the inspection of principles, a structural revision of Quality Standards of
Health is decided taking into account the requirements of quality needs
of Turkey.
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Hospital Kit of Standards of Accreditation in Health is prepared
considering international and national quality studies, principles of World
Health Organization and ISQua. (Appendix: Information Note) This kit has
been created taking into account international developments, coverage of
all service sections and compability for teleological interpretation. Also
properties such as service and outcome-oriented approach, encouraging
innovation in organizations, highlighting of applicability, being easy to
use and inclusive were considered. Relationship between Standards
of Accreditation in Health (Version 5) and Quality Standards of Health
(Version 4) is shown at accompanying SAS-SKS Comparison Chart'.

Objective and Scope Accreditation Standards for Health

Standards of Accreditation in Health is structured within the framework of
principles of World Health Organization and ISQua such as patient safety,
quality improvement, patient and service user focus, corporate planning
and performance in accordance with basis of minimum risk, optimum
quality, maximum security.

Hospital Kit of Standards of Accreditation in Health primarily aims to
create objectives of success related to standards being met in hospitals.
In this context, it has been prepared for all hospitals providing service in
Turkey.

Goals of Standards of Accreditation in Health

Standards of Accreditation in Health is prepared to accomplish quality
goals shown below for ensuring quality of hospitals in the terms of needs
and priorities of Turkey considering WHO Patient Safety goals, principles
of 1ISQua, accreditation programs around the world across the globe.

Goals mentioned above must be achieved in order to accept that services
provided by hospitals are in high quality.

These objectives can be addressed in two categories in general, goals
contained in the first category defines the methods of service provision of
institutions. In other words, it means organizational goals related to how
good institutions provide services. (Effectiveness, Efficiency, Productivity,
and Healthy Work Life)

1 SAS-SKS Comparison Chart
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Patient Safety

Patient

Fairness v

Healthy Work

Quality
Goals

Convenience Continuity

Timeliness

Productivity Efficieny

Effectiveness

Goals contained in the second category directly concerns service
users. (Patient Safety, Fairness, Patient Focused, Relevance, Timeliness,
Continuity).

Intention of categorization of targets presented here is only for clearance.
For example, in an institution which cannot provide a healthy working
environment it will be impossible to ensure a patient-focused approach.
Besides goals not having priority relations between, achieving goals in
accordance with each other is a significant point emphasized by the
Standards of Accreditation in Health.

Definitions of SAS goals are shown below:
» Effectiveness: Measure of achieving planned objectives
» Efficiency: Ability to perform tasks in a right way

» Productivity: Relationship between provided service and the amount
of resources used, use of minimum resources to achieve planned
goals
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» Healthy Work Life: Providing an ideal and safe working environment
and infrastructure for health employees

» Patient Safety: Improvement activities and measures to be taken to
keep all foreseeable hazards that can lead to harm service users at an
acceptable risk level.

» Fairness/Equity: Ensuring usage of all services depending of
treatment and care needs equally without any discrimination

» Patient Focused: Ensuring participation of patient to diagnosis,
treatment and care processes taking into account of his/her requests,
needs and expectations for all services provided

» Convenience: Implementing more healing than harm of patient during
decided medical treatment and processes

» Timeliness: Providing diagnosis, treatment and care services
according to the needs of the patient in the most appropriate and in an
acceptable period of time

»  Continuity/Sustainability: Ensuring further medical services to go on
chronologically and interdisciplinary and after discharge
Structure of the Hospital Kit - Standards of Accreditation in Health

Standards of Accreditation in Health includes 7 aspects, 34 chapters, 59
standards and 242 assessment criteria.

SAS Hospital System consists of standards, assessment criteria and
related guidelines. In guidelines, goals, objectives and requirements of
standards can be found.

Standards must be interpreted and implemented as a whole including
assessment criteria and related guidelines.

Aspect Structure of the Standards of Accreditation in Health

Seven aspects of Standards of Accreditation in Health are as follows:

-

> Management and Organization

» Performance Measurement and Quality Improvement
> Healthy Work Life

> Patient Experience

-

-

10
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»

»

»

Health Services
Support Services
Emergency Management

General Objectives and Scope of Aspects

The aspects of Standards of Accreditation in Health are determined on the
basis of provided services in hospitals, management activities and people
involved in service in a way that cover all sections of hospitals.

»

Management and Organization

In the aspect of management and organization, aim is to ensure
a management structure which will maintain the continuity of
functioning of hospital, along with creating an efficient corporate
quality management structure consisting both executive management
and employees.

To achieve this goal, hospital need to establish an organizational
structure, determine basic policies and values, create a structure
of quality management, maintain document management, install
safety reporting system, implement risk management and training
management, study for the development and improvement of health
promotion, and establish a good corporate communication.

Performance Measurement and Quality Improvement

Main aim of this aspect is to detect problems in time related to
provision of services about especially administrative, financial and
medical processes, correct them and conduction interventions for
quality improvement. Achievement of this aim can be done by using
determined corporate and SAS indicators.

Healthy Work Life

In this aspect, for the provision of quality health service it's aimed
to provide employees a healthy work environment and inspecting
hospital organizations in employees’ perspective.

Forthis purpose, hospitals need to create a structure for management
of human resources, take precautions for factors threatening
employee health and security and determine requirements to
improve work life.
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Patient Experience

Patient experience aspect aims to examine services in perspective of
patient for ensuring basic patient rights, patient safety and satisfaction.

To achieve this objective, hospital services provided need to be
regulated in a way that protects the rights of patients and their
caretakers, implements service accessibility in time, ensures comfort,
safety and security of patient.

Health Services

Ensuring all provision of services in hospital in the scope of SAS
goals is the aim of this aspect. For this purpose, hospitals need to
implement studies related to control and prevention of infections,
sterilization services, drug management, transfusion management,
radiation safety, patient care, laboratory services, safe surgery and
emergency healthcare chapters.

Support Services

In support services aspect, it's aimed to establish required
infrastructure for safety and continuity of medical service processes.
For this purpose, hospitals need to planning about regulations for
hospitality services, facility management, waste management,
information management, materials and devices management and
outsourcing.

Emergency Management

This aspect aims hospitals to interfere in fastest and efficient way to
prevent dangers and damage in situations such as natural disasters
(earthquake, flood, etc.), emergencies(fire, explosion, etc.), baby
or child abduction, sudden respiratory or cardiac arrest cases and
violence to the employees.

Coding of Standards of Accreditation in Health

Coding system was developed in order to ensure the traceability of
standards by providing them an identity.

Coding System

»

Code of standard consists of four parts.
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» First two parts consists of letters and last two parts consists of
numbers.

» Alphabetical parts include two letters, and are abbreviations of related
aspect and chapter.

» Numbers at last two parts(3rd and 4th parts) include two-digit
numbers.

 Third part corresponds to standard number in chapter.

e Fourth part corresponds to assessment criterion number of
standard.

e In fourth part, “00” corresponds to standard itself, increasing
digits like “01” and so on corresponds to order of assessment
criteria.

Codes related to aspects are as following:

Aspect Code

Management and Organization Y0
Performance Measurement an Quality )
Improvement

Healthy Work Life SC
Patient Experience HD
Health Services SH
Support Services DH
Emergency Management AD

Codes related to each chapter are as following:

CHAPTER CODE CHAPTER NAME

Y0.0Y Organization Structure

YO.PD Basic Policies and Values

YO.KY Quality Management Structure

Y0.DY Document Management
Y0.GR Safety Reporting System
YO.RY Risk Management
YO.EY Training Management

13
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CHAPTER CODE CHAPTER NAME

Y0.SS Social Responsibilities

YOKi Corporate Communication

PO.KG Corporate/Local Indicators
P0.SG SAS Indicators

SC.IK Human Resources Management
SC.CG Health and Safety of Employees
HD.HH Basic Patient Rights

HD.HG Patient Safety

HD.GB Patient Feedbacks

HD.HE Accessibility to Services

HD.YS End of Life Services

SH.EK Control and Prevention of Infections

SH.SY Sterilization Management
SH.IY Drug Administration

SH.TY Transfusion Management
SH.HB Patient Care

SH.RG Radiation Safety

SH.LH Laboratory Services

SH.GC Safe Surgery

SH.AS Emergency Health Services
DH.OH Hospitality Services

DH.TY Facility Management
DH.AY Waste Management

DH.BY Information Management

DH.MC Material and Device Management
DH.DK Outsourcing
AD.AD Emergency Management

14
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A coding example of a standard is given below:

STANDARD ASSESSMENT
CODE STANDARD  ACCODE  orireRigN (AC)

All vertical and
horizontal relations
from the top
Y0.0Y.01.01 | management to
sub-units in the
organizational structure
must be defined.

Duties, authorities and
responsibilities of all

An units and personnel

organizational ¥0.0v.01.02 in the organizational

structure structure must be
Y0.0Y.01.00 that covers defined.

all hospital Individual responsible

activities must for the units defined in

be formed. ¥0.0Y01.03 organizational structure

must be determined.

Implementation of
policies, procedures,
processes and plans
must be ensured

in determined
responsibility fields
based on organization
structure.

Y0.0Y.01.04

15







STANDARDS
and
GUIDES







S89IAJ9S leoy)eaH Aouablawy e
£1abing ajes
$99IAJ9S AI0jeI0qRT .

Buionosing fi8jes uoneipey
JuaWabeuB|\ 99IAS( PUB [BUSBIN alen)juaned S9OIAIBS AY| JOpUT «
Juswabeuey uoneWION| juawabeuely UOISNYSUBI] 991AI8S 0} AY[IQISS0IY
Juawabeue(y B1SEM uoensiuiwpy Bniq o SY9BQpaa4 Jualed e
Juswabeue ANjoR] . Juswabeuely UOHRZIUBIS Rages juaned
Juswabeuel Aouablawy e S30IAJ3S Ajendsoy o SUON8JU JO UONUSA3I] PUB [0U0) Swbry Juaned diseg

wabeuely Aouabiaw] $891A19S 1Joddng S$891AI8S Jedy}esH 99uaLIadx3 usied

19

uoneoluNWWo a1ei0dio) e
SOIIqISU0dsay [e100S e
Juswabeuey Buluel] o

Juswabeuep YSIY o
wialsAg Buiioday A1afes
JuawabeuR|A JUBWINJOQ o

aInjonug uawabeue|y Ayenp

Standards of Accreditation in Health - Hospital Kit

S/AS Hospital Kit

D

S _ 28

X252 o

2Ss & 532

W - m Wy 3 M _._m. m m m, s9afojdw3 Jo A19jeS pue uiesH o SI0}RIIPU| SYS SON[eA pue $a191|0d JISeg
g283£E525235 =S JuaWabeUB|\ S82IN0S8Y UBWNH o S10Jealpu| [e907/01eJ0dI0) o 2INjonug [euoieziuebl)
EE S SEESRESES
Wwwa T oo OF-O

Juswanoidw|

Al[enY pue JUsWaINSLa\ S9UBLLIOLA] B A IR

8JI7 oM AupesH

sia)dey pue sjaadsy




Office of Quality and Accreditation in Health - MoH Turkey

‘Aueinbas suejd asayy Jo uoneusws|dwi Joy pasedaid
s196pnq pue sue|d ajen[eAs pue mainsl snuw [eidsoH

£0°10°Qd'0A

*S8AR0[G0 pUB Swie pauue|d JO JuaLUBASILI.
Buipsefiai pajuatua|dwi aq 1snw Bunabpng 8ARIBYa Uy

90'10°Qd'0A

*S10}9B} [BIOUIBUL PUE [BILIBLLLOIAUD
fBuuapisuod [eydsoy ui suop aq 1SN SaARIBIGO pue Swie
9jeJ0di09 Jo uonejuswiajduw Buiprebas Buiuueld s21nJeS

G0'10°Ad'0A

‘san[eA pue sajaljod diseq s,[endsoy ayy yum e ‘eulwialep &g Jsnu ssnjea 00°10°ad'0A SONIEA PLE ad'0A
a1qedLL09 8q 1SnW Sanalqo pue Seod s jualyedag| YOHO'Gd0A | PUE SoIUja “saloljod diseq s fedsoH S9191i0d dIseq
“SaN[EA PUE UOISIA ‘UOISSIL UJIM 99UEPI0IIE e
Ul PAUILLIBI3P B4 1SN SAAR03IGO pue Sjeab ajeiodion | €0°H0°Ad0A
“o1/qnd LM San[eA e
PUB SOIY}a ‘UOISIA ‘LOISSILU 13Uy areys jsnu feydsoy | ¢0"H'G'0A
‘pauILIBIap A|gepuelsiapun pue Apesjo o
30 1SNW SaNfeA pue SO1I ‘UOISIA ‘uoissiw s eydsoy | H0°H0'd0A
“RIpIfeA pue ssauajep oj-dn Joj Alejnba s
PaMaIARI 8 JSNLU S[eRUapalo els pue aoisas [y | C0'CO0A0T0A 19 |[2 Buipnjoul
*SOIIAILOR |[e Bulpnjoul Sa1els yiom [euosiad pue SJUBLINJ0P UoIssiuLiad pue uonezuone | 00'20A0'0A
$30IAJ3S 81210100 0] pajejal SuawNIop uoissiulad | 10°g0A00A Aressaoau e aAey Jsnu [eNdsoH
PUE UONEZLIOYINME AJESS93U [[E aAeY JSnul [eNdsoH
“aNjanIS uofeziuehlo Uo paseq spjall
Ayjiqisuodsal paulLgiap ul painsua aq snwi sueid | $0°LOAO’OA
puE $35$8901d ‘S31npao0id ‘saloljod Jo uopeuBWwaldw m__w_:%”_ww AQ'OA
‘pauILLIBIaP 8q ISNW aInjan.s [euopeziuebio £0'LOAOOA [REEARAE
Ul paulap sHun 8y} 1o} ajqisuodsal [enpiAipu| "PaWLIO) 80 1SNW SaNIAIIR [eydsoy 00'LOAD'OA
“PauIjap aq 1SN AINJINLS [eUONEZIUEBIO AUy Ul jautosiad | _ . [e S19A09 Jey) 8IMON.S [BUONEZIUBGIO LY
pu SHun e J0 seniqisuodsal pue sauoyine ‘sagng | €0 HOAO0A
“pauljap aq 1SnLU BINJoN.S
[euoiieziuebio au} uf Sun-qns o} justuabieuewl 10 LOAQ'OA

do} au} WOJJ SUOIIR|aI [BIUOZLIOY PUE [BOILIAA (I

(Sy) uouaY JUBISSASSY

3pog Sy (S) piepueig 2S
TYLIdSOH - HLTY3H NI NOILYLIATHIIY 40 SAHYANYLS

3po9
Jaydeyn

uoneziueblQ
pue
Juswabeuepy

0A

20




=
x<
=
=
g
RS
1
=
=
3
=
IS
y
o
=
8
=
o
(&)
(&)
<
S
(=}
w
5
=
<=
3
w

"pajen|eAs pue ‘papiodal ‘|eiauab

© Ul pazAjeue oq jsnu wayshs ayy uo suoissiwgng | €07 HOEI0A 1 S G I YRR 3 LS
"pajoNpu0?d aq 1SN SUONJe N painsua aq Jsnw Ajpanedau saafojdwa un- .
Juswanoldwi pue ‘ased Agq ased SJUaAd Jo BuizAjeuy 0'HOMI0A | pue sjuaned Jo Aaes 8y} Joeye S0P 10 00°HO'HI0A aﬁmwmm e HI0A
"S30A0]dWS pUE SJUaRed JO AJ3Jes aup DUROBHE JUaAa o Rew Jeup sena 8s1anpe Jo Buipoday
9SJ9APE BuI}I0da) 10} Pays!|geISa aq 1SN WalSAS v/ HO'LOHD0A
‘paulap aq snw A
SJUBLINIOP [BUISIXS JO BuuojuOW 0} paje[al $$3901d S0"HOAQ'0A
ENTEEED] A
1SNW SIUAWNIOP 8y} JO AIBAIISP 2INSUS [[IM Jey} Sajny V0L0AT'0A
‘pajuawa|duul 8 ISNW SIUSLINIOP 4O 8jep e ‘WaysAs juawiabeuew e e 1uawabeuely .
01 dn 1day Buiaq pue [erosdde ‘jo5u09 ‘uoneledald €0"LOAT'0A JUSWINIOP B YsSI|qeIsa 1snw [endsoH 00"HOAd'0A uswnNd0Qq AT'0A
"PaUILLISIAP 8q PINOYS SIUSLINIOP JO JBLIIOH 20 LOAQ'0A
‘pajuaLLINI0p
aq pinoys suejd pue $assa201d ‘sainpasoid 10" FOAQ'OA
‘lendsoy 8y} Jo suonauny 9Iseq |[e 0} paje|al Saldljod
Kjes uoneipey «
SUON93UI JO UONUSASID PUB [0JU0Y o
Juswabeuew Ayjioed «
Bulurel] «
Rages uaned « [ €0°LOAM0A
Kages sakodws
‘PaINSUa 8q ISNW SallIAIJIR aInjonns
:s9Nss| BUIMO]|0} 8U} 1Se3| 18 10} SHI0M JusLuaoidul) Juswanoldwi Aufenb Jo Aununuod pue 00 LOAX'OA | luswabeuepy M0A
Aurenb ur paysi|qelsa ag 1snw S38RIWLI0Y UOIJeUIPI009 ‘uonejuswadwi ‘Buluueld fueng
"paulap 8q 1SNLW 8INjoNJ)S JusLuabeuBL 8y} Ul PAAJOAU o
350U} J0 SaI|IgISUOdsal pue siamod ‘sannp ay | 0O 0A
*SaIIAOR JuawaAoidwi Ayfenb jo Aununuod
PUB UoIRUIPJ009 ‘uonejuswaldwi ‘Buiuueld spiroid 10" LOAM 0A

0} PaySI|qRISa 8q 1SNLU 8IMINAS SAIRASIUILPE Uy

(Sy) uoual JuBLISSASSY

3poJ Sy

(S) piepueig

3poJ §

VL1IdSOH - HL1V3H NI NOILYLIA34IIV 40 SAHVANVLS

apo9
Ja1deyn

uoyeziuebiQ
pue
Juswabeuepy

100dsy

0A

apo9
108dsy

21




Office of Quality and Accreditation in Health - MoH Turkey

'Swa|qoud yyeay [eqo| pue [euoleu
pue aJeayyeay sapiroid 3 asaym uoibies pue uonendod
U JO 21njans yyeay Jo dods sy} UylMm JunodIe
ojul Ayoeded ao1aas Bupyel Aq yyeay Buinosdwi pue
Bunowold 1noge swetbold aziuehio 1snw [eNdsoH

10°10°'SS'0A

"Junoaae ojul A18190S 8U} Jo swiajqoid
Uyeay [eJauab pue ainjonuis yyeay Bupyel
Aq uyeay Buirosdwi pue Bunowoid
noqe sweiboud azjueblo 1snw seudsoy

00°10'SS'0A

SS'0A

‘JN0 PaLLILeI 8q ISNW SaINAIIE JuawaAoldwl
AJeSS328U pUR paIoyUOW 8q Isnw Sweiboid
Bujurey pue suejd Bulules} Jo SSBUBAILDBYS By ]

70" HOAT 0A

'spaau Bujurel; Jo adoas
U} u pajeayidwi pue pajeasd aq isnw sueld Bujurel)

€0°L0AT0A

's99£0jdwa pue saje|al Jualed
‘sjuafied uo paseq paulLLIB}ap aq Isnw spaau Bulures)

¢0'LOAT 0A

'PaySI|qelSa aq ISNW SafIAoe Bulures) 0 UoIeulpI00d
pue Bujuueld ay) Buunsus Joj 9qISuU0dsal 93 IWIWIO0I Y

10"10AF'0A

‘Buiuren
A1eSS899U 8y} J0 UoNRIUBWA|dWI BAIBYS
2Insus 1snw sjendsoy ‘paulLuiziep aq
1Snw saakojdwa pue aAljeja. juaied
quaned Jo SalISSaau Bulurel} ‘SanIAlIR
uswanoidwi Ayfenb yum aouepioade uj

00"10AF'0A

Juswabeueyy
Bujuresy

AJ0A

"PAIOIUOW PUE PaUIUIaap aq 1SNi JUsWabeuew
YSU 10 SS3UBAIII3113 8y} BuLIojIUOW 10} SI0JRIIPU|

90" LOAH'0A

"S[eAJa]ul Jenbal e pamalaal aq 1SNl SUOIe
JuaWaA0IdWI JO SSBUBANIBYS SU} pue Juswebeuew
S JO YJOMBLUEIL BU} UIYUM PalIUap] SYSU 8y

G0'LOAY'0A

N0 PaNied aq
1SNW SaNIAN. JUaLLAA0JALLI PUB S[3AB] SLI Paljiuap!
3y} 0} BuipJ099e UBYe) 8q 1SNL SaINseall A1essaoap

70" LOAd'0A

"DANIUAPI 8q OS[E 1SN S[aA3] S
pue ‘pazAjeue ‘paiyluspl 8q 1SNW SYSH ‘UOIRIBPISUOD
0jul Juawabeuew %su Jo 8d0as ayy Bupyel

€0°LOAY'0A

"5955300.d [e[OUBLI} pUB SABASIUILIDE
‘A13)S [BIUBLLILIOIIAUS ‘SBINIOB) ‘elS ‘SIONSIA ‘SaAR|al
‘spuaned aAj0Aul 1SNW ued Juswabeurw %SiYy

¢0"LOAY'0A

"TeNdSO0U 8y} Ul PpIACId SIIAIBS
pue [eudsoy 0} pajejal Sysu Jo Juawabeurw ayy
apIA0.d 0} pajeald aq isnw ueyd Juawabeuew ysu Y

(Sy) uouaY JUBISSASSY

10" LOAY'0A

apoJ Sy

‘pabeuew aq isnw [eydsoy ayy ul papirosd
S9IIAI3S pue [eNdsoy 0} pale|al Sysly

(S) piepueig

00" HOAY'0A

)

V1IdSOH - HL1V3H NI NOILYLIA34IIV 40 SAHVANVYLS

Juswabeuely
Asld

Ad'0A

3po9
Jaydeyn

uoyeziuebiQ
pue
Juswabeuepy

108dsy

0A

apoy
109dsy

22




=
x<
=
=
g
RS
1
=
=
3
=
IS
y
o
=
8
=
o
(&)
(&)
<
S
(=}
w
5
=
<=
3
w

‘WilsAg eyeq Joyealpul SY'S au}
0] palIUgNS 8q ISNW S10Je2IPUI SYYS 8U} JO SYNSal 8y L

70'10°9S'0d

"pajonpuod
a4 1SNW SjuaLuaA0idwl A1eSSa23U ‘SI01BIIPU| 01
pajejal sisAfeue ay} Jo synsai ay) Buuapisuo)

€0'10'9S°0d

‘SWwA)sAs
Juswabeurw uonBWIOUI YBNOIY] IN0 PaLLIBI 8q ISNW
s10}ea1pul Jo Buriodal pue Buiren|eas ‘BuloNuoly

¢0'10'9S°0d

"BULIONUOW U UONEN[eA ‘U0I103](09
'pa}03||02 84 0} BIEP JO UONRUILLISISP 0} pajejal
$anssi Jo BunsISuoa pajeaid aq 1SN SpJed Jo1eaIpu|

10°10°9S°0d

"paJeN|eAd pUB PaJojuoL
80 1SNW SI0IIPU| SYS ‘S8ssaaoid
30IAJ3S JO JUaLWAA0.dLL| SNONURUOD 104

00°10'9S°0d

SI01B2IPU| SYS

95'0d

"pa1aNpuod
8q 1Snw syusanoidwi A1eSSa9aU ‘s101ealpUl 0}
pajejal sisA[eue ay} Jo synsai ay} buuapisuoy

70'10"9M'0d

‘SWwiglsAs
JuaWwabeuBW UOKBWLIOMI YBNOILY} IN0 PaLLIBI aq SN
$10}e91pul Jo Buniodal pue Buien|eas ‘BulIONUOIN

€0'10°9X'0d

*BULIOJUOL U UONEN[eA ‘U0I}03]09
'pa}03||02 8 0} BIEP JO LUONBUILLISISP 0} pajejal
$anss| Jo BupsIsuod payesid aq 1SN SpJed JoJealpu|

¢0'10"9M'0d

'SA8)S [eOIPALU U [BlOUBY
‘aneLiSIuILIpe J0 Ajuewud suoisinoid 891AI8S 0}
$9S$990.d 9pNjaUl 0} PAUILLIAISP 8q ISNW SI0JRIIPU|

10°10"9M4'0d

'sdajs
[BOIPAW PUE [BIQUBUI} ‘DAIRASIUILIPE
0} AjLrewd pajejal sassasold Jo
JuBLIAA0IdWI SNONURUOI IO} PBJINPUOD
90 ISNW SJUBWAINSEAL SOUBWIONA

00°10"9X'0d

SI0Je21pU|
ajeI0dio)

9N'0d

Juswanoldw
Aurenp pue
JUBWIBINSEA|
9UBWIIONA

0d

‘uoneindod papuajui ay} Joj uoiuido a1gnd aaysod
© 9]e3.19 0} PAIN}ISU0I 8q 1SN Suonoe A1essadan

€0 L0 0A

‘uofjeziuebio pue SanIAlIe
[eudsoy 1noge paw.ojul 8q isnw uonendod papusiu

20" LO'I"0A

*SUONBIIUNWLLIOI 81el0di0d Jo 8d0ds By} uIyIM
San[eA pue sa1a1j0d 9ISeq ‘ainjonls [epdsoy Junodae
ojur Burye} pauiwaiap aq 1snw uonendod papuajul

(SY) uoual JusLISSASSY

LO'LO'IM'0A

3poJ Sy

*Aj9A93}J N0 PaLLIeD aq
1SNW SANIANIL UONRIIUNLILIOD 8}eI0di0)

(S) piepueig

00°LO'IX 0A

)

TYLISOH - HLTY3H NI NOILYLIG3HIIY 40 SAHYANYLS

UOIBIIUNWIWOY
aelodion

IN0A

apo9
Ja1deyn

uoneziueblQ
pue
Juawabeue|y

100dsy

0A

apo9
108dsy

23




“JaU Q] JSNUI aJi] }I0M 10} SpaaU [enpIAIpUl
pue papiAoid 8q 1SNW aJi] YI0M PUB JUALULOJIAUS HIOM | G010 HS
Buiaoidwi 1o} sueaL 21208 pue [eaisAyd AJessaoaN
"paInsua aq 1SN A1afes [ouuosiad A
Buureisns buipsedal s O Buiroidw Ayjeng v0'1093°3S : .sEau_a paulap aq 1snw ajl| }om ssafojdwig
"SYSH paulg oA uinoJduul 10} Spaau pue ugye} aq isnw A .
oy} Joj Juawdinba Kajes _mcoma% asn ysnw saakodw3| €0°H9YIS | fajes pue yyealy jaudosiad oy swawaje | 007H099°3S mmk%ﬁ%: 9yd8
“U>e) 80 ISNLL SYSH S} Ae BuipIeBal suonneasid Bujusyesaiy buipsebal suonneaald

pue pauiopiad aq 1snw au%m pU Ljjeay [auuosiad 20109993
10] S1UBLLIAJa Buluaiealy)

uipJebal SisAjeue ysiy

"PaWIIO} 9 JSNW AjaJes pue yjjeay Py
_mcccew% 101 S1Ba1] a4y BuiBeUEw 1o} aamiwwoa y | FOTHDD'3S
"papiAoId 8q 1SNW Sapinb pue Spiepues

9SaU} JO asn Jusidle sy} BuipseBas sbulures pue

paJoyuow aq isnw [eudsoy sy >m padasae sapinb 90°20'MI'3S

u_zko Paseq 89UapIAa pUe $]020]04d ‘spepuels Jusing

A|dde saakojdwa Spoyaw Yyaiym Lyim pue pood Moy

"papIA0Id 8¢ 1SN SBUIUTeI} paJnbal pue pauillialap aq

1snu souewiogad sy Buiseaioul BuipseBal sbulue Jo} | G0'Z0°MI'HS . A
Spaau ‘painsesiul aq 1SNt $99A0|duia JO 99UBLLIOLIAd ’ aq Gaﬂwﬁwﬂﬁﬁ_ ___uw_ﬂm:m%mo duwi o YoM AyyesH 5
"PAUILLIIaIeP aq SNW SaANp 953y} BUIpIebal [eAUUOD pue SeakojdLs jo sasseooid | 00CONIDS <t
©113]110 90ueLLI0LIad pue suoiealienb paiinbai ¥0'20MDS UOIJBIUBLIO pue BuLly 0} SBHISSAI3N o]
‘Sanijqisuodsal ‘sanuoyine ‘sannp sesojdw3 : ’ - *
“pauIWwIalap -
oq 15w aakojdws paily Jo Sassaooid uonewang | €008 ﬁww__ﬂwmm_%__\,_ W3S
"pauljap aq ISNW Sassad0Jd buniy aakojdw 2020 DS UBWNH :

"PAIIO0} 8 ISNLU SPasU 99IN0Sal P

uewiny m__s_%w__ LM 99UBPI09. U Ueld BuiH 10'20MIds

"DauL}aP aq ISNU SAI| YIOM Ji3U}

noqe saako|dwa Jo suonsabbns pue suoluido pue YO LOWIDS

Sa]JeJ UOJOBJSIIES MOYS [IIM 1By} S9S$a204d %orqpas4 '

"pajeald aq 1snuw suejd yJom pue sjebie; [enuuy €0 LOMIDS

"PauUIaP aq ISNW JABY ISNW S3UO

9s0U} suopeayifenb yaiym pue eaoE»m wawabeuew [ 20 LOMIAS

3] U1 Sauo ay} Jo Aljiqisuodsal pue Ajuoyine ‘Aing ’

o PRl IEISa oq 151
a1 om BuiAoJdLL pue seInosas uewny | .
10 Buluueld BuipieBas samissaoau ayy | 007HONIS
wJopad [im Jeyy aamonus uswabeuew v

“DauIjap aq JSNLL S[aAa] JUALADEUEL o
18UJ0 L)1 2IMONLS JuaWABEUBLL JO UONE|aY L0'LOMIdS

(Sy) uoLaIIY JUBLISSASSY 3po9 Sy (S) prepuerg

9p0o) S

Office of Quality and Accreditation in Health - MoH Turkey

TYLISOH - HLTY3H NI NOILYLIG3HIIY 40 SAHYANYLS




=
x<
=
=
g
RS
1
=
=
3
iy
IS
y
o
=
8
=
o
(&)
(&)
<
S
(=}
w
5
=
<=
3
w

"Sjuaned Jo A19jes au} JO AJNunuod Insua
0} pauue|d aq }snw SaIIAIIE JuawaAoidwi Aleny

€0'10'9H aH

"Ri9§es Uy} US1eaiL} Jey} SYSH SJeUlLWLI[d J0 39Npal 0}
U] g 1SNW SaInseall pue A1ajes juaned o] sieaiy Jo
UONBUILLIBAP 8U} 0} pawliopad 8q 1SNl sasAfeue ySiy

¢0'10"9H aH

3JES JUaed aINSuUa 0} PAUSIIGEISa aq JSNLU 8aRILULI0D Y/

0'F0'OH'AH

*SJ9)e}a.ed J1ay} pue juaied ay} Jo
fiayes 8y} 199104d 0} Aem e Ul pabuelle aq
snw [endsoy ay} Je papiAold SadIAIaS 8y |

00°L0"9H aH

Aajes 1alled

9H'H

.%m:_,.% 3 1SNW A1aJes juaned Sjoaye
AlaAnebau ey} S1usAS 8SISAPE. AU} IN0ge Siayelaled
119U} pue susned wuojul 0} Buiplebal $85$820.d

FULO'HH'AH

“U)e} 8q pjnous
1Uasu09 s)uaied auy ‘uaied ay) Jo [RLAIRW BU1 JO
UOIBLLIOJUI ‘B]ep aU} 8SN 0] LUOSEal Jayloue Jo AlIANoR
[BJUaLLLIAXa ‘YoJeasal Aue i uonedion.ed au 104

0L LO'HH'QH

Jualed ay J0
AKoeniid sy ainsua 0} uade) aq 1snw uonneoald auy ||y

60"10°'HH'QH

"Juaired 8y} JO Spaau [eInynd
pue [enuids 8y} 10} Spew 8q Isnw Sjuswsbuelly

80'10°'HH'QH

'SjuaWINIop
3y} Jo Ado9d © 196 0] 9|qR 8q 1SNW pue ‘SIUBWNIOP
[B2IpaLu Jay/siy dnyasyd o} 8|qe 8¢ 1SN Jusled

L0'10'HH'QH

"DAIUAWNI0P UAY} UOHRISPISUOD

0] Ul U9YE] 8q 1SN JUaSU0 Iy} sainpadold Aysu

210J5Q pUB PaLLLIoJUl 8¢ 1SN Judlied ‘paigisiuiwpe
Q [[IM U2IUM S]LBLLIRaI} [BIIPALL 8} 810jag

90'LO'HH'QH

‘RIINja1e9 S321AIaS 3B pue 1030581136 0}
juaned Joy s9ss9004d ||e Ul pauue(d 8q 1SNW SAIARIY

GO'LO'HH'QH

"UeI0ISAUd UMO J1ay} BUISO0YD JO
1ybLl 8y} 81n23S 0} JAPJO Ul PaULSP 8¢ ISNLL SSSBI0IJ

v0'10°'HH AH

"SA0JAI8S JAUI0 PUE SaNIIqISu0dsal
Juaited ‘sa0inJas aled ‘JuaLLeal] ‘sisoudelp noge
PaLLIOJUI 84 1SNLU SIaXLIaIeD J0/pUe Jualed

€0'10°'HH'aH

FEEREREN]
1SNW Way} $sa99e 0] moy pue Aljenb ‘[endsoy sy Aq
papiroid 81 YoIym S32IAIBS 8L} [[B IN0GR LOKRW.IOM|

¢0'10°'HH'aH

"SI13)elaJed JIay} pue Sjuaied
8y} 40 S1ybu ayl srosdwi pue Juswadw 198104d 0}
19pJ0 Ul paysI|geIsa aq 1Sl 8injan.s Juawabeuew v

(Sy) uoual JuBLISSASSY

L0'LO'HH'AH

3poJ Sy

'sjubu siayelaled sjualed
pue sjuaned 199101d 01 Aem e ul pabuelse
¢ 1snw [endsoy sy} 18 SadIAJaS Papinoid

(S) piepueig

00"L0°HH aH

)

TYLISOH - HLTY3H NI NOILYLIG3HIIY 40 SAHYANYLS

sy
Juaped oiseq

HH'QH

apo9
Ja1deyn

ERITEITEN e
juslied

100dsy

QH

25




Office of Quality and Accreditation in Health - MoH Turkey

*k1eSS823U 8 0] SWA3S YIIYM UOIRLLIOUI |[B
pue a2uepInG 136 0] JapJ0 Ul 1RDIUNWIWOD [[IM JuaNed
3y) WoyMm yum ueioisAyd ay) ‘uoijeiapisuod ojul uaye)
30 1SNL TRy} SJeNeW  8sn [jim Juaned au) eyl sbnip

3l IN0Ge PaLLIoJu| aq Isnw abreyasip Jo ssaooid
3y} Ul S1ayejalea s Juaited ayy Jo/pue Juaned ay|

90'10"3H'aH

aun
Ul 8 0} Juswiyeal) pue sisoubelp s jualied sainsua )
Jey} Aem e uj pabuelse aq 1snw $8ssad0.d 921nI8S

G0'L0"3H'aH

‘U9Ye} aq 1snw seale Buniem
pue 991AJas Bumab 1noge suonneasid aAleN|IoeR)
‘suoipuod Ayjigesip pue aseasip ‘abe Buliapisuo)

¥0"10"3H'aH

“Juaned 8y} JO 1J0JWOI SAINSUS Jeyl Aem B
ul paubisap aq 1snw 89IAJas Buipiaoid syuswiedap |y

€0'10"3H'aH

"PAUILIEXS 8 [[IM 8U/3YS USYM PUB JBM [[IM 8U/aUS
fuo] moy Jnoge pawiojul aq 3snuwi juaied ay) ‘pauue)d
8 1snw souIoAjod Jo ssaaoud oy} Ul syusied Jo sawi
Bunrem aziwiuiw o} Buipsebal suonneaald A1essadaN

¢0'10"3H'aH

191Sed $59904d UOISSILLPE 3y} Sayew
ey} Aem e ul papiroid 8g 1SN UOISSILIPE JO $S8904d
U} Ul paau [|Im Juaiied auy 1eyl uoiewwoul Jo adAy ||e
Buipnjour $391A18S BuljaSUN0 pue aauepinb ‘uondadey

L0"10"3H aH

‘Juaned 8y} JO 1JOJWOI By}
fuunsua Jey} Aem e Ul pue W Ul $3IIAIBS
oraJ 0} 8|qe Juaiied apiaoid 0 Japlo Ul
uaye) aq 1snw suopneoaid A1essasap

00°10"3H"aH

LERIVER
0] SS90y

IH'AH

"SY0BQPA3) WOJ) Paule1qo S1Nsal ay) o} pJebal
ul pauueyd aq 1snw sanANoe JuaLaAoidwi A1essaoap

¥0°10°89'aH

"PaJeN[eAd 8¢ 1SNW SY0Bqpasy

€0'1089'aH

“Yoeqpaa) apiaoid 01 9|qe aq im Asy} moy ul
N0QR PALLIOJUI 8Q ISNLL SI8Xe}8.BD JIBY) PUR Sjuslied

¢0'10'89°'aH

(syureidwod Ajuewnd) syoeqpaay | Jo
Buinjosas pue Buiebisaaul ‘Buiaiadal buipnjaul paulsp
90 1SNW $|00} pue spoyial ‘adoas s,walsAs ay|

(Sy) uouaY JUBISSASSY

10°10°89°aH

apoJ Sy

"paysI|qeISa 8q 1SN
SIaye1aIe9 iay) pue sjuaned o} paiajjo
S30IAI3S 0} paje[al Wa}SAS ¥oeqpaa) i

(S) piepueig

00°10'89°aH

)

TYLISOH - HLTY3H NI NOILYLIG3HIIY 40 SAHYANYLS

$Y0BqP334
jusiied

49°aH

3po9
Jaydeyn

99usuadx3
Juslied

aH

26




=
x<
=
=
g
RS
1
=
=
3
=
S
y
S
=
8
=
o
(&)
(&)
<
S
(=}
w
5
=
<=
3
w

"PaJIoNUOW 3q
1SNW UORUSA3Jd puB [043U09 UOKIBUI JO AIRIIS YL

70" LO'MA'HS

Su0p98yuI [euolednaaQ -

sisdaspue ‘sisdase ‘uonez|uels ‘uonasuISp ‘Buiues|) -

SONJ0IGIUE JO 9SN [BUONRY -

suonneoald uone|os| -

$99110e1d auaIfAy puey -

90UE||1I9AINS UONIBYU| -

[endsoy

U} Ul SEaJe |[e Ul UONU3A3Id pue |04U0D UORIBU -

:s91do} Buimo]|04 8y} 1Ses| Je papn|oul aq isnw
uouaAad pue [01u09 UoKRIB)UI 0} Weiboid ay; uf

€0 L0MA'HS

‘uonuanald
PUE |043U02 UOII3JUI IO} Pa}RaId 8¢ Snw weiboud

¢0"LOMI'HS

"pauILLISIEP
90 1SnwW saniqisuodsas pue ‘uonusAald pue [0Jju0d
U023l 10} PAYSI|QRISA 8] ISNL 93}ILILLOD

L0 LOMIHS

*SUOND3JUI JO UONUAA3Id puB [0:3U0D
3] 10} UaXe] 8¢ 1SNW SaInseal palinbay

00" FO'MI'HS

suonoaju|
10 UONUaA3I]
pue |0.1U07

NF'HS

S90IAI8S
UlleaH

HS

"S[eUBPaId 8y} UM Paulap aq S Peap auL

G0'10'SA'QH

‘SIayeased Jiay} 1oddns 0} peap au jo Asaalap Buunp
Juasald aq Isnu Jye)s 1adxa Ue ‘Saaiejas S uaied au} jo
snyels [eaifojoyasd pue [eaisAyd sy} unodge ojul Bupyep

v0'L0'SA'GH

"em 1581588 pUB
aLuI} 1S3140US 8} Ul UoNa|dWO0 10§ PAUILLIIAP aq 1SN
$9INpa20.d [eJauUN PUE ‘SIayeIaIeD JIaL) pue sjuaned
10} PAYSIRISA 8q 1SNLU Seale Builiem 8|qeriojwo)

€0'10°'SA'QH

"109dsa. 10} UOIL129dXa pue SanfeA [enuids pue [enynd
.SoAIR|al pue Juaned Junode ojul Bupye) pajuswa)dwi
a0 1Snw [eydsoy Ul suonipuod [eaisAyd pue pesp
al} Jo Buidaay ajes ‘uonerI0dsu. JO S8SS8I0.d

¢0'10°'SA'QH

"SanjeA [enuids pue [eanmno
3y} J0} Juno92e. Ul Buie) ‘8l s,luaied ay Jo Buipua
10 859 U 193dsal yim papiAoid aq 1SN S3OIAIBS

(SY) uoual JusLISSASSY

L0'HO'SA'GH

3poJ Sy

8J1| s,uaied auy Jo Buipua Jo asea
Ul paulyap aq isnw papiaoid aq 0} Sa9IAI8S

(S) piepueig

00'10°'SA'GH

3poJ §

VLIdSOH - HL1V3H NI NOILYLIA34IIV 40 SAHVANVLS

LERIIVE
8JI7 10 puz

SA'GH

apo9
Ja1deyn

ERITETTENe]
jualed

100dsy

aH

27




Office of Quality and Accreditation in Health - MoH Turkey

"3uop 8q }Snw sjuswaAodwi
pajejas pue sainjonuisesjul builodas Buisn Aq
papiaold aq 1snw $a8ssa204d Bnup Jo Ayjigesdes)

90" LOAI'HS

‘Udye} aq
1Snw Ajajes JayJom pue Jusied auj o} suonnesald
‘sofiels uoneuawaldwi pue uonesedsid Bnip sy} uj

GO'LOAI'HS

"SUORIPUOD
[eaisAyd ajeudo.dde ur pantasaid aq isnw sbniq

70" LOAI'HS

“*papinoid
9q 1snw sBinJp Jo} Juswabeuew Y90S 8989 UB
pue awi 1ybu 8y} 1e papiaosd aq isnw Bnip ybu 8y

€0°LOAI'HS

"PaUILLLIZ}aP 8q ISNW S8|N.J PuB SpPoYIaLL
118U} puB palynuap! aq 1Snw ‘sbnip o} patejal uonnysul
3y} Ul $ass3904d |8 J0 SaBEIS (211D PUR ISeq 8y

¢0"LOAI'HS

"pauue|d 8q 1SNW UOIJRUIPIO0I
pue uoiesiulWpe Bnip Jo uoieluawa|duwi aAI198Ye
e apiAoJd [Im eyl 81njon.s Juswiabeuew Bnip v

LO'LOAIHS

“uoensiuiwpe Bnip ajes
pUE JU3I91}}8 UB 8INSU8 1SN SUORNASU|

00" HOAI'HS

A'HS

"painsua
8 1snw ANjiqeades) ‘siejawesed [04U0D U0 Paseq
30UBPIAG PUB J3Sn ‘PouaLU ‘aa1Aap ‘awi Jo adods
aU} Ul ‘sainpaooid uoneziuals auj Jo abels Aiana 1y

€0'LOAS'HS

°|01Ju09 Japun 1day aq 1SN Sassadoud
pajejal pue S[eualew Jo Jajsuel) ‘abeiols ‘uoeziLels

¢0'LOAS'HS

"PaUILLIBIBP 8Q ISNLW 853U} U SUOHIPUO Buiom pue
11UN UONBZI[LIB]S U} Ul SBAJR 8|U3)S PUB UB3|D ‘Paln||od

(Sy) uouaY JUBISSASSY

10"LOAS'HS

apoJ Sy

*paJj0Ju0d pue payynuapl
30 1SN UONLZIAlS 8U) 10} SasSan0id ay)

(S) piepueig

00"LOAS'HS

)

V1IdSOH - HL1V3H NI NOILYLIA34IIV 40 SAHVANVYLS

Juswabeue|y
uonez||ualg

AS'HS

3po9
Jaydeyn

S30IAI8S
UesH

HS

28




=
<
=
=
g
RS
1
=
=
3
=
S
y
S
=
8
=
o
(&)
(&)
<
S
(=}
w
5
=
<=
3
w

"pauILLIAlap aq 1SN sjonpoud

poo|q pue poojq Jo ANjiqeades; ay} Bulnsua Aq S19848 | ¥0°SOAL'HS
9SI9APE puB pajoadxaun BuloyuOW 10} $$8301d
‘paJojuow on |- .
aq 15w $33901d UOISMySUES 0} pajejal suopoeay | 0 EOALHS vowﬂ__%:ﬁﬂmm__ﬂw mﬁ_u_m___mmumo%m 00°SOAL'HS
‘uoISnjsuel} Jaye pue Buunp ‘a1048q oy ’
A1a4es Juaiied Insua 0} UBME) 8Q 1SNW SAINSEA| CO'EOALHS
‘pauIw.alap S
aq 1Snw s)sanbai Jonpoid poojq pue poojq o} sajny HO'EOALHS
"sjonpoud poojq g
pue poo|q JO [eSOSIP J0} PaUILLISIAP 9 ISNW Sa|NY 90°20ALHS
‘painsua g
3q pinoys $}onpoid poojq pue poojq Jo Jajsuel} ajes S0°COALHS
‘painsua aq
1SNW %01 Jo dn-Moj|0} pue SUOHPUD sjeudoidde | $0'20AL'HS | "sjonpoid poojq pue poojq o Jajsues)
Japun sjonpoud poojq pue poojq uoleAlasald pue abeio}s ‘uonesedald Jo sassasoid sy} 00°20AL'HS
"paulwWIa}ap aq 1snw sjonpold . Bupnp yjels pue Jouop ‘syusiied Jo Swia} ul COALH
poojq jo Buiaqe| pue uonesedald ay} 1oy sa|ny E0°COALHS | fiajes ainsuo o} usye) 8q Jsnw seunsespy
"A|ajes s1anpo.d poojq pue poojq oy
10 Bulurelqo Joj uaye) 8q isnw suonnedaid A1essasaN COCOALHS
‘pauIwLIBlep
0 JSNW sjonpoJd poojq pue poojq J0 JajSuel} pue L0°20AL'HS
uoreasasald ‘uorjesedald ‘Alddns Jo sassad0.d
‘uayel aq e
1SNW SYSH paluap! 0} pajejas suonnedald A1essada E0'HOALHS
"PajaNpu0d aq 1SN $3ssad0.d 20°LOAL'HS ‘painsua aq isnw sjonpoid
19npo.d poojq pue poojq 0} paje|al UOHENBAS YSIY po0|q pue poo|q 0} pajejal $8ss3204d Jo | 00" LOALHS
“PaUILIB}ap 8q 1SNW UOIBUIPI009 pUB uolejuaWwa|dul 8jes
sjonpo.d poojq pue poojq Jo $8s$8904d JO UONeUIPI00d |  LO'LOALHS

pUE UoREUaWS|dLI SJES 0} Pajelal Jjels a|qisuodsay

(Sy) uoual JuBLISSASSY

3poJ Sy

(S) piepueig

3poJ §

VL1IdSOH - HL1V3H NI NOILYLIA34IIV 40 SAHVANVLS

Juswabeuely
uoisnjsuel].

AL'HS

8p0J
Ja1deyn

BERITVEI
UeaH

100dsy

HS

apo9
108dsy

29




Office of Quality and Accreditation in Health - MoH Turkey

"P3IOJUOLU BQ SN SIUBAS |[e4 70°€0"gH’HS
‘sjualjed a1
10 |9A3] ¥SH 8} J0} UBHE) 8 1SNW SUORNEBIAI] E0°€0'8HHS
: ‘Juaied Jo s|[e} Juanaid 0080 HS
Slie} 20°€0°aH'HS 0] JOPJO Ul UBYE]} 8q 1SNW Uonneaald
10 [aA8] ¥sH 0} paeBal Ul pajen|eAs aq 1snw sjuaiedu
‘pauued canral )
9q Jsnw s|[e} o uopuaaaid o} pJebias ur ssadoid au| L0'€0'8HHS
‘sjuaied Jo Ayjuapi JO UOHBILLIAA oAl
N0ge Paulel} g ISNW Jjels [e9Ipaw pue sjuaiied €0°CO'8HHS
; ‘paInsua aq isnw jusiied
Uogepi/2A Aiuap! Jo uoeluewidul 20 gH 611 10} 81npadoud by Jo uonejuas|dwy 207 aH
10} PASN 8¢ 1SN SPOLIAW UORBIAUAP| 20'20"gH'HS (D! _hmmmwoa e% . m_zg Ew:_ |dwl| 000" aH HS
"paljuaA aq isnw Auapi sjusiied onaLr
‘s5900.d 8189 Jualied Ul apew aq 0} sainpadoid | u| H0'c0'8HHS
*84e9 JO AUNUIUOD SaINSUS Jey) Aem
e U) pauue|d aq 1snw juaijed Jo abieyasip Jo uonnysul | 90710 GH'HS
21e0U}{BAY JALIOUE 0} JOJSUBI} 0} PaJR|a) SSS30.
‘pajuawa|duwi 8q mear
1SNW $$8904d 8189 10} JoYeIBIRI/AUBINEd JO UOiRdIONIR] SO'HO'BH'HS .
‘iajes
*palinbas uaym pajepdn pue uoneluasaid [eauld R Juaited s3INSUS Jeu Aem e Ui pue Spasu N
s,Juaired ay} BulapISU0d pasiAal 8q Jsnw ue(d a1en YO'LO'EHHS Em__ﬁa UM 80UBPIODTE Uj u_oEmEm_ﬁ_E_ 00°10'8H'HS
‘pasedaid aq pinoys Syuaiedur Buipsedal o 30 1snL $355920.d 818D JUalled
ueid 91e9 ‘S}NSal UOIBN[BAS UM 82UBPIOIIE U] E0'HO'BHHS
'Spaau aJed JO SWUS) Ul pajen|eAd aq 1snu juaiied syl | 20°1L0'GH'HS
‘pauuerd
L 10'LO'SHHS

3q pnoys saonoeid aleo juaned o) piebal Ui SS800.d

(Sy) uouaY JUBISSASSY

apoJ Sy

(S) piepueig

)

V1IdSOH - HL1V3H NI NOILYLIA34IIV 40 SAHVANVYLS

a1eq) Juaned

GH'HS

3po9
Jaydeyn

$30IAI8S
UiesH

108dsy

HS

apo)
109dsy

30




Standards of Accreditation in Health - Hospital Kit

"paulyap aq 1SN SUONIPUOI 2119ads

yum sjaied Joy suonealdde pue sainpadoud [eoads CO'90'8HHS “pauawaldwl 3 1snw
“paulyap 3 1snw sdnolB ssauy suonIpu0d 9y19ads £._>> sdnoub juaned | 00°90°GH'HS
10} 99IAJS 8189 JO UoiRIUSWA|dWI pUB SUORIPUOD 10'90°GH'HS 10} $8911981d 8189 JO UORZIPIRPURIS
a1p9ads yum sdnoub Jusned o1 piebal U $$8201d
‘paulap aq 1snw sjuaned onall
10 UonaLISal Jo uoneuawaldwi 0} pJebal Ul $$390.d E0'G0'8HHS
‘painsua
‘sjuaied paulLLIa}ep 10} UsYe) aq 1SNW suonnedald | 20'G0°9H'HS 90 1SNW SI9Y10 10 J[8s 0} Wiey Buinb 00°S0°gH’HS
10 ¥SH 8} aAY oYM Sjuaied Jo [0.3u09
'SJ3u10 10 J|as oneall
0] w.ey Buinib Jo ¥su 10} pajen|eAd aq Isnw Ssjualied HO'S0'8HHS
‘pauue|d 8q 1SN SUOIBYNSUOD [RUISIXS ALl
pue [euJa}ul JO UoelUSWS|dwI 0} pJefial Ul $S320.d 90v0'8HHS
‘painsua aq isnw Aje1eidwod
pue Aja1enage uopewloul s jusiied jo Bumiwsues | G0'y0°9H'HS
‘S)IuN JuaJIaYIp UaaMIaq Jajsuel) Juaed Bulng
RSl . . . ‘pajuaLwa|dul 8q snw
8¢ 10U pinoys ey} asop Bnip pue ‘sjoquiAs ‘suoal 700" gH'HS MO} UOITBLLLIOJUI [BIPAL JO SWB) Ul JBIS | 00'70°GH HS
‘SUOIIeIABIqQE 10} pajuaWIa|dwl aq JSnW suolelnbay _S_EE.__mmEH __o_.HS_%EES 3 >_.5£m_
pajuawa|duwi Al
9 1snw s)sanbal Bnup [eqian 0] pJebal ui suonenbay E0V0'8HHS
‘paulap aq 1snw sainpasoid P
alisoubelp 0} paje|al $S320.d UOIRIYIOU SaN[eA Jlued c0V0'8HHS
"paulap 8q 1SN s1aaouny s,jauuostad Jo $sa204d 8yl | 10'70"GH'HS

(SY) uoual JusLISSASSY

3poJ Sy

(S) piepueig

3poJ §

VLIdSOH - HL1V3H NI NOILYLIA34IIV 40 SAHVANVLS

a1e) Juaned

GH'HS

Ja1deyn

S90IAI8S
UesH

HS

31




Office of Quality and Accreditation in Health - MoH Turkey

‘uonetedald sisAjeue-aid

aq 1SnW AjaJes UoNeIPe) 0] Pajejal 33O

(Sy) uouaY JUBISSASSY

apoJ Sy

(S) piepueig

)

V1IdSOH - HL1V3H NI NOILYLIA34IIV 40 SAHVANVYLS

pue sa|dwes Jo 89ue}dasde Y8jSUe) ‘UONIRIXA IN0GE | €0'€0'HTHS
1JB1S 8Jeayleay paje|al Joy papinoid aq 1snw Buiurelp
"painsua aq 1snw suelaisyd ‘pajuawa|dwi aq 1snw sassasold U
pajejal 1o} uoisiaoid aouepinb pue uonewoul pue | 20°€0'HTHS Kioeloqe) sisAjeue-aud Jo ¥28y9 00°€0HTHS
pauIwIslep a4 1snw sisanbau 1s8) BuipseBas sany
‘paulap 8q 1snw sisAjeur ot
pue 1sanbal 1$9) UsaMIaq Sainpaso.d pue sajny HO'EOHTHS
--apInb Jo asn S
U} IN0e PALLIOJUI 8 ISNW JJB1S 8IeaU}RaY Pajejay E0'COHTHS
*s[euo|ssajoud 81ed yyeay Aq 8|qISSadae 8q ISnw aping [ 20°20°H1'HS '$955990.d S8OIAIBS HTHS
“pasedald £101R10QPR] JO 1IN0 YUM B|qISU0dsal 0020 HTHS Aiojesoqen
9( 1snw uoneyaidisyul pue synsal Jo Hupiodas S1310Mm 8123y} RaY JO Builojul
‘spoyjaLL 158} ‘sajduwes Jo 89ue}daage ‘ajsues} L0'CO'HTHS 10} pasedaid aq 1snw 8pinG 1sa} v
‘U0N9RIIXd IN0qR S8|nJ ‘Alojeloqe| Ul pawloyiad
Buaq s1se1 uo uoneLLIoul [elausb Buipnjour apinb
'paInsua aq isnw e
JUBLUUOIIAUS YI0M AU3[eay e ‘AIojeioqe] JO Seale |8 U] CO'LOHTHS e
e 1 poBLEse 0 90 SSRBU® s sy PU 153 SanSU3 e fom & U PRUSIRISD | 00'LOHTHS
' i Lo 90 1SNW JUBLIUOIIAUS [eaISAUd Al0jeI0qE
10 Bunodau ‘sisAjeue 0} Joud uonesedaid ‘sajdwes HTHOHTHS | 81snu PR AL TEI0GEY
10 99uB}da29R J0} Seale pajeubisap ‘Aiojeioqe| U
"uoieipes BuiAjoAul e
sainpadoid 1o} paulw.alap aq Jsnw aonoeld Jo sajny E0'HOOYHS
‘Uaye)} 9q 1snw SeaJe asay) buipJebal '$99/£0]dwa pue sioxelased
$2.NSealll 9A198]0.4d puB pauILLIBISP 8 IShw 20'L0'DY'HS ‘sjuaned 1o} A1a)es uoleipel apiaoid 00'L0'9Y'HS |Majes uoneipry| HY'HS
$991A9p BUIIWIS-UOIBIPRI 1B 813U} BI9UM SBaJe U] 0} J8PJO Ul UBYe} 8Q ISNW S3INSBA|N
‘paysi|qelss 10'0'DH'HS

3po9
Jaydeyn

$30IAI8S
UiesH

HS

32




Standards of Accreditation in Health - Hospital Kit

‘pajuawaldwi aq 1snw syuawaAoidwi paiinbas

’ JOHT ‘DAIOHUOLL PUB PAUILLIB}aP 8q ISnW
puUB paJojuOW ‘pajen[eAd 8 SN SI0JeaIpUl JO SNSaY COLOHTHS w%wwmoo 1d auem Lw%_ 10 E%Ems 1wy .
‘pauILLIBIep 8q IS $assaa0ld Aiojeloqe| R PUE JuswaInsealu souewIoiad o} O0LOHTHS
10 JuawaInseauw aouewLoped of perejes siojeaipu) | HOLOHTHS Pafeie! sisjauteted Jualwainses)y
'$9$$990.d || Ul S1S8) pue Sa|duies Jo o 'PaINSUa 8¢ 1SNW S1s8} A10JeIOqR| i
Aygeadel; ainsua 0} spaebal ul 1day aq 1snw SpJogay HO'90'HTHS 0} paje[aJ $8553904d 8y} Jo ANjIqesdeI] 00'90°HTHS
‘pauILLIBIAP 8 ISnw S}Jodal pue
sa|dwes sisAjeue pajsjdwoaun ‘seusjew [eaIBO0IG | GO'SO'HTHS
J19A0Y9] J0 Buialyase pue uoiealasald o) pajejal sajny
"paulap 8q 1SN San[eA LA
[eanua/aiued Buiylodas 8AN3Y8 pUB 8feS JO SS890.d PO'SOHTHS
- 'PaINSUa 8q ISnw S1se) A10JeI0qe| 0} oA
paulwIslep aq 1snw sjodas ur suonsabbins I p . 00'SO'HTHS
[BOIUI]D PUB SHNS8J 158} JO Uoielaidiaiul Joj Sajny BO'SOTHTHS | pafela 5essa00.d sisfjeue-isod 1042940
‘painsua LA
9q 1Snw a1eJnade pue Ajawi} synsal 158} Jo bunioday CO'SOHTHS
"paulLLIBIep 8q Ishw oL
s)10daJ Ynsal Ul 8q 0} pasnbal I Yyalym uoneLIo| H'SOHTHS
"pajuaLug|dul
8 Jsnuw syNsal 158} JO ANjiqel[al 0} poyela) SOANOR | £0'FO'HTHS
10J1U09 A)fenb SNONUIUOD PUB UOIBIIISA/UONEPIRA
- 'PaINsua aq 1SnwW S1s8} A10jeI0qe| PR
10]BI0QE] U S3IIABP JO SN P p 00'70'HTHS
9A1091J8 PUB 8JBS 8U) 10} PAUILLISIAP 8q 1SNW S8|nY COVOHTHS | O} Paferal 59553001 ORAJeUE J0 %03U)
"paUIAP 8q ISNW }NSaJ JO UORBIYLAA LOPOHTHS

pue sisAjeue UsaMIaq saInpasold pue sajny

(SY) uoual JusLISSASSY

3poJ Sy

(S) piepueig

3poJ §

VLIdSOH - HL1V3H NI NOILYLIA34IIV 40 SAHVANVLS

[:RITVEN
Aioreloge

HTHS

8p0J
Ja1deyn

S30IAI8S
UiesH

100dsy

HS

apo9
108dsy

33




Office of Quality and Accreditation in Health - MoH Turkey

EVTVEEED

(Sy) uouaY JUBISSASSY

apoJ Sy

(S) piepueig

apoJ §

V1IdSOH - HL1V3H NI NOILYLIA34IIV 40 SAHVANVYLS

Ipnf Jo Buiuosiod 0} pajejss SaINpadoid L0°C0'SYHS
"PAINSUS 8q }SNW UOFEWIOojU] o
JO MOJ} 83RINJIR ‘S3SS804d Jjun Aousbiawa uj 90°c0'SY'HS
"pasedald aq 1Snw juaned oo
J0 86JeydsIp Jo uoneziendsoy ‘I8jsuel} 0} paje[as Sueld S0°CO'SYHS
aq Isnw m%wmoeg.“w@,ﬂ% 0 Aouabiawsa pue 20°SY” U0 €0 SN ST 20 LT
AT HenIosq : PO'20'SY'HS | pue pauyap aq 1snuw Juaned Jo 8BIeUoSIp | 00°20'SY'HS
11B)NSU0I ‘UONUBAIBIUI ‘UOITRUILIBXS O} Paje[aJ SUB|d B LOISSILIDE Usamiag Sdals
"PaUIUIRIap aq JSNW Sjuafed pajipe oo P iR v
JO JusWIea) pue UORUBAIBII BulpieBal SaiuoLd £0°CO'SY'HS
"UBME} 9q JSNW SUN AJuabIawa o
ul sJajsuel) uj A1ajes jualred Buipsebal suonnesald ¢0'c0'SY'HS S80INIBS UHESH
"AUBIOIY ; SY'HS
papinoid aq 1snw S321AJ3S 89UepING pue uonewolul | 10'20°SYHS IE T
‘paJnsus 8q isnwi juaijed Jo a9uejdadae ajes pue jsed
DEETE ] o
90 1SNW S391A3p pue S[euajew ‘sbnip Jo Juawabeuepy S0'HO'SY'HS
DajPuDISap $0'LO'SY'HS
9q JSnw $391A18s yyeay Aouabiaws Huipebal sealy "
"pauue|d aq 1SN o ‘pajuswia|duy
syun Aouabiawa ul A1noas Buipsebal suonneasld £0'LO'SY'HS 8 1snw syun Aouabiawa ul a9IAIaS 00" L0'SY'HS
"UOISIAOId 9IAI3S BATII3HA 10} syuawabue.e [eimanus burey|ioeq
pue suonipuod Ajajes aakojdwa pue juajed ainsus | 20" L0'SY'HS
1yl Aem e Ul paziuebio aq isnw syun Aousbiawg
"U3)e] aq 1SN jun 10°L0°SY'HS
Aouabiawa 0} $S899€ Huijel|ioe) Buipsefal suonnessld
“UBYE} R
9 1snw AN91199[8 snonuiuod Buipiebal suonnesald v0'c0"09'HS
“PajuaWa[dLUT 209" f161ns ajes 1o}
90 }SNW S3JIAJP pUe S[euajew ‘sbnip jo juawabeueyy €0'¢0'I9HS ) 00°¢0°09°'HS
"A19Jes a9A0[dwa pue juaned Sainsua s B 1 L AL L L ME (S A1abing ajes J9'HS
1ey} Aem e uj paziuebio aq Jsnw swoo. uolessdo ¢0'c0'09HS
"PaUILWIA}ap aq 1SNW SW00J Uofelado bulpiebal Sajny | 1020 09 HS
"UBXE] 94 JSNW UONUBAI3IUI [BIIDINS oy} 1a}je . "SUONUBAIAI .
pue Buunp ‘a1048q Alajes juaned BuipJebal suonneasid H0"H009'HS [e916.nS Ul paInsSua aq isnuw Alajes Jualied 00"10"09'HS

3po9
Jaydeyn

S90IAI8S
UiesH

HS

34




=
<
=
=
g
Ry
_
=
=
3
=
IS
=
o
=
8
=
o
(&)
(&)
<
S
(=}
wv
5
=
<=
3
w

“endsoy au} 12 painsus aq jsnw- sasfojdwe S i|enosoy
pue siaye}aIed ‘syualed Jo A1ndas pue yyeaH L0k Mﬁmﬂwﬂ__\,ﬂmhmmmwos\ﬁwm%_%%wﬁ” 00'G0°'HO'HA
"paulyap aq 1SnW 89IAIBS A1INAS 10} S8SSAI0LY 10°'SO'HO'Ha | $0 Aunoas a8y ainsus 0} 391AI3S A1Unoas
“lauuosiad yieay A
1URAB|2J U} 0} SS829® ASea ARy Isnwi juaied 8y ¢0y0'HO'HA IR G 3 T [ D
"10jwod pue fjajes " fiq pasn seale pue SWool Juaied 00Y0'HO'HO
urejurew o} paubisap aq 1snwi (919 ‘auaifAy [euossad | L0'v0'HO'HA
10 SealR) SIYEIAIRD AQ PASN SBAJR PUB SWOO Juslied
‘Juawdinba N LA
A1punej Jo 8N 8y} J0} PaUILLISIAP 8q ISNW Sa|NY €0°E0HOHA o -
; ‘fiajes aakodwa pue
A998 ssaiboid $ass8901d 8IAIBS BU} e e N
TRy} 81nsua 0} pabue.LIE 8q }SNW JUBLLUOJIAUS Alpune] ¢0'€0'HO'HA Ew%ﬂ%n_\m% >wwmw_ﬁcmw__uwu%w__mﬁm__E_ 00°€0'HO'HA
“paulap 8q jsnw . . -
$991AI8S Apune Jo UoISIA0Id 0} pajejal S8SSa90ld H'€0HO'HA
"pajuawa|dwi 8q 1SN 89IAI8S LA
POoO} Ul paAjoAul saafojdwa Jo sbuluaalas ieaH v0'¢0HO'HA
‘pauILLIgIep 2020 HOH ‘paulyap aq Jsnw
$8|nJ 8y} 0} bulpJ0dae PBINGUISIP 8¢ 1SNW SP004 1JB1S pue SJayelaled ‘sjuaned Joj papinoid | 00°20°HO'HA
'suonIpuod aeudoidde Japun Spooy B 8( 0] S8JIAJI8S PO0J 0] paje|el S8SS8I0Id
U} Jo uoiesedaid ay} 10} paulap 8¢ 1SN S3SSAI0IJ ¢0'c0'HOHA
*papiaoid aq snw Spooy Jo abeiols pue Aiddns ajes | 10°20°HO'HA
‘pauued
8 Jsnw 8|npays Buiues|o [eydsoy pue ysu 4O S[3As| | 20'L0'HO'HA ‘JjBIS pUR SIayeialed ‘usned
0} pJeBai u pauiuislap aq isnwi san Buiues|) 10 uonoesies pue Aajes Joj papirosd aq | 00°L0'HO'HA
‘[endsoy 8y} 4o seale [[e Ul payiusp! 8q Jsnw 010 HOHG 1snw [eydsoy ay} Jo seale [[e Jo Bulues|

¥SL JO S[3A3] |03 UORIBYUI pue BuILea|d JO SWLa} uj

(Sy) uoual JuBLISSASSY

3poJ Sy

(S) piepueig

)

TYLISOH - HLTY3H NI NOILYLIG3HIIY 40 SAHYANYLS

CERINE
Ayrendso

HO'Ha

apo9
Ja1deyn

[RITVEN
Hoddng

Ha

35




Office of Quality and Accreditation in Health - MoH Turkey

“TUALIADBUBL UONBLIIO)U] JO
abesn JU819114a UBIUIeW 0} PaUle} 8q 1Snw saakojdw3

“papinold
30 SN UONBLLIOJUI 8U) O SSauljaww pue Aununuos

"UONBLUIOJUT JO AJI[BUSPIU0D
pue A1LN2as 8y} 2INSUA 0] UAYE] 8q ISNL SAINSEa

"DaI0TS AJ[EaISAYd aIe UOIGM SpJ0Jal
[BOIpaL 10 A1IN23S 8U} Jo} UaYE} aq 1SNLU SaINSea|y

BUEIE] )
aBpajmouy Jo Aouaiola au) 1o} PaySIqeISa aq Isnw
aimanJseljul Buiioddns pue [eajuyda) Alessadau ay|

"Daluap! aq SNl
uopewIojul J0 JuaLuabeueLl ay] o} palejal sa
U0I1RUIPI009 PUB Jn0 BuIALIRD 10} LelS 8|qistodsay

BUENEHETESI
0] pare|as saakojdwa 01 papiaoid aq isnw Buuresp

PapIA0Id 9 1SN abeI0}S Aleloduwa)
pue suonpuod seudoidde u a1sem Buipuey
‘lesodsip au} 10} uaye} aq isnuwi sdays AIeSSadaN

‘paledald aq 1Snw Uejd JusllgbeueLL 31Sep

FEUENE ] mu 1SNW SI1aSn
90IAJ9S JO 1I0JWO0I BuIpIAC)

"UBY[e} aq JSNUW IS JIay} JO aSnedaq
djoy pasu oym sjuaned Jo ‘Apapia ay ‘ajdoad pajqesip
10 SS399B 9IAI3S 0} paje|as suonneaaid Huney|ioey

"PaUaLIa[ALLT 84 JSAU [EHASOy au]
uj sjuaw)sedap 0} SS800L 10} SjuaLiabue.e Burelioed

"Spouad Ufe1ad 18 pamainal aq 1SNl
$95$990.d pue SUoNIPUOI [2aIsAyd 0} paje|al sanss|

~papinoid aq
$99.n0saJ Ayjioe) Arewnd jo

"uaye) aq 1snw suonnedsid Alessaoau
pue pauiwd}ap aq isnw Ayioe) woJy Buieuifuio sysiy

"PAUSTIqeISa aq 1SN JUALUabeURW
am 0k} 0] P3Je[al SANIAGO. BU} JO UONBUIPI00D pUE
uiuue|d 1o} 9|qIsLodsal 1 U2Iym 39RILILIOD Y/

(Sy) uouaY JUBISSASSY

3pog Sy (S) piepueig

)

TYLISOH - HLTY3H NI NOILYLIG3HIIY 40 SAHYANYLS

90°LOAG'HA
G0 LOAG'HA
70" LOAG'HA S0y o
£0'10ATHQ | Uaseid oq 1Snu welsiS wawabeuew | 00'LOATHA | Thomecierll | AGH
UOIELLIOJUI BAIBH3 PUE BjeS Y/ !
¢0'LOAG'Ha
IAOR JO | |O°LOAG'HA
70" LOAV'HA
pouEiIEL oG 11 e Qmo; 5
. 16 paonpoud SajSem 4o JuaLwaBeueL o JuswaBeuely :
€0"LOAY'HA 1uBI01 pue ajes quawuoyaug pue | 00°HOAV'HO aIseM AV'HA
=IO HG yyeay uewny bunaajoud Jo adoas ayy uj
10" FOAY'HA
sjuawabuese eaishyq | £0°FOALHA
90" LOAL'HA
S0°1OAL'HA - .m>8_>sw yieay p ;
1 J0 Auenb pue A1ajes oy} Sansua jeyy Aem | . Juswabeuely .
VO'LOALHO | ™ gy pRUSICEIS? ag ST $59001d pue 00°10AL'HE fnoeq ALH
S — aImon.s JualabeueLy Ayjioey payenb v
»Hﬁmw pue Aynupuoy | £0°FOAL'HA
I ¢0'LOAL'HA
10" LOAL'HA

3po9
Jaydeyn

[RITVE
Hoddng

Ha

36




=
<
=
=
g
Ry
_
=
=
3
=
IS
=
o
=
8
=
o
(&)
(&)
<
S
(=}
wv
5
=
<=
3
w

"UJ[esH Ul uoneypaiddy
10 SPIBPUBIS LIIM 30UBPI0IIR 8q 0} papiroid aq

1SNW S8IIAISS PaJaYo ay} ‘[endsoy ayy Aq paydayd €0TLONTHA
90 1Snw SIapin0id 89IAISS [BUIBIXS JO SBIHANIR 8y ] “SpIEPUEIS UONENPAII0Y
) ue saioijod 8109
pauap aq 1SN BudINOSINO A (k] [T SE R 2112 IR 00°LONTHa | Buomosing | Ya'Ha
£q papinoid $801n13s 8Ly Jo sassaooid pue adoas ayy | €0 HOMITHA wﬁﬁwmﬁm&hﬁm%__ﬁﬂ%wwwh_q___o% =w
'Sanje pue sajaljod
s,[endsoy ayy Joy seudoldde aqg 0} paulLIslep 8q 10'LO'MA'Ha
1snw Buiainosino Jo Aem Aq papiroid aq 0} S89IAIBS
*91qIS$899R 9q 1SN UoNBWIOUI pue Juswdinbs
9A19910.d paunbal ‘paulwlalap aq 1SNW S39IAap 20 10°0N'Ha
pUB [BLISJRW JO 9SN JUSIIIY PUB BJS 8} J0} Sany
'$991A3p palinbal 1o} suop aq e
1SNW S}$8) pue JuaLLISN(pe ‘UoIeIqIe ‘9auBUBIUIBIA 90°L0"INHA
"Juawabeuew 891A8p pue A
[BLIB}BW 0} paje[a) $91d0} IN0GE Paules} 8q ISNW Jeig SO'L0"ONHA “paluawaldwy Juswwabeuely
. 90 1SNW S3IIA3P PUB S[eLdjeW JO 00 LO'DN'HA | 891A8Q pue IN'HA
Apiadoud yiom 0] Sa9IAap e ‘
10§ 18W 9Q 1SN Suopuod [easAyd AressasaN v0"L0JN'HA 8N BJES PUE JLBIDLE "8AR25) 3 IELEIEN
‘suonipuod ayeudoidde ul paiols aq isnw SeuaielN | €0°10°INHA
"UORNYISUI JO SpasU 8y} B
0} BUIPI0IIE PAUIRIQO 8Q ISNLL SBIIAP PUB S[BLIBIBI\ ¢O'L0INHA
“Juawdinba pue [eusreWw 10°L0"0NHG

BuiBeueLu 1oy paulLLIB}ap 8q 1Snuw JJels a|qisuodsay

(SY) uoual JusLISSASSY

3poJ Sy

(S) piepueig

3poJ §

VLIdSOH - HL1V3H NI NOILYLIA34IIV 40 SAHVANVLS

apo9
Ja1deyn

[RITVEN
Hoddng

Ha

37




Office of Quality and Accreditation in Health - MoH Turkey

‘pawJopad aq isnw saanaeld

au pue yuid apod ay} inoge papiroid aq isnw Buiures) 50°€0av-ay
"UORUAAIBIUI AU} JO 1dBY 8q 1SN SPI0IBY ¥0°€0°'Qy"ay
"PaUILLISIAP 8 ISNW SWes} / Wwiea) asuodsay £0°€0°'Qv"ay 3wl Ul
‘pauILLIBIEP 8 ISNW ‘WISAs Buutem Aouabiawa o UORIE JO UOHINPGE PIIYD /UBUl JO %SL JO | 00°€0"AY QY
au) 10 JuawaBeuew ay) 10} ajgisuodsa oym ‘suosiag | 0 €00 QY |sased auy ut papinaid aq isnw uonuanialu|
*3LW1} Ul UOIE. 1O UoKINPge
PIIY9 AUBJUI YSU JO SBSBI U} UBYM Pajesld aqisn | 10°€0'av"ay
“yuid apoa Aq paulyep ‘walsAs Buiusem Aouabiawsa ay)
‘an|q e
9p09d 0] Paje|al aUOp 8q Isnw sadnoeld pue bu 90°c0'Qv QY
*1day 8q 1SnW SPJ0ISI UOUBAIBIY| 60'20°'av-ay
‘paulyap aq 1snw ‘suoealdde e
Ul pasn aq [Im yaiym quawdinba pue audipa v0'c0'av"ay o
‘PaUILLIBIAP 8] SN SWes) / Wies) UoRUBAIBIU| €0°C0'AY'AY |  £jopeudses J0 }saLie DeIpIed Jo SBSeD | 00'20°QY QY
‘pauILWLIa}ap aq ISnw wajsAs Bujusem Aousbiawa 2020'0v°aY Ul SLUI} U0 3UOP 8q ISNLU LIORUAAIAU|
aU} Jo Juswiabeuew 8y} 1o} 8|qISUOdSal OYM SUOSIad
Kouabiawa
1Sa.11B JBIPJRI PUB 1SaLle Al0lelidsal JO SaSeD Ul awf R
U0 UORUaAIBIUI 10} PaYSI|qelSa aq 1snw ‘“Aousbiawa H0'c0'av"ay
an|q apo9 e Aq painuap ‘wasAs Buiuem y
“jugwabeuew Aouablaws inoge o
paures; Ajfeanoeid pue Aj[eaneIoay} aq 1Snw Les ||y €0'H0'QY QY
IN920 Aew "UOI}ENJBA]
1Ry} suonenys Aouabiawa pue suonnes-aid paulwiaiep| 20°10°ay'ay | 4o pre 1say ‘Buials ‘esuodses Aousbiawa e
3} 0} pajejas suejd Jjay} 81e8.9 1SN suonnsu| aJinbaJ yaIym SuaAa Jo SIglsesip 0o'torav-ay
“UONBNJ.AS 10 PIE 1S} ‘BuIALlS ‘asuodsal [EANJEU U3 4O} UBXE) B 1SN S3INSEI
Kouabiawa aunbal ey syuans auy 1oy sisAjeue 10°10°Qv ay

st Aq paulLLIBiap 8q 1SN SaInseall A1essaoaN

(Sy) uouaY JUBISSASSY

apoJ Sy

(S) piepueig

)

TYLISOH - HLTY3H NI NOILYLIG3HIIY 40 SAHYANYLS

Juswabeuepy
Kousblaw3

av-av

3po9
Jaydeyn

Juswabeuepy
Kouabiaw3

108dsy

av

3po)
109dsy

38




..o“
<
=
8
g
Ry
1
=
=
3
iy
=
=
Ks)
=
=
=
o
(&)
(&)
<
S—
o
w
5
=
<=
3
w

*3uop aq 1snw oA
sonoesd ‘usnib 8q JSnLw pal 3poa o} payejes uopeanpg | 30 50°0Y°AY
"PauLIAP 8Q ISNLL 811} JO JUSAS BU}
10} suonaaulp pue subis auy ‘quawdinba siyy Jo asn ajes| 00"y Ay
8y} Joj sajnu ay} ‘Bunybiy-aay Buunp pasn juawdinbl 311} 84} 10} UONUBAIaUI Ajaw -
"pauILLIBISP 8q ISNW WalsAs Bujusem Aousbiaws o 2INSUS 0} UONR|NGAI B 8q 1SNLW 813y | 00'50°av"av
U} Jo Juswabeuew auy 1o} ajqisuodsal ajdoad £0'50°av'av
‘paJeald aq ISn pal apod Yim paulap WalsAs 1isje o
Kouabiawwa a1y B JO JUBAS BU} Ul UORUBAIB)UI AjaLul 104 ¢0'60°av°av
*3]B|IeAR 9 ISNW Wa)SAS Uonaalep all4 10°50°aY av
*auop 8 ISNW } 0} pajejal saanaeld P
‘papinoad 8q SN a)ym apod 0} patejal sbulures) ¥0y0'av'av
‘PAUILLIBIAP 8] ISNW SWEea} / Wea) UONUSAISI| €0'70°Qy"ay
‘pauIlWLIalap aq 1Snw waysAs Bujusiem Aousblawa o "papiA0id 8 1SNW SIgRIOM BJeduleay
8l J0 JuaLLaBeuEw 8y Joj a|qisuodsal ajdoag ¢0v0'av'AY | jsujefie aouajoiA J0 S10/80UBJOIA JO NSL | 00'0'QY Y
; 3y} JO 9SBI AU} Ul uonuaAIaul Ajawi]
SI3)I0M 8JeIL}BaY JSulebe 82us[oIA
10 S1B /32UB[OIA JO YSU U} JO 9SBI U} Ul UORUSAISII e
Ajawn Jo asodind ayy Joy palesId 8q 1SNW ajym Hy0'dv-av
3p09 3y} Aq pauap wasAs Bujutem Aousbiawa uy

(SY) uoual JusLISSASSY

3poJ Sy (S) piepueig

3poJ §

VLIdSOH - HL1V3H NI NOILYLIA34IIV 40 SAHVANVLS

Juswabeuepy
Kousblaw3

av-av

apo9
Ja1deyn

Juswabeueyy
Kouablaw3

100dsy

av

apo9
108dsy

39







Management and
Organization







Organizational Structure

Standard 1

Code | Standard Code | Assessment Criteria

= | All vertical and horizontal relations
s | from the top management to sub-
§ units in the organizational structure
> | must be defined.
o | Duties, authorities and
An organizational § responsibilities of all units and
S | structure S | personnel in the organizational
= | that covers > | structure must be defined.
& | all hospital € | Individual responsible for the units
S | activities must = | defined in organizational structure
be formed. S | must be determined.
Implementation of policies,
§ procedures, processes and plans
S | must be ensured in determined
o | responsibility fields based on
organization structure.

Goals

Toidentify duty, authority, responsibilities, liabilities and communication
and approval mechanism in order to reach institutional goals, to
secure sustainability in hospital management, to secure performing
the workflow in an identified organizational structure and to secure
inspection.
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Objectives

» Efficiency » Efficacy
»  Productivity »  Sustainability

Standard Requirements

Forming the Organizational Structure

Organizational structure of hospital must be designed in a way that it will
lead to the goals and targets defined in the frame of main policy and values.
While designing institutional structure in this context, one or several of
proper structure types such as Functional, Sectional or Matrix must be
approached by evaluating main elements such as size of hospital, service
type, target group, other related institutions and their positions, internal
and external necessities.

Organizational scheme must show horizontal and vertical relations from
the top management to sub-units. In the organizational scheme, at least
topics below must be issued:

»  Specialty and division of services
» Responsibility and relations

» \Ways of authorization assignment
» Coordination and integration points
» Who has which duty and position

Defining Duty, Authorization and Responsibilities of Units and
Personnel

Duties of units and personnel in the organizational scheme must be
defined and their authority and responsibilities must be clarified. Terms
of reference must include relations between units as well and must be
arranged in such a way that it will prevent uncertainty and complication.
There must be harmony in authorization and responsibility given to the
units and personnel.
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Determining Unit Supervisors

Supervisors must be determined for the positions from the top
management to the sub-units.

Standard 2
Code | Standard | Code | Assessment Criteria
Hospital _ Hospit_al rr_lust have all necessary
must have § authorization and permission
S | all necessary S docqments related to corporate
o | Juthorization S | services and pe_rs_qnal work states
é—: and permission including all activities.
S | documents S | All service and staff credentials
including all £ | must be reviewed regularly for up-
activities. S | to dateness and validity.

Goal

To ensure effective control and traceability and implementation of
providing health and other services provided by only authorized
people and hospitals under legislation.

Objectives

» Efficiency
» Effectiveness
»  Productivity

Standard Requirements

In hospital, all the necessary authorizations and permits must be
determined covering all sorts of services in scope of the legislation of
country.
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In this context;

» Hospitals need to obtain required activity permits, licenses etc. at the
of hospital and/or services level.

» All activities consisting of traditional, complementary, alternative
medicine and others apart from health care services (administrative,
technical, etc.) must be performed by people with necessary
authorization (diploma, certificate, specialism certificates, etc.) in the
framework of all national health policies, legislation and other legal
regulations. This authorization requirement covers all staff consisting
of permanent, temporary, voluntary and daily employees.

46



Basic Policies and Values

Code|

Y0.PD.01.00

Standard

Hospital’s basic
policies, ethics
and values must
be determined.

| Code | Assessment Criteria

1

Hospital’s mission, vision, ethics
and values must be clearly and
understandably determined.

Hospital must share their mission,
vision, ethics and values with
public.

Corporate goals and objectives
must be determined in accordance
with mission, vision and values.

YO0.PD.01.04 | YO.PD.01.03 | YO.PD.01.02 |YO0.PD.01.0

Department’s goals and objectives
must be compatible with the

hospital’s basic policies and values.

A service planning regarding

S | implementation of corporate aims

S | and objectives must be done in

2;5 hospital considering environmental
and financial factors.

< | An effective budgeting must

S | be implemented regarding

g achievement of planned aims and

> | objectives.

55 | Hospital must review and evaluate

S | plans and budgets prepared for

& | implementation of these plans

>

regularly.
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Definition of corporate functions and principles which will guide
executives and employess at strategic decision points.

Objectives

» Efficacy » Efficiency »  Productivity

Standard Requirements

Determination of Mission, Vision and Values

» Mission and vision of institution must be determined based
on information obtained with analysis of internal and external
environmental conditions, and conditions that hospital wishes to
implement.

» Hospital must identify values which includes principles and rules that
will be taken as basis of all activities. Issues such as ethical principles
and rules of conducts, principles which highlights the focus of patient
and staff, can be evaluated within the scope of hospital values.

» Hospital must take care of compability between basic policies, values
and minimum vaules of employees and service users.

Sharing Basic Policy and Values with Public

» Hospital’s mission, vision and values must be declared to public using
several means of communication (web site, billboards, promotional
activities, etc.) which are determined by the hospital.

Determination of Goals and Objectives

» Hospital must identify its major(institution) and minor(units) goals
and objectives in parallel with basic policies and values.

» Goals and objectives determined in minor and major scales must be
used as basis of planning and implementation of hospital activities.
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Planning of Services

»

Goals and objectives determined in minor and major scales must be
used as basis of planning and implementation of hospital activities.

During planning, internal factors (human resources, financial status,
size of hospital, service variety, structural conditions etc.), external
factors (legal environment, corporate relations, public health structure,
suppliers, rivals etc.), feedbacks, profiles of service users, employees
and public must be taken into account.
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Quality Management
Structure

Code | Standard | Code | Assessment Criteria

An administrative structure must

be established to provide planning,

implementation, coordination and

continuity of quality improvement

activities.

The duties, authorities and

responsibilities of those involved in

the management structure must be

defined.

Committees must be established in

quality improvement works for at

least the following issues:

» Employee safety

» Patient safety

» Training

» Facility management

» Gontrol and prevention of
infections

» Radiation safety

Establishment of quality management structure by defining the roles
and responsibilities of all of the staff from senior management to unit
employees at the hospital in quality improvement activities; ensuring
of planning, implementation and coordination of continuous quality
improvement in the framework of this scructure

Y0.KY.01.01

Planning,
implementation,
coordination
and continuity
of quality
improvement
works must be
ensured.

Y0.KY.01.02

Y0.KY.01.00

Y0.KY.01.03
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Objectives

Efficacy
Efficiency
Productivity
Continuity

Standard Requirements

Administrative Structure Related to Quality

»

An administrative structure must be established to ensure planning,
implementation, coordination and continuity of quality improvement
activities in the hospital.

The duties, authorities and responsibilities of people involved in
administrative structure and vertical and horizontal relations of this
structure must be defined.

Staff that will be working with administrative structure and responsible
with quality activities , must be determined on the basis of section
and/or processes.

Within the framework of Standards of Accreditation in Health, at
least the following terms must be carried out to ensure planning,
implementation and coordination of quality improvement activities:

e Ensuring planning and implementation of measurement,
assessment, improvement and monitoring of activities

V' Definition and implementation of processes related to self-
assessment (at least twice a year consisting of the whole
processes and sections)

V' Definition and implementation of scope and processes for
patient/employee satisfaction surveys ( at least twice a
year and in the manner of including different service areas
(outpatient, inpatient, emergency services, patients of daily-
interventional procedures, chemotherapy patients, etc.) in
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a way that reflects specific expectations and perception for
service areas

V' Definition and implementation of obtaining patient/staff
opinions and suggesstions

v Monitoring performance for quality improvement activities by
using indicators, planning and monitoring of use of results
obtained here on the purpose of improvement

V' Monitoring the results of the external evaluations carried out in
hospital and identification and implementation of processes for
institution's sake

e Monitoring committee activities and coordination of relevant
committees

 |dentification of documentation processes for quality activities,
establishing documentation system and ensuring implementation
under rules that system requires

¢ Monitoring and coordination of quality activities which are carried
out in basis of department and/or process, in cooperation with the
ones who are responsible for department and/or process quality

Establishing Quality Committees

»

Within the scope of Standards for Accreditation in Health, committees
must be established for at least following issues (Committees can be
combined according to the hospital's size and conditions):

e Employee Safety

« Patient Safety

 Training

 Facility Management

 Control and Prevention of Infections
 Radiation Safety

Processes for ensuring committees’ cooperateration and coordination
with each other must be defined.
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Document Management

Code | Standard | Code | Assessment Criteria
5 | Policies related to all basic
S | functions of the hospital,
é‘_ procedures, processes and plans
> | must be documented.
E’; Formats of documents must be
é identified.
>
g | Hospital must = _
— | establish a S | Preparation, control, approval and
S | document = | being kept up to date of documents
g management S | must be implemented.
> | system.
§ Rules that will ensure delivery
= | of the documents must be
S | determined.
§ Process related to monitoring
g of external documents must be
S | defined.

Practice related process planning and documenting, management of
quality studies efficiently by fulfillment of the practice requirements
in accordance with
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Objectives

» Efficacy
» Efficiency

Standard Requirements

Establishing Document Management System

» Processes for document management and rules of these processes
must be defined

» The definition must include at least the following processes:
¢ Determination of documents that need to be prepared
 Determination of documents’ format
e Documents’;

Preparation

Control and Approval

Conveying to relevant employees

Conservation

Revision

N

Archiving and Disposal
» External Document Tracking

Determination of Documents that Need to Be Prepared

» Documents that need to be prepared must be determined taking into
account Standards of Accreditation in Health, size of hospital, areas
of service provision and processes.

» Policies, procedures, processes and plans related to all basic functions
of the hospital must be documented

» Document types that can be prepared in the scope of SAS are as
following:

¢ Procedure
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e [nstruction
e Guide
e Form

e Plan

e Consent Document
e List
e Support Document:

T U

v

Policy

Protocol

Targets
Task-Authority-Responsibilities
Clinical Guide

Work-flow

Report of Medicine Disposal
Report Of Meeting

Determination of Documents’ Format
» Al documents must have at least the following information:

e Document’s

v

< L L L L

Name

Code

Date of Publish
Revision Date
Revision Number
Page No/Page Number

Information of employees for preparation, control and approval
processes

» Original copies of the documents must include name, ftitle and
signature of people for “Prepared by”, “Controlled by” and “Approved
by” sections of document.
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Preparation of Document

»

Documents must be prepared in accordance with the rules determined
in the scope of document management system.

Document must be prepared by related department/commitee/team
employees.

Documents must be understandable, must contain clear and precise
information.

Control and Approval of Document

»

Documents must be checked by quality management department and
approved by senior management.

Conveying of Documents to Relevant Personnel

»

Sharing of updated documents with related employees must be
ensured efficiently.

Necessary employee training for prepared documents must be
provided.

Hanging up documents must be avoided unless necessary. When
there are documents that must be hanged up, not to create visual
pollution must be taken into account.

Conservation of Document

»

All original documents with wet signs must be conserved by the quality
management unit. Original Documents, must be stored in framework
of a systematic filing plan and necessary measures must be taken to
keep contents of document readable.

SAS study records (corrective/preventative activity forms, meeting
reports etc.) must also be conserved in an appropirate way.

Revision of Document

»

In the case of a change in any process, document must be updated
immediately.

All the rules for the preparation of the document must be followed
during update. After approval of management, document must be
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published, conveyed to relevant employees and document must be
explained to relevant people in context of a training activity.

» Updated document must include revision number and date. At the first
publication of document, revision number is zero(0) and revision date
is left blank. In terms of tracking old version replacements, documents
must be archived by Quality Management Unit.

» There must be a list of all the documents used in the hospital and
monitoring of updates must be available on this list. The list must
include following information:

Document Name
Document Code
Publish Date
Revision Date
Revision Number

External Document Pursuit

Tracking and update of external documents must be implemented by using
a method determined by hospital. Hospital must determine employees
who are responsible with tracking of external documents.

Document Archiving and Disposal

Issues related to archiving and disposal of documents must be determined
by hospital taking into account relevant legislation.
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Code | Standard

Y0.GR.01.00

Reporting of
adverse events
that may or does
affect the safety
of patients and
employees
negatively must
be ensured

and necessary
measures must
be taken.

@ Safety Reporting System

| Code | Assessment Criteria

Y0.GR.01.01

A system must be created that
adverse events affecting the safety
of patients and employees can be
reported to.

Y0.GR.01.02

Case by case event analyzes and
improvement actions must be
conducted.

Y0.GR.01.03

Submissions in the system
must be analyzed, reported and
evaluated in a general manner.

Taking the necessary measures to monitor adverse events and near
misses about patient and employee safety.

Objectives

»

»

Patient Safety
Healthy Work Life

58



Standards of Accreditation in Health - Hospital Kit

Standard Requirements

Safety Reporting System

» A reporting system called “Safety Reporting System” must be
established in order to analyze events, take required precautions
and prevent error repetition by ensuring submission of adverse
events and near misses that can or does give harm to employees
and patients.

» In the scope of safety reporting system, submission, analysis and
reporting processes must be defined and people who are responsible
with these processes must be determined.

» Safety Reporting System must be addressed in two modules:

» Patient Safety Module (threatening safety issues related to
patient, caretakers and visitors must be submitted in this
module)

* Employee Safety Module
To ensure employee submission correctly;

» For the purpose of increasing submission usage efficiency, creating
a reporting culture at hospital, learning from errors, learning process
and solution development and promoting conduction of solutions, the
system must be;

* (designed in a way that employees feel confident,
¢ voluntary based,

* accessible,

* easy to use,

¢ simple and understandable.

» Patient safety module must be based on privacy, this module must be
designed to collect at least the following information:

e Event subject
e Event explanation
e Comments and suggestions related to event
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Analysis and Improvements

»

Submissions must be analyzed in case by case basis, improvement
activities must be planned and implemented after analysis.

General submission analysis must be repeated at regular intervals,
reported and evaluated. According to evaluation as a result of general
analysis, necessity of unit/process based improvement activities
must be determined.

All employees must be informed about importance of event
submission, how to do it and improvement activities carried out as a
result of submissions.
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Risk Management

Code | Standard | Code | Assessment Criteria
= | A Risk management plan must be
S | created to provide the manegement
Ec). of risks related to hospital and
> | services provided in the hospital.
Risk management plan must
€ | involve patients, relatives, visitors,
= | staff, facilities and environmental
o | safety administrative and financial
processes.
Taking the scope of risk
Risks related € | management into consideration,
S | to hospital g risks must be identified, analyzed
= | and services S gnd rlis'k levels must also be
& | provided in the identified.
S | hospitalmustbe | = | Necessary measures must be
managed. § taken according to the identified
& | risk level and improvement
> | activities must be carried out.
The risks identified within the
S | framework of risk management and
g the effectiveness of improvement
S | actions must be reviewed at
regular intervals.
< | Indicators for monitoring the
s | effectiveness of risk management
& | must be determined and
> | monitored.
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Goal

To prevent or lower risks to a minimum degree related to hospital
and services provided within the scope of patient, caretaker, visitor,
employee, facility, environment safety and administrative/financial
processes.

Objectives

Patient Safety
Healthy Work Life
Efficacy
Efficiency

Standard Requirements

Risk Management Plan

» A risk management plan must be established to ensure management
of risks related to hospital and services provided.

» Risk management plan must involve patients, caretakers, visitors,
employees, facility and environmental safety, administrative and
financial processes.

» At least the following issues must be included within the scope of the
risk management plan:

Goals and objectives

Scope

Responsible people and Responsibilities

Risk analysis method

Obtaining related employees’ opinion

List of identified risks

Analysis of identified risks and determination of risk levels
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* Necessary improvement activities
* Employee training

Determination and Analysis of Risks

»

Considering risk management scope, risks must be identified on the
basis of unit, person and/or process.

Clinical risk evaluations must be conducted for protecting patients
against adverse results (allergy, pressure ulcer, fall risks etc.)

Risks must be analyzed according to the method specified by
institution.

Risk analysis method must be simple, understandable and applicable.

Risk levels must be determined as at least three categories (low,
medium, high).

Improvement Activities

»

According to identified risk levels, measures must be taken on the
basis of unit, person and/or process and improvement activities must
be carried out.

Monitoring the Effectiveness of Risk Management

»

Risks identified within the framework of risk management and
improvement activity effectiveness must be reviewed at regular
intervals.

Indicators for monitoring risk management effectiveness must be
determined and used.

Continuity of measures taken must be ensured to maintain risk
management effectiveness.

Risk analysis must be updated periodically (at least once a year) or
when necessary.
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Training Management

Code | Standard | Code | Assessment Criteria

= | A committee responsible for
S | ensuring the planning and
In accordance & | coordination of training activities
with quality > | must be established.
improvement
activities, S | Training needs must be determined
training = | based on patients, patient relatives
= necessities of S | and employees.
— | patient, patient
S | relative and -
g employees must | S | Training plans must be created and
> | be determined, = | implicated in the scope of training
hospitals must S | needs.
ensure effective
implementation The effectiveness of training
of the necessary | & | plans and training programs must
training. S | be monitored and necessary
S | improvement activities must be
carried out.

In accordance with the hospital’s quality improvement activities,
ensuring efficient and effective training programs for patient/patient
relatives and employees.

@ 64




Standards of Accreditation in Health - Hospital Kit

Objectives

» Efficacy » Efficiency »  Sustainability
» Gonvenience »  Continuity »  Productivity

Standard Requirements

Training Management

» Inaccordance to the quality improvement activities, a committee which
will do decision-making, planning, coordination, communication and
evaluation must be established for ensuring efficient and effective
implementation of the necessary trainings.

» Processes related to training and rules of these processes’ functionality
must be determined by committee. Minimum processes that need to
be addressed in this context are as follows:

» Designating training needs
 Creation of training plans
¢ Implementation of planned training activities

e Monitoring and improving the efficiency of training plans and
implementation

» The committee, which is responsible from trainings, must work in
coordination with other units and committees which operates in the
scope of quality improvement.

Designating Training Needs

» In accordance with the objectives of quality improvement; who, about
which subjects, what level and capacity the education needs to be,
must be designated. During determining the scope of issues and
training context these must be considered:

» The results of performance evaluation within the scope of hospital
quality improvement (self-evaluation, the data obtained from the
indicators etc.)

« Efficiency evaluation results of previous trainings
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» Feedbacks of training activities, requests and observations

Training issues must be categorized considering depending on
stats like minimum hierarchical level, occupation group, having unit
specific or general capacity. Which education will be given to which
occupation group about what context must be designated. Training
topics must at least include the following subjects:

e Quality management

« Patient and staff safety training for employees
 Patient rights training for employees

¢ Training for patients

¢ Training for the relatives of patients

e Employee orientation

» Device training

 Unit-based expertise educations

 Trainings including new developments in science
¢ Trainings for social purposes

» Personal development training

Planning and Implementation of Training Programs

»

Training plans must be designated to regulate processes of creating
contentforeducational activities, designating methods, implementation
and evaluation in a systematic way.

Training plans must be created as short, medium and long term plans
in the scope of hospital’s organizational policy, goal and objectives of
innovation, training needs, training priorities, and estimated times.

Training plans must at least include the following issues:

e (Goals and objectives of trainings

e When, by whom and to whom the trainings will be given
¢ Training method

« [fthere are any, levels of training (i.e. basic, advanced, theoretical,
practical training)

 Place of training
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* Duration of training

* General topics of training

* Training materials needed

¢ Methods of evaluating the effectiveness of training
Trainings must be implemented according to the plan.

Guidelines for general and unit employee orientation training must be
established and this training must be given to employee as soon as
they start working at hospital.

During the training season, in situations like need of an education
outside the plan, or a change in present educational content or training
method, education plan must be revised in a way that it can be traced
back. The committee, which is responsible from trainings, must take
measures and regulate sharing of training materials and resources
with related staff.

Evaluation of Training

»

Training plan’s level of compliance should be monitored; measures
that will increase the compliance must be taken.

Efficacy and efficiency of implemented training programs must be
evaluated in accordance with the goals and objectives.

Evolution of efficacy must also include performance of the trainors.

Some of the methods that can be used to assess the efficacy and
efficiency of implemented training programs are listed below:

e Pre and post-tests

* self-assessments

* observations

 Interviews with people

¢ Evaluations with department chiefs
e Surveys

e Measurement methods based on training related change of
behavior (like accepted international or national scales)
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Social Responsibility

Code | Standard | Code | Assessment Criteria

Hospitals

must organize
programs about
promoting and
improving health
by taking health
structure and
general health
problems of
the society into
account.

To enable hospital to provide services that promotes and improves
health within the frame of social responsibility and to increase the
health level of the society that it provides healthcare services.

Objectives

» Patient Oriented
» Convenience
»  Equity

» Effectiveness
»  Continuity

@ 68

Hospital must organize programs
about promoting and improving
health by taking service capacity
into account within the scope of
health structure of the population
and region where it provides
healthcare and national and global
health problems.

Y0.55.01.00
Y0.58.01.01
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Standard Requirements

»

Hospital must have a research on the health structure of the population

and region and on national and global health problems In this context,

there must be an assessment regarding the elements below:

¢ Demographical data such as population, age, gender, education level

 Health statistics including morbidity, mortality and epidemiological

¢ (Clothing, food, cultural and physical activity habits and social and
cultural structure

Promotional and enhancement activities aimed at the population must

be planned within a program by an assessment. Hospital must create

at least two plans.

Program results must be evaluated by the hospital and a success

point must be defined for reaching the goals planned for efficacy of

the application.

Evaluation and the efficacy of the program must be defined with the

analysis of the change of main data and information according to the

program whether it must be a short, mid or long term.

In order to reach the program goals there must be improvement in the

program activities and sustainability must be secured according to

evaluation results.

Programs that are to be improved within standards can be organized
according to the topics listed or similar below:

War against tobacco

War against obesity

Awareness of dental health in society and increasing the information
level

Educational and preventive activities developed for the fight against
chronic diseases

Promotion of organ donation
Health diet for healthy life
Promoting the young population to sport activities for healthy life

Promotion of psychological, social and cultural development of long
term inpatients.

Promotion of breast feeding
Educational activities for pregnant patients

Collaboration with local authorities within the context of fighting
against regional elements that threaten the health of society
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Corporate
Communication

Code | Standard | Code | Assessment Criteria

Intended population must be
determined taking into account
hospital structure, basic policies
and values within the scope of
Corporate corporate communications.

gg{m:gg Iﬁqallusq[n Intended population must be
be carried out informed about hospital activities
and organization.

effectively.

Necessary actions must be
constituted to create a positive
public opinion for the intended
population.

To create public awareness which contains positive attitude towards
hospital and activities, establishing good relations with intended
population constantly to ensure the adoption of policies and activities
of hospital, and to improve the efficiency and quality of services
provided using feedbacks of intended population.

Objectives

» Patient Focused » Fairness
» Efficacy »  Continuity

@ 70
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Standard Requirements

Determination of Intended population and Communication
Strategies

» Within the scope of corporate communications intended population
must be determined taking into account hospital type, size, patient
profiles, regional characteristics, people and institutions in contact
with institution, main policies and values. Communication strategies
for the intended population must be defined.

» The intended population must be determined on the basis of both
internal and external communication stakeholders.

» Protocols for the intended population must be determined within the
framework of the communication strategy. In this context, at least the
following issues must be addressed:

e The flow of information and decision between the hospital
departments and elements

¢ The flow of information and decision for evaluation and audit
functions

e Communication of training and information activities
e Communication for high motivation and internalization of corporate
identity activities
Informing the Intended Population

» Informative activities that are specific for intended population must be
carried out.

» (Corporate web site should be managed effectively; up to date, easy
to use and should be prepared to include enough information. The
intended population must be informed of at least the following issues:

 Basic policies and values

 Organizational structure

¢ Range of provided services

 Activities carried out within the scope of social responsibility
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* Human resources

* Public relations activities

e Emergency services

¢ Making appointments and test results

» Communication and contact information
* Accessibility to hospital services

» A training activity must be organized since hospital employees are
significant representatives of corporate communication.

Creating a Positive Public Opinion

Improvements to provide information in accordance with the needs
and expectations of the intended population must be carried out about
primarily, the activities and services, in order to create a positive public
opinion.

Even though these activities can be done using information conduits, it's
preferred to accomplish by ensuring a high quality healthcare service
including an efficient communication between staff and patients and
effective management representatives having good relations with external
stakeholders.

Monitoring of Corporate Communication and Perception

Surveys, measuring the intended population’s perception of the hospital
identity and image and performance of corporate communication
activities, must be implemented regularly. The results should be evaluated
and necessary improvements should be made within the scope of
corporate communication strategies.
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Corporate Indicators

Code | Standard | Code | Assessment Criteria
— | Indicators must be determined
= | toinclude processes for
g | service provisions primarily of
S administrative, financial and
medical steps.
;e(er;gLTe%qgﬁts o Indicator cards must be created
U = | consisting of issues related
B onducted for g | todetermination of data to be
O Geruae s | collected, collection, evaluation
S | and monitoring.
S improvement
‘n:_' ?glgtrggzsrisrg;smly 8 | Monitoring, evaluating and
e g reporting of indicators must be
el e ’ = carried out through information
medical steps ‘= | management systems.
- | Considering the results of the
g analysis related to indicators,
& | hecessary improvements must be
X
S | conducted.
must

To detect and correct potential problems related to administrative,
financial and medical processes, and also to implement quality
improvement interventions.
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Objectives

Objectives vary according to indicator features.

Standard Requirements

Determination of Indicators

»  Performance measures and monitoring must be implemented related to
service provision processes such as primarily administrative, financial,
medical services for the purpose of continuous quality improvement,
efficient source usage, plans and institution budget accordance.

» Indicators must be determined for these processes in the scope of
performance measurement.

» |dentified indicators must be measureable, traceable and in compliance
with hospital's mission, vision, goals and values.

Indicator Cards

Indicator cards must be prepared for determined indicators. At least
following information must be included in the cards:

» A brief description of the indicator
» Reason of monitoring

» Related process

»  Calculation method/formula

»  Minor indicators

» Target Value

» Data Source

» Data Collection Period

» Data Analysis Period

» People who are responsible with data collection, monitoring, evaluation
and analysis

» Whom to share results with
» Exceptions to consider for indicator
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Information Management System Infrastructure for Indicator
Management

Necessary information management system infrastructure must be
established in the purpose of indicators’ data collection, monitoring and
evaluation of results; and must be used effectively.

Analysis and Improvements

As aresult of analysis which is conducted regarding to indicators, necessary
corrective and preventive activities must be planned and implemented.

"7




SAS (Standards of
Accreditation in Health)
Indicators

Code Standard | Code | Assessment Criteria

Indicator cards must be created
consisting of issues related

to determination of data to be
collected, collection, evaluation
and monitoring.

For continuous Monitoring, evaluating and
improvement of reporting of indicators must be
service processes, carried out through information
SAH Indicators management systems.

must be monitored Considering the results of the
and evaluated. analysis related to indicators,
necessary improvements must
be conducted.

The results of the SAS indicators
must be submitted to the SAS
Indicator Data System.

To develop a measurement system and culture at the hospital through
indicators determined within SAH, and to contribute to constant
improvement of quality by creating the opportunities for comparison
and cooperation by tracing common indicators used internationally.
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Objectives

Objectives for each indicator have been determined within the scope
of SAH.

Standard Requirements

There are 132 indicators in this part of the Standards of Accreditation
in Health. Monitoring of 88 of these indicators are mandatory, while
monitoring of 44 of them are optional.

Indicator cards

Indicator cards for the indicators to be monitored at the hospital must be
prepared. Indicator cards must include at least the following information:

» A brief description of the indicator
» Reason for monitoring

» Related process

» Calculation Method/Formula

»  Minor Indicators

» Target Value

» Data Source

» Data Collection Period

» Data Analysis Period

» People responsible with data collection, monitoring, evaluation and
analysis

» Whom to share results with
» Exceptions to consider about indicator

Information Management System Infrastructures for Indicator
Management
Necessary information management system infrastructure must be

established in the purpose of indicators’ data collection, monitoring and
evaluation of results; and must be used effectively.
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Analysis and Improvements

As a result of analysis which is conducted regarding to indicators,
necessary corrective and preventive activities must be planned and
implemented.

SAS Indicator Data System

Results of determined indicators at SAS Indicators List must be submitted
to the SAS Indicator Data System.

ATTACHMENT.1 — List of SAS Indicators
SAS Indicators

Table of SAS Indicators 1 — Management and Organization

Management and Organization

Y.1.Z | Target Achievement Rate M
Y27 Corrective&Preventative Activity(CAPA) Completion
- Rates M
Y3.Z Document Revision Numbers M
Y4.Z | Incorrect Use of Safety Reporting System (SRS) M
5.2 Occurrence Rate of Specified Risks (comparison
- between periods) M
Y.6.Z | Employee Participation Rate of Trainings M
Y.7.Z | Implementation Rate of Planned Trainings M
Length of Command Line (Number of managers
v8.0 in an hierarchal order, including the top manager,
e to whom the employee at the bottom unit is
accountable) 0
9.0 Control Area (Number of employees directly linked
e to a manager) 0
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Table of SAS Indicators 2 — Healthy Work Life
Healthy Work Life

(.6.Z | Number of Violence Events Against Employees

G.1.Z | Employee Satisfaction Rate M
G.2.Z | Employee Turnover Rate M
32 Rate of Employees not working in an Area Suitable
- for Their Professional Education M
C4z Rate of Cutting/Piercing Tool Injuries among
% | Employees M
C.5.2 Exposure Rate to Blood and Bodily Fluids among
"~ Employees M
M
M

C.7.Z | Rate of Completation for Employee Health Screenings

Table of SAS Indicators 3 — Patient Experience

Patient Experience

H.1.Z | Patient Satisfaction Rate M

Table of SAS Indicators 4 — Healthcare Services

Health Services

Patient Care

S.1.Z | Pressure Ulcer Prevalence

S.2.Z | Rate of Patient Falls

S.3.0 | Timely Transmission of Discharge Summaries

S.4.0 | Rate of Preparation of Patient Care Plan

oo ===

S.5.0 | Recording of Verbal Request in the first 24 Hours

Rate of First Evaluation for Physicians according to
all Components specified in the Patient Evaluation
S.6.0 | Procedures (The history, physical examination, 0
background, family history, preliminary diagnosis and
treatment plan shall be followed for Physicians.)

Rate of First Evaluation for Nurses according to
all Components specified in the Patient Evaluation
S.7.0 | Procedures (The history, physical examination, 0
background, family history, preliminary diagnosis and
treatment plan shall be followed for Physicians.)

81




Office of Quality and Accreditation in Health - MoH Turkey

Health Services

Control and Prevention of Infections
S.8.Z | Hospital Infection Rate M
S.9.Z | Invasive tool-related Infection Rate M
S.10.Z | Central Venous Catheter-related Blood Infections M
S.11.Z | Urinary catheter-related Urinary System Infections M
S.12.Z | Nosocomial Blood Infections in Newborns M
S.13.Z | Intensive Care Unit Infection Rate M
S.14.Z | Ventilator-related Pneumonia Rate M
S.15.Z | Procedure-specific Surgical Site Infection M
$16.2 Eﬁgg hog;laA)gg)ropriate Use of Antibiotics in Surgical M
S.17.Z | Hand Hygiene Compliance Rate M
$18.0 :\rlll]?eréﬁl(l)tstate due to Healthcare Associated 0
Drug Administration
S.19.Z | Frequency of Medication Errors M
S.20.Z | Rate of Adverse Drug Effects M
S.21.0 | Incidence of Drug Interaction 0
S.22.0 | Quantity of Drugs Destroyed 0
Transfusion Management
S.23.Z | Quantity of Blood Destroyed M
S.24.7 | Transfusion-Induced Reactions M
S.25.0 | Requests Rejected by Transfusion Centre / Causes 0
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Health Services

Coronary Artery Disease

S.26.Z Aspirin Use at Arrival M
Fibrinolytic Treatment Rate within 30

§21.2 Minutes of Arrival M
Acute _ | Primary Percutaneous Coronary

$.28.0 |Myocardial | |ntervention (PCI) Rate within 90 0
Infarction | Minutes of Arrival
(AMI)

S.29.0 Prescription of Statin at Discharge

S.30.0 Re-admission in 30 days (AMI)

S.31.0 AMI Cases-Mortality Rate 0

5320 Rate_ of Patients Undergoing Bypass Procedure after M
Angiography

S.33.0 | Rate of Autologous Vein Usage in Bypass Procedure 0

Pneumonia
Blood Culture Tests in the Emergency Services
S.34.Z | before the Antibiotics Starting Dose for Pneumonia M
Patients
Antibiotics Start within 6 hours of arrival for
S.33.2 Pneumonia Patients M
5.36.0 | Re-admission in 30 days (Pneumonia) 0
Venous Thromboembolism (VTE)
5377 Patients on Regular VTE Prophylaxis within 24 hours M
R before the Surgical Intervention
S.38.Z | Postoperative Pulmonary Embolism or DVT M
$39.0 Surgical Patients who have been offered/prescribed 0
e Venous Thromboembolism Prophylaxis
S.40.0 | Intensive Care VTE Prophylaxis 0
UFH (Unfractioned Heparin) Doses/Platelets
S.41.0 | Monitored in VTE Patients through Protocol or 0
Nomogram
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Health Services

Orthopedics
Re-admission due to complications within 30 days
S.42.7 | after Elective Primary Total Hip Arthroplasty (THA) M
and Elective Primary Total Knee Arthroplasty (TKA)
S.43.Z | Hip Fracture Mortality Rate M
Hip Fracture Surgery within 48 Hours after Hospital
S.447 Adpmisi%%e Surgery within 48 Hours after Hospita M
Patients Undergoing Revision Surgery for Kn
$.45.0 A?Iherotglgstge going Revision Surgery for Knee 0
Mortality
S.46.Z | Paediatric Intensive Care Unit (PICU) Mortality Rate M
S.47.Z | Intensive Care Unit Mortality Rate M
S.48.Z | Hospital Mortality Rate M
Intensive Care Unit Re-admission
Re-admission in 48 hours for Intensive Car
$.49.0 U?]iti(zlcj)so 8 hours for Intensive Care 0
Re-admission in 48 hours for Pediatric Intensiv
$50.0 CgrgdUnitS:(gICU) 8 hours for Pediatric Intensive 0
$51.0 Re-admission in 48 hours for Newborn Intensive 0
Care Units(NICU)
Neurology
5527 Rate_ qf Patier]ts with Atrial Fibrillation/Flutter M
receiving Anticoagulant Therapy
Deep Vein Thrombosis (DVT) Prophylaxis for Strok
537 nggnt: ombosis (DVT) Prophylaxis for Stroke M
$54.0 Antithrombotic Theralpylapplied at the end of the 0
Second Day of Hospitalization
S.55.0 | Antithrombotic Theraphy Prescription at Discharge 0
S.56.0 | Statin Prescription at Discharge 0
S.57.0 | Stroke Patients directed to Rehabilitation 0
S.58.0 | Mortality Rates for Ischemic Stroke Cases 0
S$.59.0 | Mortality Rates for Hemorrhagic Stroke Cases 0
S.60.0 | Rate of Sequels after Cerebrovascular Disease 0

84




Standards of Accreditation in Health - Hospital Kit

Health Services

Obstetrics and Gynecology
612 Rate of Caesarean Sections among Low-risk, First- M
o Birth Women

Regular DVT Prophylaxis in Cagsarean Section
S.62.Z women M
S.63.Z | Rate of Caesarean Sections M
S.64.Z | Obstetric Trauma(Instrumented Vaginal Births) M
S.65.Z | Obstetric Trauma(Non-instrumented Vaginal Births) M

Psychiatry
S.66.Z | Duration of Physical Restraint M
S.67.Z | Duration of Seclusion M
$.68.0 Ee-admlssmn to the Psychiatric Service within 48 0
ours
Medical Imaging

Rate of Tomography Imagings with Contrast
569.2 Materials M
S.70.Z | Number of Repeated Imagings M
S.71.0 | Waiting Times in Radiated Zones 0

Imagings for Pregnant and/or Suspected Pregnant
S.72.0 Women 0

Clinical Laboratories

S.73.Z | Incorrect Request Rate for Clinical Laboratory Tests M

Number of Rejected Samples for Clinical Laboratory

Tests (M)

 Number of samples labelled incorrectly (0)

* Rate of Incorrect sample container use (0)
S.74.Z | « Rate of Insufficient Samples (0) M

* Rate of Haemolysed samples (0)

* Clotted Sample Rate (0)

« Rate of Samples exceeding the specified

maximum transfer time (0)
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Health Services

Rate of incorrectly identified samples for Clinical
Laboratory Tests
5757 | ° Rate of incorrectly identified samples recognized M
o before work on sample
« Rate of incorrectly identified samples recognized
after work on sample
S.76.Z | Rate of lost samples
S.77.Z | Rate of samples taken again
S.78.0 | Rate of samples not delivered to the laboratory
$.79.0 Rate of the collection of the first culture sample 0
o before antibiotics in inpatients
S.80.Z | Contamination rate in blood cultures M
$.81.0 Rate of collection of samples in blood cultures in 0
o accordance with adopted protocols
S.82.Z | Contamination rate in urine cultures M
Number/rate of non-compliances in external quality
5832 control studies M
S.847 Rate of non-compliances in internal quality control
o studies
Rate of non-compliances among Cytological and
$.85.0 Pathological diagnoses 0
o « Rate of false negative results in Papanicolaou
smear
$.86.7 Rate of non-compliance between surgical pathology M
e and frozen section results
5877 Rate of compliance of direct gram stain and last M
. identification in blood cultures
Evaluation and Notification of the result of the
S.88.0 | Gram stain in blood cultures within 1 hour after the 0
reproduction signal
S.89.Z | Panic value notification rate
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Health Services

Rate of results not given on time (M)
* Total test time (test-based average time) (M)
0 Average time from request to reporting (M)
o0 Average time from the collection of sample to
reporting (M)
$.90.7 0 Average time from acceptance in the laboratory M
to reporting (M)
» Number of days when the automation is defective
M)
 Number of days when the device is defective (0)
Rate of delays associated with the analytical
process in the untimely results (M)

S.91.Z | Incorrect reporting rate in Clinical Laboratories M

Clinician Satisfaction Rate with result reports of

5920 | Giinical Laboratories
Surgical Operations
S.93.Z | Safe Surgery Checklist Usage M
S.94.Z | Postoperative Respiratory Failure M
S.95.Z | Unplanned Return to the Operation Room M
$.96.0 Number/Reqson of Opgrations Starting as 0
Laparoscopic but Turning Into Open Surgery
S.97.0 | Anaesthesia Complications 0
Emergency Service
5.98.7 E?:rgcétr:gsig :rr;(ijcg:rcotic Drug Usage in M
S.99.Z | Patients' Duration of Stay in Emergency Services M
$.1007 Timg for the Consul'tant to Reach to the Emergency M
Service when Required
S.101.Z | Re-admission with the Same Complaint in 24 hours M
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Table of SAS Indicators 5 — Support Services

Support Services

Frequency of Failures experienced in Basic Facility

-Request Completion Rate

-Duration of Request Completion

D.1.2 Resources M
D.2.Z | Response Time for Facility-based Problems M
Waste turnover rate (Determining how frequently the
D.3.Z | waste is collected from the temporary storing areas

by the relevant/responsible agency) M
D.4.Z | Waste-related Hazardous Accident Rate M
D57 Response time for Technical Unit to Hospital

- Information Management System (HIMS) failures M
D62 Hospital Information Management System(HIMS)

e Down-time M
D.7.Z | Response Time for Device Failures M
D.8.Z | Device Failure Frequencies M
D.9.0 | Number of days passed during Device Failures 0

Hospital Information Management System(HIMS)
Revision Requests
D.10.0 | -Revision Requests 0

Table of SAS Indicators 6 — Emergency Management

Emergency Management

A1.Z | Rate of Completely Filled Code Blue Event Form M
A.2.Z | Rate of Completely Filled Code White Event Form M
A.3.Z | Rate of Completely Filled Code Pink Event Form M
A47 the of Arrival a’g the Scene of Event within 3

minutes or less in Code Blue M
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Human Resources
Management

Standard 1

Code | Standard Code | Assessment Criteria

Relation of management structure
with other management levels

A management must be defined.

st_rﬁlctu;e that Duty, authority and responsibility of

e the ones in the management structure
i and which qualifications those ones

IRl must have must be defined.

planning

of human Annual targets and work plans

resources and must be created.

improving work

life must be Feedback processes that will show

established. satisfaction rates and opinions and

suggestions of employees about
their work lives must be defined.

To define a management structure that will perform activities such
as assignment, coordination and assessment regarding necessary
processes for securing a healthy work life.

Objectives

Healthy Work Life
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Standard Requirements

Management Structure and the Relation with Higher Ups

» A management structure that will perform all activity planning and
coordination such as hiring, orientation, improving and supporting
the personnel, providing the personnel with physical and social
opportunities, minimizing safety risks that threaten employees and
increasing motivation must be established.

»  Administrative relations such as where the new management structure
will be in the hierarchy of hospital management or to whom it will be
responsible, which authorities it will have, who will be in this structure
and who will be responsible to this structure must be defined.

Duty, Authority and Responsibilities

» Terms of reference of the employee in management structure must be
defined and their responsibility and span of authority must be defined.

» Which qualifications employees in the structure must have must be
defined in order to carry out all the necessary duties and responsibilities.

Targets and Planning

Newly formed management structure must define annual targets in order
to secure a healthy work life. Key factors such as which activities will be
carried out, which precautions will be taken and how big a budget will be
needed in order to reach the targets must be planned.

Employee Opinions and Suggestions

» Needs and expectations of the personnel must be identified and taken
into consideration. A system must be established in which how and in
what ways the feedbacks will be obtained must be defined.

» Studies regarding determining the needs and expectations of
employees must include at least following terms:

¢ Regular satisfaction surveys
* One on one interviews with the employees
 Collecting opionions and suggestions from the employees

92



Standards of Accreditation in Health - Hospital Kit

Standard 2

Code \ Standard \ Code \ Assessment Criteria

Hiring plan in accordance with
hospital’s human resource needs
must be formed.

Employee hiring processes must
be defined.

Orientation processes of hired
employee must be determined.
Necessities
for hiring and
orientation Employees’ duties, authorities,
processes of responsibilities, required
employees qualifications and performance
and continual criteria regarding these duties must
improving be determined.

of their work
lives must be Performance of employees
defined and must be measured, needs for
implemented. trainings regarding increasing the
performance must be determined
and required trainings must be
provided.

How good and with which
methods employees apply current
standards, protocols and evidence
based clinic guides accepted by
the hospital must be monitored
and trainings regarding the efficient
use of these standards and guides
must be provided.
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To detect the needs regarding continuous improving of work life and
the processes of hiring and orientation of employee and to meet
these needs.

Objectives

Healthy Work Life

Standard Requirements

Personnel Hiring

» Hospital; must define in which service area and with which
qualifications the personnel is needed, must determine the feasibility
of personnel that may be hired and must plan main processes such
as personnel hiring and training, in advance.

» In the plan, the number and the quality of staff needed (training,
knowledge, skills etc.) must be included, considering the needs of
different disciplines and professional groups.

» Need of personnel must be regularly checked by defining terms of
references in terms of departments and processes and human
resources must be planned by taking legal regulations into account.
Precautions must be taken regarding how the personnel will be
employed and which qualifications they must have and how many
personnel will be hired.

» Which documents and information is needed in the process of
employing and steps regarding evaluation and confirmation process
must be defined.

» Hospital must inform the new employee about which utilities of the
hospital the employee may use and employee rigths.
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Hiring Processes

Hiring processes in the hospital and how the personnel will be hired for the
departments in need must be defined. Principles and processes regarding
hiring processes must be announced.

Orientation of Personnel

Hospital must define the processes that will enable the newly hired
personnel to adapt to the new working environment fast and accurately.
All kind of information such as main and professional rules, basic working
principles, elements that may threaten personnel health and safety,
hierarchical order and all utilities that may be used by the personnel must
be given to the personnel at the hiring point and regularly, later.

Duty, Authority , Responsibilities and Performance Criteria

» Duties, authorities and responsibilities of the personnel that is working
or will be hired must be identified in line with employment processes
in a way that it will include previously defined works.

» Performance criteria mentioned as the measurement of employees’
success or failure in their duties must be defined and employees must
be informed about these criteria.

» Employees’ performance mustbe measured based onthe performance
criteria defined by the hospital.

» In order to increase the employee performance; which trainings will
be provided and in what extent these trainings will be must be defined
according to different qualifications and expectations of the personnel
and there must be plans for the trainings. Goals of the trainings that
will be provided in this scope must be define in advance and whether
the goals are completed or not must be checked after the trainings.

» Only trained and authorized personnel must use specific and medical
devices and in the training plans, the need for training must be taken
into account.

» How and how much the current standards, protocols and evidence
based clinic guides accepted by the hospital are used must be
monitored and trainings on effective use of these standards and
guides must be determined.

95




Health and Safety of
Employees

Code Standard ‘ Code ‘ Assessment Criteria

A committee for managing the
threats for personnel health and
safety must be formed.

Risk analysis regarding threatening
elements for personnel health and
Precautions safety must be performed and
regarding precautions regarding avoiding
threatening these risks must be taken.
elements for
personnel health

Employees must use personal safety
?rrlfsts %f:%ken equipment for the defined risks.

and needs for
improving work - : -
life must be Quality improving activities
defined and met. regarding sustaining personnel
safety must be ensured.

Necessary physical and social
means for improving work
environment and work life must be
provided and individual needs for
work life must be met.

To remove the elements that threaten personnel safety in hospital or to
establish healthy working life environment by minimizing these risks.

96




Standards of Accreditation in Health - Hospital Kit

Objectives

Healthy Work Life

Standard Requirements

Committee of Personnel Health and Safety

A committee must be formed to detect threats that exist or may exist
for the hospital personnel and to take precautions against those threats.
Committee structure must be built in regard with securing the application
and coordination of effective, continous and systematic duties according
to the size of hospital and risks caused by safety threats.

Risk Analysis

» First of all, assessment must be done by identifying the risk factors
that threaten the safety in terms of employee safety on the basis of
department and hospital and again by identifying their risk levels. After
identifying risk factors, necessary studies must be done in order to
remove or minimize the detected threats according to their priorities.

» To secure personnel health and safety in the hospitals, at least
following terms must be discussed:

e Forming management policies in the scope of personnel health
and safety

* Preventing infections

 Planning and practices regarding health scans
» Chemical materaials and radiation safety

¢ Food safety

* Noise

* Lightning

¢ Preventing falls

» Managaging facility based risks

e Ergonomic factors
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» Preventing violoence against personnnel and intervening in the
violence as soon as possible

¢ Risk management for employee working in specific departments
such psychiatry clinic, intensive care unit, emergency room

¢ Preventing mobbing among personnel

¢ Managaging wastes that threaten employee safety

e Immunization

In the hospital, arrangement must be done in a way that personnel may
always benefit from medical, psychological and other consultancy
and support services

Information related to occupational accidents and injures and events
that threaten employee safety must be collected.

Personal Safety Equipment

»

Which personal safety equipment will be used in which deparments
must be defined and precautions regarding securing the use of these
equiptments must be taken.

In the working areas, having enough of personal safety equipment which
has protective qualities for the employees is required and there must be
trainings for the employees regarding the use of these equipments.

Quality Improvement

In order to secure personnel health and safety, hospitals must plan and
apply quality improvement activities regarding removing or avoiding the
elements that may cause risks.

Improving Working Environment

»

Improvement plans on issues such as physical environments of
personnel, material and devices they use, chemical, physical and
biological materials and working methods must be planned by taking
personnel expectations into account.

Securing harmony between duties and employees physical and
mental capacities.

In order to reach an adequate level of health and safety; activities
and trainings regarding encouraging employees’ professional
improvement or motivation, communication of employees between
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units and departments and securing collaboration and dialogue
effectively must be planned and applied.

Activities regarding enhancing the working life such as resting, reading
and sport areas that personnel may benefit from, kindergarden and
children club, individual improvement trainings must be organized.

Arrangements regarding disabled and sick personnel in the hospital
must be done.

Opportunities and utilities provided for personnel must be easy to
access, practical and employee oriented.
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Basic Patient Rights

Code | Standard | Code | Assessment Criteria

A management structure must be
established in order to protect,
implement and improve the rights
of the patients and their caretakers.

Information about all the services
which are provided by the hospital,
quality and how to access them
must be declared.

Patient and/or caretakers- must

be informed about diagnosis,
treatment, care services, patient
responsibilities and other services.

01

Provided
services at the
hospital must
be arranged

Processes must be defined in order
to secure the right of choosing

HD.HH.01.00
HD.HH.01.05 | HD.HH.01.04 | HD.HH.01.03 | HD.HH.01.02 | HD.HH.01.

in a way to their own physician.

protect patients

and patients Activities must be planned in all
caretakers processes for patient to get respect
rights. and get services carefully.

Before the medical treatments
which will be administered, patient
must be informed and before risky
procedures their consent must

be taken in to consideration then
documented.

Patient must be able to checkup

his/her medical documents, and

must be able to get a copy of the
documents.

HD.HH.01.06

HD.HH.01.07
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Code Standard \ Code \ Assessment Criteria

Arrangements must be made for
the spiritual and cultural needs of
the patient.

All the precaution must be taken to
ensure the privacy of the patient.

For the participation in any research,
experimental activity or another
reason to use the data, information
or the material of the patient, the
patient's consent must be taken.

Processes regarding to inform
patients and their caretakers about the
adverse events that negatively affects
patient safety, must be defined.

To ensure the rights of the patients and their caretakers and organizing
services and processes for this aim.

Objectives

» Patient focused » Fairness
» Convenience » Timeliness
»  Continuity

Standard Requirements

Management Structure

A management structure should be established for protecting, practicing
and improving the rights of patients and their caretakers.
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Informing about Services

» Hospital should declare the information about all the services provided,
access and the quality of these services.

» Patients and/or patients’ caretakers should be informed about
diagnosis, treatment, care services which can be provided,
responsibilities of the patient and additional services.

Choosing Physician

Processes should be defined in order to secure the right of patients
choosing their own physician.

Patients’ Consent

» Patients should be informed prior to any medical procedure to be
applied to the patient.

» Patients should be informed about the procedure by the person who
will perform the process and a written consent should be taken from
patient before the risky operations. This written consent must at least
include the following information:

e Person who will perform the operation
» Expected benefits of the procedure

* Results which may be encountered in case of failure to carry out
the process

 |f available, process alternatives

 Risks and complications of the procedure
» Estimated duration of the operation
 Patient’s name, surname and signature

* Name, surname, title and signature of the person who will perform
the operation
 The date and time of consent

Accessibility to Medical Documents

Patients should be provided to access and take a copy of applied
procedures, analyses or all the documents containing private information
of their own during and after getting service.

Spiritual/Cultural Needs

Hospital should provide the patients to get service in accordance with
their cultural and spiritual values.
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Patient Safety

Code Standard | Code | Assessment Criteria
S | A committee must be established
‘=Q"=f to ensure patient safety.
The services =
=) ﬁg%v'g:ﬂﬁb;?e ~ | Riskanalyses must be performed
= be aprran ed in 2 | for the determination of threats to
P awa tog otect § patient safety and measures must
= he s}zlifet pof he | £ be taken to reduce or eliminate
B Satety ot th risks that threaten the safety.
patient and their
caretakers. -
S | Quality improvement activities
% must be planned to ensure
2 | continuity of the safety of patients.

To ensure the safety of the patient and the patient's caretakers, to
identify in advance the elements that could threaten their safety and
to arrange provided services and processes for this purpose.

Objectives

Patient safety
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Standard Requirements

Patient Safety Committee

» A committee should be established that will work regularly and
systematically in this field in order to be able to identify existing or
possible safety threats in hospitals and take measures.

» The structure and the composition of the committee should be
identified in a way that it provides effectiveness, continuity and
systematicity of the work considering the size of the hospital and
variety of services.

Quality Improvement

» The risks for patient safety should be analyzed and evaluated, levels of
risk should be determined and necessary improvement works should
be done in regard to the results of the analysis.

» In this context, hospitals should deal with the following issues related
to patient safety which is mentioned in various departments of
Standards of Accreditation in Health.

« Infections control and prevention
e Drug safety

* Radiation safety
 Prevention of falls

« Safe surgery

* Patient identification
 Information safety
 Emergency management
 Facility safety

¢ Transfusion safety

« Safety of medical devices
« Safety reporting system
e Waste management
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Code | Standard

A feedback
=] system related
= to services
o | offered for
= | patients and their
T

caretakers must
be established.

Patient Feedbacks

| Code | Assessment Criteria

HD.GB.01.01

The system’s scope, methods and
tools must be defined including
receiving, investigating and
resolving of all feedbacks (primarily
complaints)

HD.GB.01.02

Patients and their caretakers must
be informed about in how they will
be able to provide feedback.

Feedbacks must be evaluated.

HD.GB.01.04 | HD.GB.01.03

Necessary improvement activities
must be planned in regard to the
results obtained from feedbacks.

ool

To implement improvements in regard to feedbacks of service users

Patient focused

Objectives
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Standard Requirements

Feedback System

A feedback system related to services offered for patients and their
caretakers should be established. In this system, methods like face-
to-face interviews, measuring of pre and post service expectation and
satisfaction can be used in addition to regular satisfaction surveys,
comments and suggestions of the patients and caretakers,

Informing about Feedback System

» Patients and their caretakers should be informed that they can give
feedback about services which they are offered, problems they face
during service processes or issues related to hospital and hospital staff.

» Patients and their caretakers should be informed about how , by whom
and by which unit or by using which tool they can give feedback.

Evaluation of Feedbacks

» Patient/service user complaints must be concluded in a timely and
equitable manner.

» For this purpose, an evaluation commission must be formed which
includes also the patient representatives.

» Feedback obtained from patients and their caretakers should be
analyzed in a systematic way and findings should be evaluated.

» A commission which also represents patients should be established
regarding evaulation of complaints.

»  Service user complaints should be evaulated in a fair and timely way.

» Findings obtained from data analysis should be shared with the
hospital management and relevant units, feedbacks should be utilized
effectively.

Quality Improvements

As a result of the findings obtained from feedbacks, institutions must
determine which improvements are necessary, and according to their
level of importance must plan how these improvements are to be done.
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Access to Services

Code Standard ‘Code‘ Assessment Criteria

Reception, guidance and counseling
services including all type of
information that the patient will need
in the process of admission must
be provided in a way that makes the
admission process easier.

Necessary precautions regarding to
minimize waiting times of patients in the
Necessary process of polyclinics must be planned,
precautions the patient must be informed about how
must be long she/he will wait and when she/he
taken in order will be examined.

to provide

?Oa ?g:éﬁ e All departments providing service

services in must be designed in a way that
time and in ensures comfort of the patient.

a way that

ing th
gg%m:? (;[f tehe Considering age, disease and

patient. disability conditions, facilitative
precautions about getting service and
waiting areas must be taken.

Service processes must be arranged
in a way that it ensures patient's
diagnosis and treatment to be in time.
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Code Standard \Code\ Assessment Criteria

The patient and/or the patient's
caretakers in the process of discharge
must be informed about the drugs
that the patient will use , matters that
must be taken into consideration, the
physician with whom the patient will
communicate in order to get guidance
and all information which seems to be
neccessary.

For patients, it is the presentation of measures that should be taken
by the institution and providing of the service accessibility in order
to reach to the services provided by the hospital timely, efficiently,
effectively and adequately.

Objectives

» Patient focused
» Fairness

» Convenience
» Timeliness
»  Continuity

Standard Requirements

Reception, Direction, Consultation

» Hospital should provide detailed information to the patient that is
needed in the decision process, consistently to the information
declared on the services it provides.

» How the patient will be informed about all reception, counselling and
guideance (Processes that need to be done by patient or caretakers during
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admission, information points in hospital to access needed information
and documents, waiting zones, etc.) must be planned and applied.

Patient Comfort

»

Regulations so as to meet basic needs such as clean and spacious
hospital service areas, waiting areas to sit and relax when needed,
regulation of compulsory areas such as stairs, elevators, toilets,
bathrooms, car parking areas in regard to needs of the patient, deleting
factors that are dangerous to the safety of the patient should be done.

Before and after characteristic operations like colonoscopy,
ultrasound, endoscopy etc., regulations taking into account the needs
of the patient such as waiting and resting or toilet/bathroom.

Enabling Regulations

»

In all areas of hospital where service is provided, measures for easy
access to service depending on age, disability or disease conditions
must be taken and regulations about mandatory user zones(ramps,
whellchair services, stairs, elevators, toilets, bathrooms, parking lots
etc.) must be done.

Regulations should be made for service priority for elderly, disabled
and people who need help because of their disease states.

Diagnosis and Treatment

»

Processes and steps should be examined in detail to detect system
problems and reductions which may pose a risk for patient safety by
causing delay in diagnosis and treatment, measures for shortening process
intervals to optimum values and improving efficiency must be taken.

Hospital should evaluate and document its efforts and plans to increase
the efficiency, safety, productivity according to service processes.

Discharge

»

»

The patient must be informed about what to do after diagnosis and
treatment processes.

Patient or caretaker must be informed verbally or as documentation,
about treatment, necessary drugs, physical activities and restriction,
future control dates, who to contact when needed and contact
information.
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End of Life Services

Code | Standard | Code | Assessment Criteria

Services must be provided with
respect in case of ending of the
patient's life, taking into account for
the cultural and spiritual values.

HD.YS.01.01

Processes of transportation, safe
keeping of the dead and physical
conditions in hospital must be
implemented taking into account
patient and relatives’ cultural and
spiritual values and expectation for
respect.

HD.YS.01.02

Services to be
provided must
be defined in
case of ending
of the patient's
life.

Comfortable waiting areas must be
established for patients and their
caretakers, and funeral procedures
must be determined for completion
in the shortest time and easiest
way.

HD.YS.01.00
HD.YS.01.03

Taking into account the physical
and psychological status of the
patient’s relatives, an expert staff
must be present during delivery
of the dead to support their
caretakers.

HD.YS.01.04

The dead must be defined with the
credentials.

HD.YS.01.05
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In the event of ending of patient’s life, To determine what kind of
services will be provided to patient and caretakers and quality of
Services.

Objectives

» Patient focused
» Fairness

» Convenience
» Timeliness
»  Continuity

Standard Requirements

Cultural and Spiritual Values

For end of life, required services must be provided with both a patient
focused attitude and considering cultural and spiritual expectations of
patient.

Transportation of Dead and Safe Keeping

» During processes between unit in which patient’s life has ended and
delivery to relatives, required measures must be taken considering
physical conditions of waiting areas (cleanliness, temperature, lighting
etc.) and requirements such as privacy and safety.

» Itis important to be respectful and intentive during the transportation
between units of patients who died and delivery to relatives, related
processes should be defined in this context.

Caretakers’ Comfort and Safety

» (Caretakers’ demands of seeing their dead one last time must be
regulated in a facilitator way.

114



Standards of Accreditation in Health - Hospital Kit

Appropriate and adequate waiting areas should be established for
caretakers who are there to receive the dead or see one last time.

Waiting areas must be established with enough seating areas taking
into the account emotional state of caretakers and it must protect
people in bad weather conditions.

Processes should be determined for completing the funeral transaction
as soon as possible and in an easy way.

Necessary measures should be taken for patients’ caretakers who
wants to see the dead one last time or come to receive the dead
considering physical and sudden psychological negativenesses.
Especially risks such as psychological over reacts must be defined
and measures should be defined in advance in order to make a training
staff able to reach the patient’s caretakers in time.

Identification of the Funeral

»

Rules should be determined about delivery of the correct dead to
correct caretakers in a proper way and respect at the final stage of the
process.

Dead credentials should be verified via official documents or verbally
and written constent of caretakers, must be delivered to caretakers
after verification.
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Control and Prevention of
Infections

Code|

SH.EK.01.00

Standard

Required
measures must
be taken for
the control and
prevention of
infections.

| Code | Evaluation Principles

SH.EK.01.01

A committee must be established
for infection control and prevention,
and responsibilities must be
determined.

SH.EK.01.02

A program must be created for
infection control and prevention.

SH.EK.01.03

In the programme for infection

control and prevention must be

included at least the following

topics:

» Infection control and prevention
in all areas in the hospital

» Infection surveillance

» Hand hygiene practices

» Isolation precautions

» Rational use of antibiotics

» Cleaning, disinfection,
sterilization, asepsis, antisepsis

» Occupational infections

SH.EK.01.04

The efficacy of infection control
and prevention must be monitored.
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The goal is to identify and prevent risks related infections developed
in relation to health services, threatening the employees and patients.

Objectives

»  Patient Safety
» Healthy Work Life

Standard Requirements

Establishment of the Committee for the Infection Control and
Prevention

A committee responsible for the process of infection control
and prevention in hospital must be established. Members of this
committee must be determined considering legislation of the country,
staff capacity of the hospital, the patient profile and the needs of the
institution.

The responsibilities of the committee established for infection control and
prevention are specified below:

» To identify an infection control program in accordance with the
characteristics and conditions of the institution within the framework
of scientific rules

» To ensure coordination of the activities carried out in the institution for
infection control

» To monitor the efficacy of the activities specified in the program
for infection control and prevention and put into practice, to make
decisions about required improvements and to give suggestions to
management.
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The scope of the studies for infection control and prevention and the
program which will be created also covers the province of committee and
at least must be inspected in the following topics:

Assessment of health care processes in terms of Infection risk
Infection surveillance

Hand hygiene practices

Isolation precautions

Rational use of antibiotics

Cleaning, disinfection, sterilization, asepsis, antisepsis
Occupational infections

Infection control in support services such as laundry, kitchen, morgue,
waste management and air conditioning systems

In all areas of the health service delivery and processes, the risk of
infection for the patient and staff safety must be considered. The
necessary measures must be taken for identified risks and the continuity
must be ensured.

See for further information on “Management and Organization Dimension
-Risk Management Chapter”.

An effective nosocomial infections surveillance system must have ability
to show the frequency and distribution of hospital infections, monitor the
microorganism or infection intensity, assess the efficacy of preventive
activities and allow making a comparison between institutions or different
departments within the organization.

Within the context of surveillance studies, at least the following activities
must be carried out;

Clinical surveillance/microbiological surveillance which will be
monitored must be determined.

Diagnostic criteria and definitions related to determined infection /
microorganism must be clarified and standardization (It is suitable to




use nationally or internationally recognized criteria for this) must be
ensured.

Data sources and data collection methodology must be determined.

All staff that will perform the steps of examination of diagnostic
criteria, data collection, and data analysis must be trained.

An active, patient-based, forward-looking (prospective) surveillance
system must be established.

Created surveillance system must be easy, accessible and clear as
much as possible.

The results of surveillance must be used for determining policies for
infection control.

Surveillance data must be entered in the national surveillance network
for infections. If there is no national system for this topic, they need
to be a member of these international systems which were created
for this purpose and surveillance data must be shared through these
systems.

Studies for the development of quality in terms of hand hygiene must
include at least the following issues:

Determination of hand hygiene rules
Assessment of hand hygiene adaptation
Studies for the development of hand hygiene adaptation

Determination of Hand Hygiene Rules

When health care workers need to carry out hand hygiene during patient
care is defined by “5 Indication Rule” of WHO (World Health Organization)

“According to “5 indication rule”;

Before contact with the patient

Before aseptic affairs

After contact with body fluids

After contact with the patient

After contact with Patient’s surroundings



Employees must apply the hand hygiene.

In hospitals, there are also a variety of fields in which health services
are given to the patients indirectly without patient care. Laboratories,
pharmacy, sterilization units, pharmaceutical, food and so on and can be
sited as the examples of these fields. The rules regarding hand hygiene
for all areas of health-care must be determined in order to ensure the
safety of both patients and employees and this must be done according
to the rules and practice.

Assessment of Hand Hygiene Adaptation

Hand hygiene adaptation refers to the implementation of hand hygiene at
the right time, with an appropriate method, at the right way and for the
right duration. It not only means washing hand and rubbing hand but also
means doing them in a right way.

Hand hygiene adaptation must be measured by the methods such as
informed prospective observations, monitoring hand hygiene materials
used according to the departments, surveys (for measuring health
professionals’ awareness, knowledge level, following the rules).
According to the data obtained as a result of the evaluations, required
improvements must be planned.

Studies For The Development Of Hand Hygiene Adaptation

At least the following actions must be taken in order to improve hand
hygiene adaptation:

Establishing hand hygiene policy
Determining responsible staff for hand hygiene
Supporting skin care of health professionals
Trainings
Reminders and warning messages
Facilitating the access to hygiene materials
Some factors related to these items are mentioned below in more detail:

Supporting skin care of health professionals

Feedback of health care workers about skin irritation and allergic stories
must be considered and suitable materials must be provided if required.




Trainings

Training on hand hygiene must be provided to all employees. Training
contents and periods must be determined according to occupational
groups and needs identified as a result of measurements. At least issues
below must be included as training content:

Importance of hand hygiene

Hand hygiene methods and indications

What must be considered about hand hygiene
Usage of gloves

Facilitating access to hygiene materials

Supplies for hand hygiene must be provided in all areas of health care. Hospital
must do the necessary planning about access to hand-washing areas and
take measures. The materials such as liquid soap, disposable towels must be
accessible. In accordance with the recommendations in the WHO guidelines,
alcohol-based hand antisepsis must be kept in patient care points. Patient
care points are the places where three elements come together:

Patient
Health staff

Health care or treatment process including contact with the patient or
surroundings within the area of the patient

This concept includes the need for hand hygiene at the point of care
implemented and the time. Hand hygiene product, which is alcohol-based
hand antiseptic, must be easily accessible and be as close as possible
(from the area where patient care is carried out within arms distance). The
areas outpatients have the health care and treatment is also considered
in this context. The aim is to provide the patient to be able to reach the
products next to him/her without leaving the area.

Access to alcohol-based antiseptic is usually provided by pocket bottles
carried by health care workers, wall-mounted dispensers, bedside secured
containers, bottles on table next to the bed or in drug transport cars.

The hospital must identify the conditions in which isolation precautions
must be implemented, the implementing rules and the necessary
physical conditions (separate rooms, enough space between the beds,



enough staff, etc.). Health care workers must receive training on the
subject, adequate personal protective equipment must be provided and
must be ensured that these equipment must work properly for isolation
precautions.

By Republic of Turkey the Ministry of Health, descriptive symbols have
been determined in order to ensure the unity of the application and the
language about isolation precautions in institutions, take advantage
of memorability of visual shapes. It is inspired from various colors of
nature and figures in the creation of descriptive symbols which is aimed
to be a model for the world in this field. These symbols must be used as
determined by the hospital in order to warn the employees in all areas
where the patient present or where the patient is transferred to.

Yellow Leaf:

It used in respiratory isolation. Trees are N )
the natures and the leaves are the trees

lungs. It was inspired from the first digit of

the respiration (solunum in Turkish) and the

first digit of the yellow leaves and in order to

facilitate association, yellow sheet which starts

with ‘S’ was used.

Blue Flower:

It is used in the isolation of the droplet. The
middle point represents the patient and the
leaves surrounding the droplets. Patients are
surrounded by the droplets and they are at
risk of spreading them. Gathering the droplets
around with a single point and with that point
(the patient) wanted to get the attention.

Red Stars:

It used in the contact isolation. Five corners of
the star represents the five fingers of the hand.
And the red color is based on connection,
between drawbacks of contacting the fire and
drawbacks of contacting the patient.




For the ideal use of antibiotics; after the correct diagnosis, correct
antibiotics must be given within the most appropriate route, the effective
dose, optimal intervals and suitable time.

Rational use of antibiotics must be carried out on the basis of hospital
applications include at least:

Policies must be determined regarding the use of antibiotics in the
hospital, and necessary studies must be done and monitored.

For the creation of awareness on the rational use of antibiotics a team
must be set up and that team must be responsible for the planning and
conduct necessary studies on the subjects, the team’s duties, powers
and responsibilities must be identified.

For the rational use of antibiotics in accordance with the principles and
guidelines on antibiotic prophylaxis for the physicians, dentists and
nurses must be prepared. Ensuring that applications to be made in
accordance with this guidance training, information, activities, and so
on. Implications and applications in clinical practice must be organized
(eg, rates of correct use of antibiotics in surgical prophylaxis)

Determining the policies of using antibiotics must be benefited from
international and the national and / or local directories and also local
resistance data must be analyzed.

In the antibiotic susceptibility testing reports, limited notification rules
must be identified and implemented.

The use of antibiotics and bacterial resistance must be monitored on
the basis of institution.

Insulation will be provided to colonized patients with resistant
microorganism.

Determining the types and amounts of antibiotics in the hospital to be
purchased, local data and principles of rational use of antibiotics must
be considered.

Surveillance data on antibiotic resistance and the results obtained for
the principles of the use of antibiotics must be shared with the hospital
administrators and clinicians.



All fields that are used during the initiate of health care and all the tools
and materials that come into contact with human tissues can be a source
of infection. There are various types of transactions applied for in terms
of controlling these areas and tools for micro-organisms:

Cleaning
Disinfection
Sterilization
Asepsis
Antisepsis

Rules of these steps must be determined and following issues must be
identified for these processes:

Application duration

Application range

Application method and related materials
Process of monitoring application efficiency

Cleaning

Policies must be determined for cleaning of hospital, plans must be
created, specific areas of infection and responsible staff must be
identified, in which area, which cleaning materials, by whom and how
to apply and how to check the effectiveness of the applications must
be determined.

Disinfection

With the aim of identifying the disinfection and sterilization methods,
medical supplies and equipment must be classified as critical, semi-
critical and non-critical. (Spaulding classification).

Surface which the disinfection process has been made, materials,
equipment and wastes must be determined.

According to the material applied to disinfection process;
disinfection type, disinfection to be used and operating rules must
be determined.




According to the circulation of the patient and effective disinfection
to take place in sufficient time must have a sufficient number of the
equipment which is used.

Ventilation must be configured to ensure the safety of working
conditions.

Technicians must be trained and status of implementation of
disinfection under the rules of the prevention and control of infections
must be monitored by the responsible staff.

Sterilization

Materials and equipment must be determined for the use of patient
care and sterilization.

Rules and the procedures for the sterilization process must be
determined and in the scope of the rules implementation status must
be monitored by the responsible staff.

For more information please check “Health Services Dimension-
Sterilization Management Chapter”.

Asepsis and Antisepsis

Within the principles of asepsis and antisepsis, implementing rules must
be determined and the health workers need to be trained in this context.

Health care workers are responsible for taking the necessary actions in
order to protect themselves and the patients against infectious agents.
These measures are discussed in three groups;

Measures to be taken before contact: Providing immunity against
possible infections which can be immunized.

Measures to be taken to prevent the contact: Protective measures
to be taken for the risks while providing health services (standard
precautions, isolation precautions).

Measures to be taken after the contact: Immunization, prophylaxis,
management and treatment operations needed to be carried out when
it comes into contact with any infectious agent.



All of the processes mentioned above for taking measures must be
identified by the hospital.

There must be some work to be done for the employees who work at
the hospital to improve the level of knowledge and awareness about
the protection from the infections.

For employees, taking necessary measures against infection must be
provided appropriate working environment and conditions, and the
necessary equipment must be provided.

Routine health scans must be determined with risk analysis within the
basis of section.

The procedures must be determined for the cases with positive scans.
Efficacy of the practices must be followed under the program.

When it comes in to contact with any infectious agent, transactions
to be identified, in order to ensure the implementation and control the
responsible person must be identified.

In the scope of infection control, process of cleaning textile materials
must be monitored, measures must be taken, and continuity must be
ensured.

Supply of foods offered health care providers and service users,
storage, preparation and distribution of this process with the processes
involved in the control of workers must be monitored for infections,
appropriate measures must be taken, and continuity must be ensured.

Ensuring safe removal and disposal of infected waste which is
produced by the health care institutions must be monitored, necessary
measures must be taken and continuity must be ensured.

End of life services, morgue area and its operation must be monitored
in order to control infections, necessary measures must be taken and
its continuity must be ensured.

Ventilation and air filtration systems for the control of infections must
be monitored, appropriate measures must be taken, and continuity
must be ensured.




In the terms of process and outcomes, activities related to control and
prevention of infections must be monitored and required improvements
must be implemented. Routine observations and controls, surveillance
reports, process and outcome based indicators for activities must be
used duringmonitoring and evaluation studies.

Obtained results of monitoring and evaluation must be analyzed,
compatibility with purpose must be determined and improvement
actions must be taken if required.

Obtained results must be shared with management and related staff.

Informative and training activities must be organized related to
employee responsibilities for infection control and prevention.



Sterilization Management

Code | Standard | Code | Assessment Criteria
Polluted, clean and sterile areas in

2 the sterilization unit and working
& conditions in these must be
== 0
@ | determined.
3 fTOhreﬂ;])gocesses § Sterilization, storage, transfer of
S L S materials and related processes
> sterilization must | &
g be identified and L must be kept under control.
wn

controlled. At every stage of the sterilization
procedures, in the scope of time,
device, method, user and evidence
based on control parameters,
traceability must be ensured.

Sterilization processes must be taken under in health care institutions
in order to prevent and control of emerging infectious diseases which
is one of the important steps to take for the safety of the patient and

SH.SY.01.03

employee.

Objectives

»  Patient safety » Healthy work life
»  Activity »  Sustainability

S




Elements that need to be addressed in order to enhance the quality of
sterilization units include:

Measures related to physical conditions in sterilization unit
Process control in sterilization unit
Traceability of sterilization procedures

Physical conditions in sterilization unit is planned according to the process
steps and analyzed in three fields.

Polluted area: Area that can be cleaned and decontaminated

Clean area: Area where packaging and loading to sterilization device
procedures take place

Sterile area: Area where unloading of sterilized materials and storing
procedures take place

In sterilization unit, surfaces must be cleanable easily and disinfectable.

Optimum room temperature and humidity must be determined and
monitored.

Path that unit air follows must be from sterile area towards polluted
area. Ventilation system must provide at least 10 filtered air changes
per hour. Any methods that will create air turbulence must be avoided.

Systems like water, lightening, backup power sources must be
planned and monitored in the scope of sterilization safety.

Storage conditions at sterile areas must be provided in a way that
will not prevent air circulation and will ensure protection of sterile
materials.

Required equipment, working conditions and rules must be determined
considering seperated areas of unit, and procedures related to these
areas.

The sterilization service process comprises of steps in a cycling form:



Transfer from the user units to the polluted area
Cleaning and maintenance

Packaging

Loading

Sterilization

Storage

Distribution (Transfer to the user units)

Usage of material

At each step, working and control rules of properties of materials,
sterilization method, used equipment and user area must be determined
and related training must be provided to responsible staff.

Physical and mechanic controls must be done and recorded depending
on used sterilization method.

Physical-mechanic controls incluede program cycle records
of parameters like pressure, gas concentration, temperature,
humidity, time and records of maintenance, calibration.

Efficacy of sterilization must be assessed using chemical control
methods.

Class 1 procedure indicators must be used on all packages.

Class 2 indicators must be used before starting sterilization
procedure each day.

All packages must include a minimum of Class 4 chemical
indicator.

Sterilization result must be assessed using biological control methods

Hospitals must determine and increase (if required) the minimum
frequency of indicator usage for each sterilization method
considering scientific obligations, material load, patients’ profile,
running frequency of sterilization device.

If a biological indicator result becomes positive, material and
patient must be traced backwards. All sterile equipment delivered
between last and previous indicator with negative reproduction




must be checked, if any of them is used for a patient, patient must
be monitored for infections.

At each stage of the sterilization procedures, in the scope of time,
device, method, user and evidence based on control parameters,
traceability must be ensured.

Definitive information related to sterile material must be present in
patients’ file or who the material is used for must be recorded. If
needed tracing back information about material usage for patient must
be possible.

Material records must include the following information:
Color changes of indicators (User control record)
Information of sterilization date, method and cycle
Maintenance, fixing or calibration records of sterilization device
Device cycle records
Tests related to device (i.e. vacuum pressure loss test, bowie dick)
Biological indicator result
Information about who the material was received or delivered by
Information about stage and person who perform the procedure
Records of quality control for each stage



Drug Administration

Code | Standard | Code | Assessment Criteria

A drug management structure that will
provide an effective implementation of
drug administration and coordination
must be planned.

The basic and critical stages of all
processes in the institution related
to drugs, must be identified and
their methods and rules must be
determined.

The right drug must be provided

SH.iY.01.01

SH.iY.01.02

and safe drug
administration.

g  Institutions at the right time and an effective
=  Mmustensure stock management for drugs must
= oan efficent be provided.

I

w

Drugs must be preserved in
appropriate physical conditions.

In the drug preparation and
implementation stages, precautions
for the patient and worker safety
must be taken.

Traceability of drug processes

must be provided by using

reporting infrastructures and related
improvements must be done.

To minimize the risks about patient and worker safety in all processes
including medicines.

SH.iY.01.06 = SH.Y01.05 SH.IY.01.04 | SH.iY.01.03

&
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Objectives

Patient Safety » Healthy Work Life
Efficacy »  Patient Focused
Productivity » Convenience
Timeliness » Sustainability

Standard Requirments

Management and Documentation

» The first steps in creating an effective drug management system
in your organization are an active management design and
sufficient documentation. Duties and responsibilities related to drug
administration, of people within this management design must be
defined and in order to improve competence of the stuff participating
in all the steps, necessary educational opportunities must be provided
by the institution.

» Documents of drug management must be created by considering the
needs of the organization and critical processes. Documents which
will be created must include the following topics:

Supply of drugs

Duties and responsibilities of the staff participating in drug
management

Storage of drugs

Drug orders

Transfer of drugs

Preparation of drugs.

Drug applications

Control of the drugs that the patient has

Adverse effect reporting

Drug error reports and indicators for drug management
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Hazardous drugs and methods of intervention in the event of an
error

Tables of spesific drug groups In order to provide the drug safety

Drugs with special characteristics should be determined by the
institution in accordance with regulations. Institutions must use user
informative methods (i.e. colored prints, warnings with sounds) to
maintain efficient and safe usage of these drug groups.

Below, are examples of specific drug groups:
Pediatric Emergency Drugs
Drugs with Similar Appearance
Drugs with Similar Spelling and Pronunciation
Psychotropic Drugs
Narcotic Drugs
Light Sensetive Drugs
High Risk Drugs

Drugs of which preparation requires special technical / equipment
/ expertise

The communication staff-wide and between patient and staff is significant
in medicine management within the frame of patient safety. Thus, there
needs to be efficient communication in the institution.

It is necessary to organize trainings for staff to improve their awarness
and information about drug administration.

Patients shall be informed on the medicines that are applied to himself/
herself.

During hospital discharge of a patient, he/she or keeper must be
informed about safe preservation and usage of medicines. The
language that is used must be clear and explicit.

In institutions, the rules and methods of drug purchasing requests
must be determined. Within the scope of these rules, the institution




must define who can request a medicine purchase, the method of
request and also by whom and how the request will be evaluated.

The assessments on the determination of needs, supply requests
and analysis of drug usage shall be taken into consideration while
determination of medicine types and quantities is carried out.

Storage areas for medicines consist of pharmacy and unit storages in
which the medicines are kept over 24 hours.

The entrance to the storages must be limited with the responsible staff
for safety and security reasons.

Medicines must be stored in their suitable preservation conditions. To
maintain these suitable conditions, institutions must met requirements
and monitor values of systems such as air conditioning and light
management.

It is also significant to prevent storage of any materials in the medicine
storages and medicine refrigerators other than medicines and
vaccines.

The boxes of medicines are never to be placed on direct ground level,
also the lowest shelf height must be placed in a way that the medicines
will not be affected by flood.

Location plans of storage areas and medicine refrigerators must be easy
to use and reachable. Also storage location plans must be kept updated.

While the placement plan is being prepared, the specific drug
groups shall be kept in separate places, drugs with similar
pronunciation/spelling/appearance, must be stored far away from
each other to prevent confusion.

Institutions must take required storage measures about psychotropic
and narcotic medicines in all facilities.

Warning methods(i.e.labels) for high risk drugs must be efficiently used.

The institution must determine all authorities, methods and rules for all
phases of demands in comply with the legislations. Abbreviations are



never to be used in the name of the medicines while ordering a medicine.
The drug orders are basically divided into three groups:

Application orders(oral/written/electronic) which are done for
treatment, per patient

Storage orders which are done by units
Supply orders which are done for drugs with low-stock level or used up.

The demands that are transferred to treatment plan must include the
following information:

Full name of the medicine and pharmaceutical form
Application time

Dosage

Application way

Application duration

Necessary precautions must be taken to prevent the breakages and
spillages during the transfer of the medicines.

Required equipment and tools for safe transfer of the medicine shall
be provided by the institution. These equipment and tools may differ
as per the quantity of the medicine to be transferred. (medicine boxes,
forklifts and suchlike vehicles)

The personnel who will transfer the medicines must be trained on safe
transfer issues and intervention in case of breakages of hazardous
medicines.

It is significant for the personnel works in a pharmacy responsible for
preparation of the medicines are qualified.

Additional precautions must be taken for the definition of the disunited
packages (i.e. cut blister tablets). The expiry dates of the all prepared
medicines must be controlled and the orders must be confirmed.

The medicines that require special technical/equipment or expertise
during the preparation must be prepared by a specialist and transferred




to related department for the application process. Color directives
shall be taken into consideration during preparation for the medicines
with colored label.

Medicines that are privately prepared for the patient need to be applied
attentively and the application procedure must be registered.

Application of the medicines must be carried by the personnel
authorized to apply medicine (medical doctor, nurse, inter under the
supervision of nurse etc.) and patient and treatment information needs
to be confirmed before the application. Patients must be monitored
especially after the risky drug applications and it is necessary to be
ready against any adverse effect that may occur. Noticed adverse
effects must be registered and reported.

There mustn’t be any medicine left near the patient, and the medicines
that come with patient must be controlled.

The medicines that are taken from the patient must be controlled and
their expiry dates and physical conditions must be checked.

The medicines the expiry date of which are over and the physical
structure of which are changed, must be destroyed by informing the
patient beforehand.

The traceability and continuation of the data obtained during all phases
within the scope of information management systems are significant
for the efficiency of medicine management system.

It is necessary to establish the data base infrastructure to inform the
authorities on the problems that may arise in any phase and this data
base must be used efficiently.

The problems on medicine management shall include minimum
adverse effects and medicine errors.

The information obtained from the notifications must be coded as per
the current classification systems, the faults and situations must be
investigated by specialists and the detected faults must be improved.



Transfusion Management

Code | Standard | Code | Assessment Criteria
=  Responsible staff related to safe
S implementation and coordination
Safe E of processes of blood and blood
implementation “  products must be determined.
o . .
= ?)?(:)r%%z;dslgztlon &  Risk evaluation related to blood
= S and blood product processes must
= relatedtoblood = & be conduc’?ed .
&  and blood @ '
products must s
be ensured. 5 Necessary precautions related to
E  identified risks must be taken.

To ensure implementation and coordination of blood and blood
product related processes safely

Objectives

» Patient safety »  Efficacy
»  Efficiency » Convenience

S




Responsibilities must be defined in order to carry out and coordinate
blood and blood product related processes safely.

It is needed to establish a policy on issues of supply, preparation,
storage and usage safety of blood components.
Risk evaluation must be done for preparation and usage processes

of blood and blood products. Necessary precautions must be taken
according to determined risks.

SH.TY.02.00

Measures
must be
taken to
ensure safety
in terms of
patients,
donor

and staff
during the
processes of
preparation,
storage and
transfer blood
and blood
products.

SH.TY.02.05 = SH.TY.02.04 SH.TY.02.03 SH.TY.02.02 SH.TY.02.01

SH.TY.02.06

Processes of supply, preparation,
preservation and transfer of blood and
blood products must be determined.

Necessary precautions must be taken
for obtaining of blood and blood
products safely.

Rules for the preparation and
labeling of blood products must be
determined.

Preservation blood and blood
products under appropriate conditions
and follow-up of stock must be
ensured.

Safe transfer of blood and blood
products must be ensured.

Rules must be determined for
disposal of blood and blood products.
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To take measures for ensuring safety in the scope of patients, donors
and employees during blood/blood product preparation, storage and
transfer processes.

Objectives

»  Patient Safety
»  Efficacy

»  Efficiency

» Convenience
»  Productivity

Standard Requirements

Processes’ Determination and Documentation

» Blood/blood product processes for supply, preparation, preservation,
transfer and process rules must be determined and documented.

Areas used for supply, preparation, preservation must be planned suitable
for process in a way that facilitates effective working, and minimizes error
risk.

Safe Blood Supply and Donation Process

Hospital must identify processes related to blood supply and rules of
conduct. Rules for all stages of donation process must be determined, at
least following matters must be regarded:

»  Donor identification, medical inquiry and evaluation must be carried out for
blood and apheresis donations. Donors' criteria for blood and apheresis
products must be determined.

Donor must be informed about all stages of donating process and must
sign in respect of donating blood.
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Records must be kept for accepted/rejected donors. Donor must be
informed when donation was rejected.

Donor evaluation must be conducted and approved (signed) by a
physician.

Rules for blood drawing process must be determined.

Blood donation procedure must be carried out under supervision of a
health employee and apheresis procedure must be carried out under
supervision of a physician. Donors must be monitored for complications.

During donation, process for taking laboratory samples must be designed
in a way that it will minimize microbial contamination risk and prevent
mixing of the samples.

In cases of donation by apheresis; apheresis devices must be used by
trained employees.

Blood and blood products must not be used without compulsory tests
within the scope of the legislation.

ABO-Rh determination must be conducted for each donated blood
unit.

HBs Ag, anti-HCV, anti-HIV and Syphilis (VDRL) tests must be
conducted.

If there are conflicting results; there must be defined procedures
to resolve the situation, to prevent the use of blood and blood
component detected repeatedly reactive results in screening test
for treatment, to store the components in separate area or dispose
them.

In the presence of positive results from verification tests,
donors must be informed and they must be directed for required
procedures.

Cross-matching tests must be conducted.

Donor’s other immune-hematological tests must be conducted.

Procedures for blood products’ preparation must be defined. Additional
procedure stages such as preparation, filtration, irradiation, washing of
blood products must be recorded and determined steps must be followed.



Labeling of blood products must be conducted in accordance with
national and international legislation. Labels must include at least the
following information:

Name of the component

Measuring information in accordance with quality requirements
(volume, weight, number, etc.)

Numerical or alphabetical definition of donor

Name of service unit

ABO blood group, Rh D Group

Donation and expiration date

Microbiology test results

Storage temperature

The name, composition and volume of anticoagulant and additional
solutions

Storage conditions must be designed to protect the optimal viability and
function of blood components during entire storage duration.

Blood cabinets, freezers and shakers’ temperature readings must be
done and recorded. Warning systems must be present for cases when
convenient temperature cannot be maintained.

Device inventory must be kept at transfusion center. Periodic device
maintenance and calibration must be implemented.

Blood/blood product preparation related procedures must be determined
and each steps must be controlled and recorded.

Blood samples which belong to patient and donor must be stored in
appropriate conditions.

Blood samples to be used in tests, which belong to patient and donor
must be stored in appropriate conditions and for appropriate duration.

Disposal rules for samples from donors and patients must be determined.
Disposal records of blood/blood products must be kept.
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Code ‘ Standard ‘ Code ‘ Assessment Criteria

Rules for blood and blood product
requests must be determined.

Measures must be taken to ensure

S Safe transfusion patient safety before, during and

o  of blood and after transfusion.

E blood products

z must be Reactions related to transfusion
implemented. process must be monitored.

Process for monitoring unexpected
and adverse effects by ensuring
the traceability of blood and blood
products must be determined.

To ensure patient safety at all stages of transfusion process.

Objectives

»  Patient safety »  Patient-focused »  Efficacy

SH.TY.03.04 'SH.TY.03.03 SH.TY.03.02 SH.TY.03.0

Standard Requirements

Blood Request Process

»  Application rules must be defined for request forms and requests before
elective/planned procedures and at emergency situations.

»  For the purpose of decided blood/blood product preparation, a request
must be sent to transfusion center by the patient’s physician. Request
form must include at least following terms:
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Patient’s
Name and surname
Protocol number
Treatment unit
Blood group
Transfusion indication

Whether a previous transfusion for patient has been carried out or
not

Blood group or blood products that must be prepared
Amount and type of blood/blood products that must be prepared
Stamp and signature of the physician

All details on blood request form must be filled fully and in accordance
with rules.

When cross match test is needed, blood request form and blood sample
must be labeled and sent to transfusion center.

Transfer of blood/blood products must be done with transfer containers
which will maintain storage temperature.

Transfer of blood/blood products must be done by authorized personnel.

Cleaning and use of containers that are used for the transfers must be
easy.

Pre-transfusion checks, during-transfusion follow-ups and post-
transfusion monitoring and notification procedures must be defined.

Before transfusion, patients or caretaker must be informed about
transfusion by physician and their consent must be taken.

Blood and blood products must be written to treatment plan.

Information of patient's blood and blood product must be checked by two
health employees before the transfusion. At least the following information
must be reviewed during controls:




Patient's blood group
Blood group of blood arrived at unit

Presence of the label which shows that the microbiological tests
are performed and test results are negative.

Date of donation and expiration

Whether product written in treatment plan and the one arrived are
the same or not

Whether there is a leakage from the bag or not

Change in color of product, presence of clot/particle in it
Whether cross-match test has been performed or not
Numerical or alphabetical definition of donor

Storage temperature

Measuring information in accordance with quality requirements
(volume, weight, number, etc.)

Before starting the transfusion patient’s identity must be checked.

First 15 minutes of the transfusion must be done slowly and all patients
must be carefully monitored during transfusion.

Transfusion records must be kept.

If a reaction develops because of transfusion, necessary medical
intervention must be performed, reaction records must be kept and
transfusion center must be contacted.

By starting from donation process, traceability of unexpected and adverse
effects must be ensured in all processes that include use of blood/blood
products. Procedures for preventing reoccurrence must be carried out by
deciding reaction type in accordance with obtained information.



Patient Care

Code | Standard | Code | Assessment Criteria
S Process in regard to patient care
% practices must be planned.
S The patient must be evaluated in
£ terms of care needs.
w
Patient care
processes § In accordance with evaluation results,
o  Mustbe =  care plan regarding inpatients must
S | implemented =  be prepared.
S inaccordance
S with patient = _ o
T needsand = Care pllan muslt pe revised copmdenng
in a way =  the patientss clinical presentation and
that ensures =  updated when it requires.
patient safety. .
S Participation of patient/ caretaker for
% care process must be provided.
w
g Processes related to transfer to another
S healthcare institution or discharge of
% patient must be planned in a way that
@ | ensures continuity of care.

&
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All the patients getting service from the hospital must be provided with
the same standard of care in each stage of the patient care process.

Objectives

» Patient Safety »  Effeciency
» Convenience » Continuity
»  Timeliness »  Equity

Standard Requirements

» Patient care includes the process passing from admission in a hospital
to discharge from the hospital and monitoring time of the patient after
the discharge from the hospital. During this time, with the aim of
ensuring the effectiveness of patient care services to be provided, the
care processes must be defined.

This definition must include at least the following issues:

* How when, and by whom the care service needs of the patient are
going to be evaluated.

« Care planning after the evaluation

«Serving up the planned care to the patient.

» Monitoring of the patient in order to understand the results of the care
» Making changes about care when it is needed

» Determining of the patient's care service needs, care planning, all
stages related to application and monitoring must be practised with a
multidisciplinary understanding and in a cordinatet way by all members of
care team. Relevant procedures must be documented in a synchronous
way.

» The participation of patient/caretaker for care processes must be
provided.
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It must be provided evaluation of the inpatients, care plan and the result
of the follow- up care in a way that can be viewed by all employees.

The patient's care needs, They should be evaluated by medical staff
are to give care service to patients, and for inpatient when they
are admitted to the department, for outpatient in which department
ambulatory health care is taken.

All members of the care team should evaluate the patient in regard to
his/her service field and should identify the care needs of the patient.

During determination of patient’s care needs, general status of patient
must be evaluated physically, psychologically and socialy as a whole
with participation of patient.

Care plan includes patient care needs, goals in regard to these needs
and evaluation of applications.

Continuity of care is essential to patient care applications. Care plans
must be prepared in a way to cover the entire period of time of patients
getting hospitalized service.

Any change or improvements (conditions similar to changes of the
clinical status of patient and drug usage, or any intervention) that
occur during patient care must be reflected to the care plan, and
care plan must be updated if needed. Health care employees must be
aware of updates of care plan.

Processes carried out in the framework of patient care plans must be
recorded concurrently.

The patient/caretaker’s adaptation to hospital/unit must be ensured.
Patient/caretaker must be informed about the rules they must follow
in the hospital, breakfast and meal times, use of phone, how they
can contact health employeess, in what way they can get information
about care services taken, etc.




In patient care process, patient must be allowed to carry out her/
his functions independently and the patient should be encouraged to
participate in their own care.

All people in care team that is involved with patient should approach
patient/caretakers by considering their expectations, needs, and
values. In conversations with patients and caretakers there should be
a positive dialogue.

In all procedures to be performed, patient/caretaker must be informed
about procedure by the one who will perform.

Patient/caretaker must be informed about progression of care
procedure in intervals determined by hospital.

Trainings related to ensuring of continuity of care must be given to
patient/caretakers. Educational content should include patient rights,
use of drugs, issues that need to be considered during care procedure,
discharge education etc.

In the event of risky procedures to be performed, patient must be
informed about procedure by the one who will perform the procedure
and patient's written consent must be taken.

in regard to determined care needs, transfering of patients who are
decided to be transferred to another health institution must be carried out
in accordance with the plan that is created by hospital.

Participation of patient/caretakers must be implemented during transfer
and required information must be provided.

Coordination with institution that patient will be transferred must be
established before procedure.

Information related to diagnosis/treatment, clinical status of patient,
performed interventions must be transmitted precisely and completely
during transfer.

Procedures related to discharge of patient must be planned.



Patients who are decided to be discharged by their physician/specialist
must be informed about after-discharge care at home, drugs to be used,
diet and activity restrictions, future health check dates, etc.

Records of discharge must be kept.

In prepared plan; actions must be determined for cases of existence of
patients that leave hospital without consent of physician/specialist or
decline treatment.

After provision of all possible care/treatment services, in cases that
patient’s death is expected:

Cultural and spiritual needs of patient and his/her family must be
considered.

Management of pain and symptoms must be implemented.
Patient and his/her family must be supported.

S Inall procedures to be made in
In the patient ; patient care process, patient's
o  Careprocess, =  identity must be verified.
~ |mplementatlon § Identification methods must be
S of right S used for implementation of identity
T  procedure for = | yalidation.
&  right patient o
must be < | Patients and medical staff must be
ensured. ; trained about verification of identity
=  of patients.

To perform tasks to the right patient within the context of patient care
practices during applying drugs, transfusion process, taking blood
or other clinical test samples, all kinds of diagnosis, treatment or
Surgery processes.
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Objectives

»  Patient Safety »  Efficiency
»  Efficacy » Convenience

Standard Requirements

Patient Identity Verification
Identity verification can be defined as a set of practices consisting of
ensuring that service user is the right person in a reliable way.

» At all processes between patient’s admission for diagnosis/
treatment and leaving (before any test or process, drug/blood/
blood product applications and during patient transfer etc.) patient
identity must be verified. ldentity parameters may consist of
following information:

* Name and surname
= Date of birth
 Father’s Name
 Protocol number

* File name etc.

Below, there are examples of methods to be used during the identity
verification procedure:

 For inpatients;

/' Verbally asking patient about identity parameters that are
available in patient records and confirmation

v/ Comparison of patient records with the help of identity
parameters written on patient's wrist band.

' Verbally asking patient about identity parameters written in
patient's wrist band and confirmation

* For out-patients;
\/ Patient identity verification with photo ID control
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Comparison of patient records or verbal questioning results
with identity parameters on laboratory test sample container
label

Verbally asking patient about patient’s identity parameters on
test request form and confirmation

Identifier must be used for the purpose of identity verification. With this
purpose

For Outpatients;
Official documents with picture containing patient’s identity information
For Inpatients;

Arm bands/bracelets

Barcode systems

Biometric systems (retinal/fingerprint scan, palm identity verification
system, etc.)

Other methods determined by hospital that can verify patient’s
identity

If arm bands/bracelets are used as identifier, following terms must be
considered:

White arm band/bracelet must be used for inpatients, a red one must
be used for allergic inpatients.

Arm bands/bracelets must include at least patient name/last name,
date of birth, protocol number information.

Information written on arm band/bracelet must be readable and
permanent.

During deliveries, pink arm band/bracelet for female babies , blue arm
band/bracelet for male babies must be used.

If the arm band/bracelet is used, mother and infant arm band/
bracelet with same serial number must be used.

White arm band/bracelet of the mother must be changed with
determined arm band/bracelet according to the gender of the
baby.




On baby arm band there must be at least information such as the
mother’s name/last name, baby's birth date (day/month/year), the
mother or the baby’s protocol number.

Arm bands/wristband must be changed when the mother gave birth,
an allergic reaction is detected and the arm band/bracelet lost its
property.

For patients whose ID is not certain, who stay in the same service with
a similar name, who lost their lives, have physical or medical disability
for use of arm band/bracelet, have an allergy and giving birth, are
twin babies and so on, processes related to patient identity verification
must be defined.

Studies in regard to increase awareness of medical staff about sources
of errors related to identity verification must be conducted, medical staff
must be trained on identity verification.

Patients must be informed about the use of identifiers and the importance
of identity verification.

8 The process in regard to prevention
£ offalls must be planned.
8 Inpatients must be evaluated in

S | Precautions £ regard to risk level of falls.

8 mustbetakenin

L  ordertoprevent 8 _

3:3' falls of patient. ‘i Erecautlons mqst be taken for the
s risk level of patients.
w

Fall events must be monitored.

SH.HB.03.04
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Goal

Prevention of patient falls and minimizing the risk of damage caused
from falls in hospital

Objectives

Patient Safety
Efficacy
Convenience

Standard Requirements

The hospital management must ensure the participation of all employees
to activities in order to prevent the patient falls and must plan the system
for fall prevention strategies in all units in a holistic way. This plan must
include following information;

»

How to determine risks (department/unit-based, patient/disease-based,
etc.)

How to evaluate risk levels of patients (to which patients risk evaluation
will be conducted, which scale will be used for fall risk evaluation, how
to define risk levels, etc.)

What precautions will be taken in accordance with determined risks
(patient/disease-based precautions, environmental precautions, etc.)

Monitoring process for fall events (when, how and to whom the falls will
be reported, how the results will be evaluated, etc.)

Evaluation of Fall Risk

»

Inpatient fall risk evaluations to determinate of risk level must be carried
out. Without carrying out an evaluation, patients of special units (intensive
care and neonatal intensive care patients, babies with 0-3 years of age
and pediatric patients) can be counted as at high risk directly and taking
of necessary precautions can be achieved by hospital beforehand.
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Inpatient fall risk evaluation must be carried out by the relavant unit
nurse followed by patient acceptance to unit. Risk evaluation must be
renewed at patient's inter-units transfer, postoperative periods, a change
in patient’s condition and fall events.

Fall scoring scales must be used for evaluation of inpatient’s fall risk
level. National and international scales such as Morse, Hendrich I, ftaki
Fall Risk Scale, Al-Harizmi Fall Risk Scale (for pediatric patients) can be
given as examples. Precautions to be taken in regard to determined risk
level must be planned.

According to determined risk level, patient, department and hospital-
based precautions must be taken.

Patient-based precautions can be defined as general precautions to be
taken in regard to patients risk levels, specific precautions for the patient,
and the ones defined as specific to risk factors as a result of the risk
evaluation.

Minimum measures to be taken for high-risk patients are as follows:

High-risk patients must be identified by a four-leaf clover symbol.
The four-leaf clover symbol must be used with the control and
decision of the hospital in order to alert the employees working
in all departments in which the patient stays or to which one the
patient is transfered.

High-risk patients’ care must be planned; protective precautions
must be monitored.

High-risk patients’ observation frequency must be determined.
Patient/caretaker must be informed in terms of fall risks.

The following minumum precautions specific to the hospital environment
(hospital-based) must be taken:

Patient room must be made plain, there must not be unnecessary
tools, materials and objects; adequate lighting must be provided in
the room.

Patient beds must be positioned in a way that prevent patient falls.



Walking areas must be kept dry to prevent patient falls. There
must be warning signs on slippery surfaces and there must not be
objects and things that prevent the movement in walking areas.

For patients, there must be holding bars where necessary.

Fall events in hospital must be monitored, statistical analysis must be
done, according to the results of analysis, necessary improvement
activities must be conducted.

Employees’ submission of fall events to reporting system must be
implemented.

The process of employees's
turnovers must be defined.

Panic values notification process
related to diagnostic procedures
must be defined.

Effective

o Regulations in regard to
communication

verbal drug requests must be

SH.HB.04.04 A SH.HB.04.03 = SH.HB.04.02 @ SH.HB.04.01

o .

S between medical implemented.

o  staff in terms _ _

2D of medical Regulations must be implemented

L information for abbreviations, icons, symbols,
flow must be and drug dose that should not be
implemented. used.

During patient transfer between
different units, transmitting of
patient's information accurately
and completely must be ensured.

Process in regard to
implementation of internal and
external consultations must be
planned.

SH.HB.04.06 = SH.HB.04.05
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To prevent patient safety threats that come from communication
problems between health employees.

Objectives

»  Patient Safety
»  Efficacy

»  Effeciency
» Convenience
»  Timeliness
»  Productivity

Standard Requirements

Shift changes between employees, drug requests taken verbally or by
phone, transmission of panic values of test results, abbreviations that
must not be used, use of symbols and icons, patient transfer between
units and internal/external consultations are important processes that
affect flow of information between health employees.

Shift Turnovers of Employees

Shift turnover processes must be defined in hospital. Terms mentioned
below must be taken into account for turnover processes:

» Turnovers must be practised between at least two people as one for
turnover and other for takeover.

» During turnovers, patient must be handed over by both information
transfer via records and patient visit.

» During turnovers, all information in regard to patient care must be
conveyed.
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Panic value is clinical laboratory test result rates that may pose a risk
to patient’s health which patient’s doctor needs to be informed of as
soon as possible and also results that may require advanced diagnostic,
therapeutic and/or prophylactic medical intervention.

When a panic value is detected, relevant medical staff must be informed
about the result as soon as possible. Minimum requirements for panic
value reporting are as following:

Process related to panic value reporting must be planned. This plan
must include what panic values are and how, by whom, and to whom
they must be reported when these values appear.

Panic test values must be reported to related medical staff as soon as
possible.

In reports, individuals’ names who are giving and is given the
panic value report, date and time of panic value result must be
recorded.

Panic value reporting by phone must be verified by back readin
method

Verbal request is defined as the doctor's conveyance of the request to the
nurse in a verbal way in the obligatory cases which the physician can not
give a written request.

Verbal request application must be avoided as much as possible and
its application must be limited except of necessary conditions

In the event that there is no chance for written request and if verbal
requestis inevitable, verbal request must be taken within the framework
of the following factors:

Hospital must determine clear rules about verbal requests.
It must be defined in which conditions verbal request can be used.

A mechanism for ensuring validity of prescribing, authorization
must be provided,




While receiving verbal request, drug name, dosage, application
type and frequency must be stated clearly.

Verbal requests must be verified immediately after they are taken.
Validation must be done as following:

During taking verbal request, request is listened first.
Given request is recorded.

Then written request is reread and its accuracy is confirmed by
the person who gave the request. The one taking request can
read back for confirmation of request by following ways:

Spelling out drug name

Using both generic and trade names of drug names
Specify what purpose it can be used for

Not to use the numbers that can be mixed up during
speaking

Avoding drug names that can be confused in terms of prefix

and suffix aspects. For these, a method can be developed
to help seperative spelling (such as Bursa to B)

If necessary, asking for a spelled repetition of drug name
with drug (such as Bursa to B)

If there is any correction, request is recorded again.

All verbal request, must be rendered to written state as soon as
possible, hospital's medical records must be updated and request
must be signed by the one giving request.

In verbal request records it shoud be stated how (verbally,
telephone, etc.) the request was taken.

In verbal request records, patient's name and surname, age,
weight, drug name, dosage form (tablet, capsule, inhalant etc.),
dose, way of administration, amount and or time, name and phone
number of the one giving the request must be included.

High risk drugs determined by the hospital must be avoided at
verbal requests.

Nurses and doctors must be trained in regard to verbal request
application.



Abbreviations, symbols and tokens that should not be used must be
determined by the hospital and listed.

None of the Abbreviations, symbols and tokens in determined list
must be used at any stage of the processes

Drug requests must be done in a clear and precise way.

Inter-unit patient transfer must be implemented by convenient
transportation management (strecher, wheel chair etc.)

A health care employee must accompany patient during transfer.

During transfer, required personal and care process related information
must be conveyed by involved health employees right and completely
in an understandable way and through practical technics (Handover
communication technics etc.)

Process relatedto Intra- and extra-department consultation implementation
must be planned at the hospital. Minimum topics mentioned below must
be addressed on the issue:

How necessary consultation services for diagnosis and treatment
is going to be provided must be determined.

How records related to consultation will be collected must be
determined.

Intraoperatively pathology consultations related process must be
defined.

External diagnosis material consultation related process must
be defined. (sample transfer, how to report the outcome of
consultation, how to convey consultation report to patient and/or
physician, etc.)

Consultation process must be checked by relevant primary
physician and patient care process must be re-evaluated in
accordance with consultation.
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Code | Standard | Code | Assessment Criteria

Patients must be evaluated for risk

Control of of giving harm to self or others.

patients who
have the risk
of giving harm
to self or
others must be
ensured.

Precautions must be taken for
determined patients.

SH.HB.05.00

Process in regard to
implementation of restriction of
patients must be defined

SH.HB.05.03 SH.HB.05.02 SH.HB.05.0

Goal

Patients with agitation, confusion, aggression status and diagnosis of
dementia, delirium or suicide attempt, some psychiatric patients are
patient groups that have hight risk of giving harm to self and others.
To prevent patient giving harm to self and others in cases of similar
situations.

Objectives

»  Patient Safety » Health work life
» Gonvenience »  Timeliness

»  Continuity

Standard Requirements

Patient’s Giving Harm to Self and Others Risk Assessment

Inpatients who have risk of giving harm to self and others must be
identified and related employees must be aware of the situation.
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Measures to be taken must be planned for patients with risk of giving harm
to self and others. The minimum measures to be taken are as following:

Patients with high risk of giving harm to self or others must be
observed more frequently.

Arrangements must be made to provide healthcare employees an
easy access to patient when needed.

Patient’s room must be environmentally safe. (Proper lighting,
furniture, prohibition of accessory usage, secure windows etc.)

Necessary patient care applications must be determined with a
psychiatric consultant.

According to the decision of physician, when minimum precautions
aren’t enough, movement restriction or isolation can be implemented
for uncontrollable patients.

For isolation;
Rules must be determined for patients in isolation room.

Patient observation must be avaible for isolation room and
precautions must be taken to prevent self harm risks.

According to the decision of physician, when minimum precautions aren’t
enough, movement restriction can be implemented for uncontrollable
patients.

Limitation or movement restriction can be defined as ensuring physical
activity control by limiting movement capabilities of some parts or whole
body to prevent giving harm to self or others.

Patient restriction can be carried out both chemically or physically
restraint.

Chemical restraint is described as keeping patient’s movement freedom
and behavior under control by using medical drugs.

Physical restraint is when there’s a patient with high risk of giving harm
to self or others, restriction of patient’s physical movement manually by
attaching materials or mechanical tools to patient’s body that can’t be
easily removed by the patient.




Patient restriction process must be defined for hospital. Definition
must cover at least the following terms:

Types of restrictions and cases in which applicable

Implementation by order of physician, decision making of type and
duration of restriction by physician.

Patient mobilization for long term restrictions at intervals that are
determined by the physician.

Restraining order must be included in treatment plan.

Treatment Plan must include the date and time of the restriction
beginning, frequency of application controls, the date and time of
the restriction termination.

Decision on continuity of restriction must be reviewed at least once
every 24 hours.

The materials used must allow the patient to move while not disturbing
blood circulation.

Patients that can not be restricted must be defined. (Perfusion faliure
was diagnosed, patients who had an amputation, patients with a
fistula etc.)

Restricted patient’s privacy must be implemented.

If possible, patient must be informed about restriction application,
why this is done when it will finish and importance etc.

If the patient movement restrictions are applied,;
Equipment for movement restriction must be ready to use.

Status of the zone restrictions must be considered in terms of
skin integrity and circulation during the application by health care
worker.

Care needs of the patient must be evaluated and recorded in
terms of nutrition, excretion, oxygen need, mobilization and
hygiene.

Necessary care must be provided in accordance with established
plan prepared for patient’s care needs.
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Code | Standard | Code | Assessment Criteria
=  Process in regard to patient groups
Standardization $  with specific conditions and
o | ofcare £ implementation of care service for
o . T A
S praptlces for @ | these groups must be defined.
o | patient groups
i with specific ~  Special procedures and
@ | conditions must $  applications for patients with
be implemented. % specific conditions must be
@ | defined.

Goal

Standardization of unit-based care practices for patient groups who
have specific conditions in framework of scientific principles and
recognized approaches.

Objectives
»  Patient Safety »  Efficacy »  Convenience
»  Timeliness »  Faimess

Standard Requirements

Specific Patient Groups and Determination Processes for
Spesific Group Oriented Practices

» Terms below can be given as examples for specific patient groups.
Hospital must determine its specific patient groups in accordance
with following terms:

 Patients on life support and in coma
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Newborns

Intensive care patients

Dialysis patients

Patients receiving burn treatment
Psychiatric patients

Patients receiving nuclear medicine service
Radiation therapy/chemotherapy patients
Physical rehabilitation patients
Terminal-stage patients

Geriatric patients

Immunocompromised patients

Patients receiving Total Paranteral Nutrition(TPN)
Patients who have suffered abuse

Processes related to specific patient care paractices must include at
least the following issues:

Service provision processes

Environmental conditions of service provision areas
Required equipment

Special care practices and procedures

Custom practices and procedures must be defined in accordance with
care needs of specific patient groups.

Some of these custom practices and procedures are as following:

Adult and neonatal intensive care patients must be evaluated by using
scoring systems to determine the severity of the disease. Unit service
quality must be observed by comparison of results gained from
scoring system (Approximate mortality rate) and real mortality rate
stats.



Patient-based pressure ulcer risk evaulations for intensive care unit
patients must be implemented, measures must be taken in accordance
with risk levels.

Indications must be determined for intubation, extubation criteria and
ventilation methods.

Instensive care unit admission and discharge/transfer criteria must be
determined.

Temparature shoul be monitored in newborn infats receiving
photothreapy, measures must be taken to protect the eyes of newborn.

Intra-incubator oxygen concentration must be monitored for patients
receiving oxygen therapy in neonatal intensive care unit.

Dialysis machines for infected patients must be separated and
identified in dialysis unit.

Dialysis patients’ Kt/v or URR values must be periodically calculated
and monirtored.

Transportation service must be implemented for dialysis patients by
suitable vechile and attendant provision.

“Delivery Management Guide” must be used for delivery patients, and
all deliveries excluding emergencies must be monitored by partograph
or similar observation tools.

Delivery process must be taken under control by using WHO “Safe
Delivery Control List”.

Newborns must be observed in accordance with “Baby and Child
Monitoring Protocol”, observation counts and content within first 24
hours must be recorded. Observation of patient after delivery must
be implemented in accordance with “Postnatal Care Management
Guide”, observation counts and content within first 24 hours must
be recorded. Mother and baby must be observed after delivery for
24 hours if procedure is a vaginal delivery, otherwise in cases where
casesarian section takes place, observation period increases upto 48
hours.

In units where electroconvulsive therapies (ECT) are carried out, there
must be preparation room, practice room, recovery room. Units’ air
conditioning and lighting must be ajdusted appropriately.




Electroconvulsive therapy patients must be famished at leaset four
hours prior to the planned operation.

Areas that are used by patients that receive radioactive drugs for
treatment must be separated.

Rooms used by these patients must be shielded and their sinks
and toilets must be separate.

Patient’s blood, feces and urine can only be sent to sanitary sewer
system once the radiation level decreases to acceptable values.

Following protective precautions for radioactive drug therapy patients
and their environment must be taken:

Amount of radioactive dose given to patient, radioactive dose
remaining at discharge and radioactivity level in one meter
perimeter of patient must be recorded.

Patient must be discharged taking into account remaining
radioactivity and dose rate.

Patient must be informed verbally and in writing about rules to be
followed after discharge.

Fluid replacement therapy must be watched closely for burn
treatments.

Patient-based programs must be done for oncology patients’
treatment methods and dates. Treatment dates (chemotherapy and
radiotherapy) must be compatible with each other for patients who
will receive concomitant treatment.



Radiation Safety

Code | Standard | Code | Assessment Criteria

A committee related to radiation
safety must be established.

SH.RG.01.01

Measures must
be taken in The areas where there are

o
o N
= ordertoprovide S radiation-emitting devices must
o radiation safety G be determined and protective
—  for patients, =  measures regarding these areas
@ | caretakers and must be taken.
employees. -
S Rules of practice must be
§ determined for procedures
= involving radiation.

To take measures to reduce radiation exposure of patients and
employees in radiation zones.

Objectives

»  Patient Safety »  Employee Safety
» Healthy work life »  Efficacy
»  Timeliness » Convenience

S




A hospital committee must be formed in order to carry out radiation safety
activities. This committee must carry out at least the following activities:

Reducing risks generated at medical radiation practices
Necessary planning for measures to be taken

Decision making in terms of patient and employee safety evaluation
by monitoring radiation sources

Monitoring implementation of decisions

People responsible with tracing process or section-based activities
aiming to provide radiation safety for patients and employees must be
assigned by committee.

Some of the units with radiation at hospitals are below:
Radiotherapy units
Nuclear medicine units
Radiology units
Angiography units
Surgery rooms where fluoroscopic devices are used
Dental x-ray units
ESWL (stone breaking) units

Radiation zones must be defined according to practice features in hospital.
Radiation zones must be classified in accordance with radiation levels.
Radiation/radioactivity measurements must be performed at regular
intervals in radiation zones.

Considering determined radiation zones’ features, medical radiation
practices and radioactive drug use; patient, caretaker and employee
safety focused rules of practice must be determined. Measures must be
taken to reduce radiation exposure.



For regulatory purposes, licensing process must be implemented by
authorized agencies or institutions.

Shielding must be done in zones with radiation sources.

Warning signs must be placed in radiation zones.

Appropriate ventilation conditions must be provided in radiation zones.
Waiting rooms must be outside radiation zones.

Physical arrangements must be planned in a way that ensures keeping
patients, caretakers and employees as far from radiation source as
possible in medical radiation practices.

Waiting time in radiation zones must be reduced.

Necessary measures must be taken to ensure radiation safety in
surgery rooms with fluoroscopic devices.

Measures to be taken in case of accidents which threats radiation safety
must be determined. In nuclear medicine practices, environmental
radiation and contamination must be routinely measured and recorded.

Waste from use of radioactive materials must be kept under control.

Protective measures must be taken for patients who take radioactive
materials for treatment purposes and their environment.

Patient’s use of necessary protective equipment must be ensured.

Only part of the patient’s body to be imaged must be exposed to
radiation.

Within framework of measures to reduce radiation exposure, patients’
stay duration in imaging rooms must be as low as possible.

Inquiries about the pregnant woman or pregnancy suspicion must be
made in request and application period separately.

If it is obligatory to irradiate a pregnant woman or a woman with
suspected pregnancy, they must be informed about radiation safety
and protective measures must be taken.

Patients must be informed of points to be careful before a specific
procedure (angiography, radiotherapy, etc.), and implementation must
be checked by healthcare employees.




Arrangements must be established to ensure patient comfort and
privacy at all stages of medical irradiation and treatment. (Preparation
room/cabin for patients’ use, cover for patients' use during imaging,
etc.)

In imaging for children, measures must be taken in order to reduce
exposure, and imaging repetition must be kept at minimum.

Doors of imaging unit must be kept closed during radiation procedures.
Caretakers must not be allowed into imaging area unless it's

necessary, and they must use protective equipment if they are needed
to be inside.

Preventive measures must be taken in medical irradiations to be
performed outside radiation zones (clinic, intensive care unit, etc.)

Arrangements must be done so that patients can rest after interventional
procedures. Necessary arrangements must be done in the scope of
legislation for patients who use radioactive medication and patients/
caretakers must be informed of points they should be careful about.

Calibration and quality control tests of radiation-emitting devices must
be performed in accordance with their frequency of use.

Processes regarding diagnosis and treatment procedures involving
radioactive material use must be determined.

Employees must use protective equipment.

Radiation protections must be inspected. (at least once a year and
when necessary)

Employees’ personal dosimeter usage must be ensured.

Necessity for personal dosimeter use in surgery rooms with
fluoroscopic devices must be determined by radiation safety
committee.

Dosimeter results must be monitored, evaluated and improvements
must be implemented when necessary.



Laboratory Services

This part of “Standards of Accreditation in Health (SAS)” covers medical
laboratories such as microbiology, biochemistry, pathology, tissue
defining, genetics which are located in the hospital.

Code | Standard | Code | Assessment Criteria
In laboratory, designated areas for
Laboratory =  acceptance of samples, preparation
o  Physical = prior to analysis, reporting of results
S | environment E after analysis must be arranged in a
E must Pe @ | way that ensures safety of samples
=  established and tests.
& inaway that &
ensurestestand = = Inall areas of laboratory, a healthy
employee safety. E work environment must be ensured.
w

Goal

To create a working environment for laboratory employees and
establishing physical conditions in a way that ensures appropriate
delivery of patient materials, storage, analysis and test result
reporting in laboratory

Objectives

»  Patient Safety »  Healthy Work Life

S




In Laboratory; required zones for processes such as acceptance of
samples, pre-analysis preparation, during and post-analysis storing,
archiving and reporting of results, required physical conditions (zone
size, planning for efficient and safe use, zone temperature, humidity,
ventilation conditions, regulations for entry, exit and emergency
situations etc.) must be determined.

To ensure determined conditions for these zones, necessary checks
must be done and observed.

Supply and usage in appropriate conditions of required equipment for
test and employee safety in laboratory must be ensured.

A guide including general information
on tests being performed in

A test guide § laboratory, rules about extraction,

must be E transfer, acceptance of samples, test
-  Prepared for % methods, reporting of results and
I~ informing of interpretation must be prepared.
S  healthcare N
5 workers & Guide must be accessible by health
L responsible E care professionals.

with out of B

laboratory 8

Processes. % Related healthcare staff must be

=  informed about the use of guide.

To ensure test process related employee informing in a correct and
efficient way, and access to necessary documents in purpose of
ensuring test safety at out of laboratory processes.
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»

Objectives
Patient Safety » Efficacy
Efficiency »  Productivity

»

Standard Requirements

An informative guide for process between test request and use of result
for patient’s benefit must be prepared and be available to relevant
employees.

Preparation of Test Guide for Laboratory

» A test guide in accordance with scientific data, that reflects its unique
conditions, consisting of all performed clinical samples must be
prepared.

» Laboratory test guide must contain at least up to date information
about following topics:

General information on laboratory tests carried out
Taking samples

Transfer of samples

Rules regarding acceptance of laboratory samples
Test methods

Information on reporting and interpretation of results

» Laboratory test guide must contain general working principles of
laboratory and information on clinical processes out of laboratory;
also in guide, special explanations for tests must be addressed if
needed.

Laboratory Test Guide Accessibility and Informing

» Up to date version of test guide must be accessible at all points
between test request and use of test result for patient’s benefit.

» Relevant employees must be informed about how to access and use
test guide.
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Code | Standard | Code | Assessment Criteria

SH.LH.03.00

S Rules and procedures between test

E request and analysis must be defined.
Check of
pre-analysis o Rules regarding test requests must
laboratory 2 be determined and information
processes E and guidance provision for related
must be © | physicians must be ensured.
jEAEARE ek «  Training must be provided for related

8 healthcare staff about extraction,

E transfer, acceptance of samples and

@ | pre-analysis preparation.

Goal

To ensure laboratory test accuracy and reliability by taking processes
between test request and analysis under control.

Objectives

»

»

»

»

»

Patient Safety
Efficacy
Efficiency
Productivity
Convenience

Standard Requirements

These standard requirements cover before and during pre-analytical
process.
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Information and guidance support must be provided by laboratory in
regards to ensure clinicians to make correct test request, by using
tools such as providing information on indications in test guide, verbal
briefings, training etc.

Physician responsible with clinical trial of patient must fill required
information completely during test request. If needed, patient’s specific
information which may affect clinical interpretation must be provided.

Relevant clinicians must provide necessary support to laboratory
specialists about determination of tests to be performed.

At diagnosis and planning treatment of patients, rules regarding
taking samples for tests excluding urgent ones must be determined
considering requirements such as disease stage, circadian rhythm
and effects of hunger etc.

Sufficient information regarding self-sampling must be provided when
task is needed to be performed by patient.

Sample date must be correctly recorded.

Request, taking sample, sample acceptance or rejection must be
recorded on information management system (IMS) as separate
stages and must be viewable by authorized users.

Training must be provided for employees involved in sampling process.

Informing must be done about issues such as transfer containers to
be used during sample transfer to laboratory, transfer method (manual
methods, pneumatic system etc.), appropriate sample position and
transfer temperature.

Maximum acceptable sample transfer durations must be determined.

Training must be provided for assigned employees about performing
transfer task using correct method and in determined duration.

Physician responsible with patient’s clinical trial and other health
employee must follow rules regarding sampling and transfer.




For purpose of tests to give reliable results, regulations must be done
regarding convenience evaluation of samples delivered to laboratory
and sample acceptance/rejection.

In records regarding sample acceptance/rejection, date, time, unit
which the samples are sent from, by whom it was accepted/rejected,
reason of rejection(if the sample is rejected) must be included.

Laboratory samples must not be processed before acceptance.

Acceptance or rejection of samples must be done through information
management system.

Training must be provided for relevant employees about how
acceptance and rejection procedures are carried out.

Analysis must be carried out regarding rejected samples, considering
reasons for rejection and unitinformation where rejected sample is taken.
Required corrective and preventative actions must be implemented.

Rules regarding pre-analysis sample procedures on test basis must
be determined and related training must be provided for relevant staff.

S Rules and procedures between
=  analysis and verification of result
T must be defined.
- Check of analytic
| e S Rules must be determined for the
= related to < safe and effective use of devices in
= laboratory = laboratory.
T tests must be ®
ensured. o L
«  Validation/verification and
& continuous quality control activities
E related to reliability of test results

must be implemented.
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Goal

To ensure continuity of quality improvement activities regarding
laboratory analytical processes and patient safety.

Objectives

»  Patient Safety
»  Efficacy

»  Efficiency

»  Productivity
» Continuity

Standard Requiremnets

Laboratory analytical process covers the following topics:
»  Performing tests

» Device Management

» Method Validation/Verification

» Quality Control Activities

Performing Tests

» Informative and comprehensive documents must be created in a
way that consist all stages of performing test process for purpose
of ensuring standardization of performing test process and taking
performing process under control.

» These documents must include at least the following sub-processes :

+ Definition of cleaning, maintenance, repair and calibration
processes related to devices to be used in test process

* Preparation and control of kits/materials to be used
 Test calibrations, internal and external quality assessment activities
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Test process

Result approval
Document must be revised when there is a change in testing process.
Training must be provided for employees about document and revisions.

Arrangements regarding control and safe use of all devices and
equipmentthat are used in laboratory test process must be implemented.

Identifying information must be recorded for the devices. These
records must include at least the following information:

Device name

Device brand and model

Date of production and start of service
Serial Number

Representative company information

A file that contains information about device’s testing process must
be prepared, information in the file must be ensured to be up to date
and understandable by employees. This file must include at least the
following information and documents:

User Guide or removable media device containing guide (CD, DVD
gtc.)

Test or calibration records and certificates of device (Optional)
Quality control results (Optional)

Device maintenance forms

Failure notification forms

Company contact information

User training certificates

Training must be provided for device users about use of device,
maintenance/cleaning of device, most frequently encountered
problems during use and how these problems must be overcome.

Records on device failures, failure notifications and repair processes
must be kept.



Quality control activities are implemented actions for purpose of ensuring
reliability of test procedure under administration of laboratory specialist,
testing and keeping under control that tests give results in convenience
with expected aim.

Sample features used in internal quality control activity must be similar
to or same with routine patient samples. Samples must be processed
in same procedure by using same methods.

Internal quality control test levels and testing period must be
determined in accordance with test type by taking test directions or
international guidelines as basis.

Inthe event of a change in test process or after device failure/maintenance/
calibration, internal quality control activities must be carried out.

Which values are going to be accepted must be determined regarding
internal quality control results. Corrective/preventive actions must be
taken for inconvenient results.

If there are inconvenient results in internal quality control activity,
patient samples must not be processed.

Internal quality control results must be recorded electronically or in
hard copy. In order to ensure traceability of activity in these records,
date/time information, test results, results obtained from corrective/
preventative actions for inconvenient test results must be included.

Training must be provided for employees on internal quality control
process.

Which tests are to be included in which external quality program must
be determined and external quality assessment must be conducted in
compliance with working conditions that after-subscription program
requires.

External quality assessment activities must be carried out considering
terms below:




External quality assessment test sample must be processed in same
routine patient sample procedure by using same methods.

Remaining sample from external quality assessment must be stored
in appropriate conditions until test conclusion.

Assessment results sent by external quality assessment program
must be evaluated by a laboratory specialist.

If assessment results are inconvenient, related root cause analysis
and necessary improvement actions must be carried out.

External quality assessment results, who it was evaluated by, root of
problems (if exists) and related corrective/preventative actions taken
must be recorded.

Method validation/verification must be carried out in order to
determine conditions that ensure expected performance during
routine use of tests performed in laboratory, to check if tests give
results in compliance with expected aim and to keep it under control.
(See Clinical Laboratories Method Validation / Verification Guide)

In validation activities, method accuracy, precision, analytical
specificity, effective factors, analytical sensitivity, limits of detection
and measurement, measuring range, reference range, diagnostic
specificity and sensitivity information is obtained.

Implementing a full validation is not necessary when standard
and validated methods (such as CE and FDA approved ones)
are used. In this case, verification activity must be carried out
for laboratory proficiency. In verification activities, verification of
method accuracy, precision and measurement range information
is enough by using less data. Also, reference range for method
must be verified.

Measurement uncertainty regarding quantitative tests must be
determined for result evaluations, deciding in accordance with
measurement results, measurement result comparison, determination
of compliance in accordance with limit values, and detecting laboratory



performance that performs the test. (See Measurement Uncertainty in
Clinical Laboratories Guide)

In cases that measurement uncertainty is incompatible with aim
of analysis result, expected uncertainty level must be achieved by
carrying out either method change or required method improvements.

Tests’ measurement uncertainty data must be accessible when needed.

Check of
post-analysis
processes
related to
laboratory
tests must be
ensured.

SH.LH.05.00

SH.LH.05.02 | SH.LH.05.01

SH.LH.05.03

SH.LH.05.04

SH.LH.05.05

Information which is required
to be in result reports must be
determined.

Reporting of test results timely and
accurate must be ensured.

Rules for interpretation of test
results and clinical suggestions in
reports must be determined.

Process of safe and effective
reporting panic/critical values must
be defined.

Rules related to preservation and
archiving of leftover biological
materials, uncompleted analysis
samples and reports must be
determined.

To take necessary measures in test processes that take place after
results’ approval for ensuring use of results for patient’s benefit and

patient safety.




Patient Safety Efficacy
Convenience Timeliness
Continuity Patient-Focused

Out of laboratory processes that take place after results’ approval consist
of during and after post-analytical processes. These processes cover
reporting of patient’s test results and use of results for patient’s benefit.

Minimum information to be included in test result reports must be
determined by laboratory.

At least following time parameters must be included in reports:
Date and time of sampling
Date and time of acceptance to laboratory
Date and time of result’s approval

Clinicians' opinions and suggestions on design of the result reports
must be considered. Report format must be designed dynamically
with ability that limitations of samples and interpretation of laboratory
specialist can be integrated as needed.

Minimum requirements of test completion time and informing on
these periods are as following:

Test completion time must be determined separately for
emergency and other tests considering hospital conditions, needs
and scientific requirements.

When determining completion time; considering tasks such as
maintenance and cleaning of device, quality control activities,
determination of optimal time must be taken as basis on not the
minimum. For emergency tests, considering patient’s clinical
condition, minimum test completion time must be taken as basis.



Health care employees must be informed about determined time
periods.

Patients must be informed about the time of obtaining results.

How to carry out informative activities must be determined when
a change occurs. (Equipment failures, automation issues, etc.)

In framework of determined rules by laboratory and in cases when
needed, Information and guidance support for clinicians must be
provided regarding interpretation of results. Here are a few practices
that can be addressed within the scope of information and guidance
support concerning interpretation of results:

Reference ranges
Notification of test results with panic/critical values on time
Including information about processing method in test guide

Providing clinician access to measurement uncertainty information
when needed

Adding laboratory specialist interpretations and recommendations
Additional test practices

Performing a pre-defined test (by clinician or laboratory
specialist) added to system when a test results in a determined
range (reflex tests)

Recommended patient-specific tests which are advised by
laboratory specialist related to evaluation considering patient’s
clinical condition and test results. (reflection tests)

Showing traceability of laboratory processes about sample and
test at final report (minimum time parameters)

Discussing test results, diagnosis/treatment processes of specific
cases at regular meetings (with participation of clinical and
laboratory staff)

Issues to be considered on interpretation of results are as following:

Authority of adding explanatory text/comment must belong only to
relevant laboratory specialist.




Laboratory specialists must be careful about knowledge that is
used in this field for being evidence-based, adequate and up to
date.

Becoming complicated of final reports using unnecessary
information must be avoided.

Panic values for tests and rules for panic value notification process
must be determined. At this step, following terms must be determined:

Which tests are included for panic value application
Which values are to be accepted as panic values on related tests

What notification rules are going to be in case of presence of a
panic value

Whether related test will be repeated or not for test results with
panic values and whether resampling will be requested or not

How to set up test-based processes related to panic value results
that repeat for the same patient

Comments of clinical specialists must be obtained when determining
panic values and it must be considered that panic value list can differ
according to clinical specialty.

Determined panic values must be defined on information management
system.

In the event of a panic value presence, a warning system must be
established on information management systems to enable laboratory
employees notice the panic value.

Panic values for manually performed and manually entered test
results must be defined on IMS.

Warning system must be established in a way that can be noticed
by laboratory employee before test result’s approval.

When panic value is noticed, notification of patient’s physician or nurse
must be done as soon as possible in accordance with determined rules.

Records related to panic value notifications must be kept. These
records must include at least the following information:
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* Patient’s name and surname

* Protocol number

< Unit

 Testname

= Panic value result

« Date and time of test result

= Person who performs panic value notification
» Person who is informed of panic value

« Date and time of notification

Archiving

» According to laboratory types and test profiles, how and for how long
remaining biological materials from test samples are to be stored
must be determined considering test repetitions regarding patient
safety and legal processes.

»  According to laboratory types and test profiles, rules regarding storage and
archiving of completed analysis samples and reports must be determined.

» A practical and traceable method must be used for archiving.

Code Standard | Code | Assessment Criteria
Traceability of

o
§ :gfaferg (;gsses S Records must be kept in regards to
T laboratory = ensure traceability of samples and
T tests mustbe %  testsin all processes

ensured.

To ensure test processes’ traceability for obtaining data related to
analysis and improvement of laboratory processes.
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Objectives

Efficacy
Efficiency
Timeliness
Continuity
Patient Safety

» Traceability of taken sample and test must be ensured in laboratory
records at all stages between pre-analytical and post-analytical
processes.

» In laboratory information management system, at least the following
entries about testing process must be included:

Patient’s name and surname

Protocol number

Request date and hour

Physician's name, surname and unit who made the request
Sample type

If necessary, body part which sample was extracted from
Sampling date and time

Date and time of sample acceptance to laboratory and by whom it
was accepted

If available, test repetitions and results
Date and time when result is approved

Name and surname of employee and laboratory specialist who
has approved result
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Code | Standard

Measurement
parameters
related to
performance
measurement
and
improvement
of laboratory
processes must
be determined
and monitored.

SH.LH.07.00

| Code | Assessment Criteria
S Indicators related to performance
g measurement of laboratory
Z  processes must be determined.

SH.LH.07.02

Results of indicators must

be evaluated; monitored and
required improvements must be
implemented.

Goal

To determinate areas open to improvement, monitoring and providing
continuous improvement by converting quality activities performed
in laboratory to a measurable format.

Objectives

»  Patient Safety
» Efficacy

» Efficiency

»  Gontinuity
»  Timeliness

Standard Requirements

» In laboratory, indicators which provide performance measurement
qualitatively and/or quantitatively for each process must be

determined.
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Following issues must be addressed in activities for performance
monitoring and improvement via indicators:

* Indicator cards must be created. (See Performance Measurement
and Quality Improvement Section)

* Employees who are responsible with indicators must be
determined.

* Indicator calculation method must be determined.
* Indicator targets must be determined.
= Data collection and analysis methods must be determined.

* Improvement actions must be carried out in accordance with
analysis results.
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Safe Surgery

Code | Standard | Code | Assessment Criteria
S Patient safety 5 Precautions regarding patient
S mustbeensured & | safety before, during and after
(db) q g (&) . . q
&  insurgical = the surgical intervention must be
&  interventions. @ taken.

To ensure patient safety solutions of WHO and international protocol
convenience of surgical operations in in safe surgery which has a
significant place in terms of preventing medical errors.

Objectives

»  Patient Safety
»  Patient Focused
» Efficacy

»  Efficiency

» Fairness
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Hospital must document procedure steps and rules related to safe surgical
processes. In documents, at least following terms must be mentioned:

Rules related to surgical processes

Parameters related to operation room environment
Entrance and exit rules for operation room

Drug, material and device management in operation rooms

Rules regarding employee safety

Patient must be informed verbally by surgeon and anesthetist about
surgical and anesthetic interventions. By this informative procedure,
patient must have information regarding disease and treatment,
offered operation and its risk and when, where and by whom the
operation will take place.

After giving the right to decide on his/her own freely to the patient,
consent form which shows that patient accepts offered surgical
intervention and anesthesia method must be signed by patient.

Before surgical intervention, surgical area must be marked. Terms
mentioned below must be taken into account in marking surgical area:

Marking must be done by the person who is going to conduct
intervention or one of the intervention crew doctors. Marking must be
done before transferring patient to operation room.

For conscious patients, marking process must absolutely be done
when the patient is conscious and area to be marked must be
confirmed by patient.

Marking must be done with a method that has been defined before, in
a clear and comprehensible way.



Area that is to be operated must be marked. If there are more than one
areas, all of them must be marked.

Marking must not be erased easily. Marking must not be erased when
cleaning operation area.

Marking must not be done at or close to the operation area and must
be clear.

Contraindications regarding marking surgical area must be defined by
hospital. How confirmation process will take place must be defined in
case of a contraindication presence.

“Surgical Safety Checklist” which was created by World Health
Organization(WHO) was uniquely developed for Turkey in 2009 and put
into practice as “Giivenli Gerrahi Kontrol ListesiTR”.

Surgical Safety Checklist consists of 4 sections:
The period before patient leaves clinic (before leaving clinic)
The period before anesthesia is inducted (before anesthesia)

The period after anesthesia is inducted and before surgical incision is
conducted (before skin incision)

The period before patient leaves operation room, during wound
closure or just after wound closure (before leaving operation room)

Responsibilities regarding applying the checklist must be defined
for all phases and Surgical Safety Checklist must be implemented
effectively.

All steps must be checked verbally in order to ensure that key activities
are implemented. Person that applies checklist must check whether
mentioned tasks are completed or not at all phases and if completed,
he/she must allow progressing to the next phase.

Surgical Safety Checklist must be archived in patient’s file.

Patient identity must be verified in every stage of the transfer (operating
room, recovery room, intensive care unit or hospital ward) and patient
transfer must be completed with related paperwork and records.




Precautions must be taken for the safety of transfer. Patient must be
transferred in company with health employee.

Process regarding delivering valuable belongings and removable
prosthesis of patient before the operation must be defined.

Process regarding securing the belongings of patient must be defined.

Last control for irremovable belongings or prosthesis must be done by
the operation staff.

Patient must be reviewed by anesthesiologist and reanimation
specialist and according to the condition; anesthesia method and
necessary premedication must be planned.

Necessary preparations before planned and urgent operations must
be defined and planned.

In cases where it is considered that there is a bleeding risk in
preoperative period, planning must be done regarding blood or blood
products. Within this plan, blood and blood products that may be
needed during the surgery must be accessible.

Medicine and materials that are going to be used in the surgical
operations must be provided and necessary controls must be done.
Related devices must be ready for use.

Patient and caretaker must be informed about preoperative
preparations and key points. Health personnel must control the
necessary preparations.

Surgical prophylaxis guide must be formed within the framework of smart
antibiotic use principles. Committed practices must be monitored within
this guide and if necessary, improvement actions must be carried out.

Rules regarding taking the patient out of operation room after the
surgery, recovery unit and/or intensive care unit must be defined.



Standards of Accreditation in Health - Hospital Kit

» Al records must be kept at all phases and information and files related
to the patient must be transferred to the next phase safely.

» Patient must be monitored closely in the postoperative period,
observations regarding complications and risks that may threaten
patient safety must be planned and these observations must be
recorded.

Safety of Tissue Taken for Diagnosis

Regulations regarding correct labeling of tissue samples taken during
surgical interventions for diagnosis and delivering them to related
laboratories must be implemented. Training must be provided for related
staff regarding securing the safety of tissue sample.

Records

All files of surgical intervention must be kept complete and correct for
assisting care and treatment’s safety and continuity.

.........

| V SURGICAL SAFETY CHECKLIST™ | Procedure site
s’

...........

26. Torms confirmed verbally
OPatien,

0 Completed procedure,
DOProcedurs site

11. Surgery site has marking 27. Equipment, spongelcompress and
OYes. O Unsuitable for marking ducted

needle counts are conc

OYes/Complete  ONo

12. Anaesthesia Safety Check List is
pleted
OYes

13. Pulse oxymeter device is put on and
operational

Oves
O Risk evaulation of patient

14. Does patient have a known allergy?
ONo Oves

15, Surgery room has needed medical
imaging devices
ONo Oves
30, Unit that patient is going to be
16. Risk of blood loss more than 500 mi transferred to, is confirmed
ONo OYes
O Yes; suitable vein access and solutions
are planned.

Responsibl

Responsible: e:
Name-Sumame, Signature Narne-Sumame, Signature
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Code | Standard | Code | Assessment Criteria

Rules regarding operation rooms
must be determined.

Operation rooms must be
organized in a way that ensures

Operation room .
P patient and employee safety.

conditions must
be proper for
safe surgery.

SH.GC.02.00

Management of drugs, materials
and devices must be implemented.

Precautions regarding continuous
electricity must be taken.

To regulate operation room rules in order to ensure patient and
employee safety.

Objectives

»  Patient Safety »  Efficacy
»  Efficiency » Healthy Work Life

SH.GC.02.04 | SH.GC.02.03 SH.GC.02.02 SH.GC.02.0

Standards Requirements

Operation Room Areas

»  Operation room areas must be categorized at least into three according
to physical feature of the areas, operations carried out in these areas,
working conditions and rules. These areas must be defined as shown
below:
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Sterile (First) Area: Where operation rooms and surgical hand
washing are done.

Clean (Second) Area: Places between sterile and nonsterile areas.
Sterile area must not be open to non-sterile one without a barrier
between them.

Non-sterile (Third) (Non-clean/Dirty) Area: Connects other parts
of the operation room.

These defined areas must be separated from each other and rules
according to each area’s features must be defined. Rules regarding
patient and employee entrance to and exit from operation room must
be planned.

There must be areas where caretakers can wait. These areas must be
ergonomic and comfortable.

Regulations to ensure caretakers’ being able to receive information
must be implemented.

Operation rooms must have enough space that enables surgery crew
to change clothes in a sterile way, patient to be covered in a sterile
way and anesthesia crew to work freely.

In operation room; surfaces of floor, ceiling and wall must be smooth,
there must be no crack on surfaces; door, window, wall joints must
be straight and ledgeless. Materials used in walls, ceiling and floor of
operation room must be suitable for disinfection and cleaning with
antibacterial features.

Ideal temperature and humidity of operation rooms must be defined
and controlled. Heat and humidity must be adjusted separately in all
operation rooms.

In sterile areas, ventilation systems with HEPA filter must be used.

In the operation rooms, air current must be from the sterile area to
nonsterile area (positive pressure ventilation)




Operations such as orthopedic prosthesis surgeries and open heart
surgeries that have a high surgical area infection risk must be carried
out in rooms with laminar ventilation.

Ventilation systems must complete at least 15 filtered air exchanges
per hour and at least 3 of these (20%) must be with clean air.

Periodical measurements regarding detecting number of particles in
the operation room must be conducted and results must be evaluated
by authorities. Records of these measurements must be kept.

Maintenance of ventilation system must be done regularly and when
needed, filters must be changed.

Heat, humidity and current in operation rooms must be checked.

Medical gas pressure measurement must be regularly checked from
indicators on medical gas board and anesthesia device in the operation
room, maintenance and controls of medical gas system must be done
regularly.

Plans regarding management of devices used in operation room
must be formed. There must be an inventory record consisting of
all devices and their periodical maintenance and calibrations must be
done regularly.

Devices must be checked technically before operations and the ones
suspected to have failure must not be used.

There must be sufficient number of plugs connected to uninterrupted
power sources that will supply energy until generator starts in the
cases of power cut. Medical devices that must not interrupt operation
must be connected to these plugs. Uninterrupted power supplies
must be checked and their maintenance must be done regularly.

Sterile materials accepted to the operation room must be checked
(expiration date, safety of the package etc.). Rules regarding packing
and keeping materials sterile must be followed.

Efficient management of drugs used in operation room must be
ensured.



Emergency Health

Services

Code | Standard | Code | Assessment Criteria
S Precautions regarding facilitating
2 access to emergency unit must be
5 taken.
«~  Emergency units must be organized
S inaway that ensure patient and
o f employee safety conditions and
Facilitating @ effective service provision.
g  structural -
S ]?”a"gefne'?ts S Precautions regarding security in
o3 TOTSEIVICEIN 2 emergency units must be planned.
—=  emergency 5
@ units must be -
BEIERETICLL S Areas regarding emergency health
< services must be designated.
S Management of drugs, materials and
‘f. devices must be implemented.
w

To establish structural emergency unit regulations regarding
increasing effectiveness, efficiency and ensuring patient safety.

S




Efficacy Efficiency
Patient Safety Health Work Life

Process steps and rules about emergency unit processes must be
documented. In the documents, at least issues below must be addressed:

Structural arrangements of emergency

Management of drugs, materials and devices

Patient admission to emergency unit process

Patient treatment and intervention priority determination
Examination, intervention, diagnosis and consultation processes
Transfer, hospitalization and discharge processes

Poisoning cases

Judicial cases

Risk management in emergency unit

Fast and safe access must be facilitated for patients who need emergency
help. In this regard issues below must be taken into account:

There must be signs to make access to emergency unit easy.
ER entrance sign must be visible outside of the hospital.

Ambulance entrance ways must be wide enough to let ambulances
approach and manoeuver.

In order to prevent being effected from bad weather conditions,
emergency unit entrances must have carriage porch.

In the architecture of ER units, safety, traceability, simplicity, flexible
modular structure and privacy must be taken into consideration. In
architecture design, at least following topics must be included:



Ambulance entrance and outpatient entrance must be separate in
ER units.

Easy structural access between ER unit and other departments
must be provided.

Access to diagnostic departments must be easy and if possible,
they must be on the same floor with ER Unit.

ER Unit must be expendable in case of need (natural disasters
etc.)

ER Unit must have facilitating features for disabled people.

ER areas must meet air-conditioning, ventilation and lightning
requirements of patients and employees.

Waiting room must be big enough for patients’ relatives in
emergency unit and these areas must be comfortable and
ergonomic.

General zones in ER Units where interventions and treatments are
applied according to their clinic conditions must be designated. In ER
Units, at least following zones must be present:

Reception Area planned in accordance with admission intensity
Decontamination room
Examination zones
Intervention zones
Observation unit
Resuscitation room
Also, in emergency unit there must be:

Additional zones convenient for special patient care such as ear,
nose and throat (ENT), Eye, Gynecology specialism

Quiet room for psychiatric patients

Changing and recreation rooms including personal sanitation
areas for employee.

Precautions regarding securing safety in ER Units must be taken,
planning about existing risks or threats must be done.

While securing safety (camera locations etc.), patient and employee
privacy must be considered.




Patient safety must be prioritized in drug use related processes.
Obligatory drugs must be determined taking into account ER Unit
patient and disease profile.

Equipment and materials convenient for intervention and treatment
procedures must be determined, supplying them must be sustainable
and they must be ready to use. There must be a location layout of
existing equipment.

There must be an inventory for all devices and periodic maintenance
and calibration of them must be conducted in accordance with a plan.

Storage areas must be planned big enough to meet all service
requirements.

Fast and safe acceptance of patient
must be ensured, information and
guidance services must be provided
efficiently.

Precautions regarding patient safety
in transfers in emergency units must
be taken.

ﬁgt\?\}ggrsl Priorities regarding intervention and
A treatment of admitted patients must
admission be determined
O H .
S  and discharge a—
o of patient Plans related to examination,
& mustbe intervention, consultation and
< defined and emergency observation processes
&%  necessary must be prepared.
regulations Plans related to transfer,
must be hospitalization or discharge of patient
made. must be prepared.

In emergency unit processes,
accurate flow of information must be
ensured.

Procedures related to poisoning or
judicial cases must be determined.

SH.AS.02.07 SH.AS.02.06 SH.AS.02.05 SH.AS.02.04 SH.AS.02.03 SH.AS.02.02 = SH.AS.02.01
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Goal

To secure patient safety in all steps between admission to ER Unit
and discharge.

Objectives

»  Patient Safety
»  Patient-Focused
»  Efficacy

Standard Requirements

Reception, Consultancy, Guidance and Registration Services

In reception, consultancy, guidance and registration services, at least
following topics must be considered:

»  Ateam that will provide reception services effectively must be formed.
In planning of employees that will provide reception, consultancy,
guidance and registration services; ER unit structure, average case
stats and characteristics must be considered. Regulations regarding
hiring employees who know foreign/sign languages must be done in
case of need.

At the time patients reach ER entrance, an employee must take them
with stretcher, vertebral board or wheelchair in accordance with patient
conditions and intervention/treatment priority must be determined.

» Regulations regarding ER patient registration to hospital information
management system must be implemented.

Patient Transfer

» In all stages of patient transfer (entrance to ER, medical priority
determination, intervention, diagnose and treatment processes,
hospitalization etc.), precautions regarding patient safety must be
taken.

205




Patient transfers must be completed with a company of health
employee.

Transfer to clinic of patient who is going to be hospitalized must be
completed in accompany of a health employee. Information regarding
intervention, diagnose, treatments, observations and anamnesis must
be conveyed completely and correctly.

Patient privacy must be ensured at all stages from ER unit entry to
leaving.

There must be an order in emergency unit according patients’
emergent conditions and treatment priorities.

Treatment priority of admitted patients must be determined by a health
employee and transfer must be completed in a fast and safe way in
accordance with patients’ degree of emergency and needs.

Planning regarding intervention and treatment priority determination
must be carried out.

ER wunit critical cases must be determined and examination,
intervention, diagnosis and treatment must be completed in related
zones in accordance with a pre-established plan. These zones must
be categorized in the framework of legislation according to patients’
emergency conditions.

Diagnosis and treatment needs must be determined by examination
and admitted patients’ anamnesis procedure carried out by a
physician.

After examination, diagnosis processes must be started in accordance
with patient’s medical condition if needed. (Intervention process must
include processes such as resuscitation, minor surgical treatments,
plaster, splint, etc.)

There must be a plan identifying processes regarding consultation
in ER Units. Records regarding consultation processes must be
systematically kept.



Patients who are under observation during intervention, treatment or
diagnosis procedures must be kept under control by health employee.
Follow ups of patients under observation must be regularly done and
observation records must be complete. Observation rooms must
be planned in a way that health employees can observe patients
efficiently. Observation durations in emergency unit must be defined.

Intervention and information processes of poisoning cases must
be determined. Records must be kept within the scope of related
legislation; related departments must be informed about situation.

A procedure established in the scope of relevant legislation for criminal/
judicial cases must be available. Cases considered as judicial must
be handled in accordance with this procedure.

Hospitalization of admitted patients who are decided to be hospitalized
must be carried out in a coordinated manner. Necessary preparations
must be done by emergency unit’s contact to clinic.

Transfer procedures of stabilized patients who are decided to be sent
to another hospital must be carried out in accordance with a plan
created by hospital. Before transfer, coordination with institution to
accept patient must be established. Patient transfer must be carried
out by an ambulance; information on patient's condition, intervention
and diagnosis/therapy procedures must be submitted in a complete
and accurate manner at delivery.

Hospital must have a plan for procedures for patient discharge from
the emergency unit. Patients who is decided to be discharged by a
physician must be informed about the issues such as care, drug use,
diet and activities which must not be done, which doctor they will see,
when and how to apply to a doctor. Records of discharge process
must be kept. In prepared plan; actions to be taken in cases that there
are patients leaving emergency unit without physician’s consent or
patients who do not accept or treatment must be determined.

Patients and their relatives must be informed about each stage of
emergency unit services and especially waiting times.
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»

During the informing, health care employees must use a clear and
accurate language in a way that enables patients and their relatives to
understand, a positive communication must be established.

In hospitalization, transfer and discharge processes, information
actions about the patient, issues to be carried out and to be considered
must be accurate.
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Support Services







Hospitality Services

Code | Standard | Code | Assessment Criteria
Cleaning of all = | Interms of cleaning and infection
areas of the S | control, levels of risk must be

S | hospital must § identified in all areas of the

— | be provided S | hospital.

o

— | for safety and

g satisfaction o | Cleaning rules must be determined

2 | of patient, S | inregard to levels of risk and
caretakers and cl::: hospital cleaning schedule must be
staff. S | made.

To ensure safety and satisfaction of patient, patients relatives and
stuff by providing continuity and effectiveness of hygiene in all areas

of the hospital.

Objectives

» Patient Focused » Patient Safety
» Healthy work life » Efficacy

»  Sustainability

=
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Standard Requirements

Determination of Levels of Risk and Related Cleaning Rules

»  All areas of the hospital in terms of cleaning rules and infection control
risk assessment must be carried out.

» In regard to the level of risk identified by the cleaning rules, materials
that need to be used, if any physical conditions improving the
effectiveness of cleaning must be determined.

Drawing of Hospital Cleaning Plan

» Cleaning plan and related documents must be created in a way that
covers all areas of the hospital.

» In documents there must be at least the following:
* The risk level determined on the basis of the unit or the area
 Cleaning materials that will be used in the relevant area
 Rules in regard to safe and effective use of materials and their hygiene
* The frequency of cleaning
e The rules of the cleaning

* Rules regarding how cleaning must be done after accidents
causing potential pollution

* How and by whom cleaning control will be performed.

Standard 2

Code \ Standard \ Code \ Assessment Criteria

Safe supply and storage of foods

must be provided.
Processes

related to food Processes must be defined for
services to the preparation of the foods under
be provided appropriate conditions.

for patients,
caretakers
and staff must

be defined. Health screenings of employees
involved in food service must be
implemented.

Foods must be distributed according
to the rules determined.
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Goal

Providing patient, patients relatives and staff with effective and safe
food service by considering their request, need, expectation and
values.

Objectives
» Patient Focused » Patient Safety
» Healthy work life » Efficacy

Standard Requirements

Supply and Storage of Food

» Interms of the types of foods, noteworthy rules related to procuration
(qualifications which need to be considered in regard to the types
of foods, quality control criteria, minimum documentation and
requirements for the supplier consent and transportation and delivery
of foods) must be determined.

» The types of food in regard to storage conditions (temperature,
retention time, if any packaging requirements, rules of settlement to
shelves and cabinets etc.) must be defined.

» During food storage, efficient monitoring of expiration date must be
efficiently monitored

» ltems in the storehouse must be in a way that preventing any contact
with the floor and wall and food groups must be placed separately.
Processes of Preparing Foods

» Foods must be prepared by considering the requirements of the
patient’s medical treatment.

» Regarding food service, the patient’s cultural and moral values must
be taken into account.

» Foods must be prepared in a hygienic way.
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» The areas in where foods are prepared (such as food storage
areas, areas in which contaminated material are washed) must be
separated from other areas .

e There must be sufficient area for the laundry, washing, drying,
ironing, and storage and dirty and clean laundry areas must be
kept separate from each.

 All staff must use appropriate and protective equipment, such as
mask, cap, gloves and footwear.

e The materials and equipment used in the preparation of food must
be clean.

» The food hygiene rules (washing fruits and vegetables, etc.) must
be determined and applied.

» Necessary conditions must be ensured in order to provide kitchen
staff with maximum efficiency for his/her personal cleanliness.

» Test samples from prepared foods must be taken in order to make
necessary analysis in the cases of possible food poisoning.
Distribution of Meals

» Foods must be distributed by considering some issues in terms of
foods types, the heat of food, its presentation and the rules of hygiene.

» Foods must be transported in a covered way.

» Cleaning and disinfection of food carts and other equipment for
transport and distribution must be done

» Staff making food distribution must use appropriate protective
equipment such as cap, gloves and mask.
Performing of Staff’s Health Checks

All staff’s, who are available in food service, health checks must be done
periodically, in the case of detecting a problem that thread food security,
the issues which are necessary must be defined.
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Standard 3

Code \ Standard \ Code \ Assessment Criteria

Processes related to provision of
laundry services must be defined.

Provision of
laundry service
must be
implemented in
an efficient way
for patient and
employee safety.

Laundry environment must be
arranged to ensure that the service
processes progress effectively.

Rules must be determined for the
use of laundry equipment.

Goal

To provide laundry services safely for the health of the patient and
employee.

Objectives
» Patient Focused » Patient Safety
» Healthy Work Life » Efficacy

Standard Requirements

Identification of Processes

All processes related to the organization laundry environment for all textile
products used in the hospital for cleaning; collection, transport, sorting,
washing, ironing, fields will be used to distribute and storage, must be
defined.
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Laundry Environment

» Laundry must have sufficient space for washing, drying, ironing,
storage and must be kept separate clean and dirty laundry areas.

» Laundry must be made of smooth, durable material and easy to clean
the floors and walls.

»  For effective cleaning; it must be provided with proper ventilation and
lighting conditions for employees to ensure the safety and comfort at
laundry.

» The rules governing the use of the laundry equipment used must be
identified and equipment cleaning, maintenance, repair and control
must be provided.

» Employees must be trained on the use of equipment.

Standard 4

Code \ Standard \ Code \ Assessment Criteria

Patient rooms and areas used by
caretakers (areas of personal
hygiene, etc.) must be designed to
maintain safety and comfort.

Patient rooms
and areas used
by caretakers
must be safe
and ergonomic.

The patient must have easy access
to the relevant health personnel.

To keep morale and motivation high for the patient and patients’
relatives while they in the hospital by providing a safe and comfortable
environment.

Objectives

» Patient Focused
» Patient Safety
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Standard Requirements

Patient Rooms

» It must be provided with proper ventilation and lighting conditions to
ensure the patient’s safety and comfort at patient rooms.

» Patient rooms must have the necessary personal furnishings.

» The patient beds must be able to ensure the safety and must have
ability to be positioned.
» Patient rooms must contain equipment and materials necessary for

the diagnosis and treatment of the patient. Cleaning and disinfection
of equipment and materials must be done.

» Personal hygiene areas must be determined to fulfill the needs of
patients and patients’ relatives. Materials for personal hygiene in these
areas must be available.

» It must be provided the necessary environment that patients’ relatives
can relax.

Providing Easy Access to Medical Staff

» Some arrangements (call bell, etc.) must be made avaible if patient or
patients’ relatives need to contact medical staff.

» Relevant regulations must be accessible in patient rooms and areas of
personal hygiene.

» Patient/ patients’ relative must be informed about the use of the call
system.

Standard 5

Code \ Standard \ Code \ Assessment Criteria

Security service
to ensure the
security of life
and property

of patients,
caretakers and
employees must
be provided at
the hospital.

Processes for security service
must be defined.

Health and security of patients,
caretakers and employees must
be ensured at the hospital.
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To secure efficiently and effectively the security of life and property
of patients / relatives and employees.

Objectives

» Patient Safety
» Healthy Work Life
» Efficacy

Standard Requirements

Planning the Security Services

» There has to be a plan, which must be defined in order to maintain
supervision, inspection and control services uninterruptedly, to protect
danger and damage, all types of sabotage, theft, looting, assault, such
as threats, for persons in the hospital.

»  Security guards and equipment (security camera, alarm system, etc.)
must be available in specified areas of the hospital.

» Security officers working area, working time and job descriptions
must be determined.

Proving the Patient / Patient Relatives and Employee Security

» Risk analysis must be done for the security of life and property and
the necessary measures must be taken.

» Risk analysis must cover all areas and departments of the hospital.

» The process of notification must be defined about the events that
threaten security of life and property.

» The necessary improvements must be conducted as a result of the
analysis.
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Facility Management

CUde|

DH.TY.01.00

Standard

A qualified
facility
management
structure and
process must be
established in a
way that ensures
the safety and
quality of health
services.

| Code | Assessment Criterion

DH.TY.01.01

A committee which is responsible
for planning and coordination of
the activities related to facility
management must be established.

Risks originating from facility must
be determined and necessary
precautions must be taken.

Continuity and safety of primary
facility resources must be
provided.

Issues related to physical condition
and processes must be reviewed at
certain periods.

DH.TY.01.05 | DH.TY.01.04 | DH.TY.01.03 | DH.TY.01.02

Facilitating arrangements for
access to departments in the
hospital must be implemented.

DH.TY.01.06

Facilitating precautions related to
service access of disabled people,
the elderly, or patients who need
help because of their state must be
taken.

DH.TY.01.07

Physical arrangements providing
comfort of service users must be
implemented.

219




Office of Quality and Accreditation in Health - MoH Turkey

To establish necessary infrastructure for permanent, safe, and easily
accessible quality service provision regarding patient and employees.

Objectives

» Efficacy

» Patient safety

» Patient Focused
»  Timeliness

»  Continuity

» Healthy Work Life

Standard Requirements

Management and Documentation

» A committee must be established to ensure planning and coordination
of facility management related activities. Duties and responsibilities of
employees involved in facility management must be defined.

» Primary and critical facility management processes must be defined,
methods and rules regarding these must be determined. Following
issues must be addressed in documents that are created for this
purpose:

« Duties and responsibilities of facility management committee and
responsible ones

e Processes related to determination of current healthcare facility
status

* Improving processes

e Primary facility resources
* Access to facility services
 Facility safety
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Determination of Current Status and Improvements

Current physical status and functional service efficiency of health
facility must be evaluated at regular intervals or when required.

Facility safety risk analysis must be conducted.

Necessary remediation activities must be carried out in regard to the
result of risk analyses and current due diligence.

Primary Facility Resources and Safety

»

Continuity of primary facility resources must be ensured for the
purpose of non-stop health service provision.

Timely maintenance and controls of primary facility resources in all
systems must be performed.

Risk analyses for potential system problems must be conducted and
in regard to identified risks, necessary precautions must be taken.

Backup systems must be established in case of critical error
conditions. High risk zones of these systems must be determined by
facility management committee.

Access to Facility Services

For ensuring patient/caretaker satisfaction and timely treatment, necessary
arrangements including easy access to hospital units must be done. For
this purpose, considering patients groups who are disabled and require
special care, necessary physical and functional arrangements must be
done. These must include at least the following issues:

Guide signs and services
Waiting zones in use of patients, caretakers and visitors
Comfort and safety of patient rooms

Hospital-wide arrangements for those with disabilities, the elderly or
patients who need help due to disease

Environmental arrangements (Car lots, landscape, etc.)
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Waste Management

Code | Standard | Code | Assessment Criteria

% Waste management plan must be
= | prepared.
In the scope =
of protecting N
human S | Waste must be separated at the
8 | health and = | source.
S | environment, S
Z | safe and efficient = | Necessary steps must be taken
& | management of 5 | forthe disposal, handling waste
wastes produced E in appropriate conditions and
at hospitals must | = | temporary storage must be provided
19 el § Training must be provided to
= | employees related to waste
Z | management.

Preventing waste to harm human health and environment for the
period of composing waste till delivering them to competent authority
for the final disposal.

Objectives

» Patient Safety  » Healthy Work Life  » Patient Focused

=
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Standard Requirements

Preparation of Waste Management Plan

» \Waste management plan must be established in the hospital. The plan
must include at least the following issues:

e Source, amount and types of wastes
* Precautions related to the reduction of the wastes at source
e Equipment and tools to be used for waste management
 Collection frequency and rules
» Temporary waste storage systems
< (leaning and disinfection of related equipment
» Measures to be taken in an accident
 Training of staff in charge about waste collection and transport
< Determination of the organization of waste to be delivered
e Delivery of the waste
* Monitoring of waste processes
» \Waste management officer must be determined.

Separation of Waste at Source

» \Waste must be defined at least the following categories / types per
unit basis:

* Domestic Waste

» Medical Waste (infectious, pathogenic, Sharp)
* Hazardous Waste

* Radioactive Waste

» Waste built up must be separated in source unit.

» \Waste must be put in bags / boxes which meets required features
according to their types.

» The amount of medical and hazardous waste must be measured on
the basis of hospital and unit.

»  Arrangements must be made for recyclable waste.
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Waste Transportation, Temporary Storage and Disposal
Operations

»

»

Waste must be collected by the personnel trained to do this job
according to waste types.

The clothes of staff in charge of waste collection and transport must
have the necessary features.

Wastes must be collected in a temporary storage area.

According to the hospital’s size and waste capacity, containers
with suitable size and appropriate qualifications or temporary waste
storage must be available.

Waste must be stored temporarily in a way not to exceed the maximum
waiting period determined according to waste types within the scope
of national legislation.

Stored waste must be delivered to the competent authority for final
disposal process.

Cleaning and disinfection of waste storages must be provided.

Waste Management Training

Training should be provided to employees regarding waste management.
Training must include at least the following issues;

-

>

-

>

~

>

v

>

Waste types and waste separation according to the types

Waste collection, transportation, temporary storage

The health risks, injuries and illnesses which the waste may cause
Measures to be taken in an accident or injury
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Information Management

CUde|

DH.BY.01.00

Standard

A safe and
effective
information
management
system must be
present in the
hospital.

| Code | Assessment Criteria
= | Responsible staff for carrying
§ out and coordination of activities
= | related to the management of
= | information must be identified.
~ | The necessary technical and
5 supporting infrastructure must be
& | established for the efficiency of
= | knowledge management.
S | Measures must be taken for the
= | security of medical records which
< | are physically stored.
S | Measures must be taken to ensure
= | the security and confidentiality of
< | information.
g Continuity and timeliness of the
@ | information must be provided.
a
§ Employees must be trained
S | to maintain efficient usage of
Z | information management.
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To provide recording and storing of medical and personal information of
all hospital processes in the correct and safe way and to provide delivery
of accurate information needed at the right time to the right person.

Objectives

» Efficacy » Patient Safety
» Timeliness »  Continuity
» Healthy Work Life

Standard Requirements

Management and Documentation

» Information management authority must be determined; roles
and responsibilities must be defined. Current situation relating to
information management must be identified at regular intervals by the
authority, the necessary corrective and preventive actions must be
started identifying the potential risks in process.

» Information to be used must be defined on the information
management process and the methods and rules for them must be
determined taking into consideration the needs of the hospital and
the critical processes. Documents to create at least must include the
following topics:

e Physical and technological measures

* Information security

 Information privacy

¢ Information continuity

* Access to external information sources
e Authorization

* Remote Access
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Technical Support Infrastructure

To ensure uninterrupted operation of information management systems,
risks related to hardware and software problems must be determined and
measures must be taken for them.

Information Security and Privacy

»

Confidentiality and security of all personal and medical, written or
electronic information acquired on staff or patients is essential.
Access to these records must be limited by the authorization; access
from external sources must be kept under control.

Within the scope of the authorization, what information, when and
how the users will reach must be identified, measures must be taken
for unauthorized access.

Inthe hospital, the computers connected to the information management
systems must be monitored for follow-up of unauthorized access.

In case of failure or unauthorized access, in order to prevent data loss,
the data must be backed up on a regular basis, in order to avoid the
failures which could result in such situations, servers must be carried
out maintenance and testing regularly, also operating systems and
software used on the server must be kept updated.

In case of unauthorized or improper interventions to data from internal
or external sources, a system which will allow follow-up of the data
changes and deletions must be established.

Physically stored medical records must be stored in storage conditions
to prevent damage to the records under the rules of the relevant
legislation. For such records, the physical and operational measures
must be taken; written information security must be ensured.

Timeliness and Continuity of Information

»

The situations in which information management systems has been
disabled, slowdowns and failures must be followed, timeliness of the
information must be provided making improvements for them in order
to give the health service in time and ensure the continuity.

In information management systems, retrospective follow-up of all
gathered medical information must be able to be performed and in this
way, the continuity of the information must be provided.
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Material and Device

Management

Code | Standard | Code | Assessment Criteria

Responsible staff must be determined
for managing material and equipment.

Materials and devices must be
obtained according to the needs of
institution.

Materials must be stored in
appropriate conditions.

Effective,
efficient and
safe use of
materials
and devices
must be
implemented.

Necessary physical conditions must
be met for devices to work properly.

DH.MC.01.00

Staff must be trained about topics
related to material and device
management.

Maintenance, calibration, adjustment
and tests must be done for required
devices.

DH.MC.01.06 | DH.MC.01.05 | DH.MC.01.04 | DH.MC.01.03 | DH.MC.01.02 | DH.MC.01.01

Rules for the safe and efficient use
of material and devices must be
determined, required protective
equipment and information must be
accessible.

=
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Goal

Timely supply and safe use of materials and equipment must be
ensured with taking patients’ and staff needs into consideration.

Objectives

Efficacy
Productivity
Convenience
Timeliness
Healthy Work Life

Standard Requirements

Management and Documentation

» In order to ensure the effective management of materials and
devices, responsible staff must be determined for all the processes
related to the planning, coordination and carrying out; their tasks and
responsibilities must be defined.

» Methods and rules for procurement about storage and usage of
material and device types must be clearly deterimined. Documents for
materials and device management must be implemented taking into
consideration the needs of hospital and critical processes. Documents
to be formed must include at least the following topics:

Tasks and responsibilities of staff related to the management of
materials and devices

Determination of needs for materials and devices
Material and device procurement

Preservation of the materials

Material orders
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e Transfer and preparation of materials
« Safe use of materials and devices
* Indicators for the management of materials and equipment

 Intervention methods in dangerous situations which may occur
during the use of materials and devices

* Materials and devices that have special properties, need special
storage conditions or require specific methods/proficiency to use

* Maintenance, adjustment and calibration of devices

Procurement of Materials and Devices

»

Required measures related to the procurement of the right materials
and devices at the right time must be taken for the purpose of effective
provision of health services in the hospital.

Rules and methods for materials and device procurement requests
must be determined. Within the framework of this regulation,
the hospital must define who may request material and device
procurement, request methods, by whom and how the requests will
be evaluated.

Materials which are routinely used, compulsory to keep or used in
case of emergency must be identified, critical stock levels of these
materials must be determined and monitored.

Procurement requests, consumption analysis and community
needs must be taken into consideration while carrying out needs
assessment in types of materials, devices, and their amounts which
will be obtained.

Storage and Transfer of Materials

»

Unauthorized access to material storages in which medical
consumables are held more than 24 hours must be limited in terms of
patient safety and security.

Materials must be stored in storage areas with appropriate storage
conditions according to their nature. For this purpose, the necessary
measures must be taken and monitoring of these measures taken
must be done.
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Storage layout plans must be established and kept up to date in order
to provide the staff easy access to the materials and prevent loss of
time in emergency situations.

During transfer from storages, measures must be taken for breaking,
spilling accidents and necessary equipment must be provided for safe
transfer. Staff who will perform the transfer must be trained about safe
transfer, materials which have special properties or are hazardous.

Device Safety

»

Protective equipment of the devices, safe handling information and
guides must be accessible in usage areas, relevant staff must be
trained about the safe use of devices.

Physical arrangements carried out in areas where the devices are
must be conducted in accordance with the operating conditions of
devices.

For safe working of the devices, giving correct results, keeping
the possible damage in a low level, in the given frequency in
manufacturers’ technical documents, calibration, adjustment, testing
and/or maintenance operations must be done reliably according to
a plan which meets the needs of hospital and in parallel with the
intensity of device usage.

The devices (ventilator, laboratory test equipment, generators, etc.)
that require specific methods/equipment/proficiency to use must be
used by trained and authorized people.
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Outsourcing

Code | Standard | Code | Assessment Criteria

= | Services to be provided by way of
S | outsourcing must be determined
E to be appropriate for the hospital's
Outsourced S | policies and values.
services must be
o provided to be in N
S | accordance with | 2 | The scope and processes of the
S | the hospital's g services provided by outsourcing
&S | core policies = | must be defined.
& | and values and
Standards of
Accreditation in The activities of external service
Health. € | providers must be checked by the
g hospital, the offered services must
= | be provided to be accordance with
Standardsof Accreditation in Health

To provide that the services given by way of outsourcing must be in
accordance with the basic policies and values of the hospital and in
line with the objectives determined Health Quality and Accreditation
Standards in order to improve the quality and effectiveness of
services provided by the hospital.
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Objectives

» Patient focused »  Safety
»  Continuity » Efficiency
»  Productivity » Efficacy

Standard Requirements

Determination of the Services to Be Provided by the Way of

Outsourcing

» Based on basic policy and values; the reasons of the need for
outsourcing, purpose of the service must be determined.

» The hospital must do the needs analysis about the services through
outsourcing, carry out the evaluation and determine a strategy.

Defining the Scope and Process of Qutsourcing

» The services which the external service provider will offer to the
hospital must clearly be defined and completion process must be
determined.

» The scope of services provided by outsourcing must be determined
and work flow diagrams must be created.

» Business processes must clearly be defined.

» The number and quality of personnel required and equipment and
devices to be used must be determined.

Compliance of Offered Services through Outsourcing with
Standards

» In accordance with the defined scope and business processes, the
methods for continuous control of the services provided through
outsourcing and control criteria and performance indicators must be
identified.

» The services offered through outsourcing must be provided to be in
accordance with the standards in basic hospital policies and values
and Standards of Accreditation in Health.
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Emergency Management

Standard 1

Code | Standard | Code | Assessment Criteria

Necessary measures must be
determined by risk analysis for
the events that require emergency
Measures must response, striving, first aid or

be taken for the evacuation.

natural disasters
or events Institutions must create their plans
which require related to the determined pre-
emergency cautions and emergency situations
response, that may occur.

striving, first aid
or evacuation.

All staff must be theoretically
and practically trained about
emergency management..

Defining the requirements for people and physical elements to not
suffer or minimizing the suffering from emergency medical attention,
if they face situations such as natural disasters like flood and
earthquake, or fire, explosion at hospital which may create the need
of urgent medical attention.
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Objectives

» Patient Safety » Healthy Work Life
Standard Requirements
Risk Analysis

Hospitals must identify situations in order to take measures for the
situations like emergency response and striving.

Planning

» Hospitals must make planning to applicate preventive measures for
the emergency situations;

»  Which preventive activities to be conducted
* Planning necessary preventive investment and activities
» Budgeting investment and activities.

Developed pre-cautions and applications determined by practices and
observations must always be reviewed for the purpose of checking it,
if they serve for their aim.

» Institutions must plan what they have to do when there is emergency
response and striving, even taking the necessary preventive measures
(such as natural disasters,etc) when its likely to happen in emergency
situations,

* Emergency management team must be established and their
responsibilities must be defined at the hospital.

¢ |nvestments, which makes it easy to manage emergency situations
(emergency alert systems, communication systems, etc.)must be
planned.

Training and Practices

Planned measures which is the most important element of emergency
management is to be prepared in advance to bring into life.Hospitals must
give the necessary training to all staff for emergency situations at the end
of identifying risk analysis. And must create awareness for the staff in the
practices, must reduce the risks at all the lewels of processes and when
the situation takes place.
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Standard 2

Code \ Standard \ Code \ Assessment Criteria

A warning system, identified by

a code blue emergency, must be
established for intervention on time
in cases of respiratory arrest and
cardiac arrest emergency

Persons who responsible for the
management of the emergency
warning system must be determined.

Ir?LeQ’ gr;tlon Intervention team / teams must be

done on time determined.

in cases of

cardiac arrest

or respiratory Medicine and equipment, which will be
arrest. used in applications, must be defined.

Intervention records must be kept.

Training and practices must be done
related to code blue.

In respiratory or cardiac arrest situations at hospital, determining the
most efficient and fast intervention requirments.

Objectives

» Patient Safety » Healthy Work Life
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Standard Requirements

Emergency Alert System (Blue Code)

» An emergency warning system must be established for patients,
patient’s relatives, and all hospital staff in need of urgent medical
attention in hospital.

» Emergency Alert System; It must be configured that cover the entire
hospital and to reach case area as soon as possible (maximum 3
minutes) at any time of the day, considering the size of the hospital and
the state of the hospital administration services in different buildings.
Emergency alert system must be established for the call system and
constituted that hospital staff will be notified in time. Short and clear
messages would lead to an effective and quick-connect in the event
of risk to prevent the formation of panic.

Staff in Charge

» According to the hospital structure and type, the staff responsible with
blue code must be determined to ensure the efficent functioning.

»  Staffin charge with code blue must get education covering determining
blue code intervention teams, organising practices, monitoring
records, corrective/preventative activities.

Intervention Teams

» In blue code intervention team at least one doctor who is trained in
CPR (cardiopulmonary resuscitation) and one medical staff must be
available. Intervention team is responsible for answering blue code
calls at the place of case.

» Arrangements must be made to ensure the effective operation of 24
hours for code blue alert system.

Drug and Equipment

» Emergency intervention kit must be created for emergency
intervention,and it would be required in which drug and equipment
specified in advance. Emergency intervention kit must be covered
as a minimum; laryngoscope set and spare batteries (for both
adults and children), balloon-valve-mask system, balon-valf-
maske sistemi, masks of different sizes, oxygen tubing and masks,
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intubation tube (child and adult sizes), tools to help airline (larengeal
mask, or combi-tube, etc.), injectors, personal protective equipment
must be available.

Emergency intervention set must be present on the set of drugs and
these drugs must be determined by the department and patient needs.
Emergency intervention kit must be available.

Record Keeping

»

Records relating to the call for intervention must be made after the
code blue. Records must be kept at least the following information:

e Call time

e (Contact information about the person who exposed to the
intervention.

¢ Which interventions were made.
¢ Where the intervention was made.

e When and how much time the team reached the place of
intervention.

e Result of intervention.
« Staff information who were in intervention the team.

Analysis must be done for the records kept and the results,which is
obtained from application, must be monitored periodically.

Training and Practices

»

Training must be planned to all hospital staff (department managers,
employees, cleaning staff, security staff) about the importance of
code blue and how to apply at hospital.

For the implementation of a code blue drills must be done at least
once a year. Keeping records relating to the practice, the results
must be evaluated, and necessary reformatory measures must be
taken.

241




Office of Quality and Accreditation in Health - MoH Turkey

Standard 3

Code \ Standard \ Code \ Assessment Criteria

The emergency warning system,
defined by code pink, must be created
when the cases of risk infant/ child
abduction or action in time.

Persons, who responsible for the
management of the emergency

Intervention warning system, must be determined,
must be

provided in

the cases Response team / teams must be
of risk of determined.

infant / child

abduction or

action in time. Records must be kept of the
intervention.

Training must be given about the
code pink and the practices must be
performed

To provide intervention in the cases of risk of infant / child abduction
or action in time.

Objectives

Patient Safety

Standard Requirements

Emergency Alert System (Code Pink)

» Inthe event that risk of an infant/child or patients relative , is receiving
services from the hospital, abduction or action in time as soon as
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possible to work on as an emergency warning system must be
established at hospitals, which has mainly includes children’s
hospitals, maternity hospitals, pediatrics or obstetrics clinic.

Emergency alert system; cover the entire hospital and must be
configured to allow intervention at any time of the day taking into
account the different services of hospital and state administration
bildings. The call system to be established for emergency alert system
to prevent the formation of panic; employees will be informed in time,
short and clear messages which would lead to an effective and quick
connect in the event of risk.

Staff in Charge

»

Staff responsible with code pink must be identified according to the
type of organizational structure and to ensure the effective functioning
of it by the hospital.

The minimum area of responsibility of those in charges; training will
be given to employees, practices to be organized, monitoring records,
must be covered corrective-preventive activities launch.

Intervention Teams

»

How to implement the department and hospital-based measures
must be identified especially for security officials when the code pink
warning is given.

Arrangements must be made to ensure the effective operation of 24
hours for code pink alert system.

Record Keeping

»

Records relating to the call for intervention must be made after
the code pink. Records must be kept at least the following
information:

 The call when to be done.

* Information about the baby or the child and his family.

e What is the reason and shape of abduction attempt / process.

* How to do the intervention and the scope of the measures taken.
* Result of intervention.
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¢ Who worked on the team.

* The process of transmitting information about the incident to
judicial authorities.

» Analysis must be done for the records kept and the results,which is
obtained from application, must be monitored periodically.

Training and Practices

» Training must be planned for all hospital staff (department managers,
employees, cleaning staff, security staff) about the importance of
code pink and how to apply at hospital.

» Forthe implementation of a code pink drills must be done at least once
a year. Keeping records relating to the practice, the results must be
evaluated, and necessary reformatory measures must be taken.

Standard 4

Code \ Standard \ Code \ Assessment Criteria

An emergency warning system
defined by the code white must be
created for the purpose of timely
intervention in the case of the risk
of violence/ acts of violence against

Timely healthcare workers.

intervention
in the case People responsible for the

of the risk of management of the emergency
violence/ acts warning system must be determined.
of violence
against
healthcare
workers must
be provided.

Intervention team / teams must be
determined.

Trainings related to code white must
be given, practices related to it must
be done.
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To provide intervention in time in the case of the risk of violence/ acts
of violence against workers in charge in the hospital.

Objectives

Healthy Work Life

Standard Requirements

Emergency Warning System (Code White)

» An emergency warning system must be established in the case of the
risk of violence/ acts of violence against healthcare workers.

» Emergency warning system must be created in the manner to
consider hospital size and the state of the service administration in
different buildings, and cover the whole of the hospital and provide
intervention at any time of the day. Call system to be installed for
emergency warning system must be built in @ manner that will notify
the relevant workers timely, provide effective and quick-connection
with short and clear messages in the event of risk, and must prevent
the panic happening.

Staff in Charge

» Responsible ones of code white must be determined by hospital in a
manner to ensure the effective functioning in regard to structure and
type of institution.

» At minimum, area of responsibility of responsible ones is the
organizing of training and practice to be given for workers, starting of
corrective-preventive activities when required.

Intervention Teams

» When code white alert, how particularly the security officers then
workers will intervene and how departments and hospital-based
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measures to be applied must be identified. Security officers at the
hospital are responsible to intervene for the events that occur in the
area which is in their charge, in a manner that is determined in code
white system.

Hospital must make a regulation in a manner to provide effectively
running of code white alert system for 24 hours.

Record Keeping

»

Records that are related to the intervention made after code white call
must be kept. At least, the following information must be included in
the records to be kept:

¢ (Call time

 |nformation of the staff exposed to the intervention and the person
committing to violence,

e The reason of act of violance
¢ How and where the intervention was made

¢ When the team reached in the place of intervention and how much
time it took

e The result of the intervention
* The people participating in intervention team
« Information about conveying the event to judicial authorities

Analyses must be made for the records that are kept and the results
obtained from application must be monitored periodically.

Training and Practices

»

In the hospital, from the managers to department workers, from
cleaning personnel to security officers, education regarding to the
importance of code white and how it must be applied must be planned.

Practices related to code white application must be done at least once
a year. Records regarding to the practice must be kept and practice
results must be evaluated and the necessary rehabilitative measures
must be taken.
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Standard 5

Code \ Standard \ Code \ Assessment Criteria

Fire detection system must be
available.

For timely intervention in the event of
a fire emergency alert system defined
with code red must be created.

There must be

a regulation to People responsible for the

management of the emergency
warning system must be determined.

ensure timely
intervention
for the fire.

Equipment used during fire-fighting,
the rules for the safe use of this

equipment, fire signs and directions
for the event of fire must be defined.

Education related to code red must be
given, practices must be done.

In case of any fire that may outbreak in the hospital, it is a prevention
for and/or minimize of possible hazards and damage by interfering to
the fire in the fastest way.

Objectives

» Patient Safety » Healthy Work Life
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Standard Requirements

Fire Detection System

There must be a fire detection system that covers all areas of the hospital,
is not affected from power cut and runs in a way that is able to make an
addressing.

Emergency Warning System (Code Red)

» In the hospital, fire, emergency warning system must be created
for making timely intervention. An emergency warning system to be
installed must be inclusive, visual and auditory taking account of the
size of the organization, giving service in different buildings. When
Emergency warning system is created, coordination must be provided
with the relevant departments such as fire department.

» Warning system to be defined with the code red, must be built in a
manner that will notify the relevant workers timely, provide effective
and quick-connection with short and clear messages in the event of
risk, and must prevent the panic happening.

Staff in Charge

» Responsible ones of code red must be determined by hospital in a
manner to ensure the effective functioning in regard to structure and
type of institution.

»  Atminimum, area of responsibility of responsible ones is the organizing
of training and practice to be given for workers, starting of corrective-
preventive activities when required. At the same time, responsible ones
of emergency warning system must follow related legislation of fire
prevention and extinguishing and necessary regulation making too.

Respond to the Fire

» When code red alert, how related workers will intervene and how
departments and hospital-based measures to be applied must be
defined, who will be in the team intervening to the fire or in cases
which intervention cannot be made who will notify authorities and fire
department must be defined.
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» Fire hydrants fire extinguisher, fire hose, tools and equipment are to
be used for making first intervention to fire must be determined, rules
for the use of this equipment must be defined. Moreover, it must be
checked periodically whether equipment are able to work and be used.

Training and Practices

» In the hospital, from the managers to department workers, from
cleaning personnel to security officers, education regarding to the
importance of code red and how it must be applied must be planned.

» Practices related to code red application must be done at least once
a year. Records regarding to the practice must be kept and practice
results must be evaluated and the necessary rehabilitative measures
must be taken.
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Definitions

Adverse Effect: The unintended and harmful effects arise from the usage
of a medicine in accepted normal dosages.

Adverse Event: Events that may affect the safety of patient, relatives,
employees or the other people in the health institution.

Adverse events related to employee safety; stab wounds, facility safety,
radiation safety, occupational infections, issues such as contact with
blood and body fluids can occur.

Adverse events related to patient safety; drug safety, surgical safety,
transfusion safety, facility safety, falls, radiation safety, issues such as
information security can occur.

Analytical Process: The test results of the analysis of the samples until
the approval process.

Anamnesis: It is the medical history of a patient obtained from the
questions asked to the patient to diagnose the disease.

Antibiotic Susceptibility Test: The test performed in order to determine
bacterium produced from samples taken from a living donor is sensitive
to which antibiotics and to which concentrations of them.

Antisepsis: Killing of microorganisms in or on living tissue or inhibition of
reproduction of these microorganisms is called antisepsis.

Asepsis: The measures taken to avoid the migration of germ to clean
surface, medium or material is called asepsis.

Basic Policy: Determining the health institution's mission and vision with
corporate goals and objectives.

Blood Product: Therapeutic products derived from human blood or
plasma.

Calibration: A number of processes correlating between the values which
a measuring device or measuring system show and known values of
measured ones under certain circumstances.

Chemical Waste: Gas, solid or liquid waste of chemicals used in medical
fields such as treatment or diagnosis and which may be harmful to the
health of humans and the environment with various effects.

Code of Document: Providing traceability of the document, the
document management system directory refers to the identification
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system established in accordance with the rules set by institutions and
organizations.

Consent Form: Applied for medical Treatment, process will be transferred
to the patient by health care providers with information and documents
are created to get the consent of the patient.

Container: Temporary storage unit with 0,8 m3 volume at least, wheel,
cap, caps lock, made of stainless metal, plastic or material and so on.

Contamination: Being infected with foreign matter. Transition of bacteria
and virus from contaminated surface to another.

Corporate Communications: In the process of production and
management; institution that make up the information flow between
departments and elements, motivation, integration, education, decision-
making and control functions such as implemented in the framework of
certain rules in order to ensure, and the process carried out taking into
consideration the reputation of the institution while interacting with the
external communication.

Date of Publish: the documents was refered to date of publish.

Decontamination: As well as, as a word includes all applications for
removal of micro-organisms or organic soils (cleaning, disinfection,
sterilization), it is used in the meaning of removal of organic substances
and pathogens from a surface or material by pre-cleaning process
comprising physical and / or chemical methods and making the surface or
material useable without using any personal protective before sterilization
or disinfection in practice.

Disinfection: The process of destruction or stopping reproduction of
the majority or all of the pathogenic microorganisms (except bacterial
spores) on inanimate surfaces. Disinfection process is considered in 3
three groups high, medium and low disinfection according to the affect
levels of bacterial spores and mycobacteria.

Document: Environments containing the information.
Donor: The person giving whole blood or blood components.

Emergency Health Services: They are all of the services that is given to
the patient in ER in order to prevent death or disability in case of sudden
sickness, accident, injury or suchlike.
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Equivalent Dose for Radiation: It is the dose obtained when the dose
absorbed, according to the type and energy of the radiation, by a tissue
or organ is multiplied by the radiation weighting factor, and it is expressed
in Sievert (Sv).

External Document: Document not prepared by the institution itself, but
benefited from the realization of the activities.

External Quality Assessment Programme: Their performance is evaluted
in comparison with the analytical laboratories in certain ranges programs.

External Quality Assessment Test Sample: External quality assessment
prepared under the program and the value of the external quality
assessment Office if unknow by the participants, sent to participating
laboratories test sample at regular intervals.

Facility Management: For health institution in order to achieve its purpose,
it is coordination of all activities related to planning, application and
management of necessary working environment physical and functional
arrangements which provides the best way to meet the growing health
care needs.

Feedback: Term means opinion, suggestion, request or complaints
about service provision obtained from patient, patient relatives, institution
employees or community via convenient tools such as surveys, phone
calls, efc...

Form: Document prepared for filling write the desired data or information.
Fresh Whole Blood: Whole blood waited less than 24 hours

Functional Structure: Functional structure is classification of activities
according to resemblance of used information, skill and resources. As
a result of this classification, departments are formed. In this context,
functional structure can be considered as classification according to
institutional resources. Health institutions adopting this structure generally
have the departments of diagnosis, treatment, management and support.

Goal: Refers to the general results that the organisation wants to reach in
the long term.

Guide: The document was created for informational purposes and guiding
activities.
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Hand Hygiene: It is a general term referring to any action of hand
cleansing.

Handover: In order to ensure the patient safety and continuity of care, it
is a transfer of patient’s special information from a caregiver to another
or from a system featured in an organized team to another with a modern
interaction process transferred in a interactive way.

Hazardous Waste: Genotoxic, pharmaceutical and chemical wastes
arising from units and wastes containing heavy metals and pressured
containers.

Health Service Related Infection: Infections which doesn’t exist or isn’t
in incubation period at admission and which emerged in a hospital or
another health institution during health service provision. Infections that
emerge related to the service provision at institution after discharge and
occupation related infections of employees at institution are also in this
category.

Heavy Metal Containing Wastes: The wastes containing mercury,
cadmium, lead included in tools and equipment such as thermometer,
blood pressure measuring device and panels for radiation protection in
medical applications such as the treatment and diagnosis in units.

Hemovijilans: It is a number of following process which will involve
drawing blood and giving it to the recipient and which will be able to
provide a safer and more effective use of side effects, adverse events and
blood products along the chain including the continuation of the process.

High Risk Medicine: These are the medicines that are therapeutics and
maximum dosages are close to each other. When used in a wrong way,
these can affect the patient negatively irremeable or permanently.

High-Level Disinfection: Some of the chemicals may kill all spores
by long term (3-12 hours) treatment In similar concentrations but in
a shorter treatment period (e.g. 20 minutes with glutaraldehyde) the
same disinfectant kills all microorganisms except bacterial spores. This
process is called high-level disinfection.

Hospitality Services: In the health institution, except of the scope
of medical services, they are services offering the accommodation,
cleaning, washing, eating and drinking the patient, the patient’s relatives
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and staff and ensuring to give these services in a safety environment
which provides life and property safety.

Household Waste: Non-contaminated wastes, which is mainly originated
from kitchen, garden, and administrative units

Indication: It is a term, which refers that situations, in which should be
done an application, a treatment or a process.

Indicator: When a topic becomes digitized and measured, this is a tool
that contributes to making improvement activities.

Infectious Waste: Laboratory cultures and cultural inventories of
infectious agents such as all kinds of body fluids and human tissues,
organs, placenta, fetus, and other pathological material; blankets, sheets,
bandages, adhesive tape, tampons, swab and other wastes; bacteria and
virus retaining air filters which known as infectious agents carriers or
likely to carry them.

Information Security: It means to protect the information from damages
and to prevent obtaining the information by unwanted users in any
environment using the appropriate technology in the right way for the
right purpose.

Inpatients: They are the patients with hospital stay procedures and
necessary diagnostic and therapeutic procedures. Patients who are under
observation in the emergency department, with hospitilization procedure
for a day (chemotherapy, radiation therapy, physical therapy, patients are
given dialysis services, etc.) and necessary follow-up as the result of a
special procedure (monitoring of the patient for a while with endoscopic
sedation, etc.) are included to inpatiens.

Institutional Structure (Design): Institutional structure includes authorities
and responsibilities in institution and forming communication channels.
Organizational structure of the health institution is formed after these studies.
This structure is shown in the organization scheme. In the organization
schemes, positions in the institution, units, departments and authority,
responsibility and communication relations between them are shown.

Instruction: A single document containing the steps of the activity.

Intended Population: Employees of the company, people who get
the service and all the people that interact with the organization and
institutions (media, insurance agencies, suppliers, government agencies,
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non-governmental organizations, universities, local government units,
community leaders, experts, etc.)

Internal Quality Control: The process is working the results of
measurements with known samples top check the expected performance.

Isolation Precautions: Activities carried out and measures toprevent
transmission of apathogen microorganism from person to person, from
person to envoirment or vice versa.

Limitations: It is providing control of the physical activities against risk of
giving harm to self or others of the patient.

Limited Antibiotic Reporting: Within the stated conditions, elective
reporting the results of antibiotic susceptibility test performed within the
determined frame of international rules. The results related to the drugs
which are needed to state are reported.

List: Similar items listed consecutively document.

Low Level Disinfection: In this process, in a short time (less than 10 minutes)
most of the vegetative bacteria, some fungi and some viruses dies.

Matrix Structure: Matrix structure is the use of both functional and sectional
structure at the same time in the health institution. For example,services
provided in operation room require coordination of people and units that
have different functions and from different departments.

Measurement Uncertainty: A parameter that characterizes the dispersion
of the values that could correspond with the measured values, defines the
actual value of the quantity being measured around the range can be
found.

Medical Gas: Gas that is produced and packed to be used in anesthetic
processes or diagnosis and treatment interventions.

Medical Waste: Infectious, pathologic and penetrating wastes which
results from units.

Method Validation: For the purpose of proving the validity of an analytical
method is the process of interest.

Mission: It is the pure and general object, which determines the reason
of health institution's being, it's philosopy with provided products and
services that lays down their unique differences and separate them from
other health institutions.
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Morbidity: incidence of disease
Mortality: incidence of death

Narcotic Medicine: These are medicines that are like morphine and has
painkiller specifications, natural, semi artificial and artificial and these
may cause strong physical and psychological addiction.

Objective: States short term processes for reaching the goals. Objectives
are more open and has measurable features comparing to goals.

Organization Scheme: It is a graphic that shows institutional structure
as a whole and it also shows various relations between service units in a
comprehensive order.

Outpatient: They are the patients without hospital stay procedures but
with necessary diagnostic and therapeutic procedures.

Outsourcing: It's the method of providing some services from an
organization that out of the health service organization.

Panic/Critical Value: Values of result that requires clinical laboratory
testing, may pose a risk to the health of the patient, the patient’s physician
as soon as possible to inform and advanced diagnostic,therapeutic and /
or prophylactic medical intervention.

Particle: Smallest part of matter or energy
Pathogen Microorganism: Microorganisms that cause infectious diseases

Pathological Waste: Tissues, organs, body parts, human fetal arising as
a result of surgical intervention

Patient Care: It is the definition of the process passing from admission in
a hospital to  discharge from the health institution and provided services
for the patient including monitoring time of the patient after the discharge
from the hospital.

Perioperative Period: The period during surgical operation

Personal Hygiene Area: In accordance with the hygiene rules, these are
the areas like toilets, baths or sinks, which provides body cleaning and
meets hygiene needs.

Plan: the intended purpose ensure achievemant of steps, what, when,
why and document that shows how to do it.
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Postanalitytical Process: They are the processes that held after the
analysis from the approval of the results.

Postoperative Period: The period after surgical operation

Postpostanalytical Process: It states that interpretation of results in order
to ensure patients benefit,determining the needs of additional test, and
hence giving the right decisions for the patient’s diagnosis treatment or
follow-up about laboratory to provide information and guidance support.

Preanalytical Process: After the last sampling test order to the patient
until analysis, samples transfer, the adoption of the laboratory sample,
covers all the stages including the storage and preparation of analysis.

Preoperative Period: The period before surgical operation
Prepreanalytical Process: the patient process to test request.

Primary Facility Resources: It expresses the need of minimum formation
of the infrastructure of technologies which will be used in the provision of
health care (water, electricity, air conditioning and medical gas systems,
gtc.).

Privacy: Represents the living area of the patient that has to be clarified
for the patients care,treatment (test results, information about the disease
and treatment) or for any other reason but hiding them from all other
individuals in the society.

Procedure: Document describing how the execution of the activities of
a process.

Products Obtained by Apheresis: Blood products which is obtained
decomposing whole blood by the help of automatic devices after the
blood is taken out of vein.

Products Obtained from Whole Blood: The products obtained as a result
of processing the whole blood.

Promotion and Enhancement of Health: is the course in which people
increase the control on their health and are able to enhance it. Promotion
and enhancement of health represents a social and political progress. It
does not only mean the activities that increases the skill and capacity
of individuals but also changing social, environmental and economic
conditions, thus it also means the activities aimed at easing their impacts
on the health of society and individuals. Promotion and enhancement of
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health is the course of increasing the control on health determiners (such
as biological, environmental, economical, social and life style elements)
and thus it is the progress of enhancing their own health.

Psychotrope Medicine: these are the medicines that affect central
nervous system and cause some temporal changes in sense, mood,
consciousness and behaviors by changing the functions of the brain. And
also these may cause physical addiction when used for a long time.

Quiet Room: It is a room designed to prevent the patients to harm
themselves in the psychiatric emergency room.

Radioactive Waste: Waste including radioactive material such as
fluids left from radiation therapy or laboratory research; contaminated
glassware, packaging or paper; open radionuclides and feces and urine
of patients who are treated or examined, sealed radioactive sources.

Rational Use of Antibiotics: Acting according to the following 5 TRUE
bases for the treatment or prophylaxis of an infectious disease.

Right person

Right time

Right way (swallowing, chewing, vascular, etc.)
Correct amount

Correct drug

Reference Range: Reference to certain individuals in a population for a
test of the minimum and maximum range of values obtained.

Revision Date: The document was last updated refers to the date.

Revision Number: The document is updated refers to the number of
times.

Risk analysis: It refers to identification of risks using methods allowing a
comprehensive understanding of the risks, assessment of the severity of
the damage in case of risks that may arise. In this context, risk analysis
includes following processes;

Identification of dangers which patients may be exposed to
Determination of the frequency and level of exposure to hazards
Assessment of which patient or patient groups are affected.
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Risk: It refers to the probability of occurrence and the severity of an event
that can damage human health as a result of exposure to a hazard.

Sectional Structure: In this structure type, outcomes are based on and
departments (sections) are classified according to these outcomes.
Departments in health institutions are formed with respect to certain
medical specialties (such as child, surgery, radiology etc.). In this
structure, there are functional directors working under department
directors. Functional directors are responsible not only to department
director but also to higher functional directors of the hospital.

Sharp Waste: Wastes such as injection, injection syringe and all other
subcutaneous venture injections, cylinders, cartridges and cans enclosing
allthe gases used in procedure, lancets, scalpel, knife, serum kit needles,
surgical suture needles, biopsy needles, intracath, broken glass, bulbs,
solid-lamellae, broken glass tubes and petri dishes and these waste may
cause stinging, punching, scrape and injuries.

Side Effect: All pharmacological effects, that are unintended, without
taking the harm of the medicine into consideration.

Sterilization: Killing all microorganisms found on anybody or substance
by physical or chemical methods including spores.

Supporting Document: Procedure, Direction, Guide, Form, Plan,
List, Consent Document, and External Document or this document is
supportive documents.

Surgical Prophylaxis: Medical interventions aimed at preventing surgical
infections.

Surveillance: It is the systematic observation made on how the certain
diseases occur and spread.

Temporary Storage: The process of keeping waste wait in units built
in the unit or containers for a temporary period not to exceed 48 hours
before the transportation

Transfusion Center: A unit which is not entitled to draw blood from the
blood donor except in an emergency, crossmatching the obtained blood
and blood component for transfusion ve preparing the required tests for
the use of patients.

Transfusion Reactions: Adverse effects in the receiver during or after the
transfusion of blood and blood components.
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Transfusion: Tansfusion of whole blood or blood component to the patient
in need due to health problem.

Transportation: The process of transporting waste by convenient
transportation vehicles from temporary storage units to disposal area.

Ultimate Disposal: Destruction or disarmament through incinerating or
storing the waste in plants where all measures provided in applicable
legislation are taken without any damage to the environment and human
health

Value: Defined rules and principle series which directs their members to
certain acts for securing the survival of institution.

Verbal Request: verbal request is defined as the doctor’s conveyance of
the request to the nurse in a verbal way in the obligatory cases which the
physician can not give a written request.

Verification: A validated method is suitable for the purpose, or the
measurement system has been tested under laboratory conditions to
verify that tried.

Virulence: Ability of a pathogen (bacteria, virus etc.) to cause a disease

Vision: Expressing that health institution hoping to reach the status under
current conditions and its main philosophy for the future with sentences
that features excellence and being ambitious.

Waste Management Plan: Determining the general principles for
not harming the environment and human health when the process of
composing waste till disposal of them.

Whole Blood: Blood which was taken in a sterile bag containing
anticoagulant preservative liquid from a donor and wasn’t decomposed.

Abbreviations

IMS: Information Management System. Trained users and devices
connected to the computer through a network of institutions, every effort
is made to perform(clinic, laboratory, radiology, pharmacy services ect),
with electronic software to maintain the record.

HBYS: Hospital Information Management System
BYS:Information Management System
SAH: Standards of Accreditation in Health
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