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Background Accreditation for Cardiovascular Excellence (ACE)
has reviewed over 100 organizations and 7023 cardiac cathe-
terization cases. The review process includes identifying organ-
izational characteristics relative to standards. The impact of
accreditation on improving quality through corrective action
plans and then reassessment through reaccreditation.
Objectives To review the impact accreditation has on quality
and its maintenance and recognize the value of internally
developed corrective action plans and their impact on sustain-
ability of accreditation.
Methods Organizations that have experienced both an initial
accreditation and then a reaccreditation were reviewed.
Researchers reviewed accreditation reports (n=32), comparing
the percentage of facilities meeting accreditation standards for
initial and second reviews. Corrective action plans were coded
to provide an overview of areas for improvement and then
were assessed against their reaccreditation review.
Results For 25/60 standards examined there was a significant
difference in achievement between 1st and 2nd accreditation.
Those organizations addressing standards that required
improvement in their corrective action plans were sustained in
their reaccreditation review. Of the 25, all but one saw
improvement between the 2 reviews. ‘Does not meet’ was less
commonly observed in 23/25 between reviews. 7 standards
saw changes in the number of ‘NA’ from 1st to 2nd accredita-
tion suggesting changed organizational structures to meet
requirements.
Conclusions Qualitative factors for organizational change indi-
cate ‘quality’ as do clinical outcomes. These change-processes are
unique, and must account for organizational capacity, context,
and individualized systems. Accreditation should be understood
as an ongoing process in the pursuit of quality, rather than a
‘stamp of approval,’ or one-time certification. The accreditation
process results in organizational responses immediately in the
form of corrective action plans which are then sustained through
reaccreditation.
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Background As part of its Vision 2030, the Kingdom’s Minis-
try of Health (MOH) has undertaken a transformational initia-
tive to achieve triple-aim objectives (improve health outcomes,
enhance the quality of care and reduce the cost of care).
IHI’s Whole Systems Measures approach to performance
measurement aligns with all three objectives and, therefore,
was selected by the Statistics and Information Management
Department to assist health decision-makers to monitor and
improve health outcomes and quality of care.

Objectives This WSM implementation was focused on develop-
ing internal capabilities at the facility-level to collect and
report data, enabling the MOH’s Statistics and Information
Management Department to analyze and report the data using
interactive dashboards to facilitate strategic decision making,
benchmark and compare the performance of health facilities
and health clusters locally and internationally, identify areas of
improvement, and provide the necessary support to improve
health outcomes.
Methods As a pilot, this initiative was implemented in 80 hos-
pitals and 80 PHCs. The facilities were purposely selected to
represent all regions and sizes of healthcare facilities (based on
the number of beds). Hospital-staff was trained on data collec-
tion, while directorate-staff was trained on supervision and
data validation. Data were collected over ten months from
May ‘19 to Feb ‘20 and was reported monthly.
Results 83% of hospitals and 73% of PHCs have participated
and shared reliable data for WSM indicators monthly.
Throughout this period, indicators such as ‘rate of adverse
events,’ and ‘reported patient satisfaction scores,’ have dis-
played improvement, while others were broadly consistent.
Conclusions By implementing the WSM approach, the MOH
has provided experiential learning for its staff at the facility,
directorate, and central levels. Data were regularly analyzed,
reported, and used for strategic decision making and support-
ing evidence-based health practices.
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Background Health disparities in racial minorities are well
documented but few hospitals use real-world data to under-
stand equity. The U.S. has invested over $48 billion in elec-
tronic medical records (EMRs), that data can be used to
surface and improve these disparities.
Objectives Identify disparities in outcomes for different racial
groups across a range of acute care domains - emergency
medicine through to peri-operative care.
Methods Using EMR data, a range of clinical metrics for acute
care (surgical and emergencies) were surfaced in statistical
process control (SPC) charts and then sub-grouped by race to
identify disparities in care and opportunities to improve.
Results For stroke patients presenting to the emergency depart-
ment, looking at time to receive tPA treatment - we detected
special cause variation for black patients, 50 min door to
treatment time compared to 28 minutes for white patients.
Surgical pain following surgery measured in the recovery
room (PACU) and the first 24 hours after surgery - we
learned American indian patients experience more pain (4.3)
than white patients (3.5). Post-operative hospital length of stay
- we detected special cause variation for American indian
patients who have a longer stay (7.7 days) compared to white
patients (3.9 days). 30-day re-operation rate following elective
surgeries - we detected special cause variation for American
indian patients who have a higher re-operation rate than
white patients (17.3% vs 11.4%). 30-day re-admission rates
for elective surgeries - we detected special cause variation for
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