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ABSTRACT

Objective: Electronic health records (EHRs) are considered a way to make the management of patient information easier, improve efficiency, and
decrease costs related to medical information management. Compliance with requirements from accreditation bodies on quality of documentation
ensures the complete and accurate patient information in the EHR. The purpose of this study is to measure the effect of quality accreditation on the
quality of documentation in the EHR.

Methods: A simple random sample of 18% of patient records was manually selected each month during the entire study period from the population
of discharged patients. The auditing process included 18 months starting from January 2014 until June 2015. The data collection was performed by a
quality management unit using a modified medical record completeness checklist adapted from Joint Commission International (JCI) criteria.

Results: The results of the study show the improvement in compliance with complete medical records’ documentation after the JCI accreditation.
However, after the accreditation, the compliance suffers a dramatic fall which could be referred to the post-accreditation slump. The compliance then
improved again to reach higher levels of compliance. Using paired t-test, the mean of total compliance with complete and accurate medical records
in October 2014 was less than in May 2015.

Conclusion: This study highlighted the performance of one process before and after the first accreditation of the organization showing the real
difference between the performance before and after the accreditation and explaining the drop that happened just after the accreditation.
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INTRODUCTION

Accreditation is an acknowledged assessment process used in many
countries to evaluate the quality of care [1]. Healthcare leaders believe
that minimizing variations through policies, procedures, guidelines,
pathways, and standards are a good strategy to improve healthcare
quality [2,3].

Healthcare leaders use accreditation as a method to improve the quality
of care. Accreditation is an essential part of healthcare systems in
more than 70 countries [4]. There is persistent proof that healthcare
system could be improved by accreditation programs. These healthcare
system improvements boost the adoption of accreditation programs
as a mechanism that has the potential to improve the quality of
healthcare [5].

Joint Commission International (JCI) is a part of a global enterprise of
non-profit organizations that address all dimensions of accreditation,
quality care, and patient safety [6]. The JCl accreditation survey includes
the following: Evaluation of documents provided by organization staff
that shows compliance, verbal information about the implementation of
standards or examples of their implementation that enables compliance
to be determined, onsite observations by surveyors, tracking of patients
through the care process by the tracer methodology, education about
standards compliance, and performance improvement [7].

The objective evaluation process, based on the JCI standards, helps
healthcare organizations to evaluate, measure, and improve health
performance [8]. Many hospitals have considered the JCI accreditation
process to be a strategy for improving the quality of care and safety for
patients and healthcare workers [5,9].

Electronic health record (EHR) contains retrospective, concurrent,
and prospective information, and its primary purpose is to support
continuing, efficient, and quality integrated healthcare [10]. Introducing
EHR aims to help doctors and healthcare facilities in providing quality
health care to patients as well as sustaining their safety [11].

EHRis considered a way to make the management of patient information
easier, improve efficiency, and decrease costs related to medical
information management [12]. The Institute of Medicine defined
quality care as “the degree to which health services for individuals and
populations increase the likelihood of desired health outcomes and are
consistent with current professional knowledge” [11].

In the growth of scientific medicine, medical records play an important
role as a tool and a basis for planning patient care besides medical
education, research, and legal protection [13].

The aim of the present study is to compare the compliance with proper
and complete documentation before and after the JCI accreditation in
Magrabi Aseer Hospital, a subspecialized hospital in Saudi Arabia

MATERIALS AND METHODS

Materials

The study was conducted in a private 30-bed, subspecialized hospital in
Abha, Aseer Saudi Arabia. The annual inpatient census is approximately
2000. The scope of health care service was provided to all patient age
groups, nationalities, and payment types. The hospital provided only
ophthalmology inpatient services.

The data collection was performed by a quality management unit
using a modified medical record completeness checklist adapted
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from JCI criteria. The list contains seven major categories: General
criteria, medication documentation, discharge summary and
operative report, plan of care, patient assessment, consent, and
surgical safety. These seven categories included 56 criteria to be
checked.

Methods

Slovin’s formula was used to calculate the sample size per month based
on a 95% confidence interval (CI) from an average monthly inpatient
census of 150 patients [14,15].

A simple random sample of 18% of patient records was manually
selected each month during the entire study period from the population
of discharged patients. The quality department staff audited the
selected files and they were unaware of the objectives of the study.

The auditing process included 18 months starting from January 2014
until June 2015. The hospital started the JCI preparation process at
January 2014 and the hospital successfully passed the JCI survey in
January 2015.
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RESULTS

Fig. 1 shows the improvement in compliance with complete medical
records’ documentation after the JCI accreditation. However, in March
2015, the compliance suffers a dramatic fall reaching 93% which could
be referred to the post-accreditation slump. The drop reached 93%
compliance in March 2015 and then improved in April, May, and June
2015 which were 98%, 99%, and 98%, respectively.

The descriptive analysis in Figs. 2, 3 and 4 shows the changes in the mean
between 2 months October-14 and May-15 are statistically significant.

The mean of total compliance with complete and accurate medical
records in October 2014 was less than in May 2015 at the 0.05 level
of significance. CI quantifies the uncertainty associated with estimating
the difference in means from sample data. The analysis shows 90%
confident that the true difference was between -0.078611 and
-0.025130, while 95% confidence was <0.025130. Distribution of the
data, comparing the location and means of the samples looking for
unusual data before interpreting the results of the test.

100%
99%
98%
97%
96%
95%
94%
93%

92%
Nov-13 Mar-14 Jun-14

% Compliance of Complete Medical Records Documentation in Accordance with
JCI Standards

Sep-14 Dec-14 Apr-15 Jul-15

98%

93%

Fig. 1: Total compliance through the whole auditing period

Mean Test
Is Oct-14 less than May-15?
0 005 01 > 0.5
Yes | No

P < 0.001

The mean of Oct-14 is significantly less than the mean of May-15
(p < 0.05).

Distribution of the Differences
Where are the differences relative to zero?
9
Fo- |
-0.4 -03 -0.2 -0.1 0.0

Paired t Test for the Mean of Oct-14 and May-15
Summary Report

Paired Differences

*Paired

Statistics Differences
Sample size 56
Mean -0.051871
90% Cl (-0.073935, -0.029807)
Standard deviation 0.098689

*Difference = Oct-14 - May-15
Individual Samples
Statistics Oct-14 May-15
Mean 0.93622 0.98810
Standard deviation 0.11095 0.046025
Comments

« Test: You can conclude that the mean of Oct-14 is less than
May-15 at the 0.05 level of significance. The mean of the
paired differences is less than zero.

« Cl: Quantifies the uncertainty associated with estimating the
mean difference from sample data. You can be 90% confident
that the true mean difference is between -0.073935 and
-0.029807, and 95% confident that it is less than -0.029807.

« Distribution of Differences: Compare the location of the
differences to zero. Look for unusual differences before
interpreting the results of the test.

Fig. 2: Comparison of the distribution of the difference and the means between October 2014 and May-2015
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Paired t Test for the Mean of Oct-14 and May-15
Diagnostic Report

Paired Data in Worksheet Order
Investigate any pairs with unusual differences (marked in red).

1.05 e Oct-14
EEEEEEEEEEN IIIIIIIIIIIIIIIIIIIIII IIIIIII IIIIIIIII |} | m May-15

I

075 ¢

0.90 -

0.60

§ 5 : 5
What is the chance of detecting a difference? What difference can you/detectwith a sample

< 40% 60% Power 90% 100% size of 567
! I Difference Power
E— — s =
-0.028966 70%
-0.033202 80%
-0.025346  Dpifference -0.039078 -0.039078 90%

For a = 0.05 and sample size = 56:
If the true mean of Oct-14 were 0.025346 less than May-15, you would have a
60% chance of detecting the difference with a paired test. If Oct-14 were

Observed difference = -0.051871

0.039078 less than May-15, you would have a 90% chance.

Power is a function of the sample size and the standard deviation. To detect smaller differences, consider increasing the sample size.

Fig. 3: Paired t-test for the mean of October 2014 and May 2015
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Fig. 4: Box plot graph for before and after accreditation
DISCUSSION

There is no evidence of the value of accreditation programs published
in the peer-reviewed literature. The lack of publications raises the
question about the accreditation, is it worth the time cost and human
resources? [4].

Scarce studies specifically addressed the correlation between
accreditation and certification of hospitals and patient outcomes.
Large quality accreditation programs founded to improve the quality of
healthcare are using more healthcare resources rather than any clinical
care provided to the patients; therefore, quality accreditation has a
substantial effect on patient safety and clinical outcomes [16].

The results of the network for the evaluation of accreditation and
standards in healthcare study show that accreditation was significantly
positively correlated with organizational culture and leadership. There
was a positive trend between accreditation and clinical performance.
Organizations with strong leadership perform better on accreditation

programs than other organizations lacking leadership commitment;
this indicates that accomplishment of accreditation provides an
accurate reflection of organizational behavior believed to be important
in enabling quality of care [17].

The Devkaran study results have answered the question: Do hospitals
maintain quality and patient safety standards over the accreditation
cycle? The research shows that, although performance falls after
the accreditation survey, the tangible impact of accreditation should
be appreciated for its capacity to sustain improvements over the
accreditation cycle. This phenomenon is supported by other researchers
who stated that those institutions which invest in the accreditation
surveys reap the most benefits from accreditors’ diagnosis, sharing of
leading practices, and the ensuing changes [15].

The effect of accreditation varies from one facility to the other and
as per Pomey’s research where the research addresses five different
facilities; one of the issues that were revealed by the study is what
he called the paradox of success where the accreditation process
recognized the accomplishments of the palliative care assessment
team, following which the team lost momentum as a result of its funding
being redirected to more problematic areas. This showcases the fact
that accreditation should not only be used to find problems but also to
validate and recognize success. Without this mandate, the accreditation
process will undermine the very goals it hopes to reach [18].

Based on the results of this study, the performance improved before the
accreditation and suffered a sudden drop just after the accreditation
and then improved again to sustain the improvements.

CONCLUSION

This study highlighted the performance of one process before and after
the first accreditation of the organization showing the real difference
between the performance before and after the accreditation and
explaining the drop that happened just after the accreditation. The
study has also urged the concept of continuous quality improvement
and continuous readiness which can result in a marked progress in the
organization.
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RECOMMENDATION

To have better results, these data should be measured for longer period
of time where at least two accreditation cycles have passed to see if
there is a difference between the two accreditations also to compare
the 1% accreditation of an organization with the second and third
accreditation, as whether the changes will be impeded in the process or
will it be forgotten after the accreditation directly.

As for the accreditation bodies, they should have a continuous readiness
program to support hospitals where random visits will be arranged
throughout the accreditation period and self-assessment tools that are
simple yet comprehensive to stimulate the organization to self-monitor
and improve even after the accreditation.
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