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Abstract
Healthcare accreditation programmes have been adopted internationally to maintain the quality and safety of services. Accreditation assesses the 
compliance of organizations to a series of standards. The evidence base supporting the benefits of accreditation is mixed, potentially influenced 
by differences in local implementation and operationalization of standards. Successful implementation is associated with optimizing regulation, 
funding, and government commitment. Implementation of accreditation is a complex intervention that needs to be tailored to meet contextual 
differences across settings. Comparing why and how accreditation is implemented across countries supports the effective implementation of 
new programmes and refinements to existing systems. This article presents four case studies from Australia, Botswana, Denmark, and Jordan 
to consider a geographic spread and mix of high- and upper-middle-income countries. The data were derived from a review of accreditation 
programme documents and follow-up discussions with directors of the accrediting bodies in the countries of interest. Each case study was 
summarized according to a standardized framework for comparison: (i) goals (why), (ii) programme implementation (how), (iii) outcomes based 
on pre-post measures (what), and (iv) lessons learned (enablers and barriers). The accreditation programmes were all introduced in the 2000s 
to improve quality and safety. Documents from each country outlined motivations for introducing an accreditation programme, which was 
predominantly initiated by the government. The programmes were adopted in demarcated healthcare sectors (e.g. primary care and hospital 
settings), with a mix of mandatory and voluntary approaches. Implementation support centred on the interpretation and operationalization 
of standards and follow-up on variation in compliance with standards, after announced surveys. Most standards focused on patient safety, 
patient centredness, and governance but differed between using standard sets on quality management or supportive processes for patient 
care. Methods for evaluation of programme success and outcomes measured varied. Frequently reported enablers of successful implementation 
included strong leadership and ownership of the process. A lack of awareness of quality and safety, insufficient training in quality improvement 
methods, and transfer of staff represented the most common challenges. This case analysis of accreditation programmes in a variety of countries 
highlights consistent strategies utilized, key enabling factors, barriers, and the influence of contextual differences. Our framework for describing 
why, how, what, and lessons learned demonstrates innovation and experimentation in approaches used across high- and upper-middle-income 
countries, hospital and primary care, and specialist clinics.
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Introduction
Accreditation of healthcare organizations has emerged as an 
important means of promoting safety and quality improve-
ment internationally. Comprehensive external evaluation pro-
grammes have been adopted in ∼39 countries ranging across 
healthcare sectors [1]. External assessment against prede-
fined standards is a common practice across high-, middle-, 
and low-income countries although evidence supporting 
clinical and organizational benefits remains inconsistent

[2, 3]. Variability in the evidence base for healthcare accred-
itation programmes is thought to be influenced, in part, 
by the differences in how programmes have been oper-
ationalized, perceived by those required to enact them, 
and implemented [4]. The adoption of any programme, 
including accreditation, can be influenced by the prevail-
ing organizational climate [5], environment or context [6], 
culture [7], and leadership [8]. Accounting for different 
contextual circumstances can inform how and why benefits 
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are achieved when examining how accreditation has been
implemented.

The most recent international survey profiling healthcare 
accreditation organizations was conducted between 2009 
and 2011 with 44 accreditation organizations [1]. The sur-
vey indicated that the successful implementation usually 
involved a complement of regulation, funding, and govern-
ment commitment mechanisms to introduce accreditation as 
part of broader goals to improve healthcare quality and 
safety. Political instability and market failures were iden-
tified as primary challenges to sustained implementation. 
More recent publications on the concept of external evalu-
ation [9] provide an opportunity to compare approaches to 
implementation across different countries, using in-depth case
studies.

We aimed to examine how accreditation programmes have 
been implemented and operationalized in a range of countries. 
We compared goals, programme implementation, reported 
outcomes, and identified enablers and barriers to derive com-
mon key learnings.

Methods
Design and case selection
A multiple case study of accreditation programmes across 
four countries was undertaken. Each case was defined as 
the accreditation programme at the country level and the 
implementation approach taken. The scope of case studies 
was limited to healthcare facilities included in the accredita-
tion programmes. Four accreditation organizations that are 
members of the International Society for Quality in Health 
Care Accreditation Council who had implemented accredita-
tion programmes running between 2009 and 2020 were used 
as cases, i.e. (i) Australian Council on Healthcare Standards 
International in Australia, (ii) Council for Health Services 
Accreditation of Southern Africa (COHSASA) in Botswana, 
(iii) Danish Institute for Quality and Accreditation in Health-
care in Denmark, and (iv) Health Care Accreditation Coun-
cil in Jordan (Table 1). Australia’s accreditation programme 
was initially implemented in the hospital setting. Botswana’s 
accreditation programme was implemented in hospitals and 
clinics. Denmark implemented its accreditation programme in 
the primary care setting [10]; Jordan started with accredita-
tion in hospitals and later included primary care, specialist 
physician clinics, laboratories, and ambulatory care. These 
countries were purposively selected because they provided 
information-rich cases and cover various income settings and 
diverse geographical locations. 

Healthcare accreditation programmes are complex inter-
ventions introduced within complex adaptive systems [11]. 
Theoretically, we proposed that studying the properties of 
large system change can provide insights to generate univer-
sal and generalizable knowledge [12]. Comparing multiple 
case studies enables a wide range of information to be con-
sidered [13] to uncover similarities, differences, and patterns 
of behaviours that could support, refute, or build upon theo-
retical propositions for healthcare accreditation programmes 
[14]. Healthcare accreditation programmes vary widely in 
their structure and function between health systems. The vari-
ation in countries sampled was adopted to provide a holistic 
view of accreditation, demonstrating elements of uniqueness 
and the shared patterns that influence its implementation [15].

Data collection and analysis
An iterative process of data collection and analysis was har-
nessed to develop and test our theoretical proposition. A data 
collection template was developed for our research question 
to capture the nuanced differences between cases (Fig. 1). 
This template was based upon the realist evaluation princi-
ples, which focus on understanding how and why interven-
tions work [16]. It covered (i) goals (why), (ii) programme 
implementation (how), and (iii) outcomes based on pre-post 
measures and experiences (what). The directors from each of 
the four accrediting organizations completed these data col-
lection templates using data from extant academic literature 
where available, as well as internal and publicly available 
programme documents. Documents included grey literature, 
reports, policies, and website descriptions of projects con-
ducted by healthcare regulatory bodies. These data were 
further contextualized through key informant discussions 
between E.J.v.V. and J.S. and representatives from the accred-
iting organizations, which led to the identification of further 
data and documents to input into the data collection tem-
plates. The authors E.J.v.V. and J.S. aimed to enrich the data 
collection template that was completed in Round 1 by the 
directors. In Round 2, during the key information discus-
sion, E.J.v.V. and J.S. asked the representatives to further 
explain the initial data generated by the directors. Based on 
the topics discussed, the representatives identified additional 
data and documents that were input into the data collec-
tion template. The completed data collection templates were 
submitted to E.J.v.V. and J.S. who conducted a cross-country 
synthesis [17], enabling the identification of implementation 
approaches, similarities and differences, and groupings of 
implementation activities and outcomes.

Results
Goals (why)
The initiation of accreditation programmes was intended to 
achieve similar goals across the four countries (Table 2). Pri-
marily, implementation was aimed at improving healthcare 
quality and safety through increased adherence to standards. 
The Australian accreditation programme was driven by a 
series of landmark safety and quality studies and reviews that 
identified that patients did not always receive evidence-based 
hospital care [18–20]. Complaints about the public health ser-
vices offered in Botswana triggered the Ministry of Health 
and Wellness to explore different options for external assess-
ment of public hospitals and clinics. In Denmark, concerns 
about transparency and potential unwarranted variation in 
clinical care were declared as the rationale for introducing 
accreditation of primary care and specialist practitioner clin-
ics. The accreditation programme in Jordan was initiated by a 
US Agency for International Development project rather than 
by the government.

Australia and Denmark established a new government 
agency to develop accreditation standards: the Australian 
Commission on Safety and Quality in Health Care and the 
National Safety and Quality Health Service standards. In 
Botswana, the Ministry of Health and Wellness contracted the 
COHSASA not-for-profit company to implement an accredi-
tation and quality improvement programme. The COHSASA 
piloted in two stages their quality improvement and accred-
itation programme at 10 of 30 Botswana’s hospitals and 8 
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Figure 1 Data collection template.

of 311 clinics prior to national-wide implementation. Den-
mark established Danish Institute for Quality and Accredi-
tation in Healthcare to develop and implement accreditation 
programmes, based on the Danish Healthcare Quality Pro-
gramme. The introduction of accreditation of general practi-
tioners (GPs) and specialist physicians in Denmark was facil-
itated by the involvement of, and acceptance by, the primary 
care professional associations. Jordan remained a relatively 
unique case in that the US Agency for International Develop-
ment as a non-governmental organization conducted much of 
the early work [21]. In a participatory approach of engaging 
all stakeholders in the different sectors, combined with a series 
of national advocacy activities, the Health Care Accredita-
tion Council was established as an independent organization 
to develop and implement the programme. Accreditation was 
later supported by the government of Jordan as a national 
strategy and priority [21–23].

Whether or not accreditation programmes were mandated 
did not seem to cluster across the cases by hospital, non-
hospital, or high- or upper-middle-income settings. Australia 
(high-income country, hospital) and Botswana (upper-middle-
income country, hospitals and clinics) mandated participa-
tion in their accreditation programmes, whereas Denmark 
(high-income country, primary care and specialist clinics) 
and Jordan (upper-middle-income country, hospital and non-
hospital) introduced accreditation on a participatory volun-
tary approach.

Programme implementation (how)
The implementation of accreditation programmes in all 
cases included a preparation phase before conducting sur-
veys (Table 3). In Australia, where the hospitals focused on 
in the early days were larger organizations, broader com-
munication plans were used for preparation, as well as the 
dissemination of self-assessment tools for hospitals to under-
take in the lead-up to their surveys. Preparing organizations 
in Botswana for accreditation generally involved training 

personnel to understand the standards, carrying out regu-
lar self-evaluations, and capturing standards compliance data 
into the online monitoring system. COHSASA advisers also 
coached the ministry team to analyse self-evaluation data and 
assist hospital personnel to put in place necessary improve-
ments. 

Leading up to the accreditation of small organizations in 
Denmark, internal organizational meetings were arranged to 
explain expectations for the upcoming surveys—in terms of 
both preparation and requirements for the actual standards—
and clinics were encouraged to use quality management 
tools. Cooperation between Danish Institute for Quality and 
Accreditation in Healthcare and the local regions for the gen-
eral practitioners and professional associations for specialist 
practitioners provided early support for implementation [16]. 
Jordan’s programme provided a standard template to self-
assess performance and instructions to bridge identified gaps 
with a Plan-Do-Study-Act approach. Educational activities 
and manuals were also available to help users interpret and 
implement the standards.

The surveys themselves involved pre-announced visits, fol-
lowed by the provision of feedback and re-evaluation to 
provide the opportunity to show a cycle of improvement. 
Jordan was the only country that made use of unannounced 
visits. Denmark discontinued accreditation after the first cycle 
was completed.

Outcomes (what)
Improved adherence to the standards was reported after 
accreditation in all four countries (Table 4). A 2018 Aus-
tralian Commission on Safety and Quality in Health Care 
report was published, indicating that patient safety and the 
quality of healthcare had improved, in addition to enhanced 
compliance [24]. Supportive examples were decreased rates 
of healthcare-associated infections [25, 26], decreased in-
hospital cardiac arrests, better documentation of adverse drug 
reactions and medication histories, and decreased prescribing 
of antibiotics due to improvements in antibiotic stewardship. 
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Table 4. Outcomes (WHAT) of accreditation: overview per country of the accreditation standards and self-reported pre-post outcomes and experiences.

Australia Standards Reported outcomes

Patient safety standards
Preventing and controlling healthcare-associated 

infections
– Decline in the Staphylococcus aureus bacteraemia rate per 

10 000 patient days under surveillance between 2010 and 
2014, from 1.10 to 0.87 cases.

– Drop in the yearly number of methicillin-resistant S. 
aureus bacteraemia cases between 2010 and 2014, from 
505 to 389.

Medication safety – Number of hospitals with antimicrobial stewardship 
increased from 36% (2010) to 98% (2015).

– Formularies restricting the use of broad-spectrum 
antimicrobials increased from 41% (2010) to 86% (2015).

Patient identification and procedure matching  Data not available
Recognizing and responding to acute deteriora-

tion
 Data not available

Preventing and managing pressure injuries  Data not available
Preventing falls and harm from fall  Data not available
Blood management – Decline of almost one-half in the national rate of central 

line–associated bloodstream infections between 2012–13 
and 2013–14, from 1.02 to 0.60 per 1000 line days.

Governance-related standards
Governance for safety and quality  Data not available
Care-related standards
Clinical handover  Data not available
Patient centredness standards
Partnering with consumers  Data not available
Staff experiences
– Better understanding of board responsibilities concerning patient safety and 

quality.
– ‘Ticking box’ exercise: producing documentation to satisfy accreditation 

requirements.
– Concerns that assessors misinterpreted the standards.
Patient experiences
– Consumers had little understanding of accreditation. Results were not made 

publicly available.
Botswana Standards  Reported outcomes: compliance

Baseline 2009, % External 2013, % Baseline 2014, % External 2016, %
Patient safety standards
Prevention and control of infection 14 71 74 95
Resuscitation service 15 94 74 98
Quality management standards
Information management and quality 

improvement
24 90 74 99

Risk management 27 56 58 100
Governance-related standards
Management and leadership 34 93 77 98
Human resource management 49 92 67 97
Organizational standards
Administrative support 54 93 71 93
Sterilizing and disinfecting unit 69 100 77 91
Maintenance service 17 59 39 85
Food service 53 80 74 97
Linen service 37 100 40 98
Housekeeping service 16 71 33 96
Care-related standards
Clinical services
(medical care, surgical care, maternity care, 

paediatric care, psychiatric care, emergency 
care, and outpatient care)

39 66 79 95

Clinical support services
(radiology, laboratory, pharmaceutical service, 

and physiotherapy service)

47 72 74 95

Patient centredness standards
Access to care 44 89 79 99
Patient rights 45 80 61 100

 Staff experiences
– Improvement in staff empowerment and teamwork.
– Time-consuming ‘Ministry programme, not ours’.
– Transfer of personnel led to discontinuity of knowledge.

(continued)
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Table 4. (Continued)

Australia Standards Reported outcomes

 Patient experiences
 Data not available

Denmark Standards  Reported outcomes
 % Assessments resulting in follow-up  % Follow-up assessments not satisfactory

Patient safety standards
Prevention of nosocomial infections  2.9 5.6
Drug prescription and renewal of prescriptions  1.4  20.0
Patient identification  5.4 8.1
Management of cardiac arrest and other 

emergencies
 2.8 9.2

Diagnostic investigation—focus on identifica-
tion of test materials and timely follow-up on 
results

 2.1 8.8

Quality management standards
Monitoring of quality  1.9  20.0
Reporting of and learning from adverse events  1.0  17.4
Governance-related standards
Clinic management  1.5  18.2
Employment, induction, and competence 

development of staff
 0.4 6.7

Organizational standards
Patient records and protection of sensitive 

information
 2.6  10.3

Procurement, storage, and disposal of drugs and 
utensils

 2.4 6.6

Care-related standards
Referrals  0.6  20.0
Evidence-based practice and monitoring of 

adherence to guidelines
 3.0  12.9

Patient centredness standards
Patients’ evaluation of experience  3.0  25.3
Accessibility  1.2  28.8
Coordination of the patient journey and 

communication among different actors
 0.3  66.7

Primary care sectors  Follow-up required  Full compliance achieved
General practice, all  534/1607 (33%)  1551/1603 (97%)
Specialist physicians, all, first cycle  196/885 (22%)  868/882 (98%)
Specialist physicians, second cycle  151/546 (28%)  511/515 (99%)
Chiropractors, all  153/219 (70%)  207/219 (95%)
Physiotherapist  140/247 (57%)  208/214 (97%)
Chiropodists  204/387 (53%)  332/347 (96%)
Psychologists  153/304 (50%)  262/269 (97%)

 Staff experiences
– Half of the GPs believed that accreditation had improved the quality of patient 

care.
– GPs appreciated the use of peer surveyors, discussions with peers, and tailored 

support.
– GPs found the sense-making work of the standards frustrating.
– GPs who perceived accreditation as a tool for external control reported lower 

job satisfaction.
 Patient experiences

– Most patients had not heard about accreditation.
Jordan Standards  Reported outcomes

 Initial assessment, %  Final assessment, %
Patient safety standards
Infection prevention and control  15  97
Medication management 3  94
Quality improvement and patient safety  12  94

– Areas that are reported to be most influenced and improved by accreditation:
* Patient identification at critical care procedures.
* Medication ordering, administration, preparation, and rationalized use of 
antibiotics.
* Hand hygiene, safe injection practices, cleaning, and sterilization.

Quality management standards
Information management 2%  84%

– Areas that are reported to be most influenced and improved by accreditation:
* Incident and adverse events reporting.

Governance-related standards
Management and leadership  18%  93%

(continued)
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Table 4. (Continued)

Australia Standards Reported outcomes

Human resource management  5%  93%
Education and training  4%  96%

– Areas that are reported to be most influenced and improved by accreditation:
* Credentialing and privilege for clinical providers.
* Staff satisfaction and staff skill mix and number.
* Continuous professional development for staff providing direct patient care.

Organizational standards
Medical records  16%  96%
Support services  18%  97%
Environmental safety  5%  94%

– Areas that are reported to be most influenced and improved by accreditation:
* Securing patient and administrative data and avoiding their loss.
* Critical equipment maintenance: emergency room (ER), anaesthesia, and QC 
laboratory and radiology.
* Utility and waste management.

Care-related standards
Patient care  15%  92%
Diagnostic services  32%  94%

– Areas that are reported to be most influenced and improved by accreditation:
* Triage process for patients visiting the emergency.
* Implementing surgical protocols (site procedure verification, site marking, and 
time-out).
* Patient assessment for anaesthesia-related risks.

Patient centredness standards
Access and continuity of care  14%  92%
Ethics and patients’ rights  14%  93%

– Areas that are reported to be most influenced and improved by accreditation:
* Value patient voice and patient engagement in care provision through building of 
complaints and suggestions and patient experience systems.
* Improved coordination of care between hospital units and departments and out-
side the hospitals through referral systems to external healthcare practitioners or 
facilities.
* Improved collaboration between the healthcare team, patient, and family (e.g. 
care plans that actively engage the healthcare team, the patient, and his/her 
relatives).
 Staff experiences

– Leader quote: ‘Having our institution accredited has improved our workflow 
and accuracy.’

– Staff felt better equipped to perform their job although some feared an increase 
in workload.

– Resistance to change due to a lack of awareness of quality and safety of care 
and a lack of incentives to comply with the standards.

 Patient experiences
– Consumer quote: ‘I could easily tell the difference between walking into an 

accredited hospital and a non-accredited hospital.’

The Botswana programme reported increases in adherence 
to standards during the first cycle, after which there was 
a decrease in adherence, followed by another increase to a 
higher level after the next assessment round.

Denmark initially reported that between 22% and 33% of 
the assessed general and specialist practitioners did not adhere 
to one or more standards. However, after follow-up assess-
ments were conducted, the overall compliance was ∼100%. 
Nevertheless, a small number of clinics did not achieve accred-
itation. Compliance varied considerably between standards. 
Adherence to the standards reportedly increased in the Jordan 
accreditation programme including in patient safety, medical 
record-keeping, human resource management, and oversight 
of equipment.

Other outcomes have been evaluated beyond adherence 
to the standards in each country. Australian hospital boards 
(84%) reported that as a result of the programme, they under-
stood and enacted their roles and responsibilities concerning 

patient safety and quality [24]. However, in some facili-
ties, the workforce felt that the organization was more con-
cerned with ‘ticking boxes’ than with the facility’s perfor-
mance due to the amount of resources spent on producing 
documentation to satisfy accreditation requirements. Con-
cerns were raised that several assessors lacked proper training 
or misinterpreted the intent of the standards. External eval-
uation results have not been made publicly available, and 
it was found that consumers had little understanding of
accreditation.

One reported positive impact of the programme in 
Botswana was that staff felt empowered, having a sense of 
ownership and noticing an improvement in the way people 
worked, particularly in terms of teamwork. Some staff mem-
bers perceived that the programme was time-consuming and 
externally imposed: ‘Ministry programme, not ours’. A cen-
tralized procurement system added to a lack of ownership 
and prevented facilities in addressing shortcomings. Transfer 
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of personnel between facilities also led to discontinuity of 
knowledge and feelings of a constant ‘restart’.

Roughly half of the Danish GPs partially or largely agreed 
that preparing for accreditation had improved the quality 
for their patients. No evidence was found that accreditation 
promoted patient satisfaction [27]. Over 90% of the Dan-
ish patients (n = 3609) stated that they had not heard about 
accreditation or did not know it [27]. Some studies indicated a 
negative association between accreditation and GP job satis-
faction [28, 29]. One study found an indication that being 
accredited correlates with intrinsic motivation, especially if 
GPs perceived accreditation as a tool for quality improvement 
[30]. Many GPs found the sense-making work frustrating and 
emphasized the importance of standards that clearly stated 
expectations and stimulated reflection to improve [31]. Appre-
ciation of the use of peer surveyors was frequently noted, 
and GPs reported the highest appreciation of the support that 
was tailored to the individual clinic and discussions with their 
peers [32]. Questions arose on the extent to which asses-
sors could still identify improvement potential after one cycle 
that showed a significant increase in compliance. In the sector 
where two cycles were completed (specialist physicians), this 
view was not supported.

In Jordan, hospital administrators were sceptical towards 
accreditation and in disbelief that the hospitals they ran did 
not comply with quality and patient safety requirements. But 
after the process began, leaders used the assessment reports 
as means to manage their hospitals. The frontline staff men-
tioned that they were better prepared, trained, and equipped 
to perform their job. Identified barriers were resistance to 
change, increased staff workload, lack of awareness of qual-
ity and safety of care, insufficient staff training and support, 
budget limitations and a lack of incentives to comply, or reper-
cussions for not being compliant, with quality and patient 
safety requirements. However, intrinsic motivation may not 
shield staff from burnout when external regulation is imposed 
[33].

Discussion
Statement of principal findings
Our findings (summarized in Supplementary Appendix 1) 
highlight that accreditation programmes can be implemented 
across a range of diverse countries whether made mandatory 
or voluntary. In all programmes, professionals’ perceptions 
of accreditation were linked to workload and administration 
burden rather than to quality assurance and improvement. 
Support provided by the accreditation agencies appeared 
more successful when focused on tailored, on-the-ground sup-
port, facilitating knowledge exchange and discussions with 
peers, and clear interpretation of how the standards impact 
quality and quality improvement. Related to this, clearly 
stated expectations assisted in the preparation and response 
to accreditation. This undermined the importance of estab-
lishing ownership of the programme at the facility level from 
the outset.

Our findings highlight that accreditation programmes can 
be implemented across a range of diverse countries whether 
made mandatory or voluntary. Having a well-resourced stake-
holder at the national level providing a continuous commit-
ment to implement the programme was seen as crucial to 
success. Related to this, clearly stated expectations assisted 

in the preparation and response to accreditation. In all 
programmes, professionals’ perceptions of accreditation were 
linked to workload and administration burden rather than 
to quality assurance and improvement. Lack of awareness 
and knowledge of quality and safety in implementing orga-
nizations seemed to relate to poor programme perceptions. 
Staff attitude towards accreditation also influenced percep-
tion. Those who associate accreditation with quality improve-
ment believed that accreditation can improve quality. Those 
who associate accreditation with control are less convinced 
that accreditation would improve quality [34]. Support pro-
vided by the accreditation agencies appeared more successful 
when focused on tailored, on-the-ground support, facilitat-
ing knowledge exchange and discussions with peers, and clear 
interpretation of how the standards impact quality and quality 
improvement.

Interpretation within the context of the wider 
literature
In line with Shaw et al. [1], having a well-resourced stake-
holder at the national level providing a continuous com-
mitment to implement the programme was seen as crucial 
to success in Australia, Botswana, and Denmark. Hussein 
et al. found that introducing hospital accreditation stimu-
lated performance improvement and patient safety[35]. The 
COHSASA Quality Advisers also coached particular pre-
accreditation, job stress. We found the same results, where 
poor programme perceptions were related to a lack of aware-
ness and knowledge of quality and safety. In both Australia 
and Denmark, there was some scepticism towards some of the 
standards [32]. In response, the federal agency in Australia 
conducted a review in 2018, which proposed six strategies 
to improve the reliability of the accreditation process [24]. 
Another barrier in Australia was the limited scope of health-
care organizations assessed (hospitals only). The focus on 
selected sole institutions does not readily support evolving 
‘joined-up’ care delivery models and care integration across 
sectors with separate funding sources.

Implications for policy, practice, and research
One take-home message is that despite a plethora of research 
on the impact of external accreditation programmes, there 
remains little public reporting of compliance with the stan-
dards and evaluation of programme implementation against 
original aims. Interventions of this nature are difficult to 
evaluate due to their complexity and introduction within 
complex adaptive healthcare systems. There is no blueprint 
for successful programme implementation. However, by 
aggregating knowledge from different countries, successful 
approaches can be matched to other local contextual circum-
stances and assist those initiating accreditation programmes 
or reforming those in existence. If improvements to the health 
system are to be achieved, international case narratives such 
as those presented in this paper must be shared and translated 
to other settings.

Strengths and limitations
Our purposeful selection of countries and accreditation pro-
grammes provide insights into implementation. This breadth 
of inquiry was further strengthened by an in-depth examina-
tion of naturalistic case data. However, the variation of data 
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sources and level of detail provided, as well as heterogeneous 
methods for evaluating outcomes from each country, pre-
cluded meaningful quantitative comparisons between the 
cases. With modest sample sizes, we are unable to con-
firm whether the clusters and patterns of diversity iden-
tified relate to country characteristics or implementation 
approaches used. Further studies could continue this line of 
enquiry to determine the context contingency of different 
implementation approaches—e.g. how can we best integrate 
accreditation as a quality improvement tool into the organi-
zation’s daily practice and avoid the risk of activities being 
perceived as ‘box-ticking’ exercises?

Conclusion
The different approaches presented in our cross-country case 
comparison can serve as potential roadmaps for other jurisdic-
tions to consider when implementing their own accreditation 
programmes. Key enablers were highlighted, such as having 
governmental support, clear leadership and ownership of the 
programmes, and staff familiarity with quality and safety, 
which represent areas for enhancing accreditation programme 
implementation in other settings. Achieving successful imple-
mentation in different settings and contextual circumstances 
requires bespoke tailoring of core elements of accreditation 
programmes as well as the supports provided to healthcare 
organizations. The challenge of healthcare accreditation is 
on the agenda of many health systems and underscores the 
importance of sharing experiences and stimulating new col-
laborations to facilitate improved quality and safety of patient 
care.
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