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TITLE – Study the importance of NABH audit and compliance in a 45 – bedded 

hospital, Punjabi Bagh, New Delhi. 

 

1.BACKGROUND 

Quality is an utmost priority for every sector. It defines the effectiveness, efficiency and 

rightness of the service or product to the consumer and customers. The fundamental 

tenet of quality improvement is that higher standards will result in higher service 

utilisation and better health outcomes.  

All countries regardless of their economic status share a common concern that health 

care systems and their services meet the health needs of people following the WHO 

health system framework. An important role of any health care system and disease 

control program is to ensure the best service is provided to their citizens with utmost 

optimality, technical competence and patient wellbeing and satisfaction. 

 

 

India incorporating the background of health system framework has quality 

improvement bodies like NQAS for public health set ups and NABH for private set ups 

from a multidisciplinary hospital to a small dental clinic. 

 

 

“QUALITY IS DOING RIGHT THING RIGHT THE FIRST TIME AND 

BETTER THE NEXT TIME.” 

 

 

2. INTRODUCTION 

 

Healthcare system in India has drawn the focus towards delivery the best with financial 

protection. Health system framework (Fig 1.1) focuses on the link and quality as an 

intermediate factor which is important to achieve the desired health outcome, financial 

protection. 

 
Fig 1.1Health System Framework. 
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The intermediate factors and outcomes are interconnected with the six building blocks 

of the health system framework. For instance: 

Equity and access are influenced by service delivery arrangements and financing 

mechanisms. Quality of care is directly impacted by health workforce skills and service 

delivery models. Patient safety depends on the effectiveness of health information 

systems and leadership in promoting safety practices. 

In summary, understanding these intermediate factors and outcomes alongside the 

building blocks provides a comprehensive view of how health systems function, 

perform, and can be improved to achieve better health outcomes and equity in access to 

care. This holistic approach helps policymakers and health system managers identify 

areas for intervention and reform, aiming towards the goal of universal health coverage 

and improved population health. 

The health system framework is the fundamental base for the any government health 

centers, hospitals or private hospitals best functioning. Initiatives and audits are there 

for the quality check at the PHCs, CHCs, District hospitals and private Hospitals. 

NQAS is implemented for the healthcare centers and NABH has set standards for the 

quality check and improvement of Hospitals covering all the aspects of building blocks. 

NABH A Brief  

The Quality Council of India’s National Accreditation Board for Hospitals & 

Healthcare Providers (NABH) was established to create and manage an accreditation 

process for healthcare institutions. The board is structured to cater to much desired 

needs of the consumers and to set benchmarks for progress of health industry. The 

board while being supported by all stakeholders including industry, consumers, 

government, have full functional autonomy in its operation.(1) 

It Is essential to Improving the standard of healthcare in India because of its extensive 

empanelment, certification, and accreditation processes. 

 

One of the main focuses of NABH’s initiatives to improve healthcare standards is 

accreditation. The board ensures that a wide range of healthcare organisations meet 

strict quality standards by granting certification to them. Hospitals, blood centres, small 

healthcare organisations (SHCO), and medical imaging services are some of these 

entities. Furthermore, NABH accredits allopathic clinics, Panchkarma clinics, AYUSH 

hospitals, and dental healthcare providers—that is, both conventional and contemporary 

medical procedures. In keeping with its dedication to providing a wide range of 

healthcare services, the board also extends its accreditation to specialised fields 

including ethical committees for clinical trials and eye care organisations. 

 

Another essential component intended to promote quality assurance at all stages of 

healthcare delivery is NABH certification. This includes SHCOs and hospitals obtaining 

entry-level certification, which forms the basis for quality improvement. In order to 

encourage excellence in conventional healthcare systems, NABH also provides 

hospitals and AYUSH institutes with entry-level certification. In addition, the board 

oversees specialised certification initiatives like the Medical Laboratory Programme and 

Nursing Excellence, which work to improve standards in particular healthcare domains. 

Hospital emergency rooms can also get certified, guaranteeing that they are equipped to 

provide top-notch care in dire circumstances 
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NABH’s strategic strategy, empanelment, aims to better connect healthcare providers 

into larger healthcare networks so that patients have easier access to services. NABH 

connects clinics and hospitals with government programmes like the Employees’ State 

Insurance programme and the Central Government Health Scheme (CGHS) through 

empanelment. Furthermore, Medical Value Travel Facilitators are acknowledged by 

NABH for their important contribution to helping foreign patients who are travelling to 

India for medical care. This feature highlights NABH’s contribution to closing the gap 

that exists between those in need of healthcare services and high-quality providers. 

 

Correlation between NABH standards and WHO health system framework. 

It is more pertinent that to co-relate the NABH standards with the WHO health system 

framework. Analyze how NABH standards address that dimension contributes to each 

building block of the WHO framework. 

• Service Delivery: NABH standards are constructed in a way to guarantee that 

each healthcare organization is providing high quality and safe services towards 

the patients, which is related to both patient care protocols as well as clinical 

services and the like, all linked with management of infrastructure. 

• Health Workforce: NABH standards address areas such as Human Resource 

Management, levels of staffing, assessment of competence, and staff training 

intended to help ensure a skilled and motivated health care workforce. 

• Health Information Systems: Basically, this relates to the standards from the 

NABH, which talked about maintaining Medical Records for information 

management similar in principle to that stressed by the WHO standards for 

Health Information Systems. 

• Access to Essential Medicines: The NABH standards relate mainly to service 

delivery and clinical care rather than pharmaceutical supply chains. They 

contribute to this building block indirectly by ensuring that the management of 

medicines within health facilities is effective and that published guidelines on 

appropriate medicine use are followed.  

• Financing: Though NABH does not specifically mention the financing 

mechanism, indirectly its standards over efficient use of resources and quality 

improvement support financial sustainability through operational efficiency and 

better patient outcomes. 

• Leadership and Governance: The accreditation by NABH shall have an intrinsic 

requirement for a robust governance structure with committed leadership and 

compliance with regulatory standards, in the spirit of the WHO call to ensure 

effective health system governance. 

• It proves how the needs of accrediting help develop an efficient, extended 

healthcare system. The overall objectives of the WHO framework are consistent 

with the emphasis of NABH on quality, safety, and patient-centered care, 

ensuring that healthcare organizations meet not only the statutory requirements 

for their existence but also bring continuous improvement on every aspect of 

administration and service delivery. 

.  

 

The B M Birla Heart Research Centre, Kolkata is the first hospital to receive 

NABH accreditation. As of right now, 1299 hospitals in India have received NABH 
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certification. Gandhinagar General Hospital was the first public hospital to receive 

NABH certification in 2009.As of right now, the May NABH Audit was conducted 

at the Birla Healthcare facility, CK Birla Hospital Punjabi Bagh.  

 

Under the Entry Level Certification Programme, the National Accreditation Board for 

Hospitals and Healthcare Providers (NABH) has collaborated with the Insurance 

Regulatory and Development Authority (IRDA) to mandate certification for hospitals. 

This certification is essential for hospitals to offer cashless insurance services to citizens 

on their premises. NABH ensures high standards of care and patient safety through this 

certification process, aiming to foster a culture of quality across all levels and functions 

within healthcare organizations. Apart from certification it streamlines the structure, 

process and outcomes.  

The NABH Entry Level Certification Standards outline two main categories: Patient 

Centered Standards and Organization Centered Standards. 

Patient Centered Standards:(1) 

1. Access, Assessment and Continuity of Care (AAC) 

2. Care Of Patient (COP) 

3. Management of Medication (MOM) 

4. Patient Right and Education (PRE) 

5. Hospital Infection Control (HIC) 

 

 

Organization Centered Standards:(1) 

1. Continuous Quality Improvement (CQI) 

2. Responsibilities of Management (ROM) 

3. Facility Management and Safety (FMS) 

4. Human Resource Management (HRM) 

5. Information Management System (IMS) 

These standards are designed to ensure comprehensive quality assurance and patient 

safety, promoting excellence in healthcare services across various organizational 

functions. 

Importance of Certification 

i. It significantly enhances community confidence and trust by elevating standards 

and focusing rigorously on quality assurance and patient safety. 

ii. Certification provides a clear and structured roadmap for standardizing healthcare 

practices, ensuring consistency and reliability in service delivery. 

iii. It fosters a patient-centered culture within healthcare institutions, emphasizing 

personalized care and patient empowerment.  

iv. By encouraging a systems-oriented approach to healthcare delivery, certification 

not only improves patient satisfaction but also enhances overall healthcare 

outcomes.  
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v. Additionally, achieving certification brings external recognition and credibility to 

organizations, validating their commitment to excellence.  

vi. It also facilitates empanelment by insurance agencies, thereby enabling hospitals to 

offer cashless insurance facilities and better accessibility to healthcare services 

for patients 

vii. Ensures proper documentation which aids in Medico-legal Obligations. 

viii. Provides proper recording of the Key Performance Indicators . 
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                     CHAPTER 2 - LITERATURE REVIEW 

1. Introduction of Innovative Ideas 

and NABH Standards Adherence 

Impact(2) 

 

The healthcare sector in India is pivotal for 

economic growth, with quality standards 

defining service excellence and patient 

outcomes enhancement. 

NABH accreditation aims beyond 

certification, emphasizing clinical 

excellence, infection control, and patient 

safety. 

While patients benefit directly, hospital 

staff also gain from a healthier work 

culture and improved care standards. 

Despite accreditation, studies indicate staff 

often possess average knowledge of 

NABH standards, necessitating regular, 

comprehensive training. 

Initial resistance due to perceived 

workload increase from documentation 

under NABH guidelines can be mitigated 

through proper training interventions.(2) 

2. Comparison of NABH and AB-

PMJAY Quality Standards 

Ayushman Bharat Pradhan Mantri Jan 

Arogya Yojana (AB-PMJAY) aims to 

provide universal health coverage in India, 

ensuring quality healthcare access without 

financial strain. 

NABH standards complement AB-

PMJAY by focusing on patient-centric and 

management-centric improvements in 

healthcare delivery. 

Both frameworks contribute to enhancing 

patient safety and healthcare service 

quality amidst evolving healthcare 

dynamics.(3) 

3.   Role of Accreditation in 

Healthcare Quality Improvement(4) 

 

Accreditation serves as a structured 

framework aiding healthcare organizations 

in enhancing patient safety and quality 

care. 

NABH’s robust standards drive 

improvements in service delivery and 

organizational management, crucial in 

adapting to healthcare advancements.(4) 

4. Significance of Medical Record   Proper documentation of patient 

management is critical for clinical 
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Keeping(5) 

 

governance, ensuring treatment 

accountability and facilitating future 

medical care strategies. 

Medical records serve as essential 

evidence in legal contexts, particularly in 

cases of alleged medical negligence, 

reinforcing the importance of meticulous 

record maintenance.(5) 

5. Decentralization and Health System 

Performance in India(6) 

 

The evolution from disease-specific 

initiatives to holistic health system 

strengthening reflects a global shift 

towards improving health outcomes. 

Policy emphasis on decentralization aims 

to bolster health system resilience and 

performance, aligning with global health 

development goals.(6) 

6. Importance of filling and 

documentation of OT Notes. 

 

Operative findings and post-operative 

plans, documented in the notes, serve as 

essential tools for communication among 

healthcare professionals and are the sole 

legal records of a surgical operation. The 

practice of documenting medical 

procedures dates back to ancient Egypt, 

around 3000 BC, as evidenced by the 

Smith’s Papyrus. Ancient Greek and 

Roman physicians, who studied in 

Alexandria, recorded that Egyptians 

treated superficial tumors using cautery 

with hot irons or excision with knives. 

Hippocrates (460-375 BC) and his 

followers further established the 

significance of writing and note-taking in 

medicine. The advent of the printing press 

by the Germans in 1450 marked the 

beginning of more widespread patient 

documentation. 

The critical role of operation notes cannot 

be overstated for several reasons: they 

influence patient care, are essential for 

accurate record-keeping, contribute to 

research and innovation, and are crucial 

for legal documentation. Therefore, it is 

vital that operation notes are meticulously 

and accurately completed. They must 

reflect comprehensive patient details to 

support both immediate and long-term 

patient care. Additionally, these notes 

should be written promptly after surgery, 

be clear and legible, and avoid the use of 
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abbreviations, among other key 

requirements.(7) 

7. Importance and meaning of Health 

system – comprises private hospital 

even, 

 

A health system encompasses all the 

organizations, institutions, resources, and 

individuals dedicated to enhancing health. 

This broad network not only targets the 

direct improvement of health but also 

works to address various factors that 

influence health outcomes. The system 

provides a range of services, from 

preventive and promotive to curative and 

rehabilitative care, delivered through a 

structured hierarchy of health care 

facilities operated by both government and 

private entities. 

The operations of a health system should 

be equitable and just, ensuring 

responsiveness to people’s needs and 

treating them with dignity. To function 

effectively, a health system relies on 

essential elements such as trained 

personnel, financial resources, accurate 

information, adequate supplies, 

transportation, communication 

infrastructure, and overall leadership and 

strategic planning. Strengthening health 

systems involves tackling the critical 

challenges in each of these components.(8) 
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 RATIONALE 

 

The study has an important impact towards the knowledge and analyses for the 

compliance of NABH standards in the hospital which aids in the improved quality, 

streamlining of the processes and get to know the lacking which can be thus improved 

to have a better outcome and patient satisfaction leading to delivering of best practices. 

 

Secondly, the documentation aspect which holds the major portion for the standards is 

important for the records and medico-legal obligations. Medical cases can be due to lack 

of documentation, or it could back aid in if their exists proper documentation. 

 

The data that is the records helps in decision making, improving the services which 

leads to reduction of cost and leans the wastages. Lastly, the compliance to the 

standards holds the ethical consideration and practices. 

 

RESEARCH PROBLEM 

To find the compliance percentage and number of quality NABH standards before audit 

followed by intervention for improvement and checking the result after NABH Audit. 

 

AIMS AND OBJECTIVES  

1. To evaluate current practice for the NABH standards for SHCO. 

2. To observe gap in compliance of the standards. 

3. To evaluate knowledge of staff towards the NABH standards  

4. To suggest a plan of action for each. 
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                             CHAPTER 3 – METHODOLOGY 

The research revolves around NABH 3rd edition Audit SCHO outcomes – pre audit and 

post audit compliances and the importance of the audit in every component is discussed. 

The research study follows the mixed-method approach using quantitative and 

qualitative techniques. Also, simulation was done through audit of NABH. 

Research design used is the Quasi Experimental: Pretest-Posttest Design. 

                
Fig 3.1:Study Design 

PRETEST PHASE  

NABH 3rd edition SCHO self-assessment toolkit in excel format is used as the main 

collection tool for the evidences.( Annexure I) 

Evidence (pictures, word file, excel sheet) against every standard of every chapter was 

collected and scored according to compliance, non-compliance and partial compliance. 

Data was collected by both qualitative and quantitative methods. 

Method used – Record Review  

                        Staff interview 

                        Direct Observations 

                        Primary documentation audit 

Record Review – Training details, Handover registers, incident reports, delivery records, 

transfusion reaction, turnaround time, OT registers, pharmacy, biomedical records. 



11 
 

Staff interview – emergency codes, hand hygiene, scope of services, nurses and doctors’ 

knowledge, non–medical staff, pharmacy staff, security person, importantly the 

personnel responsible for the Quality department. To conclude, all the staff medical or 

non-medical were interviewed as required for the collection of evidence of the objective 

under every standard. 

Direct Observation – Regular rounds were taken by the researcher (author) were 

conducted and pictures were clicked to validate the following of the objective whether 

full compliance, partial compliance or non-compliance. ( Annexure II) 

Primary Documentation Audit – Objectives involved the evidences related to patient file 

documentation. Primary Audit of files was conducted. Every day random files were 

taken and noted in total 50 files were audited. (Annexure III) 

Sample Size – 50 files. 

Inclusion: All the In-Patient Department files for both floors. Mainly obstetrics and 

gynecology, orthopedics, ENT, urology department were included. 

Exclusion: Pediatrics file and non-surgical files were excluded as files were documented 

half in HIS and half on paper and non-surgical as it will not cover all the parameters. 

Data Analyses – Microsoft Excel was used to analyse the collected quantitative data.  

Parameters covered in the audit are: 

Initial Assessment Form Duly filled. Sign of the Duty Doctor and Consultant. Consent 

form completion. Anesthesia form completion. OT notes properly filled. Medication 

Order Compliance. 

Table 3.1: Parameters considered for Patient File Audit. 

Section Criteria Completion 

Initial Assessment - Completion Yes / No 

 - Past history Yes / No 

 - Brief findings Yes / No 

 - No column left blank Yes / No 

Signatures 
- Duty doctor’s signature with date, time, and 

legibility 
Yes / No 

 
- Consultant’s signature with date, time, and 

legibility 
Yes / No 

Consent Form - Patient’s risks written Yes / No 

 - Procedure details (what and by whom) Yes / No 
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Section Criteria Completion 

 - Patient’s signature and relation mentioned Yes / No 

Anaesthesia 

Consent 
- Patient’s risks written Yes / No 

 - Procedure details (what and by whom) Yes / No 

 - Patient’s signature and relation mentioned Yes / No 

OT Notes - Legible writing 
Filled/ Partial / Not 

filled 

 
- Date, time, and consultant’s signature with 

DMC number 

Filled/ Partial / Not 

filled 

Medication Order - No abbreviations (e.g., bd/od) Yes / No 

 - Medication written in capitals Yes / No 

 - Duty doctor’s signature (if applicable) Yes / No 

   

 

◆ General Examination: All criteria must be met for “Yes”. 

◆  Investigations: Ensure no fields are left blank for “Yes”. 

◆  Signatures: Must include complete details for “Yes”, absence or incomplete 

details result in “No”. 

◆   Consent Forms (Procedure and Anaesthesia): Complete details must be present 

for “Yes”. 

◆  OT Notes: Mark as “Partial” if some but not all criteria are met. 

  Medication Orders: Ensure all criteria are met for “Yes”; any deviation results in “No” 

 

DATA ANALYSIS – Scores are given against every objective according to the 

evidence collected. Criteria was: 

Table 3.2: Scoring criteria for each objective. 

COMPLIANCE                    SCORE 

Non – Compliance 0 

Partial Compliance 5 

Full Compliance 10 

 

The total score of every chapter is calculated by adding the score and is divided by the 

ideal score: multiplied by 100 to get the score compliance percentage. This whole 

method gives pretest compliance number and percent which can be compared after the 

intervention posttest scenario. 
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INTERVENTION PHASE  

◆ Administration of training - Safety training, human resource training, NABH 

trainings. 

◆ Focus Group Discussions – with the nurses, doctors to get acquainted with the 

shortcomings and planned a corrective action for the same.  

◆ Record Registers introduced 

◆ Data for KPIs were collected  

◆ Data validation was done by conducting regular rounds and interacting with the 

staff. 

◆ One to one learning sessions conducted for the enhancement of knowledge about 

the importance of quality and audit. 

POSTTEST PHASE 

NABH Audit conducted by the external auditor with same assessment toolkit gave the 

amount of non-compliance. 

◆ Staff Interview – Nurses, Radiology staff, Laboratory technician were interviewed 

on a random basis. 

◆ Direct Observations-Facility round was taken. 

◆ File Audit – Randomly 15 files were selected to check the documentation and 

record compliance, 

◆ Record Review – All the registers for gynae, blood transfusion reactions were 

reviewed, 
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                                        CHAPTER 4 – FINDINGS 

CHAPTER 1 AAC: 

◆ Initial assessment forms exhibit partial adherence to stipulated guidelines, 

indicating a need for further compliance. 

◆ Accuracy and upkeep of laboratory procedure require refinement and maintenance 

to ensure precision and consistency.  

◆ Scope of Services Policy was not updated. 

◆ Staff were not well informed about all the scope.  

Fig 4.1: Turn Around Time for Initial Assessment in the wards. 

 

Fig 4.2: Initial Assessment Duly Filled Non Compliance(n)=23. 
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CHAPTER 2 COP: 

◆ The care and treatment plan lack the authentic signature and DMC Number, thus 

warranting attention to ensure completeness and compliance. 

◆ Adherence to NABH norms necessitates ensuring that the consent for blood 

transfusion is duly completed. 

◆ Operation theatre requires enhanced maintenance of regular records and effective 

infection control practices. 

◆ Important signages are not displayed as per the brand policy. 

 

 
Fig 4.3 Documentation Non-Compliance(n)=32. 

 

 

CHAPTER 3 MOM: 

 

◆ Medication chart shows non-compliance according to NABH norms . 

 

◆ High RIsk medication are verified and given but the documentation for the same is 

weak . 

 

◆ Reporting of adverse event are followed but the analysis and evaluation is delayed . 
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Fig 4.4 Medication Order Non Compliance Department-wise(n)=20 

 

 

CHAPTER 4 PRE: 

 

◆ Confidentiality of patient is not strong as the patient file is kept in open access with 

no specific area for the same . 

 

◆ Informed consent shows non compliance . 

 

◆ Bilingual consent form are not available . 

 

 
Fig:4.5 Consent Non Compliance Documentation Department wise(n)=22. 
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Fig 4.6: Anaesthesia Documentation n=50 

 

 

 

 

 

CHAPTER 5 HIC : 

 

◆ PPE protocol adherence followed with partial compliance . 

 

◆ Sanitizer dispensing machines are not refilled . 

 

◆ Bins are kept without proper lid coverage at times . 

 

◆ Infrastructure layout - Washroom in front of CSSD inlet. 

 

 

CHAPTER 6 CQI : 

 

◆ Data analysis and Calculation of Key Performance Indicators is weak . 

 

◆ Lack of rigorous data validation . 

 

◆ Regular mock training and audits show partial compliance . 

 

 

CHAPTER 7  ROM : 

CHAPTER 8  FMS : 

CHAPTER 9   HRM : 

CHAPTER 10 IMS : 

  

◆ Regular training records should be maintained and kept with the human resource 

department.  

◆ Medical Records and all the documentation as discussed should follow the     

compliance and updated digitally . 

◆  EMR has not been introduced when India is moving towards digital world still 

manual things are being used . 
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SCORING FOR ALL THE CHAPTERS OF NABH  

                           

Table 4.1 Final Score Percent of NABH Chapters. 

 

 

 

 

 

 

 

              

 

 

 

 

 

                            

                               

 

 

 

Total Number of Non-Compliance/Partial Compliance = 55. 

 

                         POSTTEST : NABH AUDIT  

 

Total Number of Non-Compliance/Partial Compliance - 2 

 

 

 

Table 4.2:Pre and Post-Audit Compliance. 

 

 

 

 

 

 

 

CHAPTERS SCORE 

AAC 76.9 

COP 79 

MOM 80 

PRE 72 

HIC 80 

CQI 70 

ROM 92 

HRM 80 

FMS 78.5 

IMS 68.75 

TIME 

FRAME 
ACTIVITY  COUNT PERCENTAGE 

PRE 
NON-

COMPLIANCE/PARTIAL 

COMPLIANCE) 

 55 37.93103448 

 INTERVENTION DONE    

  NABH AUDIT    

 INSPECTION RESULT    

POST 
NON-

COMPLIANCE/PARTIAL 

COMPLIANCE) 

 2 1.379310345 
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DISCUSSIONS  

 

AAC  

◆ Initial assessments at the hospital indicate non-compliance, suggesting inadequate 

investigation of patients. 

◆ Proper documentation of initial assessments is crucial for evidencing the scope of 

services provided. 

◆ A detailed discharge summary is generated but often lacks the consultant's 

signature, undermining its completeness. 

 

COP  

◆ Involves detailed documentation of blood transfusions, radiology equipment checks, 

and surgical procedures. 

◆ Compliance ensures ethical practices, enhances patient safety, and optimizes 

operational efficiency. 

◆ Proper surgical documentation protects against procedural errors and financial 

liabilities for patients. 

 

MOM 

◆ Medications should be clearly labeled in capital letters for enhanced readability; 

however, non-compliance was noted. 

◆ Controlled substances like narcotics are required to be double-locked in the 

operation theater but lack proper documentation. 

◆ High-risk medications administered without proper labeling lead to communication 

gaps and potential errors. 

 

PRE  

◆ Documentation and display of patient rights and responsibilities were well-executed. 

◆ Various feedback mechanisms are utilized including morning rounds, tablets forms, 

and scan codes/emails. 

◆ Lack of compliance with informed consent poses significant medico-legal 

implications, highlighting ethical concerns. 
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CQI  

◆ Forms the foundation for hospital performance measurement from AAC to IMS 

(Information Management System). 

◆ Essential for data analysis, RCA (Root Cause Analysis), and CAPA (Corrective and 

Preventive Actions). 

◆ Strengthening data recording and validation processes is crucial for accurate KPI 

(Key Performance Indicator) calculation. 

◆ Non-compliance affects KPI accuracy and impedes comprehensive performance 

evaluation. 

HIC : 

◆ Biomedical waste segregation and disposal are effectively managed. 

◆ The hospital maintains exemplary cleanliness standards. 

◆ Data validation for infection control indicators needs improvement. 

◆ Adherence to PPE usage and hand hygiene protocols falls short of full compliance. 

◆ The COVID-19 pandemic underscored the importance of sterilization, PPE 

adherence, and hygiene maintenance for effective infection control practices. 

ROM : 

◆ Non-medical operational aspects are overseen by the Management department, 

including HR, Finance, Medical Services, and Marketing. 

◆ Efficient management enhances hospital operations, streamlining patient stays and 

treatment processes to build the hospital's brand. 

◆ HR and FMS safety training and grievance redressal presentations should be 

conducted regularly. 

HRM & FMS : 

◆ Safety training for staff was found lacking and inadequately recorded. 

◆ Regular grievance redressal sessions and continuous learning initiatives are 

essential. 

◆ Continuous round-the-clock equipment safety checks enhance technical 

competency across the hospital. 

IMS : 

◆ Integral to hospital operations, IMS functions as the focal point of records that 

are important for medico-legal cases, data evaluation, and other purposes. 

◆ Within the digitalization era of India, EMR's play a serious function in faultless 

storage and retrieval of information. 

◆ It would therefore require rigorous training and group discussions to reduce the 

digital gaps and optimize the benefits derived from the same technology to 

reduce wastages of resources. 

◆ ABDM is a thing that the government is extremely enthusiastic about. The 

digitalization under Ayushman Bharat Digital Mission brings forth healthcare 

management of international standard efficiency 
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                                         CHAPTER 5 - CONCLUSION  

Setting up the simulation environment before real audits is not only a prime requirement 

in terms of certification; it is also from the perspectives of ethical practices, states of 

optimal operations conditions, technical expertise, and medico-legal requirements—all 

meant for maintaining continuous quality in these dimensions. 

This is anchored on the establishment of KPIs and their periodic review. Through such 

preemptive assessment, we picked out functional non-compliances and corrected them 

through interventions like training programs and group discussions. This saw the next 

audit result turn out commendable with only minor non-conformities noted. 

This pro-active approach paves the way toward higher accreditation, backed by relevant 

recommendations that have the making of continual quality improvement and 

assimilation into government stipulations. Of importance were the need for proper 

documentation, periodic increments of internal audits, and in-built self-assessment 

exercises. Periodic training and interactive forums for staff have also formed a core in 

improving operational efficiency. 

This coupled with enhanced strength in KPI collections, validation, and realization. 

Maintenance of an EMR system with structured learning sessions is proposed to lessen 

the digital divide and maximize technology usage for optimal efficiency and 

effectiveness. 

This strategy shall, at its core, consolidate both service delivery and information 

management of a healthcare system in a framework that lays focus on accessibility, 

safety, and superior quality. This shall be an exemplary model of a hospital in regard to 

financial stewardship, health outcomes, equity, responsiveness, and patient satisfaction. 

This conclusion shall justify the fact that 'NABH is for Quality not Quality is there for 

NABH'. 

. 
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                                             ANNEXURE-I 
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ANNEXURE - II 
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                                       ANNEXURE -  III 

 

 

 

 

S.No 
Time of 

Admission 

Initial 

Assessment 
Duly Filed 

1 17:57 22:40 Yes 

2 20:19 20:50 No 

3 14:24 15:00 No 

4 20:41  Yes 

5 18:21 19:01 Yes 

6 22:01 22:30 No 

7 21:22 22:00 Yes 

8 23:23 23:40 Yes 

9 17:03 18:50 No 

10 20:43 21:45 Yes 

11 20:09  No 

12 20:38 21:00 No 

13 16:30 17:20 No 

14 14:45  Yes 

15 16:25 17:51 No 

16 17:28 18:15 No 

17 9:42  No 

18 8:07 11:00 No 

19 6:04 6:30 Yes 

20 12:12 12:30 Yes 

21 6:08  Yes 

22 18:47 19:20 Yes 

23 11:16  No 

24 21:11 21:45 Yes 

25 8:48 9:00 No 

26 11:42  Yes 

27 8:16  Yes 

28 21:24  No 

29 16:54 18:50 Yes 

30 12:32 14:00 Yes 

31 20:54  Yes 

32 16:20  No 

33 11:03 12:00 Yes 

34 0:25 0:30 Yes 

35 9:08  Yes 

36 14:22 15:30 No 

37 0:23  Yes 

38 10:46  No 

39 13:48 14:45 No 

40 8:37  No 

41 15:15  No 

42 17:54  No 



27 
 

43 7:38  No 

44 19:45  Yes 

45 0:12  Yes 

46 22:22 23:00 No 

47 6:09 6:20 No 

48 1:19  Yes 

49 1:19  Yes 

50 14:02 14:20 No 

    

    

 

 

Sign and DMC 

No.   
Issue Difference of Time 

Consent 

Compliance 

No Consultant  4:43 No 

No Consultant  0:31 Yes 

No Consultant  0:36 No 

No Consultant   No 

Yes N/A 0:40 No 

No Consultant  0:29 Yes 

No Consultant  0:38 No 

Yes N/A 0:17 No 

No Consultant  1:47 Yes 

No Consultant  1:02 No 

No Consultant   Yes 

No Consultant  0:22 Yes 

No Consultant  0:50 Yes 

Yes N/A  No 

No Consultant  1:26 Yes 

No Consultant  0:47 Yes 

No Consultant  -0.404166666666667 Yes 

No Consultant  2:53 Yes 

Yes N/A 0:26 No 

No Consultant  0:18 Yes 

No Consultant  -0.255555555555556 Yes 

No Consultant  0:33 No 

Yes N/A -0.469444444444444 Yes 

No Consultant  0:34 No 

No Consultant  0:12 Yes 

No Consultant  -0.4875 Yes 

Yes N/A -0.344444444444444 Yes 

No Consultant  -0.891666666666667 No 

Yes N/A 1:56 Yes 

No Consultant  1:28 No 

No Consultant  -0.870833333333333 Yes 

No Consultant  -0.680555555555556 Yes 

No Consultant  0:57 Yes 

Yes N/A 0:05 No 
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Yes N/A -0.380555555555556 No 

No Consultant  1:08 Yes 

No Consultant  
-

0.0159722222222222 
No 

No Consultant  -0.448611111111111 Yes 

No  0:57 yes 

No 
Both RMO snd 

consultant 
-0.359027777777778 No 

No 
Both RMO snd 

consultant 
-0.635416666666667 No 

No Consultant  -0.745833333333333 No 

No Consultant -0.318055555555556 Yes 

No Consultant -0.822916666666667 Yes 

Yes N/A 

-

0.0083333333333333

3 

Yes 

No Consultant 0:38 No 

No Consultant 0:11 Yes 

No Consultant 
-

0.0548611111111111 
No 

No Consultant  
-

0.0548611111111111 
No 

No Consultant 0:18 No 

    

 

 

 

                                                  -  
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                                         ANNEXURE -  IV 
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