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	ABOUT THIS DOCUMENT


	PURPOSE
Ten standards for surgical and procedural safety for ASF hospital accreditation. Each standard is a complete two-page unit — Page 1 is the official assessment form; Page 2 is the guidance and learning resource with evidence, good practice examples, implementation steps, and surveyor tips. The document works standalone without any other publication.
CROSS-CUTTING CONNECTIONS
This chapter builds directly on the clinical foundations set elsewhere. Standard 6.1 (Surgical Checklist) connects to Standard 4.3 (Clinical Waste), Standard 4.4 (Decontamination), and Standard 6.3 (SSI Prevention). Standard 6.3 connects to Standard 4.10 (Antimicrobial Stewardship). Standard 6.4 (Surgical Consent) builds on Standard 2.2 (Informed Consent). Standard 6.8 (Post-Operative Care) connects directly to Standard 5.6 (Monitoring of High-Risk Patients). ASF is developing a visual cross-cutting map showing how all chapters connect — available at france-asf.fr. When completing this assessment, treat each standard as part of a system, not a standalone checklist item.
	STATUS COLOURS
YES — GREEN  Fully in place, consistent, evidenced. Observable on the visit day.
PARTIAL — AMBER  Exists but incomplete or inconsistent. NOT a pass — needs an improvement plan with a deadline.
NO — RED  Does not exist or inadequate. For CORE standards: blocks Level 1 accreditation until fixed.

HOW TO USE — FIVE STEPS
1  Read this page first.
2  Complete Page 1 self-assessment for each standard. Be honest.
3  Do not understand a standard? Read Page 2.
4  PARTIAL or NO? Write an improvement plan on Page 1.
5  Deep learning: 30-min e-learning per standard at academy.gmj.ge.

ADVISORY SUPPORT
ASF advisers help at any stage — before self-assessment, before the survey, or when any standard is unclear.
info@france-asf.fr
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	6.1
CORE
L1
	THE STANDARD
WHO Surgical Safety Checklist
The hospital uses the WHO Surgical Safety Checklist, or an equivalent structured checklist, for every surgical procedure, with all three phases completed and verbally confirmed by the team.



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

	1
	Is the WHO Surgical Safety Checklist, or an equivalent, used for every surgical procedure?
Check use is universal, not limited to major or elective cases.
Doc: Checklist policy
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Are all three phases — sign in, time out, sign out — completed for a sample of recent procedures?
Spot-check five completed checklists across different procedure types.
Doc: Sample completed checklists
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Is the checklist completed as a verbal team confirmation, not just a form filled in by one person?
Check for evidence of team-wide verbal participation, such as an observation record.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Does the time-out phase include active confirmation of patient identity, procedure, and site?
Check the specific content of the time-out step.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Is checklist compliance audited and are gaps addressed?
Check for a compliance audit and evidence of follow-up on gaps found.
Doc: Compliance audit record
	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

	OBSERVE
Live checklist observation
	Where possible, observes an actual surgical procedure for verbal, team-wide completion of all three checklist phases.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Completed checklist sample review
	Reviews a sample of completed checklists across procedure types for all three phases.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Compliance audit review
	Reviews the compliance audit record and evidence that identified gaps were addressed.
	YES  PARTIAL  NO
Notes:
	

	ASK
Team member interview
	Asks a theatre team member, not the surgeon, to describe how the time-out is actually conducted.
	YES  PARTIAL  NO
Notes:
	

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



	REFERENCES  1. World Health Organization. WHO Guidelines for Safe Surgery 2009: Safe Surgery Saves Lives. Geneva: WHO; 2009.   2. Haynes AB, Weiser TG, Berry WR, et al. A surgical safety checklist to reduce morbidity and mortality in a global population. N Engl J Med. 2009;360(5):491-499.   3. World Health Organization. Implementation manual: WHO Surgical Safety Checklist. Geneva: WHO; 2008.
	Std 6.1
v2.0
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	WHY THIS STANDARD EXISTS


	The surgical safety checklist works not because it is a form, but because it forces a structured pause at three specific, high-risk moments where a fatal error — the wrong patient, the wrong site, a missed allergy, a forgotten instrument count — is otherwise most likely to slip through unnoticed until it is too late. A checklist filled in silently by one person after the fact provides none of this protection; the value comes entirely from the verbal, whole-team confirmation happening in real time.
The evidence:  Haynes et al. 2009 — implementation of the WHO Surgical Safety Checklist across eight hospitals globally was associated with a reduction in major surgical complications from 11% to 7% and in mortality from 1.5% to 0.8%.



	WHAT GOOD LOOKS LIKE
v  The checklist is used for every surgical procedure, without exception for minor cases
v  All three phases — sign in, time out, sign out — are completed and verbally confirmed by the whole team
v  Time-out actively confirms patient identity, procedure, and site before incision
v  Checklist compliance is audited, with identified gaps followed up and closed
v  Checklist use is observably a real team process, not a form completed by one person alone
	WHAT FAILURE LOOKS LIKE
x  The checklist is used inconsistently, skipped for minor or routine procedures
x  Phases are marked complete without genuine verbal team confirmation
x  Time-out is rushed or perfunctory, without active identity and site confirmation
x  No compliance audit exists, or gaps identified are never addressed
x  The checklist is completed retrospectively by one person rather than in real time by the team



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  The checklist is completed but has become a silent ritual rather than a genuine team pause.
Forms are filled in for every case, but observation reveals the team no longer verbally engages — the checklist has become paperwork rather than a safety pause.
2  Compliance is high for major surgery but drops for minor procedures.
Complex cases reliably get full checklist use; short or routine procedures are treated as exceptions where the checklist is skipped or abbreviated.
3  Audits happen but findings rarely change practice.
A compliance audit is conducted periodically, but gaps identified in previous audits recur without any visible corrective action.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Confirm the checklist policy applies to every surgical procedure without exception.
WEEK 2  Observe a sample of live procedures to assess whether checklist completion is genuinely verbal and team-wide.
WEEK 3  Retrain theatre teams where observation reveals the checklist has become a silent formality.
MONTH 2  Establish or strengthen a compliance audit process with a mechanism to close identified gaps.
ONGOING  Audit checklist compliance regularly; observe live practice periodically, not only documentation.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Observe a live case if at all possible.  A completed paper checklist proves the form was filled in; only direct observation reveals whether the team actually paused and spoke.
Ask a non-surgeon team member to describe the time-out.  The nurse or anaesthetist’s account of how time-out actually unfolds is often more revealing than the surgeon’s.
Check compliance specifically for minor or short procedures.  This is where checklist use most often quietly lapses, even in facilities with strong compliance for major surgery.



	E-LEARNING  academy.gmj.ge/ch6-1-who-surgical-safety-checklist  — 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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	6.2
CORE
L1
	THE STANDARD
Anaesthesia Safety Standards
The hospital has documented anaesthesia safety standards, including a pre-anaesthetic assessment, continuous intraoperative monitoring, and a defined recovery protocol for every patient receiving anaesthesia.



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

	1
	Is a documented pre-anaesthetic assessment completed for every patient before anaesthesia is administered?
Check the assessment covers airway, allergy, and relevant medical history.
Doc: Pre-anaesthetic assessment form
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Is continuous intraoperative monitoring performed and documented, including oxygenation, ventilation, and circulation?
Check monitoring records for completeness during a sample of procedures.
Doc: Intraoperative monitoring records
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Is a qualified anaesthesia provider present for the entire duration of anaesthesia?
Check staffing records against procedure duration for a sample of cases.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Is there a defined recovery protocol with specific discharge criteria from the recovery area?
Check the criteria are specific, not left to individual judgement alone.
Doc: Recovery protocol / discharge criteria
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Are anaesthesia-related adverse events tracked and reviewed?
Check the incident log for anaesthesia-specific entries and evidence of review.
Doc: Anaesthesia 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
Pre-anaesthetic assessment review
	Reviews a sample of pre-anaesthetic assessments for completeness, including airway, allergy, and medical history.
	YES  PARTIAL  NO
Notes:
	

	OBSERVE
Intraoperative monitoring observation
	Reviews monitoring records or observes a live case for continuous oxygenation, ventilation, and circulation monitoring.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Recovery discharge criteria review
	Reviews the recovery protocol for specific, objective discharge criteria.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Anaesthesia incident log review
	Reviews the log for anaesthesia-related adverse events and evidence of follow-up.
	YES  PARTIAL  NO
Notes:
	

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



	REFERENCES  1. World Health Organization. WHO Guidelines for Safe Surgery 2009: Safe Surgery Saves Lives (anaesthesia safety provisions). Geneva: WHO; 2009.   2. World Federation of Societies of Anaesthesiologists. International Standards for a Safe Practice of Anaesthesia. Helsinki: WFSA; 2018.   3. Merry AF, Cooper JB, Soyannwo O, Wilson IH, Eichhorn JH. International standards for a safe practice of anaesthesia. Can J Anaesth. 2010;57(11):1027-1034.
	Std 6.2
v2.0
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	WHY THIS STANDARD EXISTS


	Anaesthesia converts a patient into someone who cannot protect their own airway, regulate their own vital signs, or report pain or distress — every safeguard that would normally come from the patient’s own awareness has to be actively replaced by monitoring, a present qualified provider, and defined recovery criteria. A gap in any of these three is a gap in the patient’s only remaining protection during that time.
The evidence:  WFSA International Standards 2018 — continuous presence of a qualified anaesthesia provider and continuous physiological monitoring throughout anaesthesia are identified as the two most critical, non-negotiable safety standards across all resource settings.



	WHAT GOOD LOOKS LIKE
v  A documented pre-anaesthetic assessment is completed for every patient, covering airway, allergy, and history
v  Continuous intraoperative monitoring of oxygenation, ventilation, and circulation is performed and documented
v  A qualified anaesthesia provider is present for the entire duration of anaesthesia
v  A recovery protocol with specific, objective discharge criteria is consistently applied
v  Anaesthesia-related adverse events are tracked and reviewed for patterns
	WHAT FAILURE LOOKS LIKE
x  Pre-anaesthetic assessment is inconsistent or superficial
x  Intraoperative monitoring is incomplete or undocumented
x  The anaesthesia provider is sometimes absent for part of the procedure
x  Recovery discharge relies on informal judgement with no defined criteria
x  Anaesthesia-related adverse events are not tracked or reviewed



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  Pre-anaesthetic assessment happens but is rushed for straightforward cases.
A thorough assessment is standard for complex patients, but for apparently low-risk cases the same rigour is not consistently applied.
2  Monitoring equipment is present but documentation is incomplete.
Continuous monitoring occurs in practice, but the written record does not fully capture it, weakening the ability to review a case later.
3  Recovery criteria exist but discharge decisions sometimes precede them.
Objective discharge criteria are documented, but under time or bed pressure, patients are occasionally moved out of recovery before formally meeting them.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Confirm the pre-anaesthetic assessment is completed and documented for every patient, regardless of case complexity.
WEEK 2  Audit intraoperative monitoring documentation for completeness across a sample of procedures.
WEEK 3  Confirm and communicate specific, objective recovery discharge criteria.
MONTH 2  Establish or strengthen tracking of anaesthesia-related adverse events.
ONGOING  Review anaesthesia safety indicators periodically; audit compliance with assessment, monitoring, and recovery standards.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Check assessment quality for a straightforward case, not just a complex one.  Rigour under obvious risk is common; consistency for apparently low-risk cases is the better test of a genuinely embedded standard.
Compare the monitoring record to what continuous monitoring should show.  Gaps or missing intervals in the documented record can reveal monitoring lapses that would otherwise go unnoticed.
Ask what happens when recovery is busy and a bed is needed.  This is the moment recovery discharge criteria are most likely to be quietly bent — a specific, honest answer is revealing.



	E-LEARNING  academy.gmj.ge/ch6-2-anaesthesia-safety-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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	6.3
CORE
L1
	THE STANDARD
Surgical Site Infection Prevention
The hospital follows evidence-based practices to prevent surgical site infection, including appropriate antibiotic prophylaxis timing, skin preparation, and normothermia, with surveillance of infection rates.



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

	1
	Is prophylactic antibiotic administered within the evidence-based timeframe before incision?
Check timing against the standard, typically within 60 minutes before incision.
Doc: Antibiotic timing records
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Is appropriate skin antisepsis performed before every procedure, following a defined protocol?
Check the protocol specifies agent and technique.
Doc: Skin preparation protocol
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Is patient normothermia actively maintained during surgery?
Check for active warming measures and temperature monitoring during procedures.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Is surgical site infection rate tracked and reviewed as a surveillance indicator?
Check for SSI rate data over time, not only individual case review.
Doc: SSI surveillance data
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Are SSI rates linked back to practice review when trends are unfavourable?
Ask for an example of a practice change made in response to SSI surveillance 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
Antibiotic timing audit
	Reviews prophylactic antibiotic administration timing against the evidence-based standard for a sample of procedures.
	YES  PARTIAL  NO
Notes:
	

	OBSERVE
Skin preparation observation
	Observes or reviews documentation of skin antisepsis technique for adherence to the defined protocol.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Normothermia monitoring review
	Reviews intraoperative temperature monitoring and active warming measures for a sample of procedures.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
SSI surveillance data review
	Reviews surgical site infection rate data over time and evidence of practice review when trends are unfavourable.
	YES  PARTIAL  NO
Notes:
	

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



	REFERENCES  1. World Health Organization. Global guidelines for the prevention of surgical site infection. 2nd ed. Geneva: WHO; 2018.   2. Berrios-Torres SI, Umscheid CA, Bratzler DW, et al. Centers for Disease Control and Prevention guideline for the prevention of surgical site infection. JAMA Surg. 2017;152(8):784-791.   3. National Institute for Health and Care Excellence. Surgical site infections: prevention and treatment. London: NICE; 2020.
	Std 6.3
v2.0




	[image: ]
	Standard 6.3  ·  Level 1  ·  Chapter 6: Surgical & Procedural Safety
Guidance & Learning
	GUIDANCE
Page 8
ASF-CH6-SPS-v2.0  ·  v2.0



	WHY THIS STANDARD EXISTS


	Surgical site infection is among the most common and most preventable healthcare-associated infections, and the evidence for what prevents it — correctly timed antibiotics, proper skin antisepsis, and maintaining normal body temperature during surgery — is unusually strong and specific. Each of these is a small, low-cost intervention with outsized protective effect, and each is also easy to let slip under time pressure unless actively tracked.
The evidence:  WHO Global Guidelines 2018 — correctly timed surgical antibiotic prophylaxis, appropriate skin preparation, and maintained normothermia are each independently associated with significant reductions in surgical site infection rates across all resource settings.



	WHAT GOOD LOOKS LIKE
v  Prophylactic antibiotics are consistently administered within the evidence-based timeframe
v  Skin antisepsis follows a defined protocol for agent and technique
v  Active warming measures maintain patient normothermia throughout surgery
v  Surgical site infection rates are tracked as an ongoing surveillance indicator
v  Unfavourable SSI trends prompt a specific, documented practice review and response
	WHAT FAILURE LOOKS LIKE
x  Antibiotic timing is inconsistent, often given too early or too late relative to incision
x  Skin preparation technique varies by individual practice, with no defined protocol
x  No active measures are taken to maintain patient temperature during surgery
x  Surgical site infection rates are not tracked or reviewed
x  SSI surveillance data, if collected, never prompts any practice change



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  Antibiotic timing is correct for scheduled cases but inconsistent for urgent or emergency procedures.
Elective surgery reliably follows the timing standard, but emergency cases, where timing is harder to control, show more variation.
2  SSI rates are tracked but the data doesn’t reach the surgical team.
Surveillance data exists and is technically collected, but it is reviewed by infection control staff without being shared back with the surgeons whose practice it reflects.
3  Normothermia is prioritised for long procedures but overlooked for shorter ones.
Active warming is standard practice for extended surgery, but shorter procedures, where the risk is assumed to be lower, are treated less consistently.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Audit antibiotic prophylaxis timing against the evidence-based standard for a sample of recent procedures.
WEEK 2  Confirm or standardise the skin antisepsis protocol, including agent and technique.
WEEK 3  Introduce or reinforce active warming measures and temperature monitoring for all procedures.
MONTH 2  Establish or strengthen ongoing SSI rate surveillance, with data shared back to the surgical team.
ONGOING  Review SSI trends periodically; investigate and respond to unfavourable patterns.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Check antibiotic timing specifically for emergency cases.  Timing discipline often weakens under the pressure of an urgent, unscheduled procedure — this is where the real test lies.
Ask whether surgeons themselves see the SSI data.  Surveillance that stops with infection control staff and never reaches the surgical team is unlikely to change practice.
Look at normothermia measures for shorter procedures, not just long ones.  Assumptions that shorter surgery carries negligible temperature risk are common and not always well-founded.



	E-LEARNING  academy.gmj.ge/ch6-3-surgical-site-infection-prevention  — 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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	6.4

L1
	THE STANDARD
Informed Consent for Surgical Procedures
Every surgical patient provides documented informed consent specific to the planned procedure, including risks, alternatives, and the right to refuse, obtained by a qualified member of the surgical team.



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

	1
	Is surgical consent obtained using a procedure-specific form, not a generic surgical consent form?
Check the form names the actual planned procedure and its specific risks.
Doc: Sample surgical consent forms
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Is consent obtained by a surgeon or qualified team member involved in the procedure, not delegated to unrelated staff?
Check who signs as the consenting clinician.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Does the consent conversation occur before the day of surgery where feasible, not only immediately pre-operatively?
Check timing of consent relative to surgery date for a sample of cases.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Is site marking performed and confirmed as part of the consent and pre-operative process?
Check for a site-marking protocol linked to the consent process.
Doc: Site marking protocol
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Can a sample of patients describe, in their own words, what procedure they consented to?
Brief patient interview, where appropriate.
	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
Consent form specificity review
	Reviews a sample of surgical consent forms for procedure-specific content, including risks and alternatives.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Consent timing review
	Checks the timing of consent relative to the surgery date for a sample of cases.
	YES  PARTIAL  NO
Notes:
	

	OBSERVE
Site marking observation
	Reviews or observes the site marking process and its link to the consent and time-out process.
	YES  PARTIAL  NO
Notes:
	

	ASK
Patient understanding check
	Asks a patient, where appropriate, to describe in their own words the procedure they consented to.
	YES  PARTIAL  NO
Notes:
	

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



	REFERENCES  1. World Health Organization. WHO Guidelines for Safe Surgery 2009: Safe Surgery Saves Lives. Geneva: WHO; 2009.   2. Council of Europe. Convention on Human Rights and Biomedicine (Oviedo Convention), Article 5. Strasbourg: Council of Europe; 1997.   3. American College of Surgeons. Statements on Principles: Informed Consent. Chicago: ACS; 2016.
	Std 6.4
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	WHY THIS STANDARD EXISTS


	Surgical consent carries the same requirement for genuine understanding as any other consent process, but the stakes and the specificity of what could go wrong are higher — a generic form covering "surgery in general" tells a patient almost nothing about the actual risks of the actual operation they are about to have. A procedure-specific conversation, ideally with time to reflect before the day of surgery, gives consent its real ethical and legal weight.
The evidence:  ACS Statements on Principles 2016 — informed consent for surgery is defined as a process requiring specific discussion of the diagnosis, the proposed procedure, material risks, and reasonable alternatives, not merely a signed authorisation to operate.



	WHAT GOOD LOOKS LIKE
v  Consent forms are procedure-specific, naming the actual planned surgery and its risks
v  Consent is obtained by a qualified member of the surgical team involved in the procedure
v  The consent conversation occurs before the day of surgery where feasible
v  Site marking is performed and explicitly linked to the consent and time-out process
v  Patients can describe, in their own words, the procedure they consented to
	WHAT FAILURE LOOKS LIKE
x  A generic surgical consent form is used regardless of the specific procedure
x  Consent is obtained by staff not involved in or qualified for the procedure
x  Consent conversations happen only immediately before surgery, with no time to reflect
x  No site marking protocol exists, or it is disconnected from the consent process
x  Patients cannot describe what procedure they agreed to



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  The form is procedure-specific but the conversation is rushed on the day of surgery.
Documentation looks thorough, but in practice the substantive discussion happens minutes before the patient is taken to theatre.
2  Site marking happens but isn’t consistently cross-checked against the consent form.
Marking occurs as a routine step, but it is not always actively verified against what the patient actually consented to.
3  Consent is obtained early for elective cases but compressed for urgent ones.
Scheduled surgery allows time for a proper consent conversation; urgent or add-on cases receive a much more compressed process.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Review current surgical consent forms and ensure they are procedure-specific.
WEEK 2  Confirm consent is obtained by a qualified member of the actual surgical team.
WEEK 3  Where feasible, shift consent conversations earlier, ahead of the day of surgery.
MONTH 2  Confirm site marking is explicitly linked to and cross-checked against the consent process.
ONGOING  Audit a sample of consent forms and, where feasible, patient understanding on a regular schedule.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Ask the patient to describe the procedure, not just confirm they signed.  A patient who can restate the operation and its main risk in their own words has genuinely consented.
Check the date and time of the consent conversation against the surgery date.  Same-day, pre-operative-only consent for elective cases is a common and significant gap.
Verify the site marking against the consent form directly.  A quick cross-check between the two documents is one of the simplest, highest-value safety verifications available.



	E-LEARNING  academy.gmj.ge/ch6-4-informed-consent-surgical  — 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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	6.5

L1
	THE STANDARD
Instrument Counts and Retained Items Prevention
The hospital performs and documents a structured count of instruments, sponges, and sharps before and after every surgical procedure, with a defined process for resolving count discrepancies.



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

	1
	Is a structured count of instruments, sponges, and sharps performed before and after every procedure?
Check counts are performed for every case, not only complex ones.
Doc: Count policy
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Are counts documented, with both initial and final counts recorded and reconciled?
Spot-check five procedure records for documented counts.
Doc: Sample count records
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Is there a defined process for resolving a count discrepancy before the patient leaves theatre?
Check the specific steps, including imaging if a discrepancy cannot be resolved.
Doc: Discrepancy resolution protocol
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Are two staff members involved in the counting process, not a single individual?
Check the count is performed by two people independently, not one person alone.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Are retained item near-misses or events tracked and reviewed?
Check the incident log for this specific category.
Doc: Retained item 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
Count documentation review
	Reviews a sample of procedure records for documented initial and final counts, properly reconciled.
	YES  PARTIAL  NO
Notes:
	

	OBSERVE
Live count observation
	Where possible, observes a count being performed for two-person involvement and structured process.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Discrepancy resolution protocol review
	Reviews the defined process for resolving a count discrepancy, including imaging escalation.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Retained item incident log review
	Reviews the log for retained item near-misses or events and evidence of follow-up.
	YES  PARTIAL  NO
Notes:
	

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



	REFERENCES  1. World Health Organization. WHO Guidelines for Safe Surgery 2009: Safe Surgery Saves Lives (retained item prevention). Geneva: WHO; 2009.   2. Association of periOperative Registered Nurses. Guideline for Prevention of Retained Surgical Items. Denver: AORN; 2022.   3. Gawande AA, Studdert DM, Orav EJ, Brennan TA, Zinner MJ. Risk factors for retained instruments and sponges after surgery. N Engl J Med. 2003;348(3):229-235.
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	WHY THIS STANDARD EXISTS


	A retained surgical item — a sponge, an instrument, a needle left inside a patient — is one of the most entirely preventable severe harm events in surgery, and it happens almost exclusively when the counting process is rushed, informal, or performed by a single person without independent verification. A structured, two-person, documented count is a simple procedural safeguard against an error with disproportionately severe consequences.
The evidence:  Gawande et al. 2003 — retained surgical items occur disproportionately during emergency surgery, unplanned changes in procedure, and cases involving a higher body mass index, precisely the situations where structured counting is most likely to be rushed or skipped.



	WHAT GOOD LOOKS LIKE
v  A structured count of instruments, sponges, and sharps is performed for every procedure
v  Initial and final counts are documented and formally reconciled
v  A defined process, including imaging escalation, resolves any count discrepancy before the patient leaves theatre
v  Counts are performed by two staff members independently, not one person alone
v  Retained item near-misses are tracked and reviewed
	WHAT FAILURE LOOKS LIKE
x  Counts are performed inconsistently or skipped for shorter procedures
x  Counts are not documented, or documentation does not show reconciliation
x  No defined process exists for resolving a count discrepancy
x  Counts rely on a single individual with no independent verification
x  Retained item near-misses are not tracked or reviewed



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  Counts are performed but discrepancies are sometimes resolved informally.
The counting process itself is solid, but when a discrepancy occurs, resolution sometimes relies on informal reassurance rather than the defined protocol, including imaging when needed.
2  Two-person counting is standard for planned surgery but compressed during emergencies.
Elective procedures reliably involve two independent counters; emergency or urgent cases show more variation under time pressure.
3  Documentation shows counts occurred but not always that they were reconciled.
A count is recorded as performed, but the record does not always clearly show that initial and final counts were actively compared and matched.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Confirm the count policy applies to every surgical procedure, without exception for shorter cases.
WEEK 2  Audit count documentation for a sample of procedures to confirm reconciliation is recorded.
WEEK 3  Confirm and reinforce the discrepancy resolution protocol, including the imaging escalation step.
MONTH 2  Confirm two-person independent counting is standard practice, including during emergency procedures.
ONGOING  Track retained item near-misses and events; review and reinforce practice based on findings.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Observe a live count if possible.  Watching whether two people independently count, rather than one person counting aloud while another simply agrees, reveals the real rigour of the process.
Ask what happens specifically during an emergency case.  Time pressure during unplanned or emergency surgery is where structured counting is most likely to be compressed or skipped.
Check for evidence of reconciliation, not just two recorded numbers.  A documented initial and final count that were never actually compared against each other provides a false sense of safety.



	E-LEARNING  academy.gmj.ge/ch6-5-instrument-counts-retained-items  — 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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	6.6

L2
	THE STANDARD
Theatre Environment and Equipment Safety
The hospital maintains a safe operating theatre environment, including air quality control, equipment maintenance and testing, and emergency backup systems, with a documented maintenance schedule.



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

	1
	Is operating theatre air quality controlled and monitored, appropriate to the procedures performed?
Check for ventilation standards relevant to theatre use.
Doc: Air quality monitoring records
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Is critical theatre equipment on a documented preventive maintenance schedule?
Check the schedule against actual maintenance records for a sample of equipment.
Doc: Equipment maintenance schedule
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Is there a tested emergency backup system for power and critical gas supply?
Ask when backup systems were last tested and check the result.
Doc: Backup system test records
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Is equipment failure during a procedure tracked and reviewed?
Check the incident log for equipment-related entries.
Doc: Equipment failure log
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Is there a pre-procedure equipment check performed before each case?
Check for a documented pre-case equipment check.
Doc: Pre-case equipment check record
	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
Air quality and ventilation review
	Reviews air quality monitoring records against relevant theatre ventilation standards.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Maintenance schedule compliance check
	Compares the documented maintenance schedule against actual maintenance records for a sample of critical equipment.
	YES  PARTIAL  NO
Notes:
	

	ASK
Backup system test question
	Asks when emergency power and gas backup systems were last tested and for the result.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Equipment failure log review
	Reviews the log for equipment-related incidents during procedures and evidence of follow-up.
	YES  PARTIAL  NO
Notes:
	

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



	REFERENCES  1. World Health Organization. WHO Guidelines for Safe Surgery 2009: Safe Surgery Saves Lives (theatre environment provisions). Geneva: WHO; 2009.   2. International Federation of Hospital Engineering. Guidelines for operating theatre ventilation. London: IFHE; 2018.   3. World Health Organization. Medical equipment maintenance programme overview. Geneva: WHO; 2011.
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	WHY THIS STANDARD EXISTS


	An operating theatre is only as safe as the environment and equipment supporting it — contaminated air can undermine even excellent surgical technique, and a piece of critical equipment failing mid-procedure, or a power outage with no working backup, can turn a routine operation into an emergency in seconds. Documented, tested maintenance and backup systems are what stand between the theatre working reliably and a crisis occurring precisely when there is the least room to improvise.
The evidence:  WHO medical equipment guidance — a structured preventive maintenance programme is consistently associated with reduced equipment failure rates and improved reliability during critical procedures compared with reactive, failure-driven maintenance.



	WHAT GOOD LOOKS LIKE
v  Theatre air quality is actively controlled and monitored to an appropriate standard
v  Critical equipment follows a documented preventive maintenance schedule that is actually kept
v  Emergency backup power and gas systems are tested regularly, with results recorded
v  Equipment failures during procedures are tracked and reviewed for patterns
v  A pre-case equipment check is performed and documented before each procedure
	WHAT FAILURE LOOKS LIKE
x  Theatre air quality is not actively monitored
x  Equipment maintenance is reactive, occurring only after a failure
x  Backup power or gas systems have never been tested, or testing has lapsed
x  Equipment failures during procedures are not tracked
x  No pre-case equipment check is performed



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  A maintenance schedule exists but actual maintenance lags behind it.
The documented schedule looks appropriate, but comparing it to real maintenance records reveals overdue equipment that has not been serviced on time.
2  Backup systems exist but haven’t been tested recently.
Emergency power and gas backup infrastructure is in place, but no one can confirm when it was last actually tested to verify it works.
3  Pre-case checks happen for major equipment but not routinely for smaller items.
Anaesthesia machines and major monitors are checked reliably before each case; smaller but still critical equipment is checked less consistently.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Confirm the theatre air quality monitoring approach and check it against an appropriate standard.
WEEK 2  Audit actual maintenance records against the documented schedule for critical equipment.
WEEK 3  Test emergency backup power and gas systems if not recently verified, and establish a regular testing schedule.
MONTH 2  Introduce or strengthen a documented pre-case equipment check.
ONGOING  Track equipment failures during procedures; review maintenance and backup testing schedules regularly.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Compare the maintenance schedule to actual service records, not just its existence.  A well-designed schedule on paper means little if equipment is not actually being serviced on time.
Ask for the date and result of the last backup system test.  A specific, recent, documented answer indicates real preparedness; vagueness suggests untested infrastructure.
Check pre-case equipment checks for a range of equipment, not only the most obvious.  Major monitors are often checked reliably; smaller but still critical items can be more easily overlooked.



	E-LEARNING  academy.gmj.ge/ch6-6-theatre-environment-equipment  — 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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	6.7

L2
	THE STANDARD
Blood and Blood Products Management
The hospital has a documented process for safe blood and blood product administration, including patient identity verification, compatibility testing, and a defined transfusion reaction response protocol.



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

	1
	Is there a two-identifier patient verification step immediately before blood product administration?
Check this is a distinct, final check, not only the general patient identification process.
Doc: Blood administration policy
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Is compatibility testing performed and documented before every transfusion?
Check for cross-match or type-and-screen documentation matched to the administered unit.
Doc: Compatibility testing records
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Is there a defined protocol for recognising and responding to a transfusion reaction?
Ask staff to describe the specific steps for a suspected reaction.
Doc: Transfusion reaction protocol
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Are staff who administer blood products specifically trained on the process?
Check training records for this specific competency.
Doc: Training records
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Are transfusion-related incidents or reactions tracked and reviewed?
Check the incident log for this specific category.
Doc: Transfusion 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

	OBSERVE
Bedside verification observation
	Observes or reviews documentation of the two-identifier verification step immediately before blood administration.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Compatibility testing review
	Reviews compatibility testing documentation against the administered unit for a sample of transfusions.
	YES  PARTIAL  NO
Notes:
	

	ASK
Transfusion reaction scenario
	Asks a nurse to describe the specific steps taken if a patient shows signs of a transfusion reaction.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Transfusion incident log review
	Reviews the log for transfusion-related incidents and evidence of follow-up.
	YES  PARTIAL  NO
Notes:
	

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



	REFERENCES  1. World Health Organization. WHO Blood Transfusion Safety: Clinical Transfusion Practice Guidelines. Geneva: WHO; 2010.   2. International Society of Blood Transfusion. Guidelines for pre-transfusion compatibility testing. Amsterdam: ISBT; 2019.   3. World Health Organization. Global status report on blood safety and availability. Geneva: WHO; 2021.
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	WHY THIS STANDARD EXISTS


	Blood transfusion is a common procedure that is also capable of causing rapid, severe, and sometimes fatal harm if the wrong unit reaches the wrong patient or a reaction goes unrecognised — and the final safeguard against both is not laboratory testing but a simple bedside identity check performed by the person actually giving the transfusion. Treating that final verification as a genuine, distinct step, not folded into general patient identification, closes the gap where transfusion errors most often occur.
The evidence:  WHO Clinical Transfusion Practice Guidelines — the majority of serious transfusion errors are attributable to human error in patient identification at the bedside, not laboratory testing failures, making the final verification step the single most important safeguard.



	WHAT GOOD LOOKS LIKE
v  A distinct two-identifier verification occurs immediately before blood product administration
v  Compatibility testing is documented and matched to the actual unit administered
v  Staff can describe a specific, correct response to a suspected transfusion reaction
v  Staff administering blood products are specifically trained on the process
v  Transfusion-related incidents and reactions are tracked and reviewed
	WHAT FAILURE LOOKS LIKE
x  Bedside verification before transfusion is folded into general checks without a distinct final step
x  Compatibility testing documentation is incomplete or not matched to the specific unit
x  Staff cannot describe a clear response to a suspected transfusion reaction
x  No specific training exists for staff who administer blood products
x  Transfusion-related incidents are not tracked or reviewed



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  Verification happens but isn’t treated as a distinct, final safeguard.
Patient identity is checked as part of general practice, but the specific, final bedside verification immediately before transfusion is not consistently distinguished as its own critical step.
2  Reaction response is known by experienced staff but not reliably by newer ones.
Long-serving nursing staff can describe the reaction protocol confidently; newer or less experienced staff are less certain.
3  Training happened once at hiring and has not been refreshed.
Staff were trained on blood administration when they joined, but there has been no refresher since, and practice has drifted informally over time.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Confirm a distinct, final two-identifier verification step occurs immediately before every blood product administration.
WEEK 2  Audit compatibility testing documentation for a sample of recent transfusions.
WEEK 3  Confirm or refresh the transfusion reaction response protocol and staff familiarity with it.
MONTH 2  Establish or refresh specific training for staff who administer blood products.
ONGOING  Track transfusion-related incidents and reactions; review and reinforce practice based on findings.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Observe the bedside verification step directly, if possible.  This is the single point where transfusion errors most commonly occur — direct observation is the most reliable check.
Ask a newer staff member about the reaction protocol, not just an experienced one.  Awareness gaps often concentrate among newer staff who may not have been through the same depth of training as more senior colleagues.
Check the training record date, not just whether training happened once.  A single training session at hiring, with no refresher, often means practice has drifted from the original standard over time.



	E-LEARNING  academy.gmj.ge/ch6-7-blood-blood-products  — 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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	6.8

L2
	THE STANDARD
Post-Operative Care and Monitoring
The hospital provides structured post-operative monitoring appropriate to the procedure and patient risk, with defined parameters for escalating a deteriorating post-surgical patient.



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

	1
	Is there a defined post-operative monitoring protocol specifying parameters and frequency by procedure type or risk?
Check the protocol differentiates by risk, not a single uniform schedule.
Doc: Post-operative monitoring protocol
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Are post-operative observations documented at the required frequency for a sample of recent cases?
Compare recorded observation times to the required frequency.
Doc: Sample post-operative records
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Is there a defined escalation pathway specific to post-surgical deterioration, connected to Standard 5.6?
Check the pathway names specific triggers relevant to post-surgical complications.
Doc: Escalation protocol
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Are post-operative complications tracked and reviewed?
Check for a complication log or register.
Doc: Complication tracking data
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Is pain assessed and managed as part of structured post-operative monitoring?
Check for a defined pain assessment tool and response protocol.
	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
Monitoring protocol review
	Reviews the post-operative monitoring protocol for risk-differentiated parameters and frequency.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Observation frequency audit
	Compares documented post-operative observation times against the required frequency for a sample of cases.
	YES  PARTIAL  NO
Notes:
	

	ASK
Escalation pathway question
	Asks a recovery or ward nurse to describe the specific escalation steps for a deteriorating post-surgical patient.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Complication tracking review
	Reviews complication tracking data and evidence it informs practice.
	YES  PARTIAL  NO
Notes:
	

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



	REFERENCES  1. World Health Organization. WHO Guidelines for Safe Surgery 2009: Safe Surgery Saves Lives (post-operative care provisions). Geneva: WHO; 2009.   2. Royal College of Physicians. National Early Warning Score (NEWS2). London: RCP; 2017.   3. Ghaferi AA, Birkmeyer JD, Dimick JB. Variation in hospital mortality associated with inpatient surgery. N Engl J Med. 2009;361(14):1368-1375.
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	WHY THIS STANDARD EXISTS


	Much of the difference in surgical outcomes between hospitals is not explained by how often complications occur in the operating room, but by how quickly a complication is recognised and acted on afterward — the same complication rate can produce very different mortality depending on whether post-operative deterioration is caught early or missed. Structured, risk-appropriate monitoring with a clear escalation pathway is what turns "failure to rescue" into a timely, effective response.
The evidence:  Ghaferi, Birkmeyer & Dimick 2009 — variation in surgical mortality between hospitals is driven far more by differences in the timely recognition and management of post-operative complications than by differences in complication rates themselves.



	WHAT GOOD LOOKS LIKE
v  Post-operative monitoring parameters and frequency are matched to procedure type and patient risk
v  Observations are documented at the required frequency in actual practice, not only in policy
v  A defined escalation pathway for post-surgical deterioration is well understood by staff
v  Post-operative complications are tracked and reviewed for patterns
v  Pain is assessed using a structured tool as part of routine post-operative monitoring
	WHAT FAILURE LOOKS LIKE
x  Post-operative monitoring is uniform regardless of procedure risk
x  Observations fall behind the required frequency without being flagged
x  No specific escalation pathway exists for post-surgical deterioration
x  Post-operative complications are not tracked or reviewed
x  Pain assessment is inconsistent or left to informal judgement



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  The protocol differentiates risk but observation frequency drifts in busy periods.
A well-designed, risk-based monitoring schedule exists, but under staffing pressure, actual observation frequency for lower-acuity patients sometimes falls short.
2  Escalation exists but isn’t specifically tailored to post-surgical complications.
A general deterioration escalation pathway is in place, but it does not specifically address the particular complications most relevant after surgery.
3  Complications are tracked but the data isn’t reviewed with surgical teams.
A complication log exists and is reasonably complete, but findings are not routinely shared back with the surgeons and teams whose practice it reflects.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Confirm the post-operative monitoring protocol differentiates parameters and frequency by risk.
WEEK 2  Audit observation frequency against the protocol for a sample of recent post-operative patients.
WEEK 3  Confirm or strengthen the escalation pathway specific to post-surgical deterioration.
MONTH 2  Establish or strengthen complication tracking, with data shared back to surgical teams.
ONGOING  Review post-operative monitoring compliance and complication trends as routine quality indicators.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Compare observation timestamps to the protocol’s required frequency.  This is the clearest way to check whether risk-based monitoring is genuinely followed, not just designed well on paper.
Ask specifically about post-surgical complications, not general deterioration.  A pathway addressing generic deterioration may not adequately cover complications specific to the type of surgery performed.
Ask whether surgeons see the complication data.  Tracking that never reaches the people who could act on it is unlikely to change practice.



	E-LEARNING  academy.gmj.ge/ch6-8-post-operative-care-monitoring  — 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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	6.9

L3
	THE STANDARD
Surgical Outcome Monitoring and Reporting
The hospital systematically tracks surgical outcomes, including mortality, complication, and readmission rates, and reviews this data regularly to identify and act on performance trends.



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

	1
	Are surgical mortality, complication, and readmission rates tracked systematically?
Check for ongoing data collection, not periodic manual review only.
Doc: Outcome tracking system
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Is outcome data reviewed at a defined interval by surgical leadership?
Check for a scheduled review meeting or process.
Doc: Review schedule / minutes
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Is outcome data risk-adjusted or otherwise contextualised for meaningful comparison?
Ask how the hospital accounts for case-mix differences when reviewing outcomes.
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Is there evidence of a specific practice change resulting from outcome data review?
Ask for a concrete example, not a general claim.
Doc: Documented example of practice change
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Is individual surgeon-level outcome data available for internal quality purposes, handled appropriately?
Ask how individual-level data is used and protected.
	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
Outcome tracking system review
	Reviews the systematic data collection process for surgical mortality, complication, and readmission rates.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Review schedule and minutes check
	Reviews evidence of a scheduled, regular review of outcome data by surgical leadership.
	YES  PARTIAL  NO
Notes:
	

	ASK
Practice change example
	Asks for a specific example of a practice change resulting from outcome data review.
	YES  PARTIAL  NO
Notes:
	

	ASK
Risk adjustment question
	Asks how the hospital accounts for case-mix differences when reviewing and comparing surgical outcomes.
	YES  PARTIAL  NO
Notes:
	

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



	REFERENCES  1. World Health Organization. WHO Guidelines for Safe Surgery 2009: Safe Surgery Saves Lives (outcome measurement provisions). Geneva: WHO; 2009.   2. Weiser TG, Haynes AB, Molina G, et al. Estimate of the global volume of surgery in 2012. Lancet. 2015;385(Suppl 2):S11.   3. Birkmeyer JD, Dimick JB, Birkmeyer NJ. Measuring the quality of surgical care: structure, process, or outcomes? J Am Coll Surg. 2004;198(4):626-632.
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	WHY THIS STANDARD EXISTS


	A hospital that does not systematically track its own surgical outcomes has no reliable way of knowing whether its surgical care is actually safe, beyond individual clinicians’ impressions — and impressions are notoriously poor at detecting a slow drift in performance or a specific procedure type quietly underperforming. Structured outcome tracking, reviewed regularly and risk-adjusted for meaningful comparison, is what allows a surgical department to see its own real performance clearly enough to improve it.
The evidence:  Birkmeyer, Dimick & Birkmeyer 2004 — outcome measurement, properly risk-adjusted, provides a more direct and actionable signal of surgical quality than structural or process measures alone, precisely because it reflects what actually happened to patients.



	WHAT GOOD LOOKS LIKE
v  Surgical mortality, complication, and readmission rates are tracked systematically and continuously
v  Outcome data is reviewed at a defined interval by surgical leadership
v  Outcome comparisons are risk-adjusted or otherwise contextualised for case-mix differences
v  At least one concrete practice change can be traced to outcome data review
v  Surgeon-level outcome data is available for internal quality purposes and appropriately protected
	WHAT FAILURE LOOKS LIKE
x  Surgical outcomes are not tracked systematically, if at all
x  Outcome data, if collected, is never formally reviewed
x  Outcomes are compared without any adjustment for case-mix or complexity
x  No practice change has ever resulted from outcome review
x  No individual-level outcome data exists to support internal quality improvement



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  Outcomes are tracked but review happens irregularly.
Data collection is solid, but the review meeting meant to examine it is inconsistently held, undermining the timeliness of any response.
2  Aggregate outcomes are reviewed but never broken down meaningfully.
Overall complication rates are tracked, but the data is not examined by procedure type or surgeon, limiting its usefulness for identifying specific improvement opportunities.
3  Review happens and is documented but rarely produces a specific action.
Meetings to discuss outcome data occur on schedule, but minutes show discussion without a clear resulting practice change.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Confirm or establish systematic, ongoing tracking of surgical mortality, complication, and readmission rates.
WEEK 2  Establish a defined, regular schedule for surgical leadership to review outcome data.
WEEK 3  Introduce risk adjustment or case-mix contextualisation to outcome comparisons.
MONTH 2  Identify and implement at least one practice change based on outcome data findings; document it.
ONGOING  Review outcome trends regularly; track surgeon-level data appropriately for internal quality purposes.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Ask for the review meeting minutes, not just the outcome data.  Data collection without a documented, regular review process rarely translates into actual quality improvement.
Ask specifically how case-mix is accounted for.  A hospital comparing raw, unadjusted outcome rates across very different patient populations risks drawing misleading conclusions.
Trace one practice change back to a specific outcome finding.  This is the clearest evidence that outcome monitoring is a functioning quality loop, not just a data collection exercise.



	E-LEARNING  academy.gmj.ge/ch6-9-surgical-outcome-monitoring  — 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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	6.10

L3
	THE STANDARD
Minimally Invasive Procedure Safety
The hospital has defined competency verification, equipment maintenance, and outcome monitoring specific to minimally invasive and laparoscopic procedures, recognising their distinct risk profile.



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

	1
	Is there a specific competency verification process for minimally invasive or laparoscopic procedures, distinct from general surgical credentialing?
Check for procedure-specific competency assessment, not only general surgical qualification.
Doc: Competency verification records
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	2
	Is minimally invasive equipment, including scopes and energy devices, on a defined maintenance and testing schedule?
Check the schedule against actual maintenance records for this specific equipment.
Doc: Equipment maintenance records
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	3
	Is there a defined process for managing conversion from a minimally invasive to an open procedure?
Ask what triggers a conversion decision and how it is documented.
Doc: Conversion protocol
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	4
	Are outcomes specific to minimally invasive procedures tracked separately from general surgical outcomes?
Check for procedure-specific outcome data, not only aggregate surgical outcomes.
Doc: MIS-specific outcome data
	YES
Fully in place
	PARTIAL
Not complete
	NO
Not in place
	Notes / evidence:

	5
	Is there a structured process for surgeons to gain and maintain competency in new minimally invasive techniques?
Ask how a surgeon adopts a new minimally invasive technique safely.
	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
Competency verification review
	Reviews evidence of procedure-specific competency verification for minimally invasive and laparoscopic surgery.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
Equipment maintenance review
	Reviews maintenance and testing records specific to scopes and energy devices.
	YES  PARTIAL  NO
Notes:
	

	ASK
Conversion protocol question
	Asks a surgeon what triggers a decision to convert from minimally invasive to open surgery and how it is documented.
	YES  PARTIAL  NO
Notes:
	

	DOCUMENT
MIS outcome data review
	Reviews outcome data tracked specifically for minimally invasive procedures.
	YES  PARTIAL  NO
Notes:
	

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



	REFERENCES  1. World Health Organization. WHO Guidelines for Safe Surgery 2009: Safe Surgery Saves Lives (technology-specific risk provisions). Geneva: WHO; 2009.   2. Society of American Gastrointestinal and Endoscopic Surgeons. Guidelines for institutions granting privileges for laparoscopic and endoscopic surgery. Los Angeles: SAGES; 2019.   3. Birkmeyer JD, Finks JF, O’Reilly A, et al. Surgical skill and complication rates after bariatric surgery. N Engl J Med. 2013;369(15):1434-1442.
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	WHY THIS STANDARD EXISTS


	Minimally invasive surgery carries a distinct risk profile from open surgery — a different learning curve, different equipment failure modes, and complications that can be harder to recognise early through a smaller access point — and treating it as simply "surgery" under general credentialing and maintenance standards misses risks specific to the technique itself. Procedure-specific competency verification and equipment care, plus a clear conversion protocol, treat minimally invasive surgery’s risks as what they are: real, distinct, and manageable with the right specific safeguards.
The evidence:  Birkmeyer et al. 2013 — directly observed surgical skill in minimally invasive technique was strongly associated with complication rates, independent of surgeon experience measured by volume alone, underscoring the need for technique-specific competency assessment.



	WHAT GOOD LOOKS LIKE
v  Competency for minimally invasive procedures is verified specifically, not assumed from general surgical qualification
v  Scopes and energy devices follow a defined, actually kept maintenance and testing schedule
v  A clear protocol defines when and how conversion to open surgery is decided and documented
v  Outcomes specific to minimally invasive procedures are tracked separately from general surgical outcomes
v  A structured pathway exists for surgeons to safely gain and maintain competency in new techniques
	WHAT FAILURE LOOKS LIKE
x  Minimally invasive competency is assumed from general surgical credentialing with no specific verification
x  Scope and energy device maintenance follows no defined, distinct schedule
x  No clear protocol exists for conversion decisions
x  Outcomes are only tracked in aggregate, obscuring minimally invasive-specific patterns
x  New techniques are adopted without a structured competency-building process



	THREE MOST COMMON REASONS HOSPITALS SCORE PARTIAL


	1  Competency verification exists for established procedures but not for newly adopted techniques.
A surgeon’s existing minimally invasive competency is well-documented, but the process for verifying competency in a newly introduced technique is less rigorous.
2  Equipment maintenance is defined but actual servicing lags for less frequently used devices.
High-use scopes are well maintained; less frequently used specialised equipment sometimes falls behind the schedule.
3  Conversion happens appropriately in practice but is inconsistently documented.
Surgeons make sound clinical conversion decisions, but the record does not always clearly capture what triggered the decision.



	HOW TO IMPLEMENT IF YOU ARE STARTING FROM ZERO


	WEEK 1  Confirm or establish procedure-specific competency verification for minimally invasive surgery.
WEEK 2  Audit maintenance records for scopes and energy devices against the defined schedule.
WEEK 3  Confirm or strengthen the conversion protocol and its documentation requirement.
MONTH 2  Establish or strengthen outcome tracking specific to minimally invasive procedures.
ONGOING  Review minimally invasive-specific outcomes and competency records regularly; support structured adoption of new techniques.



	FOR SURVEYORS  WHAT IS NOT OBVIOUS


	Ask specifically about competency for a newly adopted technique.  Verification is often strong for long-established procedures but weaker for recently introduced ones — this is where the real gap often lies.
Check maintenance records for less frequently used equipment, not just high-volume devices.  Equipment used less often is more likely to fall behind a maintenance schedule unnoticed.
Ask a surgeon to walk through a real or recent conversion decision.  A specific, well-documented example demonstrates the protocol functions in practice, not only on paper.



	E-LEARNING  academy.gmj.ge/ch6-10-minimally-invasive-procedure-safety  — 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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