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Abstract 

 

Healthcare documentation plays a crucial role in ensuring quality patient care, effective communication among 

healthcare professionals, and compliance with accreditation standards. International accreditation bodies such as Joint 

Commission International (JCI) emphasize accurate and structured documentation to support patient safety and quality 

improvement initiatives. The purpose of this study was to identify documentation gaps and determine the compliance 

rate with selected patient-centered standards of JCI. A cross-sectional audit design was used to evaluate documentation 

practices related to seven patient-centered chapters: Access to Care and Continuity of Care (ACC), Assessment of 

Patients (AOP), Care of Patients (COP), Anaesthesia and Surgical Care (ASC), Medication Management and Use 

(MMU), International Patient Safety Goals (IPSG), and Patient-Centered Care (PCC). A structured checklist based on 

JCI measurable elements was used to review a total of 149 documents, including policies, standard operating 

procedures, forms, audit records, and staff training records. Descriptive statistical analysis was applied to calculate 

compliance levels across the chapters. The results revealed an overall documentation compliance rate of 93.28%, 

indicating strong adherence to international documentation standards. However, minor gaps were identified in areas 

such as patient assessment documentation, medication management records, and patient safety documentation. The 

findings highlight the importance of regular monitoring, staff training, standardized documentation templates, and 

electronic documentation systems to maintain consistent compliance with accreditation standards. Strengthening 

documentation practices not only supports accreditation readiness but also improves patient safety, communication, and 

healthcare quality. 
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Introduction 

 

Documentation is a fundamental component of healthcare delivery and plays a critical role in maintaining patient safety, 

treatment continuity, and communication among healthcare professionals. Accurate documentation provides a 

systematic record of patient care activities, clinical decisions, and treatment outcomes. It also serves as a legal document 

and an important source of information for quality improvement initiatives, audits, and research activities. 

Healthcare organizations around the world increasingly follow international accreditation standards to ensure high-

quality patient care. Joint Commission International (JCI) is one of the most widely recognized accreditation bodies that 

establishes standards aimed at improving patient safety, healthcare quality, and operational efficiency. These standards 

emphasize structured documentation practices across various healthcare processes. 

The patient-centered chapters of JCI standards focus on several essential areas that influence patient care. These include 

Access to Care and Continuity of Care (ACC), Assessment of Patients (AOP), Care of Patients (COP), Anaesthesia and 

Surgical Care (ASC), Medication Management and Use (MMU), International Patient Safety Goals (IPSG), and Patient-
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Centered Care (PCC). Each of these chapters requires healthcare institutions to maintain documented policies, 

procedures, forms, and monitoring records that demonstrate compliance with accreditation requirements. 

Despite the presence of clearly defined standards, healthcare organizations may still experience documentation gaps. 

These gaps may arise due to factors such as heavy workload among healthcare professionals, lack of standardized 

documentation formats, insufficient staff training, or absence of regular monitoring systems. Documentation 

deficiencies can affect the continuity of care, reduce communication efficiency, and potentially compromise patient 

safety. 

Therefore, it is essential to systematically evaluate documentation practices to identify areas where improvements are 

required. Assessing documentation compliance helps healthcare organizations understand their level of alignment with 

accreditation standards and identify opportunities for quality improvement. This study focuses on identifying 

documentation gaps and determining the compliance rate of patient-centered documentation based on selected JCI 

standards. 

Objectives 

 

The study was conducted with the following objectives: 

 

1. To assess the availability and presence of required documents for compliance with JCI standards under the patient 

centered chapters. 

2. To calculate the document availability compliance rate for each standard and for the patient centered chapters as a 

whole. 

3. To identify gaps and areas for improvement in document management related to patient centered standards. 

4. To develop recommendations and action plans to improve document availability and achieve sustained compliance 

with JCI standards. 

 

Review of Literature 

 

Adams (2023) examined the role of structured documentation systems in maintaining hospital quality management 

standards. The study identified incomplete records and delayed documentation as common compliance issues during 

internal audits. Implementation of electronic documentation systems improved record accuracy and accessibility. The 

study emphasized that continuous monitoring and staff training programs significantly enhance documentation 

compliance. 

Baker (2022) analyzed clinical documentation improvement strategies in healthcare institutions. The study found that 

structured documentation templates improved the completeness and accuracy of patient records. Hospitals 

implementing documentation improvement programs demonstrated higher compliance with regulatory standards. 

Regular feedback to healthcare professionals also improved documentation practices. 

Clark (2021) investigated the relationship between documentation quality and patient care outcomes. The research 

revealed that incomplete documentation often resulted in communication gaps between healthcare providers, which 

could affect patient treatment decisions. The implementation of standardized documentation procedures improved 

coordination among healthcare professionals and enhanced patient safety outcomes. 

 

Diaz (2020) studied monitoring systems used to evaluate clinical documentation practices in healthcare institutions. The 

research found that hospitals conducting periodic documentation audits demonstrated improved compliance with 

quality standards. Documentation monitoringsystems helped identify missing information in patient records and 

facilitated timely corrective actions. Staff awareness programs also improved adherence to documentation protocols. 

The study concluded that systematic monitoring is essential for maintaining accurate and reliable healthcare 

documentation. 
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These studies collectively highlight the importance of structured documentation systems, continuous monitoring, and 

staff education in improving documentation compliance and healthcare quality. 

Methodology 

 

The study adopted a cross-sectional audit design to evaluate documentation compliance related to patient-centered JCI 

standards. A structured checklist was developed based on the measurable elements provided in the JCI standards 

manual. 

The study used a census approach, meaning all required documents related to the selected standards were included in 

the evaluation. A total of 149 documents were reviewed across seven patient-centered chapters: 

• Access to Care and Continuity of Care (ACC) – 15 documents 

 

• Assessment of Patients (AOP) – 45 documents 

 

• Care of Patients (COP) – 27 documents 

 

• Anaesthesia and Surgical Care (ASC) – 10 documents 

 

• Medication Management and Use (MMU) – 28 documents 

 

• International Patient Safety Goals (IPSG) – 13 documents 

 

• Patient-Centered Care (PCC) – 11 documents 

 

Each document was evaluated using the following criteria: 

 

• Compliant (C): Document available and updated 

 

• Partial Compliance (PC): Document available but incomplete or outdated 

 

• Non-Compliance (NC): Document missing 

 

• Not Applicable (NA): Process not applicable 

 

Compliance percentage was calculated using descriptive statistical methods 
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Analysis 

 

A total of 149 documents were assessed to determine documentation compliance across the selected standards. The 

chapter-wise analysis revealed that several areas achieved full compliance, while minor gaps were identified in a few 

chapters. 

Table 1: Chapter-wise Documentation Compliance Analysis 

 

Chapter 
Total 

Documents 
Compliant 

Partial 

Compliance 

Non- 

Compliance 

Not 

Applicable 

Compliance 

% 

ACC 15 15 0 0 0 100% 

AOP 45 40 1 1 3 88.88% 

COP 27 27 0 0 0 100% 

ASC 10 9 0 0 1 90% 

MMU 28 26 1 1 0 92.8% 

IPSG 13 11 1 1 0 84.6% 

PCC 11 11 0 0 0 100% 

 

 

The analysis indicates that documentation practices were strongest in ACC, COP, and PCC, where full compliance was 

observed. In contrast, IPSG showed the lowest compliance rate, suggesting that patient safety documentation requires 

further improvement. 

Results and Recommendations 

 

The study revealed an overall documentation compliance rate of 93.28%, indicating that most required documents 

were available and aligned with accreditation standards. Among the evaluated documents, 139 were fully compliant, 

while a small number were partially compliant or non-compliant. 

Minor documentation gaps were observed primarily in patient assessment records, medication management 

documentation, and patient safety documentation. These gaps may result from workload pressures, limited monitoring 

systems, or lack of standardized documentation templates. 

To address these issues, several improvement strategies are recommended. Healthcare organizations should implement 

an Electronic Document Management System (EDMS) to maintain a centralized repository for policies, procedures, 

and records. Regular staff training programs should be conducted to increase awareness of documentation standards 

and accreditation requirements. Standardized templates for forms and procedures should be developed to ensure 

consistency across departments. 

Additionally, periodic internal documentation audits should be conducted to monitor compliance and identify gaps 

early. Assigning departmental documentation coordinators can also improve accountability and ensure that documents 

remain updated and accessible. 
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Strengthening these systems will help healthcare institutions maintain continuous compliance with accreditation 

standards while improving patient safety and healthcare quality. 
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