
Monitoring of Quality using 
Audit Tools
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Summary

In this presentation following topics shall be covered:

Parameters and Process of monitoring quality
Components of Monthly Audit Checklist
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Monitoring Quality

What
According to the Institute of Medicine 
(IOM) report, To Err Is Human,4 the 
majority of medical errors result from 
faulty systems and processes, not 
individuals

Why
Quality health care is defined as “the degree to 
which health services for individuals and 
populations increase the likelihood of desired 
health outcomes and are consistent with 
current professional knowledge – A Strategy 
for Quality Assurance in Medicare

How
What gets measured, gets done - any 
attribute related to quality that is worthy 
of being monitored or managed needs to 
be measured, which means an 
appropriate measuring method should be 
used

For Whom
 Internal Stakeholders – NHA, SHA, 

DIUs
 External Stakeholders -

Beneficiaries
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Monthly Audit 
Checklist
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Quality Audit Checklist in HEM



Introduction to Monthly Audit 
Checklist
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Status of Quality Audits in HEM for the state of Kerala

NO. OF  HOSPITALS THAT 
FILLED THE QUALITY AUDIT 

CHECKLIST 

NO. OF QUALITY 
AUDIT CHECKLISTS 

SUBMITTED

NO. OF QUALITY 
AUDIT CHECKLISTS 

APPROVED

NO. OF QUALITY 
AUDIT CHECKLISTS 

REJECTED

12 27 24 1
Note: Total Hospitals in Kerala -746, Private – 546, Govt. - 200



Components of Monthly Audit 
Checklist
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 Information Dissemination – IEC

 Clinical Services

 Documentation

 Medication Management

 Infection Control Practices

 Availability of Important licences

 Disaster Management

 Record Management – Internal Stakeholders & External Stakeholders

The Checklist can be divided into following components:



Information Dissemination - IEC
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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.

Evidence  
Required

Method of 
Assessment

Response sheet Mark
Available evidence 

(Photo to be
uploaded)

Scope of service is  

clearly defined and 
displayed at 

prominent place 

(e.g. Hospital 
entrance, 

Registration area, 
Waiting area, etc.)

in two language 
(one local language 

and another Hindi
or English).

Direct 
observation & 

Staff interview

If all options available:
a)Scope of service displayed at the entrance and visible 
to the patient and visitors
b) Bilignual languages
c) Staff aware of scope of services

10

Photo of Scope of

Service in AB PMJAY,
Patient rights & 

responsibility.

If any options Incomplete:
a)Scope of service displayed at the entrance and visible 
to the patient and visitors
b) Bilignual languages
c) Staff aware of scope of services

5

If all options not available:
a)Scope of service displayed at the entrance and visible 
to the patient and visitors
b) Bilignual languages
c) Staff aware of scope of services

0
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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.
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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

Direct 
observation & 

Staff interview

100% ompliance 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

c) Staff aware about the AB-

PMJAY Non-compliance of all 

three evidences. 0
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2. HOSPITAL HAVE DISPLAYED THE IEC PERTAINING TO AYUSHMAN BHARAT
AT PROMINENT PLACE
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Clinical Services
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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:

100% ompliance of all four

evidences. 10

a) Availability of Initail 
assesment form

b) Initial assemnent form filled by
concerned personal Record review & if any of the four evidence

Doctor's initial

assessment form

c) Time of admission ,Time of initial
assessment , Initial assesment start
and completion time.

Staff interview is found to be

non-compliant.
5 and Nursing initial

assessment form.

d) Treatment orders are signed, 
named, timed and dated by the 
concerned doctor

Non-compliance of all four

evidences. 0
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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.
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Doctor’s Initial Assessment Form Nursing Initial Assessment Form



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
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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.
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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
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5. EVENTS DURING CARDIO-PULMONARY RESUSCITATION ARE RECORDED
AND MOCK  DRILLS CONDUCTED AT REGULAR INTERVAL; SEQUENCE OF CPR IN PICTORIAL
MANNER SHOULD BE DISPLAYED.
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6. THE REGULAR AND PERIODIC MONITOR ING 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
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6. 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.

23



Documentation
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7. INFORMED CONSENT ABOUT THE INFORMATION O N 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 & 

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
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7. INFORMED CONSENT ABOUT THE INFORMATION O N RISKS INVOLVED, BENEFITS,
ALTERNATIVES FOR THE PROCEDURES, SURGEON WHO WILL PERFORM THE REQUISITE
PROCEDURE IN AN UNDERSTANDABLE LANGUAGE
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8. THE DOCUMENTED PROCEDURE IS DEFINED AND ADHERED TO, FOR THE PREVENTION
OF ADVERSE EVENTS LIKE WRON G SITE, WRONG PATIENT AN D 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:

100% compliance of all

two evidences. 10

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

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
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8. THE DOCUMENTED PROCEDURE IS DEFINED AND ADHERED TO, FOR THE PREVENTION
OF ADVERSE EVENTS LIKE WRON G SITE, WRONG PATIENT AN D WRONG SURGERY.

28

Checklist Before Surgery WHO Surgical Safety Checklist



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
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9. DOCUMENTED PROCEDURE FOR MANAGEMENT OF MEDICATION ARE 
DEFINED AND IMPLEMENTED E.G. SOUND ALIKE AND LOOK ALIKE 
MEDICATIONS ARE STORED SEPARATELY
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Medication Management
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10. LISTING AND STORAGE OF HIGH RISK MEDICATIONS TO BE D O N E & 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

32
Note: Exp – NABH 5th edition



10. LISTING AND STORAGE OF HIGH RISK MEDICATIONS TO BE D O N E & ORDERS SHOULD
BE VERIFIED BEFORE THEIR DISPENSING.
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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 Đ

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
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11. VERIFICATION OF DOSAGE, ROUTE, TIMING AND EXPIRY DATE BEFORE 
ADMINISTERING THE MEDICATION SHOULD BE DONE.
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12. ADVERSE DRUG EVENTS ARE COLLECTED, ANALYSED BY THE TREATING DOCTOR AND
PRACTICES ARE MODIF IED (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
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12. ADVERSE DRUG EVENTS ARE COLLECTED, ANALYSED BY THE TREATING DOCTOR AND
PRACTICES ARE MODIF IED (IF NECESSARY) TO REDUCE THE SAME.
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Infection Control Practices
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13. THE HOSPITAL INFECTION CONTROL COMMITTEE IS CONSTITUTED AN D  FUNCTIONAL
WITH DEFINED SURVEILLANCE METHOD FOR TRACKING AN D  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.

100% compliance of all

five evidences. 10

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

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
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13. THE HOSPITAL INFECTION CONTROL COMMITTEE IS CONSTITUTED AN D  FUNCTIONAL
WITH DEFINED SURVEILLANCE METHOD FOR TRACKING AN D  ANALYSING APPROPRIATE
INFECTION RATES.
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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.

Evidence Required Method of 
Assessment

Response sheet Mark
Available evidence 

(Photo to be
uploaded)

a)Hand washing facility available

in all patient care areas

b)Staff aware about the hand hygiene 

practices and follows the steps of
handwashing (WHO handwashing

steps).

c)Work instruction displayed in all
handwashing points at all

patientcare areas

d)Hand hygiene audit and CAPA
done regularly.

Direct observation, 
Record review & 

Staff interview

100% compliance of all

four evidences. 10 a)Hand hygine 

techniques are
displayed at every hand

washing area.

b) Training record of 
hand hygiene

trainings given to all staff

members.

c)Hand hygine 
audits done

if any of the four 

evidence is found to be
non-compliant. 5

Non-compliance of all
four evidences. 0
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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.
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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.
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15. STAFF MEMBERS SHOULD BE PROVIDED WITH THE ADEQUATE A N D  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
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15. STAFF MEMBERS SHOULD BE PROVIDED WITH THE ADEQUATE A N D  APPROPRIATE PRE AND
POST EXPOSURE PROPHYLAXIS
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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 MONITOR ING OF BIO-MEDICAL WASTE SEGREGATION
AND COLLECTION IN ALL THE PATIENT CARE AREAS OF THE HOSPITAL AND STAFF SHOULD BE TRAINED
IN HANDL ING THE BIO-MEDICAL WASTE AND PROVIDED WITH ALL PERSONAL PROTECTIVE MEASURE.
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16. THE PROPER IMPLEMENTATION AND REGULAR MONITOR ING OF BIO-MEDICAL WASTE SEGREGATION
AND COLLECTION IN ALL THE PATIENT CARE AREAS OF THE HOSPITAL AND STAFF SHOULD BE TRAINED
IN HANDL ING THE BIO-MEDICAL WASTE AND PROVIDED WITH ALL PERSONAL PROTECTIVE MEASURE.
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BMW Disposal



16. THE PROPER IMPLEMENTATION AND REGULAR MONITOR ING OF BIO-MEDICAL WASTE SEGREGATION
AND COLLECTION IN ALL THE PATIENT CARE AREAS OF THE HOSPITAL AND STAFF SHOULD BE TRAINED
IN HANDL ING THE BIO-MEDICAL WASTE AND PROVIDED WITH ALL PERSONAL PROTECTIVE MEASURE.
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Availability of Important Licenses
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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)

All aplicable legal 

liscence are upto date 10

List of applicable

See the relevant statutory 
documents.

Record review
If any applicable legal liscence 

is expired or not available
5

legal licences and 

MOU/Agreement with 

date of issue and

validity is maintained.

Non availability of legal

liscence 0
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17. A DEFINED MECHANISM TO BE THERE FOR REGULAR UPDATING OF THE LICENCES /
REGISTRATION / CERTIFICATIONS.
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Disaster Management
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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.

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.

d)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
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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.
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Record Management – Internal 
Stakeholder & External Stakeholder
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19. THE SERVICES PROVIDED BY THE MEDICAL PROFESSIONALS A N D  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 100% compliance of all five

evidences. 10

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.

Record review & Staff

interview

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

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.

Non-compliance of all five
evidences. 0

e) System developed for updating the personal

files of staff.
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19. THE SERVICES PROVIDED BY THE MEDICAL PROFESSIONALS A N D  NURSING STAFF SHOULD
BE IN LINE WITH THEIR QUALIFICATION,TRAINING AND REGISTRATION.
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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
chronological order.

LAMA Death and MLC files 
are kept seperately.

b) Checklist for 

maintaining records in 
chronological 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
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20. UP TO DATE AND CHRONOLOGICAL DETAILS OF THE PATIENT CARE
SHOULD BE AVAILABLE IN THE MEDICAL RECORD INCLUDING DISCHARGE SUMMARY
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