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STUDY 1

What are the possible causes for the delay in Turn-around-time in Laboratory test 
results and gaps in Operations of Phlebotomy and laboratory services at a University 
Hospital in UAE?”



1 To determine the turnaround time of the laboratory 
test results.

2

To identify reasons which lead to delayed TAT and 
implement an improvement program at a University 
Hospital in UAE.

3 To recommend effective 
solutions wherever required

Turn around Time is the time period between receiving specimens in the laboratory and 
dispatching reports with verification

OBJECTIVES
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Thumbay University Hospital, Al Jurf, Ajman

Area of study

Cross-sectional Observational Study

Type of Study

Quantitative Data, Convenient sampling technique

Data

Document Review, data analysis & physical 

observation

Method of data collection

Log book maintained by the phlebotomist and Information 
Management System in the hospital and laboratory.

Audit Tool

Methodology-April, 2022 – Closed file Audit



TAT for TUH Lab Tests

Key Finding:
• 45% of samples reaching lab within 1 hr.
• 55% of samples taking 1 hr to 3 hrs or 

more to reach Lab
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Key Findings:
• 12% of reports released within 30 mins.
• 48% of reports released within 1 hr.
• 96% of reports released within 2 hrs.
• 100% of reports released within 3 hrs.



TAT for TUH Lab Tests

Key Findings:
• 27% of samples reaching lab within 30 min.
• 56% of samples reaching lab within 2 hrs.
• 44% of samples reaching lab after 2 hrs to 8 

hrs or more.

Key Findings:
• 23% of reports released within 30 mins.
• 66% of reports released within 1 hr.
• 84% of reports released within 2 hrs.
• 97% of reports released within 3 hrs.
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CONCLUSION

There were several outliers that influenced the laboratory's TAT, and

in order to minimize the TAT, the hospital needed to concentrate on

monitoring the procedures, reducing waste, and eliminating repeated

tests. The laboratory consultants' verification of test findings required

time, and equipment outages, staffing shortages, transportation

techniques, and underutilization of the pneumatic tube system all led

to TAT delays. The absence of senior management participation in

identifying gaps and discussing them with stakeholders may have

improved the process flow prior to intervention.

Policies should be designed and implemented to improve TAT, and

audits should be undertaken on a regular basis.

This will not only increase patient happiness, but will also help to

minimize patient length of stay and speed up the hospital release

procedure.

Pneumatic Tube System



RECOMMENDATIONS
•After sample collection and labeling, the nursing staff should be encouraged to use the pneumatic tube system.
•It must be assured that the laboratory receives the proper labeling and log chart.
•The closure of sample containers needs to be verified twice.
•Pneumatic capsules that are not working properly need to be fixed to ensure appropriate equipment operation.
•Equipment and machines require routine maintenance at regular periods.
•Regular audits will aid in monitoring and, ultimately, TAT improvement.
•It is important to identify the key performance measures that fall short of the standards.
•It is necessary to identify wastes and non-value-added services that may delay reporting. Once waste activities have 
been identified, they should be stopped using the best management practices and resources. 
•The laboratory consultants must be trained in lean management so that a better monitor and implementation can 
be assured

STRATEGY FOR IMPROVEMENT

• Improve Phlebotomy Services; both OP & IP

• Further Optimization of Lab operations to save more time

• Layout improvement for sample collection areas



STUDY 2

“Assessment of Data Management Practices and Analysis of Gaps against standards set

by JCI” in a University Hospital in UAE.



Need for repeated on job training 

in implementation of JCI.THE DOCUMENTATION 

REQUIRED IN JCI IS LARGE.

CHALLENGES FACED 

in IMPLEMENTATION 

of SOPs in a HOSPITAL 

Skilled staff such as JCI certified 
trainer/coordinator is required.

The quality standards of JCI are 
descriptive and elaborative, where 
attention is paid to even small 
details that are difficult to maintain.



1
To understand if the existing documentation 
procedure is in accordance with the SOPs established 
by the hospital.

2
To assess the hospital management information 
system and carry a SWOT analysis

3
To recommend effective 
solutions wherever required

What is compliance?
‘Compliance’ as a term denotes whether the parameter is being met with the standard.

DATA 
MANAGEMENT

Information 
Management

Management and 
Implementation of Documents

Information Technology 
in Health Care 

OBJECTIVES of the study
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Thumbay University Hospital, Al Jurf, Ajman

Area of study

Non-experimental and Observational

Type of Study

Quantitative Data, Simple random 

sampling

Data

Document Review, data analysis & physical 

observation

Method of data collection

MRD audit checklist 

Audit Tool

February, 2022 – Closed file Audit
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Assessment of Medical Records From Thumbay University Hospital



18%

82%

Completion Status of Medical Records

Incomplete

Complete

COMPLETION STATUS OF MEDICAL RECORDS FROM THUMBAY UNIVERSITY HOSPITAL

Discharge Checklist

Patient Education

Medication Reconciliation

Daily Nursing Record

Death Summary

Patient Identification Labels

Documents with more than 90% Compliance



Compliance Of Medical Records From Thumbay University Hospital
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Data collection tool should be improved to cover more parameters as 
per JCI’s recommended medical record audit tool.

Observation and Suggestion- 1



CURRENT DATA COLLECTION TOOL
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Data aggregation and analysis methodology must be improved so that 
a quantifiable value for medical record compliance can be obtained.

Observation and Suggestion- 2



RECOMMENDED METHODOLOGY



Only pre-intervention data should be used to calculate the compliance.

Observation and Suggestion- 3



Recommendations

01

02
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04

05

to be enhanced for nursing staff and doctors regarding appropriate 
recording of procedures, care plan and signatures and for 
management of vulnerable patients including marking of files. 

Trainings

Allowed list of abbreviations needs to be programmed into the 
system o that error of using abbreviations that are not allowed 
could be minimized.

List of abbreviations

Should be conducted regarding the importance of complete and 
correct documentation.

Seminar sessions

Consultants should be sensitized for counter signing of doctor’s 
notes within the required time frame.

Sensitization

Regular assessments can be made through audit for randomly 
chosen files to ensure high standards.

Audits



Recommendations
Certain non-specific recommendations that could increase efficiency and quality of services

Hospital-wide standardization 
of the Discharge summary can 
be beneficial.

Standardization

Documentation methodology 
needs to be updated.

Update

Nurses need to be trained 
regarding mandatory pain 
assessment and infection 
control.

Improvement

Rewarding the best 
performing Department Unit 
could prove effective in 
bringing the required changes.

Rewards



MEDICAL RECORD DEPARTMENT

TAT for closing of gaps and retrieval of files in case of emergency is 
not defined in the department. 

Gaps in the security system- Absence of electronic lock on the main 
door. Since MRD has an issue of security and confidential 
documents, an electronic door operator could be helpful.

Human resource has not received training and/or re-orientation in 
a couple of years. 

The discharged long-stay patient’s records have not been scanned 
since previous year of 2021. (Oct-Dec)

Huge volumes of patient records are present for LTC patients which 
were observed to be unassembled/disorganized.

Sequence wise stacking could be done. While an effort is made but 
the sequence is not maintained for ease of retrieval when required.
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Recommendations for Medical Record Department
Status- Implemented

Regular sharing of audit 
results must be done in the 

concerned committee 
meetings 

Open file audit should 
be conducted every 
day.

MRD committee must 
be formed. 



HMIS & SEHATAK

*Current system has all the 
necessary modules.

*Integrated with other 
departments. 

*System is accessible on any 
machine in department.

*Interface is not user-friendly.

*No method of sending/ 
receiving spontaneous 
notifications across 
departments.

*System goes on stand by 
mode. 

*Use of mobile 
applications.

*Use of portable 
devices in case of 
failing machinery.

*Dependent on 
windows licensing.

*Internet connectivity 
issue.

*Cyber security.

*Technologically not 
the best in market
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Is the current HMIS capable of meeting current and future system requirements for TUH?

STRENGTH WEAKNESS

SWOT ANALYSIS



PATIENT’S IDENTIFICATION DOCUMENTS(emirates) ARE NOT 
SCANNED.

THE PROCESS OF ACCESSING FILES IS TIME-CONSUMING AND 
NON-INTUITIVE.

• ALLERGY ASSESSMENT & PAIN SCORE IS SOMETIMES NOT 
RECORDED.

• THE ABBREVIATIONS THAT ARE NOT ALLOWED ARE BEING 

USED IN CLINICIAN’S ASSESSMENT.



THANK YOU !


