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Abstract: Healthcare providers are investing considerable resources for the development of quality
management systems in hospitals. Contrary to these efforts, the number of tools that allow the
evaluation of implementation efforts and the results of quality, security and sustainable development
is quite limited. The purpose of the study is to develop a reference framework for quality and
sustainable development in healthcare, Sanitary-Quality (San-Q) at the micro system level, which is
compatible with applicable national and international standards in the field. The research method
consisted of the study of literature, identification and analysis of good sustainability practices in
healthcare, which allowed identification of the areas of the new San-Q framework: quality, economic,
environmental, social, institutional and healthcare. These areas are incorporated into the core topics
of social responsibility mentioned by ISO26000. A total of 57 indicators have been defined that make
up the new reference framework. The evaluation format of the indicators is innovative through
a couple of values: completion degree-significance. In the experimental part of the research, a
pilot implementation of the San-Q framework at an emergency hospital was performed, the results
recorded in terms of responsibility for human rights being presented. The conclusions of the study
reveal the innovative aspects of the framework that facilitate the development of a sustainability
strategy promoted through performance indicators, the results obtained after evaluation being useful
in establishing a reference level of sustainability but also in developing sustainability policies.

Keywords: healthcare; sustainable development; human rights; assessment; reference framework;
facility

1. Introduction

Sustainability is defined by the quality of an anthropogenic activity to be carried
out without exhausting the available resources and without destroying the environment,
and thus without compromising the possibilities of satisfying the needs of the next gen-
erations [1]. While quality is defined by the ability to satisfy good execution for activity
requirements, continuation of this ability over time is the sustainability which refers to the
organizational long-term health. Human rights consist of the whole set of basic rights to
which all people are entitled, taking into account two broad categories of human rights,
civil and political, which in the context of healthcare are directly related to the promotion of
equal opportunities, access to healthcare and also promotion of sustainable and responsible
behavior. A sustainable environment is essential for the full observance of a wide range of
human rights, including the right to life and healthcare.
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In this context, the term “sustainable development” is often used, according to which
the needs of current generations are met without depleting available resources, without
destroying the environment and without endangering the capacity of future generations to
secure the resources they need, which means a good quality of life supporting the human
rights for current and future generations [2].

One of the stated objectives of community health policy is to protect citizens from
threats, to maintain their health and to support sustainability. New technologies have the
capacity to revolutionize healthcare systems, to contribute to their sustainability in the
future [3]. E-health, genomics and biotechnology [4,5] can improve disease prevention,
treatment management and support the transition from hospitalization to primary care
and prevention.

Healthcare providers are investing considerable resources for the development of
quality management systems in hospitals. Contrary to these efforts, the number of tools
that allow the evaluation of implementation efforts and the results of quality, security and
sustainable development are quite limited [6].

In the project “Deeping our understanding of quality improvement in Europe’
(DUQUE) [7], organizational culture was associated with some structural features with-
out establishing a direct relationship with the implementation of quality management in
healthcare facilities. Moreover, ref. [8] developed seven methods for measuring quality
management at the hospital level, which reveals a more comprehensive picture of the
quality management implementation degree in hospitals, at different levels and in different
hospital departments.

Unlike the usual commercial activities, which are essentially amoral, healthcare is
an activity with an intrinsic moral purpose, in which the range of corporate misconduct
is limited, making health organizations more difficult to sanction [9]. The concept of
health responsibility is a characteristic element of public health policies but also of public
discourses on health. Snelling [10] points out that the utilization of this concept is defective,
conceptually inconsistent, and therefore needs to be remedied.

G8 commitments, but also global initiatives to strengthen health systems, have paid
more attention to the factors that affect health system performance. The results of research
by Gruskin et al. [11] indicate the potential benefits of including human rights in these
approaches, which would have the effect of increasing participation and involvement of
clients in health systems, would facilitate the expansion of the concept of equity, through
better awareness of policies and laws beyond current regulations and, through this, would
help strengthen accountability mechanisms.

La Rosa et al. [12] believe that new approaches to social responsibility and health need
to be developed to ensure that scientific and technological progress contributes to justice,
equity and the interests of humanity. Houtepen and Meulen [13] developed the concept
of reflective solidarity which, together with the concept of responsibility of healthcare
institutions, political decisionmakers and citizens as recipients of healthcare, includes
elements of social justice.

In this context, a causal hypothesis of the research is formulated, according to which
the employment of reference frameworks is efficient in the sustainable development of
healthcare facilities at the micro system level, promotes sustainable and responsible be-
havior and, through access to healthcare and equal opportunities, provides respect for
human rights.

The general objective of this research is to define and develop a reference framework
for sustainable development in healthcare, at a micro system level, which is compatible
with the applicable national and international standards in the field.

The specific objectives of the research are:

7
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To identify the core activities of a framework for sustainable development in healthcare;
2. To select the best practices from healthcare systems, which are reported worldwide
in meta studies and which are related to the implementation of quality management
systems and sustainable development activities;
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3. To design the indicators that make up the framework for sustainable development
in healthcare;

4. To develop a method for indicator evaluation;

5. To validate in practice the new innovative framework for sustainable development.

2. Materials and Methods
The scientific research in this paper is exploratory and has been used as research method-

ology:

1. Design of the areas of the new framework according to the quality cycle by employ-
ment of sustainability concepts, legal norms in the medical field, requirements of the
social responsibility standard and other similar existing frameworks;

2. Identification of the successful sustainable medical practices presented in the scientific

literature that fall within the areas of the new framework and which can be used to

describe indicators;

Conception of the framework indicator matrix;

4. Design of the indicators content and the method for evaluation by using the relevant
practices from the medical literature;

5. Pilot implementation of the framework aimed at validating in practice its content and
the associated methodological approach.

w

2.1. Areas of the New Reference Framework

In the research, it was necessary in the first stage to establish the areas that make up
the new reference framework.

The fields of the new reference framework were established by exploring the medical
scientific literature and by collecting the most relevant ideas, which allow a causal and
significantly positive relationship between a good organization and sustainability [14].

At this stage, in view of Isaksson’s conclusions [15], it was considered the symbiosis of
practical interest between quality management and sustainability, which need to be further
explored for a healthcare unit. Zdravkovic and Radukic [16] point out that, in addition to
the 3 established areas of sustainability, social, environmental and economic, it is advisable
to incorporate the institutional dimension which can manage sustainable development, in
the interest of present and future generations.

After analyzing the 4 conceptual components of the frameworks developed so far
and presented in the literature, we considered medical services as the 5th core area of a
healthcare facility.

The conceptual model for the development of the San-Q framework is presented in
Figure 1, which incorporates the legislation and medical standards, as well as the indicators
from the existing reference frameworks [17].

Based on the global requirements, standards, procedure and methodology for the
evaluation and accreditation of hospitals [18], as well as the standards of the National
Authority for Quality Management in Health (ANMCS) for outpatient health services [19],
but also regional specificity, the San-Q framework has been developed. It takes into
account that the healthcare system can and should play a key role in promoting community
coherence and should also seek environmental responsibility and financial stability.

For this reason, the San-Q reference framework is structured on the 3 dimensions
of sustainable development, social, environmental and economic, to which the quality
of institutional governance and healthcare are added, that are integrated in the seven
core subjects of the standard ISO26000—Social responsibility guidelines [20], governance,
human right, labor, environment, business practices, consumer and community, adapted to
the context of healthcare provision (Figure 2).
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Figure 1. Conceptual model for the San-Q reference framework development.
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Figure 2. The pillars of sustainable development and the social responsibility core topics according
to ISO 26000.

With this support, the San-Q reference framework was structured on the 4 main phases
of the quality cycle, Planning—Implementation—Evaluation—Review (PIER), that were
adapted to the healthcare design of medical services provision, medical services provision,
medical services evaluation and continuous improvement.

In the Planning phase, the San-Q reference framework includes the design of medical
services provision that covers all aspects related to the definition of healthcare provision in
the healthcare facilities. The Implementation phase consists of providing healthcare services
that represent the process of treating patients. In the Evaluation phase, the San-Q reference
framework includes the evaluation of healthcare services that comprises all aspects related
to the evaluation of patient satisfaction, the effectiveness of treatment and the evaluation of
medical staff satisfaction. The Review phase takes place after the provision of healthcare
services and their evaluation, by conducting self-assessments and redesigning healthcare
services, thus ensuring continuous improvement.
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In order to establish the indicators that make up the San-Q reference framework, each
of the four phases of the quality cycle were divided into two basic activities: P.A. Accredita-
tion of healthcare services, P.B. Patient-centered care interventions design, I.A. Healthcare
provision, I.B. Transfer assurance, E.A. Local opinion leaders’ evaluation and involvement,
E.B. Satisfaction assessment, R.A. Self-assessment and R.B. Healthcare services innovation.

The core activities of the continuous improvement cycle for the sustainable develop-
ment of the healthcare facility are represented in Figure 3.

Continuous improvement of sustainability within the

healthcare facility

Self assessment
S PA.
Healih
:;m Accreditation
. E ofhealth care
innovation 5
Services
R.A. PB.
Self R - Patient-
assessment Continuous Design of medical cmtetﬂdcam
improvement SETVICES Provison mte;::nhﬂns
i
The framework for sustainable e
development assessment
EB. E I LA.
Satisfaction Medical services Medical services Healthca.ne
assessment evaluation provision FIEISOL:
EA. LB.
Local opinion Transfer
leaders AsSsSUTance
evaluation and
involvement

Figure 3. The basic activities of the continuous improvement cycle for the sustainable development
of the healthcare facility.

2.2. Sustainable Medical Practices Presented in the Scientific Literature

In the second stage of the research, in order to design the performance indicators that
make up the new reference framework for sustainable development, we conducted a quali-
tative study of the scientific literature, mainly in the PubMed database. First, we analyzed
the healthcare facilities that are considered representative of medical performance, having
different levels of human capital and forms of public/private ownership, from which we
deduced the most relevant sustainability practices that are confirmed in meta studies.

The relevant approaches regarding quality and sustainability were searched by key-
words and collected, after which a comparative analysis was performed and the practices
of interest for this research were extracted.

We have explored the practices for quality and sustainable development, and we
have found diverse paths that can support healthcare facilities to find a common way for
sustainability implementation. The key issues collected and used in the methodology are:

1.  Vision/mission/objectives related to quality and sustainability assessment;

2. Previous experience of the healthcare facility;

3.  Institutional context and key issues on the transition from sustainability assessment
to sustainable development;

4. Key success factors.
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The specialized literature exploration allowed the identification of the successful
practices, designed and verified in practice, which we present below, grouped on the basic
activities of the quality cycle.

2.2.1. P. Design of Medical Services Provision
P.A. Accreditation of Healthcare Services

The analysis of the quality assurance processes evolution within the hospital is marked
by two main stages, namely the professional administrative stage and the organizational
stage [21]. Alaraki’s research findings [22] indicate a direct correlation between hospital
performance and the 8 total quality management practices: leadership, staff involvement,
information processing, continuous training, customer orientation, continuous improve-
ment, process approach and provider management. Hospital accreditation may orient
these organizations to quality management but does not appear to improve overall patient
satisfaction [23].

Some studies compare the quality of care in accredited and non-accredited hospitals
for different medical specialties and conclude that the accreditation of the hospital as well
as of some of its specialties, such as acute myocardial infarction [24,25], traumatology [24],
outpatient surgery and infection control [26], have the effect of improving medical processes,
healthcare services and the organization and operation of the hospital.

Carotid duplex ultrasound scan results reveal significant overestimation by unaccred-
ited laboratories of carotid artery stenosis [25]. Lack of accreditation has been independently
associated with suboptimal management of sleep medications [25]. It has been statistically
proven that the survival rate of patients with severe trauma who are treated in accredited
hospitals is higher than the survival rate in non-accredited hospitals [25]. There were lower
mortality rates in patients who were treated in accredited hospitals [27].

A meta-analysis of 78 articles concludes that accreditation is increasingly used as a tool
which facilitates the quality improvement of medical services in low- and middle-income
countries, which have established national hospital accreditation programs tailored to their
national contexts [28].

P.B. Patient-Centered Care Interventions Design

The effectiveness of quality patient-centered interventions was investigated in random-
ized controlled trials and controlled clinical trials. The implementation of patient-centered
home healthcare has been strongly associated with important outcomes for both patients
and providers [29].

According to the study of Groene et al. [30], there is a lack of evidence that patients’
involvement or their representatives in hospital quality management leads to the establish-
ment or implementation of strategies and procedures to facilitate patient-centered care, but
the lack of evidence should not be construed as evidence for lack of effect [30].

The effectiveness of training interventions has been demonstrated, and the distribution
of informative material has positive effects on the medical consultation processes regard-
ing increased detection of psychological suffering, increase in the medical consultations
proportion in which all the patient’s health problems were analyzed and improvement of
the patient’s perception of the disease-specific information [31].

Moreover, mixed effects on medical consultation processes as determined by medical
staff were identified regarding patient-centered communication behavior, empathy skills,
use of various data collection skills as well as co-decision by patient involvement [32].

Depending on the direct needs of the patient, the medical staff prescribes the most ap-
propriate patient-centered approach, ensuring that it meets the three essential requirements:
partnership, communication and health promotion [33]. However, the results of the study
by Groene et al. [30] show that there is a need for better integration of patient-centered care
in quality management, and the motivation and impact of patient involvement in service
design and evaluation are assessed in a nuanced way.
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2.2.2. I. Medical Services Provision
I.A. Healthcare Provision

The effects of the computer applications developed for implementation of quality
management in hospitals are the efficiency of the quality management processes by reduc-
ing the number of documents, the information to be completed and the tasks but also the
information errors [34].

Jarvis et al. [35] assessed the impact of advanced electronic health records use on
the quality of hospital services and patient satisfaction. The results suggest that the most
advanced electronic health records have the greatest benefit in improving the quality of the
clinical care process, without having a negative impact on the patient experience.

The investigation of process data in the quality management system is useful for
estimating the results of the measures applied in healthcare, along with the continuous
evaluation which is essential [36].

Numerous studies, mostly controlled and randomized, have evaluated computer
systems that facilitate clinical decisions and provide strong arguments for their effective-
ness [37]. Studies have shown that computerized clinical decision support systems, both
commercially developed and locally developed, lead to:

1.  Substantial increases in the identification of the adverse events and adverse drug
rates [38];

2. Consistent improvement of preventive care services [39];

3. Adequacy of treatment and therapy ordered by providers in terms of conducting
clinical trials [40] and reduction in hospitalization costs [41,42];

4. Improvement of some morbidity outcomes, but studies have limited ability to detect
significant clinical differences in mortality [42].

Continuing education may involve care providers in the continuous improvement
of quality, but the dissemination of knowledge from trained staff to other staff remains
limited [43]. An effective medical education requires a combination of teaching methods:
online courses (self-study), face-to-face courses (traditional method) and a database of
materials [44].

Studies on single interventions show that median improvements in healthcare can be
achieved with the support of the educational materials [45] and reminders [46] but also
audit and feedback [47].

Studies on multiple interventions combining educational materials, educational meet-
ings, reminders, auditing and feedback conclude that multiple interventions are not more
effective than individual interventions and the increase is not proportional to the number
of interventions [48].

Overall, all studies consider that there is little evidence to support the link between
organizational culture and health performance [49], and the articulation of this relationship
is proved to be difficult [50]. Current available evidence does not identify effective and
generalized strategies for changing organizational culture [51], although it is appreciated
that investing in strategies to encourage a high-performance organizational culture can
assist hospitals in their efforts to improve clinical outcomes [52].

I.B. Transfer Assurance

A number of studies have evaluated the effectiveness of interventions aimed at improv-
ing hospital transfers. The transfer of technological solutions that are used can lead to the
prevention and reduction in adverse events and a better transfer quality satisfaction [53].

The study of healthcare reveals that supplementing verbal communication with a
written environment leads to improved information retention [53]. “White Papers” and
“Clinical Consensus Statements” [54] allow an efficient, uninterrupted verbal exchange.
The allocation of interview duration is focused on the sick patients and on the actions
needed to be taken, but the content needs to be continuously updated in order to ensure
the communication of the latest clinical information [53].
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Although education to improve transfer has not been shown to improve patient
outcomes, it does improve the attitudes, knowledge and skills of healthcare professionals
in the workplace [55].

2.2.3. E. Medical Services Evaluation
E.A. Local Opinion Leaders” Evaluation and Involvement

Initial medical education and continuous medical education are not sufficient to change
the behavior of doctors and health professionals. Healthcare professionals can appeal on
opinion leaders to positively influence the clinical environment and their colleagues but
without formalizing their role so as not to dilute the professional influence [56].

The identification of opinion leaders based on personal characteristics and interper-
sonal networks is described by Holliday et al. [57]. There is some evidence that the time
spent and the work of leaders can influence the quality and safety of clinical outcomes,
processes and performance [58].

Flodgren et al. [59], who looked at medical practices in 337 hospitals, concluded that
evidence-based medicine can be successfully promoted by opinion leaders, individually or
in combination with other interventions, without concluding on how to optimize opinion
leaders’ interventions. Although evidence-based practice can be successfully promoted by
local opinion leaders, there is no certainty that this widely applied practice is effective [60].

E.B. Satisfaction Assessment

Patient satisfaction is considered an indicator that interferes with the effectiveness of
interventions. There is evidence from healthcare professionals that patients with a higher
level of satisfaction recover faster [61].

It has been found that patient satisfaction increases with the communication skills of
the medical staff, and for this reason, healthcare providers must identify the components of
the communication that need improvement and then to improve the skills of the medical
staff which will increase the level of service provided to patients [62].

The success of group cooperation and coordination is influenced by social capital,
and studies show that hospitals with well-developed quality management systems have a
higher degree of social capital [63]. By improving social capital, the satisfaction of nurses in
the workplace could be improved and lead to a better quality of patient care [64].

2.2.4. R. Continuous Improvement
R.A. Self-Assessment

An attractive alternative to the strategy of implementing the quality management
system at the level of the entire hospital is the continuous improvement of the quality
within the hospital departments, but this option must be validated by successive long-term
evaluations [65].

A number of studies based on experimental or quasi-experimental design have investi-
gated in detail the effectiveness of audit and feedback and have shown small and moderate
but systematic effects on the effectiveness of professional development [48]. In situations
where basic performance is low, the effectiveness of feedback increases if it is repeatedly
provided by a colleague or supervisor, verbally or documented [66], and when it shows
both explicit measures as well as an action plan [67].

R.B. Healthcare Services Innovation

A limited number of individual studies have evaluated the effectiveness of Lean
and Six Sigma methods, which have reported improved healthcare in operating rooms,
emergency departments and reduced waiting times for patients [68]. Infection control
improvement and the increased proportion of non-cardiac patients receiving antibiotics
within one hour before surgery has also been reported [69].

In the case of operated patients, it has been found that the Lean and Six Sigma methods
have a high potential to improve the clinical condition in terms of optimizing outpatient
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efficiency, improving operating room efficiency, reducing surgical complications, reducing
in-department medical incidents, reducing mortality and limiting unnecessary costs and
duration of hospitalization [70], which can be reduced by about three days for surgical
patients [69].

Protocol compliance and patient safety improvement are the benefits suggested by
studies that have evaluated the effectiveness of patient safety checklists [71].

In the scientific literature, research is available on the effectiveness of incident report-
ing, which results in reduced mortality and improved patient survival at 1 year, decreased
rate of adverse drug events, improved communication between healthcare professionals
about patient safety, improved compliance with work processes and patient care monitor-
ing [72].

In order to increase the efficiency of safety feedback, the cycle needs to be closed,
and the sequence of reporting, analysis and investigation actions must be completed with
corrective actions that must be applied in a timely manner and that effectively address the
vulnerable aspects of the working systems [73].

Studies show that educational visits/meetings alone or when combined with other
interventions can be effective in improving healthcare processes. Benefits are usually
reduced to limited, but potentially important for compliance with the desired practice
and prescribed behavior [74]. Changing complex behaviors cannot be achieved with the
support of educational meetings alone. The effectiveness of educational meetings can be
increased through participatory growth strategies, which employ mixed interactive and
didactic formats and which are perceived as serious because they are focused on results [2].

2.3. Indicator Matrix of the San-Q Sustainable Development Framework

In the third stage of the research, in order to establish the list of indicators of the San-Q
reference framework, each basic activity in the quality cycle (Table 1, PIER lines) was linked
to the main basic topics of social responsibility (Table 1, columns 1-7).

Based on the correspondences established between the basic activities of the quality
cycle and the basic topics of social responsibility, as well as the sustainable healthcare activ-
ities, we designed the indicators matrix of the San-Q sustainable development framework,
which contains 57 indicators, as shown in Table 1.

The design of the 57 specific indicators, which make up the San-Q reference framework,
required a detailed description of them, accompanied by guiding questions for the evalua-
tion, as well as the elaboration of the method to quantify the degree of fulfillment. All this
facilitates the process of self-assessment of healthcare facilities in terms of implementing a
sustainable model of continuous quality improvement in the provision of healthcare.
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Table 1. Indicator matrix of the San-Q sustainable development framework.

Indicator Matrix of the San-Q
Reference Framework

1. Organizational
Governance

2. Human Rights

3. Labor Practices

4. Environment

5. Fair Healthcare
Practices

6. Patient Issues

7. Community
Involvement and
Development

P. Design of
medical services
provision

P.A.2.1. Healthcare
services

P.A.3. Change and

P.A.5. Attitudes of

P.A. Accreditation ~ P.A.1. Decision accessibility . P.A 4. Plan for . P.A.6. P.A.7. Community
of healthcare structures and P.A.2.2. Medical professional environmental the profession Performance involvement
. . development . toward . . o
services processes care services for . impact ditati information activities
disadvantaged promotion accreditation
groups
. PB.4.
PB.2. PB.3. Quality of Environmental P.B.6. Patient P.B.7. Content of

P.B. Patient-lefted

P.B.1. Quality

Interventions with

patient-lefted

criteria for the

P.B.5. Effective

self-care design

the interventions

I. Medical services
provision

care interventions  assurance . medical . interventions
. . positive effectson . . selection of . . and adapted to the
design processes design . . . interventions . . implementation .
patient satisfaction assurance materials used in self-management community
interventions

LAl IC.ﬁrlilii.uous I.A.6. Critical I.A.7.1.Networking
éoﬁbuterized I.A.2. Specific medical education I.A.4.1.Usability of I.A.5. Promotion ‘features. for and partnership

I.A. Healthcare . recycled materials . improving the LA72.

-, support systems medical 1.A3.2. . of the patient .

provision . . - LLA4.2. Recycling surveillance of Involvement of

for clinical approaches Dissemination and safety culture

decisions

use of clinical
practice guidelines

of waste

patients with
chronic conditions

volunteers and
training networks

1.B. Transfer
assurance

I.B.1. Transfer
evaluation
mechanisms

1.B.2. Fair transfer
interventions

I.B.3.
Interventions to
improve transfers

1.B4.
Environmentally
friendly transfer
interventions

1.B.5. Features that
affect transfer
effectiveness

LB.6.
Interventions to
reduce problems
in outpatients

1.B.7. Involvement
and participation
of professional
associations
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Table 1. Cont.

Indicator Matrix of the San-Q
Reference Framework

1. Organizational
Governance

2. Human Rights

3. Labor Practices

4. Environment

5. Fair Healthcare
Practices

6. Patient Issues

7. Community
Involvement and

Development
E.A. Local opinion EAL Ex1st.e.nce E.A.2. Evaluation  E.A.3. Improving EA4 : . EA6 oo E.A.?.Local
leaders’ evaluation and recognition of of current medical  professional Environmental E.A.5. Effective Patient-specific opinion leaders
and involvement local opinion ractices ractices consumption work practices issues involved in the
E. Medical leaders P P improvement management community
Serlicets; E.B.6. Patient
evaluation o . . . .
EB.Satisfaction Lo Monitoring g g poien E.B.3. Satisfaction satisfaction degree  E.B.7. Satisfaction
mechanisms . . . N/A N/A regarding regarding
assessment - satisfaction degree  of medical staff . )
assignment therapeutic partnerships
benefits
R.A.4.Waste
RA. RAL RA2. Ereedom of R.A.3. Audit and generation and R.A5. Feedback to  R.A.6. Complaints RA7Z. o
Self-assessment expression energy - Communitarian
Self-assessment feedback . medical staff management ST
tools assurance consumption initiatives
R. Continuous surveillance tools
improvement R.B.3. Six Sigma
i.lli;iiesalthcare R.B.1. Changes to N/A Z;d {Z)ea;ent in E'Bﬁé\é{izs;lfs R.B.5. Safety R.B.6. Incident R.B.7. Educational
. . healthcare services poy PP checklists report visits
innovation medical environment

organization
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2.4. Description and Evaluation Grids of the Human Rights Indicators

In order to illustrate the way in which indicators are defined and for reasons of space
constraint, this paragraph sets out the indicators that make up the field of human rights.

Human rights cover the whole set of basic rights to which all people are entitled,
taking into account the broad categories of human rights: civil, political, economic, social
and cultural rights. In the context of healthcare, they are directly linked to the promotion
of equal opportunities, access to healthcare, the promotion of sustainable and responsible
behavior and citizenship, respect for human beings and differences, and so on.

In this research, a self-assessment tool was designed to implement the innovative
framework for sustainable assessment of healthcare facilities.

The principle of the instrument is to answer the questions taken/derived from the
San-Q sustainable development framework and to evaluate these answers. As the ques-
tions characterize the indicators of the San-Q framework, the indicators are assessed by
evaluating the answers to the questions.

The numerical evaluation of the indicators was chosen because it allows the establish-
ment of benchmarks [75], the implementation progress monitoring, as well as monitoring
long-term sustainability trends [76]. The information provided allows for an X-ray of the
current situation and relevant decisions for the future [77].

In this paper, a new modality for numerical evaluation of the San-Q framework indi-
cators is proposed. The values used are of an information pair composed of the realization
of the indicator-the significance of the indicator [78]. Both categories of information are
classified by numerical values from 0 to 5.

The format of the indicators’ significance is presented in Table 2. The significance
categories are: 0—Not applicable, 1—Insignificant, 2—Reduced significance, 3—Significant,
4—Very significant, 5—High significance.

Table 2. Significance of the indicators.

V?é'ile Significance Category Description
0 Not applicable X
S The subject is of little importance to the healthcare facility
1 Insignificant . . .
and there is a marginal tendency for evaluation.
5 Reduced significarce Failure to comply with this requirement could adversely

affect the activity of the healthcare facility.

Failure to comply with the requirement could compromise
3 Significant the activity of the healthcare facility. It is essential to meet
the requirement for healthcare.

Failure to meet this requirement could jeopardize the
successful provision of healthcare. Fulfilling the

4 Very significant requirement is essential for the successful delivery
of healthcare.
5 High significance Failure to comply with the requirement may even

compromise the existence of the healthcare facility.

Completion degree of the indicators is evaluated by numerical values from 0 to
5, corresponding to the fulfillment categories which are: 0—Not applicable, 1—Weak,
2—Satisfactorily, 3—Good, 4—Very good, 5—Excellent.

Tables 3-18 show the evaluation grids of the indicators that make up the cycle of
continuous improvement of human rights in the healthcare facility.
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Table 3. The indicator P.A.2.1—Healthcare services accessibility.

Indicator P.A.2.1—Healthcare Services Accessibility

Healthcare services adapted to the specifics and requirements of

Indicator description the population.

Is the specificity of the treated patients identified?

Are the needs of the population regarding healthcare services identi-fied?
Does the design of healthcare services take into account the specifics of
the patients and the requirements of the population?

Do the healthcare services provided meet the specific needs of patients
and the needs of the population?

Evaluation questions

Table 4. Indicator evaluation grid P.A.2.1—Healthcare services accessibility.

V[a(1;1]1e Completion Degree Description
0 Not applicable X
1 Weak The specifics of the treated patients are identified.
5 Satisfactorily The. current and special needs of the treated patients
are iden-tified.
3 Good The explicit requirements of the population regarding

healthcare services are collected.

In designing healthcare services, the specifics of the
4 Very good patients and the requirements of the population are
taken into account.

The healthcare services provided meet the specific

> Excellent needs of patients and the needs of the population.

Table 5. The indicator P.A.2.2—Medical care services for disadvantaged groups.

Indicator P.A.2.2—Medical Care Services for Disadvantaged Groups

Indicator description Healthcare services for vulnerable/disadvantaged groups.

Does the planned care provide care for disadvantaged groups?

Are there specific services for disadvantaged people?
Evaluation questions If yes: what are they? Total number of healthcare services for

vulnera-ble groups.

If not: why?

Table 6. Indicator evaluation grid P.A.2.2—Medical care services for disadvantaged groups.

V[aé];e Completion Degree Description

0 Not applicable X

1 Weak Healthcare planning does not include care services for
disad-vantaged groups, and this is well-motivated.

5 Satisfactorily Care planning for cl'lsadvantaged groups is provided
in healthcare planning.
TThere are specific healthcare services for

3 Good .
disadvantaged peo-ple.
The total number of healthcare services for vulnerable

4 Very good

groups covers the identified requirements.

There is a continuing concern for the identification of
5 Excellent new care services for disadvantaged groups, and their
number is grow-ing since the previous assessment.
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Table 7. The indicator P.B.2—Interventions with positive effects on patient satisfaction.

Indicator P.B.2—Interventions with Positive Effects on Patient Satisfaction

Employment of interventions that indicate positive effects on
patient satisfaction:
Indicator description _the art of care;
_technical quality of care;
_evaluation of total satisfaction.

Are patient-centered interventions applied to their satisfaction?
Does the art of patient-centered care have positive effects on
patient satisfaction?

Is the technical quality of care improved?

Evaluation questions

Table 8. Indicator evaluation grid P.B.2—Interventions with positive effects on patient satisfaction.

Value

[G] Completion Degree Description
0 Not applicable X
1 Weak The healthcare provided is patient centered.
2 Satisfactorily Patient satisfaction with healthcare is assessed.
3 Good Plans are bemg.developed to improve
healthcare services.
4 Verv eood Patient satisfaction increases with
ye patient-centered healthcare.
5 Excellent The technical quality of healthcare is improved as a

result of the use of new medical technologies.

Table 9. The indicator I.A.2—Specific medical approaches.

Indicator I.A.2—Specific Medical Approaches

Appropriate and relevant medical approach to the patient.
Adaptation to specific patient constraints and situations,

Indicator description provision of a common place to wait/prepare/change clothes,
program adaptation to patient availability, provision of relevant
medical information.

How are patients’ specific constraints and situations assessed?
Are the conditions for medical services provision adapted to the
identified specific requirements?

Is there a common place for patients to

wait/prepare/change clothes?

Is the medical service delivery schedule tailored to

patient availability?

Are patients provided with relevant medical information?

Evaluation questions
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Table 10. Indicator evaluation grid I.A.2—Specific medical approaches.

Value

[G] Completion Degree Description
0 Not applicable X
Patients’ specific constraints and situations are assessed
1 Weak AT .
indi-vidually and in groups.
. . The medical services provided to patients are tailored to
2 Satisfactorily . o . .
the identified specific requirements.
3 Good Patients have a common place to wait/prepare/change
clothes.
The medical service provision program is adapted to the
4 Very good availability of patients.
Patients are provided with relevant medical information
5 Excellent

tai-lored to their specific constraints and situations.

Table 11. The indicatorl.B.2—Fair transfer interventions.

Indicator 1.B.2—Fair Transfer Interventions

Transfer interventions must be visible, clear and fair.

Transfers and associated interventions must be carried out with respect
for the human dignity, social, national, racial and ethnic origin of
pa-tients and the confidentiality of personal data.

Indicator description

Are the transfer interventions visible, clear and fair?

Are the transfers and associated interventions made while respecting
the human dignity, social, national, racial and ethnic origin of patients?
Is the confidentiality of personal data maintained during transfers?

Evaluation questions

Table 12. Indicator evaluation grid I.B.2—Fair transfer interventions.

V[a(l;llle Completion Degree Description
0 Not applicable X
Legislation on the approval of inter clinical transfer
1 Weak . .
protocols is available and enforced.
The medical staff informs the patient or their relatives
5 Satisfactoril about the risks and possible benefits of the transfer. If
y acceptance is not obtained, this situation and the reasons
for the refusal are recorded in the patient’s file.
The main purpose of the transfer is to ensure optimal
3 Good healthcare for the patient, and the transfer interventions

are visible, clear and fair. The confidentiality of personal
data is maintained during transfers.

Transfers and associated interventions are carried out
4 Very good re-specting the human dignity, social, national, racial and
ethnic origin of patients.

The dignity of the patient in critical condition/terminal
5 Excellent phase and their spiritual/cultural beliefs, previous
decisions related to this event are taken into account.
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Table 13. The indicator E.A.2.—Evaluation of current medical practices.

Indicator E.A.2.—Evaluation of Current Medical Practices

Assessments by local opinion leaders on current medical practices

Indicator description . e . . .
P and identification of interventions to be improved.

Do local opinion leaders conduct assessments of current
Evaluation questions medical practices?
Are there identified interventions which need improvement?

Table 14. Indicator evaluation grid E.A.2.—Evaluation of current medical practices.

Value

[G] Completion Degree Description
0 Not applicable X
There are local opinion leaders who have professional
1 Weak . . .
influ-ences on the health professional community.
2 Satisfactorily Local opinion leaders analyze current medical practices.
3 Good Local opinion leaders conduct assessments of current

medical practices and provide feedback.

Necessary interventions are identified in order to improve
medical services.

4 Very good

Medical services are being improved as a result of the
5 Excellent imple-mentation of interventions proposed by local
opinion leaders.

Table 15. E.B.2—Patient satisfaction degree.

Indicator E.B.2—Patient Satisfaction Degree

The measure of patient satisfaction with the medical

Indicator description . .
service received.

Is patient satisfaction with the medical service received measured?

What is the evolution of patient satisfaction compared to the
Evaluation questions previous assessment?

What are the proposed improvement measures to increase

patient satisfaction?

Table 16. Indicator evaluation grid E.B.2—Patient satisfaction degree.

Val . N
[a G‘;e Completion Degree Description
0 Not applicable X
1 Weak There are u}?-to-date patient satisfaction assessment
ques-tionnaires.
. . Patient satisfaction assessment questionnaires are
2 Satisfactorily . o .
distributed periodically according to a procedure.
The patient satisfaction degree is measured in terms of
3 Good . . .
the received medical service.
The evolution of patient satisfaction compared to the
4 Very good . -
previous assessment is evaluated.
5 Excellent Improvements are being made in order to increase

patient satisfaction.
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Table 17. R.A.2—Freedom of expression assurance.

Indicator R.A.2—Freedom of Expression Assurance

Record of the feedback collected (participants’ comments and

Indicator descripti . . . . .
ndicator descriphion sugges-tions) for continuous improvement in healthcare delivery.

How are the patients and medical staff comments and
Evaluation questions suggestions taken into account (formalized)?
How are these registered?

Table 18. Indicator evaluation grid R.A.2—Freedom of expression assurance.

Value

[G] Completion Degree Description
0 Not applicable X
1 Weak There is a system for collecting the feedback and

suggestions from patients and healthcare professionals.

Observations and suggestions from patients and
2 Satisfactorily healthcare professionals are recorded and can be
easily identified.

The comments and suggestions collected from patients
3 Good and medical staff are analyzed and improvement
measures are formulated.

Improvement measures are applied, and resources

4 Very good are allo-cated.

The implementation of improvement measures leads to

5 Excellent . : .
xeellen the continuous improvement of healthcare provision.

The employment of the indicators presented in Tables 3-18 allows the evaluation of
human rights in the healthcare facility in the four stages of the quality cycle (Figure 4):
Planning—P.A.2.1 Healthcare services accessibility, P.A.2.2 Medical care services for disad-
vantaged groups, P.B.2 Interventions with positive effects on patient satisfaction;
Implementation—I.A.2 Specific medical approaches, 1.B.2 Fair transfer interventions;
Evaluation—E.A.2. Evaluation of current medical practices, E.B.2 Patient satisfaction
degree; Review—R.A.2 Freedom of expression assurance.

Continuous improvement of human rights in the

healthcare facility

PA21
Health care
Self azzezement s
RAZ accesibility
Freadom of
S R P PA22
SeStEene Continuous Design of medical Medical care
improvement services provision servicss for
disadvantaged
The framework for sustainable groups
EB.2 development assessment
Patient
satisfaction E I PE2
degree Medical services Medical services T
evaluation provision with positive
sffacts on patient
satisfaction
EA2
Ewaluationof
: LB2
C;In:*mfﬂ* e LAZ
interventions Specificmeadical

Figure 4. The cycle of continuous improvement of human rights in the healthcare facility.
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3. Results

In the experimental part of the research, a pilot implementation of the framework for
sustainability assessment was performed at the Emergency County Hospital Targu Mures
(ECHM) [79]. It is a public healthcare facility that is in the Ministry of Health suborder,
classified in category I—very high level of competence—which has a complex structure of
specialties of which 42.57% are surgical and 57.43% are physician specialties.

The pilot implementation aimed to validate the presented methodological approach
and to provide a good example for interested users. This was conducted during one week
by a group of four evaluators with different responsibilities in the field of healthcare and
quality management, who are involved in the implementation of the quality management
system, in different jobs: head of department, doctor, responsible for quality assurance
and nurse.

The evaluation was performed for each of the three dimensions of sustainability that
are integrated in the seven social responsibility core subjects, by ranking the values of the
couple (completion—significance of the indicators) from 0 to 5. This paper, for reasons of
space, presents the results recorded in terms of responsibility for human rights, for which
the assessments was performed based on the evaluation of the indicators. The findings are
presented below.

P.A.2.1 Healthcare services accessibility—ECHM, together with the structures within
the Emergency Institute for Cardiovascular Diseases and Transplantation Targu Mures,
fulfills the role of regional emergency hospital with IA competence level for the Center
Region. The characteristics of the population in the addressability area of the hospital are
identified. The addressability of the hospital reflects its ability to provide medical services
for which there is an increased need and demand, which is associated with the offer of
unique and high-quality healthcare services.

The analysis of morbidity data shows that the need for medical services of the popula-
tion is covered by the hospital at the level of major classes of diseases, except for infectious
diseases, respiratory diseases and cardiovascular diseases. The incidence and prevalence
of cardiovascular disease and digestive disorders would justify an increase in the number
of beds.

P.A.2.2 Medical care services for disadvantaged groups—ECHM runs regional pro-
grams for the prevention, early diagnosis and early treatment of major pathologies (e.g., cer-
vical cancer for 170,200 women in the Center Region), which aims to promote the social
inclusion of vulnerable groups by increasing access to healthcare and social services of
general interest.

P.B.2 Interventions with positive effects on patient satisfaction—The doctors in charge
of the departments and the doctors responsible for quality management in collaboration
with the employees of the medical quality management service draw up the general report
on the analysis of the diagnostic and treatment protocols. Together with the results of
the evaluation and the proposed recommendations, this is sent to the Hospital’s Steering
Committee in order to formulate improvement measures.

I.A.2 Specific medical approaches—There is an integrated team medical approach
for the purpose of multidisciplinary care. The patient’s treatment plan is a result of
collaborative processes between physicians of different specialties. Taking into account
the wishes of the patient and the best medical treatments available, it is prescribed to the
patients’ specific treatments. The multidisciplinary approach has the effect of increasing
the quality of patient’s life, decreased mortality and morbidity.

1.B.2 Fair transfer interventions—Inter clinical transfer protocols are applied for critical
patients to healthcare facilities with a higher level of competence and endowment, which
can provide complex and complete care for a particular pathology. During the patient’s
transfer, the service provides medical supplies and uncollected medicines.

E.A.2. Evaluation of current medical practices—The evaluation of the medical work
protocols efficiency and effectiveness formalized on the medical activities in each sec-
tion/compartment of the hospital is performed based on the indicators established in the
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protocol. The system procedure on the methodology of diagnostic evaluation and treatment
protocols is also used by the head of quality management nominated within the ward and
the medical director. They are valued as local opinion leaders with professional influences
on the ward staff. They draw up a report on the analysis of diagnostic and treatment
protocols in which the evaluation results are presented and recommendations are made in
order to improve medical services.

E.B.2 Patient satisfaction degree—In order to evaluate the medical services pro-
vided during the hospitalization period, in 2020, the quality management service of the
health services processed 1519 questionnaires which were applied to the patients, through
which the attitude of the staff (68.86%—very satisfied, 24.62—satisfied, 6.25%—no an-
swer, 0.26%—dissatisfied), quality of accommodation conditions—lounge—endowment,
facilities (51.28%—very satisfied, 41.01—satisfied, 6.25%—mno answer, 1.45%—dissatisfied),
general degree of satisfaction (66.36%—very satisfied, 30.81—satisfied, 2.63%—no answer,
0.20%—dissatisfied) [79], etc., were evaluated.

Moreover, 6839 questionnaires collected from inpatients were processed, which mon-
itored the patient satisfaction degree on the distribution of food (49.18%—very satisfied,
41.01%—satisfied, 7.18%—did not answer, 2.63%—dissatisfied), quality of meals served
(54.05%—very satisfied, 37.72%—satisfied, 6.45%—did not answer, 1.78%—djissatisfied) [79].
Patient testimonials were collected and published online.

The analysis of the answers and the interpretation of the results show that the biggest
dissatisfaction of the patients is related to the fact that they have to change their clothes
in the hospital ward and the fact that they have to buy medicines for hospitalization. By
taking appropriate measures to ensure privacy for changing clothes and provision of free
medicines, an immediate increase in the patient’s satisfaction degree could be achieved.

R.A.2 Freedom of expression assurance—A patient feedback mechanism is imple-
mented. It consists of the analysis of the medical services offered, the degree of observance
of the obligations and rights by medical staff and by patients. The evaluation questionnaire
and the online referral form are made available to patients, and the submitted documents
are analyzed by the Ethics Council.

The values of human rights indicators are presented in the self-assessment tool (Table 19).

Table 19. Self-assessment tool for human rights accountability.

Significance Completion Quality
No. Symbol and Name of the Indicator 8 Si Degree Indicator
! Gi ICi = Si x Gi
1 P.A.2.1 Healthcare services accessibility 5 4 20

P.A.2.2 Medical care services for
2 . 1 3 3
disadvantaged groups

P.B.2 Interventions with positive effects

3 on patient satisfaction 4 3 12
4 I.A.2 Specific medical approaches 2 5 10
5 1.B.2 Fair transfer interventions 3 5 15

6 EA2 EvaluaFlon of current 4 4 16
medical practices

7 E.B.2 Patient satisfaction degree 4 4 16

8 R.A.2 Freedom of expression assurance 2 3 6

The completion degree of human rights responsibility indicators, on a scale of 1 to
5, is shown graphically in Figure 5. Three indicators, namely PA2.2 Medical care services
for disadvantaged groups, PB2 Interventions with positive effects on patient satisfaction
and RA2 Freedom of expression assurance, have the completion degree 3, the lowest in
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this group, while the highest completion degree 5 is registered for the two indicators IA2
Specific medical approaches and IB2 Fair transfer interventions.

6

3
mPAZI

4 mPALZ
mPB2

3 mlA2
mlB2

2 A mEAZ2
mEE2

1 1 ERAZ

1] 4

Humezn rights

Figure 5. Degree of fulfillment for human rights responsibility indicators.

The results for the human rights performance indicators are shown in Figure 6. This is
the assessment chart represented in terms of completion degree and significance.

Completion —— Significance

P.A.2.1—Healthcare services accessibility. I.B.2—Fair transfer interventions
P.A.2.2—Medical care services for disadvantaged E.A.2—Evaluation of current medical prac-
groups tices

P.B..2—I¥1tervent10ns with positive effects on patient E.B.2— Patient satisfaction degree
satisfaction

I.A.2—Specific medical approaches R.A.2—Freedom of expression assurance

Figure 6. Human rights sustainability assessment chart.
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The overall quality indicator for human rights responsibility (IGQyr) is obtained
by summing the values of the quality indicators for all eight indicators evaluated (see
Table 11):

8 8
1GQuk = )_JQi = )_51Gi =98 M
i=1 i=1

The maximum value of the global quality indicator for human rights responsibility
(IGQmaxyR) is obtained if the degree of completion of each indicator is maximum and it is
evaluated with the value 5, in which case it is calculated with the formula:

8
IGQmaxpg = 5-)_S; = 525 = 125 @)
i=1

The overall quality level of human rights accountability (LGQgR) is calculated as
the ratio between the global quality indicator for human rights responsibility (IGQgR)
and the maximum value of the global quality indicator for human rights responsibility
(IGQmaxyr), multiplied by 100, in order to be expressed as a percentage:

1GQpr 100= ﬁ.mo = 78.40% ®)

LGQur = IGOmaxpg 125

The overall level of quality of human rights accountability provides an overview of
the overall state of the organization in relation to the human rights requirements of the
San-Q framework.

Human rights outcomes are represented on the sustainability assessment diagram
(Figure 7). This is an Eisenhower matrix that provides an overview of human rights
sustainability assessment and helps set priorities on a scale of 1—high to 4—low, as well as
decision making. The analysis of the diagram shows that the highest priority should be
given to the indicators P.B.2—Interventions with positive effects on patient satisfaction and
R.A.2—Freedom of expression assurance.

Significance of the indicator

BRAZ

Priority 4

Completion degree of the indicator

Figure 7. Human rights sustainability assessment diagram.
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4. Discussion

The pilot implementation of the new reference framework for quality and sustain-
able development in healthcare, Sanitary-Quality (San-Q), has validated in practice the
theoretical model at the micro system level. This is an application model that can guide
interested users.

Due to the multitude of indicators used in the new framework for sustainable devel-
opment, the methodological approach requires the participation of several experts from the
healthcare facility to work in an evaluation team.

For the success of the evaluation, it was revealed that the professional experience
of the evaluators is essential, as well as the way in which they are coordinated by the
group leader.

The involvement of a mixed team of evaluators has sometimes led to intense discus-
sions regarding the degree of fulfillment of the indicators but also to the improvement of
question content for evaluation and the evaluation grids.

Overall, the expert evaluators were pleased with the participation in this experience,
which allowed them to analyze the hospital from another perspective, much more complex,
different from their daily professional concerns. They highlighted the positive side of the
evaluation by analyzing the aspects that the organization does not evaluate on a daily basis.

The smooth running and objectivity of the evaluation results is conditioned by the
availability and accuracy of the data collected from the evaluated department. For this
reason, by providing complete information in the planning stage of the audit, the motivation
of the participation may increase toward the evaluated requirements.

One suggestion for improvement, collected during the evaluation, was the develop-
ment of a glossary explaining in more detail some key concepts that might be useful for
inexperienced evaluators.

A general remark is that, even if the San-Q framework establishes some correspon-
dence to the evaluation matrices of the DUQuE framework for the evaluation and improve-
ment of quality and safety in European hospitals [80], there are differences between them
as well as from the other frameworks used in healthcare, in principle by its objective which
promotes sustainable development. Overall, it can be appreciated that the result of the pilot
evaluation is in line with other results reported in literature that assess the sustainability of
training organizations with the support of reference frameworks [78,81].

We found that hospital accreditation is correlated with quality management practices
and improves some medical practices, but not overall patient satisfaction, as reported by
Sack et al. [23]. Interventions with positive effects on patient satisfaction need a better
integration of patient-centered care as also remarked by Groene et al. [30]. Computer
systems and advanced electronic health records use facilitate the clinical decisions of multi-
disciplinary care teams in specific medical approaches as presented in other studies [35,36].
Reduction in adverse events at ECHM would require an improvement of fair transfer
interventions, along with the improvement of the media as reported in research [53,54] and
a number of state-of-the-art technical means. Moreover, if the patient satisfaction for the
current medical practices is evaluated on a regular basis and a patient feedback mechanism
is implemented that ensures the freedom of expression, it may support a faster recovery, as
also concluded in [61].

With regard to the results of the human rights assessment at ECHM, the improving
measures and resources allocated require the hospital to make efforts to identify new care
services for disadvantaged groups, to take measures to increase patient satisfaction through
the provision of patient-centered healthcare and the implementation of interventions
proposed by local opinion leaders.

The successful activities, designed and verified in practice, which were collected from
the scientific literature, allowed the design of performance indicators that are suitable for
sustainability assessment of a healthcare facility. In this way, the causal hypothesis of
the research is confirmed, according to which the employment of a reference framework
is efficient in the sustainable development of a healthcare facility. The sustainable and
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responsible behavior is promoted, and respect for human rights through access to healthcare
and equal opportunities is provided.

A limitation of the study comes from the fact that, in the development of the new
framework, research does not cover all the organizational strategies but rather provides an
opportunity for managers to reflect on quality and sustainable development approaches
organization wide.

Another limitation of the study comes from the validation in practice of the new
reference framework that was carried out in an emergency hospital, which is a public
unit, with a complex structure of medical specialties. Multiple evaluations are required in
healthcare facilities of different sizes and different forms of ownership, which would allow
some improvements of the indicator contents so that they take into account a wide range of
particular organizational aspects.

Future research directions may consist of the elaboration of a methodology for evalua-
tion with the support of the sustainability framework and a specific assessment electronic
tool with interactive links that would help to make it more operational.

5. Conclusions

In this paper, a new and innovative framework for sustainable development in health-
care is proposed. It is compatible with hospital accreditation standards and differs from it,
as well as other systems, through addressing healthcare facilities that continuously improve
the effectiveness of the management system by establishing performance indicators in
order to develop and guide toward sustainable development.

The framework based self-assessment supports medical institutions in establishing
the level of performance in all areas of the reference framework, identifying opportunities
for improvement in the performed activities and deciding on priority measures included in
action plans. This is an innovative aspect of the reference framework which supports the
development of a high-performance strategy that integrates sustainable development.

The final results deduced from the framework-based evaluation are useful in setting
sustainability benchmarks, development of sustainability policies, action plans that include
improvement activities with priority implementation that ultimately lead to improving the
internal sustainability performance of the organization.

All this will have the effect of increasing the social and economic efficiency of the
healthcare facility but also an improved image.

The medical staff, but also the patients of the healthcare facilities that implement the
reference framework for sustainable development, will be directed toward sustainability.

Author Contributions: Conceptualization, EM. and P.B.; methodology, EM. and L.M.; validation
FM. and T.B,; formal analysis, P.B.; investigation, EM. and T.B.; resources, T.B.; data curation, FM.;
writing—original draft preparation, EM.; writing—review and editing, EM.; visualization, L.M.;
supervision, T.B.; project administration, P.B. All authors have read and agreed to the published
version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Ethics Committee of Emergency County Hospital Targu Mures
(protocol code Ad.22522/17 September 2021).

Informed Consent Statement: Not applicable.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Acknowledgments: We would like to thank the IOSUD Doctoral School of “George Emil Palade”
University of Medicine, Pharmacy, Science and Technology of Targu Mures that has supported this
research publication.

Conflicts of Interest: The authors declare no conflict of interest.



Int. J. Environ. Res. Public Health 2022, 19, 2222 24 of 27

References

1. Enriquez-Puga, A.; Baker, R.; Paul, S.; Villoro-Valdes, R. Effect of educational outreach on general practice prescribing of
antibiotics and antidepressants: A two-year randomized controlled trial. Scand. J. Prim. Health Care 2009, 27, 195-201. [CrossRef]

2. Forsetlund, L.; Bjerndal, A.; Rashidian, A.; Jamtvedt, G.; O’'Brien, M.A.; Wolf, F.; Davis, D.; Odgaard-Jensen, J.; Oxman, A.D.
Continuing education meetings and workshops: Effects on professional practice and healthcare outcomes. Cochrane Database Syst.
Rev. 2009, 2, CD003030. [CrossRef]

3. Moldovan, E. New Approaches and Trends in Health Care. Procedia Manuf. 2018, 22, 947-951. [CrossRef]

4. Moldovan, F. Bioprinting management in medical applications. Rev. Manag. Econ. Eng. 2018, 17, 773-774.

5. Moldovan, F. Recent trends in bioprinting. Procedia Manuf. 2019, 32, 95-101. [CrossRef]

6.  Groene, O.; Botje, D.; Sufiol, R.; Lopez, M.A.; Wagner, C. A systematic review of instruments that assess the implementation of
hospital quality management systems. Int. . Qual. Health Care 2013, 25, 525-541. [CrossRef]

7. Wagner, C.; Mannion, R.; Hammer, A.; Groene, O.; Arah, O.A.; Dersarkissian, M.; Sufiol, R. The associations between organiza-
tional culture, organizational structure and quality management in European hospitals. Int. . Qual. Health Care 2014, 26, 74-80.
[CrossRef]

8. Wagner, C.; Groene, O.; Thompson, C.A.; Dersarkissian, M.; Klazinga, N.S.; Arah, O.A.; Sunol, R.; Kringos, D.; Lombarts, K.;
Plochg, T.; et al. DUQUE quality management measures: Associations between quality management at hospital and pathwaylevels.
Int. ]. Qual. Health Care 2014, 26, 66-73. [CrossRef]

9. Wilmot, S. Corporate moral responsibility in healthcare. Med. Health Care Philos. 2000, 3, 139-146. [CrossRef]

10.  Snelling, P.C. Saying something interesting about responsibility for health. Nurs. Philos. 2012, 13, 161-178. [CrossRef]

11.  Gruskin, S.; Ahmed, S.; Bogecho, D.; Ferguson, L.; Hanefeld, J.; Maccarthy, S.; Raad, Z.; Steiner, R. Human rights in healthsystems
frameworks: What is there, what is missing and why does it matter? Glob. Public Health 2012, 7, 337-351. [CrossRef]

12. LaRosa, E.; Dubois, G.; Tonnellier, F. La responsabilité sociale en santé et la situation sanitaire mondiale. A propos des nouveaux
indicateurs sanitaires et sociaux. Sante Publique 2007, 19, 217-227. [CrossRef]

13.  Houtepen, R.; ter Meulen, R.T. The expectation (s) of solidarity: Matters of justice, responsibility and identity in the reconstruction
of the health care system. Health Care Anal. 2000, 8, 355-376. [CrossRef]

14. Stoever, ]J. On comprehensive wealth, institutional quality and sustainable development-quantifying the effect of institutional
quality on sustainability. J. Econ. Behav. Organ. 2012, 81, 794-801. [CrossRef]

15. Isaksson, R. Total quality management for sustainable development: Process based system models. Bus. Process Manag. ]. 2006,
12, 632-645. [CrossRef]

16. Zdravkovic, D.; Radukic, S. Institutional framework for sustainable development in Serbia. Monten. J. Econ. 2012, 8, 27-36.

17.  Moldovan, F. Framework Specifications for Evaluation of Quality Improvement and Sustainable Development in Healthcare
Facilities. Proceedings 2020, 63, 2. [CrossRef]

18.  ANMCS. Manualul Standardelorde Acreditare a Unitatilor Sanitare cu Paturi (Manual of Accreditation Standards for Sanitary
Units with Beds). Available online: https://anmcs.gov.ro/web/wp-content/uploads/2021/02/Manualul-standardelor-de-
acreditare-2020.pdf (accessed on 16 December 2021).

19.  ANMCS. Standardele Autoritatii Nationale de Management al Calitatii in Sanatate Pentru Serviciilede Sanatate Acordatein Regim
Ambulatoriu (Standards of the National Authority for Quality Management in Health for Outpatient Health Services). Available
online: https://anmcs.gov.ro/web /standarde-ambulatoriu/ (accessed on 16 December 2021).

20. ISO26000—Guidelines on Social Responsibility. Available online: https://www.iso.org/iso-26000-social-responsibility.html
(accessed on 16 December 2021).

21. Moukhafi, S.; Benabdelhadi, A. Hospital quality management: A historical foundation. Rev. Econ. Gest. Soc. 2021, 1, 1-14.

22.  Alaraki, M.S. The impact of critical total quality management practices on hospital performance in the Ministry of Health hospitals
in Saudi Arabia. Qual. Manag. Health Care 2014, 23, 59-63. [CrossRef]

23. Sack, C,; Liitkes, P; Guinther, W.; Erbel, R.; Jockel, K.H.; Holtmann, G.J. Challenging the holy grail of hospital accreditation: A
cross sectional study of inpatient satisfaction in the field of cardiology. BMC Health Serv. Res. 2010, 10, 120. [CrossRef]

24. Greenfield, D.; Braithwaite, ]. Health sector accreditation research: A systematic review. Int. J. Qual. Health 2008, 20, 172-183.
[CrossRef] [PubMed]

25. Alkhenizan, A.; Shaw, C. Impact of accreditation on the quality of healthcare services: A systematic review of the literature. Ann.
Saudi Med. 2011, 31, 407-416. [CrossRef] [PubMed]

26. Flodgren, G.; Pomey, M.P,; Taber, S.A.; Eccles, M.P. Effectiveness of external inspection of compliance with standards in improving
healthcare organisation behaviour, healthcare professional behaviour or patient outcomes. Cochrane Database Syst. Rev. 2011,
11, CD008992.

27. Lam, M.B.; Figueroa, J.E; Feyman, Y.; Reimold, K.E.; Orav, E.J.; Jha, A K. Association between patient outcomes and accreditation
in US hospitals: Observational study. BM] 2018, 363, k4011. [CrossRef]

28. Mansour, W.; Boyd, A.; Walshe, K. The development of hospital accreditation in low-and middle-income countries: A literature

review. Health Policy Plan. 2020, 35, 684-700. [CrossRef] [PubMed]


http://doi.org/10.3109/02813430903226530
http://doi.org/10.1002/14651858.CD003030.pub2
http://doi.org/10.1016/j.promfg.2018.03.135
http://doi.org/10.1016/j.promfg.2019.02.188
http://doi.org/10.1093/intqhc/mzt058
http://doi.org/10.1093/intqhc/mzu027
http://doi.org/10.1093/intqhc/mzu020
http://doi.org/10.1023/A:1009967905519
http://doi.org/10.1111/j.1466-769X.2011.00531.x
http://doi.org/10.1080/17441692.2011.651733
http://doi.org/10.3917/spub.073.0217
http://doi.org/10.1023/A:1026587031528
http://doi.org/10.1016/j.jebo.2010.12.017
http://doi.org/10.1108/14637150610691046
http://doi.org/10.3390/proceedings2020063002
https://anmcs.gov.ro/web/wp-content/uploads/2021/02/Manualul-standardelor-de-acreditare-2020.pdf
https://anmcs.gov.ro/web/wp-content/uploads/2021/02/Manualul-standardelor-de-acreditare-2020.pdf
https://anmcs.gov.ro/web/standarde-ambulatoriu/
https://www.iso.org/iso-26000-social-responsibility.html
http://doi.org/10.1097/QMH.0000000000000018
http://doi.org/10.1186/1472-6963-10-120
http://doi.org/10.1093/intqhc/mzn005
http://www.ncbi.nlm.nih.gov/pubmed/18339666
http://doi.org/10.4103/0256-4947.83204
http://www.ncbi.nlm.nih.gov/pubmed/21808119
http://doi.org/10.1136/bmj.k4011
http://doi.org/10.1093/heapol/czaa011
http://www.ncbi.nlm.nih.gov/pubmed/32268354

Int. J. Environ. Res. Public Health 2022, 19, 2222 25 of 27

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

Nelson, K.M.; Helfrich, C.; Sun, H.; Hebert, P.L.; Liu, C.F; Dolan, E.; Taylor, L.; Wong, E.; Maynard, C.; Hernandez, S.E,;
et al. Implementation of the Patient-Centered Medical Home in the Veterans Health Administration: Associations With Patient
Satisfaction, Quality of Care, Staff Burnout, and Hospital and Emergency Department Use. JAMA Intern. Med. 2014, 174,
1350-1358. [CrossRef]

Groene, O.; Sunol, R.; Klazinga, N.S.; Wang, A.; Dersarkissian, M.; Thompson, C.A.; Thompson, A.; Arah, O.A.; Kringos,
D.; Lombarts, M.; et al. Involvement of patients or their representatives in quality management functions in EU hospitals:
Implementation and impact on patient-centred care strategies. Int. J. Qual. Health Care 2014, 26, 81-91. [CrossRef]

Fossey, J.; Masson, S.; Stafford, J.; Lawrence, V.; Corbett, A.; Ballard, C. The disconnect between evidence and practice: A
systematic review of person-centred interventions and training manuals for care home staff working with people with dementia.
Int. ]. Geriatr. Psychiatry 2014, 29, 797-807. [CrossRef]

Ding, X.; Zhu, L.; Zhang, R.; Wang, L.; Wang, T.T.; Latour, ].M. Effects of family-centred care interventions on preterm infants and
parents in neonatal intensive care units: A systematic review and meta-analysis of randomised controlled trials. Aust. Crit. Care
2019, 32, 63-75. [CrossRef]

Constand, M.K.; Mac Dermid, J.C.; Dal Bello-Haas, V.; Law, M. Scoping review of patient-centered care approaches in healthcare.
BMC Health Serv. Res. 2014, 14, 271. [CrossRef]

Rocha, A.; Freixo, J. Information architecture for quality management support in hospitals. J. Med. Syst. 2015, 39, 125. [CrossRef]
[PubMed]

Jarvis, B.A.; Johnson, T.; Butler, P.; O’Shaughnessy, K.; Fullam, F.A.; Tran, L.; Gupta, R. Assessing the impact of electronic health
records as an enabler of hospital quality and patient satisfaction. Acad. Med. 2013, 88, 1471-1477. [CrossRef]

Eberlein-Gonska, M.; Petzold, T.; Helafs, G.; Albrecht, D.M.; Schmitt, J. The incidence and determinants of decubitus ulcers in
hospital care: An analysis of routine quality management data at a university hospital. Dtsch. Arztebl. Int. 2013, 110, 550-556.
[PubMed]

Bright, T.].; Wong, A.; Dhurjati, R.; Bristow, E.; Bastian, L.; Coeytaux, R.R.; Samsa, G.; Hasselblad, V.; Williams, ].W.; Musty, M.D.;
et al. Effect of clinical decision-support systems: A systematic review Ann. Intern. Med. 2012, 157, 29-43. [CrossRef] [PubMed]
Kaushal, R.; Shojania, K.G.; Bates, D.W. Effects of computerized physician order entry and clinical decision support systems on
medication safety: A systematic review. Arch. Intern. Med. 2003, 163, 1409-1416. [CrossRef]

Chan, A.J.; Chan, J.; Cafazzo, J.A.; Rossos, P.G.; Tripp, T.; Shojania, K.; Khan, T.; Easty, A.C. Order sets in health care: A systematic
review of their effects. Int. J. Technol. Assess. Health Care 2012, 28, 235-240. [CrossRef]

Main, C.; Moxham, T.; Wyatt, J.C.; Kay, J.; Anderson, R.; Stein, K. Computerised decision support systems in order communication
for diagnostic, screening or monitoring test ordering: Systematic reviews of the effects and cost-effectiveness of systems. Health
Technol. Assess. 2010, 14, 1-227. [CrossRef]

Sahota, N.; Lloyd, R.; Ramakrishna, A.; Mackay, J.A.; Prorok, J.C.; Weise-Kelly, L.; Navarro, T.; Wilczynski, N.L.; Haynes, R.B.
Computerized clinical decision support systems for acute care management: A decision-maker-researcher partnership systematic
review of effects on process of care and patient outcomes. Implement. Sci. 2011, 6, 91. [CrossRef]

Murphy, E.V. Clinical decision support: Effectiveness in improving quality processes and clinical outcomes and factors that may
influence success. Yale J. Biol. Med. 2014, 87, 187-197.

Frangois, P,; Vinck, D.; Labarere, J.; Reverdy, T.B.; Peyrin, J.C. Assessment of an intervention to train teaching hospital care
providers in quality management. Qual. Saf. Health Care 2005, 14, 234-239. [CrossRef]

Van Nieuwenborg, L.; Goossens, M.; De Lepeleire, J.; Schoenmakers, B. Continuing medical education for general practitioners: A
practice format. Postgrad Med. |. 2016, 92, 217-222. [CrossRef] [PubMed]

Farmer, A.P,; Légaré, F,; Turcot, L.; Grimshaw, ].; Harvey, E.; McGowan, J.L.; Wolf, F. Printed educational materials: Effects on
professional practice and healthcare outcomes. Cochrane Database Syst. Rev. 2008, 3, CD004398.

Pantoja, T.; Grimshaw, ].M.; Colomer, N.; Castafion, C.; Martelli, ].L. Manually-generated reminders delivered on paper: Effects
on professional practice and patient outcomes. Cochrane Database Syst. Rev. 2019, 12, CD001174. [CrossRef] [PubMed]

Ivers, N.; Jamtvedt, G.; Flottorp, S.; Young, ].M.; Odgaard-Jensen, J.; French, S.; O’Brien, M.A.; Johansen, M.; Grimshaw, J.;
Oxman, A.D. Audit and feedback: Effects on professional practice and healthcare outcomes. Cochrane Database Syst. Rev. 2012,
6, CD000259. [CrossRef]

Grimshaw, J.; Eccles, M.; Thomas, R.; MacLennan, G.; Ramsay, C.; Fraser, C.; Vale, L. Toward evidence-based quality improvement:
Evidence (and its limitations) of the effectiveness of guideline dissemination and implementation strategies 1966-1998. |. Gen.
Intern. Med. 2006, 21 (Suppl. 52), S14-520.

Morello, R.T.; Lowthian, J.A.; Barker, A.L.; McGinnes, R.; Dunt, D.; Brand, C. Strategies for improving patient safety culture in
hospitals: A systematic review. BM] Qual. Saf. 2013, 22, 11-18. [CrossRef]

Scott, T.; Mannion, R.; Marshall, M.; Davies, H. Does organisational culture influence health care performance? A review of the
evidence. |. Health Serv. Res. Policy 2003, 8, 105-117. [CrossRef]

Parmelli, E.; Flodgren, G.; Beyer, F.; Baillie, N.; Schaafsma, M.E.; Eccles, M.O. The effectiveness of strategies to change organisa-
tional culture to improve healthcare performance: A systematic review. Implement. Sci. 2011, 6, 33. [CrossRef]


http://doi.org/10.1001/jamainternmed.2014.2488
http://doi.org/10.1093/intqhc/mzu022
http://doi.org/10.1002/gps.4072
http://doi.org/10.1016/j.aucc.2018.10.007
http://doi.org/10.1186/1472-6963-14-271
http://doi.org/10.1007/s10916-015-0326-z
http://www.ncbi.nlm.nih.gov/pubmed/26306878
http://doi.org/10.1097/ACM.0b013e3182a36cab
http://www.ncbi.nlm.nih.gov/pubmed/24069079
http://doi.org/10.7326/0003-4819-157-1-201207030-00450
http://www.ncbi.nlm.nih.gov/pubmed/22751758
http://doi.org/10.1001/archinte.163.12.1409
http://doi.org/10.1017/S0266462312000281
http://doi.org/10.3310/hta14480
http://doi.org/10.1186/1748-5908-6-91
http://doi.org/10.1136/qshc.2004.011924
http://doi.org/10.1136/postgradmedj-2015-133662
http://www.ncbi.nlm.nih.gov/pubmed/26850504
http://doi.org/10.1002/14651858.CD001174.pub4
http://www.ncbi.nlm.nih.gov/pubmed/31858588
http://doi.org/10.1002/14651858.CD000259.pub3
http://doi.org/10.1136/bmjqs-2011-000582
http://doi.org/10.1258/135581903321466085
http://doi.org/10.1186/1748-5908-6-33

Int. J. Environ. Res. Public Health 2022, 19, 2222 26 of 27

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

Curry, L.A,; Brault, M.; Linnander, E.L.; McNatt, Z.; Brewster, A.L.; Cherlin, E.; Flieger, S.P; Ting, H.H.; Bradley, E.H. Influencing
organisational culture to improve hospital performance in care of patients with acute myocardial infarction: A mixed-methods
intervention study. BMJ Qual. Saf. 2018, 27, 207-217. [CrossRef]

Arora, VM.; Manjarrez, E.; Dressler, D.D.; Basaviah, P.; Halasyamani, L.; Kripalani, S. Hospitalist handoffs: A systematic review
and task force recommendations. J. Hosp. Med. 2009, 4, 433-440. [CrossRef]

Roukis, T.S. White papers, position papers, clinical consensus statements, and clinical practice guidelines: Future directions for
ACEFAS. |. Foot Ankle Surg. 2015, 54, 151-152. [CrossRef] [PubMed]

Gordon, M.; Hill, E.; Stojan, ].N.; Daniel, M. Educational interventions to improve handover in health care: An updated systematic
review. Acad. Med. 2018, 93, 1234-1244. [CrossRef] [PubMed]

Carpenter, C.R.; Sherbino, J]. How does an “opinion leader” influence my practice? Can. |. Emerg. Med. 2010, 12, 431-434.
[CrossRef] [PubMed]

Holliday, J.; Audrey, S.; Campbell, R.; Moore, L. Identifying well-connected opinion leaders for informal health promotion: The
example of the assist smoking prevention program. Health Commun. 2016, 31, 946-953. [CrossRef]

Parand, A.; Dopson, S.; Renz, A.; Vincent, C.A. The role of hospital managers in quality and patient safety: A systematic review.
BM] 2014, 4, e005055. [CrossRef]

Flodgren, G.; Parmelli, E.; Doumit, G.; Gattellari, M.; O’Brien, M.A.; Grimshaw, J.; Eccles, M.P. Local opinion leaders: Effects on
professional practice and healthcare outcomes. Cochrane Database Syst. Rev. 2011, 8, CD000125. [CrossRef]

Doumit, G.; Gattellari, M.; Grimshaw, J.; O’Brien, M.A. Local opinion leaders: Effects on professional practice and healthcare
outcomes. Cochrane Database Syst. Rev. 2007, 1, CD000125. [CrossRef]

De Paula, D.A.G.; Piatti, N.C.T.P; Costa, L.M.; Chiavegato, L.D. Satisfaction levels with physical therapy in hospitalized patients.
Braz. . Phys. Ther. 2020, 24, 118-123. [CrossRef]

Kim, S.S.; Kaplowitz, S.; Johnston, M.V. The effects of physician empathy on patient satisfaction and compliance. Eval. Health Prof.
2004, 27, 237-251. [CrossRef]

Hammer, A.; Arah, O.A.; DerSarkissian, M.; Thompson, C.A.; Mannion, R.; Wagner, C.; Ommen, O.; Sunol, R.; Pfaff, H. The
relationship between social capital and quality management systems in European hospitals: A quantitative study. PLoS ONE
2013, 8, e85662. [CrossRef]

Shin, J.; Lee, E. The effect of social capital on job satisfaction and quality of care among hospital nurses in South Korea. . Nurs.
Manag. 2016, 24, 934-942. [CrossRef] [PubMed]

Frangois, P.; Peyrin, J.C.; Touboul, M.; Labarere, ].; Reverdy, T.B.; Vinck, D. Evaluating implementation of quality management
systems in a teaching hospital's clinical departments. J. Int. Soc. Qual. Health Care 2003, 15, 47-55. [CrossRef]

Hysong, S.J. Meta-analysis: Audit and feedback features impact effectiveness on care quality. Med. Care 2009, 47, 356-363.
[CrossRef]

Hurst, D. Audit and feedback had small but potentially important improvements in professional practice. Evid. Based Dent. 2013,
14, 8-9. [CrossRef] [PubMed]

Amaratunga, T.; Dobranowski, J. Systematic review of the application of lean and six sigma quality improvement methodologies
in radiology. J. Am. Coll. Radiol. 2016, 13, 1088-1095. [CrossRef]

Nicolay, C.R; Purkayastha, S.; Greenhalgh, A.; Benn, J.; Chaturvedi, S.; Phillips, N.; Darzi, A. Systematic review of the application
of quality improvement methodologies from the manufacturing industry to surgical healthcare. Br. J. Surg. 2012, 99, 324-335.
[CrossRef] [PubMed]

Mason, S.E.; Nicolay, C.R.; Darzi, A. The use of Lean and Six Sigma methodologies in surgery: A systematic review. Surgeon 2015,
13,91-100. [CrossRef] [PubMed]

Ko, H.C.; Turner, T.J.; Finnigan, M.A. Systematic review of safety checklists for use by medical care teams in acute hospital
settings-limited evidence of effectiveness. BMC Health Serv. Res. 2011, 11, 211. [CrossRef]

Percarpio, K.B.; Watts, B.V.; Weeks, W.B. The effectiveness of root cause analysis: What does the literature tell us? Jt. Comm. ].
Qual. Patient Saf. 2008, 34, 391-398. [CrossRef]

Benn, J.; Koutantji, M.; Wallace, L.; Spurgeon, P.; Rejman, M.; Healey, A.; Vincent, C. Feedback from incident reporting: Information
and action to improve patient safety. Qual. Saf. Health Care 2009, 18, 11-21. [CrossRef]

O’Brien, M.A; Rogers, S.; Jamtvedt, G.; Oxman, A.D.; Odgaard-Jensen, J.; Kristoffersen, D.T.; Forsetlund, L.; Bainbridge, D.;
Freemantle, N.; Davis, D.; et al. Educational outreach visits: Effects on professional practice and health care outcomes. Cochrane
Database Syst. Rev. 2007, 4, CD000409. [CrossRef] [PubMed]

Magd, H.; Curry, A. Benchmarking: Achieving best value in public-sector organisations. Benchmarking Int. J. 2003, 10, 261-286.
[CrossRef]

Bonoli, A ; Lalli, F; Zanni, S. Development of a multricriteria indicator of virtuosity in waste management addressed to local
authorities. Environ. Eng. Manag. J. 2015, 14, 1649-1663.

Dizdaroglu, D. Developing micro-level urban ecosystem indicators for sustainability assessment. Environ. Impact Assess. Rev.
2015, 54, 119-124. [CrossRef]

Moldovan, L. Sustainability assessment framework for VET organizations. Sustainability 2015, 7, 7156-7174. [CrossRef]


http://doi.org/10.1136/bmjqs-2017-006989
http://doi.org/10.1002/jhm.573
http://doi.org/10.1053/j.jfas.2015.01.003
http://www.ncbi.nlm.nih.gov/pubmed/25618806
http://doi.org/10.1097/ACM.0000000000002236
http://www.ncbi.nlm.nih.gov/pubmed/29620675
http://doi.org/10.1017/S1481803500012586
http://www.ncbi.nlm.nih.gov/pubmed/20880436
http://doi.org/10.1080/10410236.2015.1020264
http://doi.org/10.1136/bmjopen-2014-005055
http://doi.org/10.1002/14651858.CD000125.pub4
http://doi.org/10.1002/14651858.CD000125.pub3
http://doi.org/10.1016/j.bjpt.2019.02.012
http://doi.org/10.1177/0163278704267037
http://doi.org/10.1371/journal.pone.0085662
http://doi.org/10.1111/jonm.12401
http://www.ncbi.nlm.nih.gov/pubmed/27197700
http://doi.org/10.1093/intqhc/15.1.47
http://doi.org/10.1097/MLR.0b013e3181893f6b
http://doi.org/10.1038/sj.ebd.6400910
http://www.ncbi.nlm.nih.gov/pubmed/23579297
http://doi.org/10.1016/j.jacr.2016.02.033
http://doi.org/10.1002/bjs.7803
http://www.ncbi.nlm.nih.gov/pubmed/22101509
http://doi.org/10.1016/j.surge.2014.08.002
http://www.ncbi.nlm.nih.gov/pubmed/25189692
http://doi.org/10.1186/1472-6963-11-211
http://doi.org/10.1016/S1553-7250(08)34049-5
http://doi.org/10.1136/qshc.2007.024166
http://doi.org/10.1002/14651858.CD000409.pub2
http://www.ncbi.nlm.nih.gov/pubmed/17943742
http://doi.org/10.1108/14635770310477780
http://doi.org/10.1016/j.eiar.2015.06.004
http://doi.org/10.3390/su7067156

Int. J. Environ. Res. Public Health 2022, 19, 2222 27 of 27

79.

80.

81.

County Emergency Clinical Hospital of Targu Mures. Available online: https://www.spitalmures.ro/en/ (accessed on
16 December 2021).

Groene, O.; Kringos, D.; Sunol, R.; On Behalf of the DUQuE Project. Seven Ways to Improve Quality and Safety in Hospitals. An
Evidence-Based Guide. DUQUE Collaboration. 2014. Available online: http://www.duque.eu/uploads/DUQuE_Seven_Ways_
To_Improve_Quality_And_Safety_2014.pdf (accessed on 16 December 2021).

Moldovan, L. Good Practices and Results for the Implementation of a Framework of Sustainable Development in Higher
Education. Proceedings 2020, 63, 59. [CrossRef]


https://www.spitalmures.ro/en/
http://www.duque.eu/uploads/DUQuE_Seven_Ways_To_Improve_Quality_And_Safety_2014.pdf
http://www.duque.eu/uploads/DUQuE_Seven_Ways_To_Improve_Quality_And_Safety_2014.pdf
http://doi.org/10.3390/proceedings2020063059

	Introduction 
	Materials and Methods 
	Areas of the New Reference Framework 
	Sustainable Medical Practices Presented in the Scientific Literature 
	P. Design of Medical Services Provision 
	I. Medical Services Provision 
	E. Medical Services Evaluation 
	R. Continuous Improvement 

	Indicator Matrix of the San-Q Sustainable Development Framework 
	Description and Evaluation Grids of the Human Rights Indicators 

	Results 
	Discussion 
	Conclusions 
	References

