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Abstract—Accreditation in health care system was found to affect patient safety, length of stay, quality of 

care and therefore was cost effective. However, no study has been conducted in Jordan to examine the impact 

of national health care accreditation programs on patient safety. The purpose of the study was to explore the 

impact of Jordanian national health care accreditation program on patient safety in terms of defining triggers 

and adverse events. A descriptive comparative study design was used. A questionnaire measuring triggers 

and adverse events was used for patients’ medical files (i.e. 360 files). Three accredited and three non-

accredited hospitals in Jordan. Patients in accredited hospitals had significantly lower length of stay compared 

to those in the non-accredited hospitals (M=3.62, SD=1.72 compared to M=4.08, SD=1.98); t (358) =-2.36, 

P<0.05. Additionally, number of triggers in the accredited hospitals was significantly higher than the number 

of triggers in non-accredited hospitals (M=1.70, SD=0.8 compared to M=1.13, SD=0.45); t (339.93) =2.79, 

P<0.01. Although number of triggers was higher in the accredited hospitals, number of events in the 

accredited hospitals was significantly lower than the reported events in non-accredited hospitals (M=0.36, 

SD=0.08 compared to M=0.48, SD=0.21); t (333.53) =-2.79, P<0.01. Indicators triggers were higher in 

accredited hospitals and events were lower which decreased the length of stay. The application of 

accreditation programs at Jordanian hospitals improve the care delivered to the patients and decrease the 

adverse events enhancing patients' safety. 
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1. Introduction 

The World Health Organization (WHO) defined health in its constitution as “'a state of complete physical, 

mental and social well-being and not merely the absence of disease or infirmity”, conceptualizing health care 

as the process of ensuring maximum comprehensive health for individuals [29]. Patient safety is one of the 

most crucial global health concerns, defined as the absence of preventable/unintentional harm to a patient 

during any course of health care [23]. Patient safety is considered an essential indicator of patient physical 

condition and is a main concern of health care administration [26]. Maintaining patient safety involves the 

mutual accountability of many professionals such as physicians, nurses, teachers, administrators, researchers, 

government, specialized associations and accrediting agencies [23]. A report by the [18] identified the 

significance of patient safety in terms of the chief contributing factors to medical errors, emphasizing two 

main dimensions: the fragmentation or devolution of health care systems leading to unsafe environments for 

patients, linked to the inhibition of preventive safety efforts; and the accreditation process paying inadequate 

awareness to error prevention. This report shed light on the importance of patient safety and decreasing harm 

([18],[23]).  

 

Almost all countries in the world (developed and developing) started to conduct studies to identify different 

ways of promoting patient safety and decreasing adverse events ([1], [20], [26]). Despite that, unintentional 

errors that lead to patient injuries continue to occur [26]. In addition to comprising intrinsically bad care for 

patients and poor service, errors contribute a financial burden to hospitals. For instance, some adverse events 

(e.g. adverse drug reactions) can cost a hospital composed of 700 beds $5.6 million, increasing hospital length 
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of stay (LOS) by 10.89 days, and mortality by 21.96% ([26], [30]). 

 

In developed countries approximately 10% of the patients are harmed during medical care, and in developing 

countries the situation is even worse [30]. A variety of factors contribute to the occurrence of medical errors. 

The chief reason underlying these preventable errors’ occurrence is the inherent complexity of medical care, 

participation of multidisciplinary staff members, hospital tools and procedures ([19], [23]). Given the myriad 

factors and professions involved in patient safety, it continues to be an important focus of study in its own 

right ([6], [26]). 

 

The increased global focus on enhancing patient outcomes, developing safety and quality of care has led to 

healthcare providers implementing homogeneous processes of organizational evaluation [10]. Accreditation 

and certification have been the main drivers of this process. The suspected/expected outcomes of the 

application of these interventions are the reduction of errors and the improvement of patient safety. 

 

Accreditation is an internationally recognized assessment process used to judge, support and warranty well-

organized and successful patient care and safety [2]. Accreditation programs can also be viewed as the 

methodical appraisal of hospitals relative to established standards [19]. Hospital accreditation was started by 

the American College of Surgeons approximately 100 years ago. Internationally, dating from 1970s, 

healthcare accreditation programs and accrediting organizations emerged and developed, and since then the 

number of hospital accreditation programs has extended quickly [16]. The World Health Organization 

identified 36 nationwide healthcare accreditation programs in the US in 2000 [10]. Nowadays, accreditation 

is an indispensable part of health care systems in more than 70 countries [10]. 

 

Studies exploring the effect of accreditation on patient safety have yielded inconsistent results. Teng et al. 

(2012) found that higher nursing accreditation levels may advance patient safety, indicating that nursing 

accreditation level may be a novel means of enhancing patient safety along with the general quality of care 

and patient satisfaction. However, the researchers recommended that more research is warranted to support 

such a relationship. Furthermore, the sample used was two settings with specialized departments that may 

require highly developed nursing abilities. 

 

Serteser et al. (2012) conducted a study to check the effect of laboratory accreditation on patient safety. The 

researchers concluded that applying performance improvement methods focusing on different stages in total 

examining procedure significantly reduces errors and thereby improves patient safety. A study in Australia 

showed that 23 accredited hospitals had more significant development in patient safety compared to non-

accredited hospitals over a two-year period. Hospitals with accreditation were better in six areas, especially 

in nursing and safety [12]. Another study of trauma care facilities found that better results were achieved by 

accredited organizations [25]. 

 

Greenfield and Braithwaite (2008) studied the effect of accreditation on the quality of healthcare services by 

reviewing 26 studies, the greater part of which revealed that accreditation for heart attack, injury, post-

operative care, infection control and pain management significantly enhanced the methods of care and patient 

safety. Other studies indicated that accreditation programs considerably improved clinical results and the 

quality of care for these conditions. However, other studies have concluded that the accreditation does not 

have a relation/association with the patient safety and recommended that further research to be done on this 

topic. In a systematic review about the hospital accreditation, [10] showed that the pretentious drive for 

accreditation continues despite the lack of substantial proof to affirm its effectiveness or usefulness in 

improving patient safety, based on a review of three systematic reviews and one randomized controlled trial.  
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Another systematic review by Nicklin and Dickson (2008) found more than a few positive benefits of 

accreditation; however, the authors acknowledge the shortcomings of the study, which limit support for its 

conclusions. Shaw et al. (2014) found a positive relationship between accreditation and patient safety, but 

they did not obtain adequate confirmation to support this relationship and recommended a further analysis to 

explore the association of accreditation and certification with clinical outcomes. 

 

The accreditation process requires a high budget from hospitals. Three studies determined that the costs to be 

high for individual organizations and inquire whether accreditation was a suitable deployment of economic 

resources ([9], [22]). In investigating an accreditation program in a developing country, one study found that 

the general financial feasibility of the program and costs for individual organizations was unsustainable [11]. 

Accreditation programs in the Eastern Mediterranean Region started to commence early in 2001, as scheduled 

in 2000 [28], and several countries in the area adopted and applied accreditation programs [13]. Accreditation 

is increasingly being used as a tool for government regulation to guarantee quality of care in these countries. 

 

Lebanon, Saudi Arabia and Egypt were among the first countries to launch these programs. A study conducted 

in Lebanon [14] found that, according to Lebanese nurses, hospital accreditation is a good tool for improving 

quality of care and patient safety. In Egypt, a study conducted to determine the consequence of accreditation 

of non-governmental organizations’ health units on patient contentment and provider satisfaction [4]. The 

results showed that patient contentment scores were significantly higher among the accredited non-

governmental health units. 

 

Awa et al. (2011) investigated the Impact of Accreditation on Patient Safety and Quality of Care Indicators at 

King Abdulaziz University Hospital in Saudi Arabia using a four-year retrospective and prospective study 

design. A total of 119 performance indicators were gathered through different methods and were later recoded 

into 81 patient safety and quality criteria. The figures and percentages of hospital mortality, healthcare-

associated infections, medication errors, cardiac arrests, operations and invasive procedures, blood transfusion 

reactions and other adverse events were the main outcome measures. Before accreditation, the percentages of 

these indicators were higher. 

To our knowledge, thus far not study has been conducted in Jordan to examine the impact of national health 

care accreditation programs on patient safety. Therefore, the purpose of this study is to explore the impact of 

the national accreditation program on patient safety in terms of defining adverse events and avoid their causes. 

 

 

2. Methods  

2.1 Design 

A descriptive comparative study design was used to test the following research hypotheses: 1) accredited 

hospitals will have shorter LOS than non-accredited ones; b) accredited hospitals will have higher rates of 

triggers than non-accredited ones; and c) accredited hospitals will have lower rates of adverse events than 

non-accredited ones. 

2.2 Setting, population and sample 

Six hospitals were included in this study; three accredited and three non-accredited. The hospitals represent 

different health care sectors in Jordan and vary between Ministry of Health, Royal Medical Services, and 

private health care sectors. These hospitals are located in large metropolitan areas in Jordan distributed in the 

north, middle and south of the country. 
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The data collection instrument used was the Trigger tool, which recommends the independent review of 10 

patients’ records every two weeks, comprising a total of 20 records per month [17]. Using this method 

increases the validity of the collected data. These records should have a discharge summary for inpatients 

with LOS of at least 24 hours, aged over 18, and with no psychiatric disorders. All of these records were 

selected by a systemic random method to avoid bias. All discharge summaries for the selected months were 

printed and a random starting number was chosen, then every kth record was chosen.  

2.3 Ethical consideration 

The study was approved by the ethical and research committee at the Faculty of Nursing/ Applied Science 

Private University, Amman, Jordan. Furthermore, ethical approval was obtained from the research committee 

in each hospital where the study was conducted. A waiver of informed consent from ethical committees was 

approved. To ensure confidentiality, all data were coded and accessed only by the principle investigator and 

research team. Only aggregate data were used for this publication.  

2.4 Data collection procedure 

The Trigger tool recommends that two primary reviewers review the records independently [17]; a physician 

will be available to answer any questions. In our study, the review team consisted of three personnel: two 

primary reviewers (expert nurse and pharmacist) and a physician. The Trigger tool consisted of six modules 

reflecting the triggers in the specific and general areas of the hospitals. These modules are: cares, medication, 

surgical, intensive care, perinatal and emergency department. Cares and medication modules are mandatory 

for all patient records, while the other modules are used only if applicable [17]. The review process should 

be done in a 20-minute set regardless of the size of the file. The use of the Trigger tool does not mandate that 

every single adverse event be identified, and the presence of a trigger does not necessarily indicate the 

occurrence of adverse events. If a trigger is found a more focused review is undertaken. 

2.5 Instrument 

2.5.1 The Institute for Healthcare Improvement (IHI) Global Trigger Tool for Measuring the Adverse 

Events 

The tool provides a simple method for accurately identifying adverse events and measuring the rate of 

adverse events over time. The tool uses triggers to identify possible adverse events. 

Adverse events: “Noxious and unintended and occurs at doses used in man for prophylaxis, diagnosis, 

therapy, or modification of physiologic functions” [29]. The tool adds any noxious or unintended event 

occurring in association with medical care. Therefore, in this study adverse events were defined as 

“unintended physical injury resulting from or contributed to by medical care that requires additional 

monitoring, treatment or hospitalization, or that results in death” [17]. The tool included only adverse events 

that occur due to active delivery of care, and adverse events attributable to sub-standard care were not 

recorded. The Trigger tool counts only adverse events: harm to the patient (as defined above), whether or not 

the result of an error. Accordingly, the tool excludes the following categories that do not cause existential 

harm [17]: 

• Category A: Circumstances or events that have the capacity to cause error.  

• Category B: An error that did not reach the patient.  

• Category C: An error that reached the patient but did not cause harm.  

• Category D: An error that reached the patient and required monitoring or intervention to confirm that 
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it resulted in no harm to the patient.  

The following categories are included as adverse events:  

• Category E: Temporary harm to the patient and required intervention.  

• Category F: Temporary harm to the patient and required initial or prolonged hospitalization.  

• Category G: Permanent patient harm.  

• Category H: Intervention is required to sustain life.  

• Category I: Patient death. 

Data are presented using traditional measures to track the harm rate over time, adverse events per 1,000 

patient days, and calculated based on the following formula: Total number of adverse events/Total LOS for 

all records reviewed multiplied by 1,000. Independent sample t-test was used to test the three research 

hypotheses. 

 

3. Results 

A total of 360 patients’ medical files were considered in the analysis representing six hospitals (i.e. 60 

files/hospital) in Jordan over a three-month period. Three of the hospitals were accredited hospitals and three 

were not. The numbers of triggers and events reported in the selected patients’ files were checked as 

explained previously.  

As presented in table 1, the results indicate that the overall number of triggers reported in all selected 

Jordanian hospitals had a mean of 1.42 and SD 0.63. The number of events in all included files had a mean 

of 0.42 and SD of 0.14. LOS had a mean of 3.85 days and SD 1.86. Additionally, the level of harm caused 

by the reported events ranged from ‘no harm’ to ‘harm the caused death of the patient’. However, the vast 

majority of the reported events (i.e. 96.1%) caused no harm to the patients, whereas events causing permanent 

harm, life threatening harm and harm caused death accounted for less than 1%.  

Table 1 Description of the selected and all medical files 

Variable N (%) or Mean ± SD 

Accreditation status: 

• Accredited hospitals 

• Non-accredited hospitals 

 

180 (50) 
180 (50) 

Level of harm: 

• No harm 

• Temporary harm and required intervention 

• Temporary harm and required hospitalization 

• Permanent harm 

• Intervention required to sustain life 

• Patient death 

 
346 (96.1) 

10 (2.8) 

1 (0.3) 
0 (0) 

2 (0.6) 

1 (0.3) 

LOS 3.85±1.86 

No. of triggers 1.42 ±0.63 

No. of events 0.42 ±0.14 

 
Adverse events per 1000 patient days were checked for the accredited and non-accredited hospitals based on 

the equation presented in the methodology. Results showed that accredited hospitals had a higher total 
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number of triggers but lower total number of adverse events, LOS and adverse events per 1000 patient days. 

These results are explored below in figure 1 and table 2. 

 

Table 2 Number of triggers, adverse events, LOS and adverse events per 1000 patients days according 

to the accreditation status of the hospital 

Accreditation 

status of the 

hospital 

Total no. 

of 

triggers 

Total no. of 

adverse 

events 

Total LOS Adverse events 

per 1000 

patient days 

Accredited 

hospitals 

252 15 652 23 

Non-accredited 

hospitals 

185 37 

 

735 50.34 

Figure 1: Numbers of triggers and adverse events 

 

3.1 Differences in the reported length of stay, number of triggers and number of events according to 

the accreditation status of the hospital 

As shown in table 3, an independent sample t tests were used to examine the difference in LOS, number of 

triggers and number of events according to the accreditation status of the hospital. Findings showed that the 

LOS of the patient differs according to the accreditation status of the hospital. Patients in accredited hospitals 

had significantly lower LOS compared to those in the non-accredited hospitals (M = 3.62, SD = 1.72 

compared to M = 4.08, SD = 1.98); t (358) = -2.36, P<0.05, eta squared = 0.01, indicating a small effect size. 

It was also noted that the number of triggers reported in patients’ files differs according to the accreditation 

status of the hospital, with significantly higher prevalence in accredited than in non-accredited hospitals (M 

= 1.70, SD = 0.8 compared to M = 1.13, SD = 0.45); t (339.93) = 2.79, P<0.01, eta squared = 0.02, indicating 

a small effect size. Although the number of triggers was higher in the accredited hospitals, the number of 

events was significantly lower than in non-accredited hospitals (M = 0.36, SD = 0.08 compared to M = 0.48, 

SD = 0.21); t (333.53) = -2.79, P<0.01, eta squared = 0.02, indicating a small effect size. 
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Table 3 Differences in LOS, number of triggers and number of event according to the accreditation 

status of the hospital 

Variable N = 360 Mean 

(SD) 

t Df P-value 

LOS Accredited hospital 

Non-accredited 

hospital 

180 

 

180 

3.62 

(1.72) 

4.08 
(1.98) 

-2.36 358.00 0.020* 

Number of 

triggers 

Accredited hospital 

Non-accredited 
hospital 

180 

 
180 

1.70 

(0.8) 
1.13 

(0.45) 

2.79 339.93 0.007** 

Number of 

events 

Accredited hospital 

Non-accredited 
hospital 

180 

 
180 

0.36 

(0.08) 
0.48 

(0.21) 

-2.79 333.53 0.007** 

* Significance level less than 0.05 

** Significance level less than 0.01 

 

4. Discussion 

Hospital accreditation is a good tool for improving quality of care. In order to ensure that accreditation brings 

effective quality improvement practices, there is a need to assess quality based on patient outcome indicators 

[14]. Accreditation of the non-governmental health units has a positive effect regarding patient satisfaction 

and the continuation of performance according to the accreditation standards compared with non-accredited 

health units [4]. 

In this study the results showed that LOS was less in accredited hospitals (an average of three days), and 

reported events showed no harm to the patients in those hospitals. Furthermore, patients in accredited 

hospitals had significantly lower LOS compared to those in the non-accredited hospitals. 

A study conducted by Falstie-Jensen et al. (2015) to examine the association between compliance with 

hospital accreditation and LOS and acute readmission (AR) found the mean LOS was 4.51 days (95% 

confidence interval (CI): 4.46-4.57) at fully and 4.54 days (95% CI: 4.50-4.57) at partially accredited 

hospitals. The study concluded that admissions at fully accredited hospitals were associated with a shorter 

LOS compared with admissions at partially accredited hospitals, although the difference was modest. No 

difference was observed in AR within 30 days after discharge. 

Another study to examine the relationship between accreditation and LOS was conducted by AlSughayir 

(2016) by reviewing the medical records of consecutive hospital admissions pre- and post-accreditation to 

compare LOS in two acute mental health wards at a teaching general hospital in Riyadh, Saudi Arabia. Data 

obtained from the 12-month post-accreditation period were compared with those from the 12-month pre-

accreditation period. The study concluded that hospital accreditation, by reducing excess LOS, contributes 

to improving the quality of psychiatric inpatient care and access to psychiatric beds. 

Results of this study indicated that number of triggers in the accredited hospitals was significantly higher 

than the number of triggers in non-accredited hospitals. Although the number of triggers was higher in the 

accredited hospitals, the number of events in the accredited hospitals was significantly lower than the 

reported events in non-accredited hospitals. Additionally, the level of harm caused by the reported events 

ranged from ‘no harm’ to ‘harm the caused death of the patient’; however, the vast majority of the reported 
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events (i.e. 96.1%) caused no harm to the patients, whereas less than 1% caused permanent harm, life-

threatening harm and death. 

Griffin and Resar (2009) stressed the importance of efforts to detect adverse events and focused on voluntary 

reporting with tracking of errors. However, public health researchers have established that only 10 to 20 

percent of errors are ever reported, of which 90-95 percent cause no harm to patients. Hospitals need a more 

effective way to identify events that do cause harm to patients in order to quantify the degree and severity of 

harm, and to select and test changes to reduce harm. 

Awa et al. (2011) studied the impact of accreditation on patient safety and quality of care indicators at King 

Abdulaziz University Hospital in Saudi Arabia and found that the following areas had the corresponding 

number of indicators that were found to be sensitive to Canadian accreditation and that significantly improved 

post-accreditation: Four indicators of per-operative mortality and rates of neonatal mortality per 100 NICU 

admissions. Healthcare associated infections: 16 out of 26 measured indicators. Blood utilization: one out of 

two measured indicators, i.e., total number of blood transfusion reactions. Surgeries and invasive procedure: 

two out of seven measured indicators, i.e., total number of unplanned returns to surgery within 48 h and rate 

of unplanned returns to surgery per 100 operations. Two out of eight measured indicators, i.e., total number 

of patients who survived after the first CPR and rate of survival after first CPR per 100 coded patients. Two 

out of eighteen measured indicators, i.e., rate of pressure ulcers per 1000 admissions and total number of the 

occurrence variance reports. Accreditation had a positive impact on patient safety and quality of care 

indicators [5]. 

Over the past ten years there have been concerted efforts across Canada to create safer healthcare systems 

both by improving practices at the front line and by creating an environment that encourages the development 

of effective safety practices and a safety culture. There have been major changes in organizational policies 

regarding the disclosure of adverse events to patient and families, the reporting of patient safety incidents to 

facilitate learning, and new accreditation requirements. Governing bodies for healthcare organizations have 

been given clearer accountabilities for quality of care and patient safety, and improved performance 

measurement, greater engagement of patients and families, and a trend toward greater transparency, all of 

which have aided efforts to improve patient safety [7]. 

Accreditation has an overall statistically significant improvement in the perception of the culture of patient 

safety. The work environment required proposed changes toward healthcare worker engagement in patient 

safety and the creation of a culture of safety to promote a safer healthcare system ([7], [8]). 

 

5. Conclusion  

Indicators/ triggers were higher in accredited hospitals and events were lower, which decreased the LOS. 

The application of accreditation programs at Jordanian hospitals improves the care delivered to patients and 

decreases adverse events, representing improved quality of care, patient satisfaction and health system 

efficiency.  

 

6. Recommendations 

The results of the study highlight the importance of the accreditation in health care system in Jordan. 

Therefore, the accreditation program should be launched to include all hospitals in Jordan. Additionally, 

patients should consider accredited hospitals when seeking treatment. 

https://www.seronijihou.com/
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