
STATE HEALTH AGENCY
KERALA 



TRAINING ON

QUALITY CERTIFICATE STANDARDS FOR 

AB PM-JAY-KASP



EXPECTATIONS !



TRAINING DELIVERABLES

➢ Additional Support to create quality culture

➢ To Exchange Indicator based quality tool

➢ Patient safety and Increased care for Patient

➢ Improve National Recognition of EHCPs



INTRODUCTION 

PM-JAY established a 3 level Hospital Quality certification 

BRONZE SILVER GOLD



BENEFITS

➢ Incentivization (Silver & Gold)

➢ To provide Quality of services, Enhance patient satisfaction and improve Standard

of care



PROCESS TO OBTAIN BRONZE CERTIFICATION

Launched in August 2019

Bronze quality certificate is a pre-entry level 

certificate 

Aims to bring both private and public AB PMJAY 

empanelled hospitals at par in terms of quality of 

service

Comprehensive, User Friendly, Evidence-Based, 
Digital Certification, Objectivity, Balanced
Approx. 75% small healthcare organisation (SHCO) 

will be able to start their journey to improve 

quality

https://pmjay.qcin.org/pages/login

https://pmjay.qcin.org/pages/login


BRONZE CERTIFICATION

➢ Hospitals that are empaneled with AB PM-JAY 
➢ Do not possess any accreditation or 

certification from any other recognized 
certification body (NQAS, NABH & JCI) can 
apply for this certificate

➢ 53 standards & 182 means of verification 
(Inputs, Clinical and Support services, patient 
care and Health outcomes)

28 Days



SILVER & GOLD QUALITY CERTIFICATE

Silver Quality Certificate is the second level of Ayushman Bharat Quality Certification

which is revised terminology for Entry level NABH/NQAS Certification.

Gold Quality Certificate is the third & the highest level of Ayushman Bharat Quality

Certification which is revised terminology for NABH full /JCI Certification.

15 Days



SILVER & GOLD QUALITY CERTIFICATE

Silver Quality Certificate is the second level of Ayushman Bharat Quality Certification

which is revised terminology for Entry level NABH/NQAS Certification.

Gold Quality Certificate is the third & the highest level of Ayushman Bharat Quality

Certification which is revised terminology for NABH full /JCI Certification.

15 Days



HOW TO OBTAIN AB PM-JAY 

GOLD / SILVER / BRONZE

QUALITY CERTIFICATE 



GOLD QUALITY CERTIFICATE FOR AB PM-JAY 

Gold Quality Certificate is the highest level of Ayushman Bharat Quality Certification

which signifies that the certified hospital is complying with most of the healthcare

protocols to ensure best quality of services and patient care. Gold Quality Certificate is

revised terminology for already existing outcome -based incentivization structure i.e.

NABH Full / JCI Accreditation to AB PM-JAY Gold Quality Certification. Silver Quality

Certified hospital can directly apply for this certification. Gold Quality Certified hospitals

will get additional and higher financial benefits over and above the ‘Hospital benefit

plans’.



GOLD QUALITY CERTIFICATE FOR AB PM-JAY 



SILVER QUALITY CERTIFICATE FOR AB PM-JAY 

Silver Quality Certificate is the second level of Ayushman Bharat Quality Certification

which is revised terminology for already existing outcome -based incentivization

structure i.e. Entry level NABH/NQAS Certification. It indicates that hospital has better

quality of services and patient care but need to focus next on organization centered

standards in terms of responsibility of management system among others. It is intended

to motivate hospitals to keep increasing the level of quality in their services. Bronze

Quality Certified hospital can directly apply for this certification. Silver Quality Certified

hospitals will get additional financial benefits over and above the ‘Hospital benefit

plans’.



SILVER QUALITY CERTIFICATE FOR AB PM-JAY 



QUESTIONS FOR AB PM-JAY GOLD / SILVER 
QUALITY CERTIFICATION:-

Questions are divided in two parts-

1. AB PM-JAY Specific Questions (25) 

2. Quality Audit Checklist Questions (20)

Note:- After completion of Quality Audit Checklist please submit and take Screenshot and this
Screenshot should be upload as an evidence of AB PM-JAY Specific Question number – 25.



1. Are 'scope of services' registered under AB PM-JAY clearly defined and displayed 
at prominent place (e.g. Hospital entrance, Registration area, Waiting area, etc.) ? 



2. Are 'scope of services' registered under AB PMJAY displayed bilingually 
(Malayalam & English)? 



3. Is the hospital staff aware of 'scope of services' registered under AB PMJAY? 



4. Is there a dedicated kiosk/ counter for AB PMJAY at prominent 
place in the hospital? 



5. Is the kiosk/ counter manned by Pradhan Mantri Arogya Mitra (PMAM)/ trained 
staff during the operational hours (e.g. Arogya Mitra & its Duty list) ? 

Day Date harshad tejalben akshay devendra mukesh Nisha Jayesh

Monday 30-09-19 2 to 10 8 To 4 9 to 5 11 TO 7 12 to 8 9 to 5 2 to 10

Tuesday 01-10-19 2 to 10 8 To 4 9 to 5 11 TO 7 12 to 8 9 to 5 2 to 10

Wednesday 02-10-19 2 to 10 8 To 4 9 to 5 11 TO 7 12 to 8 9 to 5 2 to 10

Thursday 03-10-19 2 to 10 8 To 4 9 to 5 11 TO 7 12 to 8 9 to 5 2 to 10

Friday 04-10-19 2 to 10 8 To 4 9 to 5 11 TO 7 12 to 8 9 to 5 2 to 10

Saturday 05-10-19 2 to 10 8 To 4 9 to 5 11 TO 7 12 to 8 9 to 5 2 to 10

Sunday 06-10-19 9 to 5 week off wk off wk off wk off wk off wk off

Monday 07-10-19 12 to 8 2 to 10 8 To 4 9 to 5 11 TO 7 9 to 5 2 to 10

Tuesday 08-10-19 12 to 8 2 to 10 8 To 4 9 to 5 11 TO 7 9 to 5 2 to 10

Wednesday 09-10-19 12 to 8 2 to 10 8 To 4 9 to 5 11 TO 7 9 to 5 2 to 10

Thursday 10-10-19 12 to 8 2 to 10 8 To 4 9 to 5 11 TO 7 9 to 5 2 to 10

Friday 11-10-19 12 to 8 2 to 10 8 To 4 9 to 5 11 TO 7 9 to 5 2 to 10

Saturday 12-10-19 12 to 8 2 to 10 8 To 4 9 to 5 11 TO 7 9 to 5 2 to 10

Sunday 13-10-19 wk off 9 to 5 wk off wk off wk off wk off wk off

Monday 14-10-19 11 TO 7 12 to 8 2 to 10 8 To 4 9 to 5 9 to 5 2 to 10

Tuesday 15-10-19 11 TO 7 12 to 8 2 to 10 8 To 4 9 to 5 9 to 5 2 to 10

Wednesday 16-10-19 11 TO 7 12 to 8 2 to 10 8 To 4 9 to 5 9 to 5 2 to 10

Thursday 17-10-19 11 TO 7 12 to 8 2 to 10 8 To 4 9 to 5 9 to 5 2 to 10

Friday 18-10-19 11 TO 7 12 to 8 2 to 10 8 To 4 9 to 5 9 to 5 2 to 10

Saturday 19-10-19 11 TO 7 12 to 8 2 to 10 8 To 4 9 to 5 9 to 5 2 to 10

Sunday 20-10-19 wk off wk off 9 to 5 wk off wk off wk off wk off

Monday 21-10-19 9 to 5 11 TO 7 12 to 8 2 to 10 8 To 4 9 to 5 2 to 10

Tuesday 22-10-19 9 to 5 11 TO 7 12 to 8 2 to 10 8 To 4 9 to 5 2 to 10

Wednesday 23-10-19 9 to 5 11 TO 7 12 to 8 2 to 10 8 To 4 9 to 5 2 to 10

Thursday 24-10-19 9 to 5 11 TO 7 12 to 8 2 to 10 8 To 4 9 to 5 2 to 10

Friday 25-10-19 9 to 5 11 TO 7 12 to 8 2 to 10 8 To 4 9 to 5 2 to 10

Saturday 26-10-19 9 to 5 11 TO 7 12 to 8 2 to 10 8 To 4 9 to 5 2 to 10

Sunday 27-10-19 wk off wk off wk off 9 to 5 wk off wk off wk off

Monday 28-10-19 8 To 4 9 to 5 11 TO 7 12 to 8 2 to 10 9 to 5 2 to 10

Tuesday 29-10-19 8 To 4 9 to 5 11 TO 7 12 to 8 2 to 10 9 to 5 2 to 10

Wednesday 30-10-19 8 To 4 9 to 5 11 TO 7 12 to 8 2 to 10 9 to 5 2 to 10

Thursday 31-10-19 8 To 4 9 to 5 11 TO 7 12 to 8 2 to 10 9 to 5 2 to 10

Friday 01-11-19 8 To 4 9 to 5 11 TO 7 12 to 8 2 to 10 9 to 5 2 to 10

Saturday 02-11-19 8 To 4 9 to 5 11 TO 7 12 to 8 2 to 10 9 to 5 2 to 10

Sunday 03-11-19 wk off wk off wk off wk off 9 to 5 wk off wk off

Duty from 30-09-2019 to 03-11-2019



6. Are required equipment’s provided to Arogya Mitra for AB PM-JAY beneficiary 
identification? 

Allotment 
Letter

Counter
Computer Biometric 

Scanner
Printer



8. Does the hospital have at least one Pradhan Mantri Arogya Mitra (PMAM)/ 

dedicated person per shift appointed for looking after the work of Ayushman 

Bharat Scheme? 



7. Does the hospital have a dedicated team for AB PMJAY? 

Yes / No



8. Does the hospital have at least one Pradhan Mantri Arogya Mitra (PMAM)/ 

dedicated person per shift appointed for looking after the work of Ayushman 

Bharat Scheme? 



9.Does the nominated AB PMJAY team have doctor(s) engaged? 



10. Does the nominated AB PMJAY team have a member from administration 
department? 



11. Does the hospital have AB PMJAY specific IEC materials near hospital 
entry and at prominent areas? 



12. Does the AB PMJAY kiosk/ counter has IEC materials pertaining to 
AB PMJAY on or near it? 



13. Has hospital conducted any promotional activity (like camping) for spreading 
awareness regarding the AB PM-JAY scheme? 



14. Is hospital’s scope of services mapped with hospital’s 
Manpower/Human Resources? 



15. Do the hospitals maintain proper medical records maintained for AB PMJAY 
patients? 



16. Is AB PMJAY claim process documented in the hospital's policies? 



17. Does the hospital charge any extra money from AB PMJAY beneficiaries? 

Yes / No



18. Are the deployed staff members trained for HEM portal? 



19. Are the deployed staff members trained for TMS portal? 



20. Are the deployed staff members trained for BIS portal? 



21. Does the hospital maintain proper records for AB PMJAY referred beneficiaries? 
SR NO MONTH Visit No. Patient  Registrati Admit NEW IPD Patient  Gender Age Age ADULT/PE Birth Date Unit Marital Mother Address Village Taluka District State 123 STATEE COUNTRY

1 APRIL

IPD/2019/

04/00090

19

UNM-

2019-04-

025045

01-04-19 01-04-19 NEW IPD

HIRALAL 

MANGILA

L 

PRAJAPAT

I

Male 49y 40Y - 60Y ADULT
01/04/197

0

Cardiology 

Unit - 2
Married Gujarati

WARD NO-

17

TARAKHE

DI
Jaora Ratlam

MADHYA 

PRADESH

OTHER 

STATE

MADHYA 

PRADESH
INDIA

2 APRIL

IPD/2019/

04/00090

26

UNM-

2018-07-

058187

24-07-18 01-04-19
FOLLOW 

UP

VANITABE

N 

BALKISHA

N NORA

Female 40y 8m 40Y - 60Y ADULT
24/07/197

8

Cardiology 

Unit - 1
Married Gujarati

585/3691,

G.H.B.,BA

PUNAGAR

AHMEDAB

AD

AHMEDAB

AD

AHMEDAB

AD
GUJARAT GUJARAT GUJARAT INDIA

3 APRIL

IPD/2019/

04/00090

28

UNM-

2019-03-

021286

18-03-19 01-04-19
FOLLOW 

UP

SHAKARIB

EN 

BHULESH

WARBHAI 

DARJI

Female 70y >= 60Y ADULT
18/03/194

9

Cardiology 

Unit - 2
Widow Gujarati

NR. BAL 

MANDIR
 kankanol

HIMATNA

GAR

SABARKA

NTHA
GUJARAT GUJARAT GUJARAT INDIA

4 APRIL

IPD/2019/

04/00090

53

UNM-

2019-04-

025122

01-04-19 01-04-19 NEW IPD

MANJULA

BEN 

MAHESHB

HAI JADAV

Female 52y 40Y - 60Y ADULT
01/04/196

7

Cardiology 

Unit - 2
Married Gujarati

B/H 

RAILWAY 

CROSSING

, NEW 

CHAMUN

DA SOC-

36, NR. 

NAVRANG 

HIGH 

SCHOOL , 

JAGATPUR 

ROAD, 

CHANDKH

EDA

AHMEDAB

AD  

AHMEDAB

AD

AHMEDAB

AD
GUJARAT GUJARAT GUJARAT INDIA

5 APRIL

IPD/2019/

04/00090

63

UNM-

2019-03-

021083

16-03-19 01-04-19
FOLLOW 

UP

MANGILA

L 

RAMLALJI 

DHANGAR

Male 56y 40Y - 60Y ADULT
16/03/196

3

CVTS Unit - 

1
Married Hindi - SARSOD Daloda Mandsaur

MADHYA 

PRADESH

OTHER 

STATE

MADHYA 

PRADESH
INDIA

6 APRIL

IPD/2019/

04/00090

68

UNM-

2019-04-

025070

01-04-19 01-04-19 NEW IPD

GOPAL 

RODUJI 

SURYAVA

NSHI

Male 36y 9m 18Y - 40Y ADULT
05/06/198

2

Cardiology 

Unit - 2
Married Gujarati -

RAHIMGA

RH
Sitamau Mandsaur

MADHYA 

PRADESH

OTHER 

STATE

MADHYA 

PRADESH
INDIA

7 APRIL

IPD/2019/

04/00090

78

UNM-

2019-04-

025095

01-04-19 01-04-19 NEW IPD

PUSHPAB

EN 

PRAKASH

BHAI 

DHOBI

Female 42y 3m 40Y - 60Y ADULT
01/01/197

7

CVTS Unit - 

1
Married Gujarati

 BIHAND 

SANSAD 

BHAVAN 

MANDSA

UR
Mandsaur Mandsaur

MADHYA 

PRADESH

OTHER 

STATE

MADHYA 

PRADESH
INDIA

8 APRIL

IPD/2019/

04/00090

85

UNM-

2019-03-

016731

01-03-19 01-04-19
FOLLOW 

UP

NATVARL

AL 

MOHANL

AL 

SOLANKI

Male 69y 8m >= 60Y ADULT
07/07/194

9

CVTS Unit - 

2
Married Gujarati

OD 

VAS,BUKD

I ROAD

PATAN PATAN PATAN GUJARAT GUJARAT GUJARAT INDIA

9 APRIL

IPD/2019/

04/00091

07

UNM-

2019-04-

025431

01-04-19 01-04-19 NEW IPD

RASIKBHA

I 

MOHANB

HAI 

MAKWAN

A

Male 55y 40Y - 60Y ADULT
01/04/196

4

Cardiology 

Unit - 2
Married Gujarati -

BAHADUR

PUR
PALITANA

BHAVNAG

AR
GUJARAT GUJARAT GUJARAT INDIA



22. Number of AB PMJAY beneficiaries referred to AB PMJAY hospitals in 
last 6 month 

Only 

Number..



23. Number of AB PMJAY In-Patient Department (IPD) census for last 6 months 

Only 

Number..



24. Does the hospital collect feedback during discharge from AB PMJAY 
beneficiaries? 



25. AB PM-JAY quality audit checklist filled regularly in HEM portal? 



Guidelines for Quality Audit Checklist
Link:- https://hospitals.pmjay.gov.in

➢ Quality Audit Checklist to be filled for all 20 parameters.

➢ Each parameter to be assessed based on compliance to required

evidences.

➢ Method of Assessment includes - Direct observation, Patient Interview,

Staff Interview and Record Review required as per parameter.

➢ Scoring is 0 (Non Compliance), 5 (Partial Compliance) and 10 (Full

Compliance) based on the evidences

➢ Empaneled hospitals have to perform an online self assessment every

month and average score will be considered as yearly assessment score.

https://hospitals.pmjay.gov.in/


1. All the services being provided by AB – PMJAY Empanelled Hospitals, patient 
rights and responsibilities are clearly defined & display at prominent place in 

understandable language.  



1. All the services being provided by AB – PMJAY Empanelled Hospitals, patient 
rights and responsibilities are clearly defined & display at prominent place in 

understandable language.  



2. Hospital has displayed the IEC pertaining to Ayushman 
Bharat at prominent place 

Evidence Required 
Method of 

Assessment 
Response sheet Mark 

Available 
evidence

(Photo to be 
uploaded)

a) The banner or poster of AB-
PMJAY is displayed  at prominent 

place (e.g. Hospital entrance, 
Registration area, Waiting area, 

etc.)                                  
b) The banner or poster of AB-
PMJAY is visible to patient or 

visitors
c) Staff aware about the AB-

PMJAY

Direct 
observation & 
Staff interview

100% compliance of all 
three evidences.  

10

AB PM-JAY Banner 
displayed at 

prominent place 
in hospital 
premsis.

if any of the three 
evidence is found to be 

non-compliant. 
5

Non-compliance of all 
three evidences.

0



2. Hospital have displayed the IEC pertaining to Ayushman Bharat at 
prominent place 



3. The initial assessment by doctors for in-patients is documented within 24 hours 
or earlier and the Patient record file have care and treatment orders which is 

signed, named, timed and dated by the concerned doctor.   

Evidence Required 
Method of 

Assessment 
Response sheet Mark 

Available evidence
(Photo to be 
uploaded)

See minimum 5 in-patients files of 
existing (admitted) patient record and 

check for: 
a) Availability of Initail assesment form

b) Initial assemnent form filled by 
concerned personal

c) Time of admission ,Time of initial 
assessment , Initial assesment start 

and completion time.
d) Treatment orders are signed, 
named, timed and dated by the 

concerned doctor    

Record review & 
Staff interview 

100% compliance of all 
four evidences.  

10

Doctor's initial 
assessment form and 

Nursing initial 
assessment form.  

if any of the four 
evidence is found to be 

non-compliant. 
5

Non-compliance of all 
four evidences.

0



3. The initial assessment by doctors for in-patients is documented within 24 hours 
or earlier and the Patient record file have care and treatment orders which is 

signed, named, timed and dated by the concerned doctor.   



4 . The results of the diagnostic (Laboratory, Radiology, etc.) tests should be made 
available in defined time frame and intimated about the critical results to the 

concerned personnel immediately. 

Evidence Required 
Method of 

Assessment 
Response sheet Mark 

Available evidence
(Photo to be 

uploaded)

a) Time frame of diagonostic results 
are displayed in diagnostic 
department and followed.

b) See minimum five cases of Critical 
value and check for:

i) Critical result value identification 
time and informed time to 

concerned personnel.
ii) Appropriate action taken by the 
concerned person for the critical 

result.   

Direct observation, 
Record review, 

Patient interview & 
Staff interview 

100% compliance of all three 
evidences.  

10

Turn around Time, 
Critical value Chart 

are displayed in 
Diagnostic area. 

Registry maintained 
for TAT and Critical 

value 

if any of the three evidence is found 
to be non-compliant. 

5

Non-compliance of all three 
evidences.

0



4. The results of the diagnostic (Laboratory, Radiology, etc.) tests should be made 
available in defined time frame and intimated about the critical results to the 

concerned personnel immediately. 



4. The results of the diagnostic (Laboratory, Radiology, etc.) tests should be made 
available in defined time frame and intimated about the critical results to the 

concerned personnel immediately. 



5. Events during cardio-pulmonary resuscitation are recorded and mock drills 
conducted at regular interval; sequence of CPR in pictorial manner should be 

displayed. 

Evidence Required 
Method of 

Assessment 
Response sheet Mark 

Available evidence
(Photo to be 

uploaded)

a) Policy for cardio-pulmonary 
resuscitation 

b) CPR process flow chart 
displayed in patient care area 

c) Staff aware of steps in cardio-
pulmonary resuscitation

d) Documentation of  Regular 
mock drill conducted, variations 
observed in each drill and CAPA  
taken by respective personnel's.

Direct observation, 
record review & Staff 

interview

100% compliance of all four 
evidences.  

10

Documents of CPR 
mock drills  conducted 
at regular intervals and 

CPR chart display in 
patient care area. 

if any of the four evidence is 
found to be non-compliant. 

5

Non-compliance of all four 
evidences.

0



5. Events during cardio-pulmonary resuscitation are recorded and mock drills 
conducted at regular interval; sequence of CPR in pictorial manner should be 

displayed. 



6. Informed consent about the information on risks involved, benefits, alternatives 
for the procedures, surgeon who will perform the requisite procedure in an 

understandable language

Evidence Required Method of Assessment Response sheet Mark 
Available evidence

(Photo to be uploaded)

a) SOP developed for taking the informed 
consent from patient or patient relative.

b) See minimum 5 in-patients files of 
previous month and check availability of:

i) Clearly defined  information on risks 
involved, benefits, alternatives for the 

procedures by surgeon who will perform 
the requisite procedure in an 

understandable language.
ii) Informed consent is duly signed by 

patient or patient relative and 
countersigned by concerned surgeon.
iii) Post operative notes by concerned 

surgeon.

Direct observation, Record 
review, Patient interview & 

Staff interview

100% compliance of all four 
evidences.  

10

Informed consent form 
and Post operative notes 

in patient files. 

if any of the four evidence is 
found to be non-compliant. 

5

Non-compliance of all four 
evidences.

0



7. The regular and periodic monitoring of anaesthesia components like recording 
of heart rate, cardiac rhythm, respiratory rate, blood pressure, oxygen saturation, 

airway security and patency and level of anaesthesia should be done. 

Evidence Required 
Method of 

Assessment 
Response sheet Mark 

Available evidence
(Photo to be uploaded)

See minimum 5 post-operative files of 
previous month and check for:

a) Availability of completely filled Pre-
anaesthesia, during anaesthesia and 

post- anaesthesia form in each patient 
file.

b) Pre-anaesthesia consent is duly 
signed by patient or patient relatives 

and countersigned by    anaesthetists in 
each patient file..

c) Complete documentation (e.g. 
Recording of heart rate, cardiac rhythm, 
respiratory rate, BP,  oxygen saturation, 

airway security recorded ) in each 
patient file.

Record review & Staff 
interview

100% compliance of all three 
evidences.  

10
a) Complete 

documentation:
Recording of heart rate, 

cardiac rhythm, 
respiratory rate, BP, 

oxygen saturation, airway 
security 

b) Pre-anaesthesia 
consent duly signed by pt. 

or pt. relatives and 
countersigned by 

anaesthetists

if any of the three evidence is found to 
be non-compliant. 

5

Non-compliance of all three evidences. 0



7. The regular and periodic monitoring of anaesthesia components like recording 
of heart rate, cardiac rhythm, respiratory rate, blood pressure, oxygen saturation, 

airway security and patency and level of anaesthesia should be done. 



8. The documented procedure is defined and adhered to, for the prevention of 
adverse events like wrong site, wrong patient and wrong surgery.

Evidence Required 
Method of 

Assessment 
Response sheet Mark 

Available evidence
(Photo to be 

uploaded)

See minimum 5 post-operative 
files of previous month and check :

a) Availability of WHO safety 
checklist.

b) WHO safety checklist is filled 
and signed by anaesthetist(before 

induction of anaesthesia), 
surgeon(before skin incision) and 
OT incharge(before patient leaves 

OT)

Record review & Staff 
interview

100% compliance of all 
two evidences.  

10

WHO safety 
checklist signed by 

OT Incharge, 
anaesthetist and 

surgeon

if any of the two 
evidence is found to be 

non-compliant. 
5

Non-compliance of all 
two evidences.

0



8. The documented procedure is defined and adhered to, for the prevention of 
adverse events like wrong site, wrong patient and wrong surgery.



9. Documented procedure for  management of medication are defined and 
implemented e.g.  Sound alike and look alike medications are stored separately.

Evidence Required 
Method of 

Assessment 
Response sheet Mark 

Available evidence
(Photo to be 
uploaded)

a) Defined list of sound alike and 
look alike medications 

b) Display of the sound alike and 
look alike medications list in all 

patient-care area
c) Sound alike and look alike 

medications are stored separately 
in pharmacy and all patient-care 

area 

Direct observation, 
Record review & 
Staff interview

100% compliance of all 
three evidences.  

10
a) List of sound alike 

and look alike 
defined and 

displayed in all 
patient-care area

b) Sound alike and 
look alike 

medications are 
stored separately in 

pharmacy and all 
patient-care area

if any of the three 
evidence is found to be 

non-compliant. 
5

Non-compliance of all 
three evidences.

0



9. Documented procedure for  management of medication are defined and 
implemented e.g.  Sound alike and look alike medications are stored separately.



9. Documented procedure for  management of medication are defined and 
implemented e.g.  Sound alike and look alike medications are stored separately.



10. Listing and storage of High risk medications to be done & orders should be 
verified before their dispensing. 

Evidence Required 
Method of 

Assessment 
Response sheet Mark 

Available evidence
(Photo to be 
uploaded)

a) The list of High risk 
medications are available 
b) Updated legal licence 
available if narcotics are 

stored and used.
c) The high risk medications 

are stored separately in 
secure enviorment (double 

lock).
d) Check patient file for 

documentation verification.  

Direct observation, 
Record review & 
Staff interview

100% compliance of all 
four evidences.  

10
a) List of High risk 

medication
b) High Risk 

Medications are 
kept under lock 

and key in separate 
drawer 

c) Legal liscence for 
narcotics if 

narcotics are 
stored and used.

if any of the four 
evidence is found to be 

non-compliant. 
5

Non-compliance of all 
four evidences.

0



10. Listing and storage of High risk medications to be done & orders should be 
verified before their dispensing. 



10. Listing and storage of High risk medications to be done & orders should be 
verified before their dispensing. 



11. Verification of dosage, route, timing and expiry date before administering
the medication should be done.

Evidence Required 
Method of 

Assessment 
Response sheet Mark 

Available evidence
(Photo to be 

uploaded)

a) Defined SOP for process 
of administration of 

medication 
b) Check minimum 5 in-
patients files of previous 

month  and look for 
implemented process as 
defined in SOPs (dosage, 
route, timing and expiry 

date before administering 
the medication)

c) Medication orders are 
clear, legible, dated, named 

and signed by the 
concerned doctor.

Direct observation, 
Record review & 
Staff interview

100% compliance of all three 
evidences.  

10

a) Policy of 
Management of 

Medications 
b) Patient files with 

Medication orders that 
are clear, legible, 

dated, named and 
signed by the 

concerned doctor.

if any of the three evidence is found to 
be non-compliant. 

5

Non-compliance of all three evidences. 0



11. Verification of dosage, route, timing and expiry date before administering
the medication should be done.



12. Adverse drug events are collected, analysed by the treating doctor and 
practices are modified (if necessary) to reduce the same.

Evidence Required 
Method of 

Assessment 
Response sheet Mark 

Available evidence
(Photo to be 
uploaded)

a) Clearly defined policy for 
the adverse drug events.

b) Adverse drug events are 
reported to concerned 
authority and record is 

available 
b) Corrective and preventive 

action taken for Adverse drug 
events.

Record review & 
Staff interview

100% compliance of all 
three evidences.  

10

Records of adverse 
drug events kept 

with CAPA. 

if any of the three 
evidence is found to be 

non-compliant. 
5

Non-compliance of all 
three evidences.

0



12. Adverse drug events are collected, analysed by the treating doctor and 
practices are modified (if necessary) to reduce the same.

Evidence Required 
Method of 

Assessment 
Response sheet Mark 

Available evidence
(Photo to be 
uploaded)

a) Clearly defined policy for 
the adverse drug events.

b) Adverse drug events are 
reported to concerned 
authority and record is 

available 
b) Corrective and preventive 

action taken for Adverse drug 
events.

Record review & 
Staff interview

100% compliance of all 
three evidences.  

10

Records of adverse 
drug events kept 

with CAPA. 

if any of the three 
evidence is found to be 

non-compliant. 
5

Non-compliance of all 
three evidences.

0



12. Adverse drug events are collected, analysed by the treating doctor and 
practices are modified (if necessary) to reduce the same.



13. The hospital infection control committee is constituted and functional with defined surveillance 
method for tracking and analysing appropriate infection rates. 

Evidence Required 
Method of 

Assessment 
Response sheet Mark 

Available evidence
(Photo to be 
uploaded)

a) Availability of infection 
control committee formation 
letter with list of members’s.
b) List of identified high risk 

areas. 
c) Defined SOP for tracking 

and analysing infection rates.
d) Minutes of the meeting of  
infection control committee.
e) Corrective and preventive 

action taken to prevent 
infection.

Record review & 
Staff interview

100% compliance of all five 
evidences.  

10

a) SOPs are defined 
for Infection control
b)  Minutes of the 

meeting of  
infection control 
committee with 
corrective and 

preventive action 

if any of the five evidence is 
found to be non-compliant. 

5

Non-compliance of all five 
evidences.

0



13. The hospital infection control committee is constituted and functional with defined surveillance 
method for tracking and analysing appropriate infection rates. 



13. The hospital infection control committee is constituted and functional with defined surveillance 
method for tracking and analysing appropriate infection rates. 



14. All the healthcare providers should have easy accessibility to the hand washing facility in all 
patient care areas. Hand hygiene steps to be displayed at each hand washing facilities.



14. All the healthcare providers should have easy accessibility to the hand washing facility in all 
patient care areas. Hand hygiene steps to be displayed at each hand washing facilities.



14. All the healthcare providers should have easy accessibility to the hand washing facility in all 
patient care areas. Hand hygiene steps to be displayed at each hand washing facilities.



14. All the healthcare providers should have easy accessibility to the hand washing facility in all patient care 
areas. Hand hygiene steps to be displayed at each hand washing facilities.

RCA – Deviation from 100 % Compliance was observed due to –
1.Heavy workload
2.Emergency situation
3.Hand hygiene done but steps not followed properly.
CAPA –
1.   Regular training & education.

Jan’19 89.80 141/157

Feb’19 79.76 138/173

Mar’19 90.36 225/249

Bench mark

1 Criteria Target

2 % of Compliance 100 %

Total no. of hand hygiene opportunity  - missed opportunities X100
Total no. of hand hygiene opportunities



15. Staff members should be provided with the adequate and appropriate pre and post exposure 
prophylaxis

Evidence Required Method of Assessment Response sheet Mark 
Available evidence

(Photo to be 
uploaded)

a) The Vaccination (Inj. TT, Hepatitis –
B, Typhoid)and medical checkup 

record available  of all concerned staff 
members

b) Hospital provided Personal 
protective equipment to concerned 

staff.
c) Staff uses Personal protective 

equipment  while conducting any 
procedure/activity.

d) Display of Post exposure 
prophylaxis chart in all patient care 

areas

Direct observation, 
Record review & Staff 

interview

100% compliance of all 
four evidences.  

10
a) Staff vaccination 

record. 
b) PPE Equipments
used by staff  while 

conducting any 
procedure/activity. 

c) Post exposure 
prophylaxis chart in 
patient care area.

if any of the four 
evidence is found to be 

non-compliant. 
5

Non-compliance of all 
four evidences.

0



15. Staff members should be provided with the adequate and appropriate pre and post exposure 
prophylaxis



15. Staff members should be provided with the adequate and appropriate pre and post exposure 
prophylaxis



15. Staff members should be provided with the adequate and appropriate pre and post exposure 
prophylaxis



15. Staff members should be provided with the adequate and appropriate pre and post exposure 
prophylaxis



16. The proper implementation and regular monitoring of Bio-Medical waste segregation and 
collection in all the patient care areas of the hospital and staff should be trained in handling the 

Bio-Medical waste and provided with all personal protective measure.

Evidence Required Method of Assessment Response sheet Mark 
Available evidence

(Photo to be uploaded)

a) Updated license available for Bio-
Medical Waste Management practice as 

per BMW Rule 2016
b) SOP defined for the process of BMW 

as per Pollution control guidelines.
c) Staff follows the SOP.

d) Waste management bins available 
and BMW guideline chart is displayed in 

all patient care area
e) Personal protective measures (e.g. 

gloves, mask, apron, gum boots, heavy 
duty rubber gloves,   etc.) are used by all 
categories of staff handling Bio-Medical 

Waste.
f) Infection control committee visits 

common biomedical treatment facility.

Direct observation, 
Record review & Staff 

interview

100% compliance of all six 
evidences.  

10

a) Updated license of 
BMW.

b) Available biomedical 
waste bins and 

displayed chart in 
patient care area.

c) Biomedical waste 
storage area

if any of the six evidence is 
found to be non-

compliant. 
5

Non-compliance of all six 
evidences.

0



16. The proper implementation and regular monitoring of Bio-Medical waste segregation and 
collection in all the patient care areas of the hospital and staff should be trained in handling the 

Bio-Medical waste and provided with all personal protective measure.



16. The proper implementation and regular monitoring of Bio-Medical waste segregation and 
collection in all the patient care areas of the hospital and staff should be trained in handling the 

Bio-Medical waste and provided with all personal protective measure.



17. A defined mechanism to be there for regular updating of the licences /
registration certifications. 

Evidence 
Required 

Method of 
Assessment 

Response sheet Mark 
Available evidence

(Photo to be 
uploaded)

See the 
relevant 
statutory 

documents. 

Record review

All aplicable legal liscence are upto date 10
List of applicable 
legal licences and 
MOU/Aggrement
with date of issue 

and validity is 
maintained.

If any applicable legal liscence is expired or 
not available

5

Non availability of legal liscence 0



17. A defined mechanism to be there for regular updating of the licences /
registration certifications. 



18. Safe exit plan for fire and non-fire emergencies should be documented and ensure the 
awareness amongst the hospital staff and Fire Mock drills should be conducted at least twice 

in a year.

Evidence Required 
Method of 

Assessment 
Response sheet Mark 

Available evidence
(Photo to be 

uploaded)

a) SOP defined and 
implemented for safe exit plan 

in case of fire and non-fire 
emergencies. 

b) Sinages displayed of do's 
and don’t's in case of fire

c) Display of fire exit plan in all 
patient care areas.

c) Record of Mockdrill's 
conducted and CAPA done

Direct observation, 
Record review & Staff 

interview.

100% compliance of all four 
evidences.  

10

a) All the signages are 
displayed with fire exit 

plan. 
b) Document of mock 

drills conducted at 
regular intervals

if any of the four evidence is 
found to be non-compliant. 

5

Non-compliance of all four 
evidences.

0



18. Safe exit plan for fire and non-fire emergencies should be documented and ensure the 
awareness amongst the hospital staff and Fire Mock drills should be conducted at least twice 

in a year.
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18. Safe exit plan for fire and non-fire emergencies should be documented and ensure the 
awareness amongst the hospital staff and Fire Mock drills should be conducted at least twice 

in a year.



19. The services provided by the medical professionals and nursing staff should be in line with their 
qualification, training and registration.

Evidence Required 
Method of 

Assessment 
Response sheet Mark 

Available 
evidence

(Photo to be 
uploaded)

See minimum 5 personal files of staffs (e.g. 
Consultant RMO & Nurses, etc.) and check for their 

qualification, training and privelaging
a) Medical professionals are granted previlages to 

admit and care of patients in consonance with their 
qualification, training, experience and registration.

b) Medical professionals admit and care care for 
patients as per their privelaging.

c) Nursing staff is granted previlages in consonance 
with their qualification, training, experience and 

registration.
d) Nursing professional care for patients as per their 

privelaging.
e) System developed for updating the personal files 

of staff.

Record review & 
Staff interview

100% compliance of all 
five evidences.  

10

All files are 
maintained by 
HR Dept. with 

all the the
required 
details

if any of the five 
evidence is found to be 

non-compliant. 
5

Non-compliance of all 
five evidences.

0



19. The services provided by the medical professionals and nursing staff should be in line with their 
qualification, training and registration.



19. The services provided by the medical professionals and nursing staff should be in line with their 
qualification, training and registration.



19. The services provided by the medical professionals and nursing staff should be in line with their 
qualification, training and registration.



20. Up to date and chronological details of the patient care should be available in the medical
record including discharge summary 

Evidence Required 
Method of 

Assessment 
Response sheet Mark 

Available evidence
(Photo to be uploaded)

a) SOP defined for the process of keeping 
medical record file of discharge patient, MLC 

and Death case
b) Staff is aware and follows the process 

defined in SOP
c) See minimum 5 files from medical record 
(e.g. Surgery, Medicine, MLC, Death, LAMA, 
etc.) and check the chronological account of 

patient care.
i) Availability of checklist for maintainaing 

records in chronological order
d) Medical record audit with corrective and 

preventive action.

Record review & Staff 
interview 

100% compliance of all 
five evidences.  

10

a) All the files in MRD 
section are arranged in 

cronological order. 
LAMA Death and MLC 

files are kept 
seperately. 

b) Checklist for 
maintaining records in 
cronological order in 

patient file.
c) Summary of medical 

record audit.

if any of the five 
evidence is found to be 

non-compliant. 
5

Non-compliance of all 
five evidences.

0



20. Up to date and chronological details of the patient care should be available in the medical
record including discharge summary 



20. Up to date and chronological details of the patient care should be available in the medical
record including discharge summary 



GUIDELINE FOR HOW TO ACHIEVE 
BRONZE QUALITY CERTIFICATE IN 

AB PM-JAY EMPANELED HOSPITALS  



ELIGIBILITY

Hospitals that are empanelled with AB PM-JAY scheme and which do

not possess any accreditation or certification from any other recognized

certification body (NQAS, NABH & JCI) can apply for this certificate.



STEPS FOR CERTIFICATION PROCESS

Hospitals that are empanelled with AB PM-JAY scheme and which do

not possess any accreditation or certification from any other recognized

certification body (NQAS, NABH & JCI) can apply for this certificate.



STEPS FOR CERTIFICATION PROCESS
1. Login on HEM Portal

2. Click “Apply for certificate”

3. Fill the “Registration Form”

4. Fill-up the “Application Form”

5. Submit and pay the nominal Application

Fee

6. Desktop Assessment

7. Reply to the desktop Non-Compliances (if

any)

8. On-site Assessment

9. Reply to on-site Non-Compliances (if any)

10. Review of the application

11. Issue of the Digital Quality Certificate



BENEFITS OF THE BRONZE QUALITY CERTIFICATION

Additional Support to Create Quality Culture: Bronze Quality Certification will help hospitals to

acquire recognized quality standards. The AB PM-JAY Bronze Quality Certification are inclusive and

captures all the aspects of patient care and safety. The standards are also universally applicable as they

remain same for all kinds of hospitals irrespective of their ownership and the scope of services provided.

Nationwide Recognized: The list of certified hospitals will be published online in a public domain that

would help hospitals obtain a recognition among its peers.

Increased Credibility of Healthcare Provider: This certificate will establish trust amongst the

beneficiaries for quality treatment in certified hospital.

Patient Safety and Increased Care for Patient: The certification focuses on quality protocols and

patient safety which will help hospital in increasing their service quality with time.



THE SUMMARY OF THE CHAPTER OF BRONZE QUALITY STANDARDS 

ARE AS FOLLOWS

Chapters No. of Standards No. of Means of Verification

Chapter 1 : Key Inputs 10 40

Chapter 2 : Clinical Services 11 41

Chapter 3 : Support Services 10 40

Chapter 4 : Patient Care 11 41

Chapter 5 : Health Outcome 11 20

Total 53 182



It is essential that a hospital should have a framework to support ongoing

quality improvements and patient wellbeing. This section of key inputs broadly

covers the structural part of the hospital. The certification criteria given in this

chapter take into consideration the facility infrastructure, human resources

requirements and training, appropriate space in hospital for patient movement,

proper lighting facility in the hospital, medical instruments and equipment

requirements and maintenance, fire-fighting equipment and basic amenities like

drinking water, waiting area, canteen, suitable toilets for men and women etc.

However, the focus of the standards has been in ensuring compliance to

minimum level of inputs, which are required for ensuring delivery of committed

level of the services.

CHAPTER 1: 

KEY INPUTS (OVERVIEW)
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Chapter 1: Key Inputs

KI 1
Physical facility of the building and hospital environment shall be developed and maintained for 

the safety of Patients, visitors, and staff

KI 2 Hospital should have adequate space for ambulance and patient movement 

KI 3
Access to the hospital should be provided without any physical barrier and friendly to people with 

disabilities

KI 4 The  indoor and outdoor areas of the facility should be well-lit 

KI 5 Basic amenities should be provided for all patients, hospital staff and visitors 

KI 6
The hospital should ensure that all medical staff is adequately credentialed as per the statutory 

norms

KI 7 The facility has functional equipment & instruments as per scope of services

KI 8
Hospital should have fire detection and fire-fighting equipment installed as per fire safety norms 

along with staff training

KI 9
Staff involved in direct patient care shall be trained in Cardio Pulmonary Resuscitation (CPR) and 

Basic Life Support (BLS) along with a display of the same in all critical care areas

KI 10 Annual Training Plan should be prepared for all staff covering all training needs.
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KI 1 - PHYSICAL FACILITY OF THE BUILDING AND HOSPITAL ENVIRONMENT

SHALL BE    DEVELOPED AND MAINTAINED FOR THE SAFETY OF 

PATIENTS, VISITORS, AND STAFF

Interpretation – The standard guide the provision of safe and secure environment for

patients, visitors and staff. To ensure this, the hospital premises must have basic

essentialities of infrastructure and shall have annual maintenance plan for

infrastructure development. This includes appearance of the facility, cleaning

processes, infrastructure maintenance and control of stray animals at the facility.



KI 1 - PHYSICAL FACILITY OF THE BUILDING AND HOSPITAL ENVIRONMENT SHALL BE    

DEVELOPED AND MAINTAINED FOR THE SAFETY OF PATIENTS, VISITORS, AND STAFF

(Means of verification)

1. There should be no cattle or stray animals within the premises

2. The facility should have a guard available 24*7

3. The hospital boundary should be intact and not broken

4. Hospital (Building(s)) should be well maintained i.e. walls are well plastered (no cracks or

seepage) and painted

5. Windows and doors are intact and have grill/ wire meshwork

6. The facility should have an annual maintenance plan for its infrastructure

7. Non-structural components such as cupboards, cabinets and other heavy equipment or

hanging objects should be properly fastened and secured

8. Hospital building should not have wire hanging loosely

9. There should be no stains, grease, cobwebs and bird nest on walls and roofs of the

hospital

10.There should be a closed drainage system with no direct contact with the environment
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THERE SHOULD BE NO CATTLE OR STRAY ANIMALS WITHIN 

THE PREMISES



110

THE FACILITY SHOULD HAVE A GUARD AVAILABLE 24*7
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THE HOSPITAL BOUNDARY SHOULD BE INTACT AND NOT 

BROKEN



112

HOSPITAL (BUILDING(S)) SHOULD BE WELL MAINTAINED 

I.E. WALLS ARE WELL PLASTERED (NO CRACKS OR SEEPAGE) AND PAINTED



113

WINDOWS AND DOORS ARE INTACT AND HAVE GRILL/ WIRE 

MESHWORK
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THE FACILITY SHOULD HAVE AN ANNUAL MAINTENANCE PLAN 

FOR ITS INFRASTRUCTURE



115

NON-STRUCTURAL COMPONENTS SUCH AS CUPBOARDS, CABINETS AND 

OTHER HEAVY EQUIPMENT OR HANGING OBJECTS SHOULD BE PROPERLY 

FASTENED AND SECURED
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HOSPITAL BUILDING SHOULD NOT HAVE WIRE HANGING 

LOOSELY
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THERE SHOULD BE NO STAINS, GREASE, COBWEBS AND BIRD NEST 

ON WALLS AND ROOFS OF THE HOSPITAL



118

THERE SHOULD BE A CLOSED DRAINAGE SYSTEM WITH 

NO DIRECT CONTACT WITH THE ENVIRONMENT
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KI 2 - HOSPITAL SHOULD HAVE ADEQUATE SPACE FOR 

AMBULANCE AND PATIENT MOVEMENT 

Interpretation – This standard requires that facility should ensure adequate space for

ambulance movement and parking. The access to the emergency/ receiving area should

be smooth and spacious for the ease of patient movement and safe handling.

Means of verification:

1. Ambulance should have direct access to the emergency/ receiving/ triage area and

access road to emergency should be wide enough to streamline the movement of the

patient till the emergency/ receiving area

2. No vehicle should be parked on the way or in front of the emergency entrance

3. Dedicated parking area for the ambulance
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AMBULANCE SHOULD HAVE DIRECT ACCESS TO THE EMERGENCY/ RECEIVING/ TRIAGE AREA 

AND ACCESS ROAD TO EMERGENCY SHOULD BE WIDE ENOUGH TO STREAMLINE THE 

MOVEMENT OF THE PATIENT TILL THE EMERGENCY/ RECEIVING AREA



121

NO VEHICLE SHOULD BE PARKED ON THE WAY OR IN 

FRONT OF THE EMERGENCY ENTRANCE



122

DEDICATED PARKING AREA FOR THE AMBULANCE
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KI 3 - ACCESS TO THE HOSPITAL SHOULD BE PROVIDED WITHOUT ANY 

PHYSICAL BARRIER AND FRIENDLY TO PEOPLE WITH DISABILITIES

Interpretation –Provisions should be available for physically challenged/ vulnerable

person to make the entrance accessible with ramps and grab bars. The facility should have

facility of wheelchair, stretcher and trolleys with safety belts for immediate support of the

patient.

Means of verification:

1. Availability of wheelchair, stretcher for emergency with straps to protect the patient from

falling

2. The wheelchair, stretcher and trolleys should be clean, operational and their wheels

should be properly aligned.

3. Availability of ramps with railings at the entrance of the facility
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AVAILABILITY OF WHEELCHAIR, STRETCHER FOR 

EMERGENCY WITH STRAPS TO PROTECT THE PATIENT 

FROM FALLING



125

THE WHEELCHAIR, STRETCHER AND TROLLEYS SHOULD BE CLEAN, 

OPERATIONAL AND THEIR WHEELS SHOULD BE PROPERLY ALIGNED
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AVAILABILITY OF RAMPS WITH RAILINGS AT THE ENTRANCE 

OF THE FACILITY
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KI 4 - THE INDOOR AND OUTDOOR AREAS OF THE FACILITY SHOULD

BE WELL-LIT 

Interpretation – In order to provide safe, secure and comfortable environment to

patients and staff the hospital should have provision of comfortable environment in terms

of illumination either through electric bulbs and tubes at all the places, accompanied by

natural source of light. Also, the front, entry and exit areas should also be well lit.

Means of verification:

1. There should be proper lighting in the indoor areas through natural light and by using

sufficient electric bulbs

2. The facility's front, entry gate and access road are well illuminated
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THERE SHOULD BE PROPER LIGHTING IN THE INDOOR AREAS 

THROUGH NATURAL LIGHT AND BY USING SUFFICIENT

ELECTRIC BULBS



129

THE FACILITY'S FRONT, ENTRY GATE AND 

ACCESS ROAD ARE WELL ILLUMINATED
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KI 5 - BASIC AMENITIES SHOULD BE PROVIDED FOR ALL PATIENTS, 
HOSPITAL STAFF AND VISITORS

Interpretation – The hospital must have an appropriate waiting area with seating arrangement, drinking water,

clean toilets sensitive to gender and physically challenged visitors and staff personnel should be present within the

premises.

Means of verification:

1. Availability of seating arrangement in the waiting area(s) within the hospital premises for attendants

2. Availability of potable drinking water on each floor (functional RO/filters)

3. There should be a provision of canteen facility for visitors & staff inside the premises

4. Every floor should have at least one toilet for hospital staff and visitors

5. Availability of clean and functional toilets with no foul smell in and around the toilet along with functional water

taps

6. The toilets floor should be dry and no drain should be overflowing

7. Availability of disabled friendly toilet with bars or railings and is accessible through a ramp

8. Availability of 24*7 working telephone help line in hospital for effective communication
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AVAILABILITY OF SEATING ARRANGEMENT IN THE WAITING 

AREA(S) WITHIN THE HOSPITAL PREMISES FOR ATTENDANTS
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AVAILABILITY OF POTABLE DRINKING WATER ON EACH FLOOR 

(FUNCTIONAL RO/FILTERS)



133

THERE SHOULD BE A PROVISION OF CANTEEN FACILITY FOR 

VISITORS & STAFF INSIDE THE PREMISES



134

EVERY FLOOR SHOULD HAVE AT LEAST ONE TOILET FOR 

HOSPITAL STAFF AND VISITORS
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AVAILABILITY OF CLEAN AND FUNCTIONAL TOILETS WITH NO FOUL 

SMELL IN AND AROUND THE TOILET ALONG WITH FUNCTIONAL 

WATER TAPS



136

THE TOILETS FLOOR SHOULD BE DRY AND NO DRAIN 

SHOULD BE OVERFLOWING



137

AVAILABILITY OF DISABLED FRIENDLY 

TOILET WITH BARS OR RAILINGS AND IS 

ACCESSIBLE THROUGH A RAMP
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AVAILABILITY OF 24*7 WORKING TELEPHONE HELP LINE IN 

HOSPITAL FOR EFFECTIVE COMMUNICATION



KI 6 - THE HOSPITAL SHOULD ENSURE THAT ALL MEDICAL STAFF IS 

ADEQUATELY CREDENTIALED AS PER THE STATUTORY NORMS

Interpretation – The organization shall ensure that the medical professionals who have required

qualification, training, experience and consonance with the law are permitted to provide the services and

such information should be appropriately verified. Also, the facility should maintain an adequate number

and mix of staff to meet the care, treatment and services needs of patients.

Means of verification:

1. Doctor/ Nurse/ Paramedic Staff/ Admin & Support Staff along with the current designation,

educational qualification, registration council of name and the associated registration number along

with the date of joining and area/working department

2. Organization should plan human resource with adequate number and with mix and credentials of staff

as per the statutory norms

3. Hospital has dedicated staff (3 members) for AB PM-JAY
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DOCTOR/ NURSE/ PARAMEDIC STAFF/ ADMIN & SUPPORT STAFF ALONG WITH THE 

CURRENT DESIGNATION, EDUCATIONAL QUALIFICATION, REGISTRATION COUNCIL OF 

NAME AND THE ASSOCIATED REGISTRATION NUMBER ALONG WITH THE DATE OF 

JOINING AND AREA/WORKING DEPARTMENT
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ORGANIZATION SHOULD PLAN HUMAN RESOURCE WITH ADEQUATE 

NUMBER AND WITH MIX AND CREDENTIALS OF STAFF AS PER THE 

STATUTORY NORMS



142

HOSPITAL HAS DEDICATED STAFF FOR AB PM-JAY
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KI 7 - THE FACILITY HAS FUNCTIONAL EQUIPMENT AND 

INSTRUMENTS AS PER SCOPE OF SERVICES

Interpretation – The hospital must have all the equipment and instruments according

to the scope of services they are offering. Basic functional diagnostic equipment

should also be ready available.

Means of verification:

1. Availability for examination and monitoring of patients - BP apparatus, Multipara

meter Torch, hammer, an instrument to measure height, weight and Blood Pressure

(BP) to conduct a general examination



AVAILABILITY FOR EXAMINATION AND MONITORING OF PATIENTS 

- BP APPARATUS, MULTIPARA METER TORCH, HAMMER, AN 

INSTRUMENT TO MEASURE HEIGHT, WEIGHT AND BLOOD 

PRESSURE (BP) TO CONDUCT A GENERAL EXAMINATION



KI 8 - HOSPITAL SHOULD HAVE FIRE DETECTION AND FIRE-

FIGHTING EQUIPMENT INSTALLED AS PER FIRE SAFETY NORMS 

ALONG WITH STAFF TRAINING

Interpretation – The facility should have plan and provisions for early detection, abatement

and containment of fire emergencies such as documented safe fire exit plan and trained staff.

The periodic training shall include information, demonstration to use fire extinguisher and

mock drills.

Means of verification:

1. Check if fire extinguisher, fire/smoke detectors are installed in patient care areas with fire-

panel

2. Check for date of expiry on fire extinguisher which should be the beyond current date

3. The organization has a documented safe exit plan in case of fire and non-fire emergencies

4. Periodic training with mock drill is provided for using fire extinguishers
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CHECK IF FIRE EXTINGUISHER, FIRE/SMOKE DETECTORS ARE 

INSTALLED IN PATIENT CARE AREAS WITH FIRE-PANEL
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CHECK FOR DATE OF EXPIRY ON FIRE EXTINGUISHER 

WHICH SHOULD BE THE BEYOND CURRENT DATE



148

THE ORGANIZATION HAS A DOCUMENTED SAFE EXIT PLAN 

IN CASE OF FIRE AND NON-FIRE EMERGENCIES
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PERIODIC TRAINING WITH MOCK DRILL IS PROVIDED FOR 

USING FIRE EXTINGUISHERS



KI 9 - STAFF INVOLVED IN DIRECT PATIENT CARE SHALL BE TRAINED IN CARDIO 

PULMONARY RESUSCITATION (CPR) AND BASIC LIFE SUPPORT (BLS) ALONG 

WITH A DISPLAY OF THE SAME IN ALL CRITICAL CARE AREAS

Interpretation – The organization shall provide regular training to the staff providing direct

patient care. If the facility has a CPR team (e.g. code blue team) it shall ensure that it is trained

in advanced cardiopulmonary resuscitation (adult, pediatric and neonatal) and is present in all

shifts. All doctors and nurses working in ICU/ HDU should undergo appropriate training and

display the CPR algorithm at all the critical areas.

Means of verification:

1. Training Records for Basic Life Support (BLS)

2. There should be a code blue protocol in the organization

3. Check the display of CPR algorithm in or near ICU, Clinical area and Emergency areas.

4. Check the records for CPR events & CPR Mock drill along with the corrective & Preventive

measures taken
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TRAINING RECORDS FOR BASIC LIFE 

SUPPORT (BLS)



152

THERE SHOULD BE A CODE BLUE PROTOCOL IN THE 

ORGANIZATION



153

CHECK THE DISPLAY OF CPR ALGORITHM IN OR NEAR ICU, 

CLINICAL AREA AND EMERGENCY AREAS
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CHECK THE RECORDS FOR CPR EVENTS & CPR MOCK DRILL 

ALONG WITH THE CORRECTIVE & PREVENTIVE MEASURES TAKE



155

KI 10 - ANNUAL TRAINING PLAN SHOULD BE PREPARED FOR 

ALL STAFF COVERING ALL TRAINING NEEDS

Interpretation – The hospital should document plan and prepare a training calendar

to ensure staff is able to identify the patient’s rights and responsibilities, potential

hazards, maintain required quality and take appropriate actions during any disaster.

Means of verification:

1. Facility prepares training calendar as per training need assessment, training feedback

records - Training on Disaster Management, Patient safety and rights, facility level

Quality Assurance.

2. AB PM-JAY specific training (e.g. BIS, TMS, HEM & Support Portal, etc) to all

concerned staff.



FACILITY PREPARES TRAINING CALENDAR AS PER TRAINING NEED 

ASSESSMENT, TRAINING FEEDBACK RECORDS - TRAINING ON DISASTER 

MANAGEMENT, PATIENT SAFETY AND RIGHTS, FACILITY LEVEL QUALITY 

ASSURANCE
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AB PM-JAY SPECIFIC TRAINING (E.G. BIS, TMS, HEM & SUPPORT 

PORTAL, ETC) TO ALL CONCERNED STAFF



CHAPTER 2: CLINICAL SERVICES (OVERVIEW)

The definitive motive of a hospital is to provide clinical care. Therefore, clinical

services are the most basic and significant in hospitals. These are the processes that

determine the outcome of services and quality of care. These standards include

processes such as consultation, clinical assessment, continuity of care, nursing care,

identification of high risk and vulnerable patients, prescription practices, safe drug

administration, blood bank requirement, antibiotic policy, maintenance of clinical

records etc. These standards are based on the technical guidelines published by the

Government of India (GoI) on individual programs and processes. It may be difficult to

assess clinical processes; as direct observation of clinical procedure may not always be

possible at the time of certification assessment. Therefore, assessment of these

standards would largely depend upon a review of the clinical records and documents

as well.
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CHAPTER 2: CLINICAL SERVICES

CS 1
Patients privacy should be maintained in Out Patient Department (OPD) and In-Patient Department 

(IPD)

CS 2 The lab diagnostic services, whether in house or outsourced, should be as per the scope of services

CS 3 Blood bank services if available shall be as per the statutory/regulatory norms.

CS 4 The hospital should adhere to the radiation safety precautions as per the regulatory requirements

CS 5
Intensive Care unit (ICU) services should be available as per the scope of services along with the 

required infrastructure and manpower

CS 6 OT complex should be available as per the regulatory requirements

CS 7
Look-alike and sound-alike medicines need to be identified and stored separately to avoid any 

dispensing and administration errors.

CS 8
Policies and procedures for identification, safe dispensing and administration of all high-risk 

medicines should be documented and implemented

CS 9 The facility has defined and established antibiotic policy

CS 10
Pre-operative, Intra-operative and post-operative assessment should be done and documented by 

appropriately qualified staff in standardized format.

CS 11 Pre-Anesthesia assessments, type of Anesthesia and Post Anesthesia status should be documented.



CS 1 - PATIENTS PRIVACY SHOULD BE MAINTAINED IN OUT 

PATIENT DEPARTMENT (OPD) AND IN-PATIENT DEPARTMENT 

(IPD)

Interpretation – During all the stages of patient care, be it examination or carrying out a

procedure, hospital staff shall ensure that the patient’s privacy and dignity is maintained.

There should be a provision of screens and curtains to ensure precautions are taken while

providing care to patients.

Means of verification:

1. Check availability for privacy screens or curtains in OPD and wards for maintaining 

visual privacy for the patients



CHECK AVAILABILITY FOR PRIVACY SCREENS OR CURTAINS IN OPD AND 

WARDS FOR MAINTAINING VISUAL PRIVACY FOR THE PATIENTS
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CS 2 - THE LAB DIAGNOSTIC SERVICES, WHETHER IN HOUSE OR 

OUTSOURCED, SHOULD BE AS PER THE SCOPE OF SERVICES

Interpretation – The facility should have MoU/ Agreement for the out-sourced laboratory services,

which incorporates quality assurance and requirements of this standard. Also, a list of services

provided by the hospital or outsourced should be available. If the services are outsourced, then the

hospital should ensure safe and timely transportation of specimens.

Means of verification:

1. List the number of in-house lab services

2. List the number of outsourced lab services with their scope of work.

3. In the case of outsourced services, is there a sample collection room and a procedure to monitor

the quality and adequacy of these services.

4. There should be a system in place for the daily round by matron/hospital manager/ hospital

superintendent/ Hospital Manager/ Matron in charge of monitoring diagnostic services
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LIST THE NUMBER OF IN-HOUSE LAB SERVICES
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LIST THE NUMBER OF OUTSOURCED LAB 

SERVICES WITH THEIR SCOPE OF WORK
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IN THE CASE OF OUTSOURCED SERVICES, IS THERE A SAMPLE 

COLLECTION ROOM AND A PROCEDURE TO MONITOR THE 

QUALITY AND ADEQUACY OF THESE SERVICES
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THERE SHOULD BE A SYSTEM IN PLACE FOR THE DAILY 

ROUND BY MATRON/HOSPITAL MANAGER/ HOSPITAL 

SUPERINTENDENT/ HOSPITAL MANAGER/ MATRON IN 

CHARGE OF MONITORING DIAGNOSTIC SERVICES
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CS 3 - BLOOD BANK SERVICES IF AVAILABLE SHALL BE AS PER 

THE STATUTORY/REGULATORY NORMS

Interpretation – The blood bank should be functioning and adhere to standards procedures for blood collection

and testing. In case the hospital doesn’t have the blood bank, it shall have a MoU with the blood bank or the

organization having a blood bank which has a valid license. IEC material for blood donation should also be

displayed at all strategic locations.

Means of verification:

1. Blood bank services are available in house or outsourced. If outsourced then adequate supply/storage shall be

ensured from a nearby authorized blood bank

2. Blood bank has a valid license under Rule 122(G) Drug and cosmetic act

3. Blood bank has a facility of blood collection and storage along with emergency stock of blood

4. IEC material is displayed in blood bank and nearby area to provide information and promote blood donation

5. Check for availability of adequate functional equipment for blood products - Blood bags refrigerator with

thermograph and alarm device, Insulated carrier boxes with ice packs, Blood bag weighing machine and deep

freezer



BLOOD BANK SERVICES ARE AVAILABLE IN HOUSE OR OUTSOURCED. IF 

OUTSOURCED THEN ADEQUATE SUPPLY/STORAGE SHALL BE ENSURED 

FROM A NEARBY AUTHORIZED BLOOD BANK
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BLOOD BANK HAS A VALID LICENSE UNDER 

RULE 122(G) DRUG AND COSMETIC ACT
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BLOOD BANK HAS A FACILITY OF BLOOD COLLECTION AND 

STORAGE ALONG WITH EMERGENCY STOCK OF BLOOD
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IEC MATERIAL IS DISPLAYED IN BLOOD BANK AND 

NEARBY AREA TO PROVIDE INFORMATION AND PROMOTE 

BLOOD DONATION



CHECK FOR AVAILABILITY OF ADEQUATE FUNCTIONAL EQUIPMENT FOR 

BLOOD PRODUCTS - BLOOD BAGS REFRIGERATOR WITH THERMOGRAPH 

AND ALARM DEVICE, INSULATED CARRIER BOXES WITH ICE PACKS, 

BLOOD BAG WEIGHING MACHINE AND DEEP FREEZER
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CS 4 - THE HOSPITAL SHOULD ADHERE TO THE RADIATION 

SAFETY PRECAUTIONS AS PER THE REGULATORY REQUIREMENTS

Interpretation – Shielding of body parts of staff and patients, attendants should be

adhered to by using protective devices and equipment, along with precautions as per

law for radiation safety. The facility should also ensure standard practices, usage and

supply of Personal Protective Equipment (PPE).

Means of verification:

1. Clean gloves, aprons and masks are available at the point of use

2. TLD badges should be provided to each staff member in the radiation room

3. Lead aprons, thyroid shields and other radiation protection devices should be

provided for the staff in the radiation field. These should be tested once in 2 years as

per AERB norms

4. Availability of ECG services
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CLEAN GLOVES, APRONS AND MASKS ARE AVAILABLE AT THE 

POINT OF USE
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TLD BADGES SHOULD BE PROVIDED TO EACH STAFF 

MEMBER IN THE RADIATION ROOM
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LEAD APRONS, THYROID SHIELDS AND OTHER RADIATION PROTECTION 

DEVICES SHOULD BE PROVIDED FOR THE STAFF IN THE RADIATION 

FIELD. THESE SHOULD BE TESTED ONCE IN 2 YEARS AS PER AERB 

NORMS
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AVAILABILITY OF ECG SERVICES
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CS 5 - INTENSIVE CARE UNIT (ICU) SERVICES SHOULD BE AVAILABLE AS 

PER THE SCOPE OF SERVICES ALONG WITH THE REQUIRED 

INFRASTRUCTURE AND MANPOWER
Interpretation – The ICU should be equipped with necessary monitoring equipment along with the suitably manned

by trained staff. The hospital should provide proper and safe environment to the infected patients and necessary

procedures should be followed for the same.

Means of verification:

1. Flooring of the ICU should be non-slippery and smooth

2. Windows/ air vents if any should be intact and sealed

3. Comfortable temperature & humidity should be maintained

4. Availability of general duty doctor, nursing staff, paramedic and security staff as per requirements

5. Critical care equipment is available and maintained- Refrigerator, Crash cart/Drug trolley, instrument trolley,

dressing trolley, Ventilator, Infusion pump, C-PAP, tray, monitors, Electrical panel with a bed, bedhead panel with

an outlet for Oxygen and vacuum, X-ray view box, defibrillator

6. Availability of isolated area for infectious patient

7. Isolation and barrier nursing procedures are followed for septic cases
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FLOORING OF THE ICU SHOULD BE NON-SLIPPERY AND SMOOTH
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WINDOWS/ AIR VENTS IF ANY SHOULD BE INTACT AND SEALED
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COMFORTABLE TEMPERATURE & HUMIDITY SHOULD

BE MAINTAINED
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AVAILABILITY OF GENERAL DUTY DOCTOR, NURSING STAFF, 

PARAMEDIC AND SECURITY STAFF AS PER REQUIREMENTS
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CRITICAL CARE EQUIPMENT IS AVAILABLE AND MAINTAINED- REFRIGERATOR, CRASH 

CART/DRUG TROLLEY, INSTRUMENT TROLLEY, DRESSING TROLLEY, VENTILATOR, INFUSION 

PUMP, C-PAP, TRAY, MONITORS, ELECTRICAL PANEL WITH A BED, BEDHEAD PANEL WITH AN 

OUTLET FOR OXYGEN AND VACUUM, X-RAY VIEW BOX, DEFIBRILLATOR
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AVAILABILITY OF ISOLATED AREA FOR 

INFECTIOUS PATIENT
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ISOLATION AND BARRIER NURSING PROCEDURES ARE 

FOLLOWED FOR SEPTIC 

CASES
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CS 6 - OT COMPLEX SHOULD BE AVAILABLE AS PER THE 

REGULATORY REQUIREMENTS

Interpretation – The organization shall ensure that the operation theater has facilities for

demarcated areas, separate changing rooms for males and females along with proper

illumination and temperature.

Means of verification:

1. Proper demarcation of the following areas: protective zone, clean zone, sterile zone and

disposal zone

2. Availability of signage stating that the entry to OT is restricted

3. Pre-operative and post-operative area should be well-lit

4. Change rooms are available for male and female staff; entry in OT should be allowed

only after change in attire

5. Temperature and humidity are maintained and record of same is kept
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PROPER DEMARCATION OF THE FOLLOWING AREAS: PROTECTIVE 

ZONE, CLEAN ZONE, STERILE ZONE AND DISPOSAL ZONE
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AVAILABILITY OF SIGNAGE STATING THAT THE ENTRY TO 

OT IS RESTRICTED
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PRE-OPERATIVE AND POST-OPERATIVE AREA SHOULD BE 

WELL-LIT
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CHANGE ROOMS ARE AVAILABLE FOR MALE AND FEMALE 

STAFF; ENTRY IN OT SHOULD BE ALLOWED ONLY AFTER 

CHANGE IN ATTIRE
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TEMPERATURE AND HUMIDITY ARE 

MAINTAINED AND RECORD OF SAME IS KEPT 



CS 7 - LOOK-ALIKE AND SOUND-ALIKE MEDICINES NEED TO BE 

IDENTIFIED AND STORED SEPARATELY TO AVOID ANY DISPENSING 

AND ADMINISTRATION ERRORS.
Interpretation – The drug store should arrange the stock in alphabetic/ uniform/ standardised order

and storage requirement of the drugs should be adhered to. The overall cleanliness and temperature of

the storage area should be maintained. One look alike should be stored apart from its other look alike.

Means of verification:

1. Product of similar name and different strength (look alike and sound alike drugs) should be stored

separately.

2. Medicine storage shall be in a clean, well lit, and in a safe environment in accordance with the

applicable laws and regulations.

3. Stock is arranged neatly in alphabetic order with the name facing the front and labels must have drug

name, strength and frequency

4. Drug store has inventory management software
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PRODUCT OF SIMILAR NAME AND DIFFERENT STRENGTH (LOOK ALIKE 
AND SOUND ALIKE DRUGS) SHOULD BE STORED SEPARATELY
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MEDICINE STORAGE SHALL BE IN A CLEAN, WELL LIT, AND 

IN A SAFE ENVIRONMENT IN ACCORDANCE WITH THE 

APPLICABLE LAWS AND REGULATIONS
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STOCK IS ARRANGED NEATLY IN ALPHABETIC ORDER 

WITH THE NAME FACING THE FRONT AND LABELS MUST 

HAVE DRUG NAME, STRENGTH AND FREQUENCY
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DRUG STORE HAS INVENTORY 

MANAGEMENT SOFTWARE
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CS 8 - POLICIES AND PROCEDURES FOR IDENTIFICATION, SAFE 

DISPENSING AND ADMINISTRATION OF ALL HIGH-RISK 

MEDICINES SHOULD BE DOCUMENTED AND IMPLEMENTED

Interpretation – Clear policies to be laid down for dispensing of high-risk

medicines and the list of such medicines should be available at the drug store. The

narcotics drugs should be stored in secure manner.

Means of verification:

1. Documented procedure incorporating storage, prescription and dispensing of

medications

2. Narcotic medicines are kept in double lock

3. Pharmacy has a list of high-risk drugs available with it



DOCUMENTED PROCEDURE INCORPORATING STORAGE, 

PRESCRIPTION AND DISPENSING OF MEDICATIONS
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NARCOTIC MEDICINES ARE KEPT IN 

DOUBLE LOCK
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PHARMACY HAS A LIST OF HIGH-RISK DRUGS AVAILABLE WITH IT
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CS 9 - THE FACILITY HAS DEFINED AND ESTABLISHED 

ANTIBIOTIC POLICY

Interpretation – The Hospital must have an established antibiotic policy ensuring

rational use of antibiotic/drug.

Means of verification:

1. Facility should ensure the rational usage of antibiotics/ drugs and policy for the

same is in place and implemented.
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FACILITY SHOULD ENSURE THE RATIONAL USAGE OF 

ANTIBIOTICS/ DRUGS AND POLICY FOR THE SAME IS IN PLACE 

AND IMPLEMENTED
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CS 10 - PRE-OPERATIVE, INTRA-OPERATIVE AND POST-OPERATIVE 

ASSESSMENT SHOULD BE DONE AND DOCUMENTED BY APPROPRIATELY 

QUALIFIED STAFF IN STANDARDIZED FORMAT

Interpretation – All the patients undergoing surgery should be assessed pre-operative, intra-

operative and post-operative by the trained staff, which should be documented in a

standardized format. Also, a documented procedure should be available for preventing

adverse like wrong site, wrong patient and wrong surgery.

Means of verification:

1. There is a procedure for pre-operative and intra-operative assessment - Physical

examination, result of lab investigation, diagnosis and proposed surgery (3 samples)

2. Patient reports with post-operative notes that should contain vital signs, pain control, urine

and gastrointestinal fluid output, other medications and Laboratory investigations (3

samples)

3. Documented procedure to address the prevention of adverse events like wrong site, wrong

patient and wrong surgery.
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THERE IS A PROCEDURE FOR PRE-OPERATIVE AND INTRA-

OPERATIVE ASSESSMENT - PHYSICAL EXAMINATION, RESULT OF 

LAB INVESTIGATION, DIAGNOSIS AND PROPOSED SURGERY
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PATIENT REPORTS WITH POST-OPERATIVE NOTES THAT SHOULD 

CONTAIN VITAL SIGNS, PAIN CONTROL, URINE AND GASTROINTESTINAL 

FLUID OUTPUT, OTHER MEDICATIONS AND LABORATORY 

INVESTIGATIONS
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DOCUMENTED PROCEDURE TO ADDRESS THE PREVENTION OF 

ADVERSE EVENTS LIKE WRONG SITE, WRONG PATIENT AND WRONG 

SURGERY
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CS 11 - PRE-ANESTHESIA ASSESSMENTS, 

TYPE OF ANESTHESIA AND POST 

ANESTHESIA STATUS SHOULD BE 

DOCUMENTEDInterpretation – The pre-anesthesia, post anesthesia and type of anesthesia should be

monitored and documented in a standardized format. Also the patient records must contain

regular and periodic monitoring records of patients who are under observation Post

Operative/Anesthesia for the purpose of taking corrective and preventive actions.

Means of verification:

1. Department has documented procedure for pre-operative anesthesia checkup

2. Anesthesia plan is documented before entering into OT

3. Post anesthesia status is monitored and recorded

4. Post-Operative/Anesthesia monitoring includes regular and periodic recording of heart rate,

cardiac rhythm, respiratory rate, blood pressure, oxygen saturation, airway security and

patency
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DEPARTMENT HAS DOCUMENTED PROCEDURE FOR

PRE-OPERATIVE ANESTHESIA CHECKUP



209

ANESTHESIA PLAN IS DOCUMENTED 

BEFORE ENTERING INTO OT
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POST ANESTHESIA STATUS IS 

MONITORED AND RECORDED



POST-OPERATIVE/ANESTHESIA MONITORING INCLUDES REGULAR AND 

PERIODIC RECORDING OF HEART RATE, CARDIAC RHYTHM, 

RESPIRATORY RATE, BLOOD PRESSURE, OXYGEN SATURATION, 

AIRWAY SECURITY AND PATENCY
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CHAPTER 3: 

SUPPORT SERVICES (OVERVIEW) 

Support services are fundamental foundation of every healthcare facility and helps

other departments things run smoothly. And when things are running well, patients receive

better care, so the expected clinical outcome cannot be visualized in the absence of

support services. This chapter includes parameters to evaluate cleanliness, sterilization,

infection control practices, security and facility management, water and power supply,

dietary services and laundry. These standards also cover some of the administrative

processes like legal and statutory compliances, contract management, Bio-Medical waste

disposal etc. If these services and facilities are in place and are managed efficiently,

supported and maintained, mainline healthcare delivery will be effective.
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CHAPTER 3: SUPPORT SERVICES

SS 1 Hospital should be clean and have well managed flooring

SS 2 Temperature control and ventilation should be maintained in patient care and nursing area

SS 3
The hospital should have arrangement of water storage and should be tested periodically as per

requirement

SS 4
The hospital should have 24 hours supply of electricity, either through direct supply or from other

sources

SS 5
Medical gases and vacuum shall be made available all the time and stored safely. Compressed air should

be made available as per the scope of services.

SS 6
The facility should adhere to the practices specified under statutory compliances as per the scope of

services - Licenses with Certificate number, date of issue and date of expiry

SS 7
The hospital should ensure that appropriate infection control practices are being followed along with

hand hygiene practices

SS 8
Hospital should ensure Bio-Medical Waste management practices as per the statutory norms (BMW

(Amendment) Rules, 2018)

SS 9
Hospital should ensure that services i.e. (Laundry, Housekeeping, Dietary, security, Ambulance,

Mortuary, Central Sterile Supply Department (CSSD) etc. are available (in-house or outsourced).
SS 10 Sexual harassment and grievance handling procedure should be available.
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SS 1 - HOSPITAL SHOULD BE CLEAN AND 

HAVE WELL MANAGED FLOORING 

Interpretation – The flooring of the hospital should be well managed and have

adequate cleaning processes like mopping, scrubbing etc. conducive for the infection

control.

Means of verification:

1. The floor should be non-slippery and dry

2. The floor surface should be smooth enough for effective cleaning and walking

3. The facility should be cleaned at least twice in the day with a wet mop and are also

rigorously cleaned with scrubbing at least once in a month. Check cleaning records

for regular and frequency of cleaning
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THE FLOOR SHOULD BE NON-SLIPPERY AND DRY



THE FLOOR SURFACE SHOULD BE SMOOTH ENOUGH 

FOR EFFECTIVE CLEANING AND WALKING 



THE FACILITY SHOULD BE CLEANED AT LEAST TWICE IN THE DAY WITH 

A WET MOP AND ARE ALSO RIGOROUSLY CLEANED WITH SCRUBBING 

AT LEAST ONCE IN A MONTH. CHECK CLEANING RECORDS FOR REGULAR 

AND FREQUENCY OF CLEANING 
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SS 2 - TEMPERATURE CONTROL AND VENTILATION SHOULD 

BE MAINTAINED IN PATIENT CARE AND NURSING AREA

Interpretation – Arrangement for comfortable work environment in terms of temperature

control should be available in patient care areas and work stations.

Means of verification:

1. Availability of fans/ air conditioning/ heating/ exhaust/ air vents as per the requirement 

and weather condition.
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AVAILABILITY OF FANS/ AIR CONDITIONING/ HEATING/ EXHAUST/ AIR VENTS 

AS PER THE REQUIREMENT AND WEATHER CONDITION
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SS 3 - THE HOSPITAL SHOULD HAVE ARRANGEMENT OF WATER 

STORAGE AND SHOULD BE TESTED PERIODICALLY AS 

PER REQUIREMENT
Interpretation – The hospital shall ensure that there is sufficient water supply to meet the

requirements at all point of use round the clock. Alternate source of water should be available

as backup for any failure or shortage and same should be tested on regular basis. The results

of the tests should be documented.

Means of verification:

1. At least 200 liters of water per bed per day is available on a daily 24x7 basis. Adequate

backup for continuous water supply should be available (check alternate sources also)

2. Water is available at all points of use for hand washing, OT, Labor room, wards, Patients

toilet & bathroom.

3. All water tanks are kept tightly closed to ensure safety

4. Check the records for periodic tests of the quality of water from the source (municipal

supply, borewell, etc.) for bacterial and chemical content as per the guidelines
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AT LEAST 200 LITERS OF WATER PER BED PER DAY IS AVAILABLE ON A DAILY 

24X7 BASIS. ADEQUATE BACKUP FOR CONTINUOUS WATER SUPPLY SHOULD BE 

AVAILABLE (CHECK ALTERNATE SOURCES ALSO)

According to WHO guidelines, the minimum water requirement of a hospital is about

50 litres per person per day. Normally, the water requirement is 115 litres per person per

day. A district hospital with about 100 patients and 200 personnel, or a total of 300 people,

will need at least 34,500 litres of water per day.

Hospital has a 
functional rain water 

harvesting system

Examples of alternative water sources 
include:
•Harvested rainwater from roofs
•Harvested storm water
•Reclaimed wastewater
•Gray water
•Captured condensate
•Additional alternative water sources

• Atmospheric water generation
• Discharged water from water 

purification processes
• Foundation water
• Blowdown water
• Desalinated water.
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WATER IS AVAILABLE AT ALL POINTS OF USE FOR HAND 

WASHING, OT, LABOR ROOM, WARDS, PATIENTS TOILET & 

BATHROOM
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ALL WATER TANKS ARE KEPT TIGHTLY 

CLOSED TO ENSURE SAFETY
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CHECK THE RECORDS FOR PERIODIC TESTS OF THE QUALITY OF WATER FROM 

THE SOURCE (MUNICIPAL SUPPLY, BOREWELL, ETC.) FOR BACTERIAL AND 

CHEMICAL CONTENT AS PER THE GUIDELINES
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SS 4 - THE HOSPITAL SHOULD HAVE 24 HOURS SUPPLY OF 

ELECTRICITY, EITHER THROUGH DIRECT SUPPLY OR FROM 

OTHER SOURCES

Interpretation – Hospital should have availability of power back up in the form of

emergency lights, DG sets, solar energy, UPS, noiseless generators or any other suitable

source. The staff involved in maintenance of electricity must have rubber mats, gloves and

boots for safe working and prevention from any mis happening.

Means of verification:

1. Check the availability of power back up, availability of UPS, emergency lights or

noiseless generators

2. Rubber mats are available in the electrical room below the panels and rubber gloves,

boots and safety gears are provided to the electrical staff
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CHECK THE AVAILABILITY OF POWER BACK UP, AVAILABILITY OF 

UPS, EMERGENCY LIGHTS OR NOISELESS GENERATORS

UPS Emergency lights
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RUBBER MATS ARE AVAILABLE IN THE ELECTRICAL ROOM 

BELOW THE PANELS AND RUBBER GLOVES, BOOTS AND 

SAFETY GEARS ARE PROVIDED TO THE ELECTRICAL STAFF
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SS 5 - MEDICAL GASES AND VACUUM SHALL BE MADE AVAILABLE ALL THE 

TIME AND STORED SAFELY. COMPRESSED AIR SHOULD BE MADE AVAILABLE 

AS PER THE SCOPE OF SERVICES.
Interpretation – Manifold room should be accessible and have adequate back up of oxygen cylinders. Availability

of central oxygen and vacuum supply should especially be assessed in critical area like OT and ICU with

standardized colour coding of cylinders and pipelines. A prompt replacement procedure and alarm system should

be available to indicate any abnormal pressure change in the room. The instructions for operating different

equipment’s in manifold room should be displayed clearly.

Means of verification:

1. The manifold room should be located on the ground floor and entry to the room is prohibited for the

unauthorized people.

2. The manifold room should have at least 3 days of oxygen and other medical gases stock, that is chained

appropriately

3. Colour of the gas pipeline (if applicable) and the gas cylinder has to be as per the standards

4. The alarm system should be operational to indicate any abnormal pressure change

5. Adequate back-up of B-type cylinders in critical areas like ICU, OT and for patient transfer purpose

6. The procedure being followed for prompt replacement of empty cylinders with filled cylinders

7. Instruction for operating different equipment in the manifold room should be clearly displayed
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THE MANIFOLD ROOM SHOULD BE LOCATED ON THE 

GROUND FLOOR AND ENTRY TO THE ROOM IS PROHIBITED 

FOR THE UNAUTHORIZED PEOPLE
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THE MANIFOLD ROOM SHOULD HAVE AT LEAST 3 DAYS OF 

OXYGEN AND OTHER MEDICAL GASES STOCK, THAT IS 

CHAINED APPROPRIATELY
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COLOUR OF THE GAS PIPELINE (IF APPLICABLE) AND THE GAS 

CYLINDER HAS TO BE AS PER THE STANDARDS

Gas Cylinder

Gas pipeline
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THE ALARM SYSTEM SHOULD BE OPERATIONAL TO 

INDICATE ANY ABNORMAL PRESSURE CHANGE
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ADEQUATE BACK-UP OF B-TYPE CYLINDERS IN CRITICAL AREAS 

LIKE ICU, OT AND FOR PATIENT TRANSFER PURPOSE
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THE PROCEDURE BEING FOLLOWED FOR PROMPT REPLACEMENT OF EMPTY 

CYLINDERS WITH FILLED CYLINDERS

Storage and Handling of Gas Cylinders Guidelines Contents 

Background 

Scope 
Definitions

Types of Gases

Types of Gas Cylinders 
Classes of Gases

Identification and Labelling

Cylinder Valves and Regulators

Cylinder Valves

Regulators

Risks and Hazards from Gas 

Cylinders 
Hazard Management 

Storing Cylinders 

Bulk Cylinder Storage 

Laboratory Specific Storage 

Requirements – Cylinders in 

Use 

Segregate Incompatible 

Gases and Dangerous Goods
Heat and Ignition Sources 

Safe Handling Practices 

Using Gas Cylinders 

Manifest of Hazardous 
Chemicals

Transporting Gas Cylinders 

Transport within Buildings

Transport with Vehicles 

Troubleshooting 

Cylinders in a Fire

Leaks 

Cylinder Safety 

Related Documents and 

References
Version Control Table 

DO DON’T 

Ensure a regulator is fitted before use Repaint a cylinder 

Ensure cylinder is firmly secured Change the markings on a cylinder 

Ensure connections are tight and suitable Use oil or lubricants on cylinder valve 

Ensure cylinders are stored and used away 

from ignition sources 
Tamper with the gas cylinder test tag 

Store full and empty cylinders separately 
Tamper with or remove the barcode from a 

gas cylinder 

Ensure valve guards or caps are fitted when 

cylinders are not in use 
Roll cylinders along the ground 

Use mechanical assistance when handling 

cylinders 

Attempt to fight a fire involving a gas 

cylinder 

Ensure adequate ventilation is available for 

the gas in question 

Transport gas cylinders in the passenger 

compartment of a vehicle 

Ensure exposure limits are not exceeded 
Use a cylinder that shows evidence of 

damage or corrosion 

Read the SDS Fill cylinders with any material at all 

Follow appropriate SWP 

Have gas detection devices installed if 

required 

Cylinder Safety
Below is a summary of the DO’s/DON’Ts when working with gas cylinders             
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INSTRUCTION FOR OPERATING DIFFERENT EQUIPMENT IN THE 

MANIFOLD ROOM SHOULD BE CLEARLY DISPLAYED
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SS 6 - THE FACILITY SHOULD ADHERE TO THE PRACTICES SPECIFIED UNDER 

STATUTORY COMPLIANCES AS PER THE SCOPE OF SERVICES - LICENSES WITH 

CERTIFICATE NUMBER, DATE OF ISSUE AND DATE OF EXPIRY

Interpretation – Hospital should adhere to the statutory norms/ compliances laid down by

government as per the scope of services and must provide certificates/ licenses for the same.

Means of verification:

1. Fire Department Clearance Certificate

2. NOC from Pollution Control Board for air and water pollution

3. Lift License (if applicable)

4. Hospital Registration Certificate

5. Bio-Medical Waste Management

6. PCPNDT Act Registration

7. AERB

8. Pharmacy License & Narcotics Drugs License (if applicable)

9. Ambulance Registration Certificate, insurance Policy, pollution control and Driver License (if in

house or outsourced)



237

FIRE DEPARTMENT CLEARANCE CERTIFICATE
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NOC FROM POLLUTION CONTROL BOARD FOR AIR AND WATER 

POLLUTION
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LIFT LICENSE (IF APPLICABLE)



240

HOSPITAL REGISTRATION CERTIFICATE
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BIO-MEDICAL WASTE MANAGEMENT
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PCPNDT ACT REGISTRATION
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ATOMIC REGULATORY ENERGY BOARD (AERB)
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PHARMACY LICENSE & NARCOTICS DRUGS LICENSE (IF 

APPLICABLE)
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AMBULANCE REGISTRATION CERTIFICATE, INSURANCE POLICY, POLLUTION 

CONTROL AND DRIVER LICENSE (IF IN HOUSE OR OUTSOURCED)
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SS 7 - THE HOSPITAL SHOULD ENSURE THAT APPROPRIATE INFECTION 

CONTROL PRACTICES ARE BEING FOLLOWED ALONG WITH HAND 

HYGIENE PRACTICES
Interpretation – The hospital infection control and prevention process should be documented which

aims at preventing and reducing risk of healthcare associated infection. The organsiation shall also

adhere to hand hygiene, cleaning, disinfection and sterilization guidelines.

Means of verification:

1. Availability of wash basin near the point of use along with antiseptic soap with soap dish/ liquid

antiseptic with dispenser

2. Availability of alcohol-based hand rub

3. Availability of disinfectant/cleaning agent as per requirement

4. Check if infection control manual showing periodic update and surveillance activities available/

monitoring takes place

5. The facility should follow standard practices and materials for disinfection and sterilization of

instruments/ equipment

6. Staff should be trained for all infection control practices, hand hygiene guideline, occupational risk

and its prevention.
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AVAILABILITY OF WASH BASIN NEAR THE POINT OF USE ALONG 

WITH ANTISEPTIC SOAP WITH SOAP DISH/ LIQUID ANTISEPTIC 

WITH DISPENSER
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AVAILABILITY OF ALCOHOL-BASED HAND RUB
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AVAILABILITY OF DISINFECTANT/CLEANING AGENT AS 

PER REQUIREMENT
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CHECK IF INFECTION CONTROL MANUAL SHOWING PERIODIC UPDATE 

AND SURVEILLANCE ACTIVITIES AVAILABLE/ MONITORING TAKES PLACE



251

THE FACILITY SHOULD FOLLOW STANDARD PRACTICES AND 

MATERIALS FOR DISINFECTION AND STERILIZATION OF 

INSTRUMENTS/ EQUIPMENTThe organisation provides 

adequate space and 

appropriate zoning for 

sterilization activities. 

Documented procedure guides 

the cleaning, packing, 

disinfection and/or 

sterilization, storing and issue 

of items. 

Reprocessing of instruments 

and equipment are covered. 

Regular validation tests for 

sterilization are carried out 

and documented. 

There is an established recall 

procedure when breakdown in 

the sterilization system is 

identified. 
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STAFF SHOULD BE TRAINED FOR ALL INFECTION CONTROL PRACTICES, 

HAND HYGIENE GUIDELINE, OCCUPATIONAL RISK AND ITS PREVENTION
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SS 8 - Hospital should ensure Bio-Medical Waste management practices as per 

the statutory norms  (BMW (Amendment) Rules, 2018)

Interpretation – The organization shall be authorized by the appropriate authority for management of bio-medical

waste. The waste should be segregated and collected in different color coded bags and containers as per statutory

norms and same should be available at all the point of waste generation. Management of biomedical waste including

its segregation, transportation, management and disposal of waste should be done by an authorized agency with a

designated place for waste collection and segregation near the premises.

Means of verification:

1. Availability of color-coded bins at the point of waste generation along with the display of work instructions for

segregation and handling of Biomedical waste

2. The waste should be handed over to an authorized agency and not discharged in any drain. If outsourced, check

the contract document of outsourced services. Register with the weight of waste collected from different colored

bags should be maintained

3. Facility has secured designated place for segregation and storage of Bio-Medical waste before disposal at the

waste collection site

4. Transportation of bio-medical waste should be done in a closed container/trolley
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AVAILABILITY OF COLOR-CODED BINS AT THE POINT OF WASTE 

GENERATION ALONG WITH THE DISPLAY OF WORK INSTRUCTIONS FOR 

SEGREGATION AND HANDLING OF BIOMEDICAL WASTE
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THE WASTE SHOULD BE HANDED OVER TO AN AUTHORIZED AGENCY AND 

NOT DISCHARGED IN ANY DRAIN. IF OUTSOURCED, CHECK THE CONTRACT 

DOCUMENT OF OUTSOURCED SERVICES. REGISTER WITH THE WEIGHT OF 

WASTE COLLECTED FROM DIFFERENT COLORED BAGS SHOULD BE 

MAINTAINED
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FACILITY HAS SECURED DESIGNATED PLACE FOR 

SEGREGATION AND STORAGE OF BIO-MEDICAL WASTE 

BEFORE DISPOSAL AT THE WASTE COLLECTION SITE
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TRANSPORTATION OF BIO-MEDICAL 

WASTE SHOULD BE DONE IN A CLOSED 

CONTAINER/TROLLEY
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SS 9 - HOSPITAL SHOULD ENSURE THAT SERVICES I.E. 

(LAUNDRY, HOUSEKEEPING, DIETARY, SECURITY, AMBULANCE, 

MORTUARY, CENTRAL STERILE SUPPLY DEPARTMENT (CSSD) 

ETC. ARE AVAILABLE (IN-HOUSE OR OUTSOURCED).

Interpretation – The services like laundry, housekeeping, dietary, security, mortuary,

ambulance CSSD etc. should be available in-house or out-sourced. The hospital shall ensure

that they establish adequate controls by having a policy to monitor/ audit these services. If

these services are outsourced, then they should have MoU/ agreement for the same.

Means of verification:

1. Checklist for Desktop Assessment - Availability Yes/No & If outsourced, MoU should be

available for the same.

2. Internal audits of the services to be conducted on regular intervals
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CHECKLIST FOR DESKTOP ASSESSMENT - AVAILABILITY YES/NO & 

IF OUTSOURCED, MOU SHOULD BE AVAILABLE FOR THE SAME
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INTERNAL AUDITS OF THE SERVICES TO BE CONDUCTED ON 

REGULAR INTERVALS
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SS 10 - SEXUAL HARASSMENT AND GRIEVANCE HANDLING 

PROCEDURE SHOULD BE AVAILABLE

Interpretation – There should be disciplinary and grievance handling procedures in

place with a dedicated committee/team established to handle cases against sexual

harassment and various other grievances.

Means of verification:

1. Committee against sexual harassment is constituted at the facility

2. Documented disciplinary and grievance handling procedure



COMMITTEE AGAINST SEXUAL HARASSMENT IS CONSTITUTED AT 

THE FACILITY
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DOCUMENTED DISCIPLINARY AND GRIEVANCE HANDLING 

PROCEDURE
DISCIPLINE AND GRIEVANCES: Discipline and Grievances are each one side of the same ‘complaints coin's.

DISCIPLINE AND GRIEVANCES: Discipline is a ‘Management’s Complaints’ against an employee. • Grievance is an

‘Employee’s complaint’ against management.

WHY DISCIPLINING EMPLOYEES: Employees experience conflict at work and sometimes break the rules. • It then

becomes your job to minimize the conflict and get things going back on track. • Disciplinary policies and actions play the

prime role in prohibiting unwanted employee behaviors.

DISCIPLINARY POLICY GROUND RULES: Employees should know what they can and can’t do. • You should clearly

communicate the discipline that will take place if employees break your rules. • For this reason, company need to have a

good disciplinary policy in place and well communicated to everyone.

DISCIPLINARY POLICY: The policy must be communicated to employees by periodically providing a copy, posting it, or

including it in an employee handbook. • Employees should be required to sign an acknowledgment that they have

received and read the policy. • The policy also should be covered in new employee orientation.

CORRECTIVE DISCIPLINE: The purpose of discipline is to assist employees in changing their unwanted behavior. •

Absenteeism • Poor Performance or • Inappropriate Behavior • Employees should have adequate information about their

current performance versus the desired performance. • This will also decrease your legal risk!

DISCIPLINARY SYSTEMS: There are many systems available for disciplining employees. • One system, called progressive

discipline, is very popular. • It requires the employer to progress through each step before proceeding to the next.



DOCUMENTED DISCIPLINARY AND GRIEVANCE 

HANDLING PROCEDURE
TYPES OF DISCIPLINARY ACTIONS: 1. Verbal counselling 2. Written warning 3. Suspension 4. Termination

1. Verbal counselling: This is generally the first step. However, for a serious problem, skip this step. Verbal warnings should always be

done privately. Verbal counselling sessions should be documented by a formal memo or informal note in the employee’s personnel file.

2. Written Warning: Should include, at a minimum, the following elements: • The date of the warning • The employee’s name • The name of

the supervisor administering the warning • A description of the misconduct or inadequate performance • The date of the misconduct or

poor performance • A signature line for the supervisor • A signature line for the employee, indicating his receiving only! • A signature line

for the witness. • An action plan to fix the behavior in a given time frame!

3. Suspension: This may range from one day to two weeks or more, depending upon the circumstances, and is almost always unpaid. •

Next step may be suspension of increasing length or directly go to termination. • Whatever it is, should be stated in the suspension letter!

4. Termination: Before termination, the personnel file and all relevant documents must be reviewed to ensure that the termination is

appropriate and defensible in a subsequent lawsuit • Some behavior warrants automatic dismissal, like: • Violent behavior or threats of

violence; • Drug and alcohol use on duty; • Carrying a weapon on company property; • Theft, destruction of company property •

Insubordination; • Abandonment of job

Other forms of discipline: Demotion, • Transfer and • Reduced raises or bonuses. • Many employees can be very satisfactorily managed by

economic concerns, such as bonuses and raises.

DISCIPLINE: THE UNION CONTEXT: If a union represent your employees, your disciplinary system is most likely governed by your

collective bargaining agreement or CBA. • All of your managers and supervisors are well trained on how to follow the disciplinary

procedure in the CBA. • The CBA will most likely have progressive discipline steps and provide that the employee can grieve any

disciplinary action. • Disputes that are not resolved through the grievance process end up in the hands of an arbitrator!

FACTORS TO CONSIDER: Mitigating factors • long service with the company • history of satisfactory appraisals • prior commendations or

awards • Aggravating factors • short length of service • history of unsatisfactory performance • prior instances of

performance/conduct/attendance problems • Once you have made the choice, stick with it and remember to document all of your steps!
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PROCEDURE
EMPLOYEE GRIEVANCES: A method for employees to use to resolve conflicts when they feel they have been treated unfairly by

management.

EMPLOYEE GRIEVANCES Typical procedure: • Discuss problem with manager • Discuss problem with manager's superior • Superior may

refer problem to grievance committee or CEO • Union employee grievances are handled differently...

UNION EMPLOYEE GRIEVANCES: Union grievances are often resolved through: • Arbitration - A hearing before someone empowered to

resolve the dispute. • Mediation - Negotiation between two parties, using a neutral intermediary to assist in settling a dispute.

GRIEVANCE IDENTIFICATION TECHNIQUES: Observations, Grip Boxes, Exit Interview & Open Door Policy

1. OBSERVATION: Knowledge of human behavior is requisite quality of good manager. From the changed behavior of any employee , he

should snuff the causes of grievances, without its knowledge to the employee.

2. GRIP BOXES: The suggestion boxes, for instance are placed at easily accessible spots to most employees in the organization. The

employees can file anonymous complaints about their dissatisfaction in these boxes.

3. OPEN DOOR POLICY: Most of the organizations still don’t practice this but open door policy demands that the employees, even at the

lowest rank, should have easy access to the Chief Executive to get his grievances redressed.

4. EXIT INTERVIEW: These interviews are conducted to know the reasons for leaving the job. Properly conducted exit interviews can

provide significant information about the strengths and weaknesses of the organization and can pave way for further improvements.

BENEFITS: Enables the management to know the pulse of its employees. Provides a channel to the aggrieved to express their

grievances. Provides clues about the behavior and attitude of the managers and supervisors towards their subordinates. Gives an

assurance to the employees about the existence of a mechanism for the prompt redressal of their grievance. Keep up the morale of the

employees.

CONCLUSION: Managers must use judgment, empathy, consistency, and fairness when administering employee discipline. • All

disciplinary actions should be documented in a factual, nonjudgmental way. • Employees can use the grievance procedure to resolve

conflicts with management.
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CHAPTER 4: PATIENT CARE (OVERVIEW)

The sheer availability of healthcare services does not serve the purpose until the services are

accessible to the users, and are provided with dignity and confidentiality. Access to healthcare services

includes physical access as well as financial access. The government has launched AB PM-JAY schemes

for ensuring that the service packages are available cashless to different targeted groups. Giving quality

patient care have a positive effect on patient outcomes and recovery experience. Patients’ rights are also

an integral part of patient care. The important patient rights include informed consent, confidentiality of

medical records, legible prescription etc. This chapter includes standards such as uniform user-friendly

signage, IEC for educating patients, patient-friendly admission and referral process, consent policies,

retaining of medical record and education of patients.
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CHAPTER 4: PATIENT CARE

PC 1
Hospital should have uniform and user friendly signage system in English and in the local language understood by Patient / 

family and community.

PC 2 All signage those are required by law should be displayed at all strategic location

PC 3 Contact information of key medical staff and specialist should be readily available in the emergency department

PC 4
Service counters for the enquiry are available as per the patient load and are duly managed by hospital staff for the registration 

of patients

PC 5 Hospital should have established procedure for admission of patients 

PC 6
The patient should be referred to another facility along with the documented clinical information, in case of non-availability of 

services and/or beds.

PC 7
General Consent and Informed Consent should be taken during the admission and before any procedures /surgery and 

anesthesia/ sedation.

PC 8
User charges are displayed and communicated to patients effectively at the time of registration, admission to the ward and in

case of a change in medical and surgical plan.

PC 9
Patient should be properly educated on additional care as deem required and all the vital information should be recorded for 

continuity of care.

PC 10 Hospitals should ensure that all medications and associated instructions are written in the prescription.

PC 11 Medical records should be retained as per the policies of Hospital based on national and local law. 
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PC 1 - HOSPITAL SHOULD HAVE UNIFORM AND USER-FRIENDLY SIGNAGE 

SYSTEM IN ENGLISH AND IN THE LOCAL LANGUAGE UNDERSTOOD BY 

PATIENT / FAMILY AND COMMUNITY.

Interpretation – Adequate signage should be displayed at all strategic locations which are permanent in nature. The services, departmental and

directional signage, and list of departments should be prominently displayed at all strategic locations in a uniform color scheme. Also the essential

information like list of emergency contact numbers, list of doctors, patient rights and responsibilities etc. should be displayed within the hospital

premises. It is preferable that the signage is displayed in bilingual language for the ease and understanding of patients.

Means of verification:

1. Name of the hospital and entry-exit should be clearly displayed outside the hospital. Entry to the emergency department should also be defined

and displayed strategically

2. Hospital has directional signage with a uniform color scheme.

3. List of departments (as per scope of services) should be displayed in bilingual language

4. The scope of services should be displayed in the waiting area/ OPD/ Emergency/ Reception in bilingual language

5. All the services registered under AB PM-JAY are clearly defined & displayed in prominent places in understandable language.

6. Display of floor layout at each floor

7. Display of patients’ rights and responsibility & other related IEC material (outdated and torn posters/wallpapers etc. should not be put on display)

8. Hospital has IEC specific to AB PM-JAY.

9. List of doctors (as per scope of services) with their departments and availability

10. No smoking signage to be present within the hospital premises

11. Display of hand washing instruction at the point of use (5 moments and 7 steps of hand hygiene)

12. Display of emergency numbers including ambulance, blood bank, police and referral centers
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NAME OF THE HOSPITAL AND ENTRY-EXIT SHOULD BE CLEARLY 

DISPLAYED OUTSIDE THE HOSPITAL. ENTRY TO THE EMERGENCY 

DEPARTMENT SHOULD ALSO BE DEFINED AND DISPLAYED 

STRATEGICALLY
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HOSPITAL HAS DIRECTIONAL SIGNAGE 

WITH A UNIFORM COLOR SCHEME
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LIST OF DEPARTMENTS (AS PER SCOPE OF SERVICES) SHOULD 

BE DISPLAYED IN BILINGUAL LANGUAGE
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THE SCOPE OF SERVICES SHOULD BE DISPLAYED IN THE 

WAITING AREA/ OPD/ EMERGENCY/ RECEPTION IN 

BILINGUAL LANGUAGE
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ALL THE SERVICES REGISTERED UNDER 

AB PM-JAY ARE CLEARLY DEFINED & 

DISPLAYED IN PROMINENT PLACES IN 

UNDERSTANDABLE LANGUAGE

Name of Hospital:-----------------------------------------------------
--------
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DISPLAY OF FLOOR LAYOUT AT 

EACH FLOOR
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DISPLAY OF PATIENTS’ RIGHTS AND RESPONSIBILITY & OTHER 

RELATED IEC MATERIAL (OUTDATED AND TORN 

POSTERS/WALLPAPERS ETC. SHOULD NOT BE PUT ON DISPLAY
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HOSPITAL HAS IEC SPECIFIC TO

AB PM-JAY
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LIST OF DOCTORS (AS PER SCOPE OF SERVICES) 

WITH THEIR DEPARTMENTS AND AVAILABILITY
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NO SMOKING SIGNAGE TO BE PRESENT 

WITHIN THE HOSPITAL PREMISES
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DISPLAY OF HAND WASHING 

INSTRUCTION AT THE POINT OF USE
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DISPLAY OF EMERGENCY NUMBERS INCLUDING 

AMBULANCE, BLOOD BANK, POLICE AND REFERRAL 

CENTERS

Emergency Phone No. 

Ambulance:------------------------

Blood Bank:------------------------

Police:-------------------------------

Referral Centers:------------------
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PC 2 - ALL SIGNAGE’S THOSE ARE REQUIRED BY LAW 

SHOULD BE DISPLAYED AT ALL STRATEGIC LOCATION

Interpretation – All such signage which are compulsory by law for hospitals to

display such as PC&PNDT Act, AERB and radian hazard, Bio hazard signage and

Fire exit signage should be displayed in the hospitals at all strategic locations.

Means of verification:

1. Fire exit signage to be displayed at exit route plan along with the do's and

don'ts in case of fire

2. PC&PNDT Act Signage board to be displayed at the waiting room and

reception area

3. AERB and Radiation hazard signage

4. Bio-hazard signage to be present
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FIRE EXIT SIGNAGE TO BE DISPLAYED AT EXIT ROUTE PLAN 

ALONG WITH THE DO'S AND DON'TS IN CASE OF FIRE
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FIRE EXIT SIGNAGE TO BE DISPLAYED AT EXIT ROUTE PLAN ALONG 

WITH THE DO'S AND DON'TS IN CASE OF FIRE



284

PC&PNDT ACT SIGNAGE BOARD TO BE DISPLAYED AT THE WAITING 

ROOM AND RECEPTION AREA
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AERB AND RADIATION HAZARD SIGNAGE
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BIO-HAZARD SIGNAGE TO BE PRESENT
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PC 3 - CONTACT INFORMATION OF KEY MEDICAL STAFF AND 

SPECIALIST SHOULD BE READILY AVAILABLE IN THE EMERGENCY 

DEPARTMENT

Interpretation – The hospital must have accessible and readily available contact details

of doctors and staff members. Also, a nurse call facility and at least one medical officer

should be available at all times in the hospital in case of emergencies.

Means of verification:

1. Check if the contact details (telephone or residence address) of doctors/staff are

readily available

2. Nurse call facility should be available to address any patient emergency.

3. At least one medical officer and a nurse should be available all the time for the

emergency cases.
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CHECK IF THE CONTACT DETAILS (TELEPHONE OR 

RESIDENCE ADDRESS) OF DOCTORS/STAFF ARE READILY 

AVAILABLE

S. 
No. 

Name of Doctor / 
Staff

Telephone No. Address 

1

2

3

4

5
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NURSE CALL FACILITY SHOULD BE AVAILABLE TO ADDRESS 

ANY PATIENT EMERGENCY
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AT LEAST ONE MEDICAL OFFICER AND A NURSE SHOULD BE 

AVAILABLE ALL THE TIME FOR THE EMERGENCY CASES
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PC 4 - SERVICE COUNTERS FOR THE ENQUIRY ARE AVAILABLE AS 

PER THE PATIENT LOAD AND ARE DULY MANAGED BY HOSPITAL 

STAFF FOR THE REGISTRATION OF PATIENTS

Interpretation – There should be a dedicated area for enquiry as per the number of patients

that visits the hospital and dedicated kiosk for AB PMJAY manned round the clock. Hospital

must make sure that every patient is given a unique identification number at the time of

registration of the first interaction if the patient with the organisation. To ensure continuity of

care these numbers shall be linked to the unique number.

Means of verification:

1. Check availability of a dedicated enquiry area or reception

2. Unique identification number is given to each patient during the process of registration

while also recording patient details such as name, age, sex, address and chief complaint etc.

3. Hospital has AB PM-JAY Kiosk manned 24*7
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CHECK AVAILABILITY OF A DEDICATED ENQUIRY AREA OR RECEPTION
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UNIQUE IDENTIFICATION NUMBER IS GIVEN TO EACH PATIENT DURING THE 

PROCESS OF REGISTRATION WHILE ALSO RECORDING PATIENT DETAILS SUCH 

AS NAME, AGE, SEX, ADDRESS AND CHIEF COMPLAINT ETC.
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HOSPITAL HAS AB PM-JAY KIOSK MANNED 24*7
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PC 5 - HOSPITAL SHOULD HAVE ESTABLISHED PROCEDURE 

FOR ADMISSION OF PATIENTS 

Interpretation – There should be documented procedures for registering and

admitting the patient. All patients assessed in hospital shall be registered and all

admissions must be authorized by a doctor. The policy should be defined with respect

to documentation and intimation to police in case of Medico Legal Cases (MLC) as per

statutory requirement.

Means of verification:

1. Admission is done by written order of a qualified doctor

2. There is an established criterion for admission through the emergency department

3. There is established procedure for admission of Medico-Legal Cases (MLC) as per

prevalent laws and procedure to inform the police. Records for such patients are also

maintained.
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ADMISSION IS DONE BY WRITTEN ORDER OF A QUALIFIED 

DOCTOR 
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THERE IS AN ESTABLISHED CRITERION FOR ADMISSION THROUGH 

THE EMERGENCY DEPARTMENT 
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THERE IS ESTABLISHED PROCEDURE FOR ADMISSION OF MEDICO-LEGAL 

CASES (MLC) AS PER PREVALENT LAWS AND PROCEDURE TO INFORM THE 

POLICE. RECORDS FOR SUCH PATIENTS ARE ALSO MAINTAINED 



299

PC 6 - THE PATIENT SHOULD BE REFERRED TO ANOTHER FACILITY ALONG 

WITH THE DOCUMENTED CLINICAL INFORMATION, IN CASE OF NON-

AVAILABILITY OF SERVICES AND/OR BEDS.

Interpretation – The documented procedure addressing the managing patients in case of non-availability

of beds. Patients needing transfer including those who have come to the emergency but needs to be

transferred after basic first-aid, the hospital shall have documented procedure for managing patients. The

transferring/referring patients to another facility should be done through issuing referral slips.

Means of verification:

1. There is an established procedure for managing patients in case beds are not available at the facility

2. Patient should be referred while issuing a referral slip and should be bi-directional referral system. The

record of the same should be maintained

3. Adequate emergency facilities should be available to provide basic first aid before transfer/referral

4. AB PM-JAY Benefices referred to AB PM-JAY empaneled Hospitals
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THERE IS AN ESTABLISHED PROCEDURE FOR MANAGING 

PATIENTS IN CASE BEDS ARE NOT AVAILABLE AT THE FACILITY
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PATIENT SHOULD BE REFERRED WHILE ISSUING A REFERRAL SLIP 

AND SHOULD BE BI-DIRECTIONAL REFERRAL SYSTEM. THE 

RECORD OF THE SAME SHOULD BE MAINTAINED

Take feedback of Patient condition 

from the Hospital where you refer 

and documented.  
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ADEQUATE EMERGENCY FACILITIES SHOULD BE AVAILABLE TO 

PROVIDE BASIC FIRST AID BEFORE TRANSFER/REFERRAL

Provide basic first aid before 

transfer/referral.  
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AB PM-JAY BENEFICES REFERRED TO 

AB PM-JAY EMPANELED HOSPITAL

AB PM-JAY Benefices referred to 

nearest AB PM-JAY empaneled 

Hospital.



304

PC 7 - GENERAL CONSENT AND INFORMED CONSENT SHOULD BE TAKEN 

DURING THE ADMISSION AND BEFORE ANY PROCEDURES /SURGERY AND 

ANAESTHESIA/ SEDATION.

Interpretation – Patients and family rights include that hospital shall take informed consent,

preferably in bi-lingual and language they can understand, signed by

patient/relatives/caretaker at the time of admission and before undergoing any surgery or

procedure which discuss about all the risks and benefits. The informed consents should be

taken at all specific steps pf patient care involved with responsibility.

Means of verification:

1. Consent forms available in bilingual language should be signed by the patients or any

caretaker during admission and before surgery (separate forms)

2. All risks, benefits and alternatives about anaesthesia should be discussed and mentioned as

part of the consent form signed by the patients or their caretaker.
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CONSENT FORMS AVAILABLE IN BILINGUAL LANGUAGE SHOULD BE 

SIGNED BY THE PATIENTS OR ANY CARETAKER DURING ADMISSION 

AND BEFORE SURGERY (SEPARATE FORMS)
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ALL RISKS, BENEFITS AND ALTERNATIVES ABOUT ANAESTHESIA SHOULD 

BE DISCUSSED AND MENTIONED AS PART OF THE CONSENT FORM 

SIGNED BY THE PATIENTS OR THEIR CARETAKER
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PC 8 - USER CHARGES ARE DISPLAYED AND COMMUNICATED TO PATIENTS 

EFFECTIVELY AT THE TIME OF REGISTRATION, ADMISSION TO THE WARD AND 

IN CASE OF A CHANGE IN MEDICAL AND SURGICAL PLAN.

Interpretation – The list of user charges must be displayed at strategic places

(Reception, waiting areas, lobby) in the hospital premises for better communication to

patients and to maintain transparency. The list must be updated in case of any change

in medical and surgical plan.

Means of verification:

1. Facility prepares a comprehensive list of user charges and display at strategic points

in the hospital.

2. AB PM-JAY beneficiaries are provided cashless services
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FACILITY PREPARES A COMPREHENSIVE LIST OF USER CHARGES 

AND DISPLAY AT STRATEGIC POINTS IN THE HOSPITAL
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AB PM-JAY BENEFICIARIES ARE 

PROVIDED CASHLESS SERVICES
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PC 9 - PATIENT SHOULD BE PROPERLY EDUCATED ON ADDITIONAL CARE AS 

DEEMED REQUIRED AND ALL THE VITAL INFORMATION SHOULD BE RECORDED 

FOR CONTINUITY OF CARE.

Interpretation – Patient should be educated for additional care in respect to usage and effect of

medication, diet and nutrition which can be done with the help of discharge summary and growth

summary respectively. All the vital information must be recorded for reassessment of patients

undergoing observation in the language the patient/ family members can understand.

Means of verification:

1. Patients should be educated for usage and effect of medication, diet and nutrition,

immunizations and to prevent infections (as deemed appropriate)

2. Discharge summary should contain a diagnosis, history, physical examination, investigation

details, treatment provided and instructions thereof in easy to understand manner (Check 3

samples)

3. There should be a fixed schedule for reassessment of patient under observation based on

clinical need
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PATIENTS SHOULD BE EDUCATED FOR USAGE AND EFFECT OF 

MEDICATION, DIET AND NUTRITION, IMMUNIZATIONS AND TO 

PREVENT INFECTIONS (AS DEEMED APPROPRIATE)
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DISCHARGE SUMMARY SHOULD CONTAIN A DIAGNOSIS, HISTORY, 

PHYSICAL EXAMINATION, INVESTIGATION DETAILS, TREATMENT 

PROVIDED AND INSTRUCTIONS THEREOF IN EASY TO UNDERSTAND 

MANNER
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THERE SHOULD BE A FIXED SCHEDULE FOR REASSESSMENT OF 

PATIENT UNDER OBSERVATION BASED ON CLINICAL NEED
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PC 10 - HOSPITALS SHOULD ENSURE THAT ALL MEDICATIONS AND 

ASSOCIATED INSTRUCTIONS ARE WRITTEN IN THE PRESCRIPTION

Interpretation – The organization shall ensure that the at the minimum the

prescription shall have the name of the patient, unique patient number, name of

medicine with the frequency of administration, name and signature of the doctor. All

hand written prescription should be legible, clear and understandable by the patient/

family member i.e. preferably in capital letters.

Means of verification:

1. Prescription should be legible, clear and be explained in the language understood

by the patients and is comprehendible by the clinical staff

2. Every medical advice and procedure is accompanied with date, time and signature,

unique patient number.
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PRESCRIPTION SHOULD BE LEGIBLE, CLEAR AND BE EXPLAINED IN THE 

LANGUAGE UNDERSTOOD BY THE PATIENTS AND IS COMPREHENDIBLE 

BY THE CLINICAL STAFF
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EVERY MEDICAL ADVICE AND PROCEDURE IS ACCOMPANIED WITH 

DATE, TIME AND SIGNATURE, UNIQUE 

PATIENT NUMBER
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PC 11 - MEDICAL RECORDS SHOULD BE RETAINED AS PER THE 

POLICIES OF HOSPITAL BASED ON NATIONAL AND LOCAL LAW

Interpretation – Hospital must abide by the national and local laws for retaining medical

records for each category of records: Out-patient, in-patient and MLC. The retention and

destruction process should be included in the process to maintain confidentiality and security

of both manual and electronic records system. Also, there should be a documented process

for medical records of AB PMJAY scheme beneficiaries.

Means of verification:

1. Hospital has a policy of retention period with respect to different kinds of records and their

disposal.

2. Confidentiality of patient records should be maintained by keeping them properly in the

record room or digitally saved on a secure network

3. Hospital has process documentation for AB PM-JAY scheme
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HOSPITAL HAS A POLICY OF RETENTION PERIOD WITH 

RESPECT TO DIFFERENT KINDS OF RECORDS AND THEIR 

DISPOSAL
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CONFIDENTIALITY OF PATIENT RECORDS SHOULD BE MAINTAINED BY KEEPING 

THEM PROPERLY IN THE RECORD ROOM OR DIGITALLY SAVED ON A 

SECURE NETWORK
POLICY FOR SECURITY, PROTECTION FROM LOSS, TAMPERING OR 
UNAUTHORIZED USE 
• The MRD shall apply various methods and tools to prevent any damage 
/tampering to the medical records occurring due misplacement, pests, fire 
or any other factor. 
Specific Information: 
•No files will be taken out of department except for the conditions 
mentioned in the policy for access. 
•Files are issued outside the department in accordance to process 
mentioned in the policy for access to 
•medical record. 
•A reminder dummy is placed in the filing cabinet. 
•A retrieval process is in place to take care of files issued. 

• – A record issue slip is filled by the person taking out the file 
which includes the purpose as well as the expected 

• date of return. 
• – Telephone call is made to the person on the expected date of 

return and a request is made to return the file. 
• – If any extension is to be made, the same is noted down on 

the same issue slip. 
• – In case the file is still not returned and no extension has been 

sought, the medical record technician goes to the person to 
collect the documents. 
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HOSPITAL HAS PROCESS DOCUMENTATION FOR 

AB PM-JAY SCHEME
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CHAPTER 5: 

HEALTH OUTCOMES (OVERVIEW)

The importance of measuring and reporting the healthcare outcomes is to improve

patient experience of care and fosters improvement and adoption of best practices, thus

further improving outcomes. This chapter has standards for measuring healthcare

outcomes like OPD and IPD census, mortality rate, average length of stay, Surgical Site

Infection, Urinary Tract Infection, Blood Stream Infection, Ventilator Associated (VAP)

Infection / Hospital Acquired Pneumonia, Transfusion reaction, Bed occupancy, Patient and

employee satisfaction, reporting of adverse events, theft and security related events etc.

The data provided by health outcomes guide decision and effective policy making process.
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CHAPTER 5: 

HEALTH OUTCOMES

HO 1 Monthly Out Patient Department (OPD) and In-Patient Department (IPD) census

HO 2 Mortality Rate and average length of stay

HO 3
Infection Rates - Surgical Site, Urinary Tract, Blood Stream, Ventilator Associated (VAP)/ Hospital 

Acquired Pneumonia

HO 4 Transfusion reaction (if applicable)

HO 5 Bed occupancy

HO 6 Percentage of Patient satisfaction

HO 7 Percentage of Employee satisfaction

HO 8 Waiting time - Out Patient Department (OPD) and discharge

HO 9 Reporting of Adverse events

HO 10 Reporting of Thefts / Security related incidents

HO 11 Reporting of needle stick injuries
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HO 1 - MONTHLY OUT-PATIENT DEPARTMENT (OPD) AND 

IN-PATIENT DEPARTMENT (IPD) CENSUS

Interpretation: A monthly Out-Patient Department (OPD) and In-Patient Department

(IPD) census data can help to monitor how much OPD patients are converting into IPD,

how many patients visited the OPD and IPD and track the trend of OPD to IPD

conversion. The rate is generally affected by poor patient satisfaction, high cost of IPD

or low motivation of doctors to admit OPD patient.

Means of verification:

1. Out Patient Department (OPD) census for last 6 months

2. In-Patient Department (IPD) census for last 6 months

3. AB PM-JAY In-Patient Department (IPD) census for last 6 months
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MONTHLY OUT-PATIENT DEPARTMENT (OPD), IN-PATIENT 

DEPARTMENT (IPD) AND AB PM-JAY IN-PATIENT DEPARTMENT 

(IPD) CENSUS
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HO 2- MORTALITY RATE AND AVERAGE 

LENGTH OF STAY (ALS)

Interpretation: Mortality statistics provide a valuable measure for assessing community health

status. The importance of mortality statistics derives both from the significance of death in an

individual’s life as well as their potential to improve the public’s health when used to systematically

assess and monitor the health status of a whole community. ALS is a very common performance

measure which is used not only important for hospital performance but also for clinical quality and

infection control.

Means of verification:

1. Mortality Rate (from the data of last 6 months)

= Number of Patient died/ Total number of patient admitted *100 Average

2. Length of Stay (from the data of for last 6 months)

= Sum of days spend by each patient/ Total number of patient admitted 



326

MORTALITY RATE

No of deaths X 100
------------------------------------------------------------------

No of discharges and death for the month

RCA –
1.Most of the deaths were associated with the multi-organ involvement / failure, supra added infection, pneumonia, septicaemia etc.
2.Sick patients being referred from near by RMP’s & small nursing home/clinics who have very less chance of survival. given the short duration of 
treatment protocol to be followed in view of their deteriorating condition.
CAPA –
1.Prevention of hospital acquired infection.
2.Regular mortality meet to review the delivery of care/ adequacy of treatment or deficiencies so that remedial measures can be taken.

Jan’16 1.64% 11/670

Feb’16 1.89% 13/688

Mar’16 1.25% 9/721

Apr’16 1.76% 12/682

May’16 1.70% 12/704

Jun’16 0.99% 7/709

Jul’16 1.71% 13/759

Aug’16 1.84% 15/814

Sep’16 2.16 21/974
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AVERAGE LENGTH OF STAY (ALS)

BOR ALOS

Jan'16 71.28% 3.72

Feb'16 72.44% 3.45

Mar'16 69.94% 3.39

Apr'16 77.07% 3.83

May'16 74.42% 3.7

Jun’16 71.06% 3.39

Jul’16 83.43% 3.78

Aug ’16 91.10% 3.95

Sep’16 99.16% 3.66
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HO 3 - INFECTION RATES 

Interpretation: An infection rate is the probability or risk of infection in a population. It is used to measure

the frequency of occurrence of new instances of infection within a population during a specific time period. It

will help to identify if any recurrent infections persist and improve infection control in the hospital.

Means of verification:

1. Surgical Site Infection (from the data of for last 6 months)

= Number of surgical site infections/ Number of patients operated *100

2. Urinary Tract Infection (from the data of for last 6 months)
= Sum of Urinary Tract Infection Complaints/ Total Number of patients admitted *100

3. Blood Stream Infection (BSI) (from the data of for last 6 months)

= Number of Catheter related BSI/ Number of patients on IV line * 100

4. Ventilator Associated Pneumonia (VAP)/ Hospital Acquired Pneumonia (HAP) (from the data of last 6

months)

= Sum of Ventilator Associated Pneumonia/ Number of patients on ventilator *100
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SURGICAL SITE INFECTION

No of surgical site infections in a given month X 100
No of surgeries performed in that month

Observation – No incidences of SSI was observed during Jan’16 to Sep’16.
CAPA:-

Jan’16 0.00% 0/168

Feb’16 0.00% 0/173

Mar’16 0.00% 0/193

Apr’16 0.00% 0/216

May’16 0.00% 0/204

Jun’16 0.00% 0/187

Jul’16 0.00% 0/153

Aug’16 0.00% 0/175

Sep’16 0.00% 0/180

Bench mark

1 Criteria Target

2 % of Compliance Not > 4.2 %
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URINARY TRACT INFECTION

No of urinary catheter associated UTIs in a month X  1000
No of urinary catheter days in that month

RCA  – Reasons for incidences of CAUTI might have been–
1.Proper catheter care might not given in each shift
2.Prolonged catheterization
CAPA - changing of Antibiotics & foleys catheter done as corrective actions and  training of staff regarding Catheter care is being imparted 
regularly.

Jan’16 0.00% 0/269

Feb’16 0.00% 0/320

Mar’16 0.00% 0/229

Apr’16 0.00% 0/272

May’16 0.00% 0/281

Jun’16 4.61% 1/217

Jul’16 4.39% 1/228

Aug’16 3.89% 1/257

Sep’16 0.00% 0/239

Bench mark

1 Criteria Target

2 % of Compliance Not > 6.5%
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BLOOD STREAM INFECTION

No of central line associated blood stream infections in a
month X  1000

No of central line days in that month

RCA – most possible causes of the same found to be as -
1. Underlying heart & lung disease – ARDS, Septic Shock & AKI.
2. Proper sterile techniques were not followed and emergency insertion was done
3. Prolong catheterization

CAPA – antibiotic changed according to the sensitivity pattern and training of staff on preventive bundle

Jan’16 0.00% 0/159

Feb’16 0.00% 0/107

Mar’16 0.00% 0/94

Apr’16 0.00% 0/94

May’16 0.00% 0/39

Jun’16 12.2% 1/82

Jul’16 0.00% 0/121

Aug’16 0.00% 0/129

Sep’16 0.00% 0/86

Bench mark

1 Criteria Target

2 % of Compliance Not > 6.1%
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VENTILATOR ASSOCIATED PNEUMONIA (VAP)/ HOSPITAL 

ACQUIRED PNEUMONIA (HAP)

No of Ventilator Associated pneumonias in a month X 
1000

No of ventilator days in that month

RCA – Most possible causes of VAP were found as -
1. underlying debilitating disease / neurologic disease or trauma
2. Asepsis not followed during insertion.
3. Prolonged duration of ET/tracheal tube.

CAPA - Antibiotic was changed according to the sensitivity pattern
Training given regarding VAP bundles & prevention maintained on daily basis.

Jan’16 0.00 0/108

Feb’16 0.00 0/152

Mar’16 9.62 1/104

Apr’16 15.87 2/126

May’16 7.58 1/132

Jun’16 18.52 2/108

Jul’16 0.00 0/128

Aug’16 8.85 1/113

Sep’16 7.09 1/141

Bench mark
1 Criteria Target

2 % of Compliance Not  > 19.5%
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HO 4 – REPORTING OF TRANSFUSION 

REACTION

Interpretation: They are responsible for completing blood

request forms, administering blood, monitoring transfusions and

being vigilant for the signs and symptoms of adverse reactions.

These guidelines are intended to enhance the implementation of

standard clinical transfusion practices for improved patient

safety.

Means of verification:

1. Number of Transfusion Reactions in last 6 months



334

REPORTING OF TRANSFUSION REACTION

No of transfusion reactions X 100
Total no of transfusions

RCA – In most of the cases, minor reactions were observed as Itching, redness & in a  few of cases severing has also been observed which might 
have occurred cause of inadequate temperature of blood unit and irregularity to antigen & antibodies of human body.
CAPA - Continuous supervision & adequate monitoring of patients & regular training of staff regarding transfusion reactions are being done.

Jan’16 0.00% 0/208

Feb’16 0.65% 1/154

Mar’16 0.90% 2/221

Apr’16 0.81% 1/123

May’16 0.58% 1/172

Jun’16 1.05% 2/190

Jul’16 0.00% 0/222

Aug’16 0.43% 1/234

Sep’16 0.00% 0/234

Bench mark

1 Criteria Target

2 % of Compliance Not > 2.0%
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HO 5 - BED OCCUPANCY

Interpretation: A good hospital management includes an effective

allocative planning for beds in a hospital. Bed-occupancy rates and length

of stay are the measures that reflect the functional ability of a hospital.

Means of verification:

1. Bed Occupancy = Inpatient days of care/ Total number of beds available

*100
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BED OCCUPANCY

BOR ALOS

Jan'16 71.28% 3.72

Feb'16 72.44% 3.45

Mar'16 69.94% 3.39

Apr'16 77.07% 3.83

May'16 74.42% 3.7

Jun’16 71.06% 3.39

Jul’16 83.43% 3.78

Aug ’16 91.10% 3.95

Sep’16 99.16% 3.66
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HO 6 - PERCENTAGE OF PATIENT 

SATISFACTION

Interpretation: Patient satisfaction is an important and commonly used indicator for

measuring the quality in health care. A measure of care quality, patient satisfaction

gives providers insights into various aspects of medicine, including the effectiveness of

their care and their level of empathy.

Means of verification:

1. Copy of the filled feedback form clearly showing the questions asked (at least 5

samples)

2. Patient Satisfaction = Number of patients responding extremely satisfied/ Total 

number of patients surveyed *100
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COPY OF THE FILLED FEEDBACK FORM CLEARLY 

SHOWING THE QUESTIONS ASKED
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PATIENT SATISFACTION
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HO 7 - PERCENTAGE OF EMPLOYEE 

SATISFACTION

Interpretation: Strong employee satisfaction is linked with significant improvements in

patient care and satisfaction therefore it becomes crucial to study the percentage of

employees who are satisfied and perform to their best of efforts in the hospital.

Means of verification:

1. Copy of the filled feedback form clearly showing the questions asked (at least 5

samples)

2. Employee Satisfaction = Number of employees responding extremely satisfied/ Total 

number of employees surveyed *100 
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COPY OF THE FILLED FEEDBACK FORM CLEARLY SHOWING 

THE QUESTIONS ASKED
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EMPLOYEE SATISFACTION

Observation – Satisfaction level of employee was found to be higher than previous survey.

PA –Suggestions made in the survey have been considered by the management as the same is in
process.

Satisfied Not Satisfied

Aug-Sep’15 60.14 % 39.86%

May-Jun’16 70.77 % 29.23 %
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HO 8 - WAITING TIME - OUT PATIENT DEPARTMENT (OPD) AND 

DISCHARGE 

Interpretation: Delay in discharge of the patient increases the pressure on beds of

the hospital and delay in discharge is bad for both hospitals and the patients. Thus it becomes

important to calculate the waiting time in the hospital in order to decrease the waiting time

and increase patient safety by providing prompt services.

Means of verification:

1. Out-Patient Department Waiting Time = Sum of time from when the patient entered the

outpatient clinic to the time the patient actually leaves the OPD/ Total Number of Out-

Patients

2. Discharge Waiting Time = (Total time taken for medical record to reach the billing

department from the ward + Total time taken in the billing department)/Total Number of In-

patients
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OUT-PATIENT DEPARTMENT WAITING TIME 

Observation – Average waiting time for  Medicine Speciality was found 
to be in higher side  due to increased number of patient during last 3 
months  however  waiting time for other speciality was found to be 
within satisfactory range.

Dept: 
Cardiology 
(Dr A)

Dept: Ortho Dept: Int. 
Medicine

Dept: 
Cardiology 
(Dr B)

Dept.   Resp. 
Medicine

Benchmark (20 mins ) (20 mins) (20 mins) (20 mins) (20 mins)

Jan'16 21.01 9.62 18.85 - -

Feb'16 19.53 9.45 16.14 16.92 -

Mar'16 17.50 9.53 16.12 14.07 -

Apr'16 15.59 10.78 17.14 15.19 12.35

May'16 18.27 15.35 18.02 23.38 11.76

Jun’16 15.56 15.38 17.26 14.04 12.72

Jul’16 16.81 11.27 34.61 14.12 13.73

Aug’16 17.00 10.00 32.23 15.02 16.56

Sep’16 17.23 8.98 38.56 16.20 17.45 Observation – Average waiting time for  ultrasound was found 
within the limit.
•Some case are excluded from the data which have taken more 
time to maintain the pressure for the requisite procedure 
however they were already informed for the preparation.

PA - counselling of patient for the same is being reinforced  
along with written preparation guidelines in the dept.

Jan'16 18.79

Feb'16 17.4

Mar'16 19.57

Apr'16 17

May'16 19.30

Jun’16 18.28

Jul’16 19.24

Aug’16 18.00

Sep’16 18.28
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DISCHARGE WAITING TIME 

Cash (3 - 4
hrs.)

TPAs (5 – 6
hrs.)

Others (4 - 5
hrs.)

Jan'16 4 5.76 4.21
Feb'16 3.14 5.24 4.05
Mar'16 4.11 6.35 4.52
Apr'16 2.37 6 4.23
May'16 3.37 6.18 4.03

Jun’16 3.51 6.29 3.52

Jul’16 4.06 6.4 4.35

Aug’16 3.31 6.5 4.06

Sep’16 3.56 5.57 4.15

Observation –
Time for discharges were found to be little high  in cash patients from 
the period of Jan ’16 to  Sep’16; most possible reasons for the same 
were :
1.Time taken in billing activity.
2.Bill after being ready is sent to respective departments i.e. lab, 
imaging and pharmacy to verify the same.
3.Refund of medicine from pharmacy takes time

CAPA-
1.Concept for planned discharges is followed strictly, summary of the 
potential discharges is prepared by the Duty doctor in night and 
typed by the night MT /early morning so that the same can be 
available to the consultant during morning rounds.,
2.Reduction of discharge TAT due to introduction of Apex (HIS) as 
entry of all investigations are made directly when the requisition is 
raised, which ensures early billing and reduced billing errors; leading 
to early preparation of accurate bill.
3.Refund of medicines in during night hrs.



346

HO 9 - REPORTING OF ADVERSE EVENTS

Interpretation: Adverse events are usually defined as an unintended

injury or complication resulting in prolonged hospital stay, disability at the time

of discharge or death caused by healthcare management rather than by the

patient's underlying disease. A substantial part of these events are avoidable

and it is important to report them in order to prevent such events in future.

Means of verification:

1. Data for last 6 months
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REPORTING OF ADVERSE EVENTS

No. of adverse drug reactions X 100
No. of discharges and deaths

RCA – on analysing it was found that most of the medications errors were due to :
1.In most of the cases Rights of medication were not followed :

a.wrong time
b.wrong dose
c.wrong route
d.wrong documentation

1.delayed documentation
2.early documentation
3.missed documentation i.e. medicine given but not documented
4.Patient refused but not documented.

2.Wrong transcribing due to lack of cross checking.
3.4. In a few cases – prescription error by doctor.
4.Non – availability of drugs in pharmacy lead to delayed administration.

CAPA –
1. Staff was counselled to follow the rights of drug administration and cross check the doctor’s orders while 
transcribing and administration of drugs.
2.Staff was instructed to follow the right procedure of drug administration and to document after 
administration.
3.The pharmacy was told to ensure the availability of the drugs at right time.
4.Checking & updating of drugs as required.
5.Training  regarding “Management of Medication”  in order to prevent such medication errors are 
reinforced as preventive
action.

Jan’16 0.30 2/670

Feb’16 0.73 5/688

Mar’16 1.39 10/721

Apr’16 1.17 8/682

May’16 0.43 3/704

Jun’16 1.27 9/709

Jul’16 0.66 5/759

Aug’16 0.61 5/814

Sep’16 0.10 1/974

Bench mark
1 Criteria Target

2 % of Compliance Not > 2.0%
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HO 10 - REPORTING OF THEFTS / 

SECURITY RELATED INCIDENTS

Interpretation: Thefts of medical equipment or medical records is a major

concern in hospitals. Health records are being digitized and hence there is the

danger of health information becoming compromised or stolen outright. It is

important to decrease the number of such incidents by enhancing security in

the facility.

Means of verification:

1. Data for last 6 months
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REPORTING OF THEFTS / SECURITY 

RELATED INCIDENTS
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HO 11 - REPORTING OF NEEDLE STICK 

INJURIES 

Interpretation: Needle stick injury is defined as a penetrating wound typically

induced by a needle point or other sharp instrument or object which could be

infected with another person's secretion. These injuries can lead to transmission of

blood-borne viral infections. A continuous follow-up and reporting of needle stick

injuries in surgeons is important to prevent future events of needle stick injuries for

higher patient safety.

Means of verification:

1. 6 months at least or annual
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REPORTING OF NEEDLE STICK INJURIES 

No. of parenteral  exposures x 100
No. of  in-patient days

RCA – Reasons for the same were found as –
1. Recapping of needles.
2. Improper handling of sharps material
3. Accidental prick after sample collection.

CAPA – Measures taken as per NSI protocol
Education & regular training regarding NSI protocol and prevention of NSI.
Training on Bio Medical Waste Management.

Jan’16 0.00 0/2497

Feb’16 0.00 0/2374

Mar’16 0.00 0/2450

Apr’16 0.04 1/2613

May’16 0.08 2/2607

Jun’16 0.12 3/2409

Jul’16 0.03 1/2871

Aug’16 0.03 1/3223

Sep’16 0.06 2/3570

Bench mark
1 Criteria Target

2 % of Compliance Not  > 2.0%



AB PM-JAY QUALITY CERTIFICATION   
S. 
No. 

Name of The Hospital 
Type of Certificate (AB PM-JAY 
Gold/Silver/Bronze)

Name of State

1
U. N. Mehta Institute of Cardiology & Research 
Centre 

AB PM-JAY Gold Quality Certificate Gujarat 

2 Cygnus Super specialty Hospital AB PM-JAY Gold Quality Certificate Haryana 

3 Government Spine Institute AB PM-JAY Gold Quality Certificate Gujarat 

4 Sanjiv Bansal Cygnus Hospital AB PM-JAY Gold Quality Certificate Haryana 

5 Kashyap memorial Eye Hospital AB PM-JAY Gold Quality Certificate Jharkhand 

6 VK Neurocare and Trauma Research Hospital AB PM-JAY Gold Quality Certificate Haryana 

7 Apollo Hospitals International Ltd AB PM-JAY Gold Quality Certificate Gujarat 

8 Felix Hospital AB PM-JAY Gold Quality Certificate Uttar Pradesh

9 Cygnus Super Specialty Hospital, Kurukshetra  AB PM-JAY Gold Quality Certificate Haryana 

10 Sidharth Hospital AB PM-JAY Gold Quality Certificate Haryana 

11 Leelawati Hospital AB PM-JAY Gold Quality Certificate Haryana 

12 Saraswati Nethralaya AB PM-JAY Gold Quality Certificate Haryana 

13 Neelam Hospital AB PM-JAY Gold Quality Certificate Punjab 

S. 
No. 

Name of The Hospital 
Type of Certificate (AB PM-JAY 
Gold/Silver/Bronze)

Name of State

14 Shri Balaji Aarogyam Hospital AB PM-JAY Gold Quality Certificate Haryana

15 Sterling Hospital, Vadodara AB PM-JAY Gold Quality Certificate Gujarat

16 Sal Hospital, Ahmedabad AB PM-JAY Gold Quality Certificate Gujarat

17 MGM Hospital & Research Centre AB PM-JAY Silver Quality Certificate Madhya Pradesh

18 SKR Hospitals & Trauma Centre Pvt. Ltd. AB PM-JAY Silver Quality Certificate Punjab

19 GCS Medical College Hospital, Ahmedabad AB PM-JAY Silver Quality Certificate Gujarat 

20 Geetanjali Hospital, Hisar AB PM-JAY Silver Quality Certificate Haryana 

21 Jaspal Nursing Home AB PM-JAY Silver Quality Certificate Haryana

22 Advanta Super Specialty Hospital AB PM-JAY Silver Quality Certificate Haryana

23 Thakur Eye and Maternity Hospital AB PM-JAY Silver Quality Certificate Haryana

24 Sterling Cancer Hospital, Vadodara AB PM-JAY Silver Quality Certificate Gujarat 

25 Ambujanagar Multispecialty Hospital AB PM-JAY Silver Quality Certificate Gujarat 

26 Balaji Hospital, Karnal AB PM-JAY Silver Quality Certificate Haryana

Total Application:- 61
Total Certified:- 0  

Total Application:- 52
Total Certified:- 16

Total Application:- 62
Total Certified:- 10
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LINKS FOR ACHIEVE AB PM-JAY BRONZE / SILVER / GOLD 

QUALITY CERTIFICATE:-

1. http://www.pmjay.qcin.org/tools

2. http://www.pmjay.qcin.org/assets/img/nha-img/docs/Bronze%20Quality%20Certificate%20Standards.pdf

3. http://www.pmjay.qcin.org/assets/img/nha-

img/docs/Guideline%20for%20How%20to%20Achieve%20Bronze%20Quality%20Certificate.pdf

4. http://www.pmjay.qcin.org/assets/img/nha-img/docs/Guideline%20for%20Self-Assessment%20Quality%20-

%20Checklist_V2.pdf

5. http://www.pmjay.qcin.org/assets/img/nha-img/docs/Silver%20Quality%20Certificate.pdf

6. http://www.pmjay.qcin.org/assets/img/nha-img/docs/Tech%20FAQs%20for%20bronze%20certificate.pdf

7. http://www.pmjay.qcin.org/assets/img/nha-

img/docs/Tech%20FAQs%20for%20already%20certified%20Hospitals.pdf

http://www.pmjay.qcin.org/tools
http://www.pmjay.qcin.org/assets/img/nha-img/docs/Bronze%20Quality%20Certificate%20Standards.pdf
http://www.pmjay.qcin.org/assets/img/nha-img/docs/Guideline%20for%20How%20to%20Achieve%20Bronze%20Quality%20Certificate.pdf
http://www.pmjay.qcin.org/assets/img/nha-img/docs/Guideline%20for%20Self-Assessment%20Quality%20-%20Checklist_V2.pdf
http://www.pmjay.qcin.org/assets/img/nha-img/docs/Silver%20Quality%20Certificate.pdf
http://www.pmjay.qcin.org/assets/img/nha-img/docs/Tech%20FAQs%20for%20bronze%20certificate.pdf
http://www.pmjay.qcin.org/assets/img/nha-img/docs/Tech%20FAQs%20for%20already%20certified%20Hospitals.pdf
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