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	5.1
CORE
L1
	THE STANDARD
Patient Assessment on Admission
Every patient receives a documented clinical assessment within a defined timeframe of admission, covering presenting condition, relevant history, and initial risk screening.



	HOSPITAL SELF-ASSESSMENT  Tick YES, PARTIAL, or NO for each question.

	1
	Is there a policy defining the maximum time within which an initial assessment must be completed after admission?
Check the timeframe is specific, e.g. within 1 hour for emergency admission, not "promptly".
Doc: Assessment policy
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Are completed assessments on file for a sample of recent admissions across departments?
Spot-check five records for completeness.
Doc: Sample assessment records
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Does the initial assessment include risk screening, such as falls, pressure injury, and nutrition?
Check the assessment form for these specific elements.
Doc: Assessment form/template
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Is the assessment completed by a clinician qualified to perform it, with the assessor identified in the record?
Check who signs the assessment.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Are assessments completed within the defined timeframe in observed practice, not only in policy?
Compare admission time to assessment completion time for a sample of records.
Doc: Timestamp comparison sample
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	ALL YES Standard likely met. Surveyor confirms on site.   ANY PARTIAL Improvement plan required.   ANY NO CORE: must resolve before Level 1.
IF PARTIAL/NO  Action: _______________________  Responsible: ___________________  Date: __________



	WHAT THE SURVEYOR DOES ON SITE  no surprises, no hidden checks

	METHOD
	WHAT IS CHECKED
	FINDING
	NOTES

	DOCUMENT
Assessment timeframe compliance
	Compares admission timestamps to assessment completion timestamps for a sample of records against the policy standard.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Risk screening content review
	Checks the assessment form includes falls, pressure injury, and nutrition screening at minimum.
	YES  PARTIAL  NO
Notes:
	

	ASK
Assessor qualification question
	Asks who is authorised to complete the initial assessment and checks this against a sample of signed records.
	YES  PARTIAL  NO
Notes:
	

	OBSERVE
Ward assessment observation
	Where possible, observes or reviews documentation of an assessment being conducted on a newly admitted patient.
	YES  PARTIAL  NO
Notes:
	

	OVERALL FINDING:  ____________________________________________
RECOMMENDATION:  ____________________________________________
	FINAL STATUS
YES   PARTIAL   NO



	REFERENCES  1. World Health Organization. WHO recommendations for clinical assessment and referral. Geneva: WHO; 2019.   2. National Institute for Health and Care Excellence. Emergency and acute medical care in over 16s: service delivery and organisation. London: NICE; 2018.   3. Royal College of Physicians. National Early Warning Score (NEWS2). London: RCP; 2017.
	Std 5.1
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	WHY THIS STANDARD EXISTS


	A patient whose condition and risks are not properly characterised at the point of admission is being cared for on assumptions rather than evidence — a missed fall risk, an unrecognised allergy, an underlying condition not asked about, each becomes a preventable event down the line. A timely, structured initial assessment is what allows every subsequent decision in that patient’s stay to be built on an accurate picture, not a guess.
The evidence:  Royal College of Physicians 2017 — structured, standardised initial assessment and risk scoring is associated with earlier identification of clinical deterioration and reduced adverse outcomes.



	WHAT GOOD LOOKS LIKE
v  Initial assessment is completed within a clearly defined timeframe after admission
v  Assessment includes structured risk screening for falls, pressure injury, and nutrition
v  The assessing clinician is identified and appropriately qualified
v  Assessments are consistently completed within the timeframe in observed practice, not only on paper
v  Assessment findings visibly inform the initial care plan
	WHAT FAILURE LOOKS LIKE
x  No defined timeframe exists for completing an initial assessment
x  Assessments are missing or incomplete for a significant proportion of admissions
x  Risk screening is absent or inconsistent across patients
x  Assessments are sometimes completed by staff not qualified to perform them
x  Assessment timing routinely exceeds the policy standard without being flagged



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  The policy states a timeframe that is rarely met in practice.
A clear standard exists, but under admission pressure, actual assessment completion regularly lags well behind the stated target.
2  Assessment happens but risk screening is inconsistently included.
A general clinical assessment is completed reliably, but falls, pressure injury, or nutrition screening is sometimes skipped.
3  Assessment quality varies significantly by department or shift.
Some areas of the hospital consistently produce thorough, timely assessments; others treat it as a lower priority under pressure.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Confirm or set a specific timeframe for completing initial assessment after admission.
WEEK 2  Review the assessment form for inclusion of falls, pressure injury, and nutrition risk screening.
WEEK 3  Audit a sample of recent admissions for timeliness and completeness.
MONTH 2  Address gaps found in the audit with targeted training or workflow adjustment.
ONGOING  Track assessment timeliness and completeness as a routine quality indicator.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Compare timestamps, not just the presence of a form.  A completed assessment form proves little without checking when it was actually done relative to admission.
Check risk screening fields specifically, not just the overall assessment.  Falls, pressure injury, and nutrition screening are the fields most often skipped under time pressure.
Sample across departments and shifts.  Assessment quality often varies more by department or time of day than by hospital-wide policy.



	E-LEARNING  academy.gmj.ge/ch5-1-patient-assessment-admission  — 30 min  Complete before self-assessment
Covers the science, real examples, implementation from zero, and surveyor guidance for this standard.
	30
min
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	5.2
CORE
L1
	THE STANDARD
Care Planning and Goal Setting
Every patient has a documented, individualised care plan derived from their assessment, with defined goals, reviewed and updated as their condition changes.



	HOSPITAL SELF-ASSESSMENT  Tick YES, PARTIAL, or NO for each question.

	1
	Is there a policy requiring an individualised care plan for every patient, derived from assessment findings?
Check the plan is patient-specific, not a generic template applied unchanged.
Doc: Care planning policy
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Are care plans on file and up to date for a sample of current inpatients?
Spot-check five current patient records.
Doc: Sample care plans
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Do care plans include specific, patient-relevant goals, not only tasks?
Check for goals stated in terms meaningful to the patient’s condition and recovery.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Is the care plan reviewed and updated at a defined frequency or when the patient’s condition changes?
Check review dates against the policy standard.
Doc: Review log
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Is the patient, or their representative, involved in setting care goals where possible?
Ask a patient or check documentation for evidence of involvement.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	ALL YES Standard likely met. Surveyor confirms on site.   ANY PARTIAL Improvement plan required.   ANY NO CORE: must resolve before Level 1.
IF PARTIAL/NO  Action: _______________________  Responsible: ___________________  Date: __________



	WHAT THE SURVEYOR DOES ON SITE  no surprises, no hidden checks

	METHOD
	WHAT IS CHECKED
	FINDING
	NOTES

	DOCUMENT
Care plan individualisation check
	Reviews a sample of care plans to confirm they are patient-specific and derived from assessment findings, not generic templates.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Review frequency audit
	Checks care plan review dates against the policy-defined frequency for a sample of current patients.
	YES  PARTIAL  NO
Notes:
	

	ASK
Patient involvement question
	Asks a patient, where appropriate, whether they were involved in setting their own care goals.
	YES  PARTIAL  NO
Notes:
	

	OBSERVE
Goal specificity review
	Reviews care plans for goals stated in specific, patient-relevant terms rather than generic task lists.
	YES  PARTIAL  NO
Notes:
	

	OVERALL FINDING:  ____________________________________________
RECOMMENDATION:  ____________________________________________
	FINAL STATUS
YES   PARTIAL   NO



	REFERENCES  1. World Health Organization. WHO framework on integrated people-centred health services. Geneva: WHO; 2016.   2. National Institute for Health and Care Excellence. Patient experience in adult NHS services: improving the experience of care for people using adult NHS services. London: NICE; 2012.   3. Coulter A, Collins A. Making Shared Decision-Making a Reality. London: The King’s Fund; 2011.
	Std 5.2
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	WHY THIS STANDARD EXISTS


	A care plan copied unchanged from a generic template, or never revisited as a patient’s condition evolves, stops reflecting the actual person being treated — it becomes paperwork rather than a working guide to their care. An individualised, regularly reviewed plan, built with the patient’s own goals in view, keeps the whole care team oriented toward the same specific outcome for that specific patient.
The evidence:  Coulter & Collins 2011 — care planning that genuinely involves patients in setting their own goals is associated with better adherence to treatment and improved patient-reported outcomes.



	WHAT GOOD LOOKS LIKE
v  Every patient has an individualised care plan derived from their own assessment
v  Goals are specific and meaningful to the patient’s condition, not generic tasks
v  Care plans are reviewed and updated at a defined frequency or with condition changes
v  Patients or their representatives are involved in setting care goals where possible
v  Care plans are current and consistent with the patient’s latest clinical status
	WHAT FAILURE LOOKS LIKE
x  Care plans are generic templates applied unchanged across patients
x  Care plans are missing or absent for a significant proportion of inpatients
x  Goals, where stated, are vague or purely task-based
x  Care plans are not reviewed as a patient’s condition changes
x  Patients have no involvement in or awareness of their own care goals



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  A care plan exists but reads identically across many patients.
Plans are technically completed for every patient, but the content is so templated that it does not reflect individual circumstances.
2  Plans are current at admission but not updated as condition changes.
An individualised plan is created initially, but as the patient’s status evolves, the plan is not revisited to match.
3  Goals are documented but the patient was never actually asked.
Care plan goals are recorded, but they reflect clinical assumptions rather than any conversation with the patient about what matters to them.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Review current care plan templates and ensure they can be genuinely individualised.
WEEK 2  Set or confirm a review frequency tied to condition change, not only a fixed calendar interval.
WEEK 3  Introduce a structured prompt for eliciting patient goals during care planning.
MONTH 2  Audit a sample of current care plans for individualisation and patient involvement.
ONGOING  Review care plans at the defined frequency; track patient involvement as a quality indicator.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Compare two patients’ care plans side by side.  If the content is nearly identical regardless of the patient’s actual condition, individualisation is not genuinely happening.
Ask a patient what their care goal is, if appropriate.  A patient who can describe their own goal in their own words indicates real involvement; one who cannot suggests the plan was written without them.
Check the last review date against the last significant clinical change.  A plan unrevised despite a documented deterioration or improvement reveals a review process that exists on paper only.



	E-LEARNING  academy.gmj.ge/ch5-2-care-planning-goal-setting  — 30 min  Complete before self-assessment
Covers the science, real examples, implementation from zero, and surveyor guidance for this standard.
	30
min
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	5.3
CORE
L1
	THE STANDARD
Medication Safety and Prescribing
The hospital has a documented, followed process for safe prescribing, dispensing, and administration of medication, including allergy checks, dose verification, and a defined double-check for high-risk medications.



	HOSPITAL SELF-ASSESSMENT  Tick YES, PARTIAL, or NO for each question.

	1
	Is there a written medication safety policy covering prescribing, dispensing, and administration?
Check all three stages are addressed, not only prescribing.
Doc: Medication safety policy
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Is allergy status checked and documented before every new prescription?
Spot-check a sample of prescriptions against documented allergy status.
Doc: Allergy documentation sample
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Is there a defined double-check process for high-risk medications, such as insulin, anticoagulants, and opioids?
Check the process names specific high-risk categories, not a vague general caution.
Doc: High-risk medication policy
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Are medication errors and near-misses tracked and reviewed?
Check the incident log for medication-specific entries.
Doc: Medication error log
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Is there a process for verifying dose calculations, particularly for paediatric or weight-based dosing?
Ask how dose calculation is independently checked.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	ALL YES Standard likely met. Surveyor confirms on site.   ANY PARTIAL Improvement plan required.   ANY NO CORE: must resolve before Level 1.
IF PARTIAL/NO  Action: _______________________  Responsible: ___________________  Date: __________



	WHAT THE SURVEYOR DOES ON SITE  no surprises, no hidden checks

	METHOD
	WHAT IS CHECKED
	FINDING
	NOTES

	DOCUMENT
Allergy documentation check
	Reviews a sample of prescriptions against documented allergy status to confirm the check is genuinely performed.
	YES  PARTIAL  NO
Notes:
	

	OBSERVE
High-risk medication double-check observation
	Observes or reviews documentation of the double-check process for a high-risk medication administration.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Medication error log review
	Reviews the log for medication errors and near-misses and evidence of follow-up.
	YES  PARTIAL  NO
Notes:
	

	ASK
Dose verification question
	Asks a nurse or pharmacist how a weight-based or paediatric dose calculation is independently verified.
	YES  PARTIAL  NO
Notes:
	

	OVERALL FINDING:  ____________________________________________
RECOMMENDATION:  ____________________________________________
	FINAL STATUS
YES   PARTIAL   NO



	REFERENCES  1. World Health Organization. Medication Without Harm: WHO Global Patient Safety Challenge. Geneva: WHO; 2017.   2. Institute for Safe Medication Practices. List of high-alert medications in acute care settings. Horsham: ISMP; 2018.   3. World Health Organization. Patient safety curriculum guide: medication safety module. Geneva: WHO; 2011.
	Std 5.3
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	WHY THIS STANDARD EXISTS


	Medication error is one of the leading preventable causes of harm in hospitals worldwide, and it clusters predictably around a small number of high-risk drugs and moments — an unchecked allergy, a miscalculated dose, a missed double-check on insulin or an anticoagulant. A defined, actually followed safety process at each stage closes exactly the gaps where error is most likely and most consequential.
The evidence:  WHO Medication Without Harm 2017 — medication errors and avoidable medication-related harm cost health systems an estimated USD 42 billion annually worldwide, the large majority of it preventable through basic system-level safeguards.



	WHAT GOOD LOOKS LIKE
v  Allergy status is checked and documented before every new prescription
v  A defined double-check process is consistently applied to named high-risk medications
v  Medication errors and near-misses are tracked and reviewed for patterns
v  Dose calculations, particularly paediatric or weight-based, are independently verified
v  Prescribing, dispensing, and administration are all covered by defined safety steps
	WHAT FAILURE LOOKS LIKE
x  Allergy status is not routinely checked before prescribing
x  No defined double-check exists for high-risk medications
x  Medication errors are not tracked, or tracked without any review for patterns
x  Dose calculations rely on a single individual with no independent verification
x  Medication safety practice is inconsistent across departments or shifts



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  The double-check exists on paper but is skipped under time pressure.
A high-risk medication double-check process is documented, but staff report it is frequently bypassed during busy periods.
2  Allergy checking happens for admission but not for every subsequent new prescription.
Allergy status is captured at admission, but new medications added later in the stay do not always trigger a fresh check.
3  Errors are logged but the review never closes the loop back to practice.
A medication error log exists and is reasonably complete, but findings rarely translate into a specific practice change.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Confirm the medication safety policy covers prescribing, dispensing, and administration.
WEEK 2  Audit a sample of prescriptions for allergy documentation.
WEEK 3  Confirm or establish a double-check process for named high-risk medications.
MONTH 2  Establish or strengthen independent verification of paediatric and weight-based dose calculations.
ONGOING  Track medication errors and near-misses; review trends and feed findings into practice changes.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Watch a high-risk medication administration directly, if possible.  Observing whether the double-check genuinely happens is far more reliable than reviewing the policy that describes it.
Check allergy documentation for a mid-stay prescription, not just the admission medication.  This is where allergy checking is most likely to lapse in practice.
Follow one logged medication error to its resolution.  A hospital that can show a specific practice change resulting from a logged error demonstrates a functioning, not just a recording, system.



	E-LEARNING  academy.gmj.ge/ch5-3-medication-safety-prescribing  — 30 min  Complete before self-assessment
Covers the science, real examples, implementation from zero, and surveyor guidance for this standard.
	30
min
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	5.4

L1
	THE STANDARD
Clinical Documentation Standards
The hospital maintains complete, timely, and legible clinical documentation for every patient encounter, following a defined documentation standard.



	HOSPITAL SELF-ASSESSMENT  Tick YES, PARTIAL, or NO for each question.

	1
	Is there a written clinical documentation standard defining what must be recorded and when?
Check the standard specifies content and timing, not only general expectations.
Doc: Documentation standard
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Are entries in a sample of patient records complete, dated, timed, and identifiable to the author?
Spot-check five records for these elements.
Doc: Sample record entries
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Is documentation completed within a defined timeframe of the clinical encounter, not retrospectively days later?
Check timestamps against the encounter date.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Are abbreviations restricted to an approved list to avoid ambiguity?
Check for an approved abbreviation list and evidence it is followed.
Doc: Approved abbreviation list
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Is documentation legible and accessible to all members of the care team who need it?
Check for legibility issues in a sample of handwritten entries, if applicable.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	ALL YES Standard likely met. Surveyor confirms on site.   ANY PARTIAL Improvement plan required.   ANY NO CORE: must resolve before Level 1.
IF PARTIAL/NO  Action: _______________________  Responsible: ___________________  Date: __________



	WHAT THE SURVEYOR DOES ON SITE  no surprises, no hidden checks

	METHOD
	WHAT IS CHECKED
	FINDING
	NOTES

	DOCUMENT
Documentation completeness review
	Reviews a sample of records for complete, dated, timed, and author-identifiable entries.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Timeliness check
	Compares documentation timestamps to the actual clinical encounter for a sample of entries.
	YES  PARTIAL  NO
Notes:
	

	OBSERVE
Abbreviation and legibility check
	Reviews a sample of entries for use of approved abbreviations and general legibility.
	YES  PARTIAL  NO
Notes:
	

	ASK
Access question
	Asks a staff member how quickly they can access another team member’s documentation when needed.
	YES  PARTIAL  NO
Notes:
	

	OVERALL FINDING:  ____________________________________________
RECOMMENDATION:  ____________________________________________
	FINAL STATUS
YES   PARTIAL   NO



	REFERENCES  1. World Health Organization. WHO guidelines on health records and clinical documentation. Geneva: WHO; 2015.   2. Joint Commission International. International Patient Safety Goals — Standards for Hospitals. Oak Brook: JCI; 2020.   3. Institute for Safe Medication Practices. List of error-prone abbreviations, symbols, and dose designations. Horsham: ISMP; 2021.
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	WHY THIS STANDARD EXISTS


	Clinical documentation is not paperwork for its own sake — it is the shared memory the entire care team relies on to know what has already happened, what was found, and what was decided. Incomplete, late, or illegible documentation quietly breaks continuity of care, forcing the next clinician to either guess or repeat work that was already done, and an ambiguous abbreviation can directly cause a medication or treatment error.
The evidence:  ISMP 2021 — a defined, small set of abbreviations and dose designations are responsible for a disproportionate share of documentation-related medication errors, which structured restriction measurably reduces.



	WHAT GOOD LOOKS LIKE
v  Documentation is complete, dated, timed, and identifiable to the author for every entry
v  Entries are completed within a defined timeframe of the clinical encounter
v  Only approved abbreviations are used, avoiding ambiguous shorthand
v  Documentation is legible and genuinely accessible to the whole care team
v  The documentation standard is consistently applied across departments
	WHAT FAILURE LOOKS LIKE
x  Entries are frequently incomplete, undated, or unattributable to an author
x  Documentation is regularly completed days after the actual clinical encounter
x  Unrestricted or ambiguous abbreviations are used throughout records
x  Handwritten entries are frequently illegible
x  Access to documentation is slow or inconsistent across the care team



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  Documentation is complete but chronically late.
Entries eventually contain all required elements, but are often written well after the encounter, undermining their reliability as a real-time record.
2  An approved abbreviation list exists but is not consistently followed.
A list has been published, but in practice staff continue using familiar shorthand outside the approved set.
3  Documentation quality varies sharply between departments.
Some clinical areas maintain excellent records; others fall well below the same stated standard.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Confirm or draft the clinical documentation standard, specifying required content and timing.
WEEK 2  Publish or refresh the approved abbreviation list and communicate it to all clinical staff.
WEEK 3  Audit a sample of records for completeness, timeliness, and legibility.
MONTH 2  Address identified gaps through targeted feedback or training by department.
ONGOING  Audit documentation quality periodically as a routine quality indicator.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Compare the documentation timestamp to the actual encounter time, not just its existence.  A complete-looking entry written two days late has much less value as a real-time clinical record.
Scan for abbreviations outside the approved list.  This is one of the fastest ways to assess whether a documentation standard is genuinely followed in practice.
Ask how quickly another team member can find a specific note.  Slow or inconsistent access reveals a documentation system that may be technically complete but practically unusable.



	E-LEARNING  academy.gmj.ge/ch5-4-clinical-documentation-standards  — 30 min  Complete before self-assessment
Covers the science, real examples, implementation from zero, and surveyor guidance for this standard.
	30
min
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	5.5

L1
	THE STANDARD
Handover and Transfer of Care
The hospital uses a structured handover process for every transfer of clinical responsibility, whether between shifts, departments, or facilities, ensuring critical information is not lost.



	HOSPITAL SELF-ASSESSMENT  Tick YES, PARTIAL, or NO for each question.

	1
	Is there a structured handover format required for shift, department, and facility transfers?
Check for a defined structure, such as SBAR, not an informal verbal summary.
Doc: Handover policy / format
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Is handover documented, not only spoken?
Check for a written or logged record of handover content.
Doc: Handover documentation sample
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Does handover include current status, recent changes, and pending tasks or concerns?
Check the format covers these elements specifically.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Is there a process to confirm the receiving team understood the handover, not just that it occurred?
Ask how understanding is confirmed.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Are handover-related incidents or near-misses tracked?
Check the incident log for handover-related entries.
Doc: Handover incident log
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	ALL YES Standard likely met. Surveyor confirms on site.   ANY PARTIAL Improvement plan required.   ANY NO CORE: must resolve before Level 1.
IF PARTIAL/NO  Action: _______________________  Responsible: ___________________  Date: __________



	WHAT THE SURVEYOR DOES ON SITE  no surprises, no hidden checks

	METHOD
	WHAT IS CHECKED
	FINDING
	NOTES

	DOCUMENT
Handover format review
	Reviews the required handover structure for coverage of status, recent changes, and pending concerns.
	YES  PARTIAL  NO
Notes:
	

	OBSERVE
Handover observation
	Where possible, observes an actual shift or department handover for adherence to the structured format.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Handover documentation check
	Reviews a sample of handover records for completeness.
	YES  PARTIAL  NO
Notes:
	

	ASK
Understanding confirmation question
	Asks how the receiving team’s understanding of a handover is confirmed, not just its occurrence.
	YES  PARTIAL  NO
Notes:
	

	OVERALL FINDING:  ____________________________________________
RECOMMENDATION:  ____________________________________________
	FINAL STATUS
YES   PARTIAL   NO



	REFERENCES  1. World Health Organization. Communication during patient hand-overs. Patient Safety Solutions, Volume 1, Solution 3. Geneva: WHO; 2007.   2. Haig KM, Sutton S, Whittington J. SBAR: a shared mental model for improving communication between clinicians. Jt Comm J Qual Patient Saf. 2006;32(3):167-175.   3. Starmer AJ, Spector ND, Srivastava R, et al. Changes in medical errors after implementation of a handoff program. N Engl J Med. 2014;371(19):1803-1812.
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	WHY THIS STANDARD EXISTS


	The single moment when clinical responsibility for a patient changes hands — a shift change, a transfer between departments, a move to another facility — is one of the highest-risk points in the entire care pathway, because critical information depends entirely on being accurately passed from one person’s memory to another’s. A structured, documented handover format replaces that dependence on memory with a repeatable process that reliably carries the essential information across.
The evidence:  Starmer et al. 2014 — implementation of a structured handoff programme was associated with a 30% reduction in medical errors and preventable adverse events at participating hospitals.



	WHAT GOOD LOOKS LIKE
v  A structured handover format, such as SBAR, is used consistently across shift, department, and facility transfers
v  Handover content is documented, not only spoken
v  Handover reliably covers current status, recent changes, and pending concerns
v  The receiving team’s understanding is actively confirmed, not assumed
v  Handover-related incidents are tracked and used to refine the process
	WHAT FAILURE LOOKS LIKE
x  Handover is informal and unstructured, varying by individual habit
x  Handover content is spoken only, with no documented record
x  Critical pending tasks or concerns are routinely omitted from handover
x  No mechanism confirms the receiving team actually understood the handover
x  Handover-related incidents are not tracked or reviewed



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  A structured format exists but is used inconsistently.
SBAR or an equivalent structure is the stated standard, but in practice handover often reverts to an informal, unstructured summary.
2  Handover is documented but the record is thin compared to what was actually said.
A handover log exists, but it captures far less detail than the verbal exchange, leaving gaps if the log is relied on alone.
3  Handover happens reliably for shift changes but not for facility transfers.
Internal shift handover is well-structured; handover to another facility or service on discharge or transfer is less consistent.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Confirm or adopt a structured handover format across all transfer types.
WEEK 2  Introduce or strengthen documentation of handover content.
WEEK 3  Train staff on the structured format and on confirming receiving-team understanding.
MONTH 2  Audit a sample of handovers, observed or documented, for adherence to the format.
ONGOING  Track handover-related incidents and near-misses; refine the process based on findings.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Observe a real handover, not just the policy document.  Structured formats are easy to describe and easy to abandon under time pressure — direct observation is the most reliable check.
Compare the documented handover to what was actually said, if possible.  A significant gap between the spoken and written handover reveals a documentation shortfall that could matter if the record is relied on later.
Ask specifically about facility-to-facility or discharge handover.  Internal shift handover is often the most mature process; external transfers are where structure most often breaks down.



	E-LEARNING  academy.gmj.ge/ch5-5-handover-transfer-of-care  — 30 min  Complete before self-assessment
Covers the science, real examples, implementation from zero, and surveyor guidance for this standard.
	30
min
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	5.6

L2
	THE STANDARD
Monitoring of High-Risk Patients
The hospital uses a structured early warning system to monitor patients at risk of deterioration, with defined trigger thresholds and an escalation response.



	HOSPITAL SELF-ASSESSMENT  Tick YES, PARTIAL, or NO for each question.

	1
	Is there a structured early warning scoring system in use, such as NEWS2 or an equivalent?
Check the system is standardised, not left to individual clinical judgement alone.
Doc: Early warning system documentation
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Are vital signs and warning scores recorded at a frequency appropriate to patient risk?
Check the recorded frequency against the patient’s risk category.
Doc: Monitoring frequency record
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Is there a defined escalation response triggered by specific score thresholds?
Check the trigger levels and the specific response required at each.
Doc: Escalation protocol
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Are escalations followed by a timely clinical response, evidenced in the record?
Check the time between a triggering score and the documented response.
Doc: Response timing sample
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Are missed or delayed observations tracked and reviewed?
Check for a review process addressing gaps in monitoring frequency.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	ALL YES Standard likely met. Surveyor confirms on site.   ANY PARTIAL Improvement plan required.   ANY NO CORE: must resolve before Level 1.
IF PARTIAL/NO  Action: _______________________  Responsible: ___________________  Date: __________



	WHAT THE SURVEYOR DOES ON SITE  no surprises, no hidden checks

	METHOD
	WHAT IS CHECKED
	FINDING
	NOTES

	DOCUMENT
Early warning system review
	Reviews the scoring system in use for standardisation and appropriate trigger thresholds.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Monitoring frequency audit
	Checks recorded observation frequency against the patient’s risk category for a sample of records.
	YES  PARTIAL  NO
Notes:
	

	OBSERVE
Escalation response timing check
	Reviews the time between a triggering score and the documented clinical response for a sample of cases.
	YES  PARTIAL  NO
Notes:
	

	ASK
Missed observation question
	Asks how the hospital identifies and addresses missed or delayed observations.
	YES  PARTIAL  NO
Notes:
	

	OVERALL FINDING:  ____________________________________________
RECOMMENDATION:  ____________________________________________
	FINAL STATUS
YES   PARTIAL   NO



	REFERENCES  1. Royal College of Physicians. National Early Warning Score (NEWS2). London: RCP; 2017.   2. World Health Organization. Recognising and responding to clinical deterioration. Geneva: WHO; 2018.   3. Subbe CP, Kruger M, Rutherford P, Gemmel L. Validation of a modified Early Warning Score in medical admissions. QJM. 2001;94(10):521-526.
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	WHY THIS STANDARD EXISTS


	Patients rarely deteriorate without warning — vital signs typically shift measurably in the hours before a serious event, but only if someone is watching for the pattern rather than each reading in isolation. A structured early warning system turns individual observations into a trend that triggers action at a defined threshold, closing the gap between a subtle warning sign and the clinical response it should prompt.
The evidence:  Subbe et al. 2001 — validated early warning scoring systems reliably identify patients at risk of deterioration significantly earlier than routine, unstructured observation alone.



	WHAT GOOD LOOKS LIKE
v  A structured early warning system with standardised scoring is used consistently
v  Observation frequency is matched to each patient’s risk category
v  Escalation triggers and required responses are clearly defined at specific score thresholds
v  Escalations are followed by a timely, documented clinical response
v  Missed or delayed observations are tracked and actively addressed
	WHAT FAILURE LOOKS LIKE
x  No structured early warning system is in use; deterioration relies on individual clinical judgement alone
x  Observation frequency is uniform regardless of patient risk
x  No defined escalation trigger or response exists
x  Triggering scores are recorded but not reliably followed by a timely response
x  Missed observations go unnoticed and unaddressed



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  The scoring system is used but escalation response is inconsistent.
Warning scores are calculated correctly and recorded, but the response once a threshold is triggered varies significantly by who is on shift.
2  High-risk patients are monitored appropriately; lower-risk patients are monitored too infrequently to catch a change.
Risk stratification exists in principle, but observation frequency for patients not flagged as high-risk sometimes falls below what would catch a genuine deterioration.
3  Missed observations happen but are not tracked as a distinct problem.
Gaps in the observation schedule occur under staffing pressure, but no one is systematically identifying or addressing the pattern.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Confirm or adopt a structured early warning scoring system.
WEEK 2  Set observation frequency standards matched to patient risk category.
WEEK 3  Define escalation triggers and required responses at each threshold.
MONTH 2  Audit response timing for a sample of triggering scores.
ONGOING  Track missed observations and escalation response timeliness as routine quality indicators.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Trace a specific triggering score to its actual response time.  This is the clearest test of whether the escalation protocol functions in practice, not just on paper.
Check observation frequency for a lower-risk patient, not only a high-risk one.  Under-monitoring of patients not flagged as high-risk is a common, easily missed gap.
Ask how a missed observation would be noticed.  A credible answer indicates active tracking; an uncertain one suggests gaps go unnoticed until they cause a problem.



	E-LEARNING  academy.gmj.ge/ch5-6-monitoring-high-risk-patients  — 30 min  Complete before self-assessment
Covers the science, real examples, implementation from zero, and surveyor guidance for this standard.
	30
min
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	5.7

L2
	THE STANDARD
Diagnostic Testing and Results Management
The hospital has a documented process ensuring diagnostic test results, including critical values, reach the ordering clinician and are acted on within a defined timeframe.



	HOSPITAL SELF-ASSESSMENT  Tick YES, PARTIAL, or NO for each question.

	1
	Is there a defined maximum turnaround time for routine and urgent diagnostic tests?
Check timeframes are specific and differentiated by test urgency.
Doc: Turnaround time policy
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Is there a documented process ensuring the ordering clinician receives and acknowledges results?
Check for a receipt-confirmation mechanism, not just result availability.
Doc: Result delivery / acknowledgement process
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Is there a specific critical value alert process, separate from routine result delivery?
Check the process names critical value thresholds and required response time.
Doc: Critical value alert protocol
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Are results reviewed and acted on, with the clinical response documented?
Check a sample of abnormal results for a documented follow-up action.
Doc: Sample result follow-up documentation
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Are delayed or unacknowledged results tracked and escalated?
Ask what happens to a result no one has acknowledged after a defined period.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	ALL YES Standard likely met. Surveyor confirms on site.   ANY PARTIAL Improvement plan required.   ANY NO CORE: must resolve before Level 1.
IF PARTIAL/NO  Action: _______________________  Responsible: ___________________  Date: __________



	WHAT THE SURVEYOR DOES ON SITE  no surprises, no hidden checks

	METHOD
	WHAT IS CHECKED
	FINDING
	NOTES

	DOCUMENT
Turnaround time compliance check
	Reviews a sample of test orders against the stated turnaround time standard.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Critical value alert review
	Reviews the critical value protocol for defined thresholds and required response time.
	YES  PARTIAL  NO
Notes:
	

	OBSERVE
Result acknowledgement observation
	Checks the mechanism by which a clinician receives and acknowledges a result, and evidence of its use.
	YES  PARTIAL  NO
Notes:
	

	ASK
Unacknowledged result question
	Asks what happens to a result that has not been acknowledged after the defined period.
	YES  PARTIAL  NO
Notes:
	

	OVERALL FINDING:  ____________________________________________
RECOMMENDATION:  ____________________________________________
	FINAL STATUS
YES   PARTIAL   NO



	REFERENCES  1. World Health Organization. Critical value reporting in clinical laboratories. Geneva: WHO; 2019.   2. College of American Pathologists. Critical values / critical results reporting policy. Northfield: CAP; 2020.   3. Joint Commission International. International Patient Safety Goals — Standards for Hospitals. Oak Brook: JCI; 2020.
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	WHY THIS STANDARD EXISTS


	A diagnostic test that returns a genuinely dangerous result is only as useful as the speed and reliability with which that information reaches someone who can act on it — a critical potassium level or an unexpected mass finding sitting unacknowledged in a system overnight has produced no clinical benefit at all. A defined turnaround standard combined with a distinct, faster critical value alert process ensures the most urgent findings are never treated the same as routine results.
The evidence:  CAP critical values reporting standards — a substantial share of serious diagnostic-related harm events trace back not to an incorrect test result, but to a correct result that was not communicated to the right clinician in time.



	WHAT GOOD LOOKS LIKE
v  Turnaround time standards are specific and differentiated by test urgency
v  A documented process ensures the ordering clinician receives and acknowledges results
v  A distinct, faster critical value alert protocol exists with defined thresholds
v  Abnormal results are consistently followed by a documented clinical response
v  Delayed or unacknowledged results are tracked and escalated
	WHAT FAILURE LOOKS LIKE
x  No defined turnaround time standard exists for diagnostic tests
x  Results are made available with no confirmation the ordering clinician actually saw them
x  Critical values are handled the same as routine results, with no distinct alert process
x  Abnormal results frequently lack any documented follow-up action
x  Unacknowledged results are not tracked; nothing prompts a check



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  The critical value protocol exists but the alert is sometimes missed after hours.
A robust daytime alert process exists, but out-of-hours coverage for critical values is less reliable.
2  Turnaround standards are defined but not actually monitored.
A stated turnaround time exists, but no one tracks whether tests are actually completed within it.
3  Results reach the clinician but documentation of the response is inconsistent.
Acknowledgement happens reliably, but what was actually done in response to an abnormal finding is not always recorded.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Confirm or set specific turnaround time standards, differentiated by test urgency.
WEEK 2  Establish or strengthen a result acknowledgement mechanism for ordering clinicians.
WEEK 3  Confirm or build a distinct critical value alert protocol with defined response times, including out-of-hours coverage.
MONTH 2  Audit a sample of abnormal results for documented follow-up action.
ONGOING  Track delayed or unacknowledged results and turnaround compliance as routine quality indicators.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Ask specifically about out-of-hours critical value handling.  This is where reliable-looking daytime protocols most often show gaps.
Trace an abnormal result to its documented clinical response, not just its acknowledgement.  A clinician seeing a result is not the same as acting on it — check that the response itself is recorded.
Ask what happens to a result no one has acknowledged after a set period.  A specific, credible escalation answer indicates real tracking rather than passive hope that someone will notice.



	E-LEARNING  academy.gmj.ge/ch5-7-diagnostic-testing-results  — 30 min  Complete before self-assessment
Covers the science, real examples, implementation from zero, and surveyor guidance for this standard.
	30
min
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	5.8

L2
	THE STANDARD
Rehabilitation and Allied Health Services
The hospital provides access to rehabilitation and allied health services, such as physiotherapy and occupational therapy, integrated into the patient’s overall care plan when clinically indicated.



	HOSPITAL SELF-ASSESSMENT  Tick YES, PARTIAL, or NO for each question.

	1
	Is there a defined process for identifying patients who need rehabilitation or allied health input?
Check the process is proactive, not dependent on chance referral.
Doc: Referral identification process
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Is access to physiotherapy, occupational therapy, or equivalent services available within a reasonable timeframe?
Check actual wait times against a stated standard.
Doc: Access timeframe data
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Are allied health assessments and interventions documented and integrated into the overall care plan?
Check that allied health notes are visible within the main patient record, not siloed.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Is there a mechanism for allied health staff to flag concerns back to the primary clinical team?
Ask how a concern identified during therapy would reach the treating physician.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Is rehabilitation planning started early in the admission where clinically appropriate, not only near discharge?
Check timing of first allied health involvement against admission date for a sample of cases.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	ALL YES Standard likely met. Surveyor confirms on site.   ANY PARTIAL Improvement plan required.   ANY NO CORE: must resolve before Level 1.
IF PARTIAL/NO  Action: _______________________  Responsible: ___________________  Date: __________



	WHAT THE SURVEYOR DOES ON SITE  no surprises, no hidden checks

	METHOD
	WHAT IS CHECKED
	FINDING
	NOTES

	DOCUMENT
Referral identification review
	Reviews the process for proactively identifying patients needing rehabilitation or allied health input.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Access timeframe check
	Reviews actual wait times for allied health services against any stated access standard.
	YES  PARTIAL  NO
Notes:
	

	OBSERVE
Integration check
	Checks whether allied health documentation is integrated into the main patient record and visible to the primary team.
	YES  PARTIAL  NO
Notes:
	

	ASK
Escalation pathway question
	Asks an allied health staff member how they would flag a concern back to the primary clinical team.
	YES  PARTIAL  NO
Notes:
	

	OVERALL FINDING:  ____________________________________________
RECOMMENDATION:  ____________________________________________
	FINAL STATUS
YES   PARTIAL   NO



	REFERENCES  1. World Health Organization. Rehabilitation in health systems. Geneva: WHO; 2017.   2. World Health Organization. Rehabilitation 2030: a call for action. Geneva: WHO; 2017.   3. Wade DT. Rehabilitation — a new approach. Part four: a new paradigm, and its implications. Clin Rehabil. 2016;30(2):109-118.
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	WHY THIS STANDARD EXISTS


	Rehabilitation is frequently treated as an optional extra considered only once a patient is medically stable and close to discharge, when in fact early, integrated rehabilitation input often shapes how much function a patient ultimately recovers. A hospital that proactively identifies rehabilitation need early, and keeps allied health findings genuinely connected to the main care team, treats functional recovery as part of clinical care rather than an afterthought.
The evidence:  WHO Rehabilitation 2030 — early integration of rehabilitation into acute care is associated with better functional outcomes and reduced length of stay compared with rehabilitation initiated only near discharge.



	WHAT GOOD LOOKS LIKE
v  A proactive process identifies patients needing rehabilitation or allied health input
v  Access to physiotherapy, occupational therapy, or equivalent is timely
v  Allied health documentation is integrated into and visible within the overall care plan
v  A clear pathway exists for allied health staff to flag concerns to the primary team
v  Rehabilitation planning begins early in the admission where clinically appropriate
	WHAT FAILURE LOOKS LIKE
x  Rehabilitation referral depends on chance recognition rather than a defined process
x  Access to allied health services is significantly delayed
x  Allied health notes are siloed, separate from the main patient record
x  No clear pathway exists for allied health concerns to reach the primary clinical team
x  Rehabilitation is considered only near discharge, if at all



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  Referral happens but relies heavily on individual clinician awareness.
Some clinicians reliably think to refer for rehabilitation; others do not, producing inconsistent access depending on who is treating the patient.
2  Allied health documentation exists but sits in a separate system rarely checked by the primary team.
Therapy notes are thorough, but the treating physician rarely reviews them unless specifically prompted.
3  Rehabilitation starts early for some conditions but late for others.
Certain patient groups reliably receive early allied health input; others, for less obviously rehabilitation-relevant conditions, are only referred close to discharge.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Review how patients needing rehabilitation input are currently identified and referred.
WEEK 2  Establish or strengthen a proactive identification process, not reliant on individual clinician memory.
WEEK 3  Confirm allied health documentation is integrated into and visible within the main patient record.
MONTH 2  Establish a clear escalation pathway from allied health staff back to the primary clinical team.
ONGOING  Track access timeframes and timing of rehabilitation initiation relative to admission.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Ask how a patient gets referred to physiotherapy, step by step.  A vague or inconsistent answer suggests referral depends on individual initiative rather than a reliable process.
Check whether the treating physician can find allied health notes without asking.  If notes are hard to locate, integration exists on paper but not in daily practice.
Look at timing of first allied health contact relative to admission.  Rehabilitation started only in the final days before discharge suggests it is being treated as an afterthought rather than integrated care.



	E-LEARNING  academy.gmj.ge/ch5-8-rehabilitation-allied-health  — 30 min  Complete before self-assessment
Covers the science, real examples, implementation from zero, and surveyor guidance for this standard.
	30
min
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	5.9

L3
	THE STANDARD
Discharge Planning and Community Linkage
The hospital begins discharge planning early in the admission, provides patients with clear post-discharge instructions, and links them to appropriate community or follow-up services.



	HOSPITAL SELF-ASSESSMENT  Tick YES, PARTIAL, or NO for each question.

	1
	Does discharge planning begin early in the admission, not only on the day of discharge?
Check the timing of first discharge planning documentation against admission date.
Doc: Discharge planning timing sample
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Do patients receive clear, written discharge instructions covering medication, follow-up, and warning signs?
Check a sample of discharge summaries for these elements.
Doc: Sample discharge instructions
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Is there a process linking patients to appropriate community, primary care, or follow-up services before discharge?
Check for a documented referral or appointment, not just a general recommendation.
Doc: Community linkage documentation
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Are patients or families given the opportunity to ask questions and confirm understanding before discharge?
Ask a recently discharged patient about their discharge conversation.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Is there a process to identify patients at high risk of readmission and provide additional discharge support?
Check for a risk-stratification approach to discharge planning.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	ALL YES Standard likely met. Surveyor confirms on site.   ANY PARTIAL Improvement plan required.   ANY NO CORE: must resolve before Level 1.
IF PARTIAL/NO  Action: _______________________  Responsible: ___________________  Date: __________



	WHAT THE SURVEYOR DOES ON SITE  no surprises, no hidden checks

	METHOD
	WHAT IS CHECKED
	FINDING
	NOTES

	DOCUMENT
Discharge planning timing review
	Checks the timing of first discharge planning activity against the admission date for a sample of cases.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Discharge instruction completeness check
	Reviews a sample of discharge summaries for medication, follow-up, and warning-sign content.
	YES  PARTIAL  NO
Notes:
	

	ASK
Patient understanding question
	Asks a recently discharged patient, where feasible, about their discharge conversation and understanding.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Community linkage review
	Checks for documented referrals or appointments connecting patients to follow-up services, not general advice alone.
	YES  PARTIAL  NO
Notes:
	

	OVERALL FINDING:  ____________________________________________
RECOMMENDATION:  ____________________________________________
	FINAL STATUS
YES   PARTIAL   NO



	REFERENCES  1. World Health Organization. Transitions of care: technical series on safer primary care. Geneva: WHO; 2016.   2. Kripalani S, Jackson AT, Schnipper JL, Coleman EA. Promoting effective transitions of care at hospital discharge: a review of key issues for hospitalists. J Hosp Med. 2007;2(5):314-323.   3. Naylor MD, Aiken LH, Kurtzman ET, Olds DM, Hirschman KB. The care span: the importance of transitional care in achieving health reform. Health Aff (Millwood). 2011;30(4):746-754.
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	WHY THIS STANDARD EXISTS


	Discharge is not the end of a hospital’s responsibility for a patient — it is a transition point where poor planning routinely leads to readmission, medication errors at home, or missed follow-up that a slightly earlier start on planning, clearer instructions, and an actual connection to the next point of care could have prevented. A discharge process that begins on the day of discharge itself is, by definition, starting too late.
The evidence:  Naylor et al. 2011 — structured transitional care planning beginning during the hospital stay, rather than only at discharge, is associated with significantly reduced readmission rates.



	WHAT GOOD LOOKS LIKE
v  Discharge planning begins early in the admission, not only on the discharge day
v  Written discharge instructions clearly cover medication, follow-up, and warning signs
v  Patients are actively linked to community or follow-up services before leaving, with documented referrals
v  Patients and families have a genuine opportunity to ask questions and confirm understanding
v  Patients at high risk of readmission receive additional, targeted discharge support
	WHAT FAILURE LOOKS LIKE
x  Discharge planning starts only on the day of discharge
x  Discharge instructions are minimal, generic, or unclear
x  Patients leave with only a general recommendation to "follow up," with no actual connection made
x  Discharge is rushed, with no real opportunity for patients to ask questions
x  No process identifies patients at higher risk of readmission for additional support



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  Discharge instructions are given but rarely checked for understanding.
A written summary is handed to the patient, but no one confirms they have actually understood the medication changes or warning signs.
2  Community linkage happens for some services but not others.
Referral to a specialist follow-up is reliably arranged, but connection to primary care or social support is left to the patient to organise.
3  Discharge planning is documented as starting early but the actual substantive work still happens at the last moment.
An early planning note exists in the record, but the practical arrangements are still made in the final day or two before discharge.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Review current discharge planning timing and identify how early substantive planning realistically begins.
WEEK 2  Standardise written discharge instructions to reliably cover medication, follow-up, and warning signs.
WEEK 3  Establish a process for making documented community or follow-up referrals before discharge, not just general advice.
MONTH 2  Introduce a readmission risk consideration into discharge planning for additional support where needed.
ONGOING  Audit discharge planning timing, instruction quality, and community linkage as routine quality indicators.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Ask a discharged patient what they were told to do at home, in their own words.  A patient who can clearly explain their medication changes and follow-up plan indicates genuine understanding was confirmed, not just information handed over.
Check for an actual appointment or referral, not just advice to "see your doctor."  A specific, arranged connection to the next point of care is a materially stronger safeguard than a general recommendation.
Look at when planning documentation first appears in the record relative to admission.  Planning that only starts the day before discharge, however labelled, is not genuinely early.



	E-LEARNING  academy.gmj.ge/ch5-9-discharge-planning-community  — 30 min  Complete before self-assessment
Covers the science, real examples, implementation from zero, and surveyor guidance for this standard.
	30
min
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	5.10

L3
	THE STANDARD
Chronic Disease Management Protocols
The hospital has structured protocols for managing common chronic diseases across inpatient and outpatient settings, with defined monitoring and coordination with primary care.



	HOSPITAL SELF-ASSESSMENT  Tick YES, PARTIAL, or NO for each question.

	1
	Are there structured protocols for managing common chronic diseases relevant to the population served, such as diabetes or hypertension?
Check protocols are specific and evidence-based, not general good-practice statements.
Doc: Chronic disease protocols
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Do protocols define monitoring parameters and frequency appropriate to each condition?
Check for specific indicators and intervals, e.g. HbA1c every 3 months.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Is there a defined coordination process with primary care or community providers for ongoing management?
Ask how information is shared with a patient’s primary care provider.
Doc: Coordination process documentation
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Are patients with chronic conditions provided with self-management education and support?
Check for a structured education component, not incidental advice.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Is chronic disease management outcome data tracked to evaluate protocol effectiveness?
Check for aggregate outcome tracking, such as control rates.
Doc: Outcome tracking data
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	ALL YES Standard likely met. Surveyor confirms on site.   ANY PARTIAL Improvement plan required.   ANY NO CORE: must resolve before Level 1.
IF PARTIAL/NO  Action: _______________________  Responsible: ___________________  Date: __________



	WHAT THE SURVEYOR DOES ON SITE  no surprises, no hidden checks

	METHOD
	WHAT IS CHECKED
	FINDING
	NOTES

	DOCUMENT
Protocol specificity review
	Reviews chronic disease protocols for specific, evidence-based content relevant to the population served.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Monitoring parameter check
	Checks protocols define specific monitoring parameters and frequency for each condition.
	YES  PARTIAL  NO
Notes:
	

	ASK
Primary care coordination question
	Asks how the hospital shares information with a patient’s primary care provider for ongoing chronic disease management.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Outcome tracking review
	Reviews aggregate data tracking chronic disease management outcomes, such as control rates over time.
	YES  PARTIAL  NO
Notes:
	

	OVERALL FINDING:  ____________________________________________
RECOMMENDATION:  ____________________________________________
	FINAL STATUS
YES   PARTIAL   NO



	REFERENCES  1. World Health Organization. Global action plan for the prevention and control of noncommunicable diseases 2013-2020. Geneva: WHO; 2013.   2. Wagner EH, Austin BT, Von Korff M. Organizing care for patients with chronic illness. Milbank Q. 1996;74(4):511-544.   3. World Health Organization. Innovative care for chronic conditions: building blocks for action. Geneva: WHO; 2002.
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	WHY THIS STANDARD EXISTS


	Chronic disease does not resolve at hospital discharge — a patient with diabetes or hypertension needs consistent monitoring and management across every setting they touch, and care that is well-coordinated in hospital but disconnected from primary care afterward produces a fragmented experience where each provider is working from an incomplete picture. Structured protocols with defined coordination close that gap, treating chronic disease management as a continuous process rather than a series of separate encounters.
The evidence:  Wagner, Austin & Von Korff 1996 — the Chronic Care Model demonstrates that structured, coordinated management across care settings consistently produces better outcomes than episodic, uncoordinated care for chronic conditions.



	WHAT GOOD LOOKS LIKE
v  Structured, evidence-based protocols exist for common chronic diseases relevant to the population served
v  Protocols define specific monitoring parameters and appropriate frequency
v  A defined process coordinates ongoing management with primary care or community providers
v  Patients receive structured self-management education and support
v  Outcome data is tracked to evaluate and refine protocol effectiveness
	WHAT FAILURE LOOKS LIKE
x  No structured chronic disease protocols exist; management is ad hoc and clinician-dependent
x  Monitoring parameters and frequency are undefined or inconsistent
x  No coordination process exists with primary care providers
x  Chronic disease patients receive no structured self-management education
x  No outcome data is tracked to know whether management is actually effective



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  Protocols exist for the most common condition but not others relevant to the population.
A solid diabetes protocol exists, for example, but hypertension or another equally prevalent condition has no equivalent structure.
2  Monitoring is defined but coordination with primary care is inconsistent.
Hospital-based monitoring follows the protocol reliably, but information does not reliably flow to the patient’s primary care provider afterward.
3  Self-management education is offered but not consistently delivered.
Educational materials and sessions exist, but in practice they reach only a portion of eligible patients.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Identify the chronic diseases most relevant to the population served and assess current protocol coverage.
WEEK 2  Develop or adapt structured, evidence-based protocols with specific monitoring parameters for priority conditions.
WEEK 3  Establish or strengthen a coordination process for sharing information with primary care providers.
MONTH 2  Introduce structured self-management education for patients with chronic conditions.
ONGOING  Track chronic disease management outcomes; refine protocols based on the data.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Ask for the protocol covering the second most common chronic condition, not just the first.  Coverage often exists for one flagship condition while others relevant to the same population are neglected.
Ask how information actually reaches a patient’s primary care provider.  A specific, reliable mechanism is meaningfully different from a general assumption that the patient will pass information along themselves.
Check whether self-management education reaches most eligible patients, not just some.  Availability of educational material is not the same as consistent delivery to the patients who need it.



	E-LEARNING  academy.gmj.ge/ch5-10-chronic-disease-management  — 30 min  Complete before self-assessment
Covers the science, real examples, implementation from zero, and surveyor guidance for this standard.
	30
min
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