What a NABH Gap Analysis Should
Actually Reveal

A NABH gap analysis should never be reduced to a checklist exercise, a document review, or
a list of missing policies.

Its real purpose is to reveal the difference between what a hospital claims to do, what its
policies require, and what actually happens during patient care.

A meaningful gap analysis must examine the hospital as a functioning clinical system—from
registration and initial assessment to treatment, transfer, discharge and follow-up. It should
help the organisation understand not only where it is non-compliant, but also where patients,
staff and the hospital itself are exposed to risk.

A Gap Analysis Is Not a Mock Assessment

A mock assessment generally evaluates whether the hospital appears ready for an upcoming
accreditation assessment. A gap analysis has a wider and deeper purpose.

It should answer fundamental questions:

e Are the hospital’s systems appropriate for its scope of services?
e Are policies being translated into consistent clinical practice?

e Do staff understand their roles and responsibilities?

e Are risks recognised, reported and acted upon?

e Is documentation supporting continuity and safety of care?

o Is hospital data being used to improve performance?

o Can the organisation sustain these practices after accreditation?

If these questions are not explored, the exercise may identify missing documents, but it will
not reveal the hospital’s real quality gaps.

What Should a NABH Gap Analysis Actually Reveal?

1. The Gap Between Policy and Practice

Many hospitals have well-written policies. However, the existence of a policy does not prove
implementation.

For example, a hospital may have a patient-identification policy requiring two identifiers. The
real gap analysis should verify whether:

o Identification bands are used correctly.

o Staff verify two identifiers before medication administration.

o Laboratory samples are labelled at the bedside.

o Identification is confirmed before blood transfusion.

o Surgical and invasive procedures include appropriate identity verification.



e Unidentified or unconscious patients are managed through a defined process.

The concern is not whether the policy exists. The concern is whether the policy is reliably
followed at every relevant point of care.

2. Risks to Patient Safety

A proper gap analysis should identify the hospital’s high-risk processes and assess how
effectively those risks are controlled.

Important areas include:

e Medication administration

o High-alert and LASA medications
e Blood transfusion

e Surgery and anaesthesia

e Sedation

o Patient falls

e Pressure injuries

e Healthcare-associated infections
e Clinical deterioration

o Emergency response

o Patient transfers and handovers
e Use of restraints

e Biomedical equipment

o Sterilisation and disinfection

e Laboratory and radiology safety

The report should clearly differentiate between a documentation deficiency and an immediate
patient-safety risk. A missing signature and an unsafe medication practice cannot be treated
as gaps of equal seriousness.

3. Weaknesses in Clinical Assessment and Continuity of Care

Patient care depends on accurate assessment, timely reassessment and effective
communication between professionals.

A gap analysis should examine whether:

o Initial assessments are completed within defined timelines.

e Nutritional, fall, pain and pressure-injury risks are screened.

o High-risk patients receive detailed assessment and intervention.

e Care plans reflect the patient’s actual clinical condition.

o Patients are reassessed after treatment, procedures or changes in condition.
e Abnormal findings are escalated appropriately.

o Referrals and consultations are completed within expected timelines.

o Handover practices prevent loss of critical information.

o Discharge summaries contain complete and useful clinical information.



A completed form does not always indicate that a meaningful assessment occurred. The
quality of the clinical information and the action taken must also be evaluated.

4. Gaps in Staff Knowledge and Competency

Hospitals frequently conduct training programmes, but attendance alone does not establish
competence.

The analysis should determine whether staff can actually demonstrate knowledge and skill in
areas relevant to their roles, such as:

e Basic and advanced life support

o Fire and emergency response

o Infection-control practices

e Medication safety

e Blood-transfusion monitoring

o Patient identification

o Safe use of medical equipment

e Management of spills and occupational exposure
o Early recognition of clinical deterioration

e Department-specific emergency procedures

A staff member may have signed a training register but may still be unable to explain what to
do during a code blue, needle-stick injury or transfusion reaction.

Therefore, the gap analysis should evaluate the entire competency cycle:
Training — Assessment — Demonstration — Feedback — Reassessment
5. Problems in Accountability and Governance

Many operational failures arise because responsibility is unclear.

A meaningful analysis should reveal:

e Who owns each clinical and administrative process.

e Whether committees meet with a defined purpose.

e Whether decisions are assigned to responsible persons.

e Whether deadlines are specified and followed.

o Whether corrective actions are reviewed for effectiveness.

e Whether senior leadership receives accurate quality and safety information.
e Whether department heads understand their accountability.

Committee meetings should not exist merely to produce minutes. They should review risks,
analyse performance and drive measurable action.

6. Whether Quality Indicators Reflect Reality



Hospitals may display dashboards filled with indicators, but the data may not always be
reliable or useful.

A gap analysis should verify:

e  Whether indicator definitions are clear.

e Whether the numerator and denominator are correct.

o Whether data sources can be traced.

e Whether departments understand what they are measuring.
e Whether trends are analysed.

o Whether targets are evidence-based and realistic.

e Whether poor performance results in corrective action.

e Whether improvement is sustained.

Collecting data only to show an assessor does not create improvement. The purpose of
measurement is to understand performance and make better decisions.

7. The Strength of the Incident-Reporting Culture

A hospital reporting no incidents is not necessarily a safe hospital. It may be a hospital where
incidents are not recognised, staff are afraid to report them, or reports receive no meaningful
response.

The analysis should assess whether:

o Staff know what constitutes an incident or near miss.

e Reporting is simple and accessible.

o Employees can report without fear of blame.

o Serious incidents are escalated immediately.

e Root-cause analysis is performed appropriately.

o Corrective and preventive actions address system failures.
e Lessons are communicated across departments.

e Repeat incidents are monitored.

The number of reports alone should not be used to judge safety. The quality of reporting,
analysis, learning and prevention is more important.

8. Infection-Prevention Gaps Beyond Hand Hygiene
Infection control cannot be judged by hand-hygiene posters alone.
The gap analysis should examine:

e Surveillance of healthcare-associated infections
e Standard and transmission-based precautions

e Injection and infusion safety

e Device-associated infection-prevention bundles
o Biomedical waste segregation

e Environmental cleaning

e Laundry and linen handling



e Kitchen hygiene

o Sterilisation monitoring

e Endoscope reprocessing

o Water quality

e Antibiotic stewardship

o Employee health and vaccination

e Occupational exposure management

Direct observation is essential. The written procedure may be correct while day-to-day
practice remains unsafe.

9. Medication-Management Vulnerabilities

Medication management involves multiple steps, and a failure at any stage can reach the
patient.

A comprehensive review should follow the medication pathway:

Selection — Procurement — Storage — Prescription — Dispensing — Administration
— Monitoring — Disposal

The analysis should identify risks involving:

o lllegible, incomplete or unsafe prescriptions
e Medication reconciliation

e Allergy documentation

e Look-alike and sound-alike medicines
o High-alert medications

e Narcotic control

o Concentrated electrolytes

e Emergency medications

o Refrigerator temperature monitoring

e Near-expiry medicines

e Verbal and telephone orders

e Adverse drug reaction reporting

e Medication errors and near misses

It should also examine whether pharmacists, doctors and nurses work as one medication-
safety system rather than as isolated departments.

10. Emergency Preparedness in Real Conditions
Emergency preparedness cannot be established by displaying emergency codes on a wall.
The gap analysis should evaluate whether staff can respond effectively to:

e Cardiac arrest

o Fire

e Mass casualty incidents
e Internal and external disasters



e Missing children or vulnerable patients
e Violence or security threats

e Chemical spills

o Utility failures

e Medical gas failure

e Equipment breakdown

e Evacuation situations

Mock drills should assess response time, communication, availability of resources, role
clarity and post-drill corrective action. A drill conducted only for photographs or records
provides little assurance of preparedness.

11. Gaps in Facility and Equipment Safety
The physical environment must support safe clinical care.
The analysis should include:

e Preventive maintenance

e Equipment breakdown and downtime
o Calibration

e Electrical safety

e Medical gas systems

o Fire safety

e Water and power backup

e Temperature and humidity controls

o Radiation protection

e Accessibility

o Hazardous-material management

e Security systems

o Emergency exits and evacuation routes

It should verify whether staff know how to report defective equipment and whether unsafe
equipment is immediately removed from use.

12. Patient Rights in Everyday Practice
Patient rights are not fulfilled merely by displaying a rights-and-responsibilities board.
The gap analysis should observe whether patients receive:

e Respectful and non-discriminatory care

e Privacy during examination and procedures
e Information in a language they understand
e Valid informed consent

e Transparent communication about costs

e Access to records as permitted

e Support for complaints and grievances

o Protection of confidentiality

e Appropriate involvement in care decisions



e Respect for cultural and spiritual preferences
e Proper information regarding refusal of treatment and discharge against medical
advice

The reviewer must listen to patients and families—not only inspect records.

The Importance of Tracer Methodology

One of the most effective approaches is to follow an actual patient’s journey across
departments.

For example, the assessor may trace a patient from:

Registration — Emergency assessment — Laboratory — Radiology — ICU —
Pharmacy — Ward — Discharge

This can reveal:

e Delays in care

e Incomplete assessments

o Communication failures

e Medication discrepancies

e Missing consent

e Poor handover

e Delayed investigations

e Inconsistent documentation

o Discharge-planning problems

A tracer connects individual departmental gaps and shows how they collectively affect the
patient.

What Should the Final Gap Analysis Report Contain?

A useful report should not be a long list of generic observations. Each finding should include:

Component What should be documented
Requirement The applicable NABH standard or organisational requirement
Evidence What was observed, reviewed or discussed
Gap The difference between expected and actual practice
Risk Potential impact on patients, staff or the organisation
Priority Critical, high, moderate or low
Root cause The likely reason for the gap

Corrective action Specific action required

Responsibility  Person or department accountable

Timeline Realistic completion date

Verification Method for confirming effective implementation



Findings should be prioritised so that immediate safety risks are addressed before cosmetic
documentation issues.

Red Flags That Require Immediate Attention

Certain observations should trigger urgent corrective action, including:

e Wrong-patient or wrong-procedure risk

e Unsafe blood-transfusion practices

e Unlabelled medications or specimens

o Improper storage of high-alert medicines

o Failure to recognise clinical deterioration

o Non-functional crash carts or emergency equipment

e Breaches in sterilisation or disinfection

o Unsafe oxygen and medical gas practices

o Lack of fire preparedness

» Severe infection-control violations

e Reuse of single-use items without an authorised process
e Lack of monitoring during sedation or transfusion

o Delayed response to critical laboratory or radiology findings

These findings should not wait for the final report.

What a Gap Analysis Should Ultimately Achieve

A successful NABH gap analysis should leave the hospital with clarity—not fear or
confusion.

It should help leadership understand:

e Where the hospital stands today

e Which risks require immediate intervention
e Which systems need redesign

e What staff need to learn

e What resources are required

e Who is responsible for each action

e How progress will be measured

e Whether improvement is being sustained

The goal is not to create a hospital that looks compliant during an assessment. The goal is to
build a hospital that functions safely and consistently every day.

Conclusion

A NABH gap analysis should reveal much more than missing documents.

It should reveal unsafe variations in practice, weak accountability, unreliable data,
competency gaps, communication failures and risks hidden inside routine processes. Most



importantly, it should show the hospital how these gaps can be converted into practical and
sustainable improvements.

Accreditation readiness is an important outcome—but it should never be the only outcome.

A strong gap analysis strengthens the organisation from within. It converts standards into
action, observations into learning and identified risks into safer patient care.

A good gap analysis does not merely ask, “Are we ready for NABH?”

It asks, “Are our systems safe, reliable and consistently followed—even when no
assessor is watching?”



