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ABSTRACT 

Purpose: Investing in hospital accreditation by external accreditation bodies is costly in time 

and resources. I aimed to identify the effect of accreditation on the health service quality.  

Methods: To understand what effect the accreditation process had on quality of patient care, 

firstly I conducted a systematic review on studies that measured accreditation impact by 

comparing accredited and non-accredited hospitals worldwide. Then, I carried out four studies 

investigating the impact of the Joint Commission International (JCI) accreditation on 

healthcare quality by comparing accredited and non-accredited hospitals in Saudi Arabia. In 

both accredited and non-accredited Saudi hospitals, I studied staff perceptions, patients’ 

experience, and hospitals’ existing data on infection rates and patient falls; and finally 

conducted interviews with managers working in accredited hospitals.  

Results: Regarding the systematic review, I found limited and conflicting evidence on the 

value of accreditation. Only a small number of articles were of high quality and only one of 

eight of these articles showed any convincing difference between accredited and non-

accredited hospitals. Similarly, the findings from the four different studies for my research 

varied, with some supporting and some not supporting accreditation impact on quality of care. 

The difference in mean scores between accredited and non-accredited hospitals was 0.198 with 

a 95% CI (0.133, 0.262) in favour of better patient experience in non-accredited hospitals (p < 

.0001). Accredited hospitals’ staff indicated a higher overall rating of the perceived quality of 

care than did those working in non-accredited hospitals with a mean difference of 0.22 and 

95% CI (0.15, 0.28) at p = .0001. The results of pre- and post-accreditation comparison from 

two accredited hospitals showed changes in only one hospital before and after engaging in the 

JCI accreditation. There was a lower rate of falls per 1,000 patient days in non-accredited 
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hospitals, (M) = 0.55 with 95% CI (0.46, 0.64), than in accredited hospitals, M = 1.60 with 

95% CI (1.35, 1.85).	The findings of the qualitative study of interviews with managers revealed 

varying and conflicting views, both in favour of and against accreditation programmes. 

Although some stated that accreditation was a valid tool for improvement, many cast doubts 

on its benefits and reported that it was a costly exercise and put pressure on employees.  

Conclusion: This thesis failed to show conclusive evidence on accreditation impact on quality 

of care. The findings of the systematic review, patients’ experience, clinical quality measures 

and managers’ views were inconclusive, with only staff perception supporting the accreditation 

process. As has become clear in reviewing the literature, the impact of accreditation is difficult 

to study. However, lack of evidence to support it is not the same thing as evidence that 

accreditation has no value or is harmful.  
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CHAPTER 1: THESIS SUMMARY 

Quality is deemed a key factor in the delivery of patient care, and initiatives to determine the 

quality of care delivered to patients has become the focus of attention worldwide (Raju & 

Lonial, 2002).  

Measurement of healthcare quality can be done in different ways including self-assessment, 

benchmarking against other institutions, and external assessment by an independent 

organisation. External assessment by an independent organisation is a widely used approach. 

The National Agency for Healthcare Accreditation and Evaluation defines the accreditation 

process as “an evaluation process carried out by independent professionals external to the 

health care organisation and its governing bodies, focusing on its functioning and practices as 

a whole. It aims to ensure that conditions regarding the safety, quality of care and treatment of 

patients are taken into account by the health care organisation” (M. Pomey, Contandriopoulos, 

François, & Bertrand, 2004, p. 113). In 2000, the World Health Organization conducted a study 

which revealed that no accreditation programmes were in place in the East Mediterranean (Care 

& Delivery, 2003). Since then, many countries in the region have rushed toward implementing 

international accreditation standards in the healthcare sector (El-Jardali, Jamal, Dimassi, 

Ammar, & Tchaghchaghian, 2008). Saudi Arabia is one of the countries engaging in such a 

programme in the region with the aim of accrediting all of its hospitals within the next few 

years. More than 70 healthcare facilities had been accredited when this thesis was undertaken. 

However, studies have failed to link any improvement in performance to the accreditation 

process. Furthermore, adopting such an accreditation programme is expensive, using resources 

that could be spent elsewhere.  
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The aim of this thesis was to compare hospitals that had been accredited by the Joint 

Commission International (JCI) Accreditation with hospitals that had not undergone JCI 

Accreditation in the Kingdom of Saudi Arabia. The thesis included a range of different methods 

and involved different stakeholder groups. This comparison included a systematic review of 

the literature; a survey of staff perceptions of the quality of care; a survey of patients' 

experience of their hospital care; hospital data on infection rates and patient falls in the 

hospitals; and, finally, interviews with managers at the accredited hospitals. A brief overview 

of the thesis structure follows. 

Chapters 2 and 3 provide the background literature and an overview of the research methods. 

The background comprises the history, concepts, and dimensions of "quality", as well as a 

review of healthcare accreditation. Chapter 2 also includes the research problem, questions, 

and objectives. The methods overview in Chapter 3 describes the aspects of methods that are 

applicable to all the individual studies included in this thesis. Chapter 4 is a systematic review 

of the existing literature of studies that compared accredited and non-accredited hospitals in 

evaluating the effect on accreditation on quality of care.  

Chapter 5 is a study comparing the experiences of almost 450 patients in accredited and non-

accredited hospitals. Staff perceptions are explored in the following Chapter 6 with more than 

two thousand employees at different levels participating in this study from both accredited and 

non-accredited hospitals. 

Chapter 7 represents the qualitative phase of this thesis which is semi-structured interviews 

with 20 staff at the managerial levels working in the accredited hospitals. The interviews 

focused on the effect of the accreditation process as perceived by the interviewees. Hospital 

data are used in the last study of this thesis, Chapter 8, which aimed to evaluate hospitals' 

performance before and after implementing the JCI accreditation standards, as well as 
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comparing the data with non-accredited hospitals. These data included infection rates and 

patient falls in the hospital. The last chapter of this thesis, Chapter 9, is a discussion of the 

overall findings of the different studies when considered together, conclusions, 

recommendations and areas for future research. 
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CHAPTER 2: BACKGROUND 

Introduction 

The measurement of healthcare quality and performance is one of the main challenges that 

faces healthcare organisations these days, both politically and in the public eye. Healthcare 

providers struggle to achieve the quality of care expected by their consumers in order to meet 

their needs and, in the case of private providers, to retain their loyalty. Since quality is deemed 

a key factor in the delivery of patient care, initiatives to assess the quality of care delivered to 

patients have become a worldwide endeavour. Assessment of healthcare quality can be done 

in different ways, including self-assessment by the healthcare institution, benchmarking 

between institutions, and external evaluation by an independent organisation. External 

evaluation is viewed by many healthcare institutions as a desirable approach to assess and 

improve the delivery of patient care. In the East Mediterranean region, Joint Commission 

International (JCI) accreditation has been adopted by 287 hospitals and other healthcare 

facilities in the last decade, and 102 of these are in Saudi Arabia (“JCI-Accredited 

Organizations | Joint Commission International,” n.d.). However, engaging in the JCI 

accreditation programme is costly, and uses up considerable resources that could be spent 

elsewhere. The aim of this chapter is to explore the relevant literature on healthcare 

accreditation, and provide an overview of our existing knowledge of the impact of accreditation 

on quality improvement.  
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Figure 2.1. Gulf countries accredited facilities. 

 

To explore this problem, we first need to define what we mean by quality, and how people 

have gone about addressing quality in the healthcare sector. 

Quality 

Quality Concepts and Definitions 

Quality does not have one single definition; instead, it can be defined in various ways. 

Although few could provide a definition of quality in the context of healthcare, people often 

think they know quality when they see it, which suggests that quality lies in the eye of the 

beholder (Goetsch & Davis, 2006). Pioneers and other contributors to the field of quality have 

offered a wide range of alternative definitions, such as: 

Quality means a predictable degree of uniformity and dependability at a low cost with 

quality suited to the market. (Deming, 1986, p. 176) 

Quality means fitness for use. (Juran & Gryna, 1988) 

Quality is conformance to requirements. (Crosby & Free, 1979, p. 17) 

Quality is meeting customers’ (agreed) requirements, formal and informal, at the 

lowest cost, first time and every time. (Flood, 1993, p. 226) 
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Garvin is one of the authorities on quality who has examined different quality definitions, 

classifying them into five categories (Garvin, 1984, p. 26): 

• Transcendental: achieving the highest standard, excellence; 

• Product-based: related to the attributes, fitness for use; 

• User-based: satisfying customer’s needs and wants; 

• Manufacturing-based: conformance to requirements; 

• Value-based: excellence at an acceptable price.  

Juran and Gryna suggested that the word “quality” has two critical meanings (Juran & Gryna, 

1988). The first definition is that “quality means those features of products which meet 

customer needs and thereby provide customer satisfaction” (p. 6). “Freedom from deficiencies” 

is the other critical meaning of quality, they concluded. Despite the effort spent with the 

literature searching for a suitable, universal definition for quality, it was difficult to find a 

definition that covers all variables of quality (Reeves & Bednar, 1994). According to Reeves 

and Bednar, encompassing all quality variables is not possible since quality has many 

components. Consequently, developing a model and definitions that are suitable for different 

circumstances is much better than relying on one single definition. In their search of the 

literature, Reeves and Bednar identified four types of quality definitions: quality as excellence; 

quality as value; quality as conformance to specifications; and quality as meeting and 

exceeding customer expectations. 

An Overview of Quality 

The end of the 13th century witnessed a movement in quality that started in medieval Europe. 

Craftsmen led this movement by organising themselves into different communities called 

guilds. They started improving quality by tracing the origin of any errors occurring in the 

product. Later on, they developed an interest in enhancing craftsmen’s reputations by satisfying 
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their customers. This approach to quality was dominant until the beginning of the 19thcentury 

(“History of Quality - ASQ,” n.d.).  

The Industrial Revolution changed the way products were manufactured. Trades were divided 

into specialised tasks and carried out by craftsmen. At the beginning of the 20th century, 

Frederick Taylor, known as the father of scientific management (a theory of management that 

analyses and synthesises workflows), suggested breaking jobs down into specialised tasks 

carried out by specialist individuals. The theory proposed by Taylor became a dominant 

management approach and caused the “craftsman” concept to disappear. Despite the 

remarkable increase in productivity, the quality of the products declined, due to the rush to 

mass production. In 1931, a scientific method was introduced to the Taylorian discipline by a 

scientist and engineer called Walter A. Shewhart. His approach made statistical methods a part 

of the manufacturing process. Later that year, a measurable definition was imposed to control 

the manufacturing process. Strict techniques for improving quality through evaluating and 

monitoring day-to-day production were specified (Flood, 1993). 

After World War II, Japan’s economic devastation put pressure on the Japanese government 

to improve productivity in order to recover the Japanese economy. In 1950, management 

consultant Dr W. Edwards Deming was invited by Japanese manufacturers to help them find 

methods to overcome drawbacks in their manufacturing process, and thus improve the quality 

of the products and services provided. Deming complied with their request and presented 

lectures to more than 400 engineers, scientists, and managers in different areas of Japan within 

the first year of his arrival. He taught them how to use statistical techniques in measuring their 

production, then he gave them advice on how to improve on the results revealed by these 

techniques. The eagerness and enthusiasm of his audiences helped Japan revive its economy 

and become a strong trade competitor with Western countries (Petersen, 1999).  
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If Japan can…why can’t we? was the title of a documentary released in 1980 by the National 

Broadcasting Company (NBC) channel – widely watched in the USA. This is considered to be 

a driving force behind the quality movement within the United States. Deming, then 80 years 

old, was invited by Ford Motors to help executives transform the company’s operations. As a 

result, Ford’s earnings became the highest in automotive industry history. Also in this decade, 

other American companies adopted Deming’s management philosophy into their operations, 

which in turn increased the quality of American products. In 1990, it was believed that the 

principles of quality could be effectively applied in the service sector. During this decade, 

various service organisations such as government, education, and health paid more attention to 

quality development as a method to improve the services provided (J. R. Evans, 2007a). 

History of Quality in Healthcare 

The literature on quality development in healthcare reveals discrepancies in terms of time 

spans, with historical references to the beginnings of the quality movement ranging from 30 to 

3,000 years ago. According to Ellis and Whittington (Graham, 1995), quality initiatives in 

healthcare dated back to ancient Egypt, China, Assyria, Rome, and Greece. They refer to this 

as the “Embryonic” stage of quality assurance. However, healthcare is now much more 

complex, so we may have more to learn from the more recent past of quality assurance. Many 

would consider this began with Florence Nightingale, a social reformer and statistician, and 

founder of modern nursing. Ahead of her time, she tracked death rates in hospitals during the 

Crimean War, and attempted to link these to potential contributing factors, in the hope of 

improving the delivery of patient care. Nightingale’s improvement strategy met with resistance 

from medical staff, but her efforts were supported by the government, allowing her to continue 

her strategy to improve sanitation and living conditions in hospitals for the soldiers.  

In the early 20th century, Ernest Avery Codman introduced what he called the “end result” of 

patient care. Patients were contacted a year after being discharged from care, in order to assess 

benefits and side-effects of their treatment. The following decade witnessed the publication of 
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a report on medical education (Flexner, 1910), Medical Education in the United States and 

Canada. This was a report to the Carnegie Foundation for the advancement in teaching (F. 

Abraham, 1910), which suggested standards should be introduced for the training of medical 

students, and an evidence-based approach to the choice of services and products in hospitals, 

“To ensure quality patient care while adhering to fiscal responsibility”.  

The 1960s and 1970s are considered to be the beginning of formal quality assurance in 

healthcare as we now know it. The 1980s and 1990s witnessed the application of the latest 

quality models. These are “total quality management” (TQM) and “continuous quality 

improvement” (CQI). These two models differ from the previous model of quality assurance 

in that they require an ongoing effort from all employees of an organisation to continuously 

improve meeting the needs and expectations of patients. In a sense, quality assurance is about 

meeting predefined standards: quality improvement is about exceeding them.  

Healthcare Quality Concepts 

Sewell (1997) concluded that “what constitutes quality is linked to an individual’s values and 

expectations” (p. 21). Therefore, exploring these values from the position of involved parties 

such as patients, communities, and health professionals is the only way to define quality 

(Sewell, 1997). Professionals with different areas of interest tend to define quality according 

to their own practical experience, which ultimately contradict each other (Seawright & Young, 

1996). 

Seawright and Young also stated that most contributors to quality literature are practitioners. 

Their definitions of quality arise from their experience within their specific field of interest. 

These practitioners, however, are not demonstrating conflicting views when defining quality, 

but rather examining a different range of perspectives (Seawright & Young, 1996). This claim 

was supported by Reeves & Bednar who stated that it is worth examining the origins of 

different quality definitions, recognising their weaknesses and strengths relating to managerial 
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usefulness, measurement and generalisability, and conformance to specifications, and selecting 

one over another according to different circumstances (Reeves & Bednar, 1994). 

Despite these arguments stating that quality has no single accepted definition and varies 

according to the circumstances, there are still some common concepts of quality in the 

healthcare system. The Institute of Medicine defines healthcare quality as “the degree to which 

health services for individuals and populations increase the likelihood of desired health 

outcomes and are consistent with current professional knowledge” (Lohr, 1990, p. 21). 

Campbell and colleagues proposed that there are two essential aspects when defining quality 

of care; these are access and effectiveness (Campbell, Roland, & Buetow, 2000, 2013). They 

defined quality healthcare in the following terms:  

Whether individuals can access the health structures and processes of care which they 

need and whether the care received is effective (p. 1614).  

In the next section, I will explain how the Institute of Medicine (IOM) has expanded on these 

two elements of quality. A more holistic approach of healthcare quality improvement can be 

found in the work of Batalden and Davidoff , who define quality as: 

The combined and unceasing efforts of every one of the healthcare professionals, 

patients and their families, researchers, payers, planners, and educators to make the 

changes that will lead to better patient outcomes (health), better system performance 

(care), and better professional development (learning),  (2007, p. 2).  

This section summarised healthcare quality concepts and showed important aspects in defining 

quality and drawing a clear picture on what healthcare quality is. However, understanding the 

concept alone is not enough for people to apply quality in the workplace. They really need to 

know specific measures to take to address the relevant dimensions of quality improvement. 

Specific interventions are required to ensure health practitioners are familiar with appropriate 

practices that may lead to better patient outcomes. Therefore, the next section is an analysis of 

the components of quality in healthcare. 
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Crossing the Quality Chasm: The Components of Quality in Healthcare 

The Institute of Medicine identified six goals for improving the quality of healthcare services 

(Leddy, Kaldenberg, & Becker, 2003), recommending that any healthcare organisation should 

be: 

1. Safe – avoiding injuries to patients. 

2. Timely – reducing waits and harmful delays. 

3. Efficient – avoiding waste of equipment, supplies, ideas, and energy. 

4. Effective – providing services based on the best scientific knowledge. 

5. Equitable – providing care that does not vary in quality because of personal 

characteristics. 

6. Patient centred – providing care that is respectful of and responsive to individual 

patient preferences (p. 138).  

The extent to which each of these goals is achieved is often considered to represent the elements 

of quality of healthcare, so each will be reviewed.  

Safety 

Patient safety issues have become an international priority, as numerous failures leading to 

avoidable harm are arising in the treatment and care delivered to patients (Milligan, 2007). In 

1998, the IOM established a quality committee concerned with healthcare quality issues. The 

aim of this committee is to concentrate on patient safety as a pivotal quality and healthcare 

issue. The purpose is to decrease errors occurring in patient care, thus enhancing patient safety 

and consequently improving the quality of care. In 2000, the committee published the report, 

To Err is Human: Building a Safer Health System (Medicine & America, 2000), which 

expanded the level of concerns and conversations about patient safety among healthcare 

providers. A study published in 2005, five years after the IOM report, discussing lessons 

learned from the report, suggested the measurable outcomes of the report were few, but its 

impact on attitudes of healthcare practitioners had been profound (Leape & Berwick, 2005). 
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In the United Kingdom, the National Health Service (NHS) reports show that more than one-

tenth of all hospitalised patients experience adverse events which negatively influence their 

outcomes. More than 50% of these events are preventable. These critical mistakes led the health 

community to develop standards designed to improve the safety and quality of patient care. 

This step led to recognising that a key factor to facilitate safety and inhibit the occurrence of 

further mistakes is the gaining of knowledge and learning from previous events. This could be 

achieved by healthcare providers reporting any unusual events, and by developing a culture of 

safety in their organisation. Reporting these incidents would help healthcare providers learn 

from the experience and try and avoid it happening again. To facilitate this approach, decision-

makers must encourage the reporting of all adverse events and near misses in a safe and non-

punitive environment. It is also important to create risk management systems by investigating 

all detected mistakes through a root-cause analysis (RCA), and by encouraging healthcare 

professionals to share their stories with others (Haxby, 2010, as cited in Abduljawad, 2013). 

The Australian Council for Safety and Quality in Healthcare published the national patient 

safety education framework which includes the competencies that healthcare providers need in 

delivering safe healthcare (Walton & Elliott, 2006). The framework aimed to help medical 

schools and different types of healthcare organisations to develop training programmes and 

curricula for students, trainees and healthcare providers. The competencies are a mixture of 

knowledge, skills and attitudes and include communicating effectively; identifying, preventing 

and managing adverse events and near misses; using evidence and information; working safely; 

being ethical; continuing learning; and specific issues such as medication safety and preventing 

wrong site surgery, wrong surgical procedure and procedure on the wrong patient. 

Milligan argued that building a patient safety culture involves significant changes at the 

educational stage and argued that an understanding of human factors in healthcare delivery 

should be included in the healthcare curriculum (Milligan, 2007). According to Oriol, human 

factors, such as cognitive overload, fatigue, poor communication, poor decision-making and 



13 

inaccurate processing of information, are major contributors to errors in healthcare (Oriol, 

2006). Addressing these issues will make medical students aware of their limitations; that “to 

err is human”, thus facilitating a level of awareness that can lead to an individual’s enrichment 

about safety issues. Moreover, healthcare practitioners should also take into consideration that 

they are only one small part of the whole system of healthcare (Milligan, 2007). 

Although there was criticism over this approach, many healthcare leaders started to believe 

that blaming individuals rather than the system is neither fair nor effective in the pursuit of 

safety in healthcare. The concept of shifting the blame, from bad people to bad systems as a 

reason behind the majority of injuries and errors, is a crucial foundation of improvement in 

patient safety, and has gained acceptance among healthcare practitioners (Leape & Berwick, 

2005).  

Patient falls are important, avoidable and preventable incidents that can occur within a hospital 

setting. These incidents are very costly and are ranked among the events contributing to the 

overall cost of healthcare organisations. These financial losses are due to an obligation to treat 

injuries resulting from falls, liabilities, and lawsuits (Raz & Baretich, 1987). Raz and Baretich 

(1987) pointed out that patient falls represent one of the highest incidence rates among all 

unsafe practices. It was also indicated that the number of falls range from 62 to almost 240 per 

10,000 admitted patients. 

To prevent falls at hospitals, Oliver and others conducted a systematic review of fall prevention 

and concluded that the prevention of falls is a complex process due to multiple risk factors. 

They added that the implementation of only a single part of the prevention programme does 

not reduce the falls; the successful fall reduction occurs when various interventions were 

adopted. They also concluded that most published articles show consistent findings, suggesting 

that multiple interventions, when implemented, reduce the rate of falls by almost 20% to 30% 

(Oliver, Healey, & Haines, 2010). 
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Different methods were identified as a means of decreasing the percentage of patients who fall 

at hospitals. Among these methods are leadership commitment, continuous improvement 

programmes, committee establishment, and staff education (Hempel et al., 2013). More than 

80% of interventions include multiple components such as risk assessments, bed alarms, 

patient education, post-fall evaluation, and visual risk alerts (Hempel et al., 2013). 

Furthermore, more appropriate reporting of outcomes, intervention components, 

implementation, comparison, and adherence is required to prove how falls can be successfully 

prevented.  

Learning from other countries’ success could help identify some key processes that can help 

reduce patient falls in hospitals and associated risks and costs. In New Zealand, for example, 

in 2010 District Health Boards (DHBs) brought the attention of the Health Quality & Safety 

Commission to in-hospital falls and their consequences. Jones and colleagues published a study 

discussing in-hospital falls and their consequences, challenges and practical strategies in falls 

reduction. The commission made a three-year programme to reduce harm resulting from falls, 

during 2013 to 2015. The study focused on hip fracture resulting from in-hospital falls and 

associated costs. The findings revealed a noticeable reduction, 14%, to mid-2016, as reported 

by the DHBs. This reduction was due to the adoption of two key care processes nationwide. 

First, individuals aged 75 and over were provided with comprehensive assessment of risk of 

falling upon hospital admission. Second, those at risk of falling were provided with 

personalised care plans that addressed such risks (Jones et al., 2016).  

Recent approaches to patient safety have shifted the focus from error avoidance to building 

more resilient systems. Patient safety approaches used to depend on what was called a “find 

and fix” approach. This approach implied that the identification of things going wrong and 

sorting them out would ensure that the number of errors would be decreased as much as 

possible. Healthcare delivery, however, is a more complex system than such a basic linear 

approach suggests. Shifting the focus to a more flexible approach in enabling things to go right 
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more often is what the healthcare system needs. This approach aims for more resilient 

healthcare systems, where the focus is more on the success of everyday performance rather 

than failure. Facilitating flexibility in workplaces, and actively empowering physicians to 

deliver patient care more effectively by adjusting what they do to match the clinical situation, 

are key to this new approach (Braithwaite, Wears, & Hollnagel, 2015).  

Timeliness 

Timeliness is vital in almost all industries, and particularly in the healthcare sector. Of the 

IOM’s six dimensions, timeliness is considered among the least studied. The IOM report 

identifies emergency departments, doctor’s offices, waiting for results, and getting treatment 

or tests as the most common areas with long waits. This long waiting time can result in 

frustration among patients scheduled for procedures, as they perceive it to be a breach of 

promise by the treating physician or the organisation they represent (Leddy et al., 2003).  

Timeliness is connected to most of the other quality dimensions defined by the IOM. 

Delivering patient care in a timely manner improves safety by enhancing patient well-being, 

and reduces harm resulting from delays. Furthermore, it increases the efficiency by driving 

down treatment costs for various parties including the patient, hospital, and the overall 

healthcare system (Boudreau, McNally, Rensing, & Campbell, 2004).  Houck and Bratzler 

found timeliness to be closely associated with improved patient outcomes. They concluded that 

delays in administering antibiotics for patients with community-acquired pneumonia could 

negatively influence patient outcomes such as length of stay, 30-day readmission, and mortality 

rate (Houck & Bratzler, 2005). 

Patient satisfaction plays an important role in the outcome of quality of care and could be 

affected by timeliness. Patients consider an appointment as a commitment or contract made by 

the providers. If the appointment is not kept within the expected time, it communicates that the 

patient’s time is less valuable than the care provider’s time (Leddy et al., 2003). Moreover, 
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patient satisfaction can be considered to be an important predictor in assessing the quality of 

healthcare (Bar-dayan, 2002). Thus, being timely and efficient could lead to an increase in 

patients’ satisfaction about the quality of care they receive. 

Within hospitals worldwide, the Emergency Department (ED) is viewed as the department 

most likely to have patients waiting a long time to be seen. For initial assessments in ED, 

waiting time is considered lengthy if it goes beyond two hours. The Press Ganey Associates’ 

2010 report on emergency departments in the United States revealed that the waiting times 

varied from one state to another, ranging from four to eight hours, with an average of more 

than four hours across the country. In Saudi Arabia, one hospital showed a delay in 67% of 

admitted patients, with an average waiting time of 2.4 hours for those patients (Tashkandy, 

Gazzaz, Farooq, & Dhafar, 2008).  

Several methods and strategies could be considered by healthcare providers to decrease waiting 

times in emergency departments. These methods could be reducing occupancy rates, increasing 

numbers of personnel and beds, or classifying minor and major emergencies differently 

(Bagust, Place, & Posnett, 1999).  

In ambulatory care services, Santibáñez and colleagues suggested four strategies for decreasing 

waiting times. These strategies include redistributing workload across the week days, 

flexibility of examination rooms to enhance better utilisation of capacity, promoting clinic 

punctuality, and re-evaluating scheduling practices (Santibáñez, Chow, French, Puterman, & 

Tyldesley, 2009). 

Efficiency  

The increase in healthcare expenditure has prompted healthcare organisations to engage in 

quality improvement activities to evaluate the resources utilised in patient care, in order to 

improve the quality and value of care. Quality can be achieved if healthcare organisations 

perform in an appropriate manner and in an environment of cost-awareness (Binns, 1991). The 
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reduction in cost causes competition between healthcare organisations, thus quality is 

considered an essential pillar as it increases efficiency of care and reduces costs by eliminating 

unnecessary tests and procedures (A. F. Al-Assaf & Assaf, 1997), satisfying customer’s needs 

and wants with the minimum use of resources.  

The work of Fisher and colleagues shows that Medicare savings of up to 30% could be achieved 

if providers in all healthcare organisations performed as efficiently as those working in the 

most efficient organisations. The challenge of achieving efficiency lies in identifying the 30% 

of unnecessary care and eliminating it safely (Fisher et al., 2003). 

The management of resources could be achieved by different strategies. Of them, utilisation 

management is considered one of the most effective methods in driving down costs and 

increasing the efficiency of care. Utilisation management is defined by the IOM as “a set of 

techniques used by or on behalf of purchasers of health care benefits to manage healthcare 

costs by influencing patient care decision-making through case-by-case assessments of the 

appropriateness of care prior to its provision” (Koike, Klap, & Unützer, 2000, p. 621). This 

method, when implemented in a Miami hospital, saved more than US$800,000 in that year. 

This hospital also avoided adding additional beds in its critical care unit, resulting in a further 

saving of more than US$1.5 million. Similarly, implementing a decision support system, a set 

of related computer programs and the data used to assist with analysis and decision-making 

within an organisation, saved US$3 million in Michigan University Medical Centre (Dawson 

& Runk, 2000).  

According to Brown, effective measures of efficiency are the average length of stay (ALOS) 

and length of stay. ALOS is “a ratio of the total number of inpatient days – which are those 

nights all patients spend overnight in the hospital in a specific time period, to the number of 

admissions and discharges during the same time period” (Brown, 2008, as cited in Abduljawad, 

2013, p. 66). The equation of average length of stay is calculated as follows: 
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(Joseph & Segen, 2006) 

Public concerns and pressure on the NHS in England over delays have never been greater. The 

NHS has responded by using its resources and inpatient beds more efficiently. Two factors 

adopted by the NHS were increased use of day surgery and recognition that earlier discharge 

of certain patients was not dangerous and could be better for patients. This resulted in almost 

halving the average length of stay over a 20-year period, declining to 6.8 days in 1999–2000 

compared to 11.7 in 1980 (Black & Pearson, 2002). Similarly, the average length of stay of the 

Organisation for Economic Co-Operation and Development countries (OECD) has decreased 

from 8.2 days in 2000 to 7 days in 2009 (OECD, 2011). 

Effectiveness 

Delivering the expected services or products, and doing it in the right way, is known as 

“effectiveness”. Hospitals are required to provide their patients with effective care in a safe 

environment, as well as employing qualified, skilled, and well-trained personnel to ensure the 

delivery of high quality services (A. F. Al-Assaf & Assaf, 1997). It is a hospital’s responsibility 

to ensure effectiveness by verifying professional's competencies through credentialing. The 

JCI defines credentialing as “the process of obtaining, verifying, and accessing the 

qualifications of a healthcare practitioner. The process determines if an individual can provide 

patient care services in or for a healthcare organisation or network” (A. Al-Assaf & Akgun, 

2009b, p. 234). For medical staff, the process of credentialing begins at the time the practitioner 

applies to join the organisation. The organisation then evaluates her or his medical 

qualifications for membership and to be granted privileges to practise. The process also 

determines the scope of services a practitioner is allowed to provide. The credentialing process 

results determine whether or not a practitioner is qualified to deliver services for the 

organisation (A. Al-Assaf & Akgun, 2009a).  
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It would be reasonable for patients to assume that hospitals employ knowledgeable and well-

trained physicians, and are performing the appropriate credentialing process. Patients, 

therefore, trust the care delivered by those physicians employed by the organisation, and feel 

that their lives are safe in their hands. An appropriate credentialing process may help to reduce 

medical errors due to lack of competence (A. Al-Assaf & Akgun, 2009a). Conversely, Gurgacz 

and colleagues reported a lack of evidence to support the relationship between the appropriate 

credentialing and privileging processes, and higher quality outcomes within healthcare 

organisations (Gurgacz, Smith, Truskett, Babidge, & Maddern, 2012).  

The JCI accreditation suggests a positive association between the proper credentialing process 

and improved clinical outcomes. The data reported to the JCI by accredited hospitals in the 

United States revealed that negligence in the credentialing process was identified as a main 

cause in more than 30% of sentinel events reported between 1995 and 2005 (Freed, Dunham, 

& Singer, 2009). 

Patients’ perceptions of the quality of their care are considered an important measure of 

effectiveness of healthcare (Andaleeb, 2001). Financial compensation of providers by funders 

dependent in part on patient reporting has led hospitals to concentrate on patient satisfaction in 

order to be financially rewarded (Kutney-Lee et al., 2009). The patient satisfaction rate is 

considered a valid quality indicator of effective performance (Moumtzoglou et al., 2000). 

Satisfied consumers are a predictor of success in any business. In the healthcare sector, patient 

satisfaction is considered an important measure of the effectiveness of healthcare (Labarere, 

Francois, Auquier, Robert, & Fourny, 2001).  

Satisfaction rates among healthcare providers are another important factor that can improve a 

hospitals’ effectiveness through improving patient outcomes (C. Wagner, De Bakker, & 

Groenewegen, 1999). The level of satisfaction of nursing staff, for example, was associated 

with improved clinical outcomes and lower mortality rates (Kutney-Lee et al., 2009). An 



20 

Australian study concluded that employees’ participation in the accreditation process 

motivated them to improve their practices and thus improved the safety and quality of care 

delivered to patients (David Greenfield, Pawsey, & Braithwaite, 2011). Furthermore, 

encouraging and recognising the work of staff is an important factor in improving and 

maintaining the effectiveness of hospitals. This in turn improves satisfaction rates among 

hospital staff (Abduljawad & Al-Assaf, 2011).  

Equity  

Differences in the quality of care provided to certain groups within a population is widely 

recognised and these disparities have persisted for decades (La Rosa-Salas & Tricas-Sauras, 

2008). These groups include those with limited education or income, limited access to 

healthcare, the uninsured, those with language barriers, and those belonging to minority ethnic 

and racial groups (Anderson, Smith, & others, 2003; Doty, 2003; Kilbourne, 2005; Millman, 

1993; Smedley, Stith, Nelson, & others, 2003).  

Equity in healthcare has been defined and conceptualised in different ways. Equity means that 

all population groups have equal healthcare provision (Torres, 2002). Whitehead perceives 

equity as “equal access to available care for equal need implies equal entitlement to the 

available services for everyone, a fair distribution throughout the country based on health care 

needs and ease of access in each geographical area, and the removal of other barriers to access” 

(1991, p. 8). The main objective of equity is to eliminate or reduce unnecessary, unreasonable, 

avoidable and unfair differences in healthcare (Whitehead, 1985, as cited in La Rosa-Salas & 

Tricas-Sauras, 2008). 

Inequalities in healthcare systematically put those groups who are socially disadvantaged (for 

instance, being poor, from racial and ethnic minorities, female, or from certain religious 

groups) at a disadvantage with regard to their health (Braveman & Gruskin, 2003). Equity in 

healthcare thus implies fair distribution of resources and designing processes in ways that 
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equalise the quality of health outcomes of those who are socially disadvantaged with the 

outcomes of their advantaged counterparts (La Rosa-Salas & Tricas-Sauras, 2008). 

Identifying disparities in healthcare is essential in understanding the causes of health-related 

issues. Even though disparities have been documented, it is not clear how healthcare providers 

might use this information to eliminate or reduce disparities. Siegel and colleagues reported 

that although 97% of hospitals that they studied were collecting patient data such as race and 

ethnicity, none reported using these data for improvement purposes (Siegel, Bretsch, Sears, 

Regenstein, & Wilson, 2007). Furthermore, Smith (2005) reported that healthcare providers 

such as physicians and administrators feared that acknowledgement of disparities was 

equivalent to an admission of discriminating practices. Smith concluded that this anxiety may 

be due to the history of racial segregation of hospitals in the United States prior to 1965. Until 

the 1960s, similar to other aspects of American life, hospitals were segregated by race. This 

occurred as a separate hospital system existing to serve black communities and where a black 

physician could be trained (Gamble, 1995). 

Different strategies were suggested to reduce disparities and improve the quality of care for all 

populations. One strategy involves promoting patient dignity and personal responsibility by 

involving them in their treatment plans. Effective communication between providers and 

patients is another essential step in improving the quality of care. Healthcare providers also 

need to focus on community and cultural backgrounds as this affects the perception of health. 

Driving down cost while increasing value and quality of care is an effective method for 

increasing accessibility to a higher quality of care. Last but not least, educated and well-trained 

staff need to work with populations with health disparities (Frist, 2005). 

In New Zealand, for example, disparities in health between indigenous Māori and non-Māori 

have been evident since the colonisation of New Zealand. In 1840, the Treaty of Waitangi, a 

written agreement between the British crown representative and Māori chiefs, was signed. The 
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Treaty was supposed to be a guarantee of Māori interest and rights, including their well-being. 

Despite the significant improvements that occurred in the past 140 years, available literature 

indicates that the gap in life expectancy is widening rather than narrowing between these 

groups. Reasons for these differences involve a mixture of factors associated with lifestyle and 

socioeconomic characteristics, discrimination, and access to healthcare. There is growing 

evidence showing that Māori receive lower quality, access, and timeliness of care than non-

Māori on many conditions including cardiovascular disease, cancer, diagnosis and treatment 

of depression. The last two decades witnessed much radical restructuring in healthcare to 

improve health and well-being of disadvantaged groups. Nearly 12 District Health Boards 

committed available resources to ensure that disadvantaged groups significantly benefited). 

They ran programmes that targeted chronic conditions within these disadvantaged populations. 

These programmes included health promotion and healthcare clinics in low-decile schools, 

housing projects, low-income dental care, oral healthcare for those with mental health issues, 

free interpreter services, funding for asthma, outreach diabetes and respiratory services, free 

general practice consultations, and mobile Māori nursing services. 

Patient-Centredness 

Over the past few decades, a large body of literature has been generated supporting a “patient-

centred” approach in the delivery of medical care. Despite the popularity of this approach, there 

is little agreement about its meaning. Edith Balint, for example, defined patient-centred as 

“understanding the patients as unique human beings” (p. 1087). This approach was also 

described by McWhinney as an approach where “the physician tries to see through the patient’s 

eyes” (Mead & Bower, 2000, p.1087).  

In the past, patients were often not informed of their diagnostic information and treatment plans 

by their health providers. The increase in accessibility and availability of data in today’s health 

system and the internet have led educated patients to consider other choices for the care they 

need. Patients look for further health education and become aware of their health status. 
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Consequently, those patients demand that healthcare organisations and providers improve the 

quality of medical care provided to them (R. G. Evans, Barer, & Marmor, 1994).  

People with chronic disease often need to adopt major changes in their daily life at both a 

behavioural and psychological level in order to cope with their illness. If people are empowered 

to take control of their own illness, the responsibility for the treatment choices and 

consequences will be shared between patients and carers. However, empowerment is not an 

easy task and could be facilitated by health providers if they embrace a patient-centred 

approach that acknowledges patients’ priorities, experience, and fears. As patients become 

empowered they may develop self-confidence regarding their disease and treatment. As a result 

of empowerment, patients may be better able to manage not only their disease, but also their 

lives (Aujoulat, d’Hoore, & Deccache, 2007).  

Oates and colleagues conducted an observational cohort study on 39 physicians and 315 

patients treated by those physicians, assessing the relationship between patient-centred 

communication and health outcomes for those patients. The findings revealed a positive 

association between patient-centred communication and patients’ perceptions. Positive 

perceptions were associated with less concern and discomfort, better mental health, and fewer 

referrals and diagnostic tests. Therefore, the patient-centred approach improved health 

outcomes for patients and increased the quality of healthcare by eliminating or reducing 

unnecessary tests and referrals (Oates, Weston, & Jordan, 2000). They recommended that 

healthcare organisations should encourage such practices through enhancing the continuity of 

patient-physician relationships and effective education programmes.  

Optimising outcomes among patients with chronic disease requires a competent and engaged 

patient receiving the appropriate care and treatment. Ordering the appropriate tests and 

prescribing the right medications may not prevent complications in patients with chronic 

disease if they do not take their medications appropriately. Therefore, healthcare providers 
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need to deliver care to patients according to the individual characteristics of each patient. These 

characteristics go beyond physical and biological symptoms that affect treatment selection to 

include patient skills, knowledge, preferences, values, and readiness. Thus, encouraging patient 

participation in the care of their chronic illness will help to mitigate the consequences resulting 

from chronic diseases (E. H. Wagner et al., 2005).  

Despite the evidence, mentioned previously, supporting the patient-centred approach, it may 

not always be effective or preferred. For instance, Winefield and colleagues studied patient-

centredness and its effect on the satisfaction of patients with various medical conditions. They 

concluded there was some association between the patient-centred approach and patient 

satisfaction with the consultations. A more patient-centred consultation tended to last longer 

and to deal with complex and psychological problems, and greater patient involvement was 

associated with dissatisfaction among treating physicians (Winefield, Murrell, Clifford, & 

Farmer, 1996). Another study surveyed patients discussing their views about a patient-centred 

or doctor-centred approach (Swenson et al., 2004). The patient-centred approach was preferred 

by 69% of patients taking part in the study, whereas 31% went for the doctor-centred approach. 

The latter approach received a greater preference from less-educated and older patients. So the 

conclusion may be that patient preferences for patient-centredness may vary, and factors to 

take into account are age, level of education, and disease complexity. A more sophisticated 

analysis of this would suggest that being responsive to each patient’s preferences in this regard 

is the essence of patient-centred medicine. It would be widely viewed as highly paternalistic, 

arrogant and outdated for doctors to make this call without some attempt to elicit each patient’s 

perspective, and assuming any group based on age, gender, race or any other characteristic is 

homogenous. 

In this section , different quality dimensions that are essential in improving the quality of care 

delivered to patients have been discussed. These dimensions are safety, timeliness, efficiency, 
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effectiveness, equity, and patient-centredness. The following section is a discussion of the 

evolution of measurement of healthcare quality.  

Evolution of Measurement in Healthcare Quality  

In addition to her fame as a nursing figure, Florence Nightingale (1820–1910) made an 

undeniable contribution to the field of quality in healthcare. Her interest in quality began during 

the Crimean War when the army hospital system failed to prevent cholera from spreading 

among the troops. At the end of this war, Nightingale presented a report of 816 pages 

explaining the root causes behind the increase in mortality rate, and proposed solutions aimed 

toward improving the quality of care by reducing variation in processes and using statistics as 

an improvement tool (Meyer & Bishop, 2007). 

In the early 1900s, Abraham Flexner presented a document summarising his experience as a 

student at medical school in the United States. In his report, he criticised the deficiencies in 

medical education. The report indicated that the deficiencies in the quality of care provided to 

patients were directly connected to physicians’ knowledge gained during their education. In 

particular, he concluded that there was not enough about quality improvement or statistics in 

the curriculum. In his report, Flexner proposed that reforms in medical education should take 

place in order to improve the quality of service. As a result of the implementation of these 

reforms, many medical schools were closed because of not meeting the criteria. These criteria 

placed an emphasis on guidelines and minimum standards that they had to meet, thus making 

certification and licensure very important in delivering quality of care to patients (A. F. Al-

Assaf & Schmele, 1993). 

The standards of healthcare facilities attracted the attention of the American College of 

Surgeons, leading to the formation of the Joint Commission on Accreditation of Healthcare 

Organisations (JCAHO) in 1952. This accrediting body established its first accreditation 

standards manual for hospitals, which focused on physical structure of hospitals and their 
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human resources. Over time, the set of standards has changed focus from standards related to 

physical structure to standards focusing more on process and outcome measures, with the aim 

of ensuring that the service is provided in a safe manner by qualified professionals (A. F. Al-

Assaf & Schmele, 1993).  

Compared to other industries, healthcare lags behind in adopting a quality improvement 

approach. One theory behind this gap assumes that market forces drive quality. In the US, 

competition for patients began at the end of the 1980s when hospitals started competing by 

offering a better quality of care at a lower price using quality improvement tools (Greene, 1994) 

as cited in (Heuer, 2004). During the 1990s, the US government started to focus on different 

service industries, including the healthcare sector. This attention from government and 

consumers forced healthcare providers to improve the quality of care at an acceptable cost as 

a means of improving performance. One hospital, for instance, decreased its postsurgical 

infection rate to less than 20% of the expected rate through adopting quality tools (J. R. Evans, 

2007b). Healthcare is very complex and has nevertheless embraced quality improvement over 

the last decade or more. Assembly-line car manufacturing, where quality improvement tools 

originated, is much easier. 

There seems to be some evidence that JCI in the US led to some important improvements in 

healthcare, and this attracted the attention of other countries. The JCI is the oldest and largest 

accrediting body amongst international external assessment programmes. By the year 2000, 

nearly 20,000 healthcare facilities and programmes had been accredited by the JCI. This made 

the JCI the most popular and sought-after international accrediting body (Viswanathan & 

Salmon, 2000).  

The end of the 1990s saw an increase in interest, from many countries and organisations, in 

accreditation as a way to improve quality. In 1996, representatives from different countries 

were invited by the International Society of Quality in Healthcare to formulate a system for 
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international accreditation, and to meet on an annual basis. In 1998, a meeting was held in 

Indonesia on this issue with representatives from participating countries within the South East 

Asia region. A similar meeting took place in the Eastern Mediterranean region one year later. 

The findings of these meetings produced a number of recommendations concerning 

accreditation for participating countries (A. Al-Assaf & Akgun, 2009a).  

The Purpose of Measuring Performance 

Performance measurement has been defined as, “The basis of an organisation to assess how 

well it is progressing towards its predetermined objectives, helps to identify areas of strengths 

and weaknesses, and decides on future initiatives, with the goal of improving organisational 

performance” (Amaratunga & Baldry, 2002, p. 218). 

Al-assaf and Akgun  defined performance measurement as, “The identification of certain 

indicators of performance followed by the collection of data to measure those indicators and 

then comparing current performance with a desired performance level” (2009, p. 90. 

Effective performance measurement is an essential tool in ensuring an organisation’s 

objectives and goals are successfully implemented. It implies monitoring key measures to 

ensure predetermined goals are met by an organisation. A good organisation is required to 

perform well in quality, value, cost and other dimensions. 

The emergence of performance measurement came purely from financial measures, such as 

profits and cash flow, to then include non-profit multi-dimensional measures to aid an 

organisation achieve its predetermined goals. 

In the cycle of “continuous improvement”, performance measurement plays an essential role 

in:  

• Identifying and tracking performance progress against predetermined goals  

• Identifying areas for improvement  
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• Comparing performance against internal and external standards.  

Reviewing organisational performance is also essential when formulating the direction of an 

organisation’s activities. It helps identify where strengths and weaknesses of an organisation 

lie, and plays an essential role in quality improvement activities. The main reasons it is needed 

are:  

• To ensure consumers’ needs have been met  

• To formulate measurable objectives and comply with them  

• To provide standards for establishing comparisons  

• To provide a scoreboard for employees to monitor their performance level  

• To identify problems and prioritise areas for attention  

• To provide feedback on improvement effort.  

Using quantitative information may enable healthcare providers to determine the effectiveness 

of quality initiatives. There is some evidence of improved quality of care and patient outcomes 

due to the use of performance measurements (Collopy, 2000). Eddy (1998) summarised the 

purpose of performance measurement into four main points: to describe the influence of 

specific interventions on a cluster of patients; to measure improvements in patients’ outcomes 

following certain modifications in processes or treatment; to compare the care delivered 

between different bodies such as hospitals, physicians, and medical groups; and to provide 

evidence in support of selected interventions for a specific disease or a particular population 

group (Eddy, 1998).  

Not everyone supports a focus on performance measurement. For example, Loeb (2004) 

considered it was a costly exercise, and created frustration and anxiety for those experiencing 

the process. He found little evidence to support the usefulness of performance measurement 

data in terms of improving quality, in part because the information was not used in decision-

making processes. Davies and Lampel viewed performance measurement as “an approach that 
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promises much but does not deliver precisely because its stated intent is not matched by 

organisational realities” (1998, p. 160).  

Quality Performance Indicators 

The Joint Commission on Accreditation of Healthcare Organizations (JCAHO), 1989 cited in 

(Mainz, 2003) has embraced performance measures and expresses them in terms of quality 

indicators. A quality indicator can be defined as “a quantitative measure that can be used to 

monitor and evaluate the quality of important governance, management, clinical, and support 

functions that affect patient outcomes” (p. 524).  

Quality indicators can help with monitoring and improving performance, but they also give a 

basis for comparing performance with other healthcare providers. Gibberd and colleagues 

carefully tested 185 varied indicators and found that almost 30% of these measures had system 

gains. They also suggested prioritising performance indicators with higher gains, and 

identifying areas with potential for improvement (Gibberd, Hancock, Howley, & Richards, 

2004). 

Giuffrida and colleagues cautioned that measuring only a single performance indicator could 

be misleading, unrepresentative of overall organisational performance and may overlook 

important aspects of performance (Giuffrida, Gravelle, & Roland, 1999). They suggested a 

focus on potentially modifiable indicators that can be improved by the staff concerned with 

that area of patient care. Evans and colleagues recommended focusing on indicators previously 

used by accredited organisations as they are related to the outcomes targeted for study (D. 

Evans, Hodgkinson, Lambert, & Wood, 2001).  

In an effort to provide a unifying framework for the use of quality indicators in healthcare 

organisations, Donabedian proposed three types of measurement: structure, process, and 

outcome (Donabedian, 1966). The type of indicator one uses in assessing the quality of care 

indicates the source of data required. The data sources differ, ranging from medical records, 
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patient surveys, routine work systems, and direct observation of patients or staff (Brook, 

McGlynn, & Shekelle, 2000).  Each of these data sources has strengths and weaknesses. 

Structure Quality Indicators 

The “structure” of a healthcare organisation refers to all the factors that affect the context in 

which care is delivered. This includes the physical facility, equipment, and human resources, 

as well as organisational characteristics such as staff training and payment methods. Structure 

quality indicators measure resources such as buildings, number of staff, supplies, and budget. 

It is assumed that healthcare organisations that are properly designed and fully equipped will 

produce a good quality of medical care (Donabedian, 1966). 

An advantage of structural measures is that “they can be collected without relying on 

incomplete claims data or expensive chart abstractions, such as are required for processes and 

outcomes measures” (Kilbourne, 2005). Pronovost and others claimed that structural measures 

are directly connected with surgical outcomes (Pronovost et al., 2002). An example of this is 

the structure of open or closed intensive care units and their impact on patients’ conditions 

following complicated surgical procedures. The results indicated a lower mortality rate in 

closed intensive care units. They continued their discussion stating that the availability of 

subspecialty training by surgeons, which is considered a structural measure, has a direct 

influence on the outcomes. 

Process Quality Indicators 

Process measures can be defined as “measures of all actions that make up healthcare. These 

commonly include diagnosis, treatment, preventive care, and patient education”. Some 

measures demonstrate a more direct link with quality outcomes than others. While outcome 

measures are a more direct measure of healthcare quality than process measures, the latter are 

still directly linked to outcomes. It could be argued that process measures are more sensitive. 

This could be seen as an advantage, as problems with quality will be identified at an earlier 

stage. According to Mant, process measures are considered direct measures of healthcare 



31 

quality as they demonstrate a link between a given process and outcome. Thus, they should be 

given a preference over outcome measures since they are more sensitive to differences in 

quality outcome and are much easier to interpret (Mant, 2001). 

Birkmeyer and colleagues argued that process measures are directly associated with better 

quality of care (Birkmeyer et al., 2010). They supported their argument by indicating that 

process measures showed a lower mortality rate for different surgical procedures in the United 

States. For example, increasing and encouraging the use of these indicators with continuous 

and immediate feedback to physicians illustrated a significant decline, by almost 50%, in death 

rate compared to places without these improvement measurements. This indicator also draws 

the attention of decision-makers to whether an organisation’s system is achieving the desired 

outcomes (Gibberd et al., 2004). 

Outcome Quality Indicators 

Healthcare outcomes are “All the effects of healthcare on patients or populations, including 

changes to health status, behavior, or knowledge as well as patient satisfaction and health-

related quality of life”. Outcome indicators are necessary as they determine if certain activities 

are effective or not and whether to continue and build upon or change these activities. 

Donabedian stated that outcome measures are considered the most important tool for validating 

the effectiveness of the quality of care (Donabedian, 1966). Stevenson conducted a study 

measuring the effect of outcome indicators on the quality of mental health services. The 

findings of this study concluded that this type of measure facilitates a practical structure for 

monitoring quality and improvement within mental health (Stevenson, 1997). 

When compared to other performance indicators, outcome indicators demonstrate some 

important advantages. One benefit of outcome measures is that they evaluate something that is 

important in itself. For instance, it is important to know the difference in mortality rate from 

one hospital to another, even if the reasons behind these differences do not contribute to the 
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quality of care. Another important advantage of using outcome measures is that data may be 

accessible from routine reporting systems (Mant, 2001). However, interpretation of variations 

in outcome measures between organisations and over time can be challenging as they may be 

influenced by external factors (social, behavioural, and economic) outside the healthcare 

system (Kilbourne, 2005).  

Healthcare Accreditation 

Healthcare Accreditation Definition 

In 1999, the National Agency for Healthcare Accreditation and Evaluation cited in (M. Pomey 

et al., 2004) , defined accreditation as:  

An evaluation process carried out by independent professionals external to the 

healthcare organization and its governing bodies, focusing on its functioning and 

practices as a whole. It aims to ensure that conditions regarding the safety, quality of 

care and treatment of patients are taken into account by the healthcare organization. (p. 

113).  

To clarify the potential misperception of healthcare accreditation, Shaw and colleagues 

suggested:  

Accreditation is not an injectable solution for health reform, nor a panacea for all ills. 

It is a structured way of developing standards and assessing performance against those 

standards, and demands responsive management and governance to produce the 

intended improvements to institutions and to the health system. (2010, p. 349). 

Purpose of Accreditation  

Scrivens (1995) summarised the purpose of accreditation into four concise points. First, it 

provides clear guidance for safe medical practice. Second, it assists hospitals to be successful 

when used as an evaluating instrument. Third, purchasers and the public can use the result of 

the accreditation process as an indicator of the performance of their health service 

organisations. Finally, the performance data can be used to inform decision-makers on how 
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well a hospital is performing compared with others, thus improving the quality of health 

services (Scrivens, 1995). 

Lewis (2007) stated that the purpose of accreditation varies according to the nature of the 

service provided. He came up with seven general goals summarising its purpose. These are: 

protecting patients from potential harm; ensuring a minimum standard of quality among 

healthcare providers; enhancing continuous quality improvement through different assessment 

tools, including self-assessment and external review; ensuring a suitable mechanism of funding 

between government and healthcare providers, to avoid risks resulting from underfunding; 

reducing variation in the process; creating a credentialing system to ensure a reliable 

performance; and finally, helping people to better understand services and products (Lewis, 

2007).  

In preparation for accreditation, an organisation undertakes an internal self-assessment that in 

itself helps the organisation improve the quality of care provided to its customers. The 

consultation and peer review method are two strategies an organisation adopts in preparation 

for the accreditation which help those healthcare providers undergoing the accreditation 

process to improve their performance over time (A. Al-Assaf & Akgun, 2009a). 

A United States study in 2011 surveyed healthcare providers in all accredited facilities in North 

Carolina. The study mainly aimed at investigating barriers to accreditation and gains resulting 

from adopting an accreditation programme. Two thirds of participating agencies adopted 

quality improvement programmes as a preparation for the accreditation process. The result 

indicated that time and schedule limitations were the most common barriers to accreditation. 

Despite this, health facilities of different sizes experienced financial benefits from the 

accreditation process. These benefits stemmed from the changes to the policies and the quality 

improvement programmes an organisation undergoes as a preparation for the accreditation 

process (Davis et al., 2011).  
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The Outcome of the Accreditation Programme 

While external assessment may be widely perceived as a valuable strategy for improvement 

within healthcare organisations, and there is a rush towards adopting accreditation by decision-

makers and healthcare providers, it remains costly and time consuming. This suggests the need 

for robust evidence of its impact on better healthcare quality, and the extent to which any gains 

in quality following from the accreditation process are sustained (Schmaltz, Williams, Chassin, 

Loeb, & Wachter, 2011). 

Øvretveit and Gustafson found there was insufficient evidence to decide if accreditation was 

beneficial or cost-effective. There was a lack of understanding of how or why interventions 

may change outcomes due to the quantitative nature of the measures, or indeed if it was the 

process of engaging with accreditation rather than the accreditation programme itself that led 

to improvements (Øvretveit & Gustafson, 2002).   

Furthermore, what works in one context may not work in another. A worldwide study 

comparing health accreditation programmes in countries with high incomes to those with lower 

and middle incomes suggested that understanding the differences and similarities in factors 

leading to an improvement was essential in improving the accreditation programmes 

worldwide (Braithwaite et al., 2012). 

Although accreditation has been in place for decades, little is known about how, or even 

whether, it impacts on healthcare outcomes (Braithwaite et al., 2012).  

The beneficial component of improvement in healthcare quality may be a result of engaging in 

a process where you examine quality of care, rather than the JCI accreditation itself. 

Performance improvement depends greatly on proper implementation of the strategy (M. 

Abraham, Crawford, Carter, & Mazotta, 2000). This view was also supported by the findings 

of Pomey and colleagues who pointed out that the accreditation itself does not facilitate change 

within organisations, but can be used as tool for improvement (Pomey et al., 2004). Further, 



35 

leaders must link the systems and processes to the organisation’s ultimate goals. The 

relationship between performance and accreditation depends strongly on the way the latter is 

introduced. To make this happen, certain changes need to take place in different areas, 

including adopting a less hierarchical management style, sponsoring effective communication 

across the organisation, improving the quality of service through empowering employees, and 

providing valid information (M. Abraham et al., 2000). 

There is some concern that an immediate positive impact of accreditation may not be sustained. 

A study conducted on United States nursing homes concluded that the accreditation process 

improved the quality of care immediately after the accreditation, but it was challenging for 

their study sample to maintain the improvement over time (L. M. Wagner, McDonald, & 

Castle, 2012). On the other hand, a Canadian study concluded that accreditation did improve 

the quality of care and benefits were sustained over three cycles following certification (M.-P. 

Pomey et al., 2010). However, these accredited organisations find the accreditation process 

less challenging over time. 

The effect of accreditation on health service quality in terms of cost-benefit balance has been 

discussed at length in the literature, with variable findings. A review of the literature by 

Hinchcliff and colleagues suggested insufficient evidence to claim either a strong effect for 

accreditation programmes or claim that they are of no value. They suggested building on the 

evidence base of the value of accreditation using high-quality experimental research, 

examining processes, effectiveness and financial value (Hinchcliff et al., 2012). A recent 

review of economic appraisal research, by Mumford and colleagues, concluded that there are 

varying opinions on the positive impact on accreditation. While a lot has been published, there 

is still some doubt that accreditation is of benefit, or of more benefit than other potential 

interventions to improve quality of care (Mumford, Forde, Greenfield, Hinchcliff, & 

Braithwaite, 2013). 
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Summary 

Measuring healthcare quality has been the concern for many, including decision-makers, 

scholars, providers, and patients. The focus has shifted from only implementing quality 

interventions to implementing quality interventions and measuring quality outcomes. This has 

led researchers to study the effect of adopting external assessment programmes on improving 

patients’ outcomes. However, the findings of the available literature on international 

accreditation and its impact on healthcare facilities remain inconclusive. Furthermore, the 

methodological quality of many studies of the effect of accreditation has been variable.  

More recently, the effect of an external accreditation programme implemented in different 

societies has been investigated. In the East Mediterranean region, which includes Saudi Arabia, 

accreditation took place after 2000. However, there is a lack of studies into accreditation 

effectiveness in this region despite tens of healthcare facilities being accredited in the last 

decade. As the East Mediterranean countries are developing, one could argue that healthcare 

systems in these countries are different to those in the developed countries. Therefore, studying 

the effect of accreditation impact on quality of care within these countries is required to inform 

decision-makers and healthcare providers.  

The most widely adopted accreditation programme in the East Mediterranean region is the 

Joint Commission International (JCI) accreditation. I therefore aimed to study the effect of JCI 

accreditation on healthcare quality in this region.  

The Objectives, Research Questions and Hypotheses of this Thesis 

Ensuring high quality care has the potential to save lives and money and improve the 

experience of patients in hospitals. Accreditation is one means used to achieve this end, but 

accreditation processes consume healthcare resources that could be directed elsewhere. 

Understanding the extent to which accreditation improves the quality of care in hospitals is 

therefore very important. Previous research is inconclusive, and none applies directly to Saudi 
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Arabia. More information on this subject would contribute to informing decision-makers in 

Saudi Arabia about the value of investing in accreditation. 

Objective 

The objective of this research was to evaluate the influence of accreditation on the quality of 

care provided by hospitals in Saudi Arabia. 

Research Questions (in the Context of Saudi Arabia) 

1. Does accreditation improve self-reported patient experience? 

2. Does accreditation lead to higher compliance with quality indicators?  

3. Do staff see value in accreditation as a means of improving quality? 

4. Does the process of accreditation itself improve quality of service in accredited 

hospitals?  

Hypotheses 

Hypothesis 1 was that accredited hospitals provide better quality care than non-accredited 

hospitals, as evidenced by: 

a) Superior self-reported patient experience.  

b) Better compliance with quality indicators. 

c) More positive staff perceptions of the quality of care provided by their hospitals. 

Hypothesis 2 was that the process of accreditation improves quality of care, as evidenced by: 

a) Improved compliance with quality indicators post-accreditation compared with pre-

accreditation 

b) Positive perceptions of interviewed staff on the impact of the process of accreditation 

on quality of care. 

To inform my research comparing accredited and non-accredited hospitals in Saudi Arabia, I 

undertook a systematic review of the literature, focusing on studies that compared accredited 
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and non-accredited healthcare institutions (presented in Chapter 4). An overview of methods 

used in this research is presented in the next chapter. 
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CHAPTER 3: RESEARCH METHODS OVERVIEW 

Introduction 

To understand what effect the JCI accreditation process had on quality of patient care, I 

compared accredited with non-accredited hospitals, and assessed quality of patient care before 

and after accreditation in accredited hospitals. In this chapter, I present an overview of my 

approach to answering my research questions, describe my rationale for selecting my sample 

population, and address ethical considerations. Each of the following chapters have their own 

method section that are particular to each one and what I am outlining here in this chapter are 

the methods that apply to the project overall. 

Systematic Review 

Cook and colleagues stated that systematic reviews can help healthcare providers keep abreast 

of the available medical literature by bringing large bodies of literature and clarifying 

differences among studies with similar aims and questions. A systematic review uses scientific 

methods that help limit bias, critically appraise, and synthesise the relevant studies addressing 

specific questions. It also may strengthen the link between optimal healthcare and best research 

evidence by informing decision-makers establishing clinical policy and planning future 

research (Cook, Mulrow, & Haynes, 1997).  

I conducted a systematic review of literature on all studies comparing accredited and non-

accredited hospitals. The aim of the systematic review was to summarise the relevant body of 

literature, and through critical appraisal of the manuscripts to differentiate between robust and 

weak studies when drawing conclusions. Further detail of the systematic review method is 

presented in Chapter 4. 
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Selection of Research Methods 

Qualitative and quantitative research “should be viewed as complementary rather than as rival 

camps” (Jick, 1979, p. 602) . The word “triangulation” was borrowed from military science to 

indicate the use of multiple reference points to locate the exact position of an object. In social 

sciences research, triangulation dates back to the study by Campbell and Fiske who argued that 

using more than one method could increase validity and reduce bias (Campbell & Fiske, 1959). 

A number of different approaches are used to cast light on one particular phenomenon. For 

example, in studying a leader’s effectiveness, different methods such as interview, observation, 

and performance records could be adopted. The focus remains the effectiveness of the leader 

but the data collection method varies.  

In qualitative research, the main focus is on the meaning of human lives and experiences. This 

type of research uses data collection methods such as interviews, observation, and review of 

documents. The use of qualitative data facilitates in-depth understanding about the context or 

setting through the voices of participants (Creswell, Klassen, Plano Clark, & Smith, 2011). 

On the other hand, quantitative research focuses on numerical data. This type of research is 

deductive research. It gathers descriptive information or tests relationships among variables 

(Creswell et al., 2011). In this way, a researcher identifies the frequency and magnitude of 

relationships by isolating variables. Additionally, the researcher determines which dimension 

to examine and selects instruments that ensure more reliable and valid results (Charles & 

Mertler, 2002). 

A mixed method research can be defined as: “a research design with philosophical assumptions 

as well as methods of inquiry. As a methodology, it involves philosophical assumptions that 

guide the direction of collection and analysis of data and the mix of qualitative and quantitative 

approaches in many phases in the research process. As a method, it focuses on collecting, 

analysing, and mixing both quantitative and qualitative data in a single study or series of 
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studies. Its central premise is that the use of quantitative and qualitative approaches in 

combination provides a better understanding of research problems than either approach alone” 

(Creswell & Plano-Clark, 2011, p. 5). 

The mixed methods approach has been used widely in recent years. Both the quantitative and 

qualitative methods have their own strengths and limitations, so combining them is a good idea 

because it offers a more comprehensive approach to finding answers to research questions by 

building “on the strengths of each approach and offset their different weaknesses” (Spratt, 

Walker, & Robinson, 2004, p. 6). On the one hand, a quantitative method is weak in 

understanding the context or setting in which people talk and the voices of participants are not 

directly heard. A qualitative method does not have these weaknesses. On the other hand, 

because the researcher makes personal interpretations, a qualitative method is seen as deficient, 

and an ensuing bias may be created. In addition, because of the limited number of participants 

in qualitative studies it is difficult to generalize findings for a large group. A quantitative 

method does not have these weaknesses (Creswell & Plano-Clark, 2007). In many situations, 

a researcher can put together “insights and procedures from both approaches to produce a 

superior product” (mixed methods) (Johnson & Onwuegbuzie, 2004, p. 17).         

Therefore, with a pragmatic approach, the study design will incorporate mixed methods used 

sequentially. The type of this research is both confirmatory and exploratory because sequential 

design enables researchers to simultaneously ask both confirmatory and exploratory questions 

in the same study.  

Using a combined approach to utilising different methods and obtaining different types of data 

puts the researcher in “…a better position to use qualitative research to inform the quantitative 

portion of research studies, and vice versa” (Onwuegbuzie & Leech, 2005, p. 383) . Mixed 

methods can also employ one approach to explain data obtained from the other approach when 
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unusual or unanticipated findings emerge. Therefore, mixed methods research has the ability 

to bridge the gap between quantitative and qualitative research, allowing the researcher to 

decide what works best for them in answering their research questions.  

Creswell and colleagues (2011) argued that mixed methods research helps answer questions 

that qualitative or quantitative methods cannot answer alone. In this thesis I conducted four 

studies. These studies were carried out in parallel. According to Creswell and colleagues, in 

parallel design, researchers employ qualitative and quantitative methods at the same time and 

each type has equal priority when data collection and analysis phases occur. These data are 

then analysed separately. Then the interpretation of qualitative and quantitative data appears 

in the discussion and conclusion chapters.  

Mixed methods research allows me to triangulate different methods to look at and understand 

one phenomenon from different angles. Using different sets of data telling different 

information about one phenomenon represents a more robust approach. It also confirms 

information from different data sets and sheds light on new information not covered by one 

method alone. In my research, these different approaches helped me strengthen my data by 

allowing me to look at the accreditation impact from different angles. The qualitative approach 

helped me explain and better understand the results from the quantitative approach. The 

interviews also uncovered issues that were not covered in the questionnaires.  

I aimed to answer my research questions from a number of different perspectives on quality by 

collection of data from employees, patients, managers at accredited hospitals and existing 

hospital databases. Four types of data were collected in four distinct studies, using both 

quantitative and qualitative methods. The quantitative studies involved surveys with staff and 

patients, and analysis of routinely collected hospital data such as infection rates. The qualitative 

components involved interviews with managers working in accredited hospitals plus an open 
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question inviting a written response included in the staff survey. The aim of conducting these 

different methods was to evaluate and compare the effect of accreditation from different 

perspectives.  

Selecting the Sample 

The total population of interest was staff and patients in accredited and non-accredited general 

public hospitals in Saudi Arabia. The Ministry of Health in Saudi Arabia has unified all public 

hospitals in terms of organisational structure and operations programmes, and has ensured a 

fair distribution of educated and experienced labour. Thus, there is an expectation that there 

are no major differences between public hospitals in the Kingdom. The Ministry of Health 

began accrediting its public hospitals in 2010. Hospitals wishing to undertake JCI accreditation 

must initially go through the national standards certification by the Central Board for 

Accreditation of Healthcare Institutions (CBAHI).  

According to the Ministry of Health (MOH) (2011), there are 244 public hospitals in Saudi 

Arabia, of which 17 are accredited by JCI (JCI, 2014) and 56 are certified by the national 

standards (CBAHI, 2014). Of those accredited by JCI, seven are general hospitals. The 

remaining 10 hospitals are specialist hospitals, “medical cities”, or tertiary care hospitals with 

complex services, and thus outside the scope of this research. (Medical cities are large, tertiary 

hospitals with nearly 5,000 bed capacity.) 

Of the seven eligible JCI-accredited hospitals, three are located in the western region, two in 

the central, and two in the southern. One hospital from each region was included in the study.  

Of the 56 hospitals certified by the national standards, 36 of them were excluded because they 

were specialty hospitals, medical cities or already accredited by the JCI. Of the remaining 20 

eligible hospitals, three were selected, matched for geographic location and bed size with the 

JCI study hospitals.  
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Ethical Considerations 

I sought approval from the Research Ethics Committee at the University of Auckland and the 

Ethics Committee in the Ministry of Health in Saudi Arabia. The application to these 

committees included a description of the research and its significance, data collection methods, 

questionnaires and interview items, proposed participants, consent and participant information 

sheets (PIS) and details of data security and storage. The information sheet stated that 

participants would not be identifiable in any report or publication, guaranteed confidentiality 

of their data, and stated that refusal to participate would have no consequences on their 

employment or treatment. Researcher contact details were included. Respondents participating 

in questionnaires and interviews provided written informed consent.  

Considerable precautions were taken before the data collection took place to ensure data were 

collected in an ethical way, and to deal with the particular logistical and cultural challenges of 

doing my research in Saudi Arabia. The ethical issues that I thought of and that may occur 

during this type of research were: coercion, care influence, stress and confidentiality. To ensure 

that these issues would not occur I collected my data as follows:  

a) Given that I was surveying six hospitals across the country, I visited hospitals one at a time 

and collected all types of data simultaneously at each hospital before travelling to the next.  

b) When surveying staff and patients, I avoided approaching them in the first instance but rather 

requested heads of department to approach them and seek their approval.  

c) Staff and patients’ surveys were distributed at about the same time to avoid any pressure on 

patients and that staff would affect their responses. 

d) Participants were informed that participation in this research project is voluntary and that they 

can withdraw their participation without giving a reason. Patients were also told that their 

treatment would not be affected by either participating or not. 

e) As a male researcher I was not allowed to approach potential female participants due to cultural 
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issues that don’t exist elsewhere in the world. Thus, I requested that participating hospitals 

assign female assistants from the patient’s department to survey female patients. I explained 

all items in the questionnaire to these assistants and appraised their understanding before they 

approached the female patients. 

Data security and management 

Hard copies of the questionnaires were kept in a secure cabinet. Soft copy versions were also 

saved in a protected computer file in my office. Soft copy versions were kept in an external 

hard drive as an excel sheet. The soft copy version was stored electronically for data 

management and was only accessed by the research team. Copies of the data were placed on 

my personal computer and an external hard drive. After that the questionnaires and the excel 

sheets were deleted from both the computer and the hard drive. 

Interviews were recorded using a digital voice recorder. The recording was ‘locked’ on the 

recorder until it was downloaded onto a password-protected computer. The interviews were 

then erased from the digital recorder. The sound files were transcribed by me. The transcripts 

were stored electronically for data management and were only accessed by the research team. 

An edited version of the transcript was sent to participants within two weeks of being 

interviewed and they modified points they felt had been misinterpreted. Copies of the 

transcripts were placed on my personal computer and an external hard drive. After that, the 

sound files and the transcripts were deleted from both the computer and the hard drive. 

Summary 

This chapter provided a summary of the methods I adopted in conducting studies included in 

my thesis. Detailed methods of every study are included in the relevant chapter to avoid 

duplication of information.  
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CHAPTER 4: SYSTEMATIC REVIEW 

This chapter is presented in the form of a journal article ready for submission. The paper title 

is: A systematic review of the effect of accreditation on health service quality: a comparison 

between accredited and non-accredited health facilities. 

Abstract 

Purpose: Investing in hospital accreditation by external accreditation bodies is costly in time 

and resources. I aimed to identify the effect of accreditation on health service quality.  

Methods: I undertook a systematic review of the Medline, EMBASE, CINAHL, and Scopus 

databases (March 2014 to September 2015) including articles which compared indicators of 

quality in non-accredited and accredited hospitals. Articles were then graded as good, average 

and poor based on previously established criteria.  

Results: The initial search identified 121 studies. Of those, 40 studies met the inclusion criteria. 

These studies focused on three main categories based on the outcomes reported: a) providers’ 

views on accreditation, b) patient satisfaction or experience, and c) clinical indicators. Analysis 

revealed a mixed picture. Most category a) articles reported that providers viewed accreditation 

positively, but it was difficult to draw conclusions as there were only eight articles in this 

category. Some articles in categories b) or c) reported positive effects, but of note, the majority 

of higher quality articles found no effect of accreditation.  

Conclusion: Studies comparing the effect of accreditation on quality of healthcare in non-

accredited and accredited hospitals are relatively few, and provide limited evidence to support 

accreditation as a means of quality improvement.  

Keywords: accreditation, quality, healthcare, systematic review, non-accredited. 
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Introduction 

The aim of this thesis is to identify the impact of accreditation on healthcare quality by 

comparing accredited and non-accredited hospitals in Saudi Arabia. Therefore, this chapter 

reviews the findings of other published articles comparing institutions that have undergone 

accreditation or not. Accreditation in the context of this review includes all types of external 

accreditation agencies, including JCI accreditation. This systematic review is of broader focus 

than the thesis focus, in that it included all types of healthcare facilities (not just hospitals) and 

outcome measures. The reason behind this is to see what impact accreditation has on healthcare 

delivery in general. The types of measures this review included are those articles measuring 

patient experience and/or satisfaction, staff surveys, managers’ views, and finally clinical 

quality indicators.  

Mumford and colleagues, in 2013, conducted a systematic review and pointed out that many 

articles do not include a formal economic appraisal, and fail to link economic data to 

accreditation [6– See Appendix 2 for the numbered papers referred to in this chapter], which 

makes it difficult to design and conduct such an appraisal. Therefore, I decided to exclude cost, 

and focus simply on a simple question as to whether there seemed to be healthcare differences 

with and without accreditation.  

The purpose of this systematic review was to evaluate the effect of accreditation on healthcare 

processes and outcomes by focusing on articles that have compared accredited and non-

accredited facilities. 

The focus of the search was to systematically review the published evidence on the relationship 

between the quality of care provided by healthcare facilities who have undergone accreditation 

and the quality of care provided by healthcare facilities that have not undergone an external 

accreditation process.  
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Methods 

The language used when describing quality concepts is variable. In the following systematic 

review, I use the definitions outlined in Table 4.1 (Batalden & Davidoff, 2007; Donabedian, 

1966).  

Table 4.1. Definitions. 

Term Definition 

Quality assurance The assembly of all planned and systematic actions necessary to provide adequate 
confidence that a product, process, or service will satisfy given quality 
requirements. 

Quality improvement The combined and unceasing efforts of everyone—healthcare professionals, 
patients and their families, researchers, payers, planners and educators—to make 
the changes that will lead to better patient outcomes (health), better system 
performance (care) and better professional development (learning). 

Structure indicators Measures of all the factors that affect the context in which care is delivered. This 
includes the physical facility, equipment, and human resources, as well as 
organisational characteristics such as staff training and payment methods. 

Process indicators Measures of all actions that make up healthcare. These commonly include 
diagnosis, treatment, preventive care, and patient education. 

Outcome indicators All the effects of healthcare on patients or populations, including changes to health 
status, behaviour, or knowledge, as well as patient satisfaction and health-related 
quality of life. 

Patient satisfaction Patient’s judgement of how well services received met their expectations. 

Patient experience Measurement of patients’ actual objective experience of care, what was and was 
not done. 

Data Sources 

The search was carried out from 10 March 2014 to 14 September 2015. I searched Medline, 

EMBASE, Scopus, Australasia Medical Index, and nursing and allied health through CINAHL 

databases between the dates 1946 and 2015. In Step 1, I used the terms “Joint Commission” 

OR “Accred*”. In Step 2, I used the terms “quality” OR “quality of healthcare”. In Step 3, I 

combined Step 1 AND Step 2. In Step 4, I searched the original databases with the terms “non-

accredited” OR “unaccredited” OR “never accredited”. In Step 5, I combined Step 4 AND Step 

3.  
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Inclusion/Exclusion Criteria  

Inclusion criteria were as follows:  

• Articles that compared accredited with non-accredited healthcare facilities 

• Full articles (not abstracts) published in peer reviewed journals 

• Articles published in English and Arabic 

Exclusion criteria were as follows:  

• Articles that reported on single institutions (i.e. no comparison) 

• Articles that were descriptive only and did not report data.  

Results 

The search identified 110 articles, 39 of which were duplicates. After reading the abstracts of 

all 71 of the remaining articles, 29 were identified as meeting the search criteria. The rejected 

documents were abstracts, or reports of studies that did not include non-accredited health 

facilities. A search of the reference lists of these articles identified an additional 11, resulting 

in 40 articles for inclusion in the review (Figure 4.1). 

Table 4.2. Databases and number of articles used in this review. 

Database Results 

Medline  50 

EMBASE 43 

CINAHL 11 

Scopus 6 

From references 11 
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Figure 4.1. Searching strategy flowchart. 

 

 

  

  

 

 

 

   

  

 

  

Evaluating Article Quality 

Articles were graded based on previously published criteria. The criteria consist of seven 

different dimensions. These dimensions include methodological quality of the article, size of 

the study, validity of the measurement tools, quality of reporting findings, possibility of bias 

when conducting the study, attribution-potential confounders and quality of statistics. Articles 

were then given a score in each dimension of 0 when the criteria were not met, 1 when partially 

met and 2 when fully met. The numbers were then summed up for each article. Articles were 

graded “good” (A) if at least five criteria were fully met, two criteria were partially met and no 

Articles identified through database searching (n = 110) 

Duplicate articles removed (n = 39) 
 

Articles after duplicates removed 
(n = 71) 

 
Articles that did not meet the 

inclusion criteria (n = 42) 

Articles remaining that met 
inclusion criteria (n =29) 

 
Additional articles through tracking 

references (n = 11) 

Articles included in the review  
(n = 40) 
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criteria were scored as not met. Articles graded as “average” (B) met or partially met all criteria, 

with four or fewer fully met. Articles were graded “poor” (C) when they did not fully or 

partially meet all criteria. Of the 40 studies included in the review, 8 articles were classified as 

A, 25 classified as B and 7 classified as C. The process of allocation of each of the articles to 

a quality category is described in Appendix 1. 

Study Characteristics 

Two articles were published before 2000, 19 articles were published between 2000 and 2010, 

and 19 after 2010. Thirty-seven articles were single country studies, carried out in 12 different 

locations. Three studies compared hospitals in a number of different European countries. The 

geographical location of the studies is shown in Figure 4.2. The majority of the studies (38/40) 

employed quantitative methods (questionnaire or database). Two studies used a mixed methods 

approach (qualitative and quantitative). 

Figure 4.2. Number of articles distribution by country. 

 

Note. KSA: Kingdom of Saudi Arabia. * Studies that were conducted in more than one European country. 

Analysis of Findings  

I identified four main categories, based on the outcome measures used, into which the articles 

would fit. These were: studies of providers’ views on accreditation; studies of patient 
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satisfaction; studies of quality indicators of process and structure; and studies on quality 

indicators of outcomes. The 40 articles were then analysed and sorted into these categories, 

and are presented in four separate tables according to the focus of the categories. Some articles 

addressed more than one of these categories and appear in more than one table. 

Providers’ Views on Accreditation 

Providers’ views of the accreditation process and its impact on the quality of care were 

examined in eight articles. The quality of these articles varied, with one A-rated article, two B-

rated articles and five C-rated articles. The main findings are presented in Table 4.3. In seven 

of the eight articles, healthcare providers viewed accreditation as a valid tool for improving the 

quality of patient care [17-19, 21, 28, 29, and 38]; in the remaining C-rated article, participants 

viewed accreditation as involving more paperwork with no improvement in the quality of care 

[45]. 
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Table 4.3. Providers’ views of accreditation in quality-rated articles.  

Number/author/year/country Methodology Sample size Article 
quality Category Outcome measures Findings 

[38] Salmon et al. (2003)/South 
Africa 

A prospective RCA, 
comparing hospitals, 
surveying patients and 
nursing staff, at two 
points in time 

20 hospitals 
1,864 nurses 

over two points 
in time 

A S, P, O Nurses perceptions of 
clinical quality, 
participation in 
decision-making and 
team work. 

Nurses’ perceptions of clinical 
quality, participation in decision-
making and team work were 
significantly higher in accredited 
hospitals. 

[17] El-Jardali et al. (2011)/Malaysia  Staff survey, HSOPSC, 
comparing hospitals at 
a single point in time 

68 hospitals 
6,807 staff 

B O Perception of patient 
safety culture. 

The willingness to report events 
and the overall perception of 
safety were significantly higher 
among staff working in 
accredited hospitals. 

[29] Wanger et al. (2012)/USA Staff survey, NHSRSC, 
comparing nursing 
homes at a single point 
in time 

6,000 nursing 
homes with 

4,008 returned 
questionnaires 

B O Perception of patient 
safety culture. 

Perceptions of managers on 
patient safety culture were 
higher among those working in 
accredited nursing homes than 
among managers in non-
accredited homes. 

[18] Alaraki(2014)/Saudi Arabia Staff survey, locally 
developed, comparing 
hospitals at a single 
point in time 

4 hospitals 
269 staff 

C O TQM practices such 
as leadership, 
training, continuous 
improvement, 
customer focus.  

TQM practices were more 
evident in accredited than in 
non-accredited hospitals. 

[19] Al teheway et al. (2009)/Egypt Staff and patient 
questionnaires, locally 
developed, and 
checklist for 
compliance comparing 
units at a single point in 
time 

60 health units 
60 patients per 

unit and all staff 
 

C O Staff satisfaction with 
supplies and 
equipment, workload, 
relationship with 
colleagues and 
directors, and 
financial benefits. 

There were no differences in 
provider satisfaction between 
accredited and non-accredited 
health units.  
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Number/author/year/country Methodology Sample size Article 
quality Category Outcome measures Findings 

[21] Al-Qahtani et al. (2012)/Saudi 
Arabia 

Staff survey, validated, 
comparing hospitals at 
a single point in time  

2 hospitals 
164 nurses 

C O Perception of quality 
practices including 
quality results, 
leadership, strategic 
planning, human 
resources, education 
and training, rewards, 
quality management 
and use of data. 

Accredited hospitals 
outperformed non-accredited 
hospitals on most quality scales 
as viewed by nurses 
participating in the study. 

[28] Gadallah et al. (2010)/Egypt Staff and patient 
questionnaire, locally 
developed, comparing 
units at a single point in 
time 
 

8 health units 
400 patients 

All staff 

C O Provider satisfaction 
on facility 
equipment, workload, 
person-to-person 
relationships, person-
to-boss relationships, 
job satisfaction and 
income satisfaction.  

Satisfaction rates in most areas 
were higher in accredited vs. 
non-accredited PHC as 
perceived by providers. 

[45] Verstraete et al. (1998)/ Europe Staff questionnaire, 
locally developed, 
comparing laboratories 
at a single point in time 

3 laboratories C O Staff perception of 
accreditation effect 
on traceability of all 
procedures and 
adaptability of 
procedures to 
exceptional 
circumstances and 
possibility of 
personal initiatives.  

Accreditation improves 
traceability, but decreases 
adaptability, and initiatives, 
increases paperwork, and does 
not improve quality results. 

Notes. Article Quality A= good quality; B = average quality; C = poor quality. Category is S = structure, P = process and O = outcome. 

HSOPSC = Hospital Survey on Patient Safety Culture; NHSRSC = Nursing Home Survey of Resident Safety Culture; TQM = Total Quality Management; PHC = Primary 
Health Care. 
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In the only A-rated article, which was conducted in South Africa, nurses’ perceptions of 

clinical quality, teamwork, and nurse participation in decision-making were greater in 10 

accredited than 10 non-accredited hospitals [38]. A total of 922 and 942 nurses were 

interviewed over two points in time. The findings revealed significant results in only nurses’ 

perceptions for clinical quality. However, nurses’ perceptions of their participation in decision-

making were inversely correlated with accreditation. One explanation for this, proposed by the 

study authors, was that hospitals’ managers and doctors took charge for accreditation 

preparation, excluding nurses.  

There were two B-rated studies, and these both reported findings in favour of accreditation. A 

large study of nearly 7,000 employees in 68 Lebanese hospitals [17] reported greater awareness 

of patient safety issues among staff working in accredited than non-accredited hospitals. 

However, employees with no direct contact with patients were more likely to report incidents 

than those with direct contact, such as physicians and nurses. The findings showed that 57.1% 

of physicians and 57.2% of nurses did not report incidents over the past year. Nursing 

managers’ perceptions of patient safety culture across 6,000 nursing homes in the United States 

[29] were more positive in the 523 accredited than the 3,485 non-accredited nursing homes. 

In the remaining five articles in this category, all C-rated, two were positive [18,21]. In three 

studies with specific accreditation, one found positive attitudes toward accreditation [28], and 

two showed no effect [19 and 45]. In two Egyptian articles, providers’ satisfaction with aspects 

of healthcare provision rates were measured. One of these two articles evaluated short-term 

outcomes from 30 accredited and 30 non-accredited private health units and failed to find 

differences in providers’ satisfaction over quality and safety [19]. The other article was a 

survey of providers at four accredited and four non-accredited primary healthcare (PHC) units 

on their views of aspects of health services such as facility equipment, workload, person-to-

person relationships, person-to-boss relationships, job satisfaction, and income satisfaction 

[28]. The survey found higher satisfaction levels amongst providers working in accredited PHC 
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units [28]. The third C-rated article was from Saudi Arabia comparing three public hospitals, 

which found that nurses’ perceived quality practices were better implemented in the one 

accredited hospital than in the non-accredited hospitals [21]. Total quality management 

practices were compared in two accredited and two non-accredited public hospitals in Saudi 

Arabia in the fourth C-rated article [18]. The findings revealed a greater application of quality 

practices in accredited hospitals. The fifth C-rated article in this category [45] was a 

comparison of staff perceptions of accreditation in two private medical laboratories in Belgium 

and one hospital laboratory in the Netherlands. A minority of technicians who took part in the 

study found greater traceability of all procedures in accredited laboratories, and preferred 

working in accredited laboratories. On the other hand, the large majority of technicians 

perceived accreditation as increasing workload, notably paperwork, and decreasing the ability 

to adapt to change.  

In summary, in the category “providers’ views”, one A-rated article found that, in the opinion 

of healthcare providers, accreditation was associated with improved quality of care [38]. The 

two B-rated articles found accreditation to be a useful tool for improvement [17 and 29]. Of 

the remaining five C-rated articles, the reported results provided variable support for 

accreditation. On balance, this evidence supports the proposition that accreditation is 

associated with higher quality of care, as viewed by healthcare providers, but the evidence is 

not definitive. 

Patient Satisfaction/Experience 

The relationship between accreditation and patient satisfaction or patient experience was 

examined in 11 articles. The quality of these articles varied, with three A-rated articles, six B-

rated articles and two C-rated articles. Of the 11 articles, six found no association [9, 10, 14, 

22, 36, and 38], while five found significant advantages for accredited health facilities [15, 19, 

20, 28, and 35] (Table 4.4). Of the four A-rated studies, no evidence was found to support 

accreditation. Of the six B-rated articles, half found evidence to support accreditation, while 
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the other half did not, and the two C-rated articles provided positive evidence in support of 

accreditation.  
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Table 4.4. Patient satisfaction/experience of accreditation in quality-rated articles.  

Number/author/year/country Methodology Sample 
size 

Article 
quality Category Outcome measures Findings 

[9] Sack et al. (2010)/Germany Patient questionnaire, the 
Picker, Patient 
Experience 
Questionnaire, 
comparison between 
hospitals at a single point 
in time 

3,037 
patients 

A O Patient experience 
with continuity of 
care, diagnosis and 
treatment, rights, 
privacy and safety. 

Accredited and non-accredited 
hospitals did not differ 
significantly, suggesting that 
accreditation does not appear to 
improve patient experience. 

[10] Sack et al. (2011)/Germany Patient Questionnaire, 
Picker, comparison 
between hospitals at a 
single point in time 

36,777 
patients 

A O Patient experience 
with continuity of 
care, diagnosis and 
treatment, rights, 
privacy and safety. 

The results showed no association 
between accreditation and quality 
of care as indicated by patients’ 
recommendation rates. 

[38] Salmon et al. (2003)/South 
Africa 

A prospective RCA, 
comparing hospitals, 
surveying patients and 
staff, at two points in 
time 

53 
hospitals 

1,923 
patients 
over two 
points in 

time 

A S, P, O Patient satisfaction 
with quality of care, 
their rights and 
medication education 
by physicians. 

No significant differences were 
observed in patient satisfaction 
with quality of care, their rights and 
medication education by physicians 
between accredited and non-
accredited hospitals.  

[14] Hayati et al. (2010)/Malaysia Patient questionnaire, the 
SERVQUAL, comparing 
hospitals at a single point 
in time 

4 hospitals 
300 

patients 

B O Patient satisfaction on 
different aspects of 
care such as tangible 
care, reliability, 
responsiveness, 
assurance and 
empathy. 

The results revealed no differences 
between accredited and non-
accredited hospitals as perceived by 
patients. 
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Number/author/year/country Methodology Sample 
size 

Article 
quality Category Outcome measures Findings 

[15] Al-Qahtani et al. (2012)/Saudi 
Arabia 

Patient questionnaire, 
locally developed, 
comparing two hospitals 
at a single point in time 

2 hospitals 
420 

patients 

B O Patient satisfaction 
with facilities, general 
services, 
professionalism in 
clinical ultrasound and 
laboratory and overall 
satisfaction. 

Satisfaction rate of patients treated 
in an accredited hospital was higher 
than in those treated in non-
accredited hospital. 

[20] Merkow et al. (2014)/USA A comparison of existing 
hospital data at a single 
point in time  

3,563 
hospitals 

B S, P, O Patient-reported 
experience of pain 
management, 
recommending to 
friend/family, 
cleanliness, 
communication with 
doctors and nurses, 
responsiveness, 
medicine 
communication, 
discharge information 
and quietness. 

Accredited hospitals performed 
better on all 10 patient-reported 
experiences than non-accredited 
hospitals. 
 

[22] Sarkar et al. (2012)/UK A case controlled study 
comparing bowel cancer 
programmes on quality 
measures and 
interviewing patients 

22 BCSP 
720 

patients 

B P, O Patient satisfaction 
with their experience, 
expectation, pain 
during the procedures, 
overall comfort and 
willingness to have a 
repeat procedure. 

There were differences in patient 
satisfaction between accredited and 
non-accredited bowel cancer 
screening programmes. 

[35] Parthasarathy et al. (2006)/USA Patient questionnaire, 
validated, comparing 
sleep centres at a single 
point in time 

632 
patients 

B O Patients’ perceptions 
and satisfaction with 
education concerning 
managing their 
Obstructive Sleep 
Apnoea. 

Patients with Obstructive Sleep 
Apnoea were more likely to be 
educated on managing their disease 
by physicians in accredited centres 
than those treated in non-accredited 
centres. 
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Number/author/year/country Methodology Sample 
size 

Article 
quality Category Outcome measures Findings 

[36] Beaulieu and Epstein (2002)/ 
USA 

A comparison of existing 
hospital data at a single 
point in time  

251 health 
facilities 

B O Patient-reported 
measures on access to 
care, quality of care, 
plan, choice of 
primary care 
physician and 
specialist and 
availability of medical 
doctors.  

Patient-reported measures were 
similar or higher in non-accredited 
centres. 

[19] Al teheway et al. (2009)/Egypt Staff and patient 
questionnaires, self-
developed, and checklist 
for compliance 
comparing units at a 
single point in time 

60 health 
units 

60 patients 
per unit and 

all staff 

C O Patient satisfaction 
with cleanliness, 
waiting time, doctors’ 
and nurses’ 
communications and 
skills, and privacy. 

Patient satisfaction was 
significantly higher in accredited 
units than in non-accredited units.  

[28] Gadallah et al. (2010)/Egypt Staff and patient 
questionnaire, locally 
developed, comparing 
units at a single point in 
time 

8 health 
units 
400 

patients 
All staff 

C O Patient satisfaction 
with waiting time and 
different aspects of 
healthcare providers 
such as care, 
communications and 
skills. 

Satisfaction rates in most areas 
were higher in accredited PHC as 
perceived by patients. 

Note. Article Quality A = good quality; B = average quality; C = poor quality. Category is S = structure, P = process and O = outcome. 

BCSP = bowel cancer screening programmes. 

  



61 

Of the three A-rated articles, two German articles [9, 10] examined the association between 

accreditation status and the likelihood of patients recommending their institution to others. 

There were no differences between 15 accredited cardiology units and 10 non-accredited 

cardiology units, or between 191 accredited clinical departments and 137 non-accredited 

clinical departments in this regard. The other A-rated article was from South Africa, and 

compared patient satisfaction with medication education between 10 accredited and 10 non-

accredited hospitals, finding no significant differences [38].  

The B-rated articles reported mixed results. A Malaysian article found no difference in patient 

satisfaction between one accredited and three non-accredited hospitals [14]. An English article 

of patients’ expectations and experiences of colonoscopy cancer screening programmes [22] 

failed to show any differences between patients treated in accredited and non-accredited bowel 

cancer screening programmes. In the United States, accreditation was not linked to better 

patient scores for quality and satisfaction in 736 health facilities [36]. In one Egyptian article 

[15], overall patient satisfaction rates were higher in one accredited than in a similar non-

accredited hospital. The same article reported patient satisfaction rates in laboratory 

department services to be higher in non-accredited hospitals. An article from the USA [20] 

reported better scores for patient experience in eight of ten quality indicators from patients 

treated in an accredited cancer centre, compared to those treated in a non-accredited cancer 

centre. In an article from the USA, 77% of patients with obstructive sleep apnoea treated in 

accredited sleep centres reported receiving adequate education on managing their disease, 

compared with 43% of patients treated in non-accredited centres [35].  

The two C-rated articles were from Egypt and both reported higher levels of patient satisfaction 

in accredited hospitals. One compared 30 accredited with 30 non-accredited health facilities 

[19] and the other compared four accredited with four non-accredited PHCs [28].  
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In summary, all three A-rated articles in the category “patient satisfaction/experience” (all with 

large sample sizes) failed to show any relationship between patient satisfaction or experience 

and accreditation status [9, 10, 34 and 38]. Of the six B-rated articles, three concluded an effect 

and three did not. The two C-rated articles concluded there were positive associations between 

accreditation and patient satisfaction. On balance, there is limited support for the concept that 

accreditation improves patient experience or satisfaction.  

Clinical Indicators: Outcome Measures 

There were 21 articles reporting outcome measures. Of these, five were A-rated articles, 13 

were B-rated articles and three were C-rated articles for quality (Table 4.5). 
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Table 4.5. Outcome measures of accreditation in quality-rated articles. 

Number/author/year/country  Methodology Sample size Article 
quality Category Outcome measures Findings 

[16] Chandra et al. (2009)/USA A comparison of 
existing hospital data at 
a single point in time 

344 hospitals 
33,238 patients 

A P, O Risk-adjusted 
mortality related to 
non-ST-segment MI. 

There was no significant difference 
in risk-adjusted mortality for 
patients treated at accredited 
hospitals and those treated in non-
accredited hospitals.   

[31] Barker et al. (2002)/USA Observational study, 
comparing nursing 
facilities at a single 
point in time  

36 institutions A O Medication errors 
reaching patients. 

The findings of the study showed 
no differences in medication error 
rates among accredited and non-
accredited centres.  

[34] Brodribb et al. (2013)/ 
Australia 

Patient questionnaire, 
validated, comparing 
hospitals at a single 
point in time 

6,752 women A O Breastfeeding rates 
(patient experience). 

Breastfeeding rates were similar in 
both accredited and non-accredited 
baby friendly hospitals.  

[38] Salmon et al. (2003)/South 
Africa 

A prospective RCA, 
comparing hospitals, 
surveying patients and 
staff, at two points in 
time 

53 hospitals 
50 patients & 

nurses per 
hospital 

A S, P, O Medical records 
completeness. 

No significant differences were 
observed between accredited and 
non-accredited hospitals in medical 
records completeness.  

[44] Birkmeyer et al. (2010)/USA A comparison of 
existing hospital data 
between 2006 and 2009 

25 hospitals 
15,275 patients 

A O Complications 
occurring within 30 
days of surgery.  

Rates of serious complications are 
inversely associated with hospital 
and surgeon procedure volume, but 
unrelated to COE accreditation by 
professional organisations.  

[13] Nguyen et al. (2012)/USA A comparison of 
existing hospital data at 
a single point in time 

114 hospitals 
35,284 bariatric 

operations 

B O In-hospital mortality, 
length of stay, 30-day 
readmission, and 
overall complications. 

Accredited surgical centres showed 
a lower in-hospital mortality rate 
and shorter length of stay in 
patients following bariatric surgery 
than non-accredited centres.  
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Number/author/year/country  Methodology Sample size Article 
quality Category Outcome measures Findings 

[20] Merkow et al. (2014)/USA A comparison of 
existing hospital data at 
a single point in time  

3,563 hospitals B S, P, O Ten outcome 
measures on patient 
safety indicator (PSI), 
hospital-acquired 
condition (HAC), 
healthcare-associated 
infection (HAI).  

Accredited hospitals showed worse 
performance on 8 out of 10 
outcome measures compared to 
non-accredited hospitals.  

[22] Sarkar et al. (2012)/UK A case controlled study 
comparing bowel cancer 
programmes on quality 
measures and 
interviewing patients 

22 BCSP 
720 patients 

B P, O Colonoscopy 
measures such as co-
morbidity, multiple 
co-morbidity, Caecal 
intubation rate and 
Adenoma detection 
rate.  

There were significant differences 
only on Caecal intubation rate and 
co-morbidity favouring accredited 
centres. 

[23] Chen et al. (2003)/USA A comparison of 
existing hospital data at 
a single point in time  

4,221 hospitals 
134,579 
patients 

B P, O 30-day mortality 
rates. 

Non-accredited hospitals had 
higher 30-day mortality rates than 
accredited hospitals. 

[30] Menachemi et al. (2008)/USA A comparison of 
existing hospital data at 
a single point in time  

364 centres 
720,472 
patients 

B O Unanticipated 
admission after 
ambulatory 
procedures. 

Patients who underwent ambulatory 
procedures in accredited surgical 
centres were significantly less 
likely to be admitted than were 
those treated in non-accredited 
centres.  

[33] Ward et al. (2013)/USA A comparison of 
existing hospital data at 
a single point in time  

303,707 records 
113,885 cancer 

diagnoses 

B O Patients not receiving 
treatment for cancer. 

The percentage of patients with 
cancer not receiving an initial 
treatment was higher in non-
accredited cancer programmes. 
This pattern appears to be 
associated with patient 
characteristic and differs by cancer 
stage and type.  
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Number/author/year/country  Methodology Sample size Article 
quality Category Outcome measures Findings 

[36] Beaulieu and Epstein (2002)/ 
USA 

A comparison of 
existing hospital data at 
a single point in time  

251 health 
plans 

B O 9 indicators on 
HEDIS such as child 
and adult 
immunisations, breast 
cancer screening, beta 
blocker treatment and 
follow-up after 
hospitalisation. 

Accreditation was found to be 
positively associated with some 
reported quality indicators, but does 
not guarantee an optimal level of 
performance.  

[37] Ford and Yaffe 
(2001)/Canada 

A comparison of 
existing hospital data at 
a single point in time  

100 
mammography 

B O 6 indicators on image 
quality of 
mammography 
machines such as 
phantom score, mean 
glandular dose, 
entrance exposure, 
and optical density.  

Except for phantom score, 
accredited centres performed 
similarly as non-accredited in the 
remaining five measures.  

[40] Jafari et al. (2013)/USA A comparison of 
existing hospitals data 
between 2006 and 2010 

277,760 
bariatric 

procedures 

B O Serious morbidity, 
length of stay, 
postoperative 
complications. 

Accredited surgical centres had 
lower rates of mortality among 
patients undergoing bariatric 
surgery, but higher rates of severe 
complications. 

[42] Know et al. (2013)/USA A retrospective study 
comparing existing 
hospital data 

30,755 patients B O Inpatient mortality, 
90-day reoperations, 
complications, 
readmissions, & total 
payment.  

Accreditation was associated with 
lower rates of reoperations and 
complications. 

[43] Gebhart et al. (2014)/USA A comparison of 
existing hospital data 
between 2008 and 2010 

277,068 
bariatric 

operations 

B O Inpatient mortality 
and complications of 
bariatric procedures. 

Centres with accreditation in 
bariatric surgery were associated 
with significantly lower in-hospital 
mortality compared to non-
accredited centres.  
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Number/author/year/country  Methodology Sample size Article 
quality Category Outcome measures Findings 

[46] Fie et al. (2015)/China Questionnaire of intra-
TAT of routine and stat 
tests in last week 

479 laboratories B O Turn Around Time 
(TAT). 

There were no significant 
differences in median intra-TAT 
between accredited and non-
accredited laboratories. 

[47] Gratwohl et al. (2014)/Europe A comparison of 
existing data between 
1999 & 2006 

107,904 
patients treated 
in 585 centres 

 

B O Outcome measures on 
mortality and survival 
rates. 

Accredited centres showed 
significantly lower mortality rates 
and higher survival rates in patients 
after haematopoietic stem cell 
transplantation than did non-
accredited centres. 

[19] Al teheway et al. 
(2009)/Egypt 

Staff and patient 
questionnaires, locally 
developed, and checklist 
for compliance 
comparing units at a 
single point in time 

60 health units 
60 patients per 

unit and all 
staff 

 

C O Follow-up of diabetes, 
hypertension and 
antenatal care. 

Follow-up of diabetes, 
hypertension, and antenatal care 
were significantly higher in 
accredited health units. 

[27] Brown et al. (2004)/USA A comparison of 
existing hospital data at 
a single point in time 

174 patients C P Carotid duplex 
ultrasound scanning. 

Inaccurate interpretation in non-
accredited laboratories. 

[41] Simons et al. (2002)/USA A comparison of 
existing hospital data 
(between 1992 and 
1999) and surveying 
staff at a single point in 
time 

3 hospitals C 
 

P, O Mortality rates. Development of a trauma 
programme and commitment to 
meeting national guidelines through 
the accreditation process appeared 
to be associated with improved 
survival after injury. 

Notes. Article Quality A= good quality; B = average quality; C = poor quality. Category is S = structure, P = process and O = outcome. 

HEDIS = Healthcare Effectiveness Data and Information Set. 
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There were five A-rated articles in this group. In three articles, no association was found 

between accreditation and clinical quality indicators in 21, 12 and 10 accredited institutions vs. 

323, 18 and 10 non-accredited institutions respectively [16, 31, and 38]. A survey of 25 

hospitals in the USA reported similar findings [44]. In an Australian article, more than 6,000 

post-natal women from 11 accredited and 30 non-accredited hospitals were surveyed on 

assistance and encouragement related to breastfeeding [34]. There were no differences in 

breastfeeding initiation rates between accredited and non-accredited hospitals.  

There were 13 B-rated articles. Accreditation was associated with lower rates of in-hospital 

mortality in patients following bariatric surgery in 71 accredited vs. 43 non-accredited 

hospitals (rates were 0.06% and 0.21% respectively) [13]. Similarly, another article 

investigating 216,000 patients treated in accredited vs. 20,219 patients treated in non-

accredited surgical centres found lower mortality rates in accredited hospitals (rates of 0.06% 

and 0.22% respectively), but higher rates of severe complications (0.98% vs. 0.71% 

respectively) [40]. In the USA, an article compared 1,168 accredited with 2,395 non-accredited 

hospitals on outcome measures of patient safety indicator (PSI), hospital-acquired condition 

(HAC) and healthcare-associated infection (HAI), and showed lower rates in non-accredited 

hospitals [20]. In England, outcome measures of colonoscopy including Caecal intubation rate 

(CIR) and Adenoma detection rate (ADR) were better achieved within 5 accredited than 17 

non-accredited programmes [22]. An article from the USA concluded that 3,179 accredited 

hospitals outperformed 1,042 non-accredited hospitals on 30-day mortality rates related to 

patients hospitalised for acute myocardial infarction, albeit with considerable variations of 

performance among the accredited hospitals [23]. An American study comparing 201 

accredited with 163 non-accredited surgical centres on unanticipated admission after 

ambulatory surgical procedures showed no differences between the two groups [30]. In China, 

a B-rated article from a survey of 479 laboratories on TAT (Turnaround Time) of biochemistry, 

blood gas, and haematology could not find differences between accredited and non-accredited 
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laboratories [46]. A B-rated American article [33] found an association between accreditation 

and lower rates of patients failing to receive initial treatment for cancer. However, this finding 

was more strongly associated with patient characteristics than accreditation status. Another 

American article comparing 226 accredited with 427 non-accredited health plans on some 

HEDIS (Health Plan Employer Data and Information Set) and patient-reported measures could 

not find differences between the two groups [36]. Another article compared image quality of 

mammography machines on six outcome measures and failed to find differences between 

accredited and non-accredited facilities in five of these measures [37]. Furthermore, improved 

outcome measures of bariatric surgery such as reduced inpatient mortality and complications 

were also associated with accreditation status [42, 43]. In Europe, mortality after 

haematopoietic stem cell transplantation was compared between 49,495 patients treated in 162 

accredited centres with 58,445 patients treated in 423 non-accredited centres from 1999 to 2006 

[47]. Improvement in rates were better in accredited centres at 5.3% per year versus 3.5% in 

non-accredited.  

In the three C-rated articles, accreditation status was associated with improved output measures 

[19], and improved concordance of findings of carotid duplex ultrasound scanning within 

vascular laboratory departments [27]. Similarly, accreditation was associated with lower 

mortality rate after injury [41].  

In summary, the five A-rated articles addressing clinical indicators failed to show a benefit of 

accreditation on clinical quality indicators. Also, 10 of the 13 B-rated articles found small or 

no differences between accredited and non-accredited hospitals based on clinical indicators 

studied. In the three C-rated articles, the reported results provided variable support for 

accreditation. 
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Clinical Indicators: Structure and Process 

There were 14 articles reporting structure and process measures. Of these, three were A-rated 

articles, ten were B-rated articles and one was a C-rated article for quality (Table 4.6). 
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Table 4.6. Structure and process measures of accreditation in quality-rated articles. 

Number/author/year/country Methodology Sample size Article 
quality Category Outcome measures Findings 

[12] Jull et al. (2005)/Denmark Staff survey comparing 
hospitals at a single time 
as well as over time 

51 units in 9 
hospitals 

A S Availability of 
clinical guidelines. 

Accreditation led to an 
increase in the availability and 
quality of guidelines on 
perioperative diabetic care.  

[16] Chandra et al. (2009)/USA A comparison of existing 
hospital data at a single 
point in time 

344 hospitals 
33,238 
patients 

A P, O Evidence-based 
guidelines for non-
ST-segment MI. 

Accredited hospitals showed a 
higher guideline adherence 
with the 24 hours of arrival 
than non-accredited hospitals.  

[38] Salmon et al. (2003)/South Africa A prospective RCA, 
comparing hospitals, 
surveying patients and 
staff, at two points in 
time 

53 hospitals 
50 patients & 

nurses per 
hospital 

A S, P, O Compliance with 
standards on ward 
stock labelling and 
hospital sanitation. 

No significant differences were 
observed in accredited and 
non-accredited hospitals on 
compliance with ward stock 
labelling and hospital 
sanitation standards.  

[8] Lutfiyyaa et al. (2009)/USA A comparison of existing 
hospital data at a single 
point in time 
 

730 hospitals B P 16 process measures 
on the management 
of AMI, heart failure, 
pneumonia, and 
surgical infection. 

There was a significant 
difference in only 4 indicators 
between the two groups such 
as Aspirin administration for 
AMI favouring accredited 
hospitals.  

[11] Schmaltz et al. (2011)/USA A comparison of existing 
hospital data at a single 
point in time 

3,679 
hospitals 

B P 16 process measures 
on the management 
of AMI, heart failure, 
and pneumonia. 

Performance of accredited 
hospitals was higher than non-
accredited hospitals and 
became more noticeable over 
time.  

[20] Merkow et al. (2014)/USA A comparison of existing 
hospital data at a single 
point in time  

3,563 
hospitals 

B S, P, O Process indicators 
including antibiotic 
administration, VTE 
prophylaxis, B-
blocker use and 
urinary catheter 
removal. 

Accredited hospitals performed 
better on antibiotic 
administration, VTE 
prophylaxis, B-blocker than 
did non-accredited hospitals. 
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Number/author/year/country Methodology Sample size Article 
quality Category Outcome measures Findings 

[22] Sarkar et al. (2012)/UK A case controlled study 
comparing bowel cancer 
programmes on quality 
measures and 
interviewing patients 

22 BCSP 
720 patients 

B P, O Colonoscopy 
indicators such as 
symptomatic 
indication, poor 
bowel preparation, 
training during 
procedures and 
therapeutic 
procedures. 

There were significant 
differences only in 
symptomatic indication and 
training during the procedures 
favouring accredited hospitals. 

[23] Chen et al. (2003)/USA A comparison of existing 
hospital data at a single 
point in time  

4,221 
hospitals 
134,579 
patients 

B P, O Clinical guidelines 
adherence including 
aspirin and beta 
blocker during 
admission and 
hospitalisation and 
reperfusion.  

Patients treated in accredited 
hospitals were more likely to 
receive aspirin and beta 
blocker on admission and 
during hospitalisation, as well 
as reperfusion therapy than 
those treated in non-accredited 
hospitals.  

[24] Peacock et al. (2013)/USA A comparison of existing 
hospital data at a single 
time as well as over time 

42 hospitals 
16,630 
patients 

B P Quality indicators on 
the management of 
AMI such as aspirin, 
B-blocker and any 
anticoagulant on 
arrival and during 
hospitalisation. 

The results showed similar 
rates of quality indicators in 
management of patients with 
AMI in both accredited and 
non-accredited hospitals.  

[25] Ross et al. (2008)/USA A comparison of existing 
hospital data at a single 
point in time  

4,197 
hospitals 
395,250 
patients 

B P 8 indicators on the 
compliance and 
management of AMI 
such as aspirin & B-
blocker on arrival 
and at discharge. 

Greater compliance was 
significant in all indicators 
favouring accredited hospitals. 
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Number/author/year/country Methodology Sample size Article 
quality Category Outcome measures Findings 

[26] Brown and Fintor (1994)/USA Existing national survey 
comparing 
mammography facilities 
at a single point in time 

1,042 
facilities 

B P Process 
mammography 
indicators such as 
double reading of 
mammograms 
interpretation, annual 
equipment inspection 
and compliance and 
access.  

Different mammography 
practices were visible in all 
facilities, but frequent 
implementation was greater in 
accredited mammography 
facilities. 

[32] Berwout et al. (2012)/Europe Staff questionnaire, 
locally developed, 
comparing laboratories at 
a single point in time 

291 
laboratories 

B O Management & 
technical genetic 
laboratory indicators 
such as continuous 
training, turn-around-
time, follow-up, 
recording 
complaints, 
performing internal 
audits and validation 
of instruments. 

Accredited laboratories 
performed more favourably in 
implementing management & 
technical genetic laboratory 
indicators than did non-
accredited ones.  

[39] Longo et al. (2007)/USA Staff survey, validated, 
comparing hospitals at 
two points in time 

107 hospitals B S, P Process and structure 
measures on patient 
safety system 
implementation such 
as drug storage, 
administration, and 
safety procedures, 
handling adverse 
events, computerised 
physician order 
entry, prevention 
policies and root-
cause analysis.  

Hospitals that are JCAHO-
accredited outperformed those 
that are not in both the level of 
safety system appliance and 
the level of enhancement in 
implementation.  
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Number/author/year/country Methodology Sample size Article 
quality Category Outcome measures Findings 

[19] Al teheway et al. (2009)/Egypt Staff and patient 
questionnaires, locally 
developed, and checklist 
for compliance 
comparing units at a 
single point in time 

60 health 
units 

60 patients 
per unit and 

all staff 

C O, S Structure measures 
including presence of 
record room, records, 
guidelines, 
emergency drug lists, 
waste segregation, 
proper sharp 
disposal, sterilise sets 
and employee health 
file.  

The presence of most structure 
quality indictors was 
significantly higher in 
accredited health units.  

Notes. Article Quality A= good quality; B = average quality; C = poor quality. Category is S = structure, P = process and O = outcome. 
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There were three A-rated articles exploring structure and process measures. An article on 

availability and quality of clinical guidelines on preoperative diabetic care in 51 units within 

nine hospitals [12] favoured accredited hospitals. In the USA, a study compared 21 accredited 

and 323 non-accredited hospitals on evidence-based therapy given with 24 hours (including 

aspirin, β-blocker, glycoprotein 11b/111a inhibitors, heparin, and ECG within 10 minutes) and 

found differences in only two of five measures favouring accredited hospitals [16]. Another 

South African article compared 10 accredited and 10 non-accredited hospitals on compliance 

with standards and concluded there were no differences between the two groups [38]. It also 

examined six structure sanitation items (availability and condition of soap, water, toilets, 

baths/showers, and hand drying on a scale of 1-100) and found a difference at the outset 

between accredited (60%) and non-accredited (50%) compliance with sanitation standards. 

There was slight improvement, 60% to 63% in accredited and 50% to 56% in non-accredited 

hospitals, favouring non-accredited hospitals but it was not significant. This finding may 

support the argument that the higher starting position of the accredited group may point to 

higher performers being more likely to seek accreditation rather than accreditation being the 

driver of high performance. 

There were 10 B-rated articles, seven from the USA. One study of 205 accredited over 525 

non-accredited hospitals reported a modest advantage for accreditation, with significant 

differences in only four out of 16 quality indicators favouring accredited hospitals [8]. Another 

compared 786 non-accredited with 3,105 accredited acute care and critical access hospitals in 

2004, and 950 non-accredited with 2,941 accredited hospitals in 2008 on compliance with 

evidence-based therapy on AMI, heart failure, and pneumonia [11]. They reported that 

accredited hospitals tended to show better baseline performance in 2004, and had larger gains 

in 2008. A USA study compared 1,168 accredited with 2,395 non-accredited hospitals on 

process measures: antibiotic composite, prophylaxis ordered, urinary catheter removal by 

postoperative day two, and β-blockers continuation after surgery [20]. The findings showed 
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greater compliance in three out of four measures favouring accredited hospitals. In England, 

process measures of colonoscopy were better achieved within five accredited than 17 non-

accredited programmes [22]. An article from the USA concluded that 3,179 accredited 

hospitals outperformed 1,042 non-accredited hospitals on a range of quality indicators 

including use of aspirin, beta-blockers, and reperfusion therapy, albeit with considerable 

variations of performance among those accredited hospitals [23]. Furthermore, an article from 

the States compared 14 accredited and 28 non-accredited cardiac centres on compliance with 

16 evidence-based measures of AMI patients [24]. The findings revealed similar performance 

in both groups. Another article comparing hospitals on compliance with AMI core measures 

found greater compliance in accredited hospitals [25]. In a study comparing performance in 

quality-related procedures during mammography (such as supervision by radiologists, daily 

sensitometry, film processors, and equipment inspection) [26], the authors reported better 

implementation of these practices in the accredited facilities. Additionally, there was a 

significant improvement in implementation of different management and technical quality 

indicators and availability of continuous education within laboratory departments participating 

in accreditation programmes [32]. Similarly, one article reported a positive association 

between accreditation and patient safety system implementation [39]. The patient safety system 

included: computerised system for physician order entry, test results, and assessment of 

adverse events; availability of patient safety policies; use of data; drug storage and safety; 

manner of handling adverse event; prevention policies; and root-cause analysis.  

In a C-rated Egyptian article, 30 accredited and 30 non-accredited health units were compared 

in different structure measures such as presence of records room, guidelines, functioning alarm 

system, complaints box and emergency drug list [19]. The findings of this article revealed a 

higher percentage of the presence of these structure measures in accredited units. 

In summary, of the three A-rated articles addressing structure and process measures, two 

articles failed to show a benefit of accreditation on clinical quality indicators. Of the 10 B-
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rated articles, only three articles did not find accreditation to be positively correlated with 

improved clinical indicators. The C-rated article did find a positive relationship between 

accreditation status and clinical indicators.  

Discussion  

The purpose of this review was to assess the impact of accreditation on healthcare facilities. 

Forty articles were identified that met the inclusion criteria and compared accredited with non-

accredited health facilities. Four main categories of articles emerged: providers’ views on 

accreditation, patient satisfaction/experience, clinical indicators of outcomes, and clinical 

indicators of structure and process. More than two-thirds of the articles (27 of 40) focused on 

clinical indicators of quality. There was modest evidence that providers working in accredited 

healthcare facilities perceived accreditation to be associated with improved quality of care, but 

this came from only eight articles of which only one was an A-rated article. There was limited 

support for the proposition that patient experience or satisfaction was better in accredited 

healthcare facilities than facilities that were not accredited. I identified no clear differences 

between accredited and non-accredited facilities in the articles addressing accreditation’s 

impact on clinical quality indicators. Those articles that found a positive association tended to 

be of lower quality and with smaller sample sizes.  

The providers’ views about accreditation reported in this systematic review generally support 

accreditation as an effective tool for promoting high quality of care and patient safety, and are 

consistent with the finding of a review by Hinchcliff and colleagues in 2012 which concluded 

that healthcare professionals viewed accreditation as an effective tool for promoting quality 

and patient safety [7]. However, the inclusion criteria in that review is different from the current 

review, in that they included all types of studies, where the current review included only studies 

that compared accredited and non-accredited healthcare facilities. Another review carried out 

by Greenfield and Braithwaite in 2008 concluded that the evidence on providers’ views on the 

benefits of the accreditation process was inconclusive [4]. In terms of patient 
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satisfaction/experience, most articles in this review did not show any differences between 

accredited and non-accredited health facilities. This finding is consistent with the findings of 

other reviews [4, 7, 48]. It is noteworthy that all reviews, including mine, found insufficient 

numbers of articles under this category. In this review, clinical indicators were the most 

studied, but no clear picture could be drawn due to inconsistent findings. This is similar to the 

conclusions from other reviews [4, 7].  

I was interested in the difference between patients’ and staff opinions. On the whole, staff at 

healthcare institutions reportedly had more positive views on accreditation than did their 

patients. There could be a number of reasons underlying these different perspectives. 

Providers’ views may be influenced by power differences where employees display attitudes 

that satisfy those with more authority, or conformity to organisational strategy or vision. 

Providers are likely to be more knowledgeable about and can be more objective in evaluating 

the quality of services provided than patients may be. On the other hand, as reported by Naidu 

in 2007, the patients may place importance on other dimensions of care, including empathy, 

reliability, responsiveness, tangibles, facility quality, staff interactions, nursing care, food, 

housekeeping, service availability, personal cost, continuity, and outcome. Patient outcomes, 

according to Mannava and colleagues, are categorised into five groups. First, characteristics of 

services such as availability of providers, refusal to provide care, lack of appropriate care and 

privacy. Second, interpersonal interactions such as poor communication, rudeness, verbal 

abuse, physical abuse, respectful care, supportive care and attentiveness. Third, access to 

quality care such as acceptability of care, timely access to skilled care and accuracy of 

assessment. Fourth, patient emotional well-being such as distress, anxiety and fear. Fifth, 

human rights such as right to health, right to dignity and freedom from violence and 

discrimination (Mannava, Durrant, Fisher, Chersich, & Luchters, 2015).  

As has become clear in reviewing the literature, the impact of accreditation is difficult to study. 

A lack of evidence to support it is not the same thing as evidence that accreditation has no 
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value or is harmful. Thought should be given to the key objectives of accreditation, and then 

to study designs most likely to demonstrate these. Also, given the wide acceptance of the 

importance of measurement in quality improvement, it is only reasonable that measurement of 

impact should be integrated into the process of accreditation. It may be that a consensus could 

be reached on a small set of clear measures that should be measured before and after 

accreditation is undertaken. These measures may depend on the context as well, but it will be 

useful to identify some objectives. A measure has to be specific in order to be measured as 

there are some things that can be measured and some that cannot be measured. For example, a 

hospital invests in accreditation to reduce the rates of infection associated with central line or 

to improve patient experience. The articles included in the review made little use of qualitative 

methods which can help to identify and explore complex organisational issues in-depth.   

Strengths of This Systematic Review 

Two of the three previous reviews did not rate the quality of articles and treated them equally 

when drawing conclusions, which could limit their veracity. This review differs from other 

reviews in that the methodological quality was taken into account. Rating the robustness of all 

included articles against established criteria for methodological quality allows a more nuanced 

interpretation of the evidence. Also, on the basis of the articles identified in the more general 

background literature review and this systematic review, this is the first review to focus only 

on articles having non-accredited facilities as the control site.  

Limitations 

This review included only articles published in English and Arabic in peer reviewed journals. 

Data reported through other channels or those published in languages other than English and 

Arabic will have been missed. Other languages were not included due to translation difficulties. 

Grey literature was not included in this review due to the challenges it poses when identifying 

and tracing documents. Basic information such as authors, publishing body and publication 
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date may not be easily discerned which makes it difficult to locate and cite these documents. 

Another challenge posed by grey literature is that some government and organisation reports 

are not linked to a specific website, which makes it difficult to access them. It was also not 

possible to do meta-analysis due to heterogeneity in the outcome measures being studied in the 

articles in this review.  

Conclusion 

I found limited and conflicting evidence on the value of accreditation. Only a small number of 

articles were of high quality and only one of eight of these articles showed any convincing 

difference between accredited and non-accredited hospitals. These findings may reflect very 

real difficulties in assessing the value of accreditation, as much as the value of accreditation 

itself. 
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CHAPTER 5: PATIENT SURVEY 

Abstract 

Background: Evidence on the impact of accreditation on patient care is inconclusive. Patients’ 

perspectives on the quality of care are deemed important as they are the recipients of care. A 

few studies measuring patients’ views have been undertaken in Saudi Arabia but the impact of 

accreditation on patient experience has not been studied.  

Objective: The objective of this study was to compare patient experience at accredited and 

non-accredited Saudi public hospitals. 

Methods: A descriptive exploratory study was carried out at six public hospitals in Saudi 

Arabia, three of which were accredited and three were not. I surveyed 566 patients on their 

experience with quality of care delivered to them during their admission using an established 

questionnaire adapted to the context of Saudi Arabia on a scale of 1 to 3, where 1 represents 

good experience and 3 bad experience.  

Results: A total of 424 completed the questionnaire giving a response rate of 74.9%. The 

overall mean score for patients treated in non-accredited hospitals was M = 1.65 with a 95% 

CI (1.60, 1.70) while in accredited hospitals M = 1.80 with a 95% CI (1.76, 1.84). The 

difference in mean scores between accredited and non-accredited was 0.198 with a 95% CI 

(0.133, 0.262) in favour of better patient experience in non-accredited hospitals (p < .0001). 

The size effect was 0.48, which indicates that an average patient treated in a non-accredited 

hospital would score their experience more positively than 69% of those treated in accredited 

hospitals. However, secondary analysis suggested the majority of the effect came from one 

non-accredited hospital. 

Conclusion: Patients’ reported experience was more favourable in non-accredited hospitals; 

however, this difference appeared to be substantially attributable to the influence of one 
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particular hospital, so the result might reflect factors other than accreditation, unique to that 

hospital.  

Introduction 

A key factor that is believed to reflect on quality of care in healthcare facilities is patient 

satisfaction (Al-Habdan, 2004; Guzman et al., 1988).  

One means healthcare providers may use to improve patient satisfaction is to go through 

external evaluation process such as Joint Commission International (JCI) accreditation. A 

systematic review conducted in 2007 concluded that there were limited data on the effect of 

accreditation on patient satisfaction (D. Greenfield & Braithwaite, 2007). Two studies were 

carried out in Germany with large sample sizes comparing patient experience in accredited and 

non-accredited hospitals. The findings of these studies indicated no differences between 

patients treated in accredited and non-accredited hospitals (Sack et al., 2010, 2011). 

However, and despite the importance of patient satisfaction, there is a criticism over measuring 

satisfaction. The critics have pointed out that patients’ views may not be credible as they lack 

formal medical training and that their views may capture aspects which may be influenced by 

factors not relevant to care (Manary, Boulding, Staelin, & Glickman, 2013). Therefore, 

eliciting patients’ experience may be more objective than their satisfaction, as experience 

focuses on specific aspects of care they receive. Therefore, the present study compared patient 

experience in accredited and non-accredited public hospitals in Saudi Arabia.  

Methods  

Study Design 

A patient survey was carried out from 1 January to the end of May 2015. 

Targeted Population and Sample 

This study focused on admitted patients, the consumers of the care provided by the six hospitals 

in our study. The sample of this research was patients admitted in six hospitals across the 
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country where three were accredited and three were not. I surveyed all patients in medical and 

surgical departments who consented to take part in the study. Emergency and outpatient 

departments were excluded as this study focused on inpatients. 

Survey Instrument 

I was not able to find any questionnaire that measured patients’ experience in the context of 

Saudi Arabia, but rather all studies were looking at patient satisfaction. Therefore, I used a 

questionnaire that was previously developed and was derived from the Picker Institute 

Questionnaire. The Picker Institute created a bank of 40 items for the purpose of measuring 

inpatient quality of care. They mailed these 40 items to patients’ homes within one month of 

discharge. Their study included five countries - the United Kingdom, Germany, Sweden, 

Switzerland, and the USA. A total of 61,925 questionnaires were returned. Of the 40 items 

included in the questionnaire, 15 were selected following their analysis of the results 

(Jenkinson, Coulter, & Bruster, 2002). The 15-item questionnaire consists of seven 

dimensions: 1) information and education (2 items), 2) coordination of care (1 item), 3) 

emotional support (3 items), 4) respect of patient preference (3 items), 5) physical comfort (1 

item), 6) involvement of family and friends (2 items), and 7) continuity and transition (3 items). 

The final questionnaire I used consisted of 20 questions on a four-point Likert scale, where 1 

= good 2 = average, 3 = poor, 4 = not relevant. Since I aimed to focus only on inpatient 

experience, the last dimension of the questionnaire, continuity and transition, was removed 

from the original questionnaire as it focuses on discharge planning. Instead, I developed a new 

section (8 items) covering patients’ rights, drawing on aspects covered by the JCI accreditation 

standards manual. These included privacy, safeguarding possessions, safety, and continuity of 

care. I then created an Arabic version of the questionnaire. The reason for choosing a 3-point 

Likert scale was that I was trying to remove the subjective component that would require 

patients to do the analysis themselves. What they were asked was, did a certain thing happen 
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or not happen? Also, I was using a scale that was previously used and validated by experts in 

the field of healthcare quality and accreditations. 

Validation Process Undertaken 

The modified Picker patient questionnaire has not previously been used in an Arabic speaking 

country. Therefore, I tested the final questionnaire (20 items) used in my study for context 

relevance and item clarity in the following ways:  

a) Quality expert review  

b) Language  

c) Focus group 

a. Quality Expert Review 

To assess the content validity of the questionnaires for use in the study context, I identified 

three quality experts, known to me in Saudi Arabia, and asked them to review the 

questionnaire. They were emailed the English version of the questionnaire with a brief 

description of the study. The reviewers were asked to identify problems with item clarity and 

meaning, and to assess whether there were any residual problems with the questions or the 

format. They were also asked whether any questions were not relevant to the context, or any 

important questions had been missed. Feedback from the reviewers included suggestions on 

the demographic data but no recommendations for changes to the content of the questionnaire.  

b. Language 

The English questionnaire was translated into Arabic. I used the “back-translation” method to 

translate into Arabic (the target language). After translation, another person translated it back 

to English, and the result was compared with the original text. No changes were made as final 

versions of the original and the back-translated texts revealed no differences in terms of content 

and meaning of all items. 
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c. Focus Group 
In order to identify any problems with understanding, meanings, and clarity of the items in the 

Arabic version by non-experts, I held two focus groups, conducted in Arabic, one consisting 

of six men and one consisting of six women, all from Saudi Arabia and studying in New 

Zealand. I identified participants who were interested in taking part in the validation process 

of the patient questionnaire. The participants represented different ethnic groups and 

backgrounds in that they came from six different cities of Saudi Arabia. They also had different 

educational levels; four were postgraduate, four had bachelor degrees, and four had just 

finished their English education. They also came from different academic backgrounds 

including health sciences, engineering, business, sciences, and linguistics.   

The male focus group was recorded, while notes were taken during the female focus group as 

they were not willing to have their voices recorded due to cultural issues. In most cities in 

Saudi, women are strictly criticised for having their pictures or voices published. These focus 

groups were conducted separately due to cultural requirements. In each of the two sessions, I 

asked participants to comment on the Arabic version of the questionnaire. They were asked to 

state the items in their own words. The purpose behind this was to identify any problems with 

understanding, meanings, and clarity of the items. The comments of the focus groups ranged 

from spelling mistakes to the meaning of some items.  

They were then asked to complete the questionnaires, first the Arabic version of the 

questionnaire, and then the original English version of the questionnaire. I used different letters 

at the top of the questionnaires to match participant responses on the two language versions of 

the questionnaires. I then compared both versions from each participant to see if there were 

differences in their answers. Changes were made in the final version of the questionnaire 

according to the participants’ feedback and responses. Changes included only minor 

corrections for spelling and language. Please refer to Tables E and F in Appendix 5 for more 

details about the Picker original questionnaire and the final questionnaire used in this study. 
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As noted, the scoring system used in this study was from 1 to 4 as follows: 1 = good; 2 = 

average; 3 = poor; 4 = not relevant. 

Data Collection 

I distributed a paper-based, anonymous questionnaire to inpatients over 18 years of age at the 

six selected hospitals. The questionnaires were distributed to male and female patients in two 

different ways in accordance with cultural requirements.  

Male patients: I went to head nurses in the selected departments to seek patients’ agreement. 

Head nurses approached patients and identified those willing to take part in the study and 

handed them a participant information sheet. Head nurses handed me a list, including rooms 

and bed numbers of those interested. I then personally approached these patients and obtained 

their written consent. I explained the purpose of the study and handed each patient a copy of 

the questionnaire. Participants were asked to place their completed questionnaire in secured 

drop boxes, provided by me in their rooms, or to hand it to the head nurses. I revisited the 

departments on a daily basis to collect the completed questionnaires and remind those who had 

not yet completed their questionnaire.  

Female patients: I used another approach to surveying females as, in Saudi Arabia, males, 

with the exception of physicians, are prohibited from approaching females by any means. Thus, 

I requested participating hospitals to assign female assistants from the patient’s department to 

survey female patients. I explained all items in the questionnaire to these assistants and tested 

their understanding before they approached the female patients. They then went to head nurses 

to approach all patients willing to take part in the study. Head nurses approached patients, gave 

them a copy of the participant information sheet and then gave me a list, including room and 

bed number, of those willing to participate. My assigned research assistants then approached 

these patients in person, obtained their consent and distributed the questionnaires to them. They 
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revisited the patients to collect the completed questionnaires on a daily basis. The completed 

questionnaires were then handed to me by the assistants.  

Statistical Analysis 

The questionnaire was analysed using the overall score, and not at the individual item level. 

The overall score was derived by averaging the scores for all items. Items with a score of 4 

(not relevant) were treated as missing data. After excluding items scored as 4, I added the 

scores of 1 to 3 from the remaining completed items and then divided this by the number of 

included items.  

I used Generalised Linear Mixed Models to investigate the association of the overall score 

between accredited vs. non-accredited hospitals and this model also incorporated the random 

effect component of the hospital ID to account for the clustering of the different hospitals (i.e, 

looking for variation within hospitals and between different hospitals).  

Intraclass correlation coefficient (ICC) was derived from the linear mixed model with just the 

random effect which looks at the ratio of the between-cluster variance to the total variance. 

Where the within-hospital variation was no more than the between-hospital variation, a simple 

linear regression model was used to assess the association between overall score and group 

(accredited vs. non-accredited hospitals). 

The multiple linear regression model was adjusted for the demographic factors and size of the 

hospital. Model selection was carried out using a stepwise method (forward, backward or 

both); that is, selecting those factors that were significant at the 5% level and also based on the 

AIC (Akaike’s Information Criterion) to achieve the final reduced model. This approach 

provides a reasonable adjusted model in terms of predictive efficiency, yet may sometimes 

keep covariates in the model that are not statistically significant at the 5% level. The results 

from the model were represented as mean difference estimate with 95% confidence intervals 

and p-values. 
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Results 

A total of 566 patients were surveyed with 441 returned questionnaires. Of these, 424 were 

included in the analysis. Seventeen were excluded as they were only partially completed. The 

following table (Table 5.1) summarises the sample surveyed and the response rate: 

Table 5.1. Number of distributed questionnaires, returned, and response rate. 

Category Status Distributed Returned Response rate 

Aseer Central Hospital (ACH) Accredited 115 90 78.3% 

King Khalid Hospital (KKH) Accredited 82 60 73.2% 

King Fahad Central Hospital 
(KFCH) 

Accredited 125 99 79.2% 

Qateef Central Hospital (QCH) Non-accredited 95 70 73.7% 

King Abdullah Hospital (KAH) Non-accredited 91 62 68.1% 

Najran General Hospital (NGH) Non-accredited 58 43 74.1% 

Overall 566 424 74.9% 

Because the accredited hospitals were larger than non-accredited hospitals in terms of bed 

capacity, the overall sample comprised more participants (56.9%) from accredited hospitals 

and 43.1% from non-accredited hospitals. 

More questionnaires (322, or 56.9%), were distributed to males due to the additional 

difficulties of accessing female patients. Overall response rates from male and female patients 

were 82.2% and 65.2%, respectively. In accredited hospitals, response rates for male and 

female patients were 81.7% and 65.7%, respectively. Similarly, response rates in non-

accredited hospitals for male and female patients were 73.8% and 64.5% respectively. 

Descriptive Results 

Table 5.2 presents patients’ characteristics across the accredited and non-accredited hospitals. 

There were some differences apparent between the two groups. For example, education seems 

to vary between patients treated in accredited and non-accredited hospitals, with better 

educated patients in non-accredited hospitals.  
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Table 5.2. Comparison of patients’ characteristics between accredited and non-accredited 
hospitals. 

 Accreditation status Total 

Patients’ characteristics Accredited Non-accredited  

 Number (%) Number (%) Number (%) 

Gender    

Male  161 (64.7) 104 (59.4) 265 (62.5) 

Female  88 (35.3) 71 (40.6) 159 (37.5) 

Age     

Between 18 and 28 years 72 (28.9) 53 (30.3) 125 (29.5) 

Between 29 and 39 years 79 (31.79) 74 (42.3) 153 (36.1) 

Between 40 and 50 years 57 (22.9) 34 (19.4) 91 (21.5) 

Over 50 years 41 (16.5) 14 (8) 55 (13.0) 

Nationality    

Saudi 202 (81.1) 150 (85.7) 352 (83.0) 

Non-Saudi 47 (18.9) 25 (14.3) 72 (17.0) 

Marital Status    

Single  79 (31.7) 45 (25.7) 124 (29.3) 

Married  155 (62.3) 122 (69.7) 277 (65.3) 

Divorced  8 (3.21) 2 (1.14) 10 (2.36) 

Widowed  7 (2.81) 6 (3.43) 13 (3.07) 

Education    

High school 84 (33.7) 40 (22.9) 124 (29.3) 

Diploma 45 (18.1) 61 (34.9) 106 (25) 

Bachelor degree 40 (16.1) 46 (26.3) 86 (20.21) 

Postgraduate 7 (2.81) 4 (2.29) 11 (2.59) 

Other 73 (29.3) 24 (13.7) 97 (22.9) 

Employment    

Employed  91 (36.6) 105 (60) 196 (46.2) 

Unemployed  79 (31.7) 39 (22.3) 118 (27.8) 

Retired  15 (6.02) 12 (6.86) 27 (6.37) 

Student  30 (12.1) 13 (7.43) 43 (10.1) 

Other  34 (13.7) 6 (3.43) 40 (9.43) 

Hospital size     

Small 60 (24.1) 43 (24.6) 103 (24.3) 

Medium 90 (36.1) 70 (40) 160 (37.7) 

Large  99 (39.8) 62 (35.4) 161 (38.0) 

Total 249 (100) 175 (100) 424 (100) 
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The summary statistics of the overall score for the 20 items by each hospital are presented in 

Table 5.3.  

Table 5.3. Summary statistics of overall score for patient experience. 

 HID n Minimum M SD Lower  
quartile Median Upper 

quartile Maximum 

Overall 
score 

ACH 90 1.1 1.75 0.26 1.59 1.7 1.95 2.3 

KKH 60 1 1.8 0.35 1.55 1.83 1.98 2.65 

KFCH 99 1..1 1.85 0.32 1.6 1.95 2.05 2.6 

QCH 70 1.15 1.71 0.33 1.4 1.68 2 2.3 

NGH 43 1 1.71 0.35 1.45 1.74 2 2.45 

KAH 62 1 1.54 0.33 1.26 1.5 1.72 2.47 

Note. Scale 1–3, where 1 is good and 3 is bad. 

Figure 5.1 shows a graph of overall means with 95% CI of accredited (ACH, KKH, and KFCH) 

and non-accredited (QCH, NGH, and KAH) hospitals. Five hospitals show close means, three 

accredited and two non-accredited, with one non-accredited (KAH) hospital a marked outlier. 

The majority of the effect comes from the outlier and results may have nothing to do with 

accreditation. 
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Figure 5.1. A graph of overall mean (average of all items) with 95% CI of accredited and 
non-accredited hospitals on a scale of 1–3. 

 

Note. Scale 1–3, where 1 is good and 3 is bad. 

The plot of the total scores in the patient questionnaire (Figure 5.2) appears to be normally 

distributed. Generalised linear models were used for total scores for the questionnaire as the 

residuals from both models evidenced a normal distribution. The quantile-quantile (Q-Q) plot 

is a graphical tool to help assess if a set of data plausibly came from a normal distribution. The 

Q-Q plot (or normality plot) of the residuals from the model (not shown) evidenced a normal 

distribution; hence no transformation was applied to the overall score.  
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Figure 5.2. Distribution plot of overall score for patient survey. 

 

Note. Scale 1-3, where 1 is good and 3 is bad. 

Inferential Results 

The ICC is used in Linear Mixed Models when there is clustering of data. In the study, 

individuals were sampled within different hospitals and each hospital was considered a cluster. 

The ICC is defined as the ratio of the between-cluster variance to the total variance. It tells you 

the proportion of the total variance that is accounted for by the clustering and can also be 

interpreted as the correlation among observations within the same cluster. The ICC from the 

model with the overall score and the random effect term was found to be 0.093. This indicates 

that there is low variability in the overall score between all the six hospitals in the study, which 

suggests that the individual observations are independent. As a result, a simple generalised 

linear regression model was used instead of a mixed method approach.  

The overall mean score was calculated for accredited and non-accredited hospitals (Table 5.4). 

Accredited hospitals had an overall mean of 1.80 with 95% CI (1.76, 1.84). Overall mean score 

for non-accredited hospitals was 1.65 with 95% CI (1.60, 1.70). This indicates patients reported 

a better experience in non-accredited hospitals. 
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Table 5.4. Overall mean score for patient experience survey with (95% CI) in accredited and 
non-accredited hospitals. 

Items  Type  
M overall score 95% CI 

 N (acc = 249, non-acc = 175) 

Overall score 
Accredited 1.80 1.76 1.84 

Non-accredited 1.65 1.60 1.70 

Note. Scale 1–3, where 1 is good and 3 is bad. 

The mean difference from the unadjusted model between accredited and non-accredited 

hospitals was 0.152, with a 95% CI (0.089, 0.214) in favour of non-accredited hospitals and it 

was significant at p < .0001 (Table 5.5). The scale in each item ranged from 1 to 3. An average 

score was calculated based on averaging all items. The results indicate a significant difference 

in the total overall score between accredited and non-accredited hospitals at the 5% level in 

both the unadjusted and adjusted models. Non-accredited hospitals tend to have a lower overall 

mean score than accredited hospitals. This indicates that the non-accredited hospitals have 

patients who report a better experience than the accredited hospitals. Even though the 

magnitude of the difference of overall scores between accredited and non-accredited hospitals 

was small, it was statistically significant.  

The narrow confidence limits reflect the large sample size. There was sufficient power to detect 

a small difference, but in fact the difference seems to have been small  

On the basis of the results in Table 4, hospital size and patient demographics were included in 

the adjusted model. The full model adjusted by the age, gender, nationality, marital status, 

education, and employment status showed a higher mean difference between accredited and 

non-accredited hospitals than the unadjusted model (Table 5.5). The mean difference was 

0.194 in favour of non-accredited hospitals with a 95% CI (0.127, 0.260) and was significant 

at p < .0001.  
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Table 5.5. Mean difference of the overall patient experience survey score between accredited 
vs. non-accredited hospitals, unadjusted and adjusted linear regression models (95% CI). 

Patient survey Level  Mean difference 
estimate 95% CI p-values 

Overall score ǂ Accredited (Reference = 
Non-accredited) 

0.152 0.089 0.214 < .0001 

Overall score* Accredited (Reference = 
Non-accredited) 

0.194 0.127 0.260 < .0001 

Notes. ǂ Unadjusted model. *Full model adjusted by size, age, gender, nationality, marital status, education and 
employment.  

The effect size measured corresponds to the z score which indicates the proportion of area 

under the normal curve falling under that z-value and is determined in terms of percentiles. The 

effect size was calculated for the overall score to look at the size of the difference between the 

accredited vs. non-accredited groups. The effect size is given by the standardised mean 

difference between the two groups divided by the standard deviation of the accredited group 

[mean (accredited)-mean (non-accredited)/ (standard deviation of the accredited)]. For 

example, an effect size of 0.50 equals a z-value of .50 which corresponds to the 69th percentile. 

If there were no effect at all, both the accreditation group and the non-accreditation group 

would be at the 50th percentile. So, an effect size of 0.2 indicates that the average person in 

the accredited group would score higher than 58% than if they were in the non-accredited 

group. And an effect size of 0.3 indicates that the average person in the accredited group would 

score higher than 62% than if they were in the non-accredited group and similarly an effect 

size of 0.4 indicates that the average person in the accredited group would score higher than 

66% than if they were in the non-accredited group (Coe, 2002). The effect size of the overall 

score for the patient survey was found to be 0.48. This effect size indicates that the average 

person in the non-accredited group would score higher than 69% than if they were in the 

accredited group.  



94 

Discussion 

The differences in patients’ experience in accredited and non-accredited hospitals showed a 

better experience among patients treated in non-accredited hospitals and this difference 

persisted when differences in patients’ demographics were taken into account. The mean 

difference in scores on the scale of 1 to 3 in the adjusted model was 0.194 with a 95% CI 

(0.127, 0.260) in favour of non-accredited hospitals, which reached statistical significance (p 

<  .0001). However, this difference seems to have been mostly attributable to KAH, a non-

accredited hospital. This suggests that there could potentially be some factor particular to KAH, 

other than accreditation, which is causing the difference. While there were a large number of 

patient responses analysed, which contributed to the very high level of significance obtained, 

there were in fact only three accredited and three non-accredited hospitals in the sample, and 

this variability between the hospitals within the groups indicates that the findings need to be 

interpreted with caution. However, the findings of this study do not suggest that accreditation 

is not having a strong positive effect on patients’ reported experience.  

The effect size of the difference for the overall score between accredited vs. non-accredited 

hospitals was 0.48, which indicates that the average person in the non-accredited group would 

score higher than 69% of the people in the accredited group.  

If indeed patients do have a better experience in non-accredited hospitals, one explanation 

could be that patients have higher expectations for their treatment in internationally accredited 

hospitals, and this affects their ratings. Another plausible reason could be that employees 

working in accredited hospitals spend more time dealing with paperwork, which decreases the 

time spent with patients.  

My study is the largest of its kind in Saudi Arabia and the first to use a modified version of the 

Picker patient experience questionnaire, not only in the context of Saudi Arabia, but also in the 

East Mediterranean countries. In the context of Saudi Arabia, a study conducted in 2012 in the 
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Eastern region compared patient satisfaction at two hospitals, one of which was accredited and 

one was not (Al-Qahtani, Al-Dohailan, et al., 2012). The findings showed higher satisfaction 

rates among patients treated in the accredited hospital. However, the study was carried out in 

Obstetrics and Gynaecology clinics and surveyed female patients at only two hospitals, which 

may limit its generalisability. Also, the study was measuring patient satisfaction whereas my 

study was focusing on patient experience.  

My study findings are in line with two studies that took place in Germany, which concluded 

that accreditation did not appear to improve patient experience (Sack et al., 2010, 2011). As in 

my study, these two German studies also measured patient experience. In Malaysia, Hayati and 

colleagues conducted a study looking at patient satisfaction and revealed no differences 

between accredited and non-accredited hospitals as perceived by patients (Hayati, Azimatun, 

Rozita, Ezat, & MR, 2010).  

Limitations 

One possible limitation of my study was the different processes used in data collection for 

males and females, due to working within the constraints of Saudi culture, with responses 

weighted towards male patients. Another limitation is that the results may not be generalisable 

as the patients surveyed in these six hospitals may not be representative of the whole population 

of patients in Saudi Arabian public hospitals and is limited to inpatients. I have already 

discussed the possible effect of a single hospital.  

Conclusion 

Although there seems to be an effect between hospitals in favour of non-accredited hospitals, 

this seems to have been substantially attributable to one non-accredited hospital, and may 

therefore reflect factors unique to that hospital other than accreditation status. However, one 

would expect accreditation should have a positive effect on patient experiences, and it is 

interesting that I did not find evidence of this in my survey.  
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CHAPTER 6: STAFF SURVEYS 

Abstract 

Background: Worldwide, there are many studies of employees’ perceptions of the impact of 

accreditation. However, I was only able to find three studies of employees’ perceptions on 

healthcare accreditation in Saudi Arabia. 

Objective: The main objective of this study was to measure Joint Commission International 

(JCI) accreditation impact on healthcare quality by comparing perceptions of employees 

working at accredited and non-accredited Saudi public hospitals. 

Methods: A descriptive, exploratory study was carried out at six public hospitals, of which 

three were accredited and three were not. There were 2,656 employees surveyed, using a 

validated questionnaire with a 5-point Likert scale.  

Results: A total of 2,077 employees completed the questionnaires, giving a response rate of 

78.2%. Accredited hospitals showed higher overall mean (95% CI) scores than non-accredited 

hospitals, 3.30 (3.25-3.34) and 3.07 (0.302, 0.312), respectively, and scores were higher on all 

domains. The mean (95% confidence interval) difference between the two groups was 0.20 

(0.14, 0.27) in favour of accredited hospitals (p < .0001). The effect size was 0.31 which 

indicates that an average person in accredited hospitals would score higher than 62% of those 

working in non-accredited hospitals.  

Conclusion: This study supports a positive effect of accreditation from the perspective of 

employees.  

Introduction 

There is an increased emphasis on evaluating healthcare service quality worldwide by 

governments, healthcare providers, and consumers. Since quality is considered a key factor in 
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the delivery of healthcare, initiatives to assess quality of patient care have become a focus in 

many countries (Al Awa et al., 2010). In the Eastern Mediterranean, many governments view 

quality of care as a crucial part of healthcare policy. In 2000, the World Health Organization 

conducted a study that revealed that no accreditation programmes were in place in the East 

Mediterranean. Since then, many countries in the region have moved rapidly to implement 

international accreditation standards in the healthcare sector (El-Jardali et al., 2008). However, 

little is known about the effect of such accreditation on quality of care. There are many studies 

and systematic reviews conducted on this area and the evidence is inconclusive (Almasabi, 

Yang, & Thomas, 2014; David Greenfield & Braithwaite, 2008).  

In Saudi Arabia, the few studies on staff perceptions of the impact of accreditation have showed 

positive perceptions amongst those staff. However, these studies were of very small sample 

size and were only conducted in accredited hospitals. Therefore, this research is aimed at 

studying the effect of the JCI accreditation on healthcare quality in Saudi Arabia public general 

hospitals from the perspective of staff. It is a comparison between employees’ perceptions on 

accredited and accredited hospitals across the country. 

Methods 

A descriptive exploratory study was conducted from 1 January to the end of May 2015. 

Survey Instrument 

Several survey instruments are available in the literature that measure quality implementation 

and outcomes in the context of accreditation. In my study, I used a previously published 

questionnaire that covers many aspects of quality of care and accreditation relevant to my 

study. The questionnaire consists of two sections. The first section was adapted from Shortell 

and colleagues and asks about quality of care (Shortell et al., 1995). It has six domains: 

management and leadership (9 items); strategic quality planning (7 items); human resources 

utilisation (6 items); quality management (6 items); quality result (5 items); and patient 
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satisfaction (7 items). The second section was adapted from Pomey and colleagues and 

examines the impact of accreditation in terms of bringing quality improvement to the hospital 

(one domain with 14 items) (M. Pomey et al., 2004).  

The development of the first part of the questionnaire, which covers the first seven scales and 

subscales, was based on the Malcolm Baldrige National Quality Award Criteria. The Baldrige 

measure was significantly associated (r = 0.35; p <  .05) with a greater use of quality 

improvement tools. Valid items were developed based on responses from more than 7,000 

employees working in 61 hospitals, with a response rate of 72%. These items were validated 

using independent data derived from a hospital quality improvement survey (Shortell et al., 

1995). The second part of the questionnaire was validated in a Lebanese study (David 

Greenfield & Braithwaite, 2008). The different domains were established based on the 

principal component analysis and based on the factor loadings in the El-Jardali et al. (2008) 

study. The scores ranged from 1 to 5, where the highest score (5) indicated strong agreement 

and lowest (1) indicated strong disagreement. An overall score was calculated from the average 

of all the domains scores.  

The final questionnaire I used consisted of nine domains and subdomains rated on a 5-point 

Likert scale. A section on demographics of participants, including nationality, age, 

qualification, staff category and years of experience, was also included. The questionnaire was 

translated into Arabic by El-Jardali and colleagues. It was then back-translated to English and 

compared with the original version. Both language versions were pilot-tested on 15 nurses and 

each of them completed both versions of the questionnaire within a one-week time interval 

(David Greenfield & Braithwaite, 2008). These researchers studied the impact of accreditation 

on quality of care in Lebanese hospitals from the nurses’ perspective. I therefore modified the 

wording of the items in the questionnaire to reflect the range of employees participating in this 

study with no changes in the content. In my study, the questionnaire included fields for all 
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health professionals (physicians, nurses, allied health staff and administrators) and for 

accreditation status. 

Targeted Population and Sample of the Study 

I focused in this study on healthcare professionals including physicians, nurses, OT 

technicians, pharmacists, physiotherapists and social workers, and assessed their perceived 

quality of care delivered to patients. These groups were selected as they are engaged in the 

delivery of patient care. Therefore, they were more likely to have views on how accreditation 

impacted on quality of care delivered to patients. 

A sample of participants was selected in a way that ensured representation from a variety of 

occupational groups. I conducted a brief search of the literature for studies that took place in 

Saudi Arabia. This search identified four studies surveying staff. On the basis of the review of 

these studies, I anticipated response rates of around 50%. Demographic data (nationality, 

gender, age, educational qualifications, occupational category and years of experience) were 

collected to compare the accredited and non-accredited groups. 

Questionnaire Administration 

The questionnaires were given to head nurses who were asked to circulate the questionnaires 

to nurses in all departments. Heads of other professional groups were also requested to 

distribute the questionnaires to their staff. A secure drop box was placed in a visible, accessible, 

and secured area and employees participating in the study were requested to put the completed 

questionnaires in the cabinet. I then visited each hospital twice a week for two weeks to collect 

the completed questionnaires and remind those staff who had not completed the questionnaire 

to do so. Follow-up of non-respondents occurred after two weeks to increase the response rate. 

Statistical Analysis 

Generalised linear regression models were created to investigate the association of each of the 

domains as well as overall score between accredited vs. non-accredited hospitals with the 
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random effect component of hospital ID to account for the clustering of the different hospitals 

(i.e, looking at the variation among patients in the same hospital and between different 

hospitals). The quantile-quantile (Q-Q) plot (normality plot) of the residuals from the models 

for each domain showed a normal distribution. Hence no transformation was applied to the 

overall score and for each of the domain scores. 

Interclass correlation coefficients (ICC) were calculated from the models for each of the 

domains with the random effect, which looks at the ratio of the between-cluster variance to the 

total variance. An ICC variation of approximately 10% or less indicates that there is no 

clustering effect. So, the observations within each hospital are no more different than 

observations from different hospitals. Therefore, a simple linear regression model was used to 

assess the association between all the domain scores and accredited and non-accredited 

hospitals. An analysis of the scores unadjusted for differences in demographics of respondent 

and hospital size was carried out to see if there were differences without accounting for 

demographics. 

The multiple linear regression model was adjusted for the respondent demographic factors and 

size of the hospital for each of the domain scores and overall score. Model selection was carried 

out using the stepwise method (forward, backward or both); that is, selecting those factors that 

were significant at the 5% level and also based on the AIC (Akaike’s Information Criterion) to 

achieve the final reduced model (smallest AIC indicates better fit). This approach provides a 

reasonably adjusted model in terms of predictive efficiency, yet may sometimes keep 

covariates in the model that are not statistically significant at the 5% level. The results from 

the model are represented as mean difference estimates with 95% confidence intervals and p-

values. 
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Results 

A total of 2,656 employees were surveyed with 2,077 returned questionnaires. There were 

1,150 responses from staff in accredited hospitals and 973 responses from staff in non-

accredited hospitals. Table 6.1 summarises the responses from the different hospitals.  

Table 6.1. Number of distributed questionnaires, returned, and response rate. 

Hospital Status Distributed Returned Response rate 

Aseer Central Hospital (ACH) Accredited 515 409 79.4% 

King Khalid Hospital (KKH) Accredited 524 410 78.2% 

King Fahad Central Hospital (KFCH) Accredited 406 331 81.5% 

Qateef Central Hospital (QCH) Non-accredited 450 346 76.8% 

King Abdullah Hospital (KAH) Non-accredited 463 383 82.7% 

Najran General Hospital (NGH) Non-accredited 298 244 81.9% 

Overall 2656 2077 78.2% 

Reliability of the Questionnaire Items 

Cronbach’s Alpha was used to check the internal consistency of the questionnaire items within 

each domain to see if they were strongly correlated with each other. A reliability coefficient of 

0.70 or higher is considered acceptable in most social science research and suggests strong 

reliability (Santos, 1999). Each of the eight domains was tested separately as shown in Table 

6.2. All domains showed high reliability which ranged from .90 for the quality results domain 

to .96 for the benefits of accreditation domain. Internal consistency was calculated for domains 

to justify using the domain score in the analysis, rather than the individual item scores. 
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Table 6.2. Cronbach’s Alpha of internal reliability for each domain. 

Domain Cronbach’s Alpha 

Quality results .899 

Leadership commitment .944 

Strategic quality planning .912 

Education and training .912 

Quality management .925 

Use of data .934 

Staff involvement .930 

Benefits of accreditation .961 

Descriptive Results 

The present section contains the results of descriptive and inferential analyses. Descriptive 

results are presented in the form of counts, with their respective proportions for categorical 

variables and proportions missing (in Appendix 5), and mean, standard deviation with quartiles 

for continuous variables. 

Table 6.3 summarises the demographics of staff of both accredited and non-accredited 

hospitals. Females made up 76.2% of participants in both accredited and non-accredited 

hospitals. This reflects the fact that the majority of the Saudi healthcare workforce is female. 

There seemed to be minor differences on demographics between staff in accredited and non-

accredited hospitals and these were taken into account in the final adjusted model. For more 

information about staff characteristics across the two groups and across each of the six 

hospitals, please refer to Table C in Appendix 5. 
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Table 6.3. Comparison of staff characteristics between accredited and non-accredited 
hospitals. 

 Accreditation status Total 
Staff characteristics Accredited Non-accredited  
 Number (%) Number (%) Number (%) 
Gender    

Male  382 (34.0) 296 (31.4) 678 (32.8) 
Female  742 (66.0) 647 (68.6) 1,389 (67.2) 

Age     
Below 30 years 671 (59.7) 421 (44.6) 1,092 (52.8) 
Between 30 and 45 years 370 (32.9) 405 (43.0) 775 (37.5) 
Between 46 and 55 years 54 (4.8) 82 (8.7) 136 (6.58) 
Over 55 years 29 (2.58) 35 (3.71) 64 (3.1) 

Nationality    
Saudi 484 (43.1) 449 (47.6) 933 (45.1) 
Non-Saudi 640 (56.9) 494 (52.4) 1,134 (54.9) 

Education    
High school 18 (1.6) 24 (2.55) 42 (2.03) 
Diploma 378 (33.6) 384 (40.7) 762 (36.9) 
Bachelor degree 633 (56.3) 427 (45.3) 1,060 (51.3) 
Master degree 44 (3.91) 73 (7.74) 117 (5.66) 
PhD or fellowship 43 (3.83) 27 (2.86) 70 (3.39) 
Other  8 (0.71) 8 (0.85) 16 (0.77) 

Experience    
1 year or less 215 (19.1) 136 (14.4) 351 (17.0) 
Between 2-4 397 (35.4) 242 (25.7) 639 (30.9) 
Between 4-6 247 (22.0) 202 (21.4) 449 (21.7) 
Over 6 years 264 (23.5) 363 (38.5) 627 (30.3) 

Staff category    
Physician 143 (12.7) 103 (10.9) 246 (11.9) 
OT 69 (6.14) 68 (7.21) 137 (6.63) 
Physiotherapist 73 (6.49) 66 (7) 139 (6.72) 
Nurse 682 (60.7) 567 (60.1) 1,249 (60.4) 
Pharmacist 87 (7.74) 77 (8.17) 164 (7.93) 
Social worker 70 (6.23) 62 (6.57) 132 (6.39) 

Hospital size     
Small 329 (29.27) 236 (25.03) 565 (27.33) 
Medium 399 (35.5) 336 (35.63) 735 (35.56) 
Large 396 (35.23) 371 (39.34) 767 (37.11) 

Total 1,124 (100) 943 (100) 2,067 (100) 
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The distribution plot, Figure 1, of the total scores in the staff survey appears to be normally 

distributed. Generalised linear models were used for overall scores (average of the domain 

scores) for surveys as the residuals from both models showed a normal distribution. 

Figure 6.1. Distribution plot of overall score (average of all domains) in accredited and non-
accredited hospitals on a scale of 1–5. 

 

Inferential Results 

The ICC is used in Linear Mixed Models when there is clustering of data. In the study, 

individuals were sampled within different hospitals and each hospital was considered a cluster. 

The results depicted in Table 6.4 indicate that the overall score of ICC equals 0.11, with 95% 

confidence interval (0.325, 0.334) and (0.302, 0.312) for accredited and non-accredited 

hospitals respectively. In other words, there is a relatively small variation between hospitals 

which was 0.11%. Please see Chapter 5 for the discussion of ICC. 
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Table 6.4. ICC produced from generalised linear mixed model for domain scores with the 
random effect component of hospitals. 

Domains score ICC 

Quality results 0.106 

Leadership, commitment and support 0.104 

Strategic quality planning 0.061 

Human resources utilisation 0.085 

Education and training subscale 0.067 

Rewards and recognition subscale 0.078 

Quality management 0.099 

Use of data 0.078 

Overall score 0.11 

The results in Table 6.5 show the means and confidence intervals of each domain as well as 

overall scores for accredited and non-accredited hospitals. The scale of each item under the 

eight domains ranged from 1 to 5. Instead of summing the scores under each domain, an 

average score for each domain was calculated to take account of the missing items. The overall 

score mean is slightly higher in accredited hospitals than in non-accredited hospitals, M = 3.30 

with 95% CI (3.25-3.34) and M = 3.07 with CI (3.02-3.12), respectively. In the unadjusted 

model, accredited hospitals show a slightly higher mean than non-accredited hospitals in all 

domains of the questionnaire. The three most highly rated domains by those working in 

accredited hospitals were strategic quality planning (M = 3.36), education and training subscale 

(M = 3.33), and quality management (M = 3.33). For those working at non-accredited hospitals, 

the two most highly rated domains were strategic quality planning (M = 3.19), followed by use 

of data (M = 3.12). 
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Table 6.5. Mean scores and overall score by group (95% CI). 

Domain  
Accredited (N = 1,124) 

M score (95% CI) 
Non-accredited (N = 943) 

M score (95% CI) 

Quality results 3.32 (3.27-3.37) 3.08(3.02-3.13) 

Leadership, commitment and support 3.31(3.26-3.36) 3.07(3.01-3.12) 

Strategic quality planning 3.36(3.31-3.41) 3.19(3.14-3.24) 

Human resources utilisation 3.15(3.09-3.20) 2.86(2.80-2.92) 

Education and training Subscale 3.33(3.27-3.39) 3.07(3.00-3.14) 

Rewards and recognition subscale 2.97(2.91-3.03) 2.65(2.58-2.71) 

Quality management 3.33(3.27-3.38) 3.08(3.02-3.13) 

Use of data 3.28(3.23-3.34) 3.12(3.06-3.17) 

Overall score 3.30(3.25-3.34) 3.07(3.02-3.12) 

Note. Domain scores were on a scale of 1 to 5, where 1 is strong disagreement and 5 is strong agreement. 

The effect size for overall scores as shown in Table 6.6 was 0.31 which indicates that the 

average person in the accredited group would score higher than 62% than the average person 

in the non-accredited group. The effect size of all domains was also greater in accredited 

hospitals than in non-accredited hospitals. This effect of the overall score and of the domains 

supports a positive effect of accreditation from the perspective of employees. Please refer to 

Chapter 5 for the discussion of effect size. 

Table 6.6. Effect size for accredited and non-accredited hospitals by domain and overall. 

Domain Effect size 

Quality 0.29 

Leadership, commitment and support 0.29 

Strategic quality planning 0.21 

Human resources utilisation 0.31 

Education and training subscale 0.25 

Rewards and recognition subscale 0.31 

Quality management 0.29 

Use of data 0.19 

Overall score 0.31 

The final model was selected based on the smallest AIC criteria and keeping those variables 

that were significant at the 5% level for the overall score. These variables were hospital size, 
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nationality, experience, and job category. The same set of variables that were adjusted in the 

final model was used for the other domains. The results indicate that there was a significant 

difference in mean scores for all the domains as well as overall mean score between accredited 

vs. non-accredited hospitals, in both the unadjusted and adjusted models. So, accredited 

hospitals tend to have a higher overall mean score as well as in the other domain scores than 

the non-accredited hospitals. The final reduced adjusted model indicates significant differences 

for all domains, as well as overall scores, in favour of accredited hospitals.  
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Table 6.7. Mean difference of each domain scores between accredited vs. non-accredited unadjusted and adjusted linear regression models (95% 
CI). 

Domain Level 
M difference unadjusted model 

(95% CI) ǂ 
M difference full model 

(95% CI) * 

Quality results Accredited (Reference = Non-accredited) 0.24 (0.16, 0.31) 0.24 (0.16, 0.31) 

Leadership commitment and support Accredited (Reference = Non-accredited) 0.25 (0.17, 0.32) 0.23 (0.16, 0.31) 

Strategic quality planning Accredited (Reference = Non-accredited) 0.17 (0.10, 0.24) 0.16 (0.088, 0.23) 

Human resources utilisation Accredited (Reference = Non-accredited) 0.29 (0.21, 0.37) 0.28 (0.20, 0.36) 

Education and training subscale Accredited (Reference = Non-accredited) 0.26 (0.17, 0.35) 0.24 (0.16, 0.33) 

Rewards and recognition subscale Accredited (Reference = Non-accredited) 0.32 (0.23, 0.41) 0.32 (0.23, 0.41) 

Quality management Accredited (Reference = Non-accredited) 0.25 (0.17, 0.33) 0.25 (0.17, 0.32 ) 

Use of data Accredited (Reference = Non-accredited) 0.17 (0.093, 0.24) 0.15 (0.077, 0.23) 

Overall score Accredited (Reference = Non-accredited) 0.23 (0.16, 0.29) 0.22 (0.15, 0.28) 

Notes. ǂ Unadjusted model. *Full model adjusted by size, age, gender, nationality, experience, education and category.  

All p-values were <.0001 except use of data in the final reduced model where p value was .0002. 
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Results of the Second Half of the Survey Instrument 

The second section of the questionnaire focused on accreditation impact, so it was only 

distributed in accredited hospitals. This section included one domain (accreditation impact) 

with two subdomains: staff involvement in the accreditation process and benefits of 

accreditation, based on employees' perceptions. With regard to staff involvement, participants 

reported that important changes were implemented as a result of accreditation (51.4%). There 

were 53.7% of participants who reported participating in implementing changes that resulted 

from the accreditation process. Regarding the second subdomain concerning benefits of 

accreditation as perceived by participants, 57.3% of participants agreed that accreditation 

enabled improvement of patients’ care, 50% felt it motivated staff and encouraged team work, 

53.8% felt it enabled hospitals to better use their internal resources and 58% reported it was a 

valuable tool to implement changes. Please refer to Table B in the appendix for more 

information. Also, for counts and proportions of staff questionnaire items by accredited versus 

non-accredited hospitals, please refer to Table A in the appendix.  

Discussion 

My study aimed at comparing the perceptions of staff of the quality of care in accredited and 

non-accredited public hospitals. The findings of this study support the proposition that 

accreditation does improve the quality of patient care as perceived by healthcare providers 

working in the institutions, as accredited hospitals had higher overall mean scores and higher 

mean scores in all domains than non-accredited hospitals. Accredited hospitals’ staff indicated 

a higher overall perceived rating of the quality of care than those working in non-accredited 

hospitals, with a mean difference of 0.22 and 95% CI (0.15, 0.28) at p = .0001. The effect size 

was 0.31 which indicates that the average person in the accredited group would score higher 

than 62% compared to the average person in the non-accredited group. The highly significant 

results could be due to having a large sample size, as the p-values produced are dependent on 
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the size of the study, the spread/variability between the hospitals was quite similar and there 

was sufficient power to detect this small difference.  

In previous studies that used the same questionnaire, I could not find any study that used the 

overall scores in comparing accredited and non-accredited hospitals, but rather they used the 

individual domains in comparing the two groups. However, in this research, we compared 

accredited and non-accredited hospitals using the overall scores as well as the domains.  

The findings of this study are consistent with the results of other studies on the same issue. In 

two studies conducted in Saudi Arabia, the results showed that accreditation was perceived to 

be a valid tool for improvement, as reported by nurses (Al-Qahtani, Al-Medaires, et al., 2012; 

Seada, 2012). Another study conducted in Lebanon came up with a similar finding to those 

studies conducted in Saudi Arabia (El-Jardali et al., 2008). However, the three studies 

measured accreditation impact only from the perception of nurses, which may not uncover 

other important issues that could be perceived by other healthcare providers. My systematic 

review also concluded that employees perceived accreditation as a good exercise, which lines 

up with the findings of my current study. Please refer to Chapter 4 for more details.  

Limitations and Strengths 

One limitation of the present study is that I surveyed hospitals at a single point in time which 

did not allow us to measure perceptions pre- and post-implementing accreditation standards. 

Also, it could be that more highly performing hospitals tend to seek accreditation, so the effect 

may not be attributable to the accreditation itself. Another limitation of this study was that I 

studied only public general hospitals, so my results may not be representative of private, 

military, specialty and tertiary hospitals. Despite these limitations, my study had a large sample 

size and is the largest in the country to the best of my knowledge. The response rate, at nearly 

80%, represents another strength of this study.  
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Conclusion 

This study supports a positive effect of accreditation, from the perspective of employees filling 

in a questionnaire. This positive effect was found in the overall questionnaire score and across 

all domains and also after taking into account demographic factors across the sample 

population. 
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CHAPTER 7: INTERVIEWS 

Abstract 

Background: There is very limited evidence from qualitative methods, such as interviews with 

managers and front-line employees, exploring their perspectives on the effect of accreditation 

by an international organisation on quality of patient care. Interviews have the potential to 

uncover and create a detailed understanding of respondents’ points of view relating to 

accreditation, and to understand ways to improve quality of care through changes in hospital 

processes and procedures. 

Objective: To explore perceptions of employees at the managerial level on the Joint 

Commission International (JCI) accreditation process and its impact on quality of patient care 

in Saudi Arabian JCI-accredited hospitals. 

Methods: A qualitative exploratory study was carried out in three accredited public hospitals 

in Saudi Arabia. Semi-structured interviews were conducted and thematic analysis of interview 

data was undertaken.  

Results: Twenty managers participated in interviews. The following interrelated themes 

emerged concerning the JCI accreditation process and its impact on quality of patient care: 

drivers for the change; plan for the change; the process of the change; maintenance of the 

change; ongoing implications; and patients’ issues. Participants were positive in their accounts 

of 1) planning changes needed to achieve accreditation and 2) managing patient issues. 

However, participants reported less favourably on processes for implementing and maintaining 

changes. 

Conclusion: The findings of this qualitative study revealed various – often conflicting – views 

concerning the value of the accreditation programme. This study did not show perceived value 

in engaging in accreditation in the institutions studied. 
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Background 

Previous literature on the effect that accreditation by international organisations has on quality 

of care has employed differing methods including: surveys of patient satisfaction, staff 

perception, managers’ surveys and clinical quality measures. However, there is very limited 

evidence from qualitative methods, such as interviews with both managers and front-line 

employees, to explore the effect of accreditation by an international organisation on quality of 

patient care. Interviews have the potential to uncover and generate a detailed understanding of 

respondents’ points of view relating to accreditation, and to understand ways to improve 

quality of care through changes in hospital processes and procedures. Interviews can find out 

not only what managers think about the benefits and difficulties of accreditation but also how 

and why they hold these views. In this research, I carried out interviews with employees at the 

managerial level, as they are more involved and have bigger roles in the planning, training and 

education, and implementation of all necessary changes to meet the accreditation standards. 

This research focused on managers’ views on the JCI accreditation process in Saudi Arabian 

JCI-accredited hospitals.  

Methods 

Interviews were conducted with staff working at the managerial level (hospital directors, 

medical directors, nurse directors, quality directors, and heads of departments). This section 

focuses on the development of interviews questions, context of the study and the sample of the 

study.  

Interview Questions 

The interview questions were developed from a review of existing literature to identify the 

concepts relevant to accreditation. Nine questions were developed to explore managers' 

perceptions of the JCI accreditation within their hospitals. These questions included, but were 

not limited to, the following: reasons for joining accreditation; changes put in place to achieve 
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it; challenges, benefits and disadvantages; ability to maintain performance after accreditation; 

and future recommendations.  

Sample  

The sample population was senior managers of the three accredited hospitals in the overall 

study. Purposive sampling aimed for a range of opinions from different managerial groups and 

different hospitals. Sampling continued until no new ideas emerged from interviews (data 

saturation) (Francis et al., 2010; Guest, Bunce, & Johnson, 2006). Data saturation has various 

definitions, and the most common one is that of Glaser and colleagues who defined saturation 

as “the point at which no additional data are being found whereby the (researcher) can develop 

priorities of categories. As he [sic] sees similar instances over and over again, the researcher 

becomes empirically confident that a category is saturated” (Glaser, Strauss, & Strutzel, 1968).  

Data Collection 

Recruitment Strategy 

Hospital directors were approached in the first instance, the purpose of the research was 

explained and paper copies of the proposal, interview questions, and the Participant 

Information Sheet (PIS) provided. The researcher then identified potential interviewees by 

their positions in the hospital and asked the director to contact them regarding participation in 

an interview. Those willing to participate consented to their managers and I was provided with 

contact details and places for the interviews. An email was then sent to each participant asking 

for a date, time and location that suited him/her.  

Data Collection 

At the interview, participants were provided with written copies of the Participant Information 

Sheet (PIS) and the research questions and asked to sign a consent form before beginning the 

interview. All interviews were digitally recorded. Interview number, hospital, and professional 

groups were recorded for each participant. All data collected during the study, including 
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electronic files and interview tapes, were saved in a password-protected computer file in the 

researcher’s office. Recordings were downloaded onto the researcher’s computer and a 

separate external hard drive, as well as a separate personal computer to ensure the safety and 

security of data. The recordings were transcribed by the researcher. Since English is not the 

official language in Saudi Arabia, I translated the original English version into Arabic, and 

then used back-translation to English by an independent translator. There were no differences 

in both English versions. As an interviewer, my official language is Arabic and I was able to 

conduct the interviews in English or Arabic. Each participant was given the choice to select 

the language for the interview.  

Data Analysis 
All information collected from the interviews was properly referenced to the interviewees and 

labelled. The labelling included the date and time of the interview, and the context and 

circumstances of data collection. To analyse the data from the interviews, I transcribed the 

recordings verbatim in both languages.  

The data analysis process followed Braun and Clarke’s (2006) guidelines for systematic 

thematic analysis, initially comprising a thorough review of the transcript for each interviewee 

(Braun & Clarke, 2006). This allowed me to become familiar with the data. I then coded 

relevant statements within the documents. Meaningful phrases were labelled, as codes. I 

compared these codes for similarities and differences. These processes were followed by 

grouping them into thematic categories and subcategories. 

Several themes emerged from responses of interviewees. These themes were grouped 

according to their focus. Main themes were developed for each group  
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Understanding Numbers in Qualitative Data 

Although this was qualitative rather than quantitative research, I wanted to be transparent about 

the number of people who had spoken to each main theme. However, the numbers are 

indicative, and not intended to be generalisable to a wider population. 

Results 

The thematic analysis of the transcripts of the interviews resulted in the emergence of many 

themes that were later rated as sub-themes under six main themes, according to their focus. 

These themes are: drivers for the change; plan for the change; the process of the change; 

maintenance of the change; ongoing implications; and patients’ issues. 

Demographics of Participants 

The sample of this study consisted of 20 managers with six from Hospital 1, seven from 

Hospital 2 and seven from Hospital 3. Of the 20 interviewees, five (25%) were Non-Saudis 

and 15 (75%) were Saudis. Regarding gender, three (15%) were females and 17 (85%) were 

males. The education level varied, with one holding a diploma, eight bachelors, five masters, 

five fellowships and one PhD. Regarding age, nine (45%) participants were between 30 and 

40 years, seven (35%) were between 41 and 50 years, and four (20%) were older than 50 years. 

Table 7.1. Summary of sample. 

Hospital number No. of participants Percentage 

Hospital 1 6 30% 

Hospital 2 7 35% 

Hospital 3 7 35% 

Table 7.1 shows the number and distribution of managers interviewed in this research. These 

managers represented different managerial levels – top, middle, and front-line managers – and 

different areas in the surveyed hospitals. These areas included the following departments: 

hospital administration, medical, nursing, pharmacy, operation theatre, quality, infection 

prevention and control, and patient affairs department. Although I was not able to survey the 
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same groups at all hospitals, due to their lack of availability, willingness or absence, medical, 

nursing, quality, and pharmacy heads were interviewed in all three participating accredited 

hospitals. 

Understanding Abbreviations  
I used letters when referring to interviewees. These letters are as follows: 

H1: Hospital one; H2: Hospital two; H3: Hospital three; HD: Hospital Director: MD: Medical 

Director; QMD: Quality Management Director; ICD: Infection Control Director; PHD: 

Pharmacy Director; ND: Nursing Director; OTD: Operation Theatre Director; PAD: Patient 

Affairs Director. 

1. Drivers for the Change 

This theme provides a summary of key comments that participants gave as a reason for joining 

the JCI accreditation. Three sub-themes fit under this main theme and are presented as follows. 

A. Compulsory from Ministry of Health 

Getting accredited by an international organisation is voluntary in some countries and 

compulsory in others. Participants in this study indicated that the Ministry of Health was under 

political and social pressure to accredit hospitals and this pressure flowed on to them to apply 

for accreditation. Participants made the following comments:  

It was necessary for each hospital to be accredited in front of the society and decision-

makers to ensure all aspects of patients' safety and satisfaction. (ICD, H1) 

Accreditation is mandatory in the country and all hospitals should go through this 

process. Our hospital was among the first eight hospitals that were advised to be 

accredited and that was a main reason for applying for the JCI. (ND, H3)  

Although it is compulsory from MOH, we had the internal desire in participation and 

in different standards and international accrediting body. (QMD, H1) 
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B. To improve healthcare quality and patient safety 

Despite the fact that accreditation is compulsory in the context of Saudi hospitals, a 

participating hospital’s internal motives may also stand behind successful implementation of 

accreditation and improvement in quality and patient safety. Participants made the following 

comments:  

Although it is compulsory from MOH, participation depends on how adopting 

[Participation in accreditation is driven by the employees’ motives] you are to the idea, 

and we were. (MD, H2)  

Hospital management wants the hospital to be accredited in order to improve the 

services provided to patients. (QMD, H3) 

The first reason for joining JCI was to achieve patient safety as the JCI focuses on 

patient safety issues. (PHD, H2)  

Accreditation is very important and I am confident that quality means safety. An 

example of that is the ‘time out’ [during the surgical safety checklist], which was not 

implemented before the JCI and it was the first International Patient Safety Goal 

(IPSG) standard to identify the patient correctly. We had sentinel events in most of the 

country's hospitals on a daily basis. It happens when a patient is taken to the OT instead 

of another [OT]. But after implementing ‘time out’, which involves identifying the 

patient on the table, the events were eliminated. (HD, H2)   

C. Reputational institutional and personal gains 

Two participants felt that international accreditation, such as JCI accreditation, improved the 

reputation of hospitals among the public, and gained their respect. People wanted to be treated 

at an accredited hospital. Participants made the following comments:  

The first benefit we gained from being an accredited hospital is the good reputation as 

being internationally accredited. (ND, H2)  
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We became referral hospital and patients want to be treated in our hospital. Patients 

trust in physician is a proof of their satisfaction. (OTD, H3) 

It was discussed earlier that accreditation is compulsory and may not happen without internal 

motives to improve quality and patient safety. However, personal gains for top managers may 

have their part in getting accredited by an international organisation. Participants made the 

following comments: 

From my point of view, the only reason for joining the JCI accreditation was to increase 

hospital's budget. It was mainly financial and not for organisational improvement 

(PHD, H3)  

You see, those people who used to be around you during accreditation disappeared 

when we achieved the certificate. (ND, H1) 

Accreditation is just a personal goal for the top management and an increase in the 

budget no doubt. (PH, H3)  

2. Plan for the Change 

The plan for the change represents the second major theme in this chapter and is a description 

of all plans and changes made by the participating hospitals in order to obtain accreditation. 

Sub-themes under this main theme included aspects such as action plans, organisation 

structure, human resources and employee culture, as follows. 

A. Action plans 

The first step hospitals undertook was to make a long-term plan to become familiar with all 

requirements for the accreditors’ visit. Participants made the following comments:  

The first step towards achieving accreditation was making an action plan which 

included documentation, increasing people’s awareness of the standards, formulating 
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teams to work on requirements and needs, and finding weaknesses that we can work 

[on] and strengths to maintain. (ND, H1)  

In the JCI book, there are fourteen chapters and each chapter contains [a] number of 

standards. There was a leader assigned to each chapter to follow-up on the 

implementation of the standards under his chapter. The JCI surveyors trained us on 

these standards before the mock survey visit in order for all staff to be familiar with the 

standards (IC, H1).  

We established a book containing all policies and procedures and this was signed by a 

committee and distributed to all departments to use it as a road map. (HD, H2) 

B. Organisation structure 
Participating hospitals spent a huge amount of resources to comply with the JCI standards. 

Participants made the following comments on the resources that had to be spent on their 

hospitals during preparation for accreditation:  

A lot of changes have to be made in order to attain accreditation starting with the 

organisational structure, the leadership design. The leadership responsibility should 

be clear, clear organisational structure should be in place, design pathways, 

implementing a system thinking, and leadership commitment towards accreditation. 

(QM, H3)  

The JCI require safety from A to Z such as exit doors, fire extinguishers, and other 

machines to be connected with an alarm system which was not available before the 

JCI. (QMD, H2)  

There was a huge amount of resources spent on hospital safety systems such as new 

automatic exit doors connected with alarming system. Also cameras in all hospital's 

exit doors to prevent child abduction. Sensitive fire extinguishers FM 200 that are kept 
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in sensitive areas like stores, medical records, and electrical system used in case of fire 

to prevent any damage. (HD, H2)  

Accreditation needs big amount of resources because healthcare machines are very 

expensive. Time and money are the two disadvantages the JCI accreditation had. 

(PAD, H3) 

C. Human resources 
Preparing for accreditation seems to put pressure on employees. All participating hospitals 

complained of the amount of work that resulted from undertaking accreditation. Participants 

made the following comments about how they tried to keep pace with the JCI standards 

demands:  

We increased the number of medical and nursing staff to keep pace with the JCI 

standards, which require specific staff to patient ratios. (MD, H2)  

Regarding manpower, there were difficulties because of the shortage in medical and 

nursing staff and that shortage was covered by local recruitment even from other 

hospitals until we achieved accreditation. We then started external recruitment and 

training for newcomers. (ND, H2)  

The hardest challenge we faced was the manpower shortage which does not give you 

enough time to adopt ideas or new work. This required us to work hard and work extra 

hours to cover this shortage. We worked continuously until 12 midnight until we 

achieved it. (MD, H2) 

One way to encourage employees to work hard in spite of shortages was financial incentives. 

Participants made the following comments:  

We provided employees with financial incentives to encourage them to deliver the best 

care, especially those units suffering from manpower shortage (MD, H1).  
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We change the culture by giving incentives for the staff that are willing to change. (PA, 

H3)  

One reason behind this shortage may lie in the recruitment strategy. One participant made the 

following comment:  

We suffered from a manpower shortage that we needed to speed up and achieve 

accreditation. This was covered partially because most qualified staff do not want to 

work in peripheral cities especially in Saudi Arabia. Also time constraint affected the 

recruitment process. (PTD, H1). 

D. Employee culture 
Employee culture seems the biggest issue encountered by all participating hospitals. Engaging 

in any quality improvement programme needs enough time and sufficient education and 

training in order to get employees prepared and increase their awareness and commitment. This 

seemed lacking in the context of my study. There was training for employees but it was not 

sufficient. Participants made the following comments:  

There was continuous education for all employees on accreditation standards. If you 

have qualified staff things will go smoothly. (PHD, H1)  

Qualified professionals were brought to train heads and key persons on how to apply 

the JCI standards. … The Ministry of Health trained heads for short periods of time, 

three days, which did not make them qualified enough to implement the standards. 

(QMD, H2)  

A lot of things have to be done for employees such as education, training, and 

behavioural change in order for them to be on the same boat towards accreditation. 

(QMD, H3)  

Having qualified employees helps you implement the standards in the right way and thus 

improve the service according to two participants. One reported:  
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As there are qualified employees who are aware of the JCI accreditation standards, we 

will be able to deliver better service and reach the highest quality standards of care. 

(PHD, H1) 

One participant criticised the training given to the heads of departments as too short and 

suggested prolonging it to improve their knowledge and skills in quality and accreditation 

issues.  

Training must be given in a flexible way and for enough time. For example, heads of 

departments must be trained for between 3 and 12 months. These trained heads must 

then be empowered and change those who are non-productive. (QMD, H2) 

Changing employees' culture towards quality issues was suggested by two participants to be 

the only way to succeed in implementing quality programmes like accreditation and maintain 

it. One reported:  

If you want to improve quality you must first change society and organisational culture. 

After that you can implement any quality programme through involving all employees. 

(ND, H1)  

3. The Process of the Change 

The process of the change represents the third major theme in this chapter and is a description 

of all actions made by the participating hospitals in order to obtain accreditation. These actions 

included changes in infrastructure, human resources and all processes performed within 

hospitals in delivering care. Six sub-themes fit under this main theme and are presented as 

follows. 

A. Changes in infrastructure 

Hospitals had gone through major changes in their infrastructure, and many other changes 

within most of the departments, to meet the JCI standards requirement. The following 
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statements show that huge amounts of resources are spent on infrastructure as a requirement 

of the JCI accreditation. Participants made the following comments: 

There were changes in hospital’s infrastructure which included developing isolation 

rooms, emergency exits, number of beds, and changes in pharmacy, laboratory, and x-

ray departments to comply with the JCI standards. (MD, H1)  

There were changes in infrastructure as new units and services were established and 

also changes in hospital safety system. For example, in pharmacy, there were no fluid 

infusion pumps before accreditation. In preparation for the JCI, it was bought and 

specific rooms were assigned for this purpose. (PHD, H2)  

Hospital administration made many changes in OT such as exit doors, supplies, and 

manpower to meet the JCI standards. (OTD, H3) 

B. Technology system improvement 
Engaging in the JCI accreditation seems to be of benefit in terms of availability and 

improvement in health technology systems. The following comments were received from 

participants:  

We had to improve our technology system. For example, we are working on a health 

information system as it can give us high grade in accreditation. (PHD, H1)  

We started implementing electronic files in our medical records unit which was 

required by the JCI and we took advantage of that to implement it for improvement 

purposes. We also have a backup storage unit which was not available before the JCI 

accreditation. (PAD, H2)  

The paperwork decreased and most of the work is done electronically. Now in a button 

press you can view all procedures performed on a patient. (PTD, H2)  
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Our health technology system should be improved as it is a crucial tool for continuous 

improvement. It is not compulsory from the JCI accreditation but you can achieve high 

grades in accreditation if you have it. For example, we in pharmacy are working on 

having dispensing cabinet trolleys fixed in all departments instead of preparing here. 

If you do not have an automatic dispensing system you can still get the accreditation 

but you will not get the same grade as if you have it. (PHD, H1) 

C. Documentation  
Documenting all procedures done to patients in their medical records is a requirement by the 

JCI accreditation. It also requires documenting in an organised way to ease the process of 

tracking all procedures performed on patients. Hospitals seem to have better documentation 

systems as a result of engaging in an accreditation by an international organisation. Participants 

made the following comments:  

There are many changes after accreditation. For example, a patient’s medical record 

is now easily traceable and everything is organised which lets you know where blood 

investigation and medication sheets are located in the file. (OTD, H3)  

There is a big difference in documentation than before accreditation. You document 

everything you do which is a good thing itself. Documentation protects you and makes 

those who come after you start from where you ended. (PTD, H1) 

However, the accreditation process did seem to increase time spent on paperwork, which may 

affect patients’ care by decreasing the time spent with patients. Participants offered the 

following comments:  

The biggest disadvantage of accreditation is the more documentation it adds to the 

work. Paperwork increased notably in the presence of shortage in manpower. (ND, 

H2)  
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It actually adds more paperwork which in turn affects the time spent with patients. For 

example, admitting a patient before accreditation took 10 minutes compared to post-

accreditation which takes a much longer time because every single thing has to be 

documented. (PAD, H3) 

D. Applying high level standards 
One wonders how engaging in an accreditation facilitates improvement in the hospital’s 

processes. One way was that the standards were believed to be developed by experts who are 

experienced in that field or domain. Participants made the following comments: 

If you wish to improve service, all you need is to implement the standards literally. The 

standards do so because they are evidence-based, which helps you to do the right thing 

from the start, (QM, H1) 

The JCI accreditation standard affects the care because it is evidence-based and people 

implement it in the right, and scientific way, under the supervision of surveyors who 

are considered experts in their fields. (ICD, H1) 

If standards are implemented correctly it will eventually improve the service (ND, H2).  

The process of accreditation puts you on the right track. It helps you do the right thing 

in the right way for the right patient in the right time from the first time and every time. 

(QMD, H3)  

Another way that accreditation improves processes was in requiring the participating hospitals 

to have cycles of improvement projects in areas with weaknesses. One participant made the 

following comment:  

Actually during accreditation we had projects in different departments based either on 

clinical practice guidelines or they chose a process to improve. We applied PDCA 

[Plan, Do, Check, Act cycle] on all projects and people are familiar with this method. 

With these different projects, we could improve the process in different areas in the 
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hospital, thus the situation can be improved a lot. These projects are requirements for 

the JCI accreditation in different departments in the hospital. (MD, H3)  

A third way is that an improvement in performance could not be proved without numbers. The 

standards were designed in such a way that allowed measurement of performance. One 

participant made the following comment: 

 In God we believe, others should bring data, no one could improve what he cannot 

measure. (QM, H1) 

E. Staff culture 
It is important to work on employees’ culture when planning any changes in the working 

processes. Employees were used to doing things in certain ways for a long time which made 

them less comfortable doing the same thing in different ways. Therefore, there may be a 

resistance in adopting new standards. Participants made the following comments:  

People culture was different as they were used to routine work and the accreditation 

helped them understand things through specific descriptions for each employee to 

follow. (MD, H1) 

The first thing that needed to be changed was the culture of the organisation itself. The 

people were not familiar with the accreditation process so we needed a total cultural 

change in the institution regarding the quality and patient safety. (MD, H3) 

It is important to get all employees involved in the process of accreditation, as success cannot 

be achieved without an effort from everyone. Participants made the following comments:  

Employees have to be involved in the process because leaders alone cannot make all 

changes in the hospital. (QMD, H3)  

Simply everyone contributed as a team member in this we all were encouraged by our 

leader who was present in everything. (OTD, H3) 
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Employees may resist engaging in the change required to apply accreditation standards to their 

own work practices. Many reasons may be behind staff resistance including workload, lack of 

knowledge, fears, and lack of involvement. Participants made the following comments:  

The staff resist the change because they are used to routine work and any new work 

requires time and effort. (MD, H1) 

People generally do not like to change. The culture of instilling the change in people 

was a bit difficult. (MD, H3)  

The major challenge is behavioural change. To change the behaviour of people who 

are used to doing something in their own way and to make them part of the system 

thinking of the organisation and to get them actively involved in improvement process 

is the major challenge. (QMD, H3)  

 The biggest challenge that we encountered during accreditation was resistance from 

some employees because they are not qualified enough to implement the JCI standards. 

(PHD, H1) 

The resistance to change was the hardest obstacle that we faced from employees and 

heads of departments. They did not want to change even for the best which can lead to 

patient safety. Employees do not concern themselves about outcomes but daily work. 

The resistance was due to workloads. (ND, H1)  

People resist the change because they fear uncertainty. For example, the surgeon 

knows his major but is not aware or educated in infection control and quality and safety 

issues which are new to him. (ICD, H3) 

When specifically asked about strategies they implemented to overcome resistance to change, 

participants mentioned strategies including training, education, and force: 
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We have a very strong management who sent circulars to all departments and forced 

people to comply through appointing strict heads. (ICD, H3)  

Staff resistance was overcome by education and training and they were involved in the 

process making because they are directly dealing with these process and standards. 

(ND, H3)  

The culture of instilling change in people was a bit difficult but we could do it by regular 

education of people, regular communication at all levels like doctors, nurses and 

technicians. (MD, H3) 

F. Training, knowledge and workload 
When implementing any quality programme, it is essential to allow enough time to instil the 

new culture in employees and provide training. It seems that there was a lack of proper 

preparation and education processes and standards for employees on accreditation. This led to 

misperceptions amongst front-line employees when implementing these standards. Participants 

made the following comments:  

The accreditation process, if given sufficient time to prepare, train and educate 

employees on these standards, and provided we are given all supplies and needs, will 

of course improve the service with enough manpower to implement them. But if the 

reason for joining the JCI accreditation is just to get the certificate in front of the 

Ministry of Health, the outcomes in turn will be bad. Most managers in Saudi Arabia 

seek the certificate not quality. Staff thought that accreditation would simplify work 

processes but found that it increased the work, as it requires more paperwork. Despite 

the shortage we had, accreditation process resulted in a workload which affected the 

service. (ND, H1)  

There was a manpower shortage and accreditation did not help as it added more work 

and burdens. (MD, H2)  
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There was work load on employees as they are required to do their work and then the 

work of the JCI accreditation. (PTD, H2) 

The time constraints and not being prepared for the accreditation process have resulted in 

unwanted consequences that may have a negative impact on the quality of care delivered to 

patients. Participants made the following comments:  

One disadvantage of the JCI accreditation is that some healthcare organisations can 

be certified without achieving a high level of quality. For example, some Saudi 

hospitals achieved accreditation but when we compared the services they provide with 

what we provide we noticed a big difference, although we are both accredited. (PHD, 

H1)  

In some parts of service, you can deceive the JCI accreditation surveyors to get the full 

score in some standards if your aim is to achieve accreditation. For example, they 

require a filing system report for the four months before the survey and you only have 

two months’ record. You can solve this by gathering a team to do backward filing. 

(ICD, H1)  

Accreditation could put stress on employees because they were afraid of whether they 

will pass or not. (MD, H3) 

Accreditation brings new standards, and lack of knowledge about these standards amongst 

hospital employees was one of the challenges hospitals encountered in implementing the JCI 

standards. Participants made the following comments:  

It was the first time for the staff to deal with international accreditation. (QMD, H1)  

Usually healthcare practitioners are not well orientated to statistics, measures, and 

figures. So you want to get people involved in the monitoring process and you need to 
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educate them in how to perform that monitoring in terms of data collection, data 

analysis, and making use of this data for improvement purposes. (QMD, H3)  

4. Maintenance of the Change 

Achieving accreditation itself is a means to an end, which is the maintenance of quality of care 

reached as a result of engaging in accreditation by an international organisation. However, 

maintaining the level of performance achieved during accreditation may be harder than 

obtaining the certificate of accreditation itself. This theme is a discussion of maintenance of 

accreditation and reasons for not being able to do so.  

A. Follow-up and commitment by leadership 

Monitoring performance through regular rounds and committees is one means of maintaining 

an achieved level of performance. Participants made the following comments in support of 

how they maintained performance achieved after accreditation:  

Every department has specific tasks assigned by the quality management department. 

These tasks are followed up through regular rounds and evaluation. There is also a 

quality committee held every two months to discuss progress and drawbacks. Heads of 

departments with poor performance are questioned and directed in areas of concerns 

to work on. (QMD, H1)  

The quality management department does a monthly evaluation for all departments 

through surveys. If they notice any decline in performance they question that and try to 

improve it to the same level as during accreditation because we will be re-accredited 

so we have to stay at the peak. (PAD, H3)  

However, the follow-up and commitment discussed in the previous paragraph seemed to 

happen from middle management. Continuity of good performance may not happen without a 

committed top management who are dedicated to quality and who perceive quality as a never-

ending process for improvement. This could happen in many ways including follow-up and 
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allocation of sufficient resources, which was lacking in the context of my study. Participants 

made the following comments:  

The follow-up by the top management decreased after achieving accreditation which 

caused a drop in performance. A follow-up from the top management is required in 

order to continue at the same level we achieved during accreditation. (PTA, H2) 

 Resources were available during accreditation process but discontinued immediately 

after achieving accreditation, which affected the continuity of care. For example, 

whatever we requested during accreditation we got immediately but not after achieving 

accreditation. (ND, H1)  

Top management commitment is the most important principle of quality. I read this and 

did not believe it until I saw it myself and started believing it is the only solution to 

quality. If you want to implement quality, you need a management who believes in it. 

(QMD, H1)  

Top management should motivate employees financially to maintain quality. (PH, H1). 

B. Incentives and punishment 
Management tried different approaches to make people comply in maintaining performance. 

In some places, they forced things on employees, such as financial deprivation and appointing 

very strict department heads that can make employees do things. Participants made the 

following comments on how they maintained performance within their organisations:  

We as a quality management department used the accreditation to threaten employees 

that they would not be included in the excellence allowance list if we failed 

accreditation or re-accreditation. (QMD, H2).  

From my point of view punishment is the best way that helped us get back to the 

performance reached during accreditation. (MD, H1)  
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We have a very strong management who sent circulars to all departments and forced 

people to comply through appointing strict heads. (ICD, H3)  

However, the results of using punishment may not have been as good as in other places where 

employees are rewarded for their performance. One participant made the following comment:  

Employees were rewarded, especially those who worked hard during and after 

accreditation. Also their names were listed among those eligible for excellence 

allowances this year which is 10% of their basic salaries, in recognition of their efforts. 

(ND, H2)  

C. Manpower 
Quality and quantity of manpower is a key factor in maintaining the same level of performance 

reached during accreditation and to improve the quality of patient care further. Accreditation 

puts pressure on employees as it requires additional work in all areas. This seemed to result in 

deterioration in performance as there were shortages in manpower in the participating 

hospitals. Participants made the following comments:  

The quality depends on quantity. We need employees in all departments as an essential 

part of working because people cannot work under stress. (MD, H3) 

Maintaining performance after accreditation is harder than achieving it. The reason is 

the lack of continuity due to healthcare professional shortage. This shortage is due to 

vacations or resignations for unknown reasons. (MD, H1)  

We have a problem that the experienced employees are resigning and new ones are 

coming and we have to teach them again and again so that they will reach the same 

level. (ND, H3)  

The hospital performance deteriorated after achieving accreditation. Although the 

paperwork and work pressure increased, the manpower number decreased due to 
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transfers and resignations which impacted negatively the service provided to patients. 

(PHD, H3) 

D. Clinical quality measures 
Measuring performance in a continuous and regular method through specific clinical quality 

measures and collecting data on them was one important strategy in maintaining performance 

after accreditation. Participants made the following comments:  

We ensure that there are clinical quality measures and we revised them on a regular 

basis with the concerned departments to ensure continuity of care after accreditation 

(HD, H2)  

We have ongoing improvement projects in all departments and we meet with quality 

facilitators in these departments very frequently to update ourselves about the status of 

the projects. Also all policies and procedures, plans like FMS plans and quality plans 

are reviewed, revised, and updated according to the updated JCI accreditation 

standards. (MD, H3) 

However, measuring performance through independent researchers may be a better and more 

reliable way of so doing, which was lacking in the context of international accreditation. One 

participant made the following comment, in relation to my research:  

We lack measurement and this research is a way of doing so. We implemented 

improvement methods by accreditation or whatever and need to know where we reach, 

we need something tangible. (QMD, H2)  

E. Education and training 
Educating and training health professionals on quality and accreditation standards seems a 

good way to maintain performance achieved after accreditation. Participants made the 

following comments:  
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We have a quality department that has strategies on how to maintain performance after 

accreditation. These strategies included training and education of all employees on 

quality aspects. (PA, H3) 

We have to educate employees to keep them all at the same level as their counterparts. 

There is annual training in quality and patient safety for all employees, refreshers for 

the existing employees and induction courses for the new ones. (QMD, H3)  

However, forcing employees to attend lectures may present a punitive culture that the hospitals 

adopted to maintain performance. Participants made the following comments:  

Attendance for lectures and training was high because it is mandatory. If you did not 

attend, you had to give an excuse and they would schedule you in another one. There 

was also punishment for those not attending. (PAD, H3) 

Teaching healthcare professionals quality and patient safety at universities in order to have 

them committed to quality as part of their jobs and instil a quality culture in employees before 

even joining hospitals may be another view. One participant made the following comment:  

I wish quality and patient safety were taught at universities to all healthcare 

professionals to have it instilled in them before they start working. (MD, H1) 

F. Pressure on hospital 
After achieving accreditation, the number of patients visiting the hospital increased. One 

participant commented that this increase seemed to be one of the reasons behind a drop in 

performance:  

There is an increase in the number of patients which is an important reason behind a 

drop in performance, which I considered positive and negative at the same time. This 

increase is due to patients' willingness to be treated in our hospital or transferred from 

other hospitals. On one side it reflects the good reputation the hospital achieved after 
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accreditation, and on the other side it impacted the continuity of care and caused drop 

in performance. (HD, H2)  

G. Frequent changes in management 
Frequent changes occurring at the top and middle management levels seemed to cause 

instability in maintaining performance after accreditation in the participant hospitals. 

Participants made the following comments:  

There was instability in the top management as the Ministry of Health changed leaders 

once they achieved accreditation. The process of accreditation is just the starting point 

and quality is a continuous process and does not end by achieving accreditation. For 

example, the Ministry changed one of the directors of our hospital and appointed him 

in another region after achieving accreditation. (QM, H1) 

There were always changes in departmental heads and the top management was a real 

obstacle frankly. (QM, H1)  

The Ministry of Health trains people and when they are back the hospital management 

changes them with untrained ones which was a big problem. Also frequent changes 

appeared in regional managers from the Ministry of Health. In the last three years we 

had four general directors. Frequent change works against any change you aim for. 

(QM, H2) 

H. Staff culture 
Maintaining performance should not only occur from management but also from employees. 

Instilling a good quality culture within employees can be very helpful in achieving high level 

quality and maintaining the level achieved, which was lacking in the context of my study. 

Participants made the following comments:  

 It was hard to maintain the same level of service due to some employees’ culture as 

they do not want to maintain the same level after accreditation. They justified this by 
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saying that accreditation is achieved and there is no need to keep doing the same things 

as there is a big workload and long processes. I noticed a drop in performance in my 

department after we achieved the JCI accreditation. Medication errors have increased 

after accreditation due to not complying with standards. (PHD, H1)  

After achieving the JCI accreditation, employees thought that this was the only thing 

required and then fell back to the routine work due to lack of knowledge and awareness 

about the importance of continuity. (ICD, H3)  

Spirit, discipline, and commitment are hard to continue for long periods. It happened 

for a period of time like during accreditation process then dropped after achieving it. 

(MD, H2) 

Documentation decreased dramatically after achieving accreditation and caused a 

drop in the level of performance we reached. This problem was due to shortage in 

number and specialty of manpower. (HD, H2)  

The reason for the drop in performance after accreditation was due to health 

professionals’ exhaustion through the accreditation process which continued for a 

short period of time. (QMD, H1)  

5. Ongoing Implications 

Ongoing implications is the fifth theme and is a description of outcomes that resulted from 

engaging in accreditation by an international organisation. The following are the sub-themes 

that fit under this theme. 

A. Employee empowerment 

Involving employees in process improvement is one indication of the quality culture within 

any organisation. However, it was not identified as an important factor by the majority of 

participants as only one reported involving employees in the decision-making process, making 

the following comment:  
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Employees are very much empowered. We have no less than 16 committees covering 

all areas in the hospital with representatives from all departments. Apart from the 

committees and the chiefs of departments in the leadership committee, we have 

qualified facilitators everywhere. We also have safety facilitators from among the 

employees in the different departments so they feel involved in the process. (QMD, H3)  

B. Changes in employees’culture 
Participating hospitals seemed to benefit from engaging in accreditation in that it changed 

employees’ culture by making them more organised and work better in teams. Participants 

made the following comments: 

The biggest advantage of the JCI accreditation is culture change. It teaches people that 

there are standards and there is education and they are prone to be questioned at any 

time. (QMD, H1)  

 Accreditation made us work as a big family and work in teams. The JCI surveyors 

inspected the patient file from admission to discharge which made us work as a team. 

(OTD, H3)  

Everything now becomes more organised as there is a clear organisational structure. 

Each employee, whether a nurse, doctor, or other health practitioner, becomes aware 

of the working processes and what is his/her role according to the hospital structure. 

They also know if a problem happens how to fix it and to whom they report. (IC, H1) 

C. Services expanded 
The Ministry of Health in Saudi seem to reward hospitals that achieved accreditation by 

increasing their resources and expanding their services. One participant made the following 

comment:  

The hospital is growing in terms of number and variety of services provided by the 

hospital. We have more employees than before the accreditation and there is an 



	

139 

increase in the number of patients coming to the hospital. Also the services have 

improved or a new service is in place. (QMD, H3) 

D. Improved employees' skills 
Engaging in any continuous improvement process would normally result in improved 

employees’ skills. Participants made the following comments:  

One of the most important benefits accreditation added is that a new generation of 

employees emerged. They were not known before the accreditation took place but 

adopted and believed in the idea even more than their heads of departments. (QMD, 

H2)  

Firstly the healthcare providers’ skills improved and they provided the best care for 

the patients they cared for. They have improved because they are working with the JCI 

standard which is a big jump for the staff. Their skills, habits and behaviour have 

changed for the better as a result of engaging in such a programme. I am sure if we 

want to achieve another certificate they will be committed. (PAD, H3) 

6. Patients’ Issues 

Patients’ issues represent the last main theme and it focuses on patients’ outcomes and 

satisfaction resulting from engaging in the JCI accreditation. The following are the sub-themes 

that fit under this theme. 

A. Improves patients’ care and satisfaction 

Patients are reported to be more satisfied with the service provided by the participating 

hospitals. Participants made the following comments:  

Patients can get a better service now than before in all departments. (PHD, H1)  

 The services provided have improved and we now know what is happening through 

our ability to measure. You cannot improve what you cannot measure. (QMD, H1)  
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We have a regular survey for patient satisfaction in our hospital and we noticed a very 

high level of patient satisfaction after accreditation. There is an improvement in the 

rates when compared with pre-accreditation. (MD, H3)  

The first benefit we gained from being an accredited hospital is the good reputation 

from being internationally accredited. (ND, H2)  

We became a referral hospital and patients want to be treated in our hospital. Patients’ 

trust in physician is a proof of their satisfaction. (OTD, H3)  

However, no one was able to tell what the percentages of patient’s satisfaction rates pre- and 

post- accreditation were, and these comments conflict with findings reported from the patient 

survey in Chapter 5.  

B. Decreased medical errors 
Participating hospitals also seemed to notice a reduction in medication errors as a result of 

engaging in the JCI accreditation. However, as with the patients’ satisfaction sub-theme, 

participants were not able to state percentages and numbers to support their claims. Participants 

made the following comments:  

Medication errors decreased such as dispensing errors, prescribing errors from 

doctors, and administration errors. We compared the number of errors before and after 

accreditation and noticed improvement after accreditation. (PHD, H1).  

Regarding patient safety, we have indicators of morbidity and mortality, sentinel 

events, near miss, and medication errors and noticed improvement in all indicators 

after accreditation (HD, H2). 

C. Improves quality and patients’ safety 
One reason for engaging in accreditation by an international organisation is to deliver quality 

care to patients and ensure patients’ safety. Participants indicated that patients’ outcomes were 
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improved, but failed to provide evidence to support their claims. Participants made the 

following comments:  

Accreditation added value to the individuals, services, and organisation as a whole. 

What I have been observing all the time since the accreditation process started, and 

until the hospital got accredited and up to now, was that there is a dramatic change in 

the service provided in terms of the quality and safety of care delivered to patients and 

even the number of services expanded (QMD, H3).  

The advantage of accreditation is that quality of care and patient safety has improved 

dramatically. Patient safety has improved because we are following IPSGs. There are 

no statistics but you can see that, it is obvious and people are used to it (ND, H3).  

In the past, there were medication errors and falls happening and we did not even know 

about them and no corrective actions were taken. After accreditation people do not fear 

anymore and start reporting medication errors and falls and we do root-cause analysis 

and corrective actions (QMD, H1).  

Discussion 

The interrelated themes that emerged concerning the JCI accreditation process and its impact 

on quality of patient care focused around drivers for the change, plan for the change, the 

process of the change, maintenance of the change, ongoing implications, and patients’ issues. 

Participants were positive in their accounts of 1) planning changes needed to achieve 

accreditation and 2) managing patient issues. However, participants reported less favourably 

on the processes of implementing and maintaining changes.  

Getting accredited by an international organisation seemed to be driven by different goals. 

Some positive drivers were compulsion from the Ministry of Health, to improve quality and 

patient safety, and for a good reputation as an accredited hospital. However, getting 

accreditation for personal gains by top management represented the negative side of seeking 
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accreditation. Planning the change was the first step after being selected for accreditation by 

an international organisation. At this stage, participating hospitals had extended plans, 

including a wide range of changes in the structure and processes. The process of the changes 

included but were not limited to infrastructure, documentation, and staff culture. This stage, 

however, was not easy to implement as it was usually faced with resistance from employees at 

all levels. This resistance was driven by time constraints, employee shortage, workload and 

stress on employees.  

Maintaining performance achieved after accreditation is more important than achieving 

accreditation itself. The three accredited hospitals, however, did not seem to maintain their 

performance after accreditation, as perceived by interviewees. Interviewees reported various 

reasons behind a deterioration in performance. These reasons were lack of follow-up and 

commitment by top management, manpower shortage, lack of incentives, insufficient training, 

employees’ culture and frequent changes in management.  

There seemed to be some ongoing positive implications that resulted from achieving 

accreditation, according to interviewees. These were expansion in the services, employees 

being empowered, good employee culture and improved employees’ skills. The last theme 

represents patients’ issues. In this theme, there seemed to be a sense that there had been an 

improvement in quality, safety and satisfaction levels among patients treated in accredited 

hospitals, according to interviewees. However, participants were unable to provide any 

numbers to support their claims. 

Although managers perceived accreditation as a tool that improved some aspects of healthcare 

quality, they also suggested that their participation in the JCI accreditation was imposed on 

them by the Ministry of Health in Saudi Arabia. Such a decision was not an easy or inexpensive 

exercise, as hospitals spent huge amounts of their resources on changing infrastructure, 
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training, and consultations related to the accreditation standards. Were these resources spent 

wisely or could they have been spent more productively elsewhere?  

The implementation of the JCI accreditation standards in the three hospitals surveyed in this 

research was confronted with many obstacles and challenges. These challenges included but 

were not limited to resistance to change at both employee and management levels, manpower 

shortage, lack of knowledge by employees about the accreditation, financial difficulties, and 

lack of commitment by the top management. One wonders if rushing towards adopting 

accreditation without enough training and preparation for such external programmes could be 

a reason behind lack of knowledge and resistance by employees.  

Participants in this study identified several advantages in accreditation, including patient safety 

and satisfaction, increases in hospitals’ budgets, documentation improvement, less paperwork, 

infrastructure, traceability, and employee empowerment. Despite this, there was conflict in 

respondents’ views on the availability of data such as infection rates, hand hygiene compliance 

rates, and patient falls before and after implementing accreditation to support the sense of 

improvement in patient safety and satisfaction. Also, there was no consensus on the rest of the 

advantages across the study, except for documentation and infrastructure.  

Participants identified disadvantages to accreditation as well. These disadvantages are at three 

different levels, management, employees, and resources. Top management was perceived to 

use accreditation for personal gains and not for any improvement purposes. This was indicated 

by lack of commitment of top management after achieving accreditation and the drop in 

performance at the same time. At the employees’ level, this research found accreditation to 

impose stress on employees and increase in turnover rates due to workload, lack of incentives, 

and other external factors. Finally, there was a consensus on the notion that accreditation is a 

very costly exercise as huge amounts of resources were spent on adopting such a programme. 

This conclusion is supported by a systematic review published in 2013 which concluded that 
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there is a lack of evidence to support the idea that accreditation benefits justify the cost spent 

on it (Mumford et al, 2013). 

Limitations 

One possible limitation of this study is that I only interviewed staff working in three accredited 

public hospitals. The findings are likely to be relevant and transferable to other public hospitals 

or other types of healthcare facilities, but not “generalisable” in a quantitative sense, as that is 

not the aim of the exploratory approach of this type of qualitative work. Bias could arise from 

my previous role as a staff nurse in the context of Saudi hospitals, and my own views of 

accreditation which may influence the course of interviews and the interpretation of the data. 

However, I used different methods to minimise my own bias including double coding, two 

researchers agreeing on the themes, and checking back with participants.  

Conclusion 

The findings of this qualitative study revealed varying and conflicting views both in favour of 

and against accreditation programmes by the managers participating in the interviews. 

Although some stated that accreditation is a valid tool for improvement, many cast doubt on 

its effect and reported that it is a costly exercise. There was criticism over the pressure the 

process of accreditation put on employees and difficulties in maintaining the level of 

performance achieved during accreditation processes. However, we cannot be sure if the 

managers’ opinions on employees’ pressures are reflections only of the accreditation processes. 

Given the investment on accreditation, and the lack of consensus on its enduring impact, more 

caution may need to be taken. Certainly, more thoughtful time may be needed in both preparing 

for accreditation, including getting staff well-trained and well-resourced to manage the changes 

and build their commitment to it, and then maintaining that commitment throughout all levels 

of the organisation, well beyond accreditation being achieved, if there is sufficient evidence of 

the enduring benefits of the standards.  
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CHAPTER 8: HOSPITAL DATA 

Abstract 

Background: While many hospitals in Saudi are adopting the JCI accreditation, few are using 

quality indicators as a means of evaluating the impact of accreditation on the quality of patient 

care. 

Purpose: The aim of this study was to investigate the impact of the Joint Commission 

International (JCI) Accreditation of healthcare organisations on clinical quality indicators in 

accredited and non-accredited hospitals in Saudi Arabia.  

Methods: All of the six study hospitals were approached and asked to provide reports on a 

range of outcome quality indicators including infection rates and patient falls in hospitals. In 

accredited hospitals, pre- and post-accreditation data were compared. Data from accredited and 

non-accredited hospitals were also compared. No risk adjustment was made for case-mix.  

Results: Data were obtained from two accredited and two non-accredited hospitals as the data 

were not available from the other two hospitals. The results of pre- and post-comparison from 

two accredited hospitals show changes in only one hospital before and after engaging in the 

JCI accreditation. There was a lower fall rate per 1,000 patient days in non-accredited hospitals, 

mean (M) = 0.55 with 95% CI (0.46, 0.64), than in accredited hospitals, M = 1.60 with 95% 

CI (1.35, 1.85).  

Conclusion: I found changes in one accredited hospital in quality indicators following 

accreditation. Differences between accredited and non-accredited hospitals were in both 

directions, favouring and not favouring accredited hospitals, and, given we only studied two 

of each type of hospital and did not adjust data for risk, differences may well reflect factors 

other than accreditation.  



	

 146 

Introduction 

Studies on the impact of accreditation adopt different methods such as staff and patients’ 

surveys, and clinical quality measures. In previous studies in Saudi Arabia and other Gulf 

countries, staff and patients surveys have been employed (Al Awa et al., 2010; Alaraki, 2014; 

Al-Qahtani, Al-Dohailan, et al., 2012; Al-Qahtani, Al-Medaires, et al., 2012; El-Jardali, 

Dimassi, Jamal, Jaafar, & Hemadeh, 2011; El-Jardali et al., 2008). However, I could not find 

any published studies investigating the impact of accreditation on clinical quality measures. 

Therefore, the focus of this study was to investigate the impact of the JCI accreditation of 

healthcare organisations on quality of care in accredited and non-accredited hospitals in Saudi 

Arabia, as measured by routinely collected clinical quality indicators. 

Objective 

My aim was to test research Hypothesis 2 of this overall project, stating that the process of 

accreditation improves quality of care as evidenced by superior measures for quality indicators 

in accredited hospitals. 

Methods 

Study Design  

I conducted a cross-sectional study to compare selected existing quality measures between pre- 

and post-accreditation periods and between accredited and non-accredited hospitals. 

Data Collection 

I approached hospital quality officers at the six study hospitals (three JCI-accredited, three not 

JCI-accredited) and requested access to their routinely collected data on quality clinical 

indicators. I specifically sought data on Hospital Acquired Infection (HAI) and Patient Falls, 

as the Ministry of Health in Saudi Arabia requires all hospitals to collect these measures. The 

Ministry of Health in Saudi Arabia provide unified definitions of infection across all the 

country’s governmental hospitals. It has also unified the process of data collection of these 
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types of infections for comparison and improvement purposes. Therefore, the data are collected 

in a consistent way throughout the whole period across all the hospitals included in the study. 

 The HAI data were broken down into Catheter-Associated Urinary Tract Infections (CAUTI); 

Surgical Site Infection (SSI); Ventilator-Associated Pneumonia (VAP); and Central Line-

Associated Bloodstream Infection (CLABSI). I collected these data from each hospital for the 

preceding five years because these were available for all hospitals.  

Data Analysis 

To compare the quality of care delivered to patients in accredited and non-accredited hospitals, 

I examined infection rates and patient fall rates. I first compared rates before and after 

implementation of accreditation standards within accredited hospitals. I then compared rates 

between accredited and non-accredited hospitals.  

For each rate, an average was calculated for the period between the years 2010 and 2015. Mean 

and 95% confidence intervals were used to compare accredited and non-accredited hospitals.  

I created time series of infection rates for accredited hospitals before and after joining 

accreditation with monthly data where available. I then charted a median of all time periods. 

Where there appeared to be a change, I created a run chart showing two different medians using 

the run chart rules. 

Run chart rules 

There are four different rules that could be applied to detect whether a variation within a dataset 

is due to special cause or common cause variation (Provost & Murray, 2011).  

Rule 1 - Shift: A shift on a run chart “is six or more consecutive points either all above or all 

below the median.” 

Rule 2 - Trend: A trend on a run chart “is five or more consecutive points all going up or all 

going down from the median.” 
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Rule 3 - Runs: A run “is a series of points in a row on one side of the median.” 

Rule 4 - Astronomical point: This rule aims at detecting unusual small or large numbers. They 

are characterised by “data points that are obviously, or even blatantly different from all or most 

of other values.”  

Results 

Data were not available from one of the accredited hospitals (KFCH) and one of the non-

accredited hospitals (KAH), as the hospitals claimed they did not collect it. One non-accredited 

hospital (QCH) did not provide monthly data but only provided them yearly.  

No test was carried out to test for significant difference pre- and post-accreditation, due to 

insufficient number of observations. The results in Table 8.1 show means and standard 

deviations of infection rates in the two accredited hospitals before and after joining the JCI 

accreditation of healthcare facilities. The mean for infection rate per 1,000 patients’ days for 

ACH was lower after achieving accreditation. In the other hospital, KKH, the mean infection 

rates changed very little following accreditation.  

Table 8.1. Mean (standard deviation) of infection rates per 1,000 patient admissions in 
accredited hospitals pre- and post-accreditation. 

Accredited hospitals  2 years before 
accreditation 

2 years after 
accreditation 

ACH 2.21 (1.93, 2.49) 1.12 (1.02, 1.22) 

KKH 0.34 (0.28, 0.40) 0.31 (0.26, 0.36) 

Note. KKH: King Khalid Hospital; ACH: Aseer Central Hospital. 

Table 8.2 summarises the average fall rates per 1,000 patient days in accredited (KKH and 

ACH) and non-accredited (NGH and QCH) hospitals. The findings show lower rates in non-

accredited hospitals, M = 0.55 (SD = 0.16), than in accredited hospitals, M = 1.60 (SD = 0.40).  
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Table 8.2. Comparison of average fall rates per 1,000 patient days (2010–2015) between 
accredited and non-accredited hospitals. 

Average rate of falls  M (95% CI) 

Accredited (KKH and ACH) n=10 1.60 (1.35, 1.85) 

Non-accredited (NGH and QCH) n=12 0.55 (0.46, 0.64) 

Note. KKH: King Khalid Hospital; ACH: Aseer Central Hospital; NGH: Najran General Hospital; QCH: Qateef 
Central Hospital. 

Average fall rates presented in Figure 8.1 showed higher fall rates in accredited hospitals than 

in non-accredited hospitals.  

Figure 8.1 Average fall rates per 1,000 patient days in accredited and non-accredited 
hospitals. 

 

Table 8.3 shows that there is minimal difference between accredited and non-accredited 

hospitals on infection rates.  

Table 8.3. Infection rates per 1,000 patient admissions in two accredited and two non-
accredited hospitals. 
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Accredited  1.36 (0.80) 
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The data in Figure 8.2 presents average infection rates in accredited and non-accredited 

hospitals. Accredited hospitals showed higher rates in years 2010 and 2011 than in non-

accredited hospitals. In 2012, there was a decrease in rates in accredited hospitals and an 

increase in non-accredited hospitals. From 2013 to 2015, accredited hospitals seemed to have 

lower rates than non-accredited hospitals and this trend seemed to be constant.  

Figure 8.2. Average infection rates per 1,000 patient admissions between accredited and non-
accredited hospitals. 

 

For the other infection rates, there were some inconsistencies in the data collected in the 

incidence rates and the number produced for one accredited (KKH) and one non-accredited 

(NGH) hospital, hence their data was not used in the calculation. The results in Table 8.4 

represent the average infection rates per 1,000 admissions for Qateef (non-accredited) and 

ACH (accredited) hospitals from 2010 to 2014. The findings indicate that there is no obvious 

difference in the proportions of infection rates between the accredited and non-accredited 

hospitals. 
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Table 8.4. Average rates of infection per 1,000 admissions with 95% CI for Qateef (non-
accredited) and ACH (accredited) hospitals, 2010–2014. 

Other infection rates 
Non-accredited 

N = 1 
Accredited 

N = 1 

CLABSI incidence rate 3.28 (2.54, 4.02) 2.02 (0.55, 3.49) 

CAUTI incidence rate 2.56 (1.64, 3.48) 4.95 (0.01, 9.89) 

VAP incidence rate 4.06 (2.25, 5.87) 3.47 (-0.05, 6.99) 

UTI incidence rate 1.18 (0.69, 1.67) 0.60 (0.04, 1.16) 

SSI incidence rate 0.55 (0.35, 0.75) 0.58 (0.29, 0.87) 

Note. Catheter-Associated Urinary Tract Infections (CAUTI); Bloodstream infection (BSI); Surgical site infection 
(SSI); Ventilator-Associated Pneumonia (VAP); and Central line-associated bloodstream infection (CLABSI). 

Run Chart Results of Accredited Hospitals Before and After Joining Accreditation 

From the overall infection rates, we can see in Figure 8.3 that there is a shift in the ACH 

hospital as the overall infection rates were slightly higher in the year 2010 and 2011, compared 

to 2013 and 2014. The accreditation process took place in late 2011 to early 2013, as shown in 

Figure 3. I started with this point set and put a median through it and it crossed the median and 

stayed crossed which may indicate a point of change (Figure 8.3). 
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Figure 8.3.Time series of overall infection rates per 1,000 patient admissions at Aseer Central Hospital (ACH), accredited, with one median.  

 

 

I redrew it to show the two time periods which are different instead of showing the pre- and post-accreditation periods using the run chart rules. 

As can be seen in Figure 4, there are more than six consecutive points below median during the accreditation process, followed by a slight shift at 

the end of the accreditation process. After that, another shift occurred from April 2013 until October 2014. Something about doing accreditation 

Accreditation	Processes 
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seems to have been associated with the change. None of this proves that accreditation was the cause. What this shows is that there was a change 

at about the time of accreditation which may or may not have been due to accreditation.	
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Figure 8.4. Run chart of overall infection rates per 1,000 patient admissions at Aseer Central Hospital (ACH), accredited, with two medians.  

 

However, there was no change in the other accredited hospital, KKH, as there seems from the graph that there is no change in the all-time series 

(Figure 8.5).	
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Figure 8.5. Time series of overall infection rates per 1,000 patient admissions at King Khalid Hospital (KKH), accredited, with one median.	

 

In NGH, there seems to be a change (Figure 8.6) but it did not stay down as the line crossed the median in a constant base (Figure 8.7).	
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Figure 8.6. Time series of overall infection rates per 1,000 patient admissions at Najran General Hospital (NGH), non-accredited, with one 
median. 
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Figure 8.7. Run chart of overall infection rates per 1,000 patient admissions at Najran General Hospital (NGH), non-accredited, with two 
medians.	
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Discussion 

In this study I was able to collect data on clinical quality measures in two accredited and two 

non-accredited study hospitals. This study showed changes in infection rates in one accredited 

and one non-accredited hospital. However, there were lower rates of falls in the non-accredited 

than in the accredited hospitals.  

There are some reasons that may lie behind this finding. Patient demographics such as age 

could be a contributing risk factor for falls in the hospital. Some studies found age of patients 

to be a statistically significant factor, with elderly being more at risk of falls than younger 

patients. Patients aged 60 years and older were identified as at increased risk of falls, and those 

80 years and older were at the greatest risk of falls. Other risk factors that contribute to patients’ 

falls are medication used, history of fall, side-rail and bed position, call light location and 

usage, floor type and problems, and staffing levels. However, the lack of reporting on such 

data by the hospitals I surveyed makes it hard to determine the risk factors associated with 

falls, or why non-accredited hospitals had lower rates than accredited hospitals.  

In one accredited hospital, it appears from the run chart that a change occurred about the time 

when the accreditation process started and it is plausible that by then accreditation was starting 

to have an effect. But it did not occur in the other accredited hospital as it seems there was no 

change in the all-time series. Furthermore, one non-accredited hospital also showed changes 

but these seemed to fluctuate in a constant base. That leads me to the conclusion that it is not 

simple to say accreditation works or not; rather, there may be something about the way it is 

done. The right hospital with the right approach can be effective and it looks as if that might 

be true for the accredited ACH hospital.  

Earlier in this thesis, I presented a systematic review of all studies comparing accredited and 

non-accredited hospitals worldwide. One section in the review focused on studies that explored 

clinical quality measures as a means of evaluating accreditation impact on quality of care. This 
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section failed to show noticeable differences between accredited and non-accredited hospitals. 

The findings of the current study of hospitals in Saudi Arabia are consistent with the 

conclusions in the systematic review. However, one wonders if these differences were 

attributable to the accreditation process or were due to different patient groups, as the data I 

compared were not adjusted for risks. 

Limitations 

This was a retrospective observational study which does not establish a causal relationship 

between accreditation and clinical quality measures. Another issue in this study is the limited 

and incomplete data obtained from accredited and non-accredited hospitals participating in this 

research. Also, the rates I used in this study were raw data and not adjusted for risk, and the 

results may be due to different patient populations in the study hospitals. Finally, the data used 

in this study are self-reported by these hospitals, which raises the question about bias. Bias 

suggests that hospitals may be suppressing reporting of poor outcomes. 

Conclusion 

The findings of this study showed lower fall rates in non-accredited hospitals. Run charts of 

comparison of accredited hospitals data before and after joining the JCI accreditation showed 

improvement in only one accredited and one non-accredited hospital in hospital indicators over 

time. These findings do not allow firm conclusions but at the least show no evidence of an 

advantage for accreditation. 
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CHAPTER 9: DISCUSSION, CONCLUSIONS AND FUTURE 

RESEARCH 

In this thesis, I carried out four studies investigating the impact of the Joint Commission 

International (JCI) accreditation on healthcare quality, by comparing accredited and non-

accredited hospitals in Saudi Arabia. I also conducted a systematic review on studies that 

measured accreditation impact by comparing accredited and non-accredited hospitals 

worldwide. The studies I carried out in Saudi hospitals were of staff perceptions, patients’ 

experience, hospitals’ existing data on infection rates and patient falls, and finally interviews 

with managers working in accredited hospitals. The reason for carrying out these different 

studies was to cover different angles when studying the impact of accreditation, as they 

complement each another. 

The findings from these different studies varied, with some supporting and some not supporting 

how much impact accreditation has on quality of care. In the systematic review, I was interested 

in the difference between patient and staff opinions. On the whole, staff at healthcare 

institutions reportedly had more positive views on accreditation than did their patients. These 

findings are in line with the findings of the staff and patient survey studies I conducted. The 

different data types in this thesis show different results in terms of the value or perceived value 

of accreditation. The differences in these data results may occur due to many factors. One 

possible reason could be that each group sees the value of accreditation only from their own 

perspective and this does not fully reflect other sides of accreditation impact. For example, 

staff may focus more on processes whereas patients are outcome orientated. The staff I 

surveyed supported a positive effect of accreditation. Regarding patients, there seemed to be 

an effect between hospitals favouring non-accredited hospitals, although this seems to have 

been substantially attributable to a single non-accredited hospital, and may therefore reflect 

factors unique to that hospital other than accreditation status. However, one would expect 
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accreditation should have a positive effect on patient experiences, and it is interesting that I did 

not find evidence of this in my survey.  

I found some changes in quality indicators in individual hospitals. I was not able to obtain the 

information I was aiming for from the six hospitals which limited the extent to which I could 

do any analysis. Changes in accredited and non-accredited hospitals occurred in individual 

hospitals. In one accredited hospital, accreditation seems to have been associated with change, 

but coincidental timing does not prove that accreditation was the cause. In one non-accredited 

hospital, there also seemed to be a change in infection rates. However, given that we only 

studied two of each type of hospital, and did not adjust data for risk, this may well reflect 

factors other than accreditation. These inconclusive findings are also in line with the systematic 

review I carried out earlier in this thesis.  

The qualitative arm of this thesis comprised interviews with managers working in accredited 

hospitals. The findings of the study did not show perceived value in engaging in accreditation 

in the institutions studied. Hospitals seemed to rush for accreditation without enough training 

and preparation for such a programme. This rush seemed to cause pressure on employees, 

which in turn caused some resistance in adopting and maintaining accreditation standards. 

The qualitative chapter may throw some light on some outcomes of the other studies I carried 

out. One interesting finding in the interviews was that accreditation caused a load on employees 

as it requires a lot of paperwork. This made employees spend a lot of time working with 

documents which subsequently decreased the time spent with patients. This finding may be an 

explanation of the results of the patient surveys, which suggested better experience amongst 

those treated in non-accredited hospitals. One could also argue that patients receiving treatment 

in internationally accredited hospitals would have higher expectations than those treated in 

non-accredited hospitals. One theory that may reflect the results from the patient surveys could 

be the time spent with patients by physicians and nurses. Accreditation was viewed by staff, 
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and supported by managers I interviewed, as consuming staff time and resources, which could 

be a factor in the differences between patients in accredited and non-accredited hospitals.  

Another interesting finding from the interviews was that there was not enough preparation for 

the accreditation process as it was imposed on them by the Saudi Ministry of Health. Also, 

there was a rush to achieve accreditation by top management in the hospitals to satisfy 

executives in the Ministry. This rush caused a lot of resistance from front-line employees as 

they were not prepared for the change processes. This was reported as a reason for not 

maintaining performance achieved during accreditation. One would expect improvement in 

clinical quality measures as a result of engaging in accreditation and maintenance of that 

improvement following accreditation. Clinical quality measures are more objective data, and 

if these were more readily available and reliable, pre- and post-accreditation, that would make 

clear the outcomes of engaging in any improvement project, more than was evident in the less 

than comprehensive data I was given access to. 

Overall, except for the staff survey, the findings of the different studies I carried out in this 

thesis seem to line up with international literature and differ from findings from those studies 

that took place in Saudi Arabia. The findings of my systematic review - that the results of 

accreditation are inconclusive - are consistent with other systematic reviews that were 

conducted by other authors internationally (Almasabi et al., 2014; Braithwaite et al., 2012; D. 

Greenfield & Braithwaite, 2007; David Greenfield & Braithwaite, 2008; Hinchcliff et al., 2012; 

Mumford et al., 2013). Staff perceptions seem positive not only in my study but also in other 

studies that have taken place in Saudi, and internationally (Alaraki, 2014; Al-Qahtani, Al-

Medaires, et al., 2012). Existing evidence on patients’ experience and accreditation do not 

support that accreditation was a positive exercise, which lines up with my findings (El-Jardali 

et al., 2011; Sack et al., 2010). Finally, evidence on clinical quality measures is inconclusive 

in my study and international literature. 
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A recent study was carried out in India, using a mixed method approach, investigating the 

challenges that accredited hospitals encountered when going for reaccreditation. The findings 

of this study revealed that top managers viewed accreditation as a costly program and a burden 

on employees in terms of workload and time. Despite this perception, top managers continued 

to seek accreditation as it gave them a competitive advantage in terms of community 

confidence and better pay rates by payers. Clinicians viewed accreditation as an increase to 

non-clinical workload. The study concluded that leaders need to recognise and acknowledge 

resistance and scepticism and find ways to make healthcare providers become positively 

engaged, as any quality improvement activity application depends entirely on the commitment 

of healthcare providers. Finally, the researchers suggested that leaders should generate interest 

and commitment without forcing healthcare providers to participate in activities they neither 

believe in or understand (Puri & Kaur, 2017). 

There is a big difference between engaging in an accreditation program and treating it as tick-

box activity for the purpose of achieving certification. Engaging in accreditation reflects a 

deeper understanding and belief by healthcare providers that the program would put them on 

the right track to improving the process of care and therefore lead to improved patient care. 

Engagement also reflects an organisational culture that sees these programs as a means for 

improvement and not an end in itself. On the other hand, treating accreditation as a tick-box 

activity does not reflect a good culture but may indicate that obtaining the accreditation 

certificate is the ultimate goal for the hospital’s leaders. Treating accreditation as a tick-box 

activity may be reflective of my findings as evidenced by the deterioration in performance after 

achieving accreditation in the accredited hospitals I studied. In the qualitative study I carried 

out, managers reported a deterioration in their hospital’s performance after obtaining the 

certificate and referred that to the lack of top management commitment and support after 

achieving the certificate. 
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Limitations and Strengths  

Detailed limitations and strengths of different studies I carried out in this thesis are presented 

in each chapter. Overall, one limitation of this thesis was that I surveyed only six hospitals, 

which may not be representative of all hospitals in Saudi Arabia. I did however select hospitals 

of different sizes and geographical regions. Another limitation was that I was not able to obtain 

the clinical quality measures data I was aiming for and these were not adjusted for risk. The 

cultural constraints represent another limitation as I was not able to approach female 

participants in person but rather had to hire a female assistant and train her to do my role in 

collecting data from female patients. However, this thesis has some strengths. The number of 

staff and patients I surveyed was large compared to studies that have taken place in Saudi and 

other Gulf countries. The response rate of the surveys, at nearly 80% for staff and 75% for 

patients, represents another strength of this study. This study was also the first to study patients’ 

experience in Saudi and neighbouring countries. The interviews with managers were another 

strength as there has been very limited qualitative exploration of the underlying reasons for the 

impact of accreditation on quality of care. 

One strength of this thesis is that I purposely selected hospitals of a similar type but which 

differ only in terms of whether they had been accredited or not. Therefore, the hospitals I 

surveyed are general public hospitals that provide similar services and have similar case mixes. 

I did not expect to see a big variation across these hospitals as the recruitment process and 

allocation of resources are centrally-driven.  I also went for different geographical distribution 

to limit bias and ensure a representative sample selection. However, one weakness could be 

that the results of this study may not be generalizable to other different types of hospitals such 

as tertiary, specialty, private and military hospitals. 

There is a lack of evidence to demonstrate hospital accreditation’s effectiveness 

internationally, in terms of the money and resources consumed by such a program. Many Arab 
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countries, including Saudi Arabia, are rushing towards accrediting its hospitals. Therefore, this 

thesis confirms the findings from international studies at the national level in terms of 

accreditation impact on quality of care. This thesis contributes significantly by extensively 

studying accreditation effectiveness at the national level. Another strength this research 

demonstrated was using a mixed methods approach which was lacking at the context of Saudi 

Arabia. 

There were also limitations to the different types of data sources used in this thesis. Although 

the questionnaires were carefully inspected, translated and pre-tested to minimise differences 

in participants’ interpretation of questions, there may have been differences on how 

participants interpreted these questions. Another limitation was that the questionnaires were 

collected at one point in time which may not capture how participants perceived quality before 

accreditation. Furthermore, interviews were limited to senior managers at the accredited 

hospitals which may not uncover issues confronting frontline employees. 

Recommendations and Future Research 

To conclude, some recommendations are suggested to policy makers at the Ministry of Health 

and accrediting bodies. For accrediting bodies, research into accreditation often takes place by 

accrediting organisations. Transparency thus remains an issue of such inquiry. The challenge 

for these organisations is whether they publish both positive and negative findings in peer 

reviewed journals. Also, patient experience is an important element of healthcare delivery and 

patients should be surveyed as part of evaluating healthcare outcomes. Interviewing patients 

about their experience needs to be considered in the future in order to understand the reasons 

for their responses and to improve the process of accreditation.  

For policy makers, they need to think carefully about how the JCI accreditation standards are 

being done by hospitals. In one hospital I demonstrated change over time but not in the other 

and that could be due to inappropriate implementation of the process, as revealed by managers 
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interviewed during the study. Also, they need to support research into accreditation impact in 

coming years to see whether changes are maintained. Also, based on my research findings, I 

recommend that policy makers need to consider carefully studying accreditation programmes 

before rushing into implementing them, as it is a very costly exercise. Furthermore, a better 

approach in implementing accreditation is to allow adequate time, ongoing maintenance of 

standards, and a national monitoring programme of clinical indicators. 

Based on the findings from different studies I carried out in terms of the relative value of 

accreditation, and whether it is worth the money, the ministry of health in Saudi Arabia needs 

to reassess accrediting its hospitals by the Joint Commissions International at this stage and 

consider spending the money on things that could have a direct impact on patient care. Some 

alternatives that could have a direct impact in terms of the provision of safe and quality care 

may include, but are not limited to, employee training and incentives and patient and family 

education activities. 

Leaders are encouraged to view accreditation as a means toward establishing a culture that 

supports continuous quality improvement activities rather than completing a check-list to 

achieve accreditation. 

This thesis demonstrated a lack of proper training and education in the accredited hospitals I 

studied. Successful performance improvement is more likely to happen when employees are 

knowledgeable, trained and are aware and educated in different quality improvement projects, 

including accreditation. Therefore, hospitals’ leaders should ensure that all employees are 

provided with a basic training in quality concepts. 
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In my future research, I aim to focus on prospective cohort studies within accrediting hospitals 

to check if there is improvement over time. I will be using the run charts, utilising existing 

data, and include a larger sample size from Saudi hospitals.  

Conclusion 

This thesis failed to show conclusive evidence on the impact of accreditation on quality of care. 

The findings of the systematic review, patients’ experience, clinical quality measures and 

managers’ views were inconclusive, with only staff perceptions supporting the accreditation 

process. As has become clear in reviewing the literature, the impact of accreditation is difficult 

to study. However, lack of evidence to support it is not the same thing as evidence that 

accreditation has no value or is harmful.		
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Table 9.1. Hypotheses of thesis and key findings. 

	
Number Hypothesis Results Chapter  

1 Accredited hospitals provide better quality care than non-accredited hospitals as evidenced by: 

1/A Superior self-reported patient experience. Better experience amongst patients treated in 
non-accredited hospitals. 

5 

1/B Better compliance with quality indicators. No significant differences between the two 
groups. However, hospitals did not adjust data 
for risk, may well reflect other factors than 
accreditation. 

8 

1/C More positive staff perceptions of the quality of care 
provided by their hospitals. 

More positive perceptions amongst staff working 
in accredited hospitals. 

6 

2 The process of accreditation improves quality of care as evidenced by: 

2/A Improved compliance with quality indicators post-
accreditation compared with pre-accreditation. 

The results failed to show any improvement in 
indicators before and after obtaining 
accreditation. 

8 

2/B Positive perceptions of interviewed staff on the impact of 
the process of accreditation on quality of care. 

Hospitals seemed to rush for accreditation 
without enough training and preparation for such 
a programme. This rush seemed to cause 
pressure on employees which in turn caused 
some resistance in adopting and maintaining 
accreditation standards. 

7 
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APPENDICES 

Appendix 1: Study Quality Criteria 

1. Quality of methodology 

Is the hypothesis/aim/objective of the study clearly described? 

Fully met 2 

Partially met 1 

Not met 0 

2. Size of the study  

Is the sample size of the study appropriate, explicit, explained, and reasonable? 

Fully met 2 

Partially met 1 

Not met 0 

3. Validity of measurement tools 

Are the measurement tools explicitly explained and previously used with supporting 

evidence? 

Fully met 2 

Partially met 1 

Not met 0 
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4. Quality of reporting 

Are the methods easily determined? 

There should be enough data to make sense. Accuracy of data or external audit is also an 

important aspect of good reporting. 

Fully met 2 

Partially met 1 

Not met 0 

5. Potential for bias 

Is there any possibility of bias when conducting the study? 

Different things are considered when evaluating bias: selection of participants; hospitals 

sites; response rates; and demographics such as gender, ethnicity, age, and social class. 

Fully met 2 

Partially met 1 

Not met 0 

6. Attribution- potential confounders 

Could improvement be attributed to the accreditation process? 

This could be identified using two different methods: 

a) Pre-defined approach to determine if hypothesis is true 
b) Comparative and/or pre-post 

 

Fully met 2 

Partially met 1 

Not met 0 

7. Quality of statistics 

Is there enough data to make sense of any statistical tests? 

Could important differences be determined? 
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Fully met 2 

Partially met 1 

Not met 0 

Rating scale 

Good quality (A): articles that achieved of at least five fully met and two partially met 
criteria and no criteria scored as not met.  

Average quality (B): articles that achieved met or partially met on all criteria, with four or 
less fully met.  

Poor quality (C): articles that did not achieve fully or partially met on all criteria. 
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Appendix 2: Characteristics of Studies Included in the Review 

Number/Author/Year Methodology Sample size Article 
quality Category Outcome measures Findings 

[8] Lutfiyyaa et al. 
(2009) 

A comparison of existing 
hospital data at a single 
point in time 

730 hospitals B P 16 process measures on 
the management of AMI, 
heart failure, pneumonia, 
and surgical infection 

There was a significant difference in only 4 
indicators between the two groups such as 
Aspirin administration for AMI favouring 
accredited hospitals (OR 1.39, 95% CI 1.10-
1.75). 

[9] Sack et al. (2010) Patient questionnaire, 
Picker, comparison between 
hospitals at a single point in 
time 

3,037 patients A O Patient satisfaction Accredited and non-accredited hospitals did 
not differ significantly. Suggesting that 
accreditation does not appear to improve 
patient satisfaction. 

[10] Sack et al. (2011) patient Questionnaire, 
Picker, comparison between 
hospitals at a single point in 
time 

36,777 
patients 

A O Patient satisfaction The results showed no association between 
accreditation and quality of care as indicated 
by patients’ recommendation rates. 

[11] Schmaltz et al. 
(2011) 

A comparison of existing 
hospital data at a single 
point in time 

3679 hospitals B P 16 process measures on 
the management of AMI, 
heart failure, and 
pneumonia 

Performance of accredited hospitals was 
higher than non-accredited ones and became 
more noticeable over time. The overall 
absolute difference was AMI (3.9%), CHF 
(10.1%), AND Pneumonia (3.7%).  

[12] Jull et al. (2005) Staff survey comparing 
hospitals at a single time as 
well as over time 

-51 units in 9 
hospitals 

A S Availability of clinical 
guidelines 

Accreditation led to an increase in the 
availability and quality of guidelines on 
perioperative diabetic care. 9/10 (90%) for 
accredited versus 5/17 (29%) for non-
accredited. 

[13] Nguyen et al. 
(2012) 

A comparison of existing 
hospital data at a single 
point in time 
 

-114 hospitals 
-35,284 
bariatric 
operations 

B O In-hospital mortality, 
length of stay, 30-day 
readmission, and overall 
complications 

Accredited surgical centres showed a lower 
in-hospital mortality rate in patients 
following bariatric surgery than non-
accredited centres (0,06% versus 0.21%), 
respectively. 

[14] Hayati et al. 
(2010) 

Patient questionnaire, 
SERVQUAL, comparing 
hospitals at a single point in 
time 

-4 hospitals 
-300 patients 

B O Patient satisfaction The results revealed no differences between 
accredited and non-accredited hospitals as 
perceived by patients. 
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Number/Author/Year Methodology Sample size Article 
quality Category Outcome measures Findings 

[15] Al-Qahtani et al. 
(2012) 

Patient questionnaire, self-
developed, comparing two 
hospitals at a single point in 
time 

-2 hospitals 
-420 patients 

B O Patient satisfaction Satisfaction rate of patients treated in an 
accredited hospital was higher than in those 
treated in non-accredited hospital. 

[16] Chandra et al. 
(2009) 

A comparison of existing 
hospital data at a single 
point in time 

-344 hospitals 
-33,238 
patients 

A P, O Evidence-based 
guidelines for non-ST-
segment MI 
 

Accredited hospitals showed a higher 
guideline adherence with the 24 hours of 
arrival. However, no significant differences 
in in risk-adjusted mortality (3.4% versus 
3.5%). 

[17] El-Jardali et al. 
(2011) 

Staff survey, HSOPSC, 
comparing hospitals at a 
single point in time 

-68 hospitals 
-6,807 staff 

B O Perception on patient 
safety culture 

The willingness to report events and the 
overall perception of safety were 
significantly higher among staff working in 
accredited hospitals. 

[18] Alaraki (2014) Staff survey, self-
developed, comparing 
hospitals at a single point in 
time 

-4 hospitals 
-269 staff 

C O TQM practices Practices were more evident in accredited 
hospitals. 

[19] Al teheway et al. 
(2009) 

Staff and patient 
questionnaires, self-
developed, and checklist for 
compliance comparing units 
at a single point in time 

-60 health 
units 
-60 patients 
per unit and all 
staff 
 

C O Patient satisfaction 
Staff satisfaction 
Measures of output 

Compliance with selected standards and 
patient satisfaction were significant in 
accredited units. But no differences in 
provider satisfaction between the two 
groups. Follow-up of diabetes, hypertension, 
and antenatal care. More than two-thirds of 
accredited units had records of at least two 
visits compared to only 12% for non-
accredited units. 
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Number/Author/Year Methodology Sample size Article 
quality Category Outcome measures Findings 

[20] Merkow et al. 
(2014) 

A comparison of existing 
hospital data at a single 
point in time  

3,563 
hospitals 

B S, P, O Structure, process, 
patient experience, cost, 
and outcome measures 

Accredited hospitals performed better on 
patient experience and process measures, 
but were outperformed on outcome 
measures. process (antibiotic administration 
4 to 9, VTE prophylaxis 6.2 to 2, B-blocker 
use 11 to 11, urinary catheter removal by 
postoperative day 2 (19 to 22). 
Outcome (death after serious morbidity 13 
to 13, VTE prophylaxis 35 to 3, serious 
complication 48 to 3, catheter associated 
bloodstream & urinary tract infection 34 to 
24, glycaemic control 61 to 17, catheter-
associated urinary tract infection 62 to 25, 
65 to 21, colon surgical site infection 15 to 
1). 

[21] Al-Qahtani et al. 
(2012) 

Staff survey, validated, 
comparing hospitals at a 
single point in time  

-2 hospitals 
-164 nurses 

C O Perception on quality 
practices 

Accredited hospitals outperformed non-
accredited hospitals on most quality scales 
as viewed by nurses participating in the 
study. 

[22] Sarkar et al. 
(2012) 

A case controlled study 
comparing bowel cancer 
programmes on quality 
measures and interviewing 
patients 

-22 BCSP 
-720 patients 

B P, O Patient experience and 
Colonoscopy measures 

Quality measures were better in accredited 
centres, but no differences in patient 
satisfaction. Caecel intubation rates was 
higher (99% versus 91%, p= 0.001), and 
sedation doses were lower in BCSP 
compared to non-BCSP (1 [0, 2] V 2 [1, 3] 
mg, respectively, p=0.0001. 

[23] Chen et al. (2003) A comparison of existing 
hospital data at a single 
point in time  

-4,221 
hospitals 
-134,579 
patients 

B P, O Clinical guidelines 
Thirty-day mortality rates 

Accredited hospitals performed favourably 
on clinical guidelines and outcome 
measures. However, there was heterogeneity 
of performance among accredited hospitals. 
18.3% to 20.9%. non-surveyed had higher 
thirty-day mortality rates (HR 1.15, p< 
.001). 
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Number/Author/Year Methodology Sample size Article 
quality Category Outcome measures Findings 

[24] Peacock et al. 
(2013) 

A comparison of existing 
hospital data at a single 
time as well as over time 

-42 facilities 
-16,630 
patients 

B P quality metrics on the 
management of AMI 
such as aspirin & B-
blocker 

The results showed similar rates of quality 
metric in both groups. 92.1% versus 92.2%, 
p=0.022. 

[25] Ross et al. (2008) A comparison of existing 
hospital data at a single 
point in time  

-4,197 
hospitals 
-395,250 
patients 

B P 8 measures on the 
compliance and 
management of AMI 
such as aspirin & B-
blocker 

Greater compliance was significant in all 
measures favouring accredited hospitals. 
Aspirin at arrival compliance 95.6% vs 
91.6%, p=0.000. 
Aspirin at discharge 94.6% vs 88.6%, 
p=0.000. 
B-blockers at arrival 92.2% vs 85.3%, 
p=0.000. 
B-blockers at discharge94.1% vs 87.7%, 
p=0.000. 
Smoking cessation counselling 92.8% vs 
80.7%, p=0.000. 

[26] Brown and Fintor 
(1994) 

Existing national survey 
comparing mammography 
facilities at a single point in 
time 

1,042 facilities B P Quality practices and 
procedures of 
mammography  

Different mammography practices were 
visible in all facilities, but frequent 
implementation was greater in accredited 
mammography facilities. 
annual survey by radiological physicist 97% 
vs 81%. 
Daily sensitometry 97% vs 64%. 
Annual equipment inspection 68% vs 60%. 

[27] Brown et al. 
(2004) 

A comparison of existing 
hospital data at a single 
point in time  

174 patients C P Carotid duplex 
ultrasound scanning 

Inaccurate interpretation in non-accredited 
laboratories.in 104 arteries, 88 patients 
stenosis was overestimated by non-
accredited laboratory secondary to technical 
errors. 

[28] Gadallah et al. 
(2010) 

Staff and patient 
questionnaire, not validated, 
comparing units at a single 
point in time 
 

-8 health units 
-400 patients 
-all staff 

C O Patient and provider 
satisfaction 

Satisfaction rates in most areas were higher 
in accredited PHC as perceived by patients 
and providers. 
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Number/Author/Year Methodology Sample size Article 
quality Category Outcome measures Findings 

[29] Wanger et al. 
(2012) 

Staff survey, NHSRSC, 
comparing nursing homes at 
a single point in time 

6000 nursing 
homes 

B O Perception on patient 
safety culture 

Perceptions of managers working in 
accredited nursing homes were higher than 
do managers their counterparts in non-
accredited homes. 

[30] Menachemi et al. 
(2008) 

A comparison of existing 
hospital data at a single 
point in time  

-364 centres 
-720,472 
patients 

B O Unanticipated admission 
after ambulatory 
procedures 

Patient underwent ambulatory procedures in 
accredited surgical centres were less likely 
to be admitted than do those treated in non-
accredited centres. However, differences in 
performance did not exist between all 
centres. patients treated in accredited were 
10.9% less likely to be hospitalised within 7 
days, and 9.4% within 30 days. 

[31] Barker et al. 
(2002) 

Observational study, 
comparing nursing facilities 
at a single point in time   

36 institutions A O Medication errors 
reaching patients 

The findings of the study showed no 
differences in medication error rates among 
accredited and non-accredited centres. 16% 
versus 20%, p= .82. 

[32] Berwout et al. 
(2012) 

Staff questionnaire, self-
developed, comparing 
laboratories at a single point 
in time 

291 
laboratories 

B O Management & technical 
genetic laboratory 
indicators 

Accredited laboratories performed 
favourably in implementing quality indictors 
than did non-accredited ones. Average score 
92% versus 69%, p<0.001. 

[33] Ward et al. (2013) A comparison of existing 
hospital data at a single 
point in time 

-303,707 
records 
-113,885 
cancer 
diagnoses 

B O Patients not receiving 
treatment for cancer 

The percentage of patient with cancer not 
receiving an initial treatment was higher in 
non-accredited cancer programmes. This 
pattern appears to be associated with patient 
characteristic and differs by cancer stage 
and type. 8.3% versus 12.3%, 48% higher. 

[34] Brodribb et al. 
(2013) 

Patient questionnaire, 
validated, 
Comparing hospitals at a 
single point in time 

6752 women A O Breastfeeding rates 
(patient experience) 

Rates were similar in both accredited and 
non-accredited baby friendly hospitals. 96% 
in both groups. 

[35] Parthasarathy et 
al. (2006) 

Patient questionnaire, 
validated, comparing sleep 
centres at a single point in 
time 
 

632 patients B O Patients’ perception and 
satisfaction 

Respondents (patients with Obstructive 
Sleep Apnoea) were more likely to be 
educated on managing their disease by 
physician in accredited centres than those 
treated in non-accredited centres. 
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Number/Author/Year Methodology Sample size Article 
quality Category Outcome measures Findings 

[36] Beaulieu and 
Epstein (2002) 

A comparison of existing 
hospital data at a single 
point in time 

251 health 
plans 

B O 9 measures on HEDIS 
Patients reported 
measures 

Accreditation was found to be positively 
associated with some reported quality 
measures, but does not guarantee an optimal 
level of performance. Conversely, patient 
reported-measures were similar or higher in 
non-accredited centres. 

[37] Ford and Yaffe 
(2001) 

A comparison of existing 
hospital data at a single 
point in time 

100 
mammography 

B O 6 measures on Image 
quality of mammography 
machines 

Except for one measure, accredited centres 
performed similarly as non-accredited in the 
rests. example, phantom score 84% for 
accredited vs 79% at non-accredited. 

[38] Salmon et al. 
(2003) 

A prospective RCA, 
comparing hospitals, 
surveying patients and staff, 
at two points in time 

-53 hospitals 
-50 patients & 
nurses per 
hospital 

A S, P, O Compliance with 
standards 
Quality measures 

With an exception of nurses’ view of quality 
measures in accredited hospitals, no 
significant differences were observed in the 
two groups on the remaining eight measures 
including patient satisfaction. example, 
hospital sanitation: change between time 1 
& 2 is 3.1 versus 5.5, intervention effect is -
2.4, p=.641. 

[39] Longo et al. 
(2007) 

Staff survey, validated, 
comparing hospitals at two 
points in time 

107 hospitals B P Process measures on 
patient safety system 
implementation 

Hospitals that are JCAHO-accredited 
outperformed those are not in both the level 
of safety system appliance and the level of 
enhancement in implementation. p=0.1 
versus p=0.21. 

[40] Jafari et al. (2013) A comparison of existing 
hospitals data between 2006 
and 2010 
 

277,760 
bariatric 
procedures 

B O Serious morbidity, length 
of stay, postoperative 
complications 

Accredited surgical centres had lower rates 
of mortality among patients undergoing 
bariatric surgery, but higher rates of severe 
complications. in-hospital mortality (OR 
3.6; 95% CI 1.5-8.3, p<0.01), serious 
complication (OR 0.8; 95% CI 0.7-0.9; 
P<0.01) (0.06% VS 0.22%) check. 
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Number/Author/Year Methodology Sample size Article 
quality Category Outcome measures Findings 

[41] Simons et al. 
(2002) 

A comparison of existing 
hospital data (between 1992 
and 1999) and surveying 
staff at a single point in 
time 

3 hospitals C 
 

P, O Compliance with national 
guidelines and mortality 
rates 

Development of a trauma programme and 
commitment to meeting national guidelines 
through the accreditation process appeared 
to be associated with improved outcome 
after injury. odd ratio was 2.71 between 
accredited versus non at p=0.001. 

[42] Know et al. 
(2013) 

A retrospective study 
comparing existing hospital 
data 
 

30,755 
patients 

B O Inpatient mortality, 90-
day reoperations, 
complications, 
readmissions, & total 
payment 

Accreditation was associated with lower 
rates of reoperations and complications. 
mortality 0.3% to 0.1; p=0.02: reoperations 
0.8% to 0.5%; p=0.006: complications 
36.4% to 27.6%; p<.001: readmissions 
10.8% to 8.8% p<.001 
(reoperation (-.08% p=.02, complication 
rates (-2.7%; p=.01). 

[43] Gebhart et al. 
(2014) 

A comparison of existing 
hospitals data between 2008 
and 2010 

277,068 
bariatric 
operations 

B O Inpatient mortality and 
complications of bariatric 
procedures 

Centres with accreditation in bariatric 
surgery were associated with significantly 
lower in-hospital mortality compared to 
non-accredited centres. (.08% versus .19%, 
respectively) .09% versus .27%; p<.01. 

[44] Birkmeyer et al. 
(2010) 

A comparison of existing 
hospital data between 2006 
and 2009 
 

-25 hospitals 
-15,275 
patients 

A O Complications occurring 
within 30 days of surgery 

Rates of serious complications are inversely 
associated with hospital and surgeon 
procedure volume, but unrelated to COE 
accreditation by professional organizations. 
(COE, 2.7%; 95% CI 2.5-3.1) non-COE 
20%; 95% CI 1.5-2.4, P=.41. 

[45] Verstraete et al. 
(1998) 

Staff questionnaire, not 
validated, comparing 
laboratories at a single point 
in time 

3 laboratories C O Staff perception of 
accreditation effect 

Accreditation improves traceability, but 
decreases adaptability, increases paper 
work, and does not improve quality results. 

[46] Fie et al (2015) Questionnaire of intra-TAT 
of routine and stat tests in 
last week 

479 
laboratories 

B O Turn Around Time There were no significant differences in 
median intra-TAT between the two groups. 
TIBC (P=0.572), ROUTINE CK-MB 
(P=0.516), routine TIBC (P=0.572), stat K 
(P=0.789), and stat CK-MB (p=0.592). 
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Number/Author/Year Methodology Sample size Article 
quality Category Outcome measures Findings 

[47] Gratwohl et al 
(2014) 

A comparison of existing 
data between 1999 & 2006 

585 centres B O Outcome measures on 
mortality & survival rates 

Slight differences favouring accredited 
centres. 
Mortality (hazard ratio 0.83; 95% CI 0.71-
0.97). 
Survival (Hazard ratio 0.86; 95% CI 0.76-
0.98). 

*Picker (Jenkinson et al, 2002) *SERVQUAL (Zeithaml et al., 1990) *HSOPSC (AHRQ, 2004) *NHSRSC (AHRQ, 2008) *1 stands for providers’ attitude toward accreditation, 
*2 stands for customer views & satisfaction, and *3 indicates quality measures. A= high quality; B= good quality; and C= poor quality 
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Appendix 3: Systematic Review Criteria Table 

N Author(s) Method Size Tools Reporting Bias Attribution Statistics Ranking 
8 Lutfiyyaa et al. (2009) 2 2 1 2 1 1 2 Average 
9 Sack et al. (2010) 2 2 2 1 2 1 2 Good 
10 Sack et al. (2011) 2 2 2 1 2 1 2 Good 
1 Schmaltz et al. (2011) 2 2 1 1 1 1 2 Average 
12 Jull et al. (2005) 2 2 2 2 1 2 2 Good 
13 Nguyen et al. (2012) 2 2 1 1 1 1 2 Average 
14 Hayati et al. (2010) 2 2 1 1 1 1 2 Average 
15 Al-Qahtani et al. (2012) 1 1 1 1 1 1 2 Average 
16 Chandra et al. (2009) 2 2 2 2 2 1 2 Good 
17 El-Jardali et al. (2011) 2 2 2 1 1 1 2 Average 
18 Alaraki (2014) 1 0 1 1 1 0 1 Poor 
19 Al teheway et al. (2009) 2 2 0 1 1 1 1 Poor 
20 Merkow et al. (2014) 2 2 1 2 1 1 2 Average 
21 Al-Qahtani et al. (2012) 2 0 2 1 1 1 1 Poor 
22 Sarkar et al. (2012) 2 1 1 1 1 1 2 Average 
23 Chen et al. (2003) 1 2 1 2 1 1 2 Average 
24 Peacock et al. (2013) 2 2 1 2 1 1 2 Average 
25 Ross et al. (2008) 1 2 1 1 1 1 1 Average 
26 Brown and Fintor (1994) 1 2 1 1 1 1 2 Average 
27 Brown et al. (2004) 1 1 1 1 1 0 1 Poor 
28 Gadallah et al. (2010) 2 1 0 1 1 0 1 Poor 
29 Wanger et al. (2012) 2 2 2 1 1 1 1 Average 
30 Menachemi et al. (2008) 2 2 1 2 1 1 2 Average 
31 Barker et al. (2002) 2 2 2 2 1 1 2 Good 
32 Berwout et al. (2012) 1 2 1 2 1 1 2 Average 
33 Ward et al. (2013) 2 2 1 1 1 1 2 Average 
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N Author(s) Method Size Tools Reporting Bias Attribution Statistics Ranking 
34 Brodribb et al. (2013) 2 2 2 2 1 1 2 Good 
35 Parthasarathy et al. (2006) 2 2 1 1 1 1 2 Average 
36 Beaulieu and Epstein 

(2002) 
2 2 1 1 1 1 2 Average 

37 Ford and Yaffe (2001) 2 1 2 1 1 1 1 Average 
38 Salmon et al. (2003) 2 2 1 2 2 1 2 Good 
39 Longo et al. (2007) 2 2 1 1 1 1 2 Average 
40 Jafari et al. (2013) 2 2 1 2 1 1 2 Average 
41 Simons et al. (2002) 1 1 1 1 1 0 2 Poor 
42 Know et al. (2013) 2 2 1 1 1 1 2 Average 
43 Gebhart et al. (2014) 2 2 1 1 1 1 2 Average 
44 Birkmeyer et al. (2010) 2 2 2 2 1 1 2 Good 
45 Verstraete et al. (1998) 0 1 0 1 1 0 1 Poor 
46 Fie et al. (2015) 2 1 1 2 1 1 1 Average 
47 Gratwohl et al. (2014) 2 1 2 1 1 1 2 Average 
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Appendix 4: Patient Demographics 

Table A: Patient characteristics by type of hospital and by hospital  

 HID 
Total Accredited hospitals Non-accredited hospitals 

ACH KKH KFCH QCH NGH KAH 
N (%) N (%) N (%) N (%) N (%) N (%) N (%) 

Gender        
Male 57 (63.3) 46 (76.7) 58 (58.6) 44 (62.9) 29 (67.4) 31 (50) 262 (62.5) 
Female 33 (36.7) 14 (23.3) 41 (41.4) 26 (37.1) 14 (32.6) 31 (50) 159 (37.5) 

Age        
Between 18 & 28 32 (35.6) 17 (28.3) 23 (23.2) 18 (25.7) 10 (23.3) 25 (40.3) 125 (29.5) 
Between 29 & 39 19 (21.1) 17 (28.3) 43 (43.4) 36 (51.4) 17 (39.5) 21 (33.9) 153 (36.1) 
Between 40 & 50 17 (18.9) 14 (23.3) 26 (26.3) 16 (22.9) 10 (23.3) 8 (12.9) 91 (21.4) 
Over 50 years 22 (24.4) 12 (20.1) 7 (7.1) 0 (0) 6 (14.9) 8 (12.9) 55 (13) 

Nationality        
Saudi  77 (85.6) 39 (65) 86 (86.9) 62 (88.6) 35 (81.4) 53 (85.5) 352 (83) 
Non-Saudi 13 (14.4) 21 (35) 13 (13.1) 8 (11.4) 8 (18.6) 9 (14.5) 72 (17) 

Marital Status        
Single 37 (41.1) 19 (31.7) 23 (23.21) 19 (27.1) 9 (20.9) 17 (27.4) 124 (29.3) 
Married 47 (52.2) 37 (61.7) 71 (71.72) 49 (70) 32 (74.4) 41 (66.1) 277 (65.3) 
Divorced 2 (2.2) 3 (5) 3 (3.05) 1 (1.43) 0 (0) 1 (1.61) 10 (2.63) 
Widowed 4 (4.5) 1 (1.6) 2 (2.02) 1 (1.43) 2 (4.65) 3 (4.84) 13 (3.07) 

Education        
High school 20 (22.2) 21 (35) 43 (43.4) 16 (22.9) 10 (23.3) 14 (22.6) 124 (29.3) 
Diploma 7 (7.78) 8 (13.3) 30 (30.3) 33 (47.1) 15 (34.9) 13 (21) 106 (25) 
Bachelor degree 10 (11.11) 8 (13.3) 22 (22.2) 20 (28.6) 11 (25.6) 15 (24.2) 86 (20.3) 
Postgraduate 4 (4.44) 2 (3.33) 1 (1.01) 1 (1.4) 1 (2.33) 2 (3.23) 11 (2.6) 
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 HID 
Total Accredited hospitals Non-accredited hospitals 

ACH KKH KFCH QCH NGH KAH 
N (%) N (%) N (%) N (%) N (%) N (%) N (%) 

Others  49 (54.4) 21 (35) 3 (3.03) 0 (0) 6 (14) 18 (29) 97 (22.9) 
Employment        

Employed  19 (21.1) 21 (35) 51 (51.5) 56 (80) 27 (62.8) 22 (35.5) 196 (46.2) 
Unemployed  22 (24.4) 18 (30) 39 (39.4) 10 (14.3) 9 (20.9) 20 (32.3) 118 (27.8) 
Retired  8 (8.9) 3 (5) 4 (4.04) 1 (1.43) 4 (9.3) 7 (11.3) 27 (6.37) 
Student  17 (18.9) 8 (13.3) 5 (5.05) 3 (4.29) 2 (4.65) 8 (12.9) 43 (10.14) 
Other  24 (26.7) 10 (16.7) 0 (0) 0 (0) 1 (2.33) 5 (8.06) 40 (9.43) 

Total 90 (100) 60 (100) 99 (100) 70 (100) 43 (100) 62 (100) 424 (100) 
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Table B: Counts and proportions of patient questionnaire items 

Question Patient Questionnaire items Yes, always Yes, 
sometimes No Not 

relevant 

Q1 (When you had important questions to ask a doctor, did you get answers that you could 
understand?) 

213 186 23 2 

Q2 (When you had important questions to ask a nurse, did you get answers that you could 
understand?) 

175 181 68 0 

Q3 (Sometimes in a hospital, one doctor or nurse will say one thing and another will say something 
quite different. Did this happen to you?) 

24 114 279 7 

Q4 (If you had any anxieties or fears about your condition or treatment, did a doctor discuss them 
with you?) 

147 220 54 3 

Q5 (If you had any anxieties or fears about your condition or treatment, did a nurse discuss them 
with you?) 

113 228 75 8 

Q6 (Did you find a doctor/nurse to talk to about your concerns?) 106 264 49 5 
Q7 (Did the staff talk in front of you as if you weren’t there?) 14 88 320 2 
Q8 (Did you want to be more involved in decisions made about your care and treatment?) 213 164 46 1 
Q9 (Overall, did you feel you were treated with respect and dignity while you were in hospital?) 288 120 16 0 

Q10 (Were you ever in pain, if yes; Do you think the hospital staff did everything they could to help 
control your pain?) 

203 147 46 28 

Q11 (If your family or someone else close to you wanted to talk to a doctor, did they have enough 
opportunity to do so?) 

143 220 25 36 

Q12 (Did the doctors or nurses give your family or someone close to you all the information they 
needed to help you recover?) 

140 214 32 38 

Q13 (At admission, did you or your family receive information on the proposed care, and the 
expected outcomes?) 

165 154 103 2 

Q14 (During all phases of inpatient care, was there a qualified individual identified responsible for 
your care?) 

206 143 72 3 

Q15 (Did you receive information about the hospital’s responsibility for protecting your personal 
belongings?) 

47 73 300 4 

Q16 (Did staff identify your expectations and needs for privacy during care and treatment?) 70 105 245 4 
Q17 (Did the staff inform you about your condition and diagnosis?) 203 172 47 2 
Q18 (Did the staff inform you about your planned care and treatment(s)?) 203 159 61 1 
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Q19 (Did the hospital give you your rights and responsibilities in writing, if not, were they posted in 
a visible place?) 

111 38 271 4 

Q20 (Do you believe that you were in any way given the wrong treatment (according to your 
judgement)?) 

11 19 391 3 
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Table C: Counts and proportions of patient questionnaire items by accredited and non-accredited hospitals 

Question Yes, always Yes, sometimes No Not relevant 

Accredited Non-accredited Accredited Non-accredited Accredited Non-accredited Accredited Non-accredited 
Q1 117 96 112 74 19 4 1 1 
Q2 87 88 105 76 57 11 0 0 
Q3 16 8 64 50 166 113 3 4 
Q4 59 88 153 67 35 19 2 1 
Q5 51 62 145 83 49 26 4 4 
Q5 47 59 172 92 27 22 3 2 
Q7 8 6 52 36 188 132 1 1 
Q8 119 94 98 66 32 14 0 1 
Q9 177 111 62 58 10 6 0 0 
Q10 113 90 92 55 25 21 19 9 
Q11 87 56 121 99 16 9 25 11 
Q12 85 55 116 98 22 10 26 12 
Q13 83 82 94 60 71 32 1 1 
Q14 114 92 86 57 48 24 1 2 
Q15 21 26 22 51 203 97 3 1 
Q16 30 40 50 55 167 78 2 2 
Q17 111 92 98 74 38 9 2 0 
Q18 107 96 102 57 39 22 1 0 
Q19 37 74 17 21 191 80 4 0 
Q20 3 8 8 11 235 156 3 0 
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Appendix 5: Staff Survey 

Table A: Counts and proportions of staff questionnaire items by accredited and non-accredited hospitals 

Question Strongly disagree Disagree Neutral Agree Strongly agree Missing 
 Acc Non-ac Acc Non-ac Acc Non-ac Acc Non-ac Acc Non-ac Acc Non-ac 
Q1  60 96 132 202 387 257 432 329 112 58 1 1 
Q2  67 112 169 223 417 287 384 264 86 57 1 0 
Q3  43 80 136 140 428 301 411 357 105 63 1 2 
Q4  57 76 139 149 374 295 435 344 118 78 1 1 
Q5  62 111 150 179 438 303 371 285 102 62 1 3 
Q6 62 88 153 176 385 321 425 291 98 66 1 1 
Q7  58 85 127 176 402 307 416 323 120 50 1 2 
Q8 69 111 194 221 395 273 366 278 99 54 1 6 
Q9 52 73 145 189 393 262 424 371 109 46 1 2 
Q10 63 100 124 149 399 293 424 339 112 61 2 1 
Q11 61 89 147 208 398 323 416 286 101 36 1 1 
Q12 64 83 157 176 397 307 430 344 76 32 0 1 
Q13 58 71 150 200 395 303 434 314 86 51 1 4 
Q14 52 80 125 146 417 332 430 330 97 53 3 2 
Q15 94 115 186 207 390 299 376 272 75 46 3 4 
Q16 45 62 157 154 349 284 474 373 97 69 2 1 
Q17 46 77 132 159 354 276 482 343 108 81 2 7 
Q18 78 85 143 172 365 279 448 322 89 78 1 7 
Q19 48 77 114 148 359 296 478 340 122 81 3 1 
Q20 50 63 130 156 383 311 472 348 89 61 0 4 
Q21 46 70 98 88 388 284 448 385 144 114 0 2 
Q22 87 120 166 174 309 268 434 319 127 62 1 0 
Q23 85 115 160 157 311 259 437 345 131 67 0 0 
Q24 95 122 140 166 310 250 442 323 135 82 2 0 
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Question Strongly disagree Disagree Neutral Agree Strongly agree Missing 
 Acc Non-ac Acc Non-ac Acc Non-ac Acc Non-ac Acc Non-ac Acc Non-ac 
Q25 216 327 209 235 345 179 280 153 73 47 1 2 
Q26 109 155 179 177 414 314 338 238 84 57 0 2 
Q27 141 192 178 176 413 283 315 237 77 54 0 1 
Q28 79 122 171 202 360 264 416 293 98 62 0 0 
Q29 56 92 152 173 377 307 432 321 107 48 0 2 
Q30 59 81 117 162 397 293 466 352 83 54 2 1 
Q31 63 96 159 164 395 340 420 283 82 55 5 5 
Q32 62 91 118 155 391 291 442 341 108 64 3 1 
Q33 73 127 131 142 347 262 454 323 119 87 0 2 
Q34 73 118 161 160 396 309 397 305 96 51 1 0 
Q35 68 116 156 159 416 329 393 289 90 48 1 2 
Q36 49 85 126 125 412 288 421 351 109 90 7 4 
Q37 70 79 131 144 400 301 410 338 111 80 2 1 
Q38 70 79 134 136 401 320 413 341 105 61 1 6 
Q39 95 94 128 175 404 310 418 291 77 70 2 3 
Q40 73 104 124 138 445 343 397 282 82 76 3 0 
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Table B: Counts and proportions of the second section of the staff questionnaire items 

Staff questionnaire items for the only the accredited 
hospital 

Strongly 
disagree Disagree Neutral Agree Strongly Missing 

Q41 (During the preparation for the last survey, 
important changes were implemented at the hospital) 

63 119 364 448 130 0 

Q42 (You participated in the implementation of these 
changes) 

62 146 312 470 134 0 

Q43 (You learned of the recommendations made to your 
hospital since the last survey (if it is the case) 

57 135 321 480 129 2 

Q44 (These recommendations were an opportunity to 
implement important changes at the hospital) 

60 110 336 482 135 1 

Q45 (You participated in the changes that resulted from 
accreditation recommendations) 

52 133 327 465 145 2 

Q46 (Accreditation enables the improvement of patient 
care) 

49 131 300 480 164 0 

Q47 (Accreditation enables the motivation of staff 
and encourages team work and collaboration) 

55 131 308 480 150 0 

Q48 (Accreditation enables the development of values 
shared by all professionals at the hospital) 

56 136 316 469 145 2 

Q49 (Accreditation enables the hospital to better use its 
internal resources (e.g. finances, people, time, and 
equipment) 

53 124 342 469 136 0 

Q50 (Accreditation enables the hospital to better respond 
to the populations needs) 

64 125 357 454 123 1 

Q51 (Accreditation enables the hospital to better respond 
to its partners (other hospitals, diverse hospitals, private 
clinics, etc.) 

55 112 350 482 125 0 

Q52 (Accreditation contributes to the development of 
collaboration with partners in the health care system) 

46 117 352 476 130 3 
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Q53 (Accreditation is a valuable tool for the hospital 
to implement changes) 

40 123 308 483 169 1 

Q54 (Accreditation enables hospital to be more responsive 
when changes are to be implemented) 

53 108 314 486 163 0 
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Table C: Staff characteristics by type, accredited vs non-accredited, and by each hospital ID 

Staff characteristics 

HID 
Accredited Non-accredited Total 

ACH KKH KFCH QCH NGH KAH  
N (%) N (%) N (%) N (%) N (%) N (%) N (%) 

Gender        
Male 119 (29.82) 107 (32.52) 156 (39.39) 104 (30.95) 81 (34.32) 111 (29.92) 678 (32.8) 
Female 280 (70.18) 222 (67.48) 240 (60.61) 232 (69.05) 155 (65.68) 260 (70.08) 1389 (67.2) 

Age         
Below 30 years 227 (56.89) 199 (60.49) 245 (61.87) 147 (43.75) 72 (30.51) 202 (54.45) 1092 (52.83) 
Between 30 & 45 years 143 (35.84) 107 (32.52) 120 (30.3) 162 (48.21) 111 (47.03) 132 (35.58) 775 (37.49) 
Between 46 & 55 years 22 (5.51) 14 (4.26) 18 (4.55) 23 (6.85) 36 (15.25) 23 (6.2) 136 (6.58) 
Over 55 years 7 (1.75) 9 (2.74) 13 (3.28) 4 (1.19) 17 (7.2) 14 (3.77) 64 (3.1) 

Nationality        
Saudi 190 (47.62) 93 (28.27) 201 (50.76) 251(74.7) 80 (33.9) 118 (31.81) 933 (45.14) 
Non-Saudi 209 (52.38) 236 (71.73) 195 (49.24) 85 (25.3) 156 (66.1) 253 (68.19) 1134 (54.86) 

Education        
High school 5 (1.25) 2 (0.61) 11 (2.78) 15 (4.46) 0 (0) 9 (2.43) 42 (2.03) 
Diploma 111 (27.82) 91 (27.66) 176 (44.44) 172 (51.19) 82 (34.75) 130 (35.04) 762 (36.87) 
Bachelor degree 260 (65.16) 201 (61.09) 172 (43.43) 108 (32.14) 129 (54.66) 190 (51.21) 1060 (51.28) 
Master degree 13 (3.26) 21 (6.38) 10 (2.53) 30 (8.93) 21 (8.9) 22 (5.93) 117 (5.66) 
PhD or fellowship 6 (1.5) 12 (3.65) 25 (6.31) 9 (2.68) 3 (1.27) 15 (4.04) 70 (3.39) 
Other degrees 4 (1) 2 (0.61) 2 (0.51) 2 (0.6) 1 (0.42) 5 (1.35) 16 (0.77) 

Experience        
1 year or less 53 (13.28) 103 (31.4) 59 (14.9) 25 (7.44) 12 (5.08) 99 (26.68) 351 (17) 
Between 2-4 145 (36.34) 95 (29) 157 (39.65) 85 (25.3) 50 (21.19) 107 (28.84) 639 (30.9) 
Between 4-6 99 (24.81) 54 (16.5) 94 (23.74) 87 (25.89) 67 (28.39) 48 (12.94) 449 (21.7) 
Over 6-years 102 (25.56) 76 (23.2) 86 (21.72) 139 (41.37) 107 (45.34) 117 (31.54) 627 (30.3) 

Category         
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Staff characteristics 

HID 
Accredited Non-accredited Total 

ACH KKH KFCH QCH NGH KAH  
N (%) N (%) N (%) N (%) N (%) N (%) N (%) 

Physician 61 (15.29) 42 (12.77) 40 (10.1) 37 (11.01) 23 (9.75) 43 (11.59) 246 (11.9) 
OT 31 (7.77) 22 (6.69) 16 (4.04) 25 (7.44) 17 (7.2) 26 (7.01) 137 (6.63) 
Physiotherapist 27 (6.77) 14 (4.26) 32 (8.08) 24 (7.14) 19 (8.05) 23 (6.2) 139 (6.72) 
Nurse 218 (54.64) 212 (64.44) 252 (63.64) 192 (57.14) 150 (63.56) 225 (60.65) 1249 (60.43) 
Pharmacist 38 (9.52) 22 (6.69) 27 (6.82) 29 (8.63) 19 (8.05) 29 (7.82) 164 (7.93) 
Social  24 (6.02) 17 (5.17) 29 (7.32) 29 (8.63) 8 (3.39) 25 (6.74) 132 (6.39) 

Total  399 (100) 329 (100) 396 (100) 336 (100) 236 (100) 371 (100) 2067 (100) 

Note. ACH: Aseer Central Hospital, KKH: King Khalid Hospital, KFCH: King Fahad Central Hospital, QCH: Qateef Central Hospital, NGH: Najran General Hospital, KAH: 
King Abdullah Hospital. 
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Table D: Summary statistics of each domain score and overall score by each hospital 

Domains HID N M SD 
Quality results ACH 399 3.14 0.81 

KKH 329 3.78 0.73 
KFCH 396 3.12 0.79 
QCH 336 2.98 0.96 
NGH 236 3.29 0.85 
KAH 371 3.03 0.88 

Leadership, commitment and 
support 

ACH 399 3.14 0.78 

KKH 329 3.75 0.68 
KFCH 396 3.13 0.82 
QCH 336 2.93 0.96 
NGH 236 3.21 0.79 
KAH 371 3.11 0.82 

Strategic quality planning ACH 399 3.21 0.82 

KKH 329 3.68 0.71 
KFCH 396 3.25 0.76 
QCH 336 3.05 0.92 
NGH 236 3.31 0.83 
KAH 371 3.24 0.8 

Human resources utilisation ACH 399 3.03 0.96 
KKH 329 3.56 0.81 

KFCH 396 2.93 0.9 
QCH 336 2.7 1.06 
NGH 236 3.02 0.82 
KAH 3.71 2.91 0.93 

Education and training  ACH 399 3.22 1.06 
KKH 329 3.7 0.91 

KFCH 396 3.12 1.02 
QCH 336 2.84 1.13 
NGH 236 3.26 0.93 
KAH 371 3.16 1.02 

Rewards and recognition ACH 399 2.83 1.05 
KKH 329 3.41 0.88 

KFCH 396 2.75 0.99 
QCH 336 2.55 1.15 
NGH 236 2.77 0.88 
KAH 371 2.66 1.06 

Quality management ACH 399 3.17 0.85 
KKH 329 3.76 0.69 

KFCH 396 3.12 0.84 
QCH 336 2.9 1 
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Domains HID N M SD 
NGH 236 3.19 0.86 
KAH 371 3.17 0.89 

Use of data ACH 399 3.13 0.81 

ACH 329 3.7 0.79 
KKH 396 3.09 0.82 

KFCH 336 2.98 0.96 
QCH 236 3.26 0.81 
NGH 371 3.15 0.9 
KAH 399 3.13 0.81 

Staff Involvement ACH 399 3.34 0.94 
KKH 329 3.75 0.73 

KFCH 396 3.28 0.91 
Benefits of accreditation ACH 399 3.37 0.9 

KKH 329 3.87 0.71 
KFCH 396 3.27 0.88 

Overall score (Q1-Q40) ACH 399 3.14 0.73 
KKH 329 1.83 3.71 

KFCH 396 3.11 0.72 
QCH 336 2.93 0.87 
NGH 236 3.22 0.73 
KAH 371 3.11 0.75 

KKH, ACH, & KFCH are accredited hospitals while QCH, NGH, & KAH are non-accredited hospitals. 
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Appendix 6: Consent Forms and Participant Information Sheets 

 

Consent Form 
 

Managers  

Please tick to indicate you consent to the following  
 
I have read, or have had read to me in my first language, and I understand 
the Participant Information Sheet.   Yes o No o 

I have been given sufficient time to consider whether or not to participate 
in this study. Yes o No o 

I understand that I am free to withdraw participation, and to withdraw any 
data traceable to me, at any time during the course of data collection 
period and up to a month after the interview. 

Yes o No o 

I am satisfied with the answers I have been given regarding the study and I 
have a copy of this consent form and information sheet. Yes o No o 

I understand that taking part in this study is voluntary (my choice) and that 
I may withdraw from the study at any time without this affecting my job. Yes o No o 

If I decide to withdraw from the study, I agree that the information 
collected about me up to the point when I withdraw may continue to be 
processed. 

Yes o No o 

I agree to have my interview digitally recorded. Yes o No o 

I agree not to disclose anything discussed in the interview. Yes o No o 

I understand that I will be given an opportunity to review or amend my 
interview transcript for a period of up to two weeks after the completion of 
my interview and before analysis. 

Yes o No o 

I understand that my participation in this study is confidential and that no 
material, which could identify me personally, will be used in any reports 
on this study. 

Yes o No o 

I understand that audio recordings are to be made from the session, and the 
interviews will be transcribed for analysis. Yes o No o 

I understand that data will be kept for 6 years, after which they will be 
destroyed. Yes o No o 
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I understand that at the end of the completion of the research, all data will 
be deleted and paper copies of any notes will be confidentially recycled. Yes o No o 

I would like to be given a copy of my interview recording. Yes o No o 

I would like to review my interview transcript before analysis. Yes o No o 

I wish to receive a summary of the results from the study. 

My email address is: Yes o No o 

Declaration by participant: 
I hereby consent to take part in this study. 

Participant’s name: 

Signature: Date: 
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Consent Form 
 

Managers  

Please tick to indicate you consent to the following  
 
I have read, or have had read to me in my first language, and I understand 
the Participant Information Sheet.   Yes o No o 

I have been given sufficient time to consider whether or not to participate in 
this study. Yes o No o 

I am satisfied with the answers I have been given regarding the study and I 
have a copy of this consent form and information sheet. Yes o No o 

I understand that taking part in this study is voluntary (my choice) and that 
I may withdraw from the study at any time without this affecting my medical 
care. 

Yes o No o 

If I decide to withdraw from the study, I agree that the information collected 
about me up to the point when I withdraw may continue to be processed. Yes o No o 

I agree to have my interview digitally recorded. Yes o No o 

I agree not to disclose anything discussed in the interview. Yes o No o 

I understand that my participation in this study is confidential and that no 
material, which could identify me personally, will be used in any reports on 
this study. 

Yes o No o 

I understand that data will be kept for 6 years, after which they will be 
destroyed. Yes o No o 

I understand that at the end of the completion of the research, all data will 
be deleted and paper copies of any notes will be confidentially recycled. Yes o No o 

I know who to contact if I have any questions about the study in general. I 
understand my responsibilities as a study participant. Yes o No o 

I know who to contact if I have any questions about the study in general. Yes o No o 

I wish to receive a summary of the results from the study. 

My email address is: Yes o No o 
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Declaration by participant: 
I hereby consent to take part in this study. 

Participant’s name: 

Signature: Date: 
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PARTICIPANT INFORMATION SHEET 

(Managers) 

Project title: the effect of Joint Commission International (JCI) accreditation on healthcare 
service quality:  empirical evidence from Saudi Arabia hospitals. 

Main supervisor: Associate Professor Jennifer Weller 

Researcher: Ali M Al Mansour 

My name is Ali and I am a PhD candidate at the University of Auckland. I am carrying out a 

research project under the supervision of Associate Professor Jennifer Weller focusing on the 

effect of Joint Commission International on healthcare service quality in the context of Saudi 

Arabia hospitals. 

I am interested in investigating experiences of staff at the managerial levels on the effect of 

accreditation on healthcare service quality. Your contribution would be of great value and I 

would really appreciate your participation in my study.  

Please note that your participation in my project is voluntary and you may withdraw the 

invitation without giving a reason. This interview is mainly for academic purposes and your 

job will not be affected by either participating or not. 

I aim at interviewing between 20 and 40 managers working in accredited hospitals. The 

participants will be interviewed individually. The aim is to share their experiences with the 

accreditation process they passed through. 

If you agree to participate, the date, time and physical location of the interviews will be 

conveniently arranged with you. The interview is expected to take a maximum of one hour. 

Interview will be recorded using a digital voice recorder and a sound file will be sent to you 

electronically if you wish (you can request this for up to three months after the interview). The 

recording will be ‘locked’ on the recorder until it is downloaded onto a password-protected 

computer. The interview will then be erased from the digital recorder. The sound files will be 

transcribed by me. The transcripts will be stored electronically for data management and will 

only be accessed by the research team. An edited version of the transcript will be sent to you 

within two weeks of being interviewed and you can modify points you feel have been 

misinterpreted. Copies of the transcripts will be placed on my personal computer and an 
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external hard drive, and stored for six years. After that, the sound files and the transcripts will 

be deleted from both the computer and the hard drive. 

If you do take part in this study, you may withdraw at any time without giving a reason. 

Withdrawing up to one month after the interview will also remove any data you have supplied 

us with from inclusion in the study.  

If you would like to participate in this research, please read and sign the attached Consent 

Form. If you prefer to receive this form by post, please indicate this in an email. 

Thank you very much for your time and help in making this study possible. At your request, 

results of this research will be mailed to you once the research is completed. If you have any 

queries, please contact me. 

Regards 

Ali Mohammed H Al Mansour 

  Centre for Medical and Health Sciences Education 

  School of Medicine 

  Auckland Hospital Building, level 12 

  The University of Auckland 

Email:  aalm826@aucklanduni.ac.nz 

Phone:  0559501166 

Main supervisor is: 

  Associate Professor Jennifer Weller 

  Centre for Medical and Health Sciences Education 

  School of Medicine 

  Auckland Hospital Building, level 12 

  The University of Auckland 

Email:  j.weller@auckland.ac.nz 

Phone:  0064 9 923 9459 
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For any concerns regarding ethical issues you may contact the University of Auckland Human 
Participants Ethics Committee, The University of Auckland, Research Office, Private Bag 
92019, Auckland 1142, Telephone 09 373-7599 ext. 87830/83761. Email: 
humanethics@auckland.ac.nz 
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PARTICIPANT INFORMATION SHEET 

(Patients) 

Project title: the effect of Joint Commission International (JCI) accreditation on healthcare 
service quality: an empirical evidence from Saudi Arabia hospitals. 

Main supervisor: Associate Professor Jennifer Weller 

Researcher: Ali M Al Mansour 

My name is Ali and I am a PhD candidate at the University of Auckland. I am carrying out a 

research project under the supervision of Associate Professor Jennifer Weller focusing on the 

effect of Joint Commission International on healthcare service quality in the context of Saudi 

Arabia hospitals. 

I am interested in investigating patients’ experiences about healthcare service quality. Your 

contribution would be of great value and I would really appreciate your participation in my 

study.  

Please note that your participation in my project is voluntary and you may withdraw the 

invitation without giving a reason. This is an academic study and your treatment will not be 

affected by either participating or not. 

I aim at surveying inpatients treated in accredited and non-accredited hospitals. The aim is to 

share their experiences about the quality of care delivered to them. 

Hard copies of the questionnaires will be kept in a secure cabinet. Soft copy versions will also 

be saved in a protected computer file in the researcher’s office. Soft copy versions will also be 

kept in an external hard drive as an excel sheet. The soft copy version will be stored 

electronically for data management and will be accessed by the research team. Copies of the 

data will be placed on my personal computer and an external hard drive, and stored for six 

years. After that, the questionnaires and the excel sheets will be deleted from both the computer 

and the hard drive. 

Thank you very much for your time and help in making this study possible. At your request, 

results of this research will be mailed to you once the research is completed. If you have any 

queries, please contact me. 
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Regards 

Ali Mohammed H Al Mansour 

  Centre for Medical and Health Sciences Education 

  School of Medicine 

  Auckland Hospital Building, level 12 

  The University of Auckland 

Email:  aalm826@aucklanduni.ac.nz 

Phone:  0559501166 

 

Main supervisor is: 

  Associate Professor Jennifer Weller 

  Centre for Medical and Health Sciences Education 

  School of Medicine 

  Auckland Hospital Building, level 12 

  The University of Auckland 

Email:  j.weller@auckland.ac.nz 

Phone:  0064 9 923 9459 

 

For any concerns regarding ethical issues you may contact the University of Auckland Human 
Participants Ethics Committee, The University of Auckland, Research Office, Private Bag 
92019, Auckland 1142, Telephone 09 373-7599 ext. 87830/83761. Email: 
humanethics@auckland.ac.nz 
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PARTICIPANT INFORMATION SHEET 

(Staff) 

Project title: the effect of Joint Commission International (JCI) accreditation on healthcare 
service quality: an empirical evidence from Saudi Arabia hospitals. 

Main supervisor:  Associate Professor Jennifer Weller 

Researcher:   Ali M Al Mansour 

My name is Ali and I am a PhD candidate at the University of Auckland. I am carrying out a 

research project under the supervision of Associate Professor Jennifer Weller focusing on the 

effect of Joint Commission International on healthcare service quality in the context of Saudi 

Arabia hospitals. 

I am interested in investigating perception of staff on the effect of accreditation on healthcare 

service quality. Your contribution would be of great value and I would really appreciate your 

participation in my study.  

Please note that your participation in my project is voluntary and you may withdraw the 

invitation without giving a reason. This is an academic study and your job will not be affected 

by either participating or not. 

I aim at surveying staff working in accredited and non-accredited hospitals. The aim is to share 

their perceptions about the quality of care delivered by accredited and non-accredited hospitals. 

Staff working in accredited hospitals will have to answer additional section concerning their 

experience of the accreditation process they passed through. 

If you agree to participate, questionnaire will be handed to heads of departments who will be 

asked to distribute them to the staff. Respondents will be requested to place the completed 

questionnaires in secure boxes, provided by the researcher. 

Hard copies of the questionnaires will be kept in a locked filing cabinet. Soft copy versions 

will also be saved in a password-protected computer in the researcher’s office. The soft copy 

version will be stored electronically for data management and will be accessed by the research 

team. Copies of the data will be stored securely for six years. After that, the questionnaires and 

the excel sheets will be deleted from both the computer and the hard drive. 
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Your participation in this research is voluntary and you may choose to fill the questionnaire as 

the questionnaires are anonymous. 

Thank you very much for your time and help in making this study possible. At your request, 

results of this research will be mailed to you once the research is completed. If you have any 

queries, please contact me. 

Regards 

Ali Mohammed H Al Mansour 

  Centre for Medical and Health Sciences Education 

  School of Medicine 

  Auckland Hospital Building, level 12 

  The University of Auckland 

Email:  aalm826@aucklanduni.ac.nz 

Phone:  0559501166 

 

Main supervisor is: 

  Associate Professor Jennifer Weller 

  Centre for Medical and Health Sciences Education 

  School of Medicine 

  Auckland Hospital Building, level 12 

  The University of Auckland 

Email:  j.weller@auckland.ac.nz 

Phone:  0064 9 923 9459 

 

For any concerns regarding ethical issues you may contact the University of Auckland Human 
Participants Ethics Committee, The University of Auckland, Research Office, Private Bag 
92019, Auckland 1142, Telephone 09 373-7599 ext. 87830/83761. Email: 
humanethics@auckland.ac.nz 
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Appendix 7: Interview Schedule 

Interview Questions 

1. Why did this hospital undertake the accreditation? 

2. What did you have to change in your hospital to achieve accreditation? 

3. What were the central difficulties/ challenges to initiate the accreditation, go through 
the process, and implement the necessary changes?  

4. What do you see as the advantage to the hospital as a result of accreditation?   

5. What do you think has changed in your hospital as a result of accreditation? 

6. How do the accreditation process and or implementation affect the quality of care? 

7. Have there been any disadvantages of accreditation – can you explain?  

8. Have there been any issues in maintaining changes resulting from accreditation? What 
strategies are in place to maintain quality of care after accreditation? Are they effective? 
Is anything else required? 

9. Any other comments?  
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Appendix 8: Patient Questionnaire 

Demographic information 

1. Gender:               

                          Male                      Female          

                     

2. Age:   
                          Between 18 and 28 years 
   
                          Between 29 and 39 years 
 

                                 Between 40 and 50 years 

                                 Over 50 years 

 

3. Nationality:   Saudi                Non-Saudi 

4. Marital status: 

Single  

Married   

Divorced  

Widowed  

4. Level of education: 

High school 

Diploma  

Bachelor degree 

Postgraduate 

 Other degree/ specify...................................  

5. Employment status: 

Employed 
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Unemployed 

Retired  

Student      other/ specify......................................... 

Please circle the most appropriate choice. 

N Statement Yes always Yes 
sometimes No Not 

relevant 
Information and education 

1 When you had important questions to ask a 
doctor, did you get answers that you could 
understand? 

1 2 3 4 

2 When you had important questions to ask a 
nurse, did you get answers that you could 
understand? 

1 2 3 4 

Coordination of care 
3 Sometimes in a hospital, one doctor or nurse 

will say one thing and another will say 
something quite different. Did this happen to 
you? 

1 2 3 4 

Emotional comfort 
4 If you had any anxieties or fears about your 

condition or treatment, did a doctor discuss 
them with you? 

1 2 3 4 

5 If you had any anxieties or fears about your 
condition or treatment, did a nurse discuss 
them with you? 

1 2 3 4 

6 Did you find a doctor/nurse to talk to about 
your concerns? 1 2 3 4 

Respect patient preference 
7 Did the staff talk in front of you as if you 

weren’t there? 1 2 3 4 

8 Did you want to be more involved in 
decisions made about your care and 
treatment? 

1 2 3 4 

9 Overall, did you feel you were treated with 
respect and dignity while you were in 
hospital? 

1 2 3 4 

Physical comfort 
10 Were you ever in pain, if yes; Do you think 

the hospital staff did everything they could to 
help control your pain? 

1 2 3 4 

Involvement of family and friends 
11 If your family or someone else close to you 

wanted to talk to a doctor, did they have 
enough opportunity to do so? 

1 2 3 4 

12 Did the doctors or nurses give your family or 
someone close to you all the information 
they needed to help you recover? 

1 2 3 4 
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Patient’s right 
13 At admission, did you or your family receive 

information on the proposed care, and the 
expected outcomes? 

1 2 3 4 

14 During all phases of inpatient care, was there 
a qualified individual identified responsible 
for your care? 

1 2 3 4 

15 Did you receive information about the 
hospital’s responsibility for protecting your 
personal belongings? 

1 2 3 4 

16 Did staff identify your expectations and 
needs for privacy during care and treatment? 1 2 3 4 

17 Did the staff inform you about your 
condition and diagnosis? 1 2 3 4 

18 Did the staff inform you about your planned 
care and treatment(s)? 1 2 3 4 

19 Did the hospital give you your rights and 
responsibilities in writing, if not, were they 
posted in a visible place? 

1 2 3 4 

20 Do you believe that you were in any way 
given the wrong treatment (according to your 
judgement)?  

1 2 3 4 
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Appendix 9: Staff Questionnaire 

Demographic information 

1. Gender:  

Male    Female   

2. Age:   

Below 30 years   

  

Between 31 and 45 years  

  

Between 46 and 55 years  

  

Over 55 years  

3. Nationality: 

Saudi    Non-Saudi   

4. Level of education: 

High school   Master’s degree  

     

Diploma    PhD/Fellowship  

     

Bachelor degree   Other  

5. How long have you worked for or been associated with this hospital: 

1 year or less   Between 5-7  

     

Between 2-4   Over 7 years  
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6. What is your occupational category? 

Physician   Nurse   

     

OT Technician   Pharmacist  

     

Physiotherapist   Social worker  
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Please indicate your perceptions on Scale (1, strongly disagree; 5, strongly agree) 

N Statement Strongly 
disagree Disagree Neutral Agree Strongly 

agree 
Quality results 

1 

Over the past few years, the 
hospital has shown steady, 
measurable improvements in the 
quality of customer satisfaction. 

1 2 3 4 5 

2 

Over the past few years, the 
hospital has shown steady, 
measurable improvements in the 
quality of services provided by the 
administration (finance, human 
resources, etc.) 

1 2 3 4 5 

3 

Over the past few years, the 
hospital has shown steady, 
measurable improvements in the 
quality of care provided to patients 
(e.g. medical, surgical, obstetric 
patients). 

1 2 3 4 5 

4 

Over the past few years, the 
hospital has shown steady, 
measurable improvements in the 
quality of services provided by 
clinical support departments such 
as laboratory, pharmacy, and 
radiology. 

1 2 3 4 5 

5 

Over the past few years, the 
hospital has maintained a high 
quality health services despite 
financial constraints. 

1 2 3 4 5 

Leadership, commitment and support 

6 

Senior hospital executives provide 
highly visible leadership in 
maintaining an environment that 
supports quality improvement. 

1 2 3 4 5 

7 
The top management is a primary 
driving force behind quality 
improvement efforts. 

1 2 3 4 5 

8 

Senior hospital executives allocate 
available hospital resources (e.g. 
finances, people, time, and 
equipment) to improving quality.  

1 2 3 4 5 

9 

Senior hospital executives 
consistently participate in activities 
to improve the quality of care and 
services. 

1 2 3 4 5 

10 

Senior hospital executives have 
articulated a clear vision for 
improving the quality of care and 
services. 

1 2 3 4 5 
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N Statement Strongly 
disagree Disagree Neutral Agree Strongly 

agree 

11 

Senior hospital executives have 
demonstrated an ability to manage 
the changes (e.g. organisational, 
technological) needed to improve 
the quality of care and services.  

1 2 3 4 5 

12 Senior hospital executives have 
started to act on suggestions to 
improve the quality of care and 
services. 

1 2 3 4 5 

13 Senior hospital executives have a 
thorough understanding of how to 
improve the quality of care and 
services. 

1 2 3 4 5 

14 Senior hospital executives generate 
confidence that efforts to improve 
quality will succeed. 

1 2 3 4 5 

Strategic quality planning 

15 
Hospital employees are given 
adequate time to plan for and test 
quality improvements. 

1 2 3 4 5 

16 
Each department and work group 
within this hospital maintains 
specific goals to improve quality. 

1 2 3 4 5 

17 
The hospital's quality improvement 
goals are known throughout your 
unit. 

1 2 3 4 5 

18 
Hospital employees are involved in 
developing plans for improving 
quality. 

1 2 3 4 5 

19 

Middle managers (e.g. department 
heads, Programme directors or 
supervisors) play a key role in 
setting priorities for quality 
improvement.  

1 2 3 4 5 

20 
Patients' expectations about quality 
play a key role in setting priorities 
for quality improvement. 

1 2 3 4 5 

21 

Care providers play a key role in 
setting priorities for quality 
improvement through 
representation in the hospital's 
organisational chart.  

1 2 3 4 5 

Human resources utilisation 
Education and training subscale 

22 

Hospital employees are given 
education and training in how to 
identify and act on quality 
improvement opportunities.  

1 2 3 4 5 

23 

Hospital employees are given 
continuous education and training 
in methods that support quality 
improvement. 

1 2 3 4 5 
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N Statement Strongly 
disagree Disagree Neutral Agree Strongly 

agree 

24 
Hospital employees are given the 
needed education and training to 
improve job skills performance. 

1 2 3 4 5 

Rewards and recognition subscale 

25 

Hospital employees are rewarded 
and recognised (e.g. financially 
and/or otherwise) for improving 
quality. 

1 2 3 4 5 

26 
Inter-departmental cooperation to 
improve the quality of services is 
supported and encouraged. 

1 2 3 4 5 

27 

The hospital has an effective 
system for employees to make 
suggestions to management on how 
to improve quality. 

1 2 3 4 5 

Quality management 

28 

The hospital regularly checks 
equipment and supplies to make 
sure they meet quality 
requirements. 

1 2 3 4 5 

29 
The hospital has effective policies 
to support improving the quality of 
care and services.   

1 2 3 4 5 

30 
The hospital tries to design quality 
into new services as they are being 
developed. 

1 2 3 4 5 

31 

The services that the hospital 
provides are thoroughly tested for 
quality before they are 
implemented. 

1 2 3 4 5 

32 
The hospital views quality 
assurance as a continuing search 
for ways to improve. 

1 2 3 4 5 

33 
The hospital encourages employees 
to keep records of quality problems 
through documentation. 

1 2 3 4 5 

Use of data 

34 
The hospital does a good job of 
assessing current patient needs and 
expectations. 

1 2 3 4 5 

35 
The hospital does a good job of 
assessing future patient needs and 
expectations. 

1 2 3 4 5 

36 Care providers promptly resolve 
patient complaints. 1 2 3 4 5 

37 

Patients' complaints are studied to 
identify patterns and learn from 
them to prevent the same problems 
from recurring. 

1 2 3 4 5 

38 The hospital uses data from 
patients to improve services. 1 2 3 4 5 
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N Statement Strongly 
disagree Disagree Neutral Agree Strongly 

agree 

39 
Data on patient satisfaction are 
widely communicated to hospital 
staff. 

1 2 3 4 5 

40 
The hospital uses data on patient 
expectations and/or satisfaction 
when designing new services. 

1 2 3 4 5 

Accreditation 
Staff involvement 

41 
 During the preparation for the last 
survey, important changes were 
implemented at the hospital. 

1 2 3 4 5 

42 You participated in the 
implementation of these changes. 1 2 3 4 5 

43 

You learned of the 
recommendations made to your 
hospital since the last survey (if it 
is the case). 

1 2 3 4 5 

44 
These recommendations were an 
opportunity to implement important 
changes at the hospital. 

1 2 3 4 5 

45 
You participated in the changes 
that resulted from accreditation 
recommendations. 

1 2 3 4 5 

Benefits of accreditation 

46 Accreditation enables the 
improvement of patient care. 1 2 3 4 5 

47 
Accreditation enables the 
motivation of staff and encourages 
team work and collaboration. 

1 2 3 4 5 

48 
Accreditation enables the 
development of values shared by 
all professionals at the hospital. 

1 2 3 4 5 

49 

Accreditation enables the hospital 
to better use its internal resources 
(e.g. finances, people, time, and 
equipment). 

1 2 3 4 5 

50 
Accreditation enables the hospital 
to better respond to the populations 
needs. 

1 2 3 4 5 

51 

Accreditation enables the hospital 
to better respond to its partners 
(other hospitals, diverse hospitals, 
private clinics, etc.)  

1 2 3 4 5 

52 
Accreditation contributes to the 
development of collaboration with 
partners in the health care system. 

1 2 3 4 5 

53 Accreditation is a valuable tool for 
the hospital to implement changes. 1 2 3 4 5 

54 
Accreditation enables hospital to be 
more responsive when changes are 
to be implemented. 

1 2 3 4 5 
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Are there any comments you would like to mention? 
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