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National Safety Requirements (NSR)
For Diagnostic/ Therapeutic Radiology

PREFACE:

The goal of developing NSR is enhancing individual’'s safety in health care
facilities. The General Authority for Healthcare Accreditation & Regulation
(GAHAR) selected those standards which may impact individual’s safety, or in
other words; the main killers, to establish these standards as basic requirements
for facility looking for enrollment in the new healthcare system in Egypt.

ACKNOWLEDGEMENT:

The development of these NSR is based on the work of expert teams, who
developed the current & previous versions of Egyptian Accreditation Standards
for Hospitals. We would like to thank in particular the (Health Governance Unit/
Medical Research Institute/ Alexandria University) & World Health Organization
(WHO) for sharing with us their previous efforts to improve patient safety.

EVALUATION OF NSR:

The General Authority for Healthcare Accreditation & Regulation (GAHAR) is
individual's safety focused. These NSR intend to promote individual's safety in
hospitals.

The NSR standards are modified from the Egyptian Hospitals Accreditation
Standards (3rd Edition, 2017).

The NSR are Grouped into 4 groups (A, B, C, and D). A unit has to score 70% or
more in each group separately and a total of 80% or more in all groups.

No standard should be scored Not Met (NM) for a facility to pass the NSR
evaluation.




A. General Patient Safety Standards:

NSR.1:

Standard:

The patient's safety policy defines Egyptian & WHO Patient Safety
recommendations & solutions, including at least the following:

NSR.1.1 Accurate standardized patient identification in all service areas.
NSR.1.2 Standardized process for dealing with verbal or telephone orders.
NSR.1.3 Hand hygiene throughout the organization.

NSR.1.4 Prevention of catheter & tubing miss-connections.

NSR.1.5 Prevention of patient's risk of falling.

NSR.1. 6 A standardized approach to hand over communications.

Rationale:

To address the most common & critical identified areas, thus preventing adverse
events & to ensure full awareness of the Egyptian & WHO standards for patient
safety.

Survey Process:

= Review the patient safety policy & procedures & check if it includes all the
standard’s items.

= Interview facility staff to ensure awareness of policy.

Documents Interviews Observations
Patient safety (5-10) staff to
policy & ensure
procedures. awareness of
policy.




NSR.2:

Standard:

At least two (2) ways are used to identify a patient when giving medicines & other
specimens for clinical testing, &/or providing any other treatments or procedures.

Rationale:

Providing care or performing interventions on the wrong patient are significant
errors, which may have grave consequences. Using two identifiers for each
patient is the key driver in minimizing such preventable errors, which is especially
important with administration of high alert medications or conducting high risk or
invasive procedures.

Survey Process:

Review relevant policy & procedures & check whether it states those two
identifiers (personal) & the occasions when they should be used.

Review an appropriate number of medical records & check each sheet for
the presence of the two identifiers mentioned in the policy & procedures
document.

Interview a number of healthcare staff (5-10) & ask them about the two
identifiers & when should they be used according to what is mentioned in
the standard.

Observe patient identification wrist bands for the two identifiers.
Observe patient identification before procedures or care.

Documents Interviews Observations
Patient (5-10) interviews Patients identification (10

Identification with any staff observations at least).
policy & providing patient

procedures. care.
Medical Wrist Bands.
records.




NSR.3:

Standard:

A well-defined & implemented process for taking verbal or telephone orders & for
reporting of critical test results, that requires verification by write down & "read-
back" of the complete order or test result by the person receiving the information.

Rationale:

Miscommunication is the commonest root cause for adverse events. Writing
down & reading back the complete order or test result, by the person receiving
the information, minimizes miscommunication & reduces errors from
unambiguous speech, unfamiliar terminologies or unclear pronunciation. It also
provides an opportunity for verification.

Survey Process:

= Review the policy of receiving verbal or telephone orders & of the critical
test results reporting & check whether it clearly describes the process of
documentation & "read-back" by the recipient & also the measures to be
taken in case of critical test results.

» Review documentation in dedicated registers &/or medical records.
= Interview clinicians & technicians to assess knowledge & implementation.

Documents Interviews Observations
Verbal, - Clinicians.
telephone .
b - Technicians.

orders, critical
test results
(VTC) reporting
policy &
procedures.

VTC Logbooks
&/or Medical
records.




NSR.4:

Standard:

Generally accepted hand hygiene guidelines, laws, & regulations are currently
publishes & implemented to prevent healthcare-associated infections.

Rationale:

Hand hygiene is the cornerstone for reducing infection transmission at all
healthcare settings. It is considered the most effective & efficient strategy for
facility wide infection prevention & control.

Survey Process:

Review relevant policy & procedures of hand hygiene.
Review hand hygiene guidelines.

Interview facility staff, enquiring about hand hygiene technique & WHO
five moments of hand hygiene.

Observe hand washing facilities at each patient care area.
Check availability of supplies (soap, tissue paper, alcohol hand rub, etc).

Observe compliance of clinicians with hand hygiene technique & the 5
moments.

Documents Interviews Observations
Hand hygiene (5-10) facility Hand hygiene facilities (such as
policy & staff. hand washing sinks, alcohol

procedures. dispensers... etc).

Hand hygiene Hand hygiene supplies.
guidelines.

Staff compliance (10 observations
at least).
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NSR.5:

Standard:
Systems are implemented to prevent catheter & tubing misconnections.

Rationale:

Patients, especially within critical & specialized care areas, are connected to
many tubes & catheters, each with a special function (monitoring, access,
drainage). During care, these tubes & catheters may be misconnected leading to
the administration of wrong material via the wrong route resulting in grave
consequences.

Survey Process:

= Review the policy & procedures for catheter & tubing misconnections &
check for catheter differentiation, catheter maps... etc.

= |Interview clinicians to ensure their understanding of misconnection
prevention.

= Observe compliance of clinicians with misconnection prevention.

Documents Interviews Observations
Catheter & tubing Physicians & Patients particularly
misconnections policy & nurses. at Critical Care
procedures. Areas.

Catheter maps in Medical
Records.

NSR.6:

Standard:

Each patient's risk of falling, including the potential risk associated with the
patient's medication regimen, is screened, assessed & reassessed whenever
indicated. Action is taken to decrease or eliminate any identified risks of falling.

11




Rationale:

All patients are liable to fall; however, some are more prone to. ldentifying the
more prone is usually done through a risk assessment process in order to offer
them tailored preventative measures against falling. Effective preventive
measures to minimize falling are those that are tailored to each patient & directed
towards the risks being identified from risk assessment.

Survey Process:

Review the policy & procedures for fall prevention & check for patient risk
screening, assessment and reassessment whenever indicated; noticing
that medication review is part of the assessment & also check for the
presence of general measures generated to reduce risk of falling & for
tailored care plans based on individual patient fall risk assessment.

Check availability of fall risk assessment forms (including mediation care
view).

Review medical records for fall risk assessment (whenever indicated).
Review fall prevention care plan forms & fall risk labels.

Review patient & family education material.

Review medical records for general measures & tailored care plans.
Interview nurses & physicians to ensure their understanding &
implementation of fall risk assessment.

Interview clinicians to ensure their understanding & implementation of fall
prevention care plans.

Interview patients & families to ensure their awareness & involvement.
Check organization wide general preventive measures (Call systems,
lighting, corridor bars, bathroom bars, bedside rails, wheelchairs & trolleys
with locks).

Documents Interviews Observations

Fall prevention policy & Clinicians. Organization wide general
procedures. measures.

Fall assessment forms Specific measures for patients

in Medical Record.

with high risk of falling.

Patient & family
education forms.

Patients &
families.
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NSR.7:

Standard:

A well identified & implemented standardized approach to hand over
communications, including an opportunity to ask & respond to questions.

Rationale:

The primary objective of a ‘handover’ is the direct transmission of accurate
patient care information among staff to ensure the continuity of care. Moreover, it
ensures adequate chance for clarifications which subsequently decreases
medical errors.

Survey Process:
= Review the policy & procedures for of handover of patients in-between
different shifts (in same department) as well as in-between different
department/ services & check for the presence of recommended
framework (such as, SBAR, ISOBAR, | PASS the BATON.. efc), staff
responsible, recommended environment, & documentation.

= Review medical record, Handover log book, Endorsement form, Electronic
Handover tool, &/or other methods as evidence of implementation.

* Interview staff to ensure their knowledge of handover agreed framework.

Documents Interviews Observations

Handover policy Clinicians. Handovers whenever possible.
& procedures.

Handover forms.

Medical records.
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NSR.8:

Standard:

Well developed, documented, & implemented policy for preventive maintenance
& testing of critical alarm systems. Alarms are tested & activated with appropriate
settings & are sufficiently audible with respect to distances & competing noise
within the unit.

Rationale:

Medical devices especially those related to vital functions are fitted with alarms
that alert staff on conditions of device malfunction or patient’s critical situation.
Losing that function exposes patients to increased risk of morbidity & mortality.
Alarms are intended to induce immediate appropriate action from staff to either
check device malfunction or initiate action that will revert the situation. This can
be ensured when all the staff becomes fully aware of alarm settings (values &
volume) & their significance & are trained on the required actions to be taken
when triggered.

Survey Process:

= Review policy & procedures developed for maintenance & testing of
critical alarm systems, which should include staff responsible, control
measures, assurance measures, & remedial action. Also check whether
the procedures cover testing of alarms, appropriate settings procedures,
priorities for competing alarms, staff authorization for disabling alarms or
changing their settings, & monitoring of response to alarm activation.

= Review inventory of all devices with critical alarms including setting
guidelines.

= Review maintenance document for evidence of responsible staff,
responsible company, schedule, agreed settings, evidence of function,
reporting of malfunction, & remedial action.

» Review the schedules of alarm tests & list of current active settings at
difference care areas.

» |Interview staff around devices with critical alarm & check their knowledge
of critical alarm settings & response to their activation.

= Observe (listen) or activate critical alarms to check for suitability of alarm
volume to working space.

» |nterview maintenance staff & check for implementation.

14



Documents Interviews Observations

Critical alarms policy Maintenance staff. Devices with critical alarm in
& procedures. areas such as Critical Care
Areas.
Inventory of all Staff using or around
devices with alarm. devices with critical
alarm.

Alarm setting
guidelines.

Device /alarm
maintenance
registers.

NSR.9:

Standard:

The facility has systems in place to ensure facility -wide recognition of &
response to clinical deterioration.

Rationale:

Functional & long-term outcome of early detection & timely providing urgent care
to deteriorating patients is more superior to resuscitation of patients with cardio-
pulmonary arrest. Studies have shown that this strategy has positive impact on
reducing in-facility mortality & improving patient safety.

15




Survey Process:

Review the policies, procedures &/or process to develop, implement &
maintain a facility-wide system established for recognition of & response
to clinical deterioration.

Review the process established to measure & document observations via
general observation chart including; respiratory rate, oxygen saturation,
blood pressure, heart rate, temperature, consciousness level, etc.

Review the process established to build rapid response teams & to ensure
regular rehearses.

Check evidence & staff training concerning recognition & communication
of clinical deterioration.

Observe compliance with policies & procedures for recognition of &
response to clinical deterioration.

Documents Interviews Observations
Policies & procedures Clinicians. Compliance of rapid response team to
for early recognition of clinically deteriorating patients

& response to clinical
deterioration include

dye allergy.

Staff training records.

equip with defibrillator...

Medical Records for

relevant forms

16
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B. Medication Management Safety Standards:

NSR.10:

Standard:

Policy & Procedures for medication management safety including at least the
following:

NSR.10.1 Abbreviations not to be used throughout the organization.

NSR.10.2 Documentation & communication of patient's current medications
& discharge medication.

NSR.10.3 Labeling of medications, medication containers & other solutions.
NSR.10.4 Prevent errors from high risk medications.
NSR.10.5 Prevent errors from look-alike, sound-alike medications.

Rationale:

Policies & procedures fostering a culture that supports standardization &
documentation, which helps to create consistency in patient safety practices
minimizing patient harm.

Survey Process:

= Review the relevant medication management safety policy & check if it
includes all the standard’s items.

= |nterview staff to check their full awareness of policies & procedures.

Documents Interviews Observations
Medication Physicians,

management Nurses &

safety policy & Pharmacists.
procedures.
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NSR.11:

Standard:
Abbreviations not to be used throughout the organization are:

U/ IU.

Q.D., QD, q.d., qd.

Q.0.D., QOD, qg.0.d., qod.
MS, MSO4.

MgSO4.

Trailing zero (5.0).

No leading zero (.5).

Dose x frequency x duration.

Rationale:

Abbreviations avoidance prevents misunderstandings, miscommunications &
administration of incorrect prescription. The abbreviations mentioned in this
standard are commonly misinterpreted (such as |U could be understood V).

Survey Process:

» Review appropriate number of medical records (not less than 10) & check

for the used abbreviations with medication orders.

» |nterview medical staff for awareness of the prohibited abbreviations.

Documents

Interviews

Observations

Medical records.

Medical staff for
awareness.

18




NSR.12:

Standard:

A process is established & implemented to obtain & document a complete list of
the patient's current medications upon admission to the organization including
patient involvement.

Rationale:

Medication reconciliation at every patient care transition effectively reduces
medication errors such as; omissions, duplications, dosing errors, &/or drug
interactions. This may result from unintended medication discrepancies.

Survey Process:

» Review appropriate number of medical records (at least 10) & check for
the documentation of current medications upon admission.

= Interview with appropriate number of patients & asking them if they were
asked by doctors about their current medication & if they were educated if
any will interfere with the new prescribed medications.

Documents Interviews Observations
Medical records. Physicians & Patient’s own
Patients. medications to be

compared with
documented current
medications.

NSR.13:

Standard:

All medications, medication containers (e.g., syringes, medicine cups, basins),
&/or other solutions on & off the sterile field in peril-operative & other procedural
settings are labeled.

Rationale:

Labeling of medication containers at the point of care assists health care
providers to identify the correct medicine &/or fluid at all times & reduce the risk
of medication error as well.

19




Survey Process:

Observe at the peril-operative & other procedural settings if medication
containers are labeled.

Documents Interviews Observations
Policy of Operating theater Peril-operative & other
medication labeling & anesthesia procedural settings observe
in Peril-operative & staff for the medication syringes or
other procedural awareness. other containers labeling.
settings.
NSR.14:
Standard:

Look-alike & sound-alike medications are identified, stored & dispensed in a way
which assures that risk is minimized.

Rationale:

Identification & differentiation is an error reduction strategy. Using look alike &
sound alike (LASA) medications could lead to wrong dispensing & administration.

Survey Process:
= Review the updated list of look -alike & sound -alike medications.
» |Interview pharmacists & nurses & check if they understand how to

minimize the risk associated with using look- alike sound - alike
medications.

= Observe at the pharmacy & the medication carts the labeling of LASA
medications.

= Review the medical records to check if doctors write the purpose of drug
usage, to avoid confusion due to LASA medication during dispensing by
the pharmacist.

20




Documents Interviews Observations

List of look -alike & Pharmacists or LASA medication storage at

sound -alike nurses. pharmacy & medication carts.

medications policy
& procedures.

C. Invasive Procedure Safety Standards:

NSR.15:

Standard:

Policy & Procedures for invasive procedures safety including at least the
following:

NSR.15.1 Pre-procedural marking of site of procedures.

NSR.15.2 Process for Pre-procedural verification of all Documents& equipment
needed for invasive procedures.

NSR.15.3 Accurate & documented patient identification done just before
procedure (time out).

Rationale:

Performing the right procedures on the right patient & on the right side.
Establishing related policies & procedures, otherwise known as the universal
protocol, is the initial step for offering safe intervention.

Survey Process:

= Review the invasive procedures safety policy & procedures & check if it
includes all the standard’s items.

= Interview staff to check their awareness.

Documents Interviews Observations
Invasive procedures Radiologists &
safety policy & surgeons.
procedures.
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NSR.16:

Standard:

The precise site where the invasive procedure will be performed is clearly
marked by the physician with the involvement of the patient.

Rationale:

Visible & clear site marking is an error reduction strategy that should be
performed by the authorized person performing the procedure while the patient is
awake.

Survey Process:

Review invasive site marking policy & procedure & check that it specifies
situations for site marking (laterality, multiple structures or levels), states
that organization wide site marking is done with a recognizable &
consistent mark, which should resist disinfection procedures, should be
visible after draping, should be made by the authorized person performing
the procedure & should be done when the patient is awake & fully aware.

Review the checklist & observe whether it is dedicated to this standard or
it is a part of a wider checklist (surgical safety checklist, universal protocol
checklist).

Review relevant post- operative patients’ medical records & check for
documentation evidence.

Interview surgeons/interventionists & check their understanding of this
process.

Interview relevant post-operative patients & check their involvement in site
marking.

Observe implementation of this process at the intervention room if
possible.

Documents Interviews Observations
Invasive site Radiology & Pre-procedure verification
marking policy & Surgical staff. (if possible).
procedures.
Surgical safety Invasive Site markers at patient care
checklist procedures staff. areas.
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NSR.17:

Standard:

A process or checklist is developed & used to verify that all Documents&
equipment needed for surgery or invasive procedures are on hand, correct &
functioning properly before the start of the invasive procedure.

Rationale:

Ensuring availability of patient data & the necessary functioning equipment
minimizes the risk of errors. Implementing regular checkup is a quality improvement
process that should be guided by well-designed checklists performed by well-trained

staff.

Survey Process:

Review document & equipment verification policy & procedures & ensure
that it supports a documented verification process for: patient Documents
(consent, physical examination, medical assessment, nursing
assessment, pre-anesthetic assessment), as well as patient laboratory &
radiologic test results, procedure devices &/or blood products.

Review the checklist & observe whether it is dedicated to this standard or
it is a part of a wider checklist (surgical safety checklist, universal protocol
checklist).

Review medical records of post-operative patients & check for checklist
utilization.

Interview relevant staff checking their full understanding of this process.

Observe implementation of this process at the intervention room if
possible.

Documents Interviews Observations
Documents & Radiologists & Pre- invasive procedure
equipment verification Surgical team verification including sign in
policy & procedures. staff. process.
Documents & Invasive
equipment verification procedures
checklist staff.

23




NSR.18:

Standard:

There is a documented process of accurate patient identification just before
starting invasive procedure (time out), to ensure the correct patient, procedure, &
body part.

Rationale:

Double checking that is verified by others, declared & documented is a quality
improvement process that minimizes errors.

Survey Process:

Review pre-intervention policy & procedure for preventing wrong patient,
wrong site/side, & wrong invasive procedure & ensure that it supports
patient, procedure, as well as part of body verification just before start of
the procedure, regardless whether the patient is anesthetized, sedated or
awake (Time Out).

Review the checklist & observe whether it is dedicated to this standard or
it is a part of a wider checklist (such as surgical safety checklist, universal
protocol checklist).

Ensure that the policy states clearly the responsibilities of each of the
operative/intervention team members in implementing this standard.

Review medical records of post-operative patients & check for checklist
utilization.

Interview relevant staff to check their understanding of this process

Observe implementation of this process at the intervention room if
possible.

Documents Interviews Observations
Pre- intervention patient Radiologists & Time out process,
identification policy & Surgical team staff,
procedure,
Time out/surgical safety Invasive
checklist in Medical procedures staff,
Record,

4




D. Environmental Safety Standards:

NSR.19:

Standard:

There is a well-structured & implemented fire & smoke safety plan that addresses
prevention, early detection, response, & safe exit when required by fire or other
emergencies & including at least the following:

NSR.19.1: Frequency of inspecting fire detection & suppression systems,
including documentation of the inspections.

NSR.19.2: Maintenance & testing of fire protection & abatement systems in all
areas.

NSR.19.3: Documentation requirements for staff training on fire response &
evacuation.

NSR.19.4: Assessment of fire risks when construction is present in or adjacent to
the facility.

Rationale:

The facility must be vigilant about fire safety as fire is an ever present risk in a
facility.

Survey Process:

Review the fire safety plan, facility fire safety inspections, & fire system
maintenance. Fire alarm should be effectively working. Fire fighting & smoke
containment should comply with civil defense requirements. Review plan of
testing (drills) & staff training (all staff should be trained on fire safety).
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Documents Interviews Observations
Functioning fire alarm,
firefighting equipment, smoke
Fire Safety Plan. Facility staff. containment facilities,

emergency exit signs,
emergency exit doors, &
assembly points.

Documents showing
staff participation in
evacuation drills &

Fire safety training.

Staff response in case of fire &
evacuation.

Fire Safety Inspection
Reports & risk
assessment.

Safe storage, smoking outside
safe areas, using kettles, unsafe
electric cords, & other high risk
devices.

Fire & alarm system
maintenance records &
contracts.

Maintenance
Staff.

NSR.20:

There is a well-structured& implemented plan for hazardous materials (Hazmat)
& waste management for the use, handling, storage, & disposal of hazardous
materials & waste addressing at least the following:

NSR20.1 Safety & security requirements for handling & storage.

NSR20.2 Requirements for personal protective equipment.

NSR20.3 Procedures & interventions to implement following spills & accidental

contact or exposures.

NSR20.4 Disposal in accordance with applicable laws & regulation.

NSR20.5 Labeling of hazardous materials & waste.

NSR20.6 Monitoring data on incidents to allow corrective action.
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Rationale:

The facility should have a hazmat& waste management program that addresses
different requirements. The facility environment, staff, patients, relatives &
vendors should be safe from hazardous material exposure & waste all over the
time.

Survey Process:

* Review the hazardous material & waste management program to make
sure that it covers all safety requirements of hazardous materials, safe
storage, handling, spills, required protective equipment & waste disposal
in accordance to local laws & regulations.

= Review the hazardous material & waste disposal plan, hazardous material
& waste inventories, as well as Material Safety Data Sheet (MSDS), &
inspect hazardous material labeling & storage in addition to waste
collection, segregation storage & final disposal.

Documents Interviews Observations
Hazardous material & All facility Storage & labeling of
waste disposal plan. staff. hazardous materials.

Hazmat & waste Waste collection bags
inventories. Storage place as regard:

proper ventilation, cleaning
&appropriate labeling
&signage.

MSDS. Centers that use PET CT
and/or nuclear medicine
(NM) shall have suitable hot
lab for preparation of the
radioactive isotopes & waste
storage & disposal area is
leaded according to local
laws and regulations.

Relevant contracts.

Hazardous material &
waste risk assessment.
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NSR.21:

Standard:
There is a well-structured & implemented safety & security plan/s.

Rationale:

The facility should have safety & security plan/s that cover all requirements. The
facility should ensure a safe & secure physical environment all the time.

Survey Process:

e Review safety & security plan/s, & make sure of including suitable risk
assessment surveillance, security high-risk areas & security requirements,
as well as access control areas. Review surveillance rounds plan,
checklist, different observations & check for proper corrective actions
when applicable &Personnel protective equipment (PPE).

e Check for security plan, cameras monitors, staff ID & access controlled
areas.

Documents Interviews Observations

Safety & Safety officer - Interior space meets the needs
security plan /responsible. for staff, patients, visitors &
vendors safety.

- Furnishing & equipment are safe
& maintained.

- Proper security and access
control of identified high risk
areas (ionizing radiation rooms,
MRI and others)

- Proper warning signage and
lamps are in place.

Surveillance - Appropriate PPE for staff
checklist.

- There are measures to protect
patients, visitors, &staff against
harm, including assault, violence
& aggression.
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NSR.22:

Standard:
The facility has well-structured & implemented radiation safety program.

Rationale:

The facility should have documented radiation safety program according to local
laws & regulations. The facility environment, staff, patients, relatives & vendors
should be safe from radiation hazards.

Survey Process:

e Review the radiation safety program & make sure of presence of level of
exposure according to local laws & regulations, shielding methods &
safety requirements for staff & patients.

e Review environmental radiation measures, thermo luminescent dosimeter
(TLD) &/or badge films of the staff results, CBC results, & lead aprons
inspection & check for staff awareness. Review MRI safety program if

applicable.
Documents Interviews Observations
- Radiation safety Radiology Radiology equipment maintained
program /MRI staff. & calibrated.
safety program.
- License.
- TLD/badge films Staff have self-monitoring tool like;
monitoring badge film, dosimeter or Thermo-
results. luminescent dosimeter (TLD).

- Environmental
monitoring
results.
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Documents

Interviews

Observations

Regular CBC of
exposed staff

- For facilities that have "nuclear
medicine or PET CT).

- Appropriate & safe waste
disposal for radioactive
materials when applicable.

- Isolated sewage disposal.

- Safe hot lab for radioisotope
processing.

- Isolated waiting area for
injected patients.

Log book of lead
aprons or other
shielding tools

MRI safety program in place and
implemented include screening for
metals, metallic implants and

inspection. devices & use of MRI compatible
devices. How to manage
claustrophobia and medical
emergencies.
NSR.23:
Standard

There is a quality control program covering inspection, testing, maintenance and
calibration of medical devices.

Rationale:

The facility should have a quality control program to make sure of accurate
results, safe and accurate equipment & to keep patients and staff safe from

radiation exposure.

Survey process:

Review the quality control program & ensure availability of all required
documents, inventory of medical equipment, planned preventive maintenance
(PPM) and calibration schedules & Documents of staff training, quality control

procedures.
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Documents Interviews Observations

- Quality control Radiology -Preventive maintenance
program manager /in & calibration cards on
charge. the medical equipment.
- Inventory of medical
equipment.
- PPM & calibration
schedule.
Staff training (radiation Nurses & ask - Work instructions are

critical devices equipment.

as defibrillator.

- Quality control
procedures (image
uniformity, slice

thickness, resolution).

- How to minimize
radiation dose as
possible.




Operating Manual Outlines

General Components:

overview:

a.

® oo o
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A brief general description of the facility.

Scope of services.

Organizational charts.

NO Smoking policy.

Parking policy (Accessibility of emergency vehicle to the facility).
Internal and external communication processes.

Contract oversight / monitoring process.

. Management of information system:

Data management plan.

List of approved &prohibited abbreviations.

Data retention process.

Data backup process.

Release of CD Exams to Patient and/or another Party.

. Medical Record:

Initiation (unified medical record number).
Contents and organization.

Medical record release.

Tracking.

Retention/storing.

Standardized coding system.

Medical record destruction.

Standardized forms.

Monitoring of medical record completion.



4. Provision of Services:
a. Consistent process of registration.
Patient identification policy.
Uniform care process.
Communication with patient having special communication needs.
Care of psychiatric patients.

0o o0 T

Effective process to provide cardiopulmonary resuscitation whenever
needed.

5. Quality management & Patient safety:

Quality improvement, Patient safety & risk management plans.

OVR management system.

Sentinel events management system.

Initiation of a new process or changing of existing one.

Process to prevent wrong patient, wrong site, wrong /procedure.

Patient fall:

i. Identification of patient at risk.
ii. Assessment.
iii. Intervention.
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6. Infection prevention and Control:

a. Infection prevention and control structure:
Infection prevention and control plan.
Handling sharps.

Standard and transmission based precautions.

® oo o

Housekeeping P&P:

i. Alist of all environmental surfaces to be cleaned.
ii. Schedule of cleaning.
iii. Procedures to be used.
iv. Agents to be used.
Handling blood /body fluids spills.

—h

. Safe disposal of medical waste.

0O @

. Handling construction projects.
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i. Personnel protective equipment use.

j- Proper hand hygiene practices.

k. Employees' immunization & post exposure management.
|. Safe injection practices.

7. Effective patient & family education process:

8. Patient & family rights:

Patient & family rights and responsibility statement.
Patient privacy throughout the care process.
Protection of Patient belongings.

Patient protection against abuse, unauthorized access.
Informed consent policy.
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Patient complaints policy.
9. Moderate and deep sedation management system
10.Emergency transfer of patients.

11.Medication management:

a. Medication management plan including:
i. Procurement.

ii. Storage.

iii. Prescribing.

iv. Preparing.

v. Administration.

vi. Monitoring.
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12.Facility Management and Safety

a. The facility management and safety program including the following
written and approved plans:

i. Safety of the Building.
ii. Security.
iii. Hazardous materials and waste disposal.
iv. Internal emergency.
v. Fire Safety.
vi. Medical equipment.
vii. Utility System.

Specific Components:

1. Radiation safety plan.
2. Comprehensive training and competency assessment program .

3. Inventory management and tracking the use of critical materials,

supplies, and reagents.

4. Quality control.

5. Radiology service:

a. Reporting critical results.
b. Interventional radiology process.
c. Contrast:

i. Comprehensive Contrast Policy.
ii. Guidelines for IV Access for Contrast.
iii. Intra osseous lodinated Contrast Injection Guidelines.
iv. Administration of Contrast via Indwelling CVC in the Adult Patient.
v. Administration of Enteric and IV Contrast on Inpatient Unit.
vi. Education for Patients Receiving IV Contrast Policy.
vii. Education Sheet for Patients Receiving IV Contrast.
viii. MRI Criteria for EGFR Lab work.

ix. Contrast Protocol for CTA Brain and Cerebral Perfusion and CT Brain,
CTA Brain and Cerebral Perfusion.
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d. CT:

Vi.
Vii.

CT of Patients with Implantable and External Electronic Medical
Devices.

. CT Protocol Development.

iii. CT Request for Protocol Change.

. CT IV Size Protocol for Pediatric Patients.
. CT IV Size Protocol for Adult Patients.

CT Breast Feeding Information Form.
Body Imaging Percutaneous Procedures Anticoagulation Guidelines.

e. MRI:

i.

ii.
iii.
iv.
V.
Vi.
Vil.
viii.

Xi.

Xii.

a.

b
C.
d
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Contrast Enhanced MRI Information Sheet.

Emergency Situations in the MR Environment.

MR Safety for MR and Non-MR Personnel.

MRI Safety Policy.

Screening Patients for MRI Procedures.

Breast Feeding Information Form.

MRI Safety Practices.

Standard of Care for Screening Outpatients Prior to MRI.

. MR Zoning Policy.
. MRI Center Blueprint Zone.

Procedure for Patients that are Breast Feeding After the
administration of Gadolinium Intravenously.

Reporting MR Safety Violations.

. Radiotherapy:

Proper staffing.

. Radiation therapy administration, side effects, and safety precautions.

Spill management.

. Special radiation techniques (brachytherapy, stereotactic radiotherapy,

unsealed sources, other techniques), including preparation and
delivery guidelines.

Radioactive iodine Management.

Management of neutropenia and other related complications of
radiation therapy.



Leader ship Related Requirements

1. Leadership manual including:

a. Administrative:

i.
ii.
iii.
iv.
V.
Vi.

Vii.

viii.

Xi.
Xil.
Xiii.
Xiv.

XV.

Mission, Vision and Values Statement.
Organizational Chart.

Leadership Structure.

Leadership Responsibilities.
Standards of Patient Service.

Culture of Safety and Quality.

Leadership Support of Quality Initiative Monitoring and Improvement
Activities.

Budget Process.

. Orientation of Top Management and Senior Medical Staff.
. Confidentiality of Information — General Rules.

Information management plan.

Community Needs Assessment.

Release of Patient Information to News Media.
Dress code.

Disruptive and Inappropriate Behavior.

b. Ethics:
i. Research Conduction Guidelines.

ii. Conduction of Clinical Research.

iii. Sexual Harassment.

iv. Conflict of Interest.

2. Code of conduct.

3. Organizational ethics.

4. Governance Policy
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Strategic and operational plans.
Contract monitoring policy.
Quality, Patient safety and risk management plan/s).

Key performance indicators.
a. Policy.
b. Indicators.

Training program of facility leaders including not limited to:
Quality concepts, skills and tools.

Problem solving.

Conflict resolution.

Team management.

Communication skills.

Data management (as related).

@ m o o0 T o

Change management.
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Workforce Related Requirements

1. Staffing plans:
Process of Recruitment.

Credentialing process.

P 0N

Competency assessments:
a. Initial.
b. Ongoing.

5. Privileging process.

6. Radiation Safety Officer:
Recruiting.

Credentialing.

Clear role (Job Description).
Appraisal.
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Training.

7. Employee Manual including not limited to the following processes:
Assignment and Reassignment.

Staff appraisal.

Staff complaints.

Staff satisfaction (staff retention).

Code of conduct.
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Disciplinary actions.
g. Termination.

8. Staff health program with special consideration of:
a. Pregnant staff.
b. Levels of radiation exposure.(proactive and reactive actions)




9. Job descriptions:
a. Policy.
b. Forms.

10.New employee orientation program:
a. General orientation program.
b. Specific orientation programs.

11.Personnel file:
a. Initiation.
b. Management.
c. Contents.
d. Update.
e. Retention time.
f. Disposal.

12.1dentification of staff training & educational needs.
13.0ngoing scheduled educational program.

14.Basic and advanced life support certification (as related).
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