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    Abstract  

The impact of hospital accreditation on quality improvement in Kuwait: 

perceptions of staff and patients  

Muna A. Alkhabbaz 

Introduction and methods: Healthcare organizations are constantly looking for ways to 

improve quality, safety and outcome of care, while reducing cost. Quality of health care 

was identified as a key element for improved health outcomes and efficiency. Many 

approaches to improve the quality of healthcare have been identified and accreditation 

programs are among the most popular ones. In Kuwait, the national accreditation program 

has been developed and implemented recently as part of the health reform strategy. 

Although many countries are embarking on accreditation, and despite being a complex 

and resource intensive process, the evidence base for accreditation is incomplete. The aim 

of this study is to investigate the relationship between implementation of accreditation and 

quality improvement in Kuwait’s public hospitals as perceived by staff and patients. The 

study had a prospective longitudinal design (baseline and 16-18 months later) and used 

mixed methods, where the Malcolm Baldrige dimensions were used to examine the effects 

of accreditation implementation on staff and patient quality perceptions. Four public 

hospitals were involved in the study, which were divided into two groups based on their 

degree of accreditation implementation: hospitals with broad implementation of 

accreditation (BIA) and hospitals with limited implementation of accreditation (LIA). 

Results: Accreditation was implemented adequately in both hospital types to have an 

impact on quality. Staff identified a number of enablers and barriers during the process of 

implementation. They also reported that accreditation resulted in a number of 

improvements in care provided by Kuwait’s hospitals. Comparison of BIA and LIA 

hospitals showed that BIA hospitals scored higher than LIA hospitals in all Baldrige 

dimensions at baseline, these dimensions improved significantly in LIA hospitals as they 

implemented accreditation, and scores of Baldrige dimensions of LIA hospitals at follow-

up increased towards those of BIA hospitals at baseline where they would be at a similar 

stage of implementing accreditation. Analysis of staff data from BIA and LIA hospitals 

indicated a strong positive relationship between implementing accreditation and staff 

perceptions of quality. Analysis of patient data from BIA and LIA hospitals again showed 

a positive relationship between implementing accreditation and patient perceptions of 

quality. Four of the Baldrige dimensions mediated the impact of accreditation on staff 

perceptions of quality, while all dimensions were linked to patient perceptions of quality. 

Analysis of patient group interviews showed an overlap between the concerns of patients 

about hospital service quality with the quantitative measures used in this study. 

Conclusions: In this study, accreditation was positively associated with quality 

improvement in the public hospitals, as perceived by staff and patients. A number of 

challenges faced the implementation of accreditation and that need to be resolved to 

improve the program’s application. Equally, a number of enablers were identified and 

these should be encouraged in hospitals embarking on accreditation. Implementation of 

accreditation brought a number of positive changes to the quality of care in Kuwait’s 

hospitals. This study could encourage the Ministry of Health to adopt a national strategy 

for quality in healthcare to gain the most out of their quality improvement activities 

including the national accreditation program.
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1- Introduction 

 

1.0 Overview of the Chapter 

This chapter introduces the thesis study through five main sections: 

Box 1.1 Organization of chapter one 

 

1.1 Study Background 

Health care systems have expanded rapidly all over the world in the past thirty years. 

In most European countries, heath care expenditure has increased sharply over this 

period (Villaverde, Maza, & Hierro, 2014). For example in the UK, health care 

expenditure in 1992 was twice that in 1984 (Aggarwal & Zairi, 1997), and health 

expenditure (as a percentage of total Gross Domestic Product (GDP)) increased from 

6.7% in 1995 to 9.1% in 2014 (The World Bank, 2016). Recent figures indicate that 

the UK is now spending more than seven times the amount of 1984 (NHS 

Confederation, 2016). 

Of the various approaches used in measuring and improving the quality of health 

services, accreditation has become increasingly popular (Shaw, 2003). Nonetheless, 

the search for evidence on its impact on quality is a relatively recent concern, 

especially in the Middle East. Indeed my recent literature review that focused on 

Kuwait found no studies on the impact of accreditation.  

Although it has long been recognized that there are many different perspectives on 

what constitutes quality improvement (Ovretveit 1992, P.4), the issue of quality from 

the patient perspective is often neglected in the literature concerning the impact of 

quality improvement (QI) interventions, specially accreditation (Greenfield & 

Braithwaite, 2008). Indeed for accreditation the focus is commonly on compliance 

1.1 Describes the study background. 

1.2 Outlines the overall aim, hypothesis, and specific 

objectives of the study. 

1.3 Presents an overview of the logic of the study design. 

1.4 Explains the justification for conducting the current study. 

1.5 Presents the structure of the thesis. 
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with standards ((Al Tehewy, Habil, El Okda, & Salem, 2009; Quality Assurance 

Project (QAP), 2005; Salmon, Heavens, Lombard, & Tavrow, 2003), or more recently 

on clinical and management indicators such as infection rate and length of stay (Al 

Awa et al., 2011; Almasabi & Thomas, 2016; Braithwaite et al., 2010; Chen, Rathore, 

Radford, & Krumholz, 2003). Often even the views of staff about the benefits of 

accreditation for quality improvement are overlooked. Hence, there is a lack of 

evidence about the impact of accreditation on patient and staff views of quality, in 

addition to the lack of evidence to support the claims of accreditation programs in 

general (Braithwaite et al., 2010; Greenfield & Braithwaite, 2008). 

The recent introduction of accreditation in Kuwait public hospitals offers the 

opportunity to provide some of this evidence at least in the context of Kuwait. The 

focus on accreditation in Kuwait started in the year 2000, guided by the quality 

directorate (Quality directorate personnel, 2012). The development of the national 

accreditation program in Kuwait went through two phases: 

The first phase was local work, during which many activities related to building a 

culture for quality within the health care system took place. These included 

implementing ministerial decrees (which were ignored previously), increasing the 

awareness of local clients to the concept of quality and accreditation, transforming the 

current punitive culture into a learning culture and developing projects that helped in 

the introduction of the accreditation program. Then the program slowed down and did 

not progress in the expected way, largely due to political issues (changes in the 

ministerial post) (Quality directorate personnel, 2010). At that stage, no body assessed 

whether it had an impact on quality or not. 

The second phase started in June 2008, when the Ministry of Health (MOH) signed an 

agreement with Accreditation Canada to develop a national accreditation program. The 

main purpose of the 24 months contract was to provide technical consultation for the 

development and implementation of a model for health services accreditation. The 

program is based on national standards that are equivalent to international standards 

but customized to meet the needs of Kuwait’s healthcare system (ACl, 2008). The 

standards set by the Canadian team were applied to three pilot hospitals, where some 

adjustments were made to best fit Kuwait’s healthcare system. The final version of the 
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national accreditation standards has been approved and introduced to all public 

hospitals since the beginning of 2011. 

Since accreditation was introduced in Kuwait to improve the quality of healthcare, it 

seems reasonable to assess whether it really improved quality. This is the first study 

of its type, to assess the effects of accreditation on quality improvement in Kuwait. 

Therefore, this study attempts to assess the relationship between the implementation 

of accreditation and staff and patient perceptions of quality of care in Kuwait’s public 

hospitals. Hospitals included in this study were divided into two categories based on 

their degree of implementation of accreditation: hospitals with broad implementation 

of accreditation (BIA) and hospitals with limited implementation of accreditation 

(LIA).  

Few instruments are available in the literature to evaluate quality implementation and 

outcomes in health-care organizations, particularly in the context of accreditation. The 

Malcolm Baldrige National Quality Award (MBNQA) and The European Foundation 

for Quality Management (EFQM) have been used extensively to evaluate quality of 

hospital performance across the western world. The literature review suggests that the 

Malcolm Baldrige National Quality Award (MBNQA) provides a promising 

conceptual framework for understanding the links between accreditation and 

perceptions of quality (Kuo, Chang, Hung, & Lin, 2009; Wilson & Collier, 2000). In 

addition, the MBNQA developed separate specific criteria for health care 

organizations (HCOs), which were used to guide quality management activities in the 

health care sector (Goldstein & Schweikhart, 2002), while EFQM and other models 

(although applied in many HCOs) remained more generic frameworks, which did not 

go into specific standards and norms for health care (Nabitz, Klazinga & Walburg, 

2000). Further justification for using the MBNQA model in this study is provide in 

section 2.5.3.3. 

Figure 1.1 shows the MBNQA health care framework, and table 2.4 defines the 

different Baldrige categories. In this study, results category reflects on hospitals’ 

performance and improvement in all key areas e.g. customer satisfaction, 

administration, clinical care, clinical support care, and human resource management 

(see table 5.1). 
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This figure is used with permission of the Baldrige Performance Excellence Program. 2017. 2017–2018 Framework for 

Performance Excellence. A systems approach to improving your organization’s performance. Gaithersburg, MD: U.S. 

Department of Commerce, National Institute of Standards and Technology. Obtain a copy of the full Framework at 
www.nist.gov/baldrige/publications/Framework.cfm. 

1.2 Study Aim and Objectives 

1.2.1 Overall Aim 

The overall aim of this study is to investigate the relationship between implementation 

of accreditation and perceptions of quality by staff and patients in public hospitals of 

Kuwait. 

1.2.2 Research Hypothesis 

The overall aim of the study can be expressed in a research hypothesis as “The 

implementation of accreditation increases some or all of the MBNQA dimensions used 

in the study framework, which results in improvements in perceptions of quality from 

both staff and patient perspectives”. This hypothesis is based on the following 

proposition: 

MBNQA framework is used in the literature to measure the degree of implementation 

of quality improvement activities (Lee, Choi, Kang, Cho, & Chae, 2002; Shortell et 

al., 1995). The better the implementation of quality improvement activities (as a result 

of introducing accreditation), the higher the scores of the MBNQA dimensions, which 

should reflect positively on staff and patient perceptions of quality. 

Figure 1.1 Baldrige Health Care Criteria for Performance Excellence Framework 

[Source: Health Care Criteria for Performance Excellence (2011–2012) - p.iv] 
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1.2.3 Specific Study Objectives 

1) To appraise the implementation process of the accreditation program in the 

study hospitals, identifying the enablers and barriers. 

2) To examine the impact of accreditation on MBNQA dimensions.  

3) To assess the impact of hospital accreditation on staff perceptions of quality. 

4) To assess the impact of hospital accreditation on patient perceptions of quality.  

5) To assess whether MBNQA dimensions are associated with staff and patient 

perceptions of quality. 

6) To provide recommendations on enhancing quality of hospital services on the 

basis of the study findings.  

1.3 Overview of the Logic of the Study Design 

The introduction of accreditation in the public hospitals in Kuwait in two phases 

provided the opportunity to compare quality perceptions at two different points in time. 

In two hospitals (BIA hospitals) accreditation was already established by April 2012. 

In two further hospitals (LIA hospitals) accreditation had yet to start. This provides a 

cross-sectional analysis comparing accreditation hospitals (exposed) vs non-

accreditation hospitals (unexposed). 

Measuring quality perceptions in these two groups at this time point (baseline) 

therefore provides a view of differences in quality between hospitals employing 

accreditation and those yet to start. 

By the end of 2013, the LIA hospitals were also employing accreditation. This 

provides a longitudinal analysis (pre-post test). Measuring quality perceptions at this 

time point (follow-up) provides a view on how quality had changed in LIA hospitals 

by comparing baseline and follow-up. 

Comparing baseline and follow-up in BIA hospitals provides a view on the 

sustainability of quality improvements. 

In addition, the comparison of follow-up measures between the two groups provides a 

view on how far the LIA hospitals had caught up with the BIA hospitals. 

The study design is elaborated in the methodology chapter.  
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1.4 Justification for Conducting the Study 

Public health services throughout the world are under pressure to improve quality of 

care (Shortell et al., 1995), both from above by governments concerned by their 

expenditure on these services (Ching-Chow Yang, 2003), and from below by clients 

demanding better service provision (Grol, 2001). In response to these pressures, 

hospitals in particular have turned to accreditation as a key approach to quality 

improvement (WHO, 2003). Accreditation is now an essential part of the drive for 

quality in more than 70 countries (Greenfield & Braithwaite, 2008). Kuwait has 

recently followed this trend by introducing accreditation to its public hospitals.   

This study will provide valuable evidence on the impact of accreditation on 

perceptions of quality by patients and staff. The study capitalizes on the fact that 

Kuwait only recently introduced accreditation in its public hospitals. This provided the 

researcher with the opportunity to undertake a prospective longitudinal study of 

accreditation’s impact by comparing overtime perceptions of quality between two 

types of hospitals. One group had already implemented accreditation when baseline 

data were collected, whilst the second group were just about to begin implementation 

of accreditation. Therefore, these two groups form a natural comparison of 

“accredited” versus “non-accredited” hospitals. The fact that the non-accredited 

hospitals completed implementation of accreditation during the period of the study 

meant that the impact of accreditation implementation could be observed by 

comparing baseline and follow-up measures of quality perceptions.  

A further advantage of this study arises from the use of a conceptual framework linking 

accreditation to quality outcomes. The use of the “Baldrige model of Performance 

Excellence” allowed an assessment of some of the pathways by which accreditation 

impacts on quality.  

In summary, this study seeks to answer the following questions: 

1. Has the implementation of accreditation led to improved quality as perceived 

by staff and patients? 

2. What are the pathways for this impact? 
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1.5 Structure of the Thesis 

The thesis is presented in nine chapters. Chapter one is the introduction which 

describes the study background and rational for conducting the research, together with 

the study overall aim, objectives and research questions.  

This is followed by literature review, which is divided in this study into two chapters. 

Chapter two (literature review part I) starts with describing the source and strategy of 

the literature review, followed by presenting the reviewed literature findings on the 

concept of quality, evolution of quality management, service quality and healthcare 

quality, approaches to managing quality in healthcare and methods used to measure 

staff and patient perspectives of quality of care. The last section of this chapter 

describes the Malcolm Baldrige model for quality management before concluding with 

a summary of the key findings of the reviewed literature.  

Chapter three (literature review part II) evaluates the accreditation literature. It starts 

with describing the concept and process of accreditation, its development, and the 

recent trends in accreditation. This is followed by identifying the enablers and barriers 

to the implementation of accreditation (and any continuous quality improvement 

(CQI) process), professionals’ attitudes towards accreditation and the impact of 

accreditation on health care organizations. The chapter concludes with a summary of 

the key findings of the reviewed accreditation literature.  

Chapter four (the study context) introduces the profile of Kuwait, being the country of 

study. It starts with a general background about the study country, including the history 

of healthcare services in Kuwait. It then describes the current health care system in the 

country and summarises the health challenges. The last section in this chapter 

concentrate on the development of the national accreditation program in Kuwait. 

Chapter five (study methodology) presents the design of the study, target populations 

and sampling procedures,  methods used including both qualitative and quantitative 

methods, data quality assurance and strategy for data analysis. 

Chapter six (results I) displays the first part of the study results, which is concerned 

with implementation of accreditation and staff perceptions of quality. Descriptive 

statistics of participating staff are presented first followed by analyses of qualitative 

data from staff focus group discussions (FGDs) and interviews and quantitative data 
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from staff surveys. Chapter seven (results II) is concerned with patient perceptions of 

quality, where the first part presents descriptive statistics of participating patients 

followed by quantitative findings from patient questionnaires (both in-patient and 

outpatient). The second part presents the qualitative findings from patient FGDs.  

Chapter eight (discussion) describes the quality assurance measures of data including 

the validity and reliability of the study methods. This is followed by describing the 

study limitations. The study findings are then interpreted within the context of previous 

literature, highlighting the implications of the study findings. Finally, the conceptual 

framework is reviewed. 

The last chapter in this thesis is chapter nine (conclusions and recommendations) 

which presents the study conclusions and provide recommendations according to the 

study aim and objectives. 
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2- Literature Review I 

Quality and Quality in Health Care 

 

2.0 Overview of the Chapter 

This chapter presents a review of the literature relating to quality in general and quality 

in health care specifically. The objective of conducting the literature review in this 

chapter is primarily to provide the basis for the examination at a later stage, of the 

implementation and impacts of hospital accreditation, which will be explored in the 

next chapter.  

The current study is concerned with health care accreditation, however; to properly 

assess the relationship between accreditation and quality improvement in health care 

organizations (HCOs) from staff and patient perspectives, it is essential to fully 

understand the concept of quality, including its different dimensions and definitions. 

It is also important to explore the evolution of quality management and its different 

approaches to appreciate the advantages of such models. The last section of this 

chapter will concentrate on health care quality, its definitions, methods of 

measurement and common approaches. 

Box 2.1 Organization of chapter two 

 

 

 

2.1 Literature review search strategy. 

2.2 Definition of Quality, showing the different perspectives of the 

concept of quality. 

2.3 Evolution of quality management, which demonstrate how quality 

moved from a reactive to a proactive approach, which is the base for 

continuous quality improvement (CQI) activities including 

accreditation programs. 

2.4 Service quality, as health care is a service-based sector. 

2.5 Quality in Health care, reflecting on its many definitions, methods 

used to measure staff and patient perceptions of quality and quality 

approaches (including MBNQA). 

2.6 Summary of Key Findings of the Quality Literature Review. 
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2.1 Literature Review Search Strategy 

Using a multi-method strategy, a search of literature was undertaken first in 2011 and 

then at regular intervals between 2011 and 2016. References (both abstracts as well as 

complete articles and relevant sections of books) were downloaded into RefWorks 

version 4.2.1141 which is a database referencing program. An initial scan was 

undertaken of all materials to assess their usefulness and relevance for this study and 

relevant materials were then critically appraised, summarised and discussed in the 

literature review. 

2.1.1 Search Terms (Literature Selection criteria) 

The search used the following keywords (in different combinations): “quality” 

“quality assurance” “health care quality” “quality improvement” “quality 

measurement” “quality assessment” “quality models/frameworks” “MBNQA” 

“accreditation” “healthcare/hospital accreditation” “accreditation in developing 

countries/Middle East” “mixed methods research” “patient satisfaction” “patient 

perceptions/views on health care quality” “ staff perceptions on health care quality” 

and “health care Kuwait”. 

2.1.2 Search Strategy and Sources 

The above search terms were used to trawl the following sources 

The catalogue of the University of Liverpool (Harold Cohen, Sidney Jones and LSTM 

Libraries) 

The Kuwait University and MOH Libraries  

PubMed  

Medline 

Science Direct 

Emerald 

CINAHL, CINAHL plus 

ISQua (The International Society for Quality in Health Care) 

WHO (World Health Organization) 
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USAID/quality assurance project 

In addition, consultation with health sector accreditation agencies was undertaken to 

identify additional materials. This involved searching the websites of Accreditation 

Canada, Joint Commission on Accreditation of Healthcare Organization (JCAHO) and 

The Australian Council on Healthcare Standards. Finally, internet search engines such 

as Google Scholar were searched.  

Relevant articles from 1980 through to 2016 were considered for inclusion in the 

review. 

These keywords produced a large number and wide range of references. Thousands of 

references were identified, of which many were not relevant to the current study’s aim 

and objectives. The search was narrowed by excluding material of non-English 

language, articles published in “abstract” format only and duplicate studies. Further 

narrowing was undertaken by excluding irrelevant material i.e. studies evaluating the 

cost of accreditation, material about quality / accreditation outside the health care 

sector.  

The search identified 2871 references, and an analysis of abstracts of these references 

was conducted. This analysis identified 324 substantial studies that are relevant to the 

study’s aim and objectives. 

2.2 What is Quality? 

Quality is a multidimensional concept that has many meanings with little agreement 

on what constitutes quality. There is no universally accepted definition for quality but 

several definitions exist under different circumstances (Godfrey & Juran, 1999; 

Horațiu-Cătălin, Radu, Mihai, & Bogdan, 2013; Reeves & Bednar, 1994; Seawright & 

Young, 1996; Yong & Wilkinson, 2002). The lack of a common understanding of 

quality exists across and within disciplines, as different views of quality are used in 

different fields (Golder, Mitra, & Moorman, 2012), which can result in competing 

perspectives (Garvin, 1984).  

Over time and within different schools, there are a number of definitions of quality, all 

of which are more or less useful in particular contexts. Different quality experts 

provided different quality definitions (see table 2.1), but nearly all the definitions had 
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a similar underlying principle: consistency of conformance and performance while 

considering consumers’ needs (Chandrupatla, 2009).  

Table 2.1 Quality pioneers and their basic ideas of quality 

 

Quality 

Pioneer 
Basic ideas 

Walter 

Shewhart 

 Invented the statistical process control chart. 

 Defined quality as the goodness of the product (Seawright & Young, 

1996) 

Edwards 

Deming 

 Defined good quality as a predictable degree of uniformity and 

dependability with a quality standard suited to the customer 

(Chandrupatla, 2009; Kelso, 2012). 

 Outlined fourteen key principles for quality management (Kelso, 2012). 

Joseph M. 

Juran 

 Was the first to include the service quality element into quality 

management (Kelso, 2012). 

 Defined quality as fitness for use or purpose, which he expanded later as 

“fitness for use in terms of meeting customer needs and freedom from 

deficiencies” (Reeves & Bednar, 1994). 

 Developed the quality trilogy of quality planning, quality control and 

quality improvement (Beckford, 2002). 

Armand V. 

Feigenbaum 

 Defined quality as “best for certain customer conditions”, which he 

improved later to “the total composite product and service characteristics 

of marketing, engineering, manufacturing and maintenance through 

which the product and service in use will meet the expectations of the 

customer” (Reeves & Bednar, 1994) 

 He devised the concept of Total Quality Control (TQC) (Chandrupatla, 

2009) 

Philip B. 

Crosby 

 His quality philosophy was “doing it right the first time”. 

 He defined four principles of quality management: 

1- Prevention is the system of quality. 

2- The performance standard is zero defects. 

3- The measurement system is the price of non-performance. 

4- Defined quality as “conformance to requirements”. (Chandrupatla, 

2009). 

 Crosby believed that ‘quality is free’ (Kelso, 2012). 
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Apart from quality definitions proposed by quality pioneers, Chandrupatla (2009) 

provided a definition that is adopted by the American Society for Quality (ASQ) 

“quality denotes an excellence in goods and services, especially to the degree they 

conform to requirements and satisfy customers” (p.2).  This might be one of the best 

definitions as it assimilates the previous ones. Nonetheless, quality remains a 

subjective term and different people continue to see quality differently (Barofsky, 

2012).  

Garvin (1984) provided a framework of the basic elements of product quality. It 

included the following eight dimensions: Reliability, performance, features, durability, 

conformance, aesthetics, serviceability and perceived quality. These dimensions of 

quality cover a wide range of concepts, as some of them depend on measurable product 

attributes while others reflect personal consumer preferences. 

Others have defined different dimensions of product or service quality e.g. the 

Malcolm Baldrige National Quality Award (MBNQA) has seven quality dimensions: 

leadership, strategic quality planning, information and analysis, management of 

process quality, human resource development and management, customer focus and 

satisfaction and quality of operational results (Seawright & Young, 1996) (Some 

names have changed, but they basically have the same meanings).  

These multiple definitions of quality operate jointly and influence each other. They 

explain the competing and maybe conflicting views of quality. 

2.3 Evolution of Quality Management 

The evolution of quality management went through a number of phases. It started as 

traditional inspection, through quality control, quality assurance, to total quality 

management (TQM). These stages are called the ‘quality eras’ (Dahlgaard, 1999). 

2.3.1 Inspection 

Inspection is defined by International Standardization Organization (ISO) 9000 as 

“conformity evaluation by observation and judgement accompanied as appropriate by 

measurement, testing or gauging” (Dale, van, & van Iwaarden, 2007,p.24). This was 

after the event screening process. A basic inspection system included activities such 

as measuring, testing, examining one or more characteristics of a service or a product 

and comparing these with predetermined specifications to establish conformity. The 
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only preventive measure was the recognition of operations, suppliers or workers who 

produced non-conforming services or products (Yong & Wilkinson, 2002). 

2.3.2 Quality Control 

Quality control is defined by ISO 9000 as “part of quality management focused on 

fulfilling quality requirements” (Dale et al., 2007, p.25). Quality control developed 

from basic inspection using more sophisticated systems, methods and quality 

management tools i.e. the use of statistical tools and the development of acceptable 

quality levels, which is the poorest level of quality that a supplier can keep over time 

and still considered as satisfactory. Although quality control activities improved with 

time, the effect of statistical techniques was limited to shop-floor personnel and 

management were not actively involved in quality until quality assurance was 

introduced (Yong & Wilkinson, 2002). 

Inspection and quality control are reactive approaches where defects are recognized 

late in the process, and although detection can limit non-conforming products/services 

from reaching the customers, it does not preclude them being produced in the first 

place. This has big financial implications as it creates waste (Dale et al., 2007). 

2.3.3 Quality Assurance 

Quality assurance is defined by ISO 9000 as “part of quality management focused on 

providing confidence that quality requirements will be fulfilled” (Dale, van, & van 

Iwaarden, 2007, p.27). This concept aims at preventing problems from occurring at 

source, which leads to continuous improvement in quality. This is a proactive approach 

that tries to move detection towards prevention of non-conformance in the first place 

by focusing on source activities and incorporating quality in the planning and 

designing stage.  

Quality assurance places more emphasis on process than on product, and on plan, do, 

check, act (PDCA) cycle, where the act part of the cycle is essential compared to being 

limited in the detection approach. Being a prevention-based system, it requires a 

change in the management style and needs teamwork across the many functions of the 

organization (Dale et al., 2007).  
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2.3.4 Total Quality Management (TQM)  

This is the fourth stage in the evolution of quality management. It is an organization-

wide approach to quality where principles of quality management are applied to all 

branches and levels of the organization and continuous improvement efforts are 

undertaken by all employees. Although TQM may use the same individual systems 

and procedures used in the quality assurance stage, it requires the involvement of every 

employee, aspect, and activity of the organization as well as broadening the skills and 

enhancing the creative tasks from those needed at the quality assurance stage. TQM 

does not only focus on the organization but requires partnerships with all stakeholders 

of the business, mainly with suppliers and customers (a customer-oriented philosophy) 

(Dale et al., 2007).  

As for quality, there is no single definition of TQM, but there are some implicit 

agreements regarding its core concepts, principles and scope (Dahlgaard-Park, 2011).  

The core principles of TQM include:  

1- Strong Management Commitment/Leadership. 

2- Continuous Improvement. 

3- Focus on Customers. 

4- Total Involvement/Total Responsibilities. 

5- Scientific Approach. 

6- Focus on Processes. 

7- Focus on employees/Teamwork. 

8- Focus on Training and Education. 

9- Building Partnership between Customers, Suppliers, and Society. 

10- Building a TQM culture (Dahlgaard-Park, 2011). 

In summary, the evolution of quality shows that the quality movement goes from 

detection to prevention activities and shifts actions from ‘backward-looking’ to 

‘forward-looking’. The quality movement also changed from reactive activities to 

proactive activities, and moved from concentrating on results only to concentrating on 

the processes and interrelations (Dahlgaard, 1999). 
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Figure 2.1 The four levels in the evolution of TQM [Source: Dale et al. (2007). Managing Quality. 

5th edition. P.24] 

 

2.4 Service Quality 

Measuring quality is difficult, as quality is an elusive construct (Parasuraman, 

Zeithaml, & Berry, 1985). However, attempts to measure quality has evolved in two 

main sectors: the goods sector (product quality) and the service sector (service quality) 

(Woodham & Cort, 2013). 

Since healthcare sector is service-based, it is appropriate to briefly review the service 

quality concept.  

Although there is a general view that service quality is a multidimensional construct, 

there is no general agreement on the content of service quality dimensions (Kang & 

James, 2004).  Parasuraman et al. (1985) examined the service quality literature and 

found that “service quality perceptions result from a comparison of consumer 

expectations with actual service performance” (p.42). They cited the following service 

quality definition which was proposed by Lewis and Booms (1983) “Service quality 

is a measure of how well the service level delivered matches customer expectations. 

Delivering quality service means conforming to customer expectations on a consistent 

basis” (p.42). 

Evaluating service quality is more difficult than evaluating product quality. This is 

mainly because services are: 

1- Intangible: services are performances not objects where it is difficult to set 

precise specifications concerning uniform quality. 
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2- Heterogeneous: service performance often varies from producer to producer 

and from day to day. It is also difficult to assure consistency of service 

personnel behaviour. 

3- Inseparable: production and consumption of most services are inseparable, so 

quality cannot be engineered at the manufacturing plant, and then delivered 

intact to the client. (Radomir, Plaias, & Nistor, 2012). 

In addition, major part of service quality occurs during the interaction between the 

consumer and the contact person from the service providing organization 

(Parasuraman et al., 1985). This transforms the consumer into an active participant in 

his relationship with the service provider. 

Different service quality dimensions were mentioned by different authors. One of the 

most common models of service quality was identified by Gronroos (1984) who 

divided service quality into technical quality and functional quality, and stated that all 

quality dimensions are interrelated. Technical quality refers to the core services and 

their technical outcomes (what service is provided), and this can be measured usually 

in an objective manner. Functional quality refers to the service delivery process (how 

the service is provided). This cannot be evaluated as objectively as the technical 

dimension, but is perceived in a very subjective way (Gronroos, 1984; Kang & James, 

2004). The corporate image was identified as a third quality dimension. This is “the 

result of how the consumers perceive the firm” (Gronroos, 1984, p. 39). Kang and 

James (2004) suggested that to fully capture a person’s perception of service quality, 

the three dimensions of quality (technical, functional and image) should be measured.  

After this brief explanation of the service quality concept, we will explore health care 

quality. 

2.5 Quality in Health Care 

There are large gaps between the care people should receive and the care they actually 

do receive (Institute of Medicine, 2001). The quality of health care frequently does not 

meet professional standards, with significant scope for improvement (Schuster, 

McGlynn, & Brook, 2005). Initiatives to address quality of health care are growing 

into a worldwide phenomenon, as quality of care is becoming a major focus for health 

care systems in most countries (Al Awa et al., 2010).   
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The importance of quality in health care has been demonstrated in the current 

sustainable development goals (SDGs), which have very broad and inclusive approach 

to development (Chan, 2016). Within the new Sustainable Development Agenda, 

health is centrally placed, and although SDG 3 is the main goal associated with health 

‘to ensure healthy lives and promote well-being for all at all ages’ , in practice all the 

goals are of importance to health development. The health goal includes 13 targets 

covering all major health priorities, and the new impetus that is being given to quality 

in health care is illustrated in target 3.8 ‘ to achieve universal health coverage, 

including financial risk protection, access to quality essential health-care services, 

medicines and vaccines for all’ (WHO, 2016). There is a need for quality revolution 

in health, as without quality, improving access to health services becomes insufficient 

in reducing health differentials (The Lancet Global Health, 2016). 

2.5.1 Defining Quality in Health Care 

Just as previous discussion has led to the debate on the general definition of quality, 

so too emerges a similar discussion on what is quality in healthcare. Defining and 

measuring health care quality is even more difficult (Mosadeghrad, 2013; Saturno, 

1999) as the health quality literature does not offer a clear and conclusive definition 

(Goldenberg, 2012).  

Donabedian (2005), a leading figure in healthcare quality, admits that quality of care 

“is a remarkably difficult notion to define” (p.692). Reerink (1990) describes defining 

quality of health care as “mission impossible”, and Blumenthal (1996) argues that 

“experts have struggled for decades to formulate a concise, meaningful, and generally 

applicable definition of the quality of health care” (p. 892). 

Despite these challenges in defining quality in health care, there are many definitions 

of quality used in relation to health care and health systems (Donabedian, 1997; WHO, 

2006b).  

Donabedian (2005) first suggested that quality could be defined “ordinarily as a 

reflection of values and goals current in the medical care system and in the larger 

society in which it is a part” (p.692). He reviewed a number of studies to find the 

relevant dimensions and values at any given time in a given setting, and one study, 

which he highlighted, concluded that patient care cannot be considered as a unitary 
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concept and that it is highly unlikely to find a single comprehensive criterion to 

measure the quality of patient care. 

This multidimensional concept of quality in health care was recognized by Maxwell 

(1984), Donabedian (1986) and other quality experts. 

Maxwell (1984) suggested six dimensions of health care quality that need to be 

recognised separately. These are:  

1- Access to services  

2- Relevance to need (appropriateness) 

3- Effectiveness  

4- Equity  

5- Social Acceptability 

6- Efficiency and economy  

Maxwell’s description of these dimensions was a genuine step forward in explaining 

six important aspects of health care quality. These dimensions were considered by 

health authorities in many regions in the UK. Maxwell believes that the recognition of 

multidimensionality helps in finding ways of measuring quality and assessing its 

progress (Maxwell, 1992). 

Along the same lines, World Health Organization (WHO) (2006b) listed six quality 

dimensions and suggested that health systems should try to make improvements in 

these six areas. These dimensions require the health care to be effective, efficient, 

accessible, acceptable/patient-centred, equitable, and safe. 

The Institute of Medicine (IOM) also advised that improving health care to be more 

Efficient, Safe, Effective, Patient-centred, Timely, and Equitable would make a health 

care system better at meeting patient needs and at improving staff satisfaction (Institute 

of Medicine, 2001). 

Donabedian (1986) identified four components of quality:  

1- Technical component: the technical management of health and illness   

2- Interpersonal component: the management of the interpersonal relationship 

between care providers and clients  

3- Comfort component: the amenities of care 
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4- Ethical component: the ethical principles that control the conduct of affairs in 

general and the health care enterprise in particular.  

These components are estimated differently depending on who is assessing quality e.g. 

for health care professionals, the technical components of the process of care are more 

important, while the important aspects for patients are the interpersonal relationship, 

the amenities of care and outcome of care (Donabedian, 1986). 

Later on, Donabedian (1993) conceived quality in health care as “the product of two 

elements: (a) the fundamental attributes of the science and technology of health care; 

and (b) the ways in which the science and technology of health care are applied in 

practice” (p. 32). The first element describes the tools while the second element 

describes the ways in which the tools are used. He mentioned that there are seven 

major attributes of the health care quality that result from the interaction of its two 

elements: 

1- Efficacy: the ability of health care science and technology to achieve 

improvements in health, when favourable circumstances are present. 

2- Effectiveness: the extent to which achievable improvements in heath are really 

achieved.  

3- Efficiency: the capability to reduce the cost of health care without lowering 

achievable improvements in health.  

4- Optimality: To balance between improvements in health and the costs of 

achieving these improvements. 

5- Acceptability: compliance to customers’ expectations and wishes. 

6- Legitimacy: considering social preferences by conforming to ethical principles, 

laws, regulations, norms and values.  

7- Equity: to have justice and fairness in the distribution of health care and its 

benefits among population members (Donabedian, 1993).  

In addition, Donabedian (2005) proposed the Structure-Process-Outcome paradigm. 

These are kinds of information used to draw inferences about the quality of care. 

Structure, process and outcome are causally related in which good structure increases 

the likelihood of good process, and good process increases the likelihood of good 

outcome. Such a relationship should be established before quality assessment can be 

undertaken (Donabedian, 1997). The Donabedian approach has been used by many 
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healthcare managers and professionals to evaluate the quality of care (Eggli & Halfon, 

2003). In this classification, structure refers to features of the health care settings, while 

process refers to the actual steps for providing care and producing outcomes. Outcome 

refers to the effects of care on patients’ and populations’ health (Donabedian, 1997). 

Outcomes could be clinical, financial or recognizable issues e.g. patient/family 

satisfaction (Brown, 2013a, p.34).  

Ovretveit  (2004) suggested that “Quality is in what is provided: a range of core 

services; appropriate to the level of care; which meets the most important health needs 

of the population, and in how these services are provided:  in a safe and effective way; 

without waste; and in a way which is acceptable to patients” (p.369). He also stated 

that a quality service should be accessible, affordable, acceptable, effective, efficient 

and lawful.  

Ovretveit’s quality approach considered three important perspectives of quality. These 

are client, professional and management perspectives. Client quality is “what clients 

and carers want from the service”, professional quality is “whether the service meets 

needs as defined by professional providers and referrers, and whether it correctly 

carries out techniques and procedures which are believed to be necessary to meet client 

needs”. Management quality is “the most efficient and productive use of the resources, 

within limits and directives set by higher authorities/purchasers” (Ovretveit, 1992, 

p.4).  

There are many other definitions of quality of health care. For example, Goldenberg 

(2012)  proposed a new definition where “Quality of care refers to the attributes of a 

health care service that are taken by the relevant stakeholders to be important enough 

to be measured and promoted within an organization” (p.256). This definition has no 

objectionable content to any of the stakeholders’ interests, which makes it an 

acceptable definition.   

One of the widely accepted definitions of health care quality, as it resulted from 

analysing more than 100 definitions of quality of care, came from IOM which defined 

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” (Brown, 2013, p.4) 
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Mosadeghrad (2013) proposed another comprehensive definition that includes many 

health care quality attributes. This definition resulted from interviewing a number of 

key health care stakeholders and included their different perspectives of quality. The 

proposed definition of health care quality is “Consistently delighting the patient by 

providing efficacious, effective and efficient healthcare services according to the latest 

clinical guidelines and standards, which meet patient needs and satisfies providers” 

(p.215).  

From the previous review of the literature, three approaches to quality can be 

identified. These are presented in table 2.2. The Maxwell approach considers features 

of services, but misses’ on the idea of customer responsiveness (Ovretveit, 1992). This 

approach is suitable for use by any type of health service provision, but it is less 

appropriate to use in the current study. 

Therefore, this study has taken Donabedian and Ovretveit’s quality approaches as the 

two founding stones for developing an appropriate conceptual model. 

Table 2.2 Healthcare quality pioneers and their quality approaches 

Healthcare quality 

pioneer 
Quality approach 

Donabedian Structure, Process, Outcome 

Maxwell Effectiveness, Acceptability, Efficiency, Access, Equity, Relevance 

Ovretveit Professional, management, client perspectives 

 

The conceptual model used in this study is quite similar to Ovretveit’s quality approach 

(1992). Both consider professional and management perspectives (staff in this study), 

as well as client perspectives (patients and/or their families in this study).  

Relating Donabedian’s approach (2005) to the conceptual framework used in this 

study, structure is reflected in the accreditation standards and in accreditation teams 

(staff implementing the program). Implementing accreditation and compliance to its 

standards is the process by which accreditation is having an impact on outcomes, 

which is in part through MBNQA dimensions, and outcome is reflected in the impact 

of accreditation on staff and patient perceptions of quality.  

In summary, to link health care quality definitions to the general definitions of quality, 

most health service quality definitions can be placed into two groups: 
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1- Health care services whose characteristics meet predetermined standards. Here 

quality is defined as “conformance to requirements or specifications”.  This 

approach has an internal focus, which tries to satisfy the provider’s 

expectations. 

2- Health care services whose characteristics meet or exceed customer needs and 

expectations. Here quality is defined as “satisfying customer expectations and 

needs”. This approach has an external focus, as it tries to satisfy the consumer’s 

expectations (Mosadeghrad, 2013). 

2.5.2 Measurement of Quality in Health Care 

Previous research has demonstrated that quality of care can be measured (Brook, 

McGlynn, & Cleary, 1996), and when doing so, a holistic performance appraisal tool 

should be used to allow assessing the organization’s progress from multiple 

dimensions (Crane & Crane, 2000). Different methods and multiple sources of data 

for measuring quality exist. Sources range from routinely collected data e.g. claims 

forms in a fee for service system, to data from medical records, billing data, data 

collected by direct observation of physician–patient encounter (Brook, McGlynn, & 

Shekelle, 2000) and survey data collected for quality-assessment purposes (Brook et 

al., 1996). 

Quality of care can be measured by assessing conformity to standards through 

accreditation (Miller et al., 2005), audits, and other external assessment methods 

(Ovretveit, 2001).  

Quality can also be measured through collecting indicators. An indicator is ‘a 

measurable element of practice performance for which there is evidence or consensus 

that it can be used to assess the quality, and hence change in the quality, of care 

provided’ (Lawrence & Olesen, 1997, p.104). Such indicators can be categorized in 

terms of: 

1- Donabedian paradigm: structure, process and outcome indicators. 

2- Level of care: hospital-wide, departmental, team, or individual patient. 

3- Subject of the indicator e.g. waiting time or medication error (Ovretveit, 2001). 

4- Type of care (acute, chronic, preventive), function (diagnosis, treatment, 

follow-up) and modality (patient’s physical examination, laboratory or 

radiology study, or prescription of medication). 
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5- Generic (relevant to most patients) and disease-specific indicators (Mainz, 

2003). 

A third method of measuring quality is by capturing different quality perspectives. 

This usually follows Ovretveit quality approach, which considers client, professional 

and management perspectives (Ovretveit, 1992). When investigating quality of health 

care, it is important to consider the views of multiple stakeholders, as staff and patients 

have different perceptions of care. This can be a result of interpreting characteristics 

of health care quality differently (Shannon, Mitchell, & Cain, 2002; Yildiz & 

Demirors, 2013) or they may evaluate specific aspects of care differently (Jung, 

Wensing, Olesen, & Grol, 2002). 

In this study, we measured staff and patient perceptions of quality as a measurement 

of quality of care. This deemed appropriate because of my interest in measuring this 

aspect of quality, and because I was looking for outcomes that can be measured 

efficiently and validly within the time scale of implementing accreditation in Kuwait. 

Since this study focus on staff and patient perceptions of quality, we provide a brief 

overview of approaches used to measure their perceptions.  

When assessing stakeholders’ perception of quality, the survey method is frequently 

used, of which questionnaires are the most commonly used tool. “The survey is a 

method of collecting information, from a sample of the population of interest, usually 

by personal interviews (face to face or telephone), postal or other self-completion 

questionnaire methods, or diaries” (Bowling, 2009, p.214). Focus group discussions 

can also be used to assess stakeholders’ perception of quality. Focus groups have been 

successfully used with clients and staff (Grol, Baker, & Moss, 2004). Bowling (2009) 

considered the need to identify strategies that combine different perspectives as well 

as quantitative and qualitative methodologies in a single study. The current study tries 

to address these issues by collecting data over a 16-18 months period, from multiple 

stakeholders including different staff categories and patients, using both quantitative 

(questionnaires) and qualitative (FGDs and interviews) data.  

2.5.2.1 Quality Measurement from Staff Perspectives 

Monitoring staff perceptions of quality is becoming increasingly important when 

assessing the effectiveness of quality improvement initiatives. Valenstein et al. (2004) 
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suggested the importance of considering health care providers’ perceptions of quality 

when implementing quality monitoring programs by concluding that “quality 

monitoring programs that carefully consider the views of frontline mental health care 

providers are more likely to be effective” (p.150).  

Review of the literature revealed that there are several approaches for measuring staff 

perceptions of health care quality including self-completion questionnaires, focus 

group discussions, and semi-structured interviews (Grimmer, Sheppard, Pitt, Magarey, 

& Trott, 1999). Of these, questionnaires were the most widely used approach to assess 

staff perceptions of quality in health care (Al Awa et al., 2010; Carman et al., 2010; 

Duclos, Gillaizeau, Colombet, Durieux, & Coste, 2008; El-Jardali, Jamal, Dimassi, 

Ammar, & Tchaghchaghian, 2008; Goldstein & Schweikhart, 2002; Hassan, 2006; 

Sabella, Kashou, & Omran, 2015; Yildiz & Kaya, 2014). 

Three of these studies assessed the impact of accreditation on nurses’ perceptions of 

quality in Lebanon (El-Jardali et al., 2008), Saudi Arabia (Al Awa et al., 2010) and 

Turkey (Yildiz & Kaya, 2014), and one study (Goldstein & Schweikhart, 2002) 

investigated the relationship between quality management systems and organizational 

results by considering quality managers perspectives. However, surveying one 

category of health care providers to assess the impact of a quality improvement 

intervention could bias the results. Counte and Meurer (2001) stressed on the 

importance of considering perspectives of different staff categories when assessing 

quality improvement in HCOs. Gathering data from different health care professionals 

and using additional methods and sources of data collection is recommended 

(Ovretveit & Gustafson, 2002; Wagner, De Bakker, & Groenewegen, 1999), as  

triangulation of methods increase the validity of staff subjective perceptions about the 

effect of a quality improvement intervention (Ovretveit, 2002).  

Zabada, Rivers and Munchus (1998) explained that HCOs’ staff are divided into 

subcultures (e.g. physicians, nurses, pharmacists), and each of these powerful groups 

has its own perception of quality. This signifies the importance of evaluating different 

staff perceptions when measuring quality.   

Few instruments have been developed to assess staff perceptions of quality, most of 

which are based on quality management approaches e.g. MBNQA (Carman et al., 

2010; El-Jardali et al., 2008; Goldstein & Schweikhart, 2002; Sabella et al., 2015; 



26 
 

Shortell et al., 1995; Yildiz & Kaya, 2014), and Kanji’s instrument which is based on 

TQM principles (Hassan, 2006). One study assessed staff perceptions of quality based 

on conformity to standards (Al Awa et al., 2010), and another study assessed nurses 

perception of patient safety culture using Hospital Survey on Patient Safety Culture 

(Al-Awa et al., 2012). 

After looking at the different ways used to measure staff perceptions of quality, I 

choose MBNQA as the base for the instrument I use for measuring staff perceptions 

of quality and the degree of quality (accreditation) implementation. Many studies have 

used or suggested the use of MBNQA dimensions to assess the level of quality 

implementation (Counte & Meurer, 2001; Lee et al., 2002; Ovretveit & Gustafson, 

2002; Shortell et al., 1995), as one of these dimensions (Results dimension) measures 

healthcare outcomes, while the other six measure quality management aspects 

(D’Souza & Sequeira, 2011). As the literature did not reveal measurement scales 

grounded in the Baldrige Health Care Criteria (Goldstein & Schweikhart, 2002), items 

in this study’s survey tool dimensions were combined from two different 

questionnaires. Some were adapted from Hassan (2006) which were based on Kanji’s 

Business Excellence Model, while majority were adapted from El-Jardali et al. (2008) 

which in turn came from Shortell et al. (1995) and Pomey, Contandripoulos, François 

and Bertrand (2004) with some modifications to suit the context in the setting of 

Kuwait. This was the most appropriate tool to address the study aim and objectives, as 

well as being suitable to the setting where accreditation was introduced in Kuwait’s 

hospitals.  

2.5.2.2 Quality Measurement from Patient Perspectives 

Although different perspectives of quality have been described, examining patient 

perceptions of quality has become increasingly important in the evaluation of 

healthcare quality. This has often been operationalised as patient satisfaction (Van 

Campen, Sixma, Friele, Kerssens, & Peters, 1995), which is a widely accepted measure 

of quality (Carey & Seibert, 1993). 

Draper, Cohen, and Buchan (2001) believed that measuring patient satisfaction, as a 

way of obtaining the views of consumers, provides useful information about key 

aspects of health care services. They argued that patient satisfaction surveys allow 

HCOs to assess the effectiveness of their performance and whether they are able to 
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adapt to changes in patients’ needs. However, some problems are associated with 

patient satisfaction surveys particularly their inability to represent the full range of 

consumers’ view due to excluding the hard to reach, the severely ill and the 

marginalized consumers in health services, which indicates that a unitary measure of 

patient satisfaction is flawed. 

Several approaches for measuring patient perceptions of health care quality exist. The 

most commonly used method to measure quality of care from patient perspectives is 

questionnaires (Van Campen et al., 1995). This was supported by Labarere, Francois, 

Fourny, Auquier and Robert (2001) and Moumtzoglou et al.(2000) who agreed that 

patient satisfaction surveys are common methods used for assessing patient 

perspectives on the quality of hospital services. Le and Fitzgerald (2014) concluded 

that “patient satisfaction surveys should be an important measure to evaluate the 

quality of care of a healthcare institution in particular and the healthcare system as a 

whole” (p. 67). 

Focus group discussions also proved to be able to yield information from patients (Van 

Campen et al., 1995), as well as semi-structured interviews, which were used by Attree 

(2001) to explore patients’ and relatives’ perceptions of quality of care. Bowling 

(2009) stated that survey methods are the most economical way of assessing patients’ 

opinions, and some organizations supplement survey methods with focus group and 

in-depth interviews to obtain more detailed information. Deledda, Moretti, Rimondini, 

and Zimmermann (2013) reviewed the literature regarding patients’ perspectives of 

doctor-patient communication as an important component of patient satisfaction in the 

primary care setting. They found that fourteen quantitative studies used patient 

questionnaires, ten qualitative studies used either the focus group method or in-depth 

interview, and three studies used a mixed method approach.  

Several instruments have been developed to assess patient satisfaction (Castle, Brown, 

Hepner, & Hays, 2005; Labarere et al., 2001; Van Campen et al., 1995). Although 

many of these instruments share common dimensions (Castle et al., 2005; Oermann & 

Templin, 2000), the content of each dimension differ depending on the way the survey 

instrument was developed. Some used expert opinion, others used patient inputs, and 

few combined the two ways (Castle et al., 2005).  
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Of the many survey instruments used to assess patient perceptions of quality, The 

SERVQUAL (Parasuraman, Zeithaml, & Berry, 1988), Press Ganey Associates 

instrument (Press Ganey, 2016), and Picker questionnaires (Picker Institute Europe, 

2011) are examples of instruments that haven been administered at hundreds of 

hospitals with thousands of patients (Castle et al., 2005). The Hospital Consumer 

Assessment of Healthcare Providers and Systems (HCAHPS) survey (HCAHPS, 

2014) is another instrument that was originally developed for use in the USA, but is 

well adapted across developed country health systems for measuring patient 

satisfaction with in-patient services (Squires et al., 2012).  

In the context of accreditation, and in order to measure patient perceptions of quality, 

Sack et al. (2011) and Sack et al. (2010) used the Picker questionnaire, while Haj-Ali, 

Karroum, Natafgi and Kassak (2014) used the SERVQUAL questionnaire. In South 

Africa (Salmon et al., 2003), Egypt (Al Tehewy et al., 2009) and Dubai (Hassan, 

2006), locally developed questionnaires were used to assess patient satisfaction. In 

Saudi Arabia, again a locally developed questionnaire to assess the quality of health 

care services provided in the Obstetrics and Gynecology clinics was used (Al-Qahtani 

et al., 2012). 

Thus, there are several frameworks for measuring patient perceptions of health care 

quality. Although each examines patient views from a different conceptual 

perspective, it is likely that measurements based on these different frameworks would 

be reasonably correlated (Rosenthal & Shannon, 1997). 

HCAHPS survey is used in this study to measure in-patient perspectives of service 

quality with slight modifications to better suit the Kuwaiti context. This instrument is 

well validated in the United States, where HCAHPS data has been linked to annual 

payment updates, which increased participation in the survey to about 90% of all 

general acute care hospitals (Giordano, Elliott, Goldstein, Lehrman, & Spencer, 2010). 

It has also been used in the Middle East, specifically in Saudi Arabia, where it was 

translated into Arabic language and proved to be a valid and reliable tool for evaluating 

in-patient satisfaction in Arabic speaking populations (Dockins, Abuzahrieh, & Stack, 

2015). 

The original HCAHPS survey has a total of 32 questions, of which four are screener 

questions, seven are demographic items, and 21 core questions about critical aspects 
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of patients’ hospital experiences. The core questions encompass nine key topics: 

communication with doctors, communication with nurses, responsiveness of hospital 

staff, pain management, communication about medicines, discharge information, 

cleanliness of the hospital environment, quietness of the hospital environment, and 

transition of care (HCAHPS, 2014). It also has two global ratings (overall rating of 

hospital and willingness to recommend this hospital) (Giordano et al., 2010). In this 

research, the questionnaire was slightly modified to better suit the local context. 

To measure outpatient perspectives of service quality, an outpatient exit survey is used 

in this study that has been validated in a number of developing countries (Haran, 

Mashkouk, & Springer, 2008). The core questions were organized into six key topics: 

Waiting Time, Doctor-Patient Relationship, Tests and Treatments, Staff Attitude, 

Physical Surroundings, and Quality of Care. These categories are widely applicable to 

outpatients, and correspond to some of the scales used in the National Outpatient 

Survey 2011, carried out by Picker Institute Europe (Picker Institute Europe, 2011). 

This questionnaire was again modified slightly to better suit the Kuwaiti context. 

These are the basis for my data collection tools with some modifications to suit my 

particular context in the setting of Kuwait.  

2.5.3 Approaches to Managing Quality in Healthcare 

HCOs are under increasing pressure to improve their performance as some recent 

publications reported serious deficiencies in the safety and quality of care (Pomey et 

al., 2010). Quality management in the health care system aims at improving the quality 

of care and services as well as operational efficiency, leading to better organizational 

performance (Lee, Lee, & Olson, 2013). In the WHO health system framework (2007), 

quality of care was identified as a key element for improved health outcomes and 

efficiency in health service delivery (Leatherman, Ferris, Berwick, Omaswa, & Crisp, 

2010).  This may justify the universal agreement about the need for an ongoing process 

of quality improvement in the health care system (Naveh & Stern, 2005).   

Quality improvement was defined by Batalden and Davidoff (2007) as “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)” (p.2). This means that to reach the full potential 
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of health care, change making should be an intrinsic part of the daily work of all 

employees in all parts of the health system. 

Leatherman et al. (2010) suggested that in developing countries (resource-poor 

countries), and because the gap between the care that is currently delivered and the 

best possible care is often larger than in developed nations, quality improvement can 

have a greater potential to improve health outcomes in developing countries.  

There are different quality management and improvement approaches in the health 

care sector; however, there is no consensus as to which approach might usefully 

achieve enhanced quality (WHO, 2003). 

In WHO’s global review of quality and accreditation in health care services (2003), 

conceptual approaches to quality were classified into two main categories: 

1- Quality management: which includes quality control, quality assessment, 

quality assurance, quality improvement, total quality management (TQM), 

quality of care development and clinical governance.  

2- External assessment: which includes ISO certification, 

EFQM/Baldrige/Business excellence, statutory inspection, accreditation and 

peer review. (WHO, 2003).  

Some of the quality management approaches have been discussed earlier (section 2.3); 

while some of the external assessment approaches will be discussed here. Table 2.3 

summarizes some of these commonly used quality approaches. 
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Table 2.3 Comparison of some of the common quality approaches 

Quality approach          

(its category) 
Essential elements 

Quality Assurance 

(Quality management 

approach) 

Proactive system, aims at prevention of non-conformance in the first 

place. 

Uses quality control tools, statistical process control and failure 

mode and effects analysis.  
Depends on teamwork approach. 

Total Quality 

Management 

(Quality management 

approach) 

An organization-wide approach to quality.  

Employee involvement.  

Partnerships with all stakeholders, mainly customers.  

Focus on processes and continuous improvement.  

Requires strong leadership.  

PDCA cycle 

(Quality improvement 

approach) 

A quality improvement process.  

Uses scientific method and involves a team approach to problem 

solving.  

Plan: investigate the current situation, understand any problem to be 

solved, and develop potential solutions.  

Do: implement the action plan.  

Check: analyse the effect of the intervention.  

Act: standardize, revise or abandon the intervention. 

ISO 

(External assessment 

approach) 

A generic standard for quality management systems in any industry. 

Incorporates TQM principles.  

Its standards focus on the quality of the process rather than the 

outcome. Compliance to its standards is measured through an audit 

process.  

MBNQA 

(External assessment 

approach) 

 

A framework that highlights essential areas of the organization which 

are required to provide good quality of care.  

Consists of seven categories that address an organization’s processes, 

its information infrastructure, and its performance.  

Includes the critical elements common to many quality approaches.  

It has been used to assess the level of implementation of quality 

improvement programs and to assess staff perceptions of quality. 

Accreditation 

(External assessment 

approach) 

A powerful external tool used by HCOs to improve their services, 

quality of care and patient safety.  
Started as a voluntary process but became mandatory in some 

countries.  

It is a "Standard-based" approach where quality is measured against 

pre-defined, optimal and achievable standards.  
Has three main phases: self-assessment (identifying strengths and areas 

for improvement), accreditation survey (assessing compliance to 

standards by surveyors), and the follow-up period (continuous 

improvement period with ongoing monitoring). 

 

2.5.3.1 International Organization for Standardization (ISO) 

ISO is a non-governmental federation of national standards bodies from more than 90 

countries (Rooney & Ostenberg, 1999). It was created in 1947 following World War 

II. Its creation was influenced by the increased world trade in manufactured goods 

(AlKhenizan & Shaw, 2010). ISO incorporated TQM principles including managers’ 
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commitment to customer satisfaction, identification of the different stages of 

production for their improvement, and on staff participation in decision-making (Arce, 

1998). ISO developed a series of standards (ISO 9000) which were used originally to 

evaluate quality systems in the manufacturing industry, and later they were applied to 

some areas of the health care services (Shaw, Bruneau, Kutryba, de Jongh, & Suñol, 

2010). These standards focus more on the quality of the process rather than the 

outcome (Rooney & Ostenberg, 1999). An audit process, conducted by independent 

accredited certification bodies, tests organizational compliance with ISO standards. 

Although ISO standards were applied to whole hospitals and clinics, they were used 

more often in mechanical departments e.g. Laboratory or radiology, as these standards 

are more related to administrative rather than clinical procedures (Shaw, 2004b). In 

the year 2000, a revised version of ISO 9000 was issued which moved closer to the 

model of accreditation and EFQM (WHO, 2003). ISO certification and organizational 

accreditation are the most prevalent standards-based assessment systems for health 

care in Europe as documented by the ExPeRT project (Shaw et al., 2010). The main 

difference between ISO certification and accreditation is that ISO is a generic standard 

for quality management systems in any industry, while accreditation standards are 

specific to the health care field (Shaw et al., 2014). 

2.5.3.2 Statutory Inspection 

Many countries have statutory inspection, which is linked to licensing of practitioners, 

HCOs and clinics. This inspection assesses compliance with legislation and published 

regulations, which are in the public domain, but are less demanding than voluntary 

standards (minimum standards). Most regulations are concerned with environmental 

safety (WHO, 2003). 

2.5.3.3 The Malcolm Baldrige Model for Quality Management (MBNQA) 

This is a framework that highlights essential areas of the organization, which are 

required to provide good quality of care (Wagner et al., 1999). It provides a transparent 

framework on which organizational standards can be mapped (Shaw, 2004b; WHO, 

2003). MBNQA was first developed in the USA in 1987 by the National Institute of 

Standards and Technology (NIST). The main goal of the award was to promote quality 

awareness and practices, as well as recognizing and publicizing the quality 

achievements of US companies (Goldstein & Schweikhart, 2002; Meyer & Collier, 
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2001). More than 45 countries worldwide and 40 US states introduced quality 

programs based on the MBNQA model (Lee et al., 2013), and many organizations 

adopted it as a means of self-assessment and for introducing organization wide quality 

(Brown, 2013b). 

Initially, the award was limited to firms in three categories: manufacturing, service, 

and small business, but in 1995, separate specific criteria for health care organizations 

were developed. These criteria were a source of guidance for HCOs’ quality 

management activities. Since 1995, thousands of copies of the Baldrige health care 

criteria were distributed to HCOs by NIST, which shows the interest of HCOs in the 

Baldrige award itself and in applying its criteria to improve the quality of their services 

(Goldstein & Schweikhart, 2002; Meyer & Collier, 2001).  

The Baldrige Health Care Criteria consist of seven categories that address an 

organization’s processes, its information infrastructure, and its performance (figure 

1.1). Leadership, Strategic Planning and Customer Focus categories make up the 

leadership triad, which emphasizes the importance of leadership on strategy and 

customers. Workforce Focus, Operations Focus and Results make up the results triad, 

where management of staff and processes drive results. Measurement, Analysis and 

Knowledge Management category serves as a foundation for the system by providing 

a fact-based system of measurement (Goldstein & Schweikhart, 2002). The Baldrige 

Health Care Criteria allocates 1000 points to indicate each category’s relative 

importance as shown in table 2.4 (Baldrige Performance Excellence Program, NIST, 

2011-2012). 

The first six dimensions of MBNQA are quality management dimensions, which 

includes: leadership; strategic quality planning; customer focus; measurement, 

analysis, and knowledge management; workforce focus; and process management. 

The seventh dimension is results, which includes performance outcomes (D’Souza & 

Sequeira, 2011).  

Comparing the contemporary quality improvement models, researchers found that the 

Baldrige National Quality Program framework included the critical elements common 

to many of these models (Hosford, 2008). For example, the 1997 Joint Commission 

standards correspond to the 1995 Malcolm Baldrige criteria (WHO, 2003). In addition, 

quality standards of the National Quality Award in Argentina were adapted from the 
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corresponding standards of Malcolm Baldrige Award (Arce, 1998). This indicates the 

superiority of the MBNQA model.  

Table 2.4 Baldrige Criteria for Performance Excellence and their point values [adapted from 2011-

2012 Health care criteria for performance excellence] 

Baldrige categories Definition 
Point 

values 

1- Leadership 

The guidance that senior leaders provide in setting 

organizational values, directions and performance 

expectations. 

120 

2- Strategic Planning 
Stresses that the organization integrates quality 

improvement planning into the overall business plan. 
85 

3- Customer Focus 
Expresses how the organization determines requirements, 

expectations, satisfaction and customer engagement. 
85 

4- Measurement, 

Analysis and Knowledge 

Management 

Evaluates how an organization ensures the availability of 

high quality, timely data and information for all key users 

to improve its performance. 

90 

5- Workforce Focus 

Addresses key human resource practices. It directs toward 

creating and maintaining a high-performance workplace 

and toward developing employees so as to enable them 

and the organization to cope with environmental changes. 

85 

6- Operations Focus 

Examines how the organization designs, manages, and 

improves its work systems and work processes to deliver 

patient and stakeholder value and achieve organizational 

success and sustainability. 

85 

7- Results 
Examines your organization’s performance and 

improvement in all key areas. 
450 

 

The MBNQA has been accepted widely as service excellence standard (D’Souza & 

Sequeira, 2011). Ovretveit & Gustafson (2002) suggested using the Baldridge criteria 

to assess the level of implementation of quality improvement programs, as 

implementation should not be assumed. This was reinforced by Counte & Meurer 

(2001) who stated that “to determine an organization’s level of CQI implementation, 

many studies have used the American ‘gold standard’ in this area, which is the 

Malcolm Baldrige Award” (p.200). Shortell et al. (1995) used the Baldrige Award 

criteria to measure staff perceptions on the degree of quality improvement 

implementation in 61 US hospitals, and Lee et al. (2002) used MBNQA criteria to 

measure the degree of CQI implementation in Korean hospitals.  
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The awards criteria (of which MBNQA is one of the most well-known awards) were 

identified as the most comprehensive and generally accepted holistic approach that 

captures the main factors of TQM (Sabella et al., 2015). D’Souza and Sequeira (2011) 

found the MBNQA dimensions to be very useful in the evaluation of service quality 

management and performance in healthcare organizations. Goldstein and Schweikhart 

(2002) concluded that the Baldrige health care model is a valuable framework for 

improving quality of care and service, as significant associations were found among 

Baldrige Categories one through six and each of the results’ items. 

The reviewed literature justifies the use of MBNQA in the current study as the base 

for the study conceptual framework, for the investigation of accreditation and its 

influence on staff and patients’ perceptions of quality. The conceptual framework for 

the study is a slight modification of the Baldrige classical model diagram (figure 1.1); 

placing Results outside as a quality indicator measuring staff perceptions of quality 

along with patient perceptions of quality (figure 5.1). 

The usefulness of this conceptual framework will be reviewed in the discussion 

chapter, particularly the relative importance of the six dimensions in influencing 

quality. 

2.5.3.4 Accreditation  

Accreditation is a powerful external tool used to help organizations in searching for 

better-quality care, improving services and enhancing patient safety (Lutfiyya, Sikka, 

Mehta, & Lipsky, 2009; Paccioni, Sicotte, & Champagne, 2008). Although a number 

of other quality assessment and improvement models are used in the health care sector, 

accreditation remains one of the most common approaches used nowadays. Looking 

at the position of accreditation in relation to other approaches of quality improvement, 

accreditation had a consistent level of use over the period from 1988 to 2007, while 

other methods e.g. medical audit or TQM, were used popularly for 3-4 years then fall 

out of use. In addition, out of 10 common QI terms used between 1988 to 2007 in 

Medline and Health Management Information Consortium databases, accreditation 

(together with patient safety) have been much more widely used than other terms, as 

the two terms accounted for more than half of all citations (Walshe, 2009).  
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The widespread application of accreditation has been noticed worldwide. Health care 

accreditation, especially of hospitals, is spreading across WHO/Europe (Shaw, 2004a). 

The ExPeRT project identified ISO certification and organizational accreditation as 

the most prevalent standards-based assessment systems for healthcare in Europe 

(Shaw et al., 2010). In the USA, most hospital beds are in accredited hospitals (Schyve, 

2000), and in developing countries, accreditation is considered as the single most 

important approach for improving quality of health care structures (WHO, 2003). 

Hospital accreditation was used by the MOH in Kuwait to improve the quality of care 

and services in its public hospitals. The next chapter will focus on the accreditation 

approach and evidence on its impact from the literature.   
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2.6 Summary of Key Findings of the Quality Literature Review  

 Quality is an important factor for any business strategy. There is no 

universally accepted definition for quality, but there is a general agreement 

that quality is a multi-dimensional concept. A number of quality experts 

proposed different quality definitions, of which Juran’s definition “fitness 

for use” and Crosby’s definition “conformance to specifications” are 

widely used. This indicates that different people can interpret quality 

differently, and this was addressed in this study by considering different 

stakeholders’ perspectives when assessing quality of care.  

 Quality management developed through four main phases. It started as 

inspection, then quality control, followed by quality assurance and TQM. 

The first two stages are reactive approaches, while the later two stages are 

proactive approaches. TQM, which is an organization-wide approach, is 

the base for many quality approaches used now a day, including the 

research main subject “accreditation”.  

 Health care quality is difficult to define and measure. It is part of service 

quality, which has multi-dimensional aspects. In the health care sector, 

three main quality paradigms have emerged: Maxwell, Donabedian and 

Ovretveit.    

 Conducting surveys and focus group discussions are among the most 

popular methods used for data collection when measuring staff and 

patients’ perceptions of quality.  

 Conceptual approaches to quality improvement are classified by WHO into 

two main categories; quality management category and external 

assessment category of which accreditation is a good example.  

 Evaluating the impact of accreditation on HCOs is difficult and complex. 

However; the use of a well-known quality framework e.g. MBNQA in this 

research, helps in measuring the different dimensions of health care quality. 

The next chapter describes accreditation in details and compare and 

contrast its impact on a number of dimensions in different settings.   
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3- Literature review II 

Accreditation 

 

3.0 Overview of the Chapter 

This chapter is a continuation of the previous literature review chapter and it reviews 

the literature related to accreditation.  

The objectives of conducting the literature review in this chapter are to lay the 

foundations for the examination of the accreditation process and the investigation of 

its associated impacts in public hospitals. Such a review will help to compare and 

contrast the current research findings with results from previous studies, and will allow 

better formulation of conclusions and recommendations at the end of this research. 

Box 3.1 Organization of chapter three 

 

3.1 Health Care Accreditation 

Many governments, in both developed and developing countries have started using 

external quality assessment approaches as a way to improve the quality of their health 

care services. Accreditation is one of the most attractive forms of such approaches 

throughout the world (Arce, 1998; Montagu, 2003). 

Accreditation can provide advantages to HCOs in a highly competitive health care 

market, as it gives them a positive image that can be used as a market strategy for 

3.1 Health Care Accreditation, reflecting on its importance. 

3.2 Definition of Accreditation, considering the different perspectives. 

3.3 The Process of Accreditation. 

3.4 The Development of the Accreditation Approaches, with focus on 

Accreditation Canada. 
3.5 Recent Trends in Health Care Accreditation. 

3.6 Enablers and Barriers to the Implementation of CQI in HCOs. 

3.7 Professions’ Attitude towards Accreditation. 

3.8 The Impact of Accreditation on Health Care Organizations, looking 

at its impact on staff and patient perceptions of quality, clinical and 

quality indicators and safety practice.  

3.9 Summary of Key Findings of the Accreditation Literature Review. 
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patients or a resource allocation strategy for governments (Ng, Leung, Johnston, & 

Cowling, 2013).  

Accreditation developed from a focus on training into multidisciplinary assessments 

of health care organizations, functions and networks (WHO, 2003). It is also used in 

many industries such as software manufacture, school education, universities and the 

seafood sector (Braithwaite et al., 2011). In the health sector, accreditation started in 

the USA with the Joint Commission on Accreditation of Healthcare Organization 

(JCAHO) in 1951 (Shaw, 2003). Health care accreditation programs developed 

internationally in the 1970s (Greenfield & Braithwaite, 2008; Greenfield & 

Braithwaite, 2009), but their growth accelerated globally in the 1980s and in Europe 

in the 1990s (Shaw, Kutryba, Braithwaite, Bedlicki, & Warunek, 2010). Shaw (2003) 

reported that since 1990, the number of accreditation programs around the world has 

doubled every 5 years, with marked development in Europe. Shaw et al. (2013) also 

documented that an average of two accreditation organizations appeared every year 

since the year 2000, but only half of them were likely to thrive ten years later. The first 

step that led to significant changes and substantial growth in accreditation was having 

the US government as a new and prime user of the program. According to the 1965 

legislation, only accredited hospitals became eligible to participate in the federally-

funded Medicare program for older people (Schyve, 2000).  

Accreditation became an integral part of the health systems in over 70 countries 

(Greenfield & Braithwaite, 2008), and the interest of developing countries in 

accreditation has also grown rapidly (AlKhenizan & Shaw, 2010). Despite this, it is 

difficult to draw direct comparisons between outcomes of accreditation in different 

countries due to the variation in local legislations, cultural factors and in the 

accreditation process itself (Al-Awa et al., 2012). It is also challenging to draw definite 

comparisons between different organizations, due to differences in structure, design 

and language (Shaw et al., 2010). Even in Europe, where the majority of European 

Union (EU) countries have national accreditation programs, the degrees of national 

uptake, of stakeholder governance and of compulsion are different. Although 

accreditation standards in Europe have similar content and aim for continuous 

improvement, there are differences in intensity, internal quality control, assessment 

criteria and the use of statistical measures (Shaw et al., 2010). 
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Shaw et al. (2013) found that the main reason for HCOs to participate in accreditation 

was quality improvement, while for governments; the main motivation was protecting 

public health and public money. The priorities of national accreditation programs are 

affected by local economic, social, political and historical factors. In developing 

countries, the priority is on developing basic facilities and on improving access in an 

environment where there are limited resources for buildings, equipment and staff and 

no culture of professional responsibility. While in developed countries, accreditation 

is used to improve safety and quality, staff development, customer information, 

clinical effectiveness, purchaser accountability and to reduce variation (Shaw, 2003). 

The decision to implement accreditation is more difficult in developing countries, as a 

careful choice in allocating their limited resources is required (Salmon et al., 2003).  

Accreditation for organizations is equivalent to self-regulation for professions, as both 

aim at producing better quality through defining standards and qualifications (Lewis, 

2007). Accreditation is complementary to licensure but is different from it and does 

not replace it. The main distinction between the two is that in licensure (which is 

mandatory) organizations are licensed by a government if they meet minimum 

standards for operation, while accreditation, which is usually voluntary and done by a 

non-governmental organization (NGO), measures the same organization against 

optimal and achievable standards of quality (Montagu, 2003; Rooney & Ostenberg, 

1999).  

The ways that HCOs use the accreditation process depends on the context in which 

accreditation takes place. Some HCOs use accreditation to benchmark their 

performance against other HCOs’ performance, assuring that they function at the same 

level of quality as HCOs in large modernized centres. Other HCOs may only aim at 

obtaining accreditation status because accreditation is mandatory. HCOs can also use 

accreditation as a tool to discuss and gain financial support of funding organizations 

in order to implement accreditation recommendations for improvement. For HCOs that 

undergo merging, accreditation can be used as a management tool that causes 

adherence of the various sites of the newly merged institution to a new identity and 

integrate common practices (Pomey et al., 2010). 
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3.2 Definition of Accreditation 

Accreditation has been defined from different perspectives, as no single and consistent 

definition of accreditation exists (Hurst, 1997; Scrivens, 1997b).  

According to Bruchacova (2001) “There are considerable differences in the perception 

of the role of accreditation. The interpretations vary from a badge of achievement, to 

a management tool to create change” (p.155).  

Accreditation is an external mechanism to quality, and Mumford, Forde, Greenfield, 

Hinchcliff, and Braithwaite (2013) considered this external nature in their definition 

of accreditation “a form of external audit against pre-determined standards using a 

mixture of self-assessment and external surveys, which has been widely adopted by 

acute health services internationally” (p.1).  

When WHO (2003) described health care accreditation, they emphasised the role of 

multi-disciplinary teams in their definition “The term “accreditation” (applied to 

organizations rather than specialty clinical training) reflects the origins of systematic 

assessment of hospitals against explicit standards….. Accreditation is usually 

performed by a multidisciplinary team of health professionals and is assessed against 

published standards for the environment in which clinical care is delivered” (WHO, 

2003, p.58-59). 

Few authors considered the organization-wide nature of accreditation. Pomey et al. 

(2004) proposed that “the accreditation process, which comprises a self-assessment, a 

field visit and a report looks at the entire organization and thus serves to arrive at a 

global appreciation of the hospital” (p.113). James and Hunt (1996) in their definition 

of the King’s Fund Organizational Audit (KFOA) accreditation scheme pointed out 

that “{accreditation is} an organization- wide quality assessment tool and examines 

the functioning of the hospital as a whole rather than either an activity or outcomes of 

specific departments, clinical specialties or procedures, it is a “framework of 

organizational standards which are concerned with the systems and process for the 

delivery of health care” (p.49). The National Agency for Healthcare Accreditation and 

Evaluation in France referred to accreditation as “an evaluation process carried out by 

independent professionals external to the health care organization and its governing 

bodies, focusing on its functioning and practices as a whole. It aims to ensure that 
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conditions regarding the safety, quality of care and treatment of patients are taken into 

account by the health care organization” (Pomey et al., 2004, p.113). Rooney and 

Ostenberg (1999) considered the organization-wide nature of accreditation as well as 

its focus on continuous improvement in their definition “Accreditation is usually a 

voluntary program, sponsored by a non-governmental agency, in which trained 

external peer reviewers evaluate a health care organization’s compliance with pre-

established performance standards. Accreditation addresses organizational rather than 

individual practitioner capability or performance. Unlike licensure, accreditation 

focuses on continuous improvement strategies and achievement of optimal quality 

standards rather than adherence to minimal standards intended to assure public safety” 

(p.15).  

Highlighting the importance of accreditation as a public recognition process, Shaw 

(2004) defined accreditation as “a public recognition of the achievement of 

accreditation standards by a healthcare organisation, demonstrated through an 

independent external peer assessment of that organisation’s level of performance in 

relation to the standards” (p.8). Pomey, Francois, Contandriopoulos, Tosh and 

Bertrand (2005) described accreditation as “a means of publicly recognizing that a 

healthcare organization meets predetermined national standards of operation” (p.51), 

and Braithwaite et al. (2010) reported that “accredited organisations and services 

receive public recognition of their status” (p.15). 

These different perspectives stressed on the following characters of accreditation: 

 It is a quality improvement strategy, where external surveyors assess HCOs’ 

performance against pre-established standards.  

 Accreditation is an organization-wide process that focuses on the whole HCO 

rather than specific departments or activities, and is performed by a 

multidisciplinary team of health professionals. 

 Accreditation is also considered as a public recognition process, which focuses 

on continuous improvement.  

Although accreditation started as a voluntary process, it became mandatory in a 

number of countries (Al Awa et al., 2010; Nicklin, 2015; WHO, 2003), as described 

by Shaw (2003) “the traditional model of voluntary, independent accreditation is being 

rapidly adapted towards a government sponsored or even statutory tool for control and 
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public accountability” (p.455). France is an example where accreditation is mandatory, 

as enshrined in the 1996 law reforming public and private hospitalization (Daucourt & 

Michel, 2003; Pomey et al., 2004). However, some countries with voluntary 

accreditation have linked it to funding mechanisms, which is believed to be one of the 

strongest drivers for hospital accreditation (Ng et al., 2013). United States of America 

(USA) is an example, and although accreditation is voluntary, the Centers for Medicare 

and Medicaid Services (CME) require accreditation for participation in Medicare in 

accordance with the Medicare Act of 1965 (Chen et al., 2003; Miller et al., 2005). As 

a result, more than 96% of hospital beds in the USA are in accredited hospitals 

(Schyve, 2000). Mandatory accreditation involves a higher proportion of hospitals 

than the voluntary programs, which makes its impact higher on the health system. This 

was noticed in France, where the program have the widest national coverage in Europe 

(Shaw et al., 2010). On the other hand, government mandated accreditation programs 

are often considered as an inspection rather than CQI process, which is used for 

regulation and public accountability rather than for voluntary self-assessment and 

quality improvement (Almasabi & Thomas, 2016; Mumford et al., 2013; Ng et al., 

2013; Pomey et al., 2005).   

Accreditation standards are usually developed by a consensus of health care experts. 

They are revised and raised periodically to ensure that they are current with the 

changes in health policy, advances in technology and improvements in health care 

quality thinking (Greenfield & Braithwaite, 2009; Rooney & Ostenberg, 1999). 

National accreditation standards are usually derived from merging overseas 

accreditation standards, national statutes, independent reports, government guidance 

and health service research. Standards are generally customized to better suit the 

existing situations in individual countries with the attempt to maintain consistency 

with other countries and other standards e.g. ISO standards (Ng et al., 2013; WHO, 

2003).  

Accreditation standards are organized by categories of functions of health care e.g. 

Leadership, Human Resource (HR), Information Technology (IT) etc. (Severance, 

2009). A recent lawsuit in Canada placed pressure on Standard-setting bodies to up-

date their standards to the current knowledge, which reflects the CQI efforts embedded 

in the accreditation process (Nicklin, 2015). Accreditation standards are designed to 
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encourage continuous improvement efforts within accredited organizations, and they 

are usually optimal and achievable (Montagu, 2003; Rooney & Ostenberg, 1999). 

In the EU, little consistency exists between the different European accreditation 

programs, but many of them meet the principles defined by the International Society 

for Quality in Health Care (ISQua) for standards development, which can result in 

harmonization (Shaw et al., 2010). ISQua is a global organisation established in 1984. 

It “Accredits the Accreditors” (ISQua, 2012), acts as a facilitator of comparative 

standards among countries and provides internationally recognized principles for 

healthcare standards that act as a template for the development of health care standards 

(AlKhenizan & Shaw, 2010; Shaw, 2000), as accreditation standards and procedures 

can differ among different programs in response to differences in culture, legislation 

and economics (Shaw, 2000). Many sets of healthcare standards used by accreditation 

bodies in different countries have been accredited by ISQua (AlKhenizan & Shaw, 

2010).   

3.3 The Process of Accreditation 

The first study objective evaluates the implementation process of accreditation in 

Kuwait’s public hospitals. This is why we are describing the process of accreditation 

here, as we will refer to it in the discussion chapter.  

The accreditation cycle has three main phases:  

1- Self-assessment.  

2- Accreditation visit (On-site survey). 

3- The period that follows the reception of the accreditation report where HCOs 

respond to the report’s recommendations in order to achieve accredited status 

(Daucourt & Michel, 2003; Pomey et al., 2010).  

Self-assessment provides preliminary information about the HCO (Shaw, 2000). It is 

filled by the organization’s staff using the proposed standards as a reference (Paccioni 

et al., 2008). Major changes take place during this phase. 

On-site surveys are typically conducted every two-three years, by a team of trained 

surveyors (Montagu, 2003; Rooney & Ostenberg, 1999). Such surveys can be 

conducted with advanced notice to the health organization or it can be unannounced, 

depending on the accreditation program policies. Each approach has its advantages 
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and disadvantages, but good surveyors should be able to determine if the HCO meets 

the accreditation standards in both cases (Rooney & Ostenberg, 1999). Surveys usually 

last from one to five days depending on the complexity and size of the reviewed HCO, 

as well as on the size of the surveyors’ team (Shaw, 2000). In order to check HCOs 

compliance with the standards, surveyors use multiple evaluation strategies including 

review of written documents e.g. strategic and operational plans or clinical policies 

and procedures, staff and patient interviews, review of patients’ medical records and 

direct observation (Braithwaite et al., 2010; Rooney & Ostenberg, 1999). Analysing 

these findings will help the surveyors to reach an accreditation decision, which is 

usually communicated to the concerned HCO through the final accreditation report, 

which includes a decision about their accreditation status (Nicklin, 2015). 

Public disclosure of accreditation reports has been suggested by the Joint Commission 

Accreditation (Griffith, Knutzen, & Alexander, 2002; Schyve, 2000). This suggestion 

was supported by Ito and Sugawara (2005) who found that accreditation scores were 

positively related to public disclosure of accreditation reports of hospitals.  

A recent article by Devkaran and O'Farrell (2014) proposed a new framework of the 

accreditation life cycle, with four phases. The first is the initiation phase, which is 

composed of the adoption sub-phase (characterised by the implementation of new 

standards) and the revitalisation Sub-phase (characterised by further improvement in 

compliance stimulated by a gap analysis). The second is the pre-survey phase, which 

occurs 3 to 6 months prior to the accreditation survey and is characterised by marked 

improvement in compliance with the standards. The third phase is the post-

accreditation slump (post-survey phase), where the quality performance of HCOs 

tends to fall back towards pre-accreditation levels immediately on receiving accredited 

status, as HCOs recover from the demands of the survey. The fourth and last phase is 

the stagnation phase, which is characterised by an undulating plateau of compliance 

with quality standards. It is important to note that the level of compliance in this phase 

is 20% higher than pre-accreditation survey levels, indicating that even if the quality 

performance drops after the final survey, it will still be better than pre-survey levels. 

The new accreditation cycle proposed by Devkaran and O'Farrell (2014) is a good 

framework that describes the intensity of accreditation activities. The initiation phase 

may corresponds to the self-assessment phase, and the pre-survey phase which is 
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characterised by marked improvement in compliance with the standards corresponds 

to Shaw’s description “hospitals rapidly increase compliance with the published 

standards in the months prior to external assessment” (Shaw, 2003, p.455). The post-

survey and stagnation phases have also been described previously, as a criticism of 

accreditation being a periodic rather than continuous process, where many serious 

issues may pass undetected by accreditation following the final survey (Lewis, 2007). 

This indicates that compliance to accreditation standards and implementation of 

quality improvement activities usually drop in the post-survey period.  

3.4 The Development of the Accreditation Approach 

Accreditation originated in the USA in the early 20th century as a quality management 

approach (Scrivens, 1997b). It was initially established in the educational sector as a 

response to the growing number and the unacceptable variations in the quality of 

educational institutions. Later accreditation spread to other sectors, especially health 

care (Lewis, 2007). Shaw (2000) and Schyve (2000) explained that healthcare 

accreditation was initiated in 1917 by the American College of Surgeons (ACS) as a 

strategy for the recognition of training posts in surgery. This original model evolved 

into the Joint Commission on the Accreditation of Healthcare organizations in 1951. 

The USA was followed closely by Canada, Australia, and later on by Europe (Fortes, 

de Mattos, & De Faria Baptista, 2011). 

In the following sections, the history of the Joint Commission will be explored, 

followed by Accreditation Canada, The Australian Council on Healthcare Standards 

(ACHS) and accreditation in UK. 

3.4.1 The Joint Commission (JC) 

Dr Codman started hospital standardization in 1910, when he proposes the “end result 

system of hospital standardization”. This system allow hospitals to follow their 

patients long enough to find out if the treatment was effective or not. Ineffective 

treatment would be investigated in order to treat similar cases successfully in the 

future. In 1917, the ACS developed the Minimum Standard for Hospitals, and the 

requirements filled one page only. In 1918, the ACS started on-site inspection of 

hospitals. They surveyed 692 hospitals and only 89 of them met the minimum 

standards. In 1926, the first standards manual was developed and consisted of 18 

pages. The standard of care improved and in 1951, The American College of 
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Physicians (ACP), the American Hospital Association (AHA), the American Medical 

Association (AMA), and the Canadian Medical Association (CMA) join with the ACS 

as corporate members to create the Joint Commission on Accreditation of Hospitals 

(JCAH). This is a not-for-profit organization whose main objective is providing 

voluntary accreditation. In 1953, JCAH started offering accreditation to hospitals, and 

then they published Standards for Hospital Accreditation. In 1965, JCAH accredited 

hospitals were able to participate in the Medicare and Medicaid programs according 

to the Social Security Amendments of 1965. Since late 1960s, JCAH expanded its 

activities and established different accreditation programs e.g. Long-term care 

accreditation, accreditation for psychiatric facilities, accreditation for Ambulatory 

Health Care. In 1987, the organization’s name changed to the Joint Commission on 

Accreditation of Healthcare Organizations (JCAHO) to reflect an expanded scope of 

activities. In 1994, Joint Commission International (JCI) was established to provide 

education and consulting services to international clients, and in 2000, JCI published 

its first comprehensive set of international quality standards for hospitals and presented 

its first accreditation award. The Joint Commission kept updating its processes and 

adding new techniques to improve the accreditation process. JCI opened a number of 

branches worldwide, including a Middle East office in Dubai. In 2007, JCAHO 

shortens its name to The Joint Commission (JC) (The Joint Commission, 2015). With 

more than 50 years of accreditation experience, the Joint Commission model is worthy 

of replication (Severance, 2009). 

Although a number of health care accreditation bodies exist in the USA, the Joint 

Commission is the largest and oldest accrediting body in health care (Griffith et al., 

2002; Lutfiyya et al., 2009; Schyve, 2000; Scrivens, 1997b). The JC is an independent, 

non-profit organization that achieved extensive coverage of the US health care system, 

as it conducts quality assessments in nearly 80% of hospitals in the USA (Chen et al., 

2003; Lutfiyya et al., 2009; Scrivens, 1995). The international arm of the Joint 

Commission (JCI) has worked so far in more than 90 countries across five continents. 

They achieved a 20 percent annual growth in the number of accredited organizations, 

which reflects the importance of JCI in helping HCOs worldwide to improve the 

quality and safety of their health care services (JCI, n.d.).  
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3.4.2 Accreditation Canada 

The national accreditation program in Kuwait is based on Accreditation Canada. This 

is why in this section we will expand on this accreditation organization. In Canada, 

several organizations offer accreditation to HCOs, but Accreditation Canada is the 

only pan-Canadian health accrediting body that accredits all types of health care 

organizations (Accreditation Canada, 2013b).  

3.4.2.1 The Evolution of Accreditation Canada 

As mentioned earlier, the Canadian Medical Association (and other organizations) 

joined ACS in 1951 to create JCAH in the USA. Later on, Canada started to focus on 

building its own accreditation system. The Canadian Hospital Association, the 

Canadian Medical Association, the Royal College of Physicians and Surgeons, and 

l'Association des médecins de langue française du Canada has established the 

Canadian Commission on Hospital Accreditation in 1953, and its purpose was to create 

a Canadian program for hospital accreditation, which was achieved in 1958 with the 

incorporation of the Canadian Council on Hospital Accreditation.  The council’s 

purpose was to set standards for Canadian hospitals and evaluate their compliance. 

The accreditation program was national, voluntary, bilingual, free from government 

intervention and not-for-profit. The number of accredited facilities in Canada 

increased from less than 350 in 1960, to nearly 1300 in 1988, which represents the 

popularity of the accreditation program and the expansion in its activities. Many 

accreditation programs were launched during this period e.g. the accreditation of 

mental health hospitals, the accreditation of long-term care centres, and the 

accreditation of rehabilitation facilities. In 1988, the council changed its name to the 

Canadian Council on Health Facilities Accreditation (CCHFA), and in 1995 it changed 

its name again to the Canadian Council on Health Services Accreditation (CCHSA), 

to more accurately reflect its clients and customers. In the same year, a revised 

accreditation program, Client-Centred Accreditation Program (CCAP), was launched, 

which focused on continuously improving the quality of care, and organizations were 

asked to develop and use performance indicators. In the year 2000, international 

services were launched, and in 2008, CCHSA became Accreditation Canada and the 

new Qmentum accreditation program was launched with its enhanced focus on quality 

improvement and patient safety. In 2009, Accreditation Canada International pursued 
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health care quality improvement initiatives in a number of countries, including Kuwait 

(Accreditation Canada, 2013a).  

Accreditation Canada has been accredited by ISQua, which is the global organization 

that accredits accrediting bodies. This means that Accreditation Canada have been 

thoroughly evaluated against international standards, and they earned all three of 

ISQua’s accreditation awards—for their organization, their standards, and their 

surveyor training programs (Accreditation Canada, 2013c). 

Accreditation Canada has responded to major reforms implemented within the 

Canadian health care system. Their accreditation approach has moved from focusing 

on HCOs as basic units of accreditation to focusing on providing a region-wide review 

of services, which necessitates the development of new standards addressing the inter-

relationships of care. Accreditation Canada also moved the focus of standards away 

from a traditional department by department review to a more dynamic form that 

addresses the processes of care provided within a health service, as with “client-

centred care”. Accreditation Canada has recast its standards to demonstrate its 

commitment to the CQI philosophy (Scrivens, 1995).  These CCAP standards were 

the base for Kuwait’s national accreditation program standards. A number of studies 

conducted in Quebec, Canada, proved that the introduction of new standards in 1995 

by Accreditation Canada (CCHSA then) helped to shift from “quality assurance” 

processes to CQI processes. This change allowed more professionals to be involved in 

the process, helped in identifying the organization’s weaknesses and allowed the 

implementation of corrective measure (Pomey et al., 2004).  

In 2008, Accreditation Canada initiated Qmentum, which was created to integrate 

accreditation into an organization's ongoing quality improvement efforts (Nicklin & 

Dorschner, 2010). The Qmentum program is used in Kuwait for the primary health 

care sector, not the hospital accreditation program (which will be explored in this 

research).  

3.4.2.2 Accreditation Canada International (ACI) 

ACI performs accreditation programs and accreditation related services with HCOs in 

many parts of the world, including countries in Europe (e.g. France, Italy), Caribbean 

(e.g. Bahamas, Bermuda), Latin America (e.g. Brazil, Costa Rica) and in the Middle 

East and Northern Africa (e.g. Kuwait, Saudi Arabia) (Ahmed & Shumsky, 2009). 
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The history of Accreditation Canada in the Middle East is summarized in table 3.1. 

Table 3.1 History of Accreditation Canada in the Middle East [Adapted from: Ahmed & Shumsky 

(2009). Capacity Building for Improved Quality in Health Care through Accreditation in Kuwait and 

Saudi Arabia] 

1999 First Accreditation client in UAE 

2000 First Accreditation client in KSA 

2000 
Developed strong partnership with Al Mashura Health Group, 

Riyadh, KSA 

2003 Opened office in Riyadh, KSA 

2005 First accreditation client in Kuwait 

2006 First accreditation client in Bahrain 

2007 First accreditation polyclinic client in UAE 

2008 Opened office in Dubai, UAE and Beirut ,Lebanon 

2008-2009 Significant increase in client base in Middle East 

 

The accreditation process of Accreditation Canada International includes the following 

steps: 

1- Readiness assessment: surveyors conduct this assessment 1 to 2 months after 

the HCO becomes a client. It is a situational analysis that determines the 

organizational readiness to proceed through the accreditation process.  

2- Following the assessment, clients receive a comprehensive report that includes 

a risk assessment, quality improvement plan, and an action plan to guide their 

accreditation process. 

3- Education: ACI provides training on accreditation focusing on quality 

improvement and patient safety. 

4- Self-assessment: the organization assesses its own activities against the 

accreditation standards, collects indicators and receives its quality performance 

roadmap. 

5- Mock survey: this is optional, in which surveyors conduct survey activities to 

prepare the organization for the accreditation survey. 

6- On-site survey: this takes place usually around month 18 of the accreditation 

cycle, where surveyors evaluate the HCO’s compliance with accreditation 

standards using multiple methods.  
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7- Final report: following the survey, the organization receives a comprehensive 

report and an accreditation award. 

8- On-going quality improvement: during months 18 – 36 of the accreditation 

cycle, the organization is required to submit performance indicator data and 

follow up evidence on implementing corrective actions according to 

recommendations from the final report (ACI, 2009).  

 

Figure: 3.1 Qmentum International Accreditation Program [Source: Accreditation Canada 

International site] 

 

 

3.4.3 The Australian Council on Healthcare Standards (ACHS) 

ACHS is recognised as the leading health care accreditation body in Australia (ACHS, 

2014). It was established in 1974 (the third oldest accreditation body worldwide) as a 

result of the support provided by the two main provider organisations: the Australian 

Hospital Association and the Australian Medical Association (Duckett, 1983). It is an 

independent, not-for-profit organisation dedicated to improving quality in health care. 

Its international arm was established in 2005 to meet overseas requests for a quality 

healthcare accreditation program through ACHS International (ACHSI). ACHS itself 

is accredited by ISQua (ACHS, 2014), which reflects the high standards of the program 

and its commitment to continuous quality improvement. 
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3.4.4 Accreditation in the United Kingdom 

The UK has a range of accreditation systems that operate across the health service 

(Fortes et al., 2011; Scrivens, 1997b). Most of these accreditation systems are 

restricted to the work of professional groups or service areas, but the two important 

'whole hospital' accreditation systems are King’s Fund Organizational Audit (KFOA) 

and the Hospital Accreditation Program (HAP) (Scrivens, 1997b), which were 

initiated in 1990 (WHO, 2003). The first organization was an independent foundation 

whose mission was to improve the quality of management in the National Health 

Service (NHS). KFOA had an initial experience with JCAHO standards to develop its 

process, but later it established a scheme for a small number of hospitals, with a peer-

review and standards adapted from the Australian model, and this became their current 

auditing scheme. The accreditation process at KFOA is similar to the original 

accreditation process, except that the result of the on-site visit is handed directly to the 

reviewed HCO in an open session with all staff members to disclose the general results 

(Fortes et al., 2011). Unfortunately, KFOA is no longer a functioning program. The 

other accreditation system in the UK (HAP) initially focused on small NHS hospitals 

in one region, but later extended to public and NHS acute and community services 

throughout the country. Both programmes are independent of government (WHO, 

2003), and accreditation remains voluntary in the UK (Fortes et al., 2011).  

It is clear that the most early accreditation organizations (e.g. Joint Commission and 

Accreditation Canada) were independent of governments, but governmental 

accreditation grew rapidly from the mid-1990s (Shaw et al., 2013).  

3.5 Recent Trends in Health Care Accreditation 

Introducing new initiatives and revising current programs is important as it reflects the 

improvement gradients embedded into the accreditation process (Nicklin, 2015) and 

leads to CQI, but such initiatives are being adopted without a clear evidence base 

(Greenfield & Braithwaite, 2009). Examples of such initiatives include: 

 Unannounced surveys: these are external visits conducted without prior 

notification to the clients about the survey time (Greenfield & Braithwaite, 

2009). They are designed to bring about improvements in accreditation 

processes, and clinical and organizational systems (Braithwaite et al., 2010). It 

has been claimed that this method allows HCOs to focus on patient care rather 
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than preparing for the scheduled survey. It is also claimed that this method is 

seen as more credible by the public and other external organizations than the 

scheduled surveys (Greenfield & Braithwaite, 2009). Such benefits have not 

yet been fully tested and supported (Braithwaite et al., 2010; Braithwaite et al., 

2011). 

 Tracer methodology: patient care tracers examine patients’ journey through the 

health care system and the standard of care they receive. Findings of such an 

examination are used by surveyors to assess the quality and safety of HCOs 

(Greenfield & Braithwaite, 2009). Although limited studies examined the 

tracer methodology, it is deemed to be useful in assessing quality of care 

(Braithwaite et al., 2011).  

 Patient satisfaction surveys: accrediting bodies are requiring increasingly this 

type of survey as part of their accreditation process, though results do not 

appear to have a significant impact on accreditation decisions reached by the 

accrediting bodies (Nicklin, 2015).  

 Accrediting health regions & trends towards mandatory accreditation: with the 

shift towards a population health approach, accrediting entire regions is 

becoming more frequent (Nicklin, 2015). Some countries (e.g. Eastern 

Europe), are replacing the voluntary model of accreditation by government-

mandated models through using accreditation as an extension of statutory 

licensing for HCOs (Shaw, 2003). In Canada, some provinces moved towards 

government-mandated accreditation e.g. Quebec and Alberta, while others are 

considering this direction e.g. Manitoba (Nicklin, 2015). 

3.6 Enablers and Barriers to the Implementation of CQI in HCOs 

One of the study objectives is to appraise the implementation of accreditation 

identifying the enablers and barriers. This is why it is important to review the literature 

about enablers and barriers in this section.  

Many factors can facilitate or obstruct the implementation of CQI processes. Ng et al. 

(2013)  reviewed 26 articles and performed a SWOT analysis (analysis of strengths, 

weaknesses, opportunities and threats) on the extracted data to identify factors that 

affect implementation of hospital accreditation programmes. They found that strengths 

(internal positive factors) include establishment of  multi-disciplinary teams, in which 
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physicians are active members, increased staff involvement, staff training and 

communication, positive changes in organizational culture, improved leadership, 

increased integration and utilization of information and increased resources dedicated 

to CQI. On the other hand, weaknesses (internal negative factors) included 

organizational resistance to change, increased staff workload, inadequate staff training 

and support for CQI, lack of awareness on CQI, lack of performance outcome 

measures and lack of applicable CQI standards customised for local use. The study 

also identified the following as external positive factors: recognition of areas for 

improvement, additional funding, improved patient safety, market advantage, public 

recognition and the development of suitable accreditation standards for local use. 

External negative factors were found to include lack of incentives for participation, 

high costs, cutting funds, opportunistic behaviours and mandatory participation, which 

turns accreditation into a regulatory mechanism.  

Table 3.2 presents a summary of some enablers to the implementation of quality 

improvement programs, as discussed in the following articles:  

Table 3.2 Summary of enablers to the implementation of quality improvement programs 

Reference Setting Enablers 

(Scrivens, 1995)  

Clinicians’ involvement. 

Leadership & management 

commitment. 

(Maguerez, Erbault, Terra, 

Maisonneuve, & Matillon, 

2001) 

France 

Leadership & good 

management. 

Availability of resources and 

incentives. 

Good communication & team 

work. 

(Shortell et al., 1995) USA 

Group/developmental hospital 

culture. 

Implementation approach that 

allows decentralized control, 

empowerment and flexibility 

(Lee et al., 2002) South Korea 

The creation of a quality 

information system. 

The use of scientific CQI 

techniques. 

Organizational culture that 

supports CQI philosophy. 

Structural support. 

(Gollop, Whitby, Buchanan, & 

Ketley, 2004) 
UK 

Health care professionals’ 

support and engagement in 

change produced by quality 

improvement activities. 

(El-Jardali et al., 2014) Lebanon 

Management commitment and 

support. 

Continuous staff training. 
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On the other hand, table 3.3 presents a summary of some barriers to the implementation 

of quality improvement programs, as discussed in the following articles:  

Table 3.3 Summary of barriers to the implementation of quality improvement programs 

Reference Setting Barriers 

(Maguerez et al., 2001) France 

Time, which is required to understand, 

accept and implement the CQI activity. 

Time also required to change staff attitude 

and organizational culture. 

 

(Shortell et al., 1995) USA 

Hierarchical hospital culture. 

Centralized management approaches with 

limited staff empowerment 

(Lee et al., 2002) South Korea 

Lack of adequate information system. 

Inadequate level of technical skills required 

for CQI. 

(Alkhenizan & Shaw, 2011) Literature review 
Scepticism of health care professionals 

towards the benefits of accreditation. 

(Gollop et al., 2004) UK 

Health care professionals’ scepticism & 

resistance to organizational change 

produced by quality improvement 

initiatives. 

(Bukonda, Hoffner, Tavrow, 

Abdallah, & Tembo, 2002) 
Zambia infra-structure and administrative problems 

(Salmon et al., 2003) South Africa 

Staff turnover. 

Resource constraints. Increased burden of 

diseases. 

Insufficient capacity building. 

The need to up-grade management and 

staff clinical skills. 

(Albejaidi, 2010) Saudi Arabia 

Inefficient fund allocation to quality 

improvement activities. 

Lack of adequate and qualified health 

workforce especially in the field of quality 

management. 

Lack of an effective National Health 

Information System. 

(El-Jardali et al., 2014) Lebanon 

Limited financial resources. 

Staff resistance. Shortage of staff. 

High workload. 

Lack of communication and collaboration 

with MOH. 

Inapplicability of some accreditation 

standards. 

(Pongpirul, Sriratanaban, 

Asavaroengchai, Laoitthi, & 

Thammatach-Aree, 2006) 

Thailand 

Inadequacy of staff and staff participation. 

Problems with utilization of information. 

Insufficient budget for quality 

improvement activities. 

Limited multidisciplinary care 

 

From these studies, it can be concluded that the most important facilitators for the 

implementation of CQI in HCOs are staff involvement (particularly physicians), good 

staff communication and teamwork, leadership support, availability of resources and 
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the use of data. While the main barriers include staff resistance to change (mainly 

physicians), the time and effort required to implement the process, inadequate 

leadership support, lack of staff skills, participation, training and awareness on CQI, 

lack of resources, cost of participating in the program, insufficient capacity building 

and inadequate data utilization.  

The process by which accreditation is introduced may substantially influence the 

impact of accreditation. That process must include training and education in the 

process of Continuous Quality Improvement as well as the process of external 

evaluation itself. The commitment of lead management and the resources allocated to 

the improvement of quality will also affect the impact that accreditation might have on 

quality. These enablers and barriers are often left out of consideration when assessing 

the influence of accreditation. Hence, in this current study, attention is given to a 

detailed description of the implementation of accreditation and we consider the various 

enablers and barriers to accreditation. 

3.7 Professions’ Attitude towards Accreditation 

Although this does not address any of the study objectives directly, professionals’ 

attitude can affect the implementation of accreditation, and part of this section will be 

revisited again in the discussion. Contrasting views of professional attitudes towards 

accreditation were observed. Some professionals supported accreditation programs 

while others were critical. Professionals who supported accreditation believed that 

accreditation is an effective tool for assuring quality, it results in better performance 

of HCOs, it enables external stakeholders to look at quality and safety management 

within an organization and it allows collegial decision-making. Other health 

professionals who hold concerns about accreditation programs thought that 

accreditation is a time consuming and bureaucratic process for the organization to use, 

it is an expensive program that requires high costs (direct and indirect), and it adds 

little value to patient care. In addition, there are problems with accreditation standards, 

and lack of consistency among assessors (Greenfield & Braithwaite, 2008).  

Looking at the different health professionals, most doctors considered accreditation as 

not relevant to them, while other professionals perceived accreditation favourably e.g. 

health managers, nurses, allied health deans, laboratory managers, medical 

technologists, dentists and aged care service providers. In addition, purchasers of 
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health services favoured accreditation, as it provided them with a guide to the safety 

and quality of services they were examining (Greenfield & Braithwaite, 2008). 

These views were supported by an Australian study that showed improvements in the 

nursing services as a result of introducing accreditation, indicating its positive impact 

on nurses, who contribute to the implementation of quality processes, but had little 

effect on physicians (Duckett, 1983). In South Africa, nurses’ perception of care at 

their hospitals improved significantly with accreditation, where the main changes were 

in nurses’ perception of clinical quality, teamwork and participation in decisions. On 

the other hand, changing the behaviour of doctors was difficult, which made the 

implementation of standards when no doctors’ involvement was required easier 

(Salmon et al., 2003). Pomey et al. (2010) confirmed the negative attitude of doctors 

towards accreditation by their weak participation in the program, whereas staff most 

involved in accreditation were nurse managers and directors of quality departments.  

A case study by Beaumont (2009) in a private hospital in Saudi Arabia, found that 

resistance to change produced by accreditation came mainly from older male 

physicians, while new staff (less than 5 years in service) showed good commitment to 

the HCO following accreditation. A similar result was observed in Lebanon when 

accreditation was introduced to the primary healthcare (PHC). Staff resistance was 

noticed especially among physicians and older staff (El-Jardali et al., 2014). 

In Jordan, a study by Diab (2011) found that both doctors and nurses have a positive 

attitude towards hospital accreditation, with no significant difference in their attitude. 

The study, which was conducted in four private hospitals and involved 300 doctors 

and 300 nurses, aimed at exploring the perception of doctors and nurses in the private 

sector about accreditation and their understanding of accreditation standards. This 

unusual finding might be due to conducting the study in private hospitals, where 

implementing accreditation might have additional benefits (e.g. better reputation, 

which attracts more patients and hence better financial revenues).  

The previous studies and the experience of developed countries in implementing 

quality improvement programs showed that it is common for health care professionals, 

especially physicians, to resist quality improvement initiatives (Pongpirul et al., 2006; 

Shekelle, 2002). Resistance and scepticism to organizational change within health care 

systems can range from silent doubt and low energy support to vocal cynicism and 
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opposition (Gollop et al., 2004). Although physicians want to deliver the best quality 

of care to their patients, they usually resist quality improvement efforts for the 

following reasons:  

1- Physicians may not agree with the criteria by which quality is measured. Some 

might feel that quality measures concentrate on things that can be measured 

rather than on things that are more important to improve patient outcomes 

(Shekelle, 2002). 

2- Punitive culture: Some physicians see quality improvement (QI) activities as 

an opportunity to blame them for anything that can go wrong with the patient. 

Changing the punitive culture to a learning culture is not easy (Shekelle, 2002). 

3- Resource deficiency and the burden of participating in QI programs: 

Physicians have many responsibilities and taking part in QI activities on top of 

their other responsibilities can be stressful (Shekelle, 2002). Most WHO 

review cases revealed that staff perceived accreditation as a significant 

additional burden, since time and effort from administrators, medical 

professionals, and support staff are always necessary (Montagu, 2003). 

Adequate resource allocation can help in solving this problem and hence 

reducing physician resistance (Pongpirul et al., 2006). 

4- Lack of leadership commitment: physicians do not see a role model in this 

field. They need to observe clearly and in reality how a program works 

operationally and makes measurable leap in quality. This is where real 

leadership makes a difference (Pongpirul et al., 2006; Shekelle, 2002).  

5- Personal factors were also considered as possible reasons for resistance 

(Pongpirul et al., 2006). 

Gollop et al. (2004) also explored scepticism and resistance towards changes in 

working practice associated with two national programs of service improvement 

within NHS in England, through conducting semi-structured qualitative interviews 

with 19 clinicians and 19 managers who held national and regional roles in the two 

programmes. Results showed that resistance existed in all staff groups, especially 

among medical staff. Reasons for resistance included: 
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1- Contextual factors: the political and organizational context within which the 

program operates, and staff feeling that there is inappropriate prioritizing of 

quality improvement over other important clinical issues.   

2- Promotional factors: a misunderstanding of the aims, methods and benefits of 

improvement programs. Changes were not as attractive to clinical staff as 

changes that may impact specific diseases, since quality improvement 

programs were seen as administrative processes. 

3- Personal factors: these include fear of loss of power, change of role, and 

autonomy. Changing current systems and processes, which were used for many 

years, indicate that the existing systems are insufficient which reflect poorly 

on people who established and used it (Gollop et al., 2004). 

Loss of autonomy was demonstrated in France, as directors started intervening in the 

clinical sphere and supervising health professionals directly to ensure that the national 

standards are implemented. This attitude can generate tension and resistance, as well 

as reduce the uptake into the process (Pomey et al., 2004). 

An example of promotional factors that led to professionals’ resistance to accreditation 

was found in a study conducted by Paccioni et al. (2008) in two Quebec primary-care 

health organizations to describe the effects of the accreditation process on 

organizational control and quality management practices. The study found that staff 

directly involved in accreditation had positive perceptions of the process and believed 

that accreditation enables employees to better understand their HCO and improves 

professionals’ socialization. The study also found that although accreditation 

improved participants’ perceptions of their HCOs, it has little effect on perceptions of 

staff who are not directly involved in the process. This could be due to promotional 

factors, as the basis and outcomes of accreditation may not be fully understood by staff 

who are not involved in the process, which can result from providing them with 

insufficient information about the program. This study, by Paccioni et al. proves that 

although many staff perceive accreditation as a burden, staff who are early involved in 

the accreditation process and have the pride in accreditation as a result of their effort, 

may find accreditation a worthwhile investment (Montagu, 2003). 
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Continuous evidence of improvement is central to maintaining staff engagement, and 

new supporters need proof and tangible evidence of improvement e.g. the relationship 

between service improvement and mortality. Once support begins to decline among 

key staff, long-term sustainability of the programs can be affected. Health care leaders 

must be aware of the prevalence of staff resistance, understand its impact and promote 

change in ways that appeal to the individual (Gollop et al., 2004).  

In conclusion, many physicians resist QI initiatives due to the previously mentioned 

reasons, while nurses are the strongest supporters of such activities.  

3.8 The Impact of Accreditation on Health Care Organizations 

Evidence on the impact of accreditation is mixed. Evidence gathered by accrediting 

organizations is usually positive (as they generally measure performance on selected 

major indicators), while the overall picture from the academic literature is less positive 

(as they often measure different aspects) (Lewis, 2007). In general, limited 

conclusive evidence exists about the effectiveness of accreditation and its ability to 

distinguish differences in hospitals’ quality of care (Al Awa et al., 2011; Al Tehewy 

et al., 2009; Braithwaite et al., 2010; Chen et al., 2003; Greenfield & Braithwaite, 

2008; Greenfield & Braithwaite, 2009; Miller et al., 2005; Ng et al., 2013; Pomey et 

al., 2010; Sack et al., 2010; Saleh, Sleiman, Dagher, Sbeit, & Natafgi, 2013; Shaw et 

al., 2013). 

The ACCREDIT (Accreditation Collaborative for the Conduct of Research, Evaluation 

and Designated Investigations through Teamwork) project was established in 

Australia, in response to calls to strengthen the accreditation research base. It aimed at 

evaluating the effectiveness of the current accreditation process, analysing the costs 

and benefits of accreditation, improving future accreditation and consumer 

involvement in the process. This project is a major indicator that there is lack of 

evidence on the effectiveness of accreditation on quality improvement (Braithwaite et 

al., 2011).  

Whilst accreditation as a general approach to quality improvement has been well 

described, there are significant difficulties in comparing the evidence of various 

studies that have tried to assess the success of accreditation in improving quality. Most 

studies have been based on accreditation as a form of external assessment against a set 
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of standards. However, different methods have been used to evaluate the effect of 

accreditation on quality improvement. Hence, it is important that methods are 

described in a level of detail that allows a judgement of the comparability of studies. 

The impact of accreditation on HCOs is presented in this section according to the 

quality measurement methods.  Although conformance to standards is a well-known 

method to assess quality of care, no study has documented this method alone. This is 

why studies that evaluate conformance to standards are presented under mixed 

methods section. 

Studies presented in sections 3.8.1 and 3.8.2 will be reviewed critically as they 

represent the methods I used in this study. Studies in the other sections are presented 

for the sake of completion.  

3.8.1 Staff and patient perceptions of quality 

3.8.1.1 Staff perceptions of quality 

Monitoring staff perceptions of quality is important when assessing the impact of 

quality improvement initiatives. According to Ovretveit (1992), health service quality 

has three dimensions: Client, Professional and Management Quality, indicating the 

importance of measuring professionals’ (staff) perceptions of quality when examining 

the effectiveness of accreditation programs.   

Yildiz and Kaya (2014) assessed the impact of accreditation on quality of care as 

perceived by Turkish nurses. That cross-sectional study surveyed 258 nurses (response 

rate of 70.6%) from one accredited university hospital. The survey instrument was 

adapted from a previously developed questionnaire, which was used to measure 

perceptions of Lebanese nurses on the impact of accreditation on quality of care. 

Measurements were on a five-point Likert scale. Scales had good reliability (for all 

scales, alpha cronbach was between 0.88-0.93). Results showed that accreditation has 

a positive impact on quality results as nurses had high scores for the items concerning 

the benefits of accreditation. A significant positive correlation appeared between the 

quality results and benefits of accreditation and participation of employees.  

Yildiz and Kaya (2014)’s study, however, has some limitations. A longitudinal 

repeated design (pre-post design) would have yield stronger evidence on the impact of 

accreditation. It is very likely that having a repeated design study would not have been 
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possible as the assessed hospital had been accredited since 2007. That being the case, 

having a non-accredited hospital as a control would have been useful. In addition, 

conducting the study in only one hospital, measuring the perceptions of only one group 

of staff  (i.e. nurses) and not measuring outcome indicators (such as mortality or 

clinical indicators related to certain diseases) can reduce the quality of the results and 

hence the generalisability of the findings. 

In Saudi Arabia, Al Awa et al. (2010) conducted a study to evaluate the perception of 

nurses on quality of patients care and patients’ safety, after the application of the 

Canadian accreditation in a university hospital. A pre and post accreditation design 

was used, with a sample of 721 nurses (82.87% response rate), of which 675 met the 

survey criteria (77.6% response rate).  

The study found that nurses’ compliance with nursing clinical information, patient 

medication information, risk management of information and nursing action to prevent 

risk improved significantly with accreditation. This indicates that the accreditation 

process has a positive impact on the quality of patient care and patient safety as 

perceived by nursing staff. 

There is no indication; however, in Al Awa et al. (2010)’s study whether the same 

nurses’ were surveyed pre and post accreditation. The use of McNemar’s test implies 

that the sample was the same, but there is no explicit evidence that the follow-up 

response rate was the same as the baseline or there was sample attrition. In addition, 

the sampling strategy was not clear, and the reliability of the questionnaire was not 

reported, which might affect the validity of the findings. Moreover, confining the study 

to one hospital and to one staff category (i.e. nurses) might reduce its generalisability. 

In Lebanon, El-Jardali et al. (2008) assessed the impact of hospital accreditation on 

quality of care as perceived by Lebanese nurses. A cross-sectional survey of 1048 

registered nurses from 59 hospitals, which were stratified by size into small, medium 

and large, was conducted. Initially 1485 questionnaires were collected with a response 

rate of 75.5%, but after excluding nurses who did not meet the inclusion criteria 

(working for at least 4 years in the hospital), the response rate dropped to 53%.  

The survey instrument was developed in previous studies (Shortell et al. (1995) and 

Pomey et al. (2004)), and the reliability for all scales in Arabic and English versions 
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exceeded 0.60. Results showed that nurses perceived improvement in quality as a 

result of accreditation, with significant differences across hospital size, where more 

positive results were observed in small and medium sized hospitals (except for 

leadership scale). Predictors of better quality results were leadership, use of data, 

quality management, staff involvement and hospital size. The study concluded that 

hospital accreditation is a good tool for improving quality of care.  

Although the initial response rate was good, the actual surveys taking into account the 

inclusion criteria were just above half the required sample. In addition, 437 nurses who 

did not meet the inclusion criteria completed the questionnaires (and these were not 

included in analysis) and took the place of other nurses who were eligible for 

participation. Moreover, the method of obtaining the sample was not specified. These 

issues can lead to selection bias. Assessing the impact of accreditation could have been 

better by comparing pre-accreditation to post-accreditation scores (longitudinal 

design), or by comparing intervention group to control group, but knowing that 

accreditation implementation started in Lebanon in 2002, it might be difficult to find 

hospitals that still did not pass through the accreditation process. 

It is important to note here that a major part of the survey instrument that I used in my 

staff questionnaire was adapted from El-Jardali et al. (2008)’s study survey.  

Sekimoto et al. (2008) assessed the impact of hospital accreditation on infection 

control programs in Japan. He sent surveys in two consecutive years to hospital 

directors of all 638 teaching hospitals in Japan. These hospitals were divided into three 

groups: no accreditation in both years, accredited in the second year, accredited in both 

years. Only 335 hospitals (response rate 52%) responded to both surveys. The survey 

was based on the Japanese accreditation standards and had 12 categories. Results 

found improvements in infection control infrastructure in newly accredited hospitals. 

It also found that accreditation is associated with significantly higher overall infection 

control performance in all groups over the study period. This indicate a positive impact 

of accreditation on hospitals’ infection control infrastructure and performance, and 

hence on patient safety. 

Sekimoto et al. (2008)’s study had a unique design in that it involved three types of 

hospitals based on their accreditation status, and the survey was conducted for two 

consecutive years. This allowed comparison of hospitals’ infection control 
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performance over time and between groups with different accreditation status. 

Nevertheless, the non-response rate was high (48%) and majority of the respondents 

were accredited at both study stages, which could have biased the results. The study 

targeted hospital managers (or infection control practitioners), which means that it 

considered the perceptions of one type of staff category. In addition, reliability of the 

scales was not mentioned. This also would have biased the results.  

It is clear that most studies assessed the quality perceptions of one staff category only. 

This could bias the results, as Counte and Meurer (2001) stressed on the importance 

of gathering information from different types of staff in a HCO. 

Other studies that assessed staff perceptions of quality are presented in the mixed 

methods section (3.8.2). 

3.8.1.2 Patients’ perceptions of quality 

Measurement of patient perceptions of quality is an important aspect in the evaluation 

of healthcare quality, being the first of Ovretveit’s three health service quality 

dimensions (Ovretveit, 1992). As mentioned in section 2.5.2.2, this has often been 

operationalised as patient satisfaction (Van Campen et al., 1995), which is a widely 

accepted measure of quality (Carey & Seibert, 1993). 

The literature suggests that patient satisfaction is very important for the survival of 

HCOs (Kuguoglu, Aslan, & Icli, 2006). Once patients are satisfied with the health care 

provided to them, they become more compliant with their treatment, more likely to 

attend follow-up visits, more likely to return to the same hospital and more likely to 

recommend the hospital to others (Alhashem, Alquraini, & Chowdhury, 2011; Al-

Qahtani et al., 2012; Saleh et al., 2013).  

Patient satisfaction is defined as the “judgment made by a recipient of care as to 

whether their expectations for care have been met or not” (Palmer et al., 1991 cited in 

Alhashem et al., 2011, p. 249). It is also defined by marketing research and clinical 

practice as “a patient’s emotional or cognitive evaluation of a health care provider’s 

performance” (Yellen, Davis, & Ricard, 2002, p.24). A more specific definition related 

to nursing care was given by the American Nurses Association as “a measure of a 

patient’s or a family’s opinion of care received from nursing staff” (Yellen et al., 2002, 

p.24). In hospitals, customer satisfaction includes many factors, which range from 
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hotel services e.g., food, to medical aspects e.g. nursing services (Naveh & Stern, 

2005). 

Patient experience data appears to be a requirement for a comprehensive quality 

assessment of medical services, and such data collection should be integrated into 

accreditation programs. In addition, an accreditation program that utilizes a highly 

structured patient survey can be considered as meeting higher international standards 

(Auras & Geraedts, 2010). Paccioni et al. (2008) agreed that one of the main objectives 

of the accreditation process is to make better assessments of client satisfaction, mainly 

through developing tools to measure customer satisfaction levels, enhancing the 

effectiveness of procedures that deal with user complaints, and implementing 

performance indicators. However, Braithwaite et al. (2010) found that accreditation is 

unrelated to consumer involvement, as most HCOs in the study had low levels of 

consumer involvement. This suggests that it is time to review how health services can 

effectively involve consumers, and how accreditation can meet the needs of 

consumers.  

In general, limited studies have been conducted to explore the relationship between 

patient satisfaction and accreditation. The majority of these studies basically found no 

relationship between the two (Greenfield & Braithwaite, 2008).  

A literature review by Greenfield & Braithwaite (2008) examined three studies and 

found no relationship between accreditation and customer satisfaction. Although this 

review described the search details and defined selection criteria, the assessment of the 

quality of the papers selected and the strength of their evidence could not be evaluated, 

as the research method and design of most of these articles were not presented. Despite 

displaying the results in tables, which allow better judgement of the variation between 

studies, no statistical methods of meta-analysis were applied, so the advantage of 

combining studies to improve the power of detection of significant results was not used 

in this review.  

Sack et al. (2011) conducted a study in Germany to assess the relationship between 

patient satisfaction (as reflected by the recommendation rate) and hospital 

accreditation status. Nearly 37000 patients from 73 hospitals (30 hospitals were not 

accredited and the rest (43) were accredited by different agents) participated in the 

study, where patients’ overall satisfaction was measured by the recommendation rate 
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of a specific hospital. Results showed no significant difference for the recommendation 

rate between accredited and non-accredited hospitals. This indicates that accreditation 

is not linked with a measurably better quality of care as perceived by patients and 

reflected by the recommendation rate. Accreditation can be a step towards total quality 

management, but the evidence from Sack et al. (2011)’s review suggests that it does 

not necessarily improves patient satisfaction. 

In his other study, Sack et al. (2010) assessed the relationship between patient 

satisfaction (measured by the recommendation rate) and accreditation status, in a 

defined speciality (cardiology). More than 3000 patients from 25 cardiology 

departments (in Germany) were included in the study, where 15 units were accredited 

and 10 were non-accredited. Results showed that there is no significant difference in 

the recommendation rate between accredited and non-accredited hospitals. Key factors 

of patient satisfaction also did not indicate significant advantage for accredited units 

e.g. perceived quality of admission or discharge procedures. This indicates that there 

is no significant association between hospital accreditation and the primary or 

secondary outcome parameters reflecting patient satisfaction (recommendation rate 

and satisfaction with care).  

Both studies used a well-validated survey instrument, the Picker questionnaire (Picker 

Institute Europe, 2011), and the response rate (after sending two reminders) was 57%, 

but this is for all patients before excluding obstetrics or paediatrics in the first study 

and the purposeful selection of patients by specialty in the second study. This means 

that the non-response rate was 43% and increased with excluding the above-mentioned 

patients, which might have biased the results.  Although the sample size was adequate 

(n=37000 in the first study and more than 3000 patients in the second study), no clear 

information about the sampling strategy was provide in both studies.    

In addition, the first study appears more robust than the second study, which focused 

on a highly selected group (patients discharged from cardiology units), which might 

limit the generalisability of its findings.  

Haj-Ali et al. (2014) explored the impact of the national accreditation program in 

Lebanon on patient satisfaction. Questionnaires were distributed at three highly 

classified hospitals (more compliant with accreditation standards) and three poorly 

classified hospitals (less compliant with accreditation standards). A cross-sectional 
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design was employed, and a well-validated survey instrument (The SERVQUAL) was 

used, which assess patients’ perceptions and expectations, using a seven point Likert-

scale. 

Hospitals were randomly selected stratified by bed-size, location and accreditation 

classification, where 279 patients participated in the survey and that met the required 

sample size. Random selection of every other patient of the list was carried out. The 

inclusion criteria included patients in their third day of hospitalization and more, which 

means that they missed patients who were discharged early. This could bias the 

representation of the sample.  Surveys were administered by face-to-face interviews 

which might have led to interviewer bias. 

Results showed that the majority of patients were dissatisfied with the quality of 

services provided in all study hospitals. Highly classified hospitals were better than 

poorly classified hospitals in only one dimension, which reflects the physical 

component of the hospitals. These findings indicate that accreditation has a small 

impact on patient satisfaction and additional means should be adopted to enhance 

patient satisfaction. A similar result was found by Chen, Rathore, Radford and 

Krumholz, (2003), who concluded that accreditation classification have limited 

usefulness in distinguishing individual performance among accredited hospitals. 

However, some studies found that accreditation enhances the HCO’s reputation among 

clients and improves their overall satisfaction, awareness and perception of quality 

care (Nicklin, 2015). 

In Saudi Arabia, three studies showed a positive impact of accreditation on patient 

satisfaction. Al-Qahtani et al. (2012) examined the impact of accreditation on patient 

satisfaction within obstetrics and gynaecology clinics in the Eastern province of Saudi 

Arabia. It was a cross-sectional study conducted in two hospitals, which compared the 

level of quality of health care services provided in accredited and non-accredited 

hospitals according to patients’ perceptions. Consecutive sampling technique was used 

and 91% response rate was achieved (210 participants from each site, resulting in total 

of 420 participants). The survey used a locally developed instrument with 39 items 

covering six subscales. The survey had a good reliability (alpha Cronbach= 0.78 and 

above). 
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Results showed that patients at the accredited hospital were significantly more satisfied 

with the quality of health care provided than patients at the non-accredited hospital on 

three out of the six study scales. These were clinical care facilities, professionalism in 

clinical Ultrasound and overall satisfaction. On the other hand, patients at the non-

accredited hospital were more satisfied with one aspect of care “professionalism in the 

laboratory”. These results indicate that accreditation is likely to have a positive impact 

on patient satisfaction and improve the quality of health care in Saudi Arabia. 

Whilst Al-Qahtani et al. (2012)’s study reported positive results in favour of 

accreditation,  involving only 2 hospitals in the study from one province, with no 

information on how these hospitals were selected and excluding patients who do not 

speak Arabic nor English might have affected the results. 

The other two studies documented improved patient satisfaction as a result of reduced 

waiting times in ER (Al Qahtani, 2009) and in the pharmacy of a Saudi hospital 

(Beaumont, 2009). The quality of these two studies could not be assessed as they were 

presented in conferences, and no details about the methodology, study design, 

sampling procedure, and survey instruments were provided. 

In Turkey, Patient satisfaction scores improved after implementing accreditation 

compared to their scores before accreditation (Yildiz & Kaya, 2014). This study aimed 

originally at examining nurses perceptions of the impact of accreditation on quality of 

care. That is why no information was provided about patients, as data were taken from 

the quality department of the hospital. We only know that patient data came from one 

hospital, and the comparison had a pre-post design. Even results did not show 

significance values (only percentages of satisfied patients in each dimension were 

presented). 

Other studies that assessed patient perceptions of quality are presented in the next 

section (mixed methods). 

3.8.2 Mixed Methods 

Mixed methods research approach has emerged as an important tool for health services 

research in recent years (Zhang & Creswell, 2013). Health service accreditation is a 

complex intervention according to Hinchcliff et al.(2012), and addressing such 

complicated health issues require robust methodology as mix methods design 
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(Almasabi & Thomas, 2016). Miller et al. (2005) reported that the assessment of 

quality from any one perspective is unlikely to give the full picture. This makes studies 

that assessed staff and patient perceptions of quality, different indicators and/or 

conformance to standards more robust than studies considering just one of these 

measurements.  

The following studies had assessed staff and/or patient perceptions of quality together 

with conformance to standards or indicators. 

In South Africa, Salmon et al. (2003) assessed the effects of the accreditation program 

on public hospitals’ processes and outcomes, through measuring staff (nurse) 

perceptions of quality, patient perceptions of quality, compliance with accreditation 

standards, and a number of quality indicators. The study design was a prospective, 

randomized control trial that included randomly selected 20 hospitals, 10 hospitals in 

the intervention group and 10 in the control group. Data were collected at two points 

in time. 

Measuring nurses’ perceptions of quality used a 26-item questionnaire based on a 

locally developed instrument. Three subscales were identified through factor analysis, 

which were reliable (but reliability coefficients were not presented). A sufficient 

sample size was employed at baseline (922) and follow-up (942). Nurses’ overall 

perceptions of care improved significantly in intervention hospitals although this was 

not correlated with improvement in the final accreditation scores. 

However, details of the survey instrument, the technique of obtaining nurses’ sample, 

and the response rate were not mentioned in the study, in addition to surveying one 

staff category only, which might have biased the results.  

For patient satisfaction, an 18 item locally developed questionnaire was used, a 

sufficient sample size was employed at baseline (954) and follow-up (969) of nearly 

equal numbers of both in and outpatients. However, the study did not report on the 

sampling strategy, the response rate, and the reliability and validity of the survey 

instruments, which might have biased the results and affected their generalisability. 

Results did not find significant change in patient satisfaction with the implementation 

of the accreditation program.  
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Regarding compliance with standards, the study found that intervention hospitals 

significantly improved their compliance with accreditation standards after the 

introduction of the program. However, limited impact of accreditation on quality 

indicators was observed (except for nurses’ perceptions of quality).  

Whilst different measurements of quality were used to examine the impact of 

accreditation on quality of hospital care, a number of factors could have affected 

observing a bigger change in quality indicators. First, the time interval of the follow-

up was short to detect changes in outcomes as only 9 months elapsed between the 

baseline and follow-up data collection, which might not be enough to properly 

examine the impact of accreditation on the collected indicators. Second, the limited 

ability of the program to produce large impact on quality of care in resource-

constrained hospitals. Third, the improved compliance with accreditation standards 

might not be enough to produce changes in quality indicators. Fourth, accreditation 

maybe effective in improving organizational processes and procedures but not clinical 

indicators (as its standards do not reflect the areas measured by the quality indicators). 

Another study in Zambia, measured the impact of accreditation on hospital practices 

and patient outcomes. It compared eight research indicators (including staff and patient 

satisfaction) between 20 intervention hospitals and 6 control hospitals (Quality 

Assurance Project (QAP), 2005). To measure staff perceptions of quality, 15 

intervention and six control hospitals were sites for surveying nurses. These surveys 

showed that staff (nurse) satisfaction was slightly higher at intervention hospitals than 

control hospitals with only 2 out of 6 indicators being significant.  

It is important to note that although staff were interviewed at baseline and post 

accreditation, results of the baseline surveys were not included in the study. In 

addition, the number of staff surveyed was small compared to the number of hospitals 

involved (265 in the first phase and 315 in the second). The survey instrument and its 

reliability were not mentioned. Again only nurses’ perspective was considered here. 

These issues might have biased the results of staff perceptions of quality.  

For patient satisfaction, the Zambian experience found slight improvement in patient 

satisfaction for intervention hospitals from pre to post accreditation. It also found little 

difference in patient satisfaction rate when comparing the intervention group to the 

control group. Although adequate number of patients were surveyed (722 in the first 
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phase and 840 in the second), the way the sample was obtained, the response rate, the 

survey instrument and its reliability were not mentioned. This missed information 

makes it difficult to evaluate the reliability of the study, in addition to other 

methodological problems, which may have reduced the quality of the findings (see 

later).  

Intervention hospitals improved their compliance with accreditation standards 

substantially from pre-accreditation to post-accreditation. They also improved their 

compliance with the standards significantly compared to control hospitals. For the 

research indicators (health outcomes and quality indicators), intervention hospitals 

scored higher than control hospitals in 7 out of 8 indicators (including staff and patient 

satisfaction), but only one was significant (deaths occurring within two days of 

admission).  

The study also had a number of methodological problems, e.g. the intervention 

hospitals were the first to participate in the program, which might indicate that these 

hospitals were performing better initially and had the desire to improve their 

performance. Some hospitals’ characteristics were different between the intervention 

and control groups. Other difficulties were related to the accreditation program itself 

(which faded-out later). All these issues may well have reduced the quality of the 

whole study. 

A Lebanese study by El-Jardali et al. (2014) examined the impact of accreditation on 

quality of care as perceived by PHC staff. A cross-sectional mixed methods approach 

was used. The quantitative element used the same questionnaire that was developed in 

El-Jardali’s previous study (El-Jardali et al., 2008), with minor modifications to suit 

the PHC context, only one extra scale was added. Scales reliability exceeded 0.80. The 

qualitative element consisted of semi-structured interviews. 

A total of 25 centres participated in the study. All PHC staff members participated in 

the survey (with a response rate of 76%), while only facility directors participated in 

the semi-structured interviews. 

 Results showed that accreditation has led to quality improvement in several areas, 

which includes improving documentation, translating theories of quality into action 

(e.g. implementing standards, policies and procedures), achieving tangible outcomes 

in areas such as infection control, occupational safety and accident reporting, and 
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enhancing the awareness and involvement of employees in quality issues. Predictors 

of better quality results were strategic quality planning, customer satisfaction and staff 

involvement.  

The use of mixed method design in this study is beneficial to examine the impact of 

accreditation on quality of care, as it improves the validity of the results. However, 

instead of the cross-sectional design used in this study, a longitudinal design or having 

a control group to compare with the intervention group could have produced more 

robust conclusions. In addition, combining staff perceptions of quality with quality 

indicators or patient outcome measures could improve the quality of the findings. 

Almasabi and Thomas (2016) conducted a study in Saudi Arabia that again used mixed 

methods. This study aimed at examining the impact of Central Board for Accreditation 

of Healthcare Institutions (CBAHI) on quality of care. The study was conducted in 

three accredited public hospitals, where mixed methods convergent (all data collected 

during a similar timeframe) study design was used (staff questionnaire, documentary 

analysis of quality indicators pre and post accreditation and semi-structured interviews 

with managers).  

To measure staff perceptions of quality, a survey adapted from previous studies was 

used. It was composed of 12 dimensions of which most items were measured on a 5-

point Likert scale, and scales had good reliability (all exceeded 0.8). Participants were 

healthcare professionals (physicians, nurses, health professionals and others) with n= 

669 (response rate of 68.8%). Semi-structured interviews were conducted with 12 

senior managers. Thematic analysis was used to analyse this part of the study, which 

resulted in 5 codes and 23 sub-codes. 

Results demonstrated that although accreditation led to improvements in some 

processes (e.g. documentation, communication, improvement in workplace 

environment), it was not associated with better outcomes (as measured indicators did 

not show consistent improvements when compared pre and post accreditation). Apart 

from this study, the previous studies conducted in Saudi Arabia showed positive 

impact of accreditation on quality of care. The difference between the results of this 

study and the previous ones could be because all previous studies examined the impact 

of ACI or JCI in Saudi hospitals, while this study examined the impact of the Saudi 
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accreditation program CBAHI, indicating that CBAHI standards may not be designed 

to reflect outcomes. 

This study also used mixed methods and surveyed different health care professionals, 

which could improve the quality of its results. However, the following issues could 

limit the generalisability of the findings: We do not know how the questionnaire 

sample was obtained, the small sample size for interviews, confining the study to only 

three hospitals, and the absence of a control group and/or pre-post design for the survey 

part.  

In Egypt, Al Tehewy et al. (2009) tried to determine the effect of accreditation of NGO 

health units on patient satisfaction and provider (staff) satisfaction, and to determine 

the outcome of accreditation on compliance to some accreditation standards, by 

comparing intervention units with control units. The study was conducted in 30 

accredited units and 30 pair-matched non-accredited unites. All employees in the 

studied units were enrolled for the assessment of staff satisfaction, including all staff 

categories: doctors, nurses, technicians, workers and administrators. However, no 

response rate was documented. A locally developed survey instrument was used which 

had three scales and an overall satisfaction scale (no rating scale mentioned) and all 

scales reliability exceeded 0.7. Results showed that staff in the accredited units had 

significantly higher overall satisfaction scores than staff in the non-accredited units, 

despite having insignificant difference in satisfaction between the two groups in the 

three survey scales.  

To determine patient satisfaction, a questionnaire was distributed to 3895 patients 

using consecutive sampling from 30 accredited and 30 pair –matched non-accredited 

units. No response rate mentioned.  A locally developed patient satisfaction instrument 

was used, which measured five indicators using 5- and 10-point Likert scales, with 

reported reliability exceeding 0.80 in all scales. Results showed that patients in 

accredited units had higher satisfaction scores compared with non-accredited units in 

all study factors (waiting time, waiting area, cleanliness, staff performance and overall 

satisfaction). Such improved satisfaction could be because the accreditation system of 

the primary health care in Egypt addresses standards that may affect patient 

satisfaction e.g. certain points concerning patient rights, housekeeping standards, 

communication skills training and environmental safety.  
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Compliance with selected accreditation standards was assessed using a checklist. 

Results showed significant differences between the two groups in most assessed 

standards, indicating that accredited units had greater compliance with certain patient 

care standards than non-accredited units did.  

Although the study findings can be generalised to similar units in Egypt, but applying 

a controlled pre-post design and combining patient perceptions of quality with patient 

outcomes can give more robust conclusions. 

In her PhD thesis, Hassan (2006) explored whether applying JCI standards in a health 

care organization leads to perceived improvements in its performance. She used a 

longitudinal, quantitative design to assess the impact of accreditation over a period of 

15 months in a 400 bed maternity and pediatric hospital in Dubai.  

To study staff perceptions of quality, Kanji’s questionnaire (Kanji, 2002) (based on 

TQM principles) was used with measurements being assessed on a 10-point Likert 

scale, with reliability exceeding 0.9 in most scales (three scales reliability ranged 

between 0.65 and 0.88). A systematic sampling of 250 subjects stratified by staff 

category was applied (with a random start). Staff categories included the following: 

managers, doctors, nurses, technicians, and clerks. Results showed that staff perceived 

32% improvement in all measured quality concepts after the implementation of the JCI 

standards. In general, the study documented significant performance improvement in 

all measured quality elements in all stakeholders’ assessments. 

To study patient perceptions of quality, the study targeted inpatients admitted to the 

hospital wards during a period of two weeks. Patient questionnaire was developed by 

the author (and approved by JCI) and measurements were assessed on a 10-point Likert 

scale. The questionnaire did not show good reliability though except in one dimension 

(out of 5). Systematic sampling technique was used and 250 patients participated. 

Results found that patients and families perceived a 10% improvement in all the 

measured quality concepts after the implementation of the JCI standards, which 

demonstrates that the HCO improved its performance toward external customers.  

The study used two different patient samples at pre and post accreditation and 

presumed that their characteristics are common as both were drawn from the same 

population, but no patient characteristics were presented in the study. Details of staff 
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characteristics at the two study stages was not included as well, which might reduce 

the reliability of the findings.  

Although a longitudinal design is suitable to achieve the study aims, and the use of 

methodological triangulation can reduce deficiencies that arise from one method, 

conducting the study in only one specialised hospital, using secondary data for the 

baseline stage and having low instrument reliability (for patients’ survey) can affect 

the validity and generalisability of findings. Absence of a comparable control group 

can reduce the quality of the study, as improvements could be attributed to other 

factors. Moreover, the short duration of the study (15 months) maybe insufficient to 

capture effects of accreditation, although findings were positive. 

It is noted that studies from the Middle East showed higher patient perceptions of 

quality compared to studies from other parts of the world. While this might reflect the 

actual situation, such high scores might indicate an attitude of cultural reluctance to 

express public criticisms (Sadeq & Adib, 2002). It could also be due to the method of 

administration, as most surveys are conducted by personal interviews in the Middle 

East. This method has the advantage of a high response rate (75%) (Castle et al., 2005), 

but the disadvantage of interviewer bias (Bowling, 2009). 

3.8.3 Measurement of Indicators 

As mentioned earlier (section 2.5.2), quality can be measured through collecting and 

comparing indicators. There are different types of indicators, and in relation to 

accreditation, most collected indicators are clinical, management, quality or safety 

indicators.  

The literature suggests that hospitals rapidly increase their compliance with 

accreditation standards and improve organizational processes in the months prior to 

external evaluation, but more evidence is required to prove that this brings benefits in 

terms of clinical processes and outcomes (Shaw, 2003). 

Example of studies that assessed the impact of accreditation on quality improvement 

through indicators measurement but could not reach conclusive evidence is 

Braithwaite et al. (2010)’s study, which tried to determine whether results of 

accreditation are associated with independent ratings of clinical and organisational 

performance. A weak positive trend (non-significant) was noted between accreditation 
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and clinical performance, indicating that the relationship between specific quality 

indicators and accreditation performance is inconclusive. 

Another example comes from Miller et al. (2005) who examined the association 

between JCAHO accreditation scores and the Agency for Healthcare Research and 

Quality’s (AHRQ) Inpatient Quality Indicators and Patient Safety Indicators 

(IQIs/PSIs). These indicators are evidence-based measures of health care safety and 

quality, but only few relationships were found between JCAHO accreditation results 

and empirical measures of quality and safety using these indicators. Most hospitals 

scored high on JCAHO measures despite broad variation in IQI/PSI performance with 

no significant relationship between them. In addition, no significant relationships 

existed between JCAHO categorical accreditation decisions and IQI/PSI performance.  

Griffith et al. (2002) also reported similar results when they examined the relationship 

of outcome measures (i.e. clinical indicator: complications index, management 

indicator: asset turnover), to JC accreditation measures for hospitals; as only two out 

of seven outcomes (mortality and percent outpatient revenue) were significantly 

associated with higher accreditation scores. This means that JC measures are generally 

not correlated with outcome measures, and there is a disjuncture between the two.  

Although not promising, a more positive picture came from Lutfiyya et al. (2009) who 

compared outcome measures of 730 US critical access hospitals by their accreditation 

status using 16 quality indicators related to myocardial infarction, heart failure, 

pneumonia, and surgical infection. Results showed that accredited hospitals performed 

significantly better on four of the 16 quality indicators than non-accredited hospitals. 

In addition, accredited hospitals were more likely to rank in the top half of hospitals 

for compliance with six of the 16 quality measures (while non-accredited hospitals did 

not score in the upper half for any measure). The study concluded that JCAHO 

accreditation process resulted in modestly better performance, which suggests a link 

of accreditation to higher quality. On the other hand, these hospitals, regardless of 

accreditation status, scored below 90% for most measures, which suggests 

opportunities for improvement.  

Another interesting result was reported by Chen et al. (2003) who examined the 

association between JCAHO accreditation, the hospitals’ quality of care and outcomes. 

He found that non-surveyed hospitals had a lower quality of care and worse outcomes 
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(when treating acute myocardial infarction) than did hospitals surveyed by JCAHO. 

However, much variation was observed in quality measures and outcomes within each 

JCAHO accreditation category across hospitals. This indicates that accredited 

hospitals have better quality and outcomes compared to non-accredited hospitals. 

Nevertheless, among surveyed hospitals, accreditation levels were of limited value in 

differentiating quality. A higher JCAHO accreditation level was not a guarantee of 

better quality of care or outcomes in managing myocardial infarction, due to 

heterogeneity of performance within accreditation levels across hospitals.  

Moving to the bright side, few studies found a better correlation between accreditation 

and measured indicators. For example, Telem et al. (2015) evaluated the impact of 

national hospital accreditation on perioperative and long-term outcomes following 

bariatric surgery in New York State. Results showed significant improvements in 

patient and hospital outcomes following the implementation of accreditation, and this 

was demonstrated both between accredited versus unaccredited hospitals and within 

the same hospital before and after accreditation. 

Braun et al. (2008) studied the impact of organizational characteristics (location, size 

and accreditation status) in 290 US health centres, on quality related activities, which 

included a variety of functions e.g. environmental safety, staff education and training, 

and follow-up of diagnostic studies. Results showed that the type and frequency of 

most quality related activities assessed in the study did not vary greatly by health 

centres’ location and size, but many differences were found between accredited and 

non-accredited health centres. Differences were mainly related to staff education and 

training, frequency of QI projects, infection control, competency verification and 

environment of care activities. This result indicates that voluntary accreditation should 

be supported  as a way of providing safe and effective care through integrating ongoing 

quality improvement into daily operations. 

In the Middle East, the impact of accreditation on quality of care measured through 

indicators was more obvious. Al Awa et al. (2011) tried to determine if patient safety 

and quality of care indicators improved with accreditation. Seven quality and safety 

outcome measures were considered and 81 clinical indicators were compared pre and 

post accreditation. Results confirmed that accreditation had a positive impact on 

patient safety and quality of care indicators, as many of the collected indicators 
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improved with accreditation e.g. the perioperative mortality, compliance with 

infection control, reporting mechanism, blood transfusion reaction, early return to the 

operation room, and overall Cardiopulmonary Resuscitation (CPR) management. A 

more recent study by Al-Sughayir (2016) investigated the effect of accreditation on 

length of stay in psychiatric inpatient wards in Saudi Arabia. It found that hospital 

accreditation reduced excess length of stay significantly in the post-accreditation 

period compared to the pre-accreditation period.  

Similar results were observed in Jordan, when a study by Halasa, Zeng, Chappy and 

Shepard (2015) assessed the impact of accreditation on five structural and outcome 

hospital performance measures, by comparing two accredited hospitals with matched 

non-accredited hospitals. Results showed that three out of the five measures improved 

significantly in accredited hospitals. These were two structural measures: reduction in 

staff turnover; and completeness of medical records, and one outcome measure: 

reduction in return to intensive care unit (ICU) within 24 hours of ICU discharge. 

These differences in the impact of accreditation on quality and outcome indicators, 

reported in the studies cited above; could be due to more than one reason. The impact 

of accreditation on hospitals recently introduced to the program seems to be bigger 

than its impact on hospitals that have been implementing accreditation for a long time. 

This is evident in the three studies conducted in the Middle East. Pomey et al. (2010) 

explained, “Institutions invest greatly to conform to the first accreditation visit and 

reap the greatest benefits in the next three accreditation cycles” (p. 1). It could also be 

due to having more room for improving health outcomes when accreditation is newly 

introduced (as in the case of some developing countries (Leatherman et al., 2010)). 

Another reason could be related to the accreditation standards themselves. Over time, 

accreditation standards are revised to be based on up to date information and best 

practices (Nicklin, 2015), as redundant standards are dropped and new ones are 

implemented (Lewis, 2007). It might be possible that hospitals who scored higher are 

implementing standards closely related to the indicators they are collecting.  

It could also be related to the hospital’s objective of implementing accreditation. While 

many HCOs implement accreditation to achieve quality improvement, some might use 

accreditation to extract more resources from governments on suspicious grounds 

(Lewis, 2007). Others might be forced to implement accreditation when it is a pre-
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requisite for contracting with the government (Montagu, 2003), or when the program 

is mandatory, and although many of these HCOs do attain accreditation, they might 

not exert extra effort to maintain their level of performance. 

Differences in quality indicators between hospitals with accreditation, certification, 

both or neither has also been explored. In one study, Shaw et al. (2010) found that 

accreditation has more impact than ISO certification on hospital management, patient 

safety and clinical practice, and that having either ISO certification or accreditation is 

safer and better than having no system, as differences in all quality dimensions and the 

overall score (except for one dimension) were significant. Another study that collected 

four composite measures of quality and safety about four clinical conditions (acute 

myocardial infarction, hip fracture, stroke and obstetric deliveries) showed that both 

accreditation and ISO certification are positively associated with three out of the four 

measures of quality and safety. This indicates that some elements of quality 

management at the clinical level are associated with accreditation and/or certification 

but others are not. The study also showed that the combination of the two systems is a 

better predictor of quality management at service level than either systems in isolation 

(Shaw et al., 2014). These studies indicate that countries have to improve their 

compliance with published standards. 

3.8.4 Safety Practice 

Improving patient safety is complementary to improving quality of health care, and 

although it is a priority for any HCO, improving safety across a large health care 

delivery system remains a challenge (Al Awa et al., 2011). A couple of years back, the 

UK health secretary claimed that “hospitals are wasting up to £2.5bn a year of the 

NHS’s budget through poor care and medical errors, such as giving patients the wrong 

drug” (Campbell, 2014, para.1). He criticized the use of inadequate patient safety 

standards in the NHS and warned of a “dangerous nexus between poor care and higher 

cost” (Campbell, 2014).  

In 1999, the IOM released an important report, which identified systemic gaps in 

patient safety systems (Al Awa et al., 2011). The report “To Err is Human” described 

an alarming prevalence of medical errors, being responsible for 44,000 to 98,000 

annual deaths in hospitals of which many are preventable, indicating that the 

healthcare is not as safe as it should be. The majority of these medical errors are due 
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to faulty systems and processes rather than negligence from healthcare staff. The report 

suggested a number of strategies to improve patient safety including the use of 

accreditation and other regulatory mechanisms to set performance standards for patient 

safety (Institute of Medicine, 1999). The recommended strategies in this report and 

conclusions from other studies led to the development of many new safety practices in 

health care, which aimed at reducing the risk of harm to patients from the health care 

system (Al Awa et al., 2011; Longo, Hewett, Ge, & Schubert, 2007). 

The CME developed a number of initiatives towards quality improvement, including 

the implementation of patient safety practices, which has been incorporated into the 

hospital accreditation process (Thornlow & Merwin, 2009). In 2003, JCAHO issued 

new patient safety accreditation standards, and in 2004, mandatory medical error 

reporting legislation was enacted in many US states (Hosford, 2008). Public reporting 

of accreditation findings also enhanced the implementation of patient safety practices 

(Longo et al., 2007).  

A number of studies investigated the relationship between accreditation and improved 

safety practices, of which many found positive relationship between the two. Longo et 

al. (2007), for example, found that Joint commission accredited hospitals had both a 

higher level of safety system implementation and a higher level of improvement in 

implementation than did non-accredited hospitals. This indicates that accreditation 

was the key predictor of hospital patient safety system implementation, while other 

features (management type and location) played minor roles. For Devers, Pham, & Liu 

(2004), a quasi-regulatory force (such as JCAHO) had the greatest impact on hospitals’ 

patient safety efforts, compared to professional and market initiatives who facilitated 

improvement but to a lesser extent. When Al-Awa et al. (2012) compared patient 

safety culture in an accredited Saudi hospital to international benchmarks; he found 

that many aspects of patient safety culture were in agreement with the corresponding 

international benchmarks. 

Reducing medical errors is another major area to improve patient safety. This can be 

achieved by focusing on a series of actions in an attempt to avoid medications errors, 

confusion in identifying patients, unsafe use of infusion pumps, wrong-site surgery, 

and problems with equipment alarm systems. (Industry Scan, 2003). Hosford (2008) 

reported that JCAHO accredited hospitals had more mature and better implemented 
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medical error management systems than the systems in the non-accredited hospitals. 

However, a study conducted in a psychiatric facility found that rates of medication 

errors identified by chart audit were 244 times higher than those identified by 

conventional self-reports on which accreditation surveys rely typically (Lewis, 2007).  

Furukawa, Raghu, Spaulding and Vinze (2008) found that accreditation has one of the 

strongest relationships with health IT adoption, in which JCAHO accredited hospitals 

have 70% higher levels of adoption than non-accredited hospitals. In addition, 

Hospitals in states with patient safety initiatives had greater adoption rates, indicating 

that accredited hospitals are navigating the road to patient safety, using health IT as a 

tool.  

A less conclusive evidence was found when Thornlow and Merwin (2009) related 

patient safety practices, as measured by accreditation standards, to patient safety 

outcomes, as measured by four patient safety indicators. They found that accreditation 

standards specific to patient safety processes were related to only two (infections and 

decubitus ulcers) out of the four measured outcomes. This indicates that certain 

adverse events may be reduced through preventive protocols that are reflected in 

accreditation standards. Other events e.g. post-operative respiratory failure, or failure 

to rescue, may require multifaceted strategies that are difficult to translate into 

protocols.  

The evidence suggests that patient safety was one of the areas that changed 

significantly with accreditation, and most studies reported positive relationship 

between the two.  
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3.9 Summary of Key Findings of the Accreditation Literature 

Review 

 Accreditation is an external quality assessment approach that aims at 

improving the quality of care in HCOs. It started in 1951 in the United States, 

and since 1990, the number of accreditation programs around the world has 

doubled every 5 years (Shaw, 2003), indicating its global adoption. Kuwait is 

one of the countries who newly adopted accreditation, which justifies exploring 

the impact of the program in this research.  

 Accreditation has been defined in different ways depending on the researchers’ 

perspectives. Mumford et al. (2013) offered a simple and clear definition of 

accreditation as “a form of external audit against pre-determined standards 

using a mixture of self-assessment and external surveys, which has been widely 

adopted by acute health services internationally” (p.1).  

 Accreditation started as a voluntary process, but became mandatory in many 

countries. Its standards are optimal and achievable. The standards, which are 

developed by a consensus of health care experts, are raised periodically to meet 

changes in the health care system. The accreditation cycle has three main 

phases: self-assessment, on-site survey, and follow-up period. 

 Accreditation Canada is the second oldest accrediting body worldwide, and is 

the base for the national accreditation program in Kuwait.  

 A number of barriers are faced when implementing accreditation, of which 

many can become enablers if performed well. These include staff resistance, 

the burden of participation (time and effort), inadequate leadership support, 

lack of resources and limited infrastructure, insufficient capacity building, 

inadequate utilization of data and limited staff participation and training on 

CQI activities.  

 Health professionals’ attitude towards accreditation is patchy, with physicians 

being more resistance to the process and less likely to participate, through to 

nurses who are the biggest supporters of implementing CQI activities.  

 Despite the use of accreditation for many years worldwide, there is limited 

conclusive evidence about its impact on quality improvement in HCOs 

(Greenfield & Braithwaite, 2008; Greenfield & Braithwaite, 2009; Nicklin, 

2015). Many calls have been made to strengthen the accreditation research base 
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(Braithwaite et al., 2011; Greenfield & Braithwaite, 2008), and the current 

study tries to fill this gap. 

 Accreditation had a positive impact on staff perceptions of quality in many 

studies. This indicates that staff are optimistic about the benefits of the 

program. 

 Accreditation was found to be unrelated to customer satisfaction in many 

studies. However, results from the Middle East were more promising and 

suggested a positive link between the two.  

 Mixed methods approach provides stronger evidence on complex interventions 

like accreditation. Studies using this approach can provide robust findings if 

well designed. 

 After introducing accreditation, health care organizations improved their 

conformance to accreditation standards. 

 Studies that evaluated the impact of accreditation on quality improvement 

using indicators provided inconclusive evidence, as some showed a positive 

link while other showed the opposite. 

 Health care accreditation influenced safety practice significantly, and mostly 

in a positive way. 
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4- The study context, Kuwait 

 

4.0 Overview of the Chapter 

This chapter highlights the profile of the country of study (Kuwait). It consists of five 

main sections: 

Box 4.1 Organization of chapter four 

 

4.1 The State of Kuwait 

4.1.1 The Land 

Kuwait is a small country with a total area of 17,818 square Kilometers. It lies in the 

northwestern part of the Arabian Gulf (Persian Gulf). Large and powerful neighbours 

surround Kuwait, as its north-west borders are with Iraq, its south and south-west 

borders are with Saudi Arabia and Iran lies on the east of Kuwait. Its shores of the 

Arabian Gulf lie on the East (figure 4.1). This special location provides Kuwait with 

commercial importance. It is a natural outlet for the northeastern part of the Arab 

Peninsula. The land of Kuwait consists mostly of desert with little difference in 

elevation, and there are nine scattered Kuwaiti islands in the Arabian Gulf (BBC News 

Middle East, 2013; Kuwait Government, 2014). 

Summer in Kuwait, which lasts roughly from May to October, is generally hot and dry 

with temperatures ranging from 29°c (84°f) in the morning to more than 49°c (120°f) 

in the shade at noon. Temperatures have exceeded 51°C (124°F) in Kuwait City 

several times during the hottest months of June, July and August. Between November 

and April, the climate is pleasant, with cool nights and warm sunny days. In December 

and January, night temperatures occasionally touch freezing point (Encyclopedia, 

2007; MOH, 2013). 

4.1 Presents a general overview of Kuwait including the 

history of health services. 
4.2 Describes Kuwait health care system in details. 

4.3 Summarises the development of the national accreditation 

program in Kuwait. 

4.4 Describes the effect of Kuwait’s context on accreditation. 
4.5 Presents a summary of the key findings. 
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Figure 4.1 Map of the State of Kuwait showing the different governorates [Adapted from political 

map of Kuwait. mapsofworld.com] 

 

Figure 4.1 shows that Kuwait is divided into six governorates:  

1- Capital Governorate (Kuwait): This governorate includes the capital of 

Kuwait, House of Government and the Cabinet. 

2- Al Jahra Governorate: The largest governorate in the country.  

3- Hawalli Governorate: A densely populated governorate by various segments 

of the society, mainly Arab communities. 

4- Al Farwaniyah Governorate: One of the smallest Kuwaiti governorates; it 

includes Kuwait International Airport. 

5- Mubarak Al-Kabeer Governorate: Took its name from the seventh Governor 

of Kuwait, Sheikh Mubarak Al Sabah. He was well known as Mubarak Al 

Kabeer. It is the most recent governorate regarding its date of foundation. 

6- Al-Ahmadi Governorate: Named after the late Amir Ahmed Al Jabber. It is 

distinguished by the oil fields (Kuwait Government, 2014). 

4.1.2 The People 

The demographic situation in Kuwait is unique given the proportionately large number 

of expatriates relative to the number of Kuwaiti citizens. This situation resulted from 
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the influx of foreign labour for oil-based development since the 1960s. The difference 

between the two population groups has varied over the last four decades, particularly 

after the1990-1991 Gulf War, yet the expatriate population has never been less than 

55 percent of the whole population (MOH, 2013; WHO, 2006a).  

In 2012, the population of Kuwait was 3,806,643 of which 31.4% were Kuwaiti 

citizens and 68.6% were expatriates, and all residents (100%) lived in urban areas 

(National Center of Health Information, 2012). More than one fifth of the population 

(21.2%) were <15 years of age, while only 1.9% were 65 years old and above, 

representing a young age structure. In 2008-2009, the adult literacy rate was 95% and 

100% of the population had access to an improved water source and to improved 

sanitation. The unemployment rate in 2007 was only 1%. These percentages are better 

than most regional countries (WHO, 2013).  

The official language of Kuwait is Arabic. English is the second language taught in 

schools, and is generally used by oil companies’ staff, business people and foreign 

residents. Islam is the state religion, and according to 2004 figures, Muslims 

represented about 64% of the total population. Although the constitution provides 

freedom of religion, this right is limited in some cases by the government, in that 

religious practices are not permitted to conflict with public policy or morals 

(Encyclopedia, 2007). 

4.1.3 History of Kuwait 

Although the origins of Kuwait lie in the early 18th century, archaeological discoveries 

on Faylakah Island (one of Kuwait’s islands) revealed an ancient civilization about 

2800 BC that had trade links with the Sumerians, as this part of the Gulf was a principal 

supply route for trade with India by the 6th century BC. In the early 18th century, the 

recent history of Kuwait started, when several clans of the tribe of Aniza migrated 

from the desert in the centre of the Arabian Peninsula to a Gulf coastal locality, which 

was later called Kuwait (a diminutive of the word kut, meaning "fort") (Encyclopedia, 

2007). 

In the 1750s, the settled tribesmen selected their ruler from the Al-Sabah family, 

Sheikh Sabah al-Awal. He became the Gulf state's first emir and his successors remain 

in power today. In the 19th century, Kuwait requested closer ties with the British 

government, to avoid threats from the Ottoman Turks and other powerful forces in the 
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Arabian Peninsula seeking to annex the country into their boundaries. In 1899, Sheikh 

Mubarak al-Sabah signed a treaty with Britain pledging that he and his successors 

would not abandon any territory or receive representatives of any foreign power 

without British consent. In exchange, the British offered protection and an annual 

subsidy. During Mubarak’s rule, the primary source of income for Kuwait was the 

pearl industry, while shipbuilding and fishing provided an additional source of revenue 

(Encyclopedia, 2007; Sharp, 2012).  

Oil was first discovered in Kuwait during the tenure of Sheikh Ahmed Al-Jaber Al-

Sabah (the grandson of Sheikh Mubarak). During his rule also, Kuwait's first 

internationally recognised boundaries were established. 

During the tenure of Sheikh Abdullah Al-Salem Al-Sabah, and on the 19th of June 

1961, Kuwait and Great Britain terminated their protective treaty relations by mutual 

consent and Kuwait declared itself a sovereign and independent nation. Iraq refused to 

recognise its independence asserting it had inherited the Ottoman claim to the 

territory. Border issues were never definitely resolved, and later conflicts between the 

two countries had their roots in this territorial dispute. 

During the next two decades, Kuwait witnessed unprecedented prosperity driven by 

its burgeoning oil trade. Tensions between Kuwait and Iraq over the oil-rich border 

regions continued and reached new heights during the tenure of Sheikh Jaber al-

Ahmed, resulting in Iraq's invasion of Kuwait on 2 August 1990. Taken by surprise, 

Kuwaiti defence forces offered little resistance and the country fell in one day. An 

international coalition led by the United States began bombing targets in Iraq on 17 

January 1991, after the failure of Iraqi forces to withdraw from Kuwait. After six 

weeks, Iraqi defences collapsed and Kuwait was liberated in February 1991. The Iraqi 

forces torched over 600 oil wells during their withdrawal, which did serious ecological 

damage before being extinguished after almost nine months' effort (Encyclopedia, 

2007; Sharp, 2012). 

4.1.4 Kuwait Regime 

Kuwait is an independent sovereign constitutional state under the hereditary rule of the 

Al Sabah family since the middle of the 18th century. The title of the Kuwait ruler is 

Amir who is the leader of the nation. He holds ultimate executive power appointing 

the prime minister and the government and he rules through the cabinet. The National 



88 
 

Assembly consists of 50 elected representatives chosen by Kuwaiti people every four 

years through free and fair elections. Kuwait was the first Arab country in the Gulf to 

have an elected parliament. Moves to change the male-dominated political structure 

culminated in the granting of full political rights to women in 2005. The constitution 

enjoys great respect among Kuwaitis and is seen as an anchor for political stability. In 

contrast to many states in the region, the political process largely respects 

constitutional provisions. Authorities in Kuwait are divided into legislative, executive 

and judiciary and the Amir is the head of the authorities. So Kuwait's system of 

government is monarchical and constitutional, and it derives its legitimacy from 

Kuwait Constitution (Bertelsmann, 2014; Kuwait Government, 2014; WHO, 2014). 

4.1.5 Economy 

Prior to oil discovery in Kuwait, Kuwait’s economy depended mainly on the pearl 

industry, and on small-scale fishing, ship building, and to a lesser extent, on trading 

and sheep grazing which provided additional sources of revenue. At that time, Arabian 

pearls were traded worldwide, but when the Japanese cultured pearls entered the 

market (in the 1920s), it became a serious competitor to Kuwait’s main industry, and 

the value of the Arabic pearls started to decline. This industry was further affected by 

a fall in demand, which resulted from the Great Depression (1929), followed by the 

Second World War. Kuwait was fortunate as this period witnessed the establishment 

of the country’s oil industry (Sharp, 2012).  

 In 1934, the first Kuwaiti oil concession agreement was granted to Kuwait Oil 

Company Limited (which was formed by the Gulf Oil Corporation (presently Chevron 

Oil) and the Anglo-Persian Oil Company (presently British Petroleum)). In 1938, oil 

was discovered in the Burgan field in commercial quantities, laying the path 

for Kuwait to become a leading oil exporter. The year1946 witnessed the process of 

Kuwait's first crude oil export aboard the tanker "British Fusilier".  In 1975, Kuwait's 

oil industry was nationalized, as the State's shareholding in Kuwait Oil Company was 

increased progressively until Kuwait had complete control of its oil resources (Kuwait 

Oil Company, 2012). 

Kuwait became one of the oil-rich monarchies of the Arabian Peninsula. The country 

is one of the largest oil exporters globally; possessing about 8% of the world’s known 

oil reserves. Petroleum accounts for nearly half of the GDP, 95% of export revenues 
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and 95% of government income (WHO, 2014). For Kuwait, oil has served as both a 

blessing, enabling rapid development, and a curse, drawing Kuwait into regional and 

world political affairs e.g. the three Gulf wars. The total GDP in 2012 was US$ 174 

billion, giving Kuwait a per capita GDP of $ 53,544 with 8 % annual growth according 

to the World Bank (The World Bank, 2014). The GDP and state budget depend heavily 

on oil prices and fluctuate with the price of oil on the world market.  In general, oil-

generated profits have allowed the country to become a model welfare state, providing 

many social amenities and public services including good quality health care and 

education. The government also provides generous social welfare benefits to Kuwaiti 

citizens, such as retirement income, marriage bonuses, housing loans, and virtually 

guaranteed employment (Bertelsmann, 2014; WHO, 2014). 

The country’s infrastructure was left in a bad state following the Iraqi invasion and 

expenses of post war reconstruction placed a heavy economic burden on the country, 

but by the mid-1990s Kuwait had resumed its pre-invasion prosperity (MOH, 2013).  

4.1.6 Health Care 

4.1.6.1 History of Health Services 

Health services are supported by the Kuwaiti government, which provides it free of 

charge for Kuwaiti nationals. However, a small charge was recently imposed on 

expatriates. The history of healthcare services in Kuwait can be divided into four 

distinct phases:  

Prior to 1910, the health needs of Kuwait’s population were met by traditional 

medicine, which was mainly based on the use of herbs. Religious belief also played an 

important role at that time, as the Holy Quran and amulets were used to treat patients. 

In 1904, the head of the British mission in Kuwait brought the first doctor to the 

country from India, and patients started consulting him. Locals had little faith in 

modern medicine, and many patients preferred to use traditional medicine rather than 

going the doctor.  

1910- 1948, in 1910, Sheikh Mubarak Al-Sabah, ruler of the country, requested the 

American Mission to build a hospital, and this was completed in 1913. It was called 

‘The American “Mission” Hospital’ (figure 4.2) where the first doctors assigned to 

this hospital were Dr Paul Harrison and Dr Eleanor Calverly. In 1919, the first 
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government clinic for women was established. Another important milestone in that 

period was the establishment of the Department of Health in 1936, which was 

responsible for providing health services including patients’ treatment and disease 

prevention through providing vaccination against some diseases. Later, in 1939, the 

first national clinic was established in Kuwait where Arab doctors were recruited to 

practice there (Al-Hajji, 1997). During this period, Kuwait experienced gradual, albeit 

limited, improvement in health conditions, as general mortality stood between twenty 

and twenty-five per 1,000 population (WHO, 2006a). 

Figure 4.2 The American Hospital in Kuwait [Source: Al-Hajji Yacoub (1997). Old Kuwait: memories 

in photographs. 1st edition] 

 

1949-1960, in the 1950s, the government introduced a comprehensive health care 

system offering free services to the entire population, where the system relied heavily 

on foreigners (WHO, 2006a). To meet the health needs of the growing population of 

Kuwait, the first public hospital “The Amiri Hospital” was established in 1949. It used 

to have 45 beds, a laboratory, a pharmacy, and a number of clinics and operation 

theatres. The hospital was also provided with the first ambulance in Kuwait. This 

hospital was the foundation of the modern healthcare system in Kuwait. More hospitals 

were founded later, which led to the closing of the American Hospital in 1967 (though 

the building still exists and is being refurbished to be a museum). It is worth 

mentioning here that in 1952, Dr Ahmed Al-Khateeb was the first Kuwaiti doctor to 
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join the ministry of health, as he graduated from the American University of Beirut 

(Al-Hajji, 1997).    

1961-present date, in 1961, Kuwait got its independence and the ministry of public 

health was set up in the same year. The constitution was released in 1962, which 

organised the state affairs, and included a number of articles that provided the 

foundations of the State's philosophy of healthcare. Since then, the number of hospitals 

and clinics has increased gradually, and healthcare has been provided at three levels: 

primary care through health centres, secondary care through general hospitals, and 

tertiary care through specialised hospitals and centres (AI-Dousari, 2009).  

4.1.6.2 Impact of Lifestyle on People’s Health 

From the previous description of Kuwait’s history, we notice that people had an active 

lifestyle, as men used to go diving, fishing and sheep grazing, while women used to 

clean their houses, cook, and raise their children. At that time, most diseases found in 

Kuwait were related either to people’s jobs or infectious diseases. People who worked 

in the sea either had injuries, ear problems, heat strokes, or headaches and weaknesses 

due to staying in the sea for long periods without good nutrition. A number of diseases 

including tuberculosis, which was common, and trachoma, which was epidemic, 

affected other people who stayed on land. In 1932, a smallpox epidemic killed 4,000 

people in 10 days (Joyce, 1998) . Arabic history books mentioned another major 

epidemic in 1831, when Plague killed the majority of Kuwaiti people on land. As the 

epidemic ended, Kuwaitis who were out of the country or in the sea came back to find 

out that most of their families were dead. Many had to marry from neighbouring 

countries to form new families. The central location of Kuwait made it easier for 

epidemics to spread into the country as many people from adjacent countries used to 

cross Kuwaiti borders. So communicable diseases accounted for a significant 

proportion of deaths in Kuwait in the old days. 

Lifestyle nowadays is completely different. A rapid socio-economic transition was 

noticed over the past years precipitated by the oil wealth, which caused a great impact 

on health and lifestyle in Kuwait. Economic growth, progressive urbanization and 

globalization have had significant impact upon Kuwaitis’ health-related behaviours, 

mainly regarding physical activity patterns and eating habits (Al-Jarallah, Moussa, & 

Al-Khanfar, 2010). This socio-economic development resulted in decreased physical 
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activity and concomitant increased caloric intake, which was facilitated by the 

proliferation of fast food restaurants. Negative impact on social health was also 

present. Eventually, an epidemic of chronic non-communicable diseases such as 

obesity, hypertension, and diabetes mellitus, has been reported (Al-Ghimlas, 

Subbramaniam, Al-Owaish, Bilas, & Behbehani, 2014). In 2006, the estimates of 

overweight and obesity among adults in Kuwait were 73.6% for males and 77.4% for 

females, while estimates for adolescents were 44.2% for males and 46.3% for females 

(S. W. Ng, Zaghloul, Ali, Harrison, & Popkin, 2011). Recently, it was found that the 

adult population in Kuwait has the sixth highest prevalence of diabetes in the world, 

affecting approximately 24% of the population (Conway et al., 2014). In 2008, it was 

estimated that non-communicable diseases account for 76% of all deaths in the country 

(Al-Ghimlas et al., 2014). These huge percentages place a big burden on the health 

care system in Kuwait, and demand a shift from curative to preventive medicine.  

Comparing people’s lifestyle between the past and present shows that epidemics were 

due to communicable diseases in old Kuwait, while new epidemics are due to non-

communicable diseases. This again demonstrates that although oil was a blessing as it 

improved the country’s income, it can be a curse to many people who had their 

lifestyles changed because of the oil discovery.  

4.2 The Health Care System in Kuwait 

4.2.1 The Current Structure 

Kuwait has one of the most modern health care infrastructures in the Region (WHO, 

2014). Both the public and the private sectors provide health services, where more than 

80% of all health services are provided by the public sector (WHO, 2006a). See figure 

4.3. 

4.2.1.1 Public Sector 

In this sector, the main provider of health care in the country at all levels (primary, 

secondary and tertiary) is the Ministry of Health (MOH), however; some other 

organizations provide health services to their employees e.g. Ministry of Defence 

(Shaikh Jaber Al-Ahmad Military Hospital), Ministry of Social Affairs (Elderly 

residential home), and Kuwait Oil Company (Al-Ahmadi hospital) (MOH, 2013). 
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Figure 4.3 Kuwait National Health System [Source: EMRO. (2006). Health System Profile: Kuwait. 

WHO] 

 

The MOH is responsible for planning, financing, resource allocation, regulation, 

monitoring and evaluation as well as health care service delivery. Organizationally, 

MOH is headed by the Minister of Health, who is assisted by the Undersecretary and 

12 Assistant Undersecretaries (WHO, 2006a). 

Kuwait is divided into six health regions (based on geographic location) namely: 

Capital, Hawali, Ahmadi, Jahra, Farwania and Al Sabah. The populations served in 

the regions range from 175,493 (the smallest) to 687,805 (the largest). The Health 

region is considered an independent decentralized administrative unit with some 

autonomy in terms of financial and administrative affairs, management of health 

delivery and training of health workforce. Each health region is served with a public 

general hospital, along with a number of primary health centres (which refer to it) and 

specialized clinics. These primary health centres cover all residential areas under the 

health region, where each area has its own centre that will serve its residents (WHO, 

2006a; WHO, 2014). 

The health system is based on three levels of health care delivery: primary, secondary 

and tertiary health care. 
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1- Primary Health Care (PHC): The first level of care is provided at the primary 

health care centres, which provide promotive, curative, preventive and 

rehabilitative services. The services offered by them include general 

practitioner services and childcare, family medicine, maternity care, diabetes 

patient care, dentistry, preventive medical care, nursing care and 

pharmaceuticals. Simple laboratory tests and X-rays are done there. Recently, 

mental health care services have also been incorporated in health care offered 

at primary health care centres. The centres can refer patients to the hospitals 

when needed (WHO, 2014). Currently, there are 94 primary health care centres 

in the country providing services to people in the six health regions, each 

covering around 40,000 of the population (Albashaa, 2014). This number 

increases when new residential areas are built, as each of them will have its 

own centre. 

2- Secondary Health Care: This type of care is provided through the six general 

hospitals (each follows a different health region). Each hospital has outpatient, 

inpatient and emergency services. A number of different departments exist in 

each hospital e.g. internal medicine, general surgery, paediatrics, and 

orthopaedic. The policy of each hospital is to provide the best possible 

healthcare to all citizens and residents. 

3- Tertiary Health Care: tertiary level care is provided through a number of 

national specialized hospitals and clinics. It includes the following hospitals: 

Maternity Hospital, Chest Diseases Hospital, Psychiatric Medicine Hospital, 

Infectious Diseases Hospital, Physical Medicine & Rehabilitation Hospital, 

Orthopaedic Hospital, Kuwait Centre for Allergic Diseases, Kuwait Centre for 

Cancer Control, and Ibn Sina Hospital for Specialized Surgeries which 

includes Neurosurgery and paediatric surgery, Kidney Centre, Burns and 

Plastic Surgery Centre and an Ophthalmology Centre. There are some other 

health specialized centres without inpatient services e.g. The Genetic Centre, 

The Centre for Islamic Medicine, The Dermatology Centre, and The Speech 

and Hearing Centre (MOH, 2013; WHO, 2006a; WHO, 2014).  

4.2.1.2 Private Sector 

The private sector shares in the provision of health care, and despite the extensive 

services provided by the Ministry of health, the private sector is growing in Kuwait. 
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In 2012, there were 12 private hospitals as well as a number of private clinics (National 

Center of Health Information, 2012). The MOH regulates standards and the fees they 

may charge. They provide curative services and have little role in preventive 

interventions. The private hospitals are mostly general hospitals with some specialist 

departments, while private clinics are usually staffed by doctors of a particular 

specialty. In general, private health services are perceived to be of better quality and 

mainly accessed and utilized by the better-off Kuwaiti population (WHO, 2006a).  

4.2.2 Health Status of the Population 

People in Kuwait enjoy a high standard of health. This is evident by the country’s 

health indicators, which are similar to those of highly developed countries (WHO, 

2014).  

In 2009, the total life expectancy at birth was 77.7 years, of which life expectancy for 

males was 77.5 and for females was 78.6 years. In 2012, the infant mortality rate was 

9.5 per 1000 and under-five mortality rate was11 per 1000 live births. In 2009, 100% 

of the population had access to local health services. Kuwait also provides excellent 

maternal care, where antenatal care coverage was 100% and all births were attended 

by skilled health personnel (WHO, 2013). The socioeconomic development and the 

rapidly changing lifestyles in Kuwait has led to substantial epidemiological transition, 

which shifted the disease pattern from communicable to non-communicable disease. 

The prevalence of infectious/communicable diseases in Kuwait has drastically 

declined, but in spite of the overall success in reducing incidence rates of 

communicable diseases, few diseases, including chickenpox, diarrhoea, and 

tuberculosis, continue to pose a public health challenge for Kuwaiti disease control 

authorities. In 2012, statistics of communicable diseases showed no reported cases of 

diphtheria, polio or tetanus, only one reported case of cholera, 737 cases of 

tuberculosis and 355 cases of imported malaria were reported (National Center of 

Health Information, 2014).  

Kuwait is a low prevalence country for HIV/AIDS, and HIV prevention and treatment 

services are available and fully funded from national sources. Only 151 people in 2010 

received HIV treatment (WHO, 2014). On the other hand, more than 76% of causes of 

death are due to non-communicable diseases e.g. cardiovascular diseases account for 

46% of all deaths, followed by cancers (13%) and injuries (13%) In addition to this, 
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many risks of ill health are showing alarmingly high prevalence e.g. obesity, diabetes 

and physical inactivity. MOH has developed a national plan, which is in line with the 

WHO global and regional non-communicable disease action plan, to combat the 

burden of non-communicable disease in Kuwait. Some parts of the plan are well 

developed e.g. tobacco control, unhealthy diet, obesity and diabetes prevention 

programmes, while other areas need more attention e.g. tackling physical inactivity, 

and strengthening the prevention and control of cardiovascular diseases, cancer, and 

chronic respiratory disease (WHO, 2014). 

4.2.3 Health Expenditure and Human Resources 

In 2012, Kuwait government allocated 6.6% of its budget to the ministry of health. 

The total health expenditure as percentage of GDP was 2.7%, and the total health 

expenditure per capita was $1500. Kuwait has a mixed health economy of nearly 80:20 

public/private, as 82% of the total health expenditure was represented by government 

health expenditure, and the rest by private expenditure which is mainly out-of-pocket 

expenditure (National Center of Health Information, 2014). 

Moving to the human resource indicators for health, the health personnel per 10 000 

population in 2012 were as follow: 27 physicians, 56 nurses and midwifery, 5 dentists, 

and 6 pharmacists. Health infrastructure indicators in 2011 showed that the rate per 10 

000 population for hospital beds was 22, and for primary healthcare units and centres 

was 0.2 (WHO, 2013). Table 4.1 shows the manpower in Ministry of Health in 2012. 

Table 4.1 Manpower in MOH, Kuwait-2012 [Source: The National Center of Health information 

(2012)] 

Categories Number Percentage (%) 

Physicians 6473 13.7 

Nurses 16500 34.8 

Pharmacists 1067 2.2 

Administrators 9986 21.1 

Others 13354 28.2 

Total 47380 100.0 
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4.2.4 Health Challenges 

Although Kuwait has many achievements in health status and provision, access to 

public services and socioeconomic development, many challenges are facing the 

country in the 21st century, of which some may result in serious health issues if no 

action is taken in the near future. 

4.2.4.1 Service Delivery 

Kuwait has one of the best health care infrastructures in the region (WHO, 2014); 

however, the health delivery system is facing a number of challenges. These include 

reducing the waiting time for patients due to high patient load and over-extension of 

medical staff, meeting the high expectations among people for a higher quality 

services, managing the planned rapid growth of health infrastructure, keeping up with 

international standards quality of services delivered by the different HCOs, improving 

the referral and follow up system, and training and developing health promoters. The 

MOH has taken actions to tackle these challenges which includes building more 

hospitals, more primary health care centres, expanding dental clinics and renovating 

and building more medical laboratories. To improve the quality of health services, 

public safety and patient satisfaction, the MOH has initiated a number of programs 

including a national hospital accreditation program (and more recently primary care 

accreditation program), infection control program and patient safety program. The 

MOH is also starting new computerized linkages between primary, secondary and 

tertiary levels to improve the referral and follow up system (WHO, 2014).  

4.2.4.2 The Increase in Non-Communicable Diseases 

The prevalence of non-communicable diseases is very high in Kuwait, which place a 

big burden on the country’s health care system. More than 76% of causes of death are 

due to non-communicable diseases. This is mainly due to unhealthy diet, lack of 

physical exercise, sedentary lifestyles and the aging of the population, which increases 

the prevalence of chronic geriatric diseases. Kuwait is investing in curative rather than 

preventive services, as they are still focusing on expanding hospital services in both 

the public and private sectors, while the priority should shift to reducing ill health and 

risk factors that leads to chronic diseases, through programs that secure the health of 

the whole population. To do so, resources should shift from curative to public health 

activities. The country also needs a substantial investment in public health and primary 
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care capacity to be able to cope with the changing pattern of disease burden, in terms 

of the quantity and quality of practitioners (WHO, 2014).   

4.2.4.3 Human Resource (HR) Management 

The health workforce in Kuwait, as in other Gulf countries, relies heavily on expatriate 

health professionals to support the expanding health system, and will continue to do 

so for many years to come. The MOH is trying to overcome this problem by training 

enough Kuwaiti professionals to minimize dependence on foreign professional health 

staff; however, this strategy might need many years before it becomes effective. HR 

activities are fragmented in various facilities with a lack of coordinated human 

resources assessment, production/recruitment and management system to guide 

different programmes.  The MOH, with active participation of training institutions, 

needs to develop a comprehensive HR system to help in the assessment of HR 

production strategies and management systems. Different departments should actively 

participate in such a system to accommodate their training needs while ensuring a more 

cost-effective way of strengthening the health workforce (WHO, 2014). 

4.2.4.4 Health Information System 

The health information system in Kuwait is complex. Although a lot of good quality 

data are generated and detailed statistics are available for all levels of care, the 

individual systems are not connected, as there are separate systems of data collection 

for primary health care facilities, for secondary and tertiary hospitals and separate 

reporting systems for preventive and curative care, hence there are three different 

central departments involved in data collection and management. The current health 

information systems need to be assessed and a strategic plan must be established to 

connect the various information systems in the health sector. It is also important to 

develop a structured framework for conducting viable research and utilizing the 

generated data in health knowledge management system in order to develop the 

evidence base for decision-making (WHO, 2014).  

4.2.4.5 Access to Essential Medicines 

The MOH manages the medicines and medical equipment through the Department of 

Medicines and Medical Equipment. In Kuwait, there is irrational use of drugs and 

over-prescribed medicines, which has a number of implications, in particular financial. 
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The government is planning to automate the dispensing of medicines in pharmacy 

departments and hospitals, improve the tendering system and improve specifications 

for the purchase of common medicines and equipment. They should also develop a 

national medicines policy. Regarding medical equipment, the use of health 

technologies, especially diagnostic machines, is decided by clinics and hospital 

authorities and through the approval of respective committees. The MOH needs to 

develop national policies to regulate the use of advanced health technology (WHO, 

2014). 

4.2.4.6 Financing 

The cost of health services in Kuwait, as well as globally, are increasing. This is mainly 

because of the expansion of population coverage due to unmet demands and medical 

advances. It is important that all efforts are made to develop health care services that 

perform at a level that justifies the cost. The MOH in collaboration with WHO has 

initiated the development of national health accounts to provide a cost-efficient health 

financing system. Implementing national health accounts requires the collection of a 

large amount of data and additional human and other resources. The major challenge 

here is to develop a cost reduction system without reducing the quality and availability 

of first class health care to all people (WHO, 2014).  

Since this study examines the accreditation program in Kuwait, the following section 

describes the development of accreditation in Kuwait.  

4.3 Development of the National Accreditation Program 

The following information was obtained through personal communication with an 

accreditation department personnel in Kuwait, who was directly involved in the 

development of the national accreditation program (Quality directorate personnel, 

2012). 

4.3.1 The Rationale for Choosing Accreditation 

Improving the quality of health care services was part of the health reform strategy 

planned by the MOH for the period from 1999-2010. Quality was also recognized as 

one of the national priorities in the health sector that needs to be addressed. This is 

why hospital accreditation was introduced in Kuwait as a quality improvement tool. 

The idea of accreditation was initiated by a previous minister of health in the year 
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2000, where a steering committee was formed to work on introducing an accreditation 

program. In this preliminary phase, the committee worked in collaboration with the 

quality directorate and their efforts resulted in establishing the basic minimum 

requirements for accreditation. These requirements depended on ministerial decrees 

and job descriptions; they consisted of 266 criteria, and were written with focus on 

individual hospital departments.  Although these were established for hospitals and 

primary care centres, the MOH decided to focus on hospitals as a first step. By the year 

2002, all basic elements for an accreditation program were established and the 

minimum requirement standards were implemented in all public hospitals except one 

(due to administrative issues in that hospital). A steering committee was formed at the 

national level, local surveyors and program coordinators were trained and self-

assessment teams were established in participating hospitals. Then baseline self-

assessments in nearly all hospitals were filled, action plans were developed, standards 

were implemented, and pilot and final surveys were conducted, as a real accreditation 

program. Even final reports with ratings and recommendations were sent to the 

participating hospitals. This work met the short-term vision of the steering committee, 

which was to implement the minimum requirements. 

This preliminary phase helped in capacity building and served as a gap analysis, as it 

highlighted the weaknesses and defects in Kuwait’s public hospitals. Major problems 

were found in Leadership, Human Resources and Information Management categories. 

Unfortunately, the program went through a period of stagnation because of political 

conflicts and stopped completely when the minister left in 2005. See figure 4.4 
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Figure 4.4 Development of the national accreditation program (Phase I) 

 

4.3.2 Choosing the Appropriate Accreditation Configuration 

To choose an appropriate accreditation configuration, two possible strategies were 

considered by the accreditation steering committee: 

1- To go for an external international accreditation program that is well known 

and experienced, to accredit all public healthcare organizations in Kuwait.  

2- To build a national accreditation program with international standards 

customized to meet Kuwait’s healthcare needs.  

On the basis that continuity and sustainability of the program was felt to be most 

important, the committee decided on option two: to establish a national accreditation 

program in Kuwait  

After passing through the earlier mentioned preliminary phase, the MOH contacted 

three different international accreditation bodies to help in developing a national 

Steering committee worked in 

collaboration with quality personnel 

The year 2000- Accreditation 

steering committee formed 

2001- Accreditation & Quality 

Assurance Directorate established 

in its current configuration (it 
used to be one department for 

Quality & infection control) 

Basic minimum requirement & 

other elements of an 

accreditation program were 
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2002, the program was 

implemented in all public 

hospitals (except one) 

The program went through a 

period of stagnation (due to 

political issues), then it stopped 

completely (when minister of 

Health left-2005) 
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program for Kuwait. Accreditation Canada was chosen as they were more responsive 

and provided the most suitable offer.  

In July 2008, the MOH signed a two-year contract with Accreditation Canada. The 

main purpose of this 24 months’ contract (2008-2010) was to provide technical 

consultation for the development and the implementation of a model for health services 

accreditation appropriate to Kuwait. This included the design of the necessary process 

to carry out accreditation activities on an on-going basis in Kuwait. In this second 

phase, the whole plan was re-designed, from increasing the awareness to the program, 

developing national standards, changing the application of standards from 

departmental to functional because of the multidisciplinary approach used in medical 

care nowadays, to training coordinators, self-assessment teams and surveyors, as well 

as establishing a vision on how the process of accreditation will run. See figure 4.5 

4.3.3 Characteristics of the National Accreditation Program 

4.3.3.1 Eligibility and Scope of the Accreditation Program 

In 2001, a ministerial order (358/2001) was issued for the establishment of 

Accreditation and Quality Assurance Directorate. This decree followed by repeated 

ministerial resolutions to form the higher accreditation committee (which is 

responsible for all decisions regarding the program) were the legal base to establish 

the national accreditation program. The program is designed to accredit all hospitals 

in Kuwait, but so far, only public hospitals are included, while private hospitals are 

not. There is a vision (but no plan yet) to include private hospitals in the future, but 

this needs a lot of time and effort. Primary health care has a different accreditation 

program that is under development. 

4.3.3.2 Nature of the Program: Voluntary versus Mandatory 

The program is compulsory for all public hospitals that belong to MOH. This can be 

explained as follow: It is usually the governance of the hospital that chooses whether 

to participate in accreditation or not. Since the MOH provides the governance for all 

public hospitals, they have the right to choose which hospitals to involve in the 

program. In other words, the governance of all public hospitals (MOH) chose to 

participate in the program.  
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The mandatory nature of accreditation in Kuwait’s public hospitals contrasts with the 

voluntary nature of accreditation in most developed countries. The national 

accreditation program is the only method being pursued to measure and improve 

performance in Kuwait hospitals. In other countries with a more voluntary approach 

to accreditation there are usually other strategies being employed alongside 

accreditation to ensure oversight of the quality of the health care.  

Accreditation is usually associated with financial incentives in the developed countries 

e.g. in the United States, hospitals have to be accredited in order to get reimbursement. 

This is an indirect way of pushing hospitals to get accredited. In Kuwait, finance is not 

an issue as public hospitals are fully managed financially by the government (MOH), 

and introducing accreditation to public hospitals aimed mainly at improving the quality 

of health services.   

These differences may explain the reason for the mandatory nature of accreditation in 

Kuwait. 

4.3.3.3 Financing and Managing the Accreditation Program 

The start-up funding to establish the accreditation program came from the government, 

and the running costs of the program are also paid by the government. Most of these 

costs were included in the contract signed with Accreditation Canada. 

The program is also fully managed by the MOH. This may represent a conflict of 

interest, as the MOH provides the health services and then evaluate their own services 

through the accreditation program. There is a plan to establish an independent body to 

run the program as most developed countries do, but this may need some time. Once 

developed, this body will be responsible for the accreditation program and 

will evaluate HCOs, while the MOH will provide the health services only. 

Although the program is still dependent on the MOH, it helps in capacity building, 

which will contribute to the sustainability of the accreditation program when it is 

allocated to an independent body to run it.  

4.3.4 Developing and Testing Standards   

The first draft of the national accreditation standards was based on the Client Centred 

Accreditation Program (CCAP) standards, which were used by Accreditation Canada 
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internationally at that time. Although the standards were modified from the original 

CCAP standards, there was no breach of the original contents of any accreditation 

standard, and no departure from the international consensus. 

By the end of February 2009, a final draft of Kuwait’s national standards was issued 

and submitted to the MOH, to be pilot tested. The pilot phase started in April 2009-

January 2010, and three public hospitals were chosen to implement the standards. 

Although the time given to the pilot hospitals to implement the program was short, 

they managed very well, and the final pilot survey took place in February 2010.  

After the pilot survey, the standards advisory committee reviewed all the standards to 

produce the final version. Some modifications were applied to the piloted standards 

based on feedback from the participating hospitals. Modifications mainly included 

adding more clarifications and guidelines for the standards, especially for services that 

did not exist properly in Kuwait’s hospitals e.g. Information Management. This was 

done in March-June 2010, after which the official national accreditation standards 

were announced.  

On the 29th of December 2010, a ministerial resolution was issued for all public 

hospitals that belong to the MOH to implement the national accreditation program. 

The actual implementation started in January 2011, where copies (hard and soft) of the 

standards were distributed to all public hospitals in the country. The first on-site survey 

took place in April-May 2012, when the three pilot hospitals were surveyed first, being 

more prepared than other public hospitals. 

After six months (October 2012), the hospitals received the final accreditation survey 

reports. All three surveyed hospitals were partially accredited with conditions. The 

hospitals prepared an action plan to work on the report recommendations. These were 

implemented within six months and in April 2013; a follow-up report was produced 

by each hospital and sent to the higher committee. The report included the corrective 

actions taken by the hospital with proof of these actions. 

A consultancy committee was developed to supervise and follow the whole process of 

developing the accreditation program. Members of this committee are from Kuwait 

and Canada. Once the program is fully established, this committee will be dismissed. 



105 
 

The accreditation manual has 13 standards sections that may be divided into four 

broad categories: 

Patient care standards: This category is designed to follow the patient care process 

from admission to discharge. It includes standards specific to medical care, surgical 

care, maternal/child care, the emergency service and intensive care. Another section 

entitled generic patient care is also included and can be used for any unit providing 

patient care.  

Clinical support service standards: Support services can be clinical or non-clinical. 

The clinical support service sections are pharmacy service, laboratory service and 

diagnostic imaging services. 

Non-clinical support service standards: This category has three sections: 

environment, information management and human resources. 

Leadership: This section of standards covers the leadership of the hospital. Both 

leadership and governance are included. 

Each standard has a number of criteria that describe the specific steps to be taken in 

order to comply with a standard. There are also guidelines that appear periodically 

within the standards to provide further information on interpretation of the 

standards/criteria or requirements to meet them.  

There are also 12 patient safety required areas included in the accreditation 

standards manual. These are essential practices that the client organization must have 

in place to enhance patient/client safety and minimize risk. Each required area has 

specific tests for compliance, which are evaluated by surveyors during the 

accreditation survey. The 12 required areas are: 

Patient verification, transfer of patient information at transition points, medication 

reconciliation, safe surgical practices, control of concentrated electrolytes, training on 

patient safety, hand hygiene, timely administration of prophylactic antibiotics, safe 

injection practices, performance of correct procedure at correct body site, look alike 

sound alike medication names, avoiding catheter and tubing misconnections.  

 



106 
 

Figure 4.5 Development of the national accreditation program (Phase II) 
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4.3.5 Recruiting and Training Surveyors 

Every accreditation program should have a group of trained professionals (surveyors) 

capable of conducting accreditation surveys. To recruit hospital surveyors in Kuwait, 

a committee was formed to choose the most suitable candidates. Accreditation Canada 

staff selected and trained 40 Candidates with required competencies (physicians and 

nurses only) to be professional surveyors. They were given theoretical education 

followed by practical training, which took place during the pilot phase.  

The experienced Canadian surveyors evaluated local surveyors at that stage. 

Evaluating surveyors will continue as a systemic process, where they will be evaluated 

by their team leader and peers, to point to opportunities for further skill development 

and training. 

Local surveyors also participated in the first on-site survey. Each team consisted of 5-

6 local surveyors and two Canadian surveyors, depending on the size of the hospital 

and the diversity of its services. This experience helped in improving the practical 

skills of the Kuwaiti surveyors. 

Further training was provided to the surveyors by the quality directorate, as part of the 

general quality and safety workshops, and more specific training will be provided to 

them in the future. 

4.3.6 Developing an Accreditation Database Format 

To achieve consistency in survey scoring, a scoring form was developed, which lists 

each standard, its criteria that would be used to measure it, and the related guidelines. 

Once all criteria related to a standard have been rated, these ratings are aggregated to 

determine the overall rating for the standard. All standard ratings for a single section 

of the standards are used to determine a rating for the service of the hospital. Finally, 

overall performance of the hospital is determined by compiling, through a 

predetermined formula, the ratings achieved on all sections of the standards. It is this 

overall performance rating which will determine the accreditation status of the 

hospital.  

For the first on-site survey that was conducted in April-May 2012, data entry was done 

in Kuwait electronically, but the information was analysed and reports were produced 
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in Canada. In the near future, Accreditation Canada will provide Kuwait with the 

suitable software to calculate, analysis, and produce reports locally. This will develop 

a database for the program, which will assist with report writing, decrease the amount 

of labour required to compile survey findings, and produce an individual hospital 

report.  

Such a database will store all the findings from each survey and this will allow 

comparison of survey results for one hospital over time or several hospitals in a variety 

of ways.  

4.3.7 Accreditation Rules and Scoring Methodology 

In the accreditation program, the rating scale for standards is used by surveyors to 

evaluate compliance with the standards and related criteria. It has a five-point scale 

using the numbers 0-4. The level of compliance indicated for each of the five points 

of the scale is: 

0 = no compliance. 

1 = partial compliance (1-25%).  

2 = partial compliance (26-50%).  

3 = partial compliance (51-75%).  

4 = substantial compliance (76-100%).  

A separate rating scale is used to evaluate hospital compliance with the required area. 

The required areas rating scale has four points: 

0= no compliance 

1= in development 

2= developed but not implemented 

3= fully implemented 

The ratings for the required area are used to determine the compliance with the 

standard to which they have been related. 
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The recognition guidelines approved by the MOH’s higher committee for accreditation 

are: 

1- Pre-accreditation status: where the overall compliance is 50% or less. The 

MOH may have identified requirements that have to be met within one or more 

areas within six months’ time period.  

2- Partial accreditation with conditions: where the overall compliance is 51-75%. 

3- Substantial accreditation: where the overall compliance is 76-100%.  

The duration of the accreditation cycle is three years, as accepted internationally. A 

hospital that gets partial accreditation with conditions (like what happened with the 

three hospitals that went through the final survey) has to write a plan of action about 

implementing the survey recommendations within one month of receiving the 

accreditation report, and send it to the quality directorate. 

Hospitals have six months to implement the recommendations of the accreditation 

survey. Once this is done, a follow-up report is sent to the higher committee through 

the quality directorate regarding their progress.  The higher committee then decides 

either to send surveyors to confirm the changes mentioned in the report, or to accept 

the report as it is and raise the level of hospital accreditation to substantial 

accreditation. The committee can also extend the period of implementing changes for 

another six months (so a total of 12 months), depending on the situation.  

Hospitals that do not get accredited will not be affected much. There will be no 

administrative punishments or reduction in their financial budget, but there will be 

recommendations and a follow-up plan that hospitals should work on. The program 

should not be used as a weapon to punish people, but as a tool for an incremental 

improvement in applying accreditation standards.  

The higher committee in Kuwait grants the final decision. Few months after the first 

on-site survey, the accreditation reports arrived from Canada, and a meeting of the 

higher committee was held where reports were reviewed, discussed, and the final 

accreditation status of each hospital decided. 
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4.3.8 Extending Collaboration with Accreditation Canada 

In 2010, the original agreement with Accreditation Canada expired but a new contract 

was signed in July 2011for a duration of 6 years (2011-2017). This new contract 

includes: 

1- Establishment of new standards for certain specialities in the hospitals. This 

includes cancer care, rehabilitation, gynaecology (as now only obstetric 

standards are included), and psychology with addiction rehabilitation.  

2- To involve the Canadian surveyors in the final on-site surveys (the first set was 

in 2012) and learn from their experience. Canadian surveyors will join Kuwaiti 

surveyors for the first 2 cycles of accreditation. That is why the contract was 

extended to 2017, as it will be the end of the 2nd cycle for all public hospitals. 

In the first cycle, surveyors’ team consisted of two Canadian surveyors and the 

rest are local surveyors. For the second cycle, only one Canadian surveyor will 

join the Kuwaiti surveyors’ team. This is mainly to increase the experience of 

the local surveyors. 

3- To train additional 40 local surveyors. Surveyors are the reference for 

consultation in the future. They can be responsible for reviewing the standards, 

and they can help in planning how the program will run. That is why more 

surveyors are required for hospital accreditation program. The aim is to have 

80 well-trained Kuwaiti surveyors to manage the final surveys after the end of 

the contract with Accreditation Canada. 

4- To send six Kuwaiti surveyors to Canada every year to attend an actual on-site 

accreditation survey, as conducted in the Canadian hospitals based on the new 

tracer methodology. They will be observers and will learn from this practical 

experience. This process started in 2011and will be repeated yearly until the 

end of the contract. 

5- To provide regular training for hospitals’ staff in Kuwait. This includes 

continuous training programs to increase staff knowledge about quality, safety 

and accreditation. 

6- To provide information management support for the accreditation program in 

hospitals. This technology can solve a lot of problems and save time. 

Accreditation Canada will supply Kuwait with software that will help in 
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analysing, editing and producing reports. They will also train staff on using the 

software and help in establishing a database for the program. 

7- To prepare a separate accreditation program for the primary health care (PHC). 

Accreditation Canada will supply Kuwait with standards, train surveyors and 

program coordinators, perform a pilot study on three PHC centres, and work 

with the advisory committee in Kuwait to produce a PHC standards manual.  

8- The last part of the new contract is to provide yearly maintenance of the 

standards. The first maintenance was done at the end of 2011 (just after signing 

the new contract) and maintenance will be done at the end of each year until 

the end of the contract. This work is done as a joint effort between 

Accreditation Canada and Kuwait. 

 

4.3.9 Lessons Learned from Kuwait’s Experience with Accreditation 

1- A major successful factor for developing and implementing accreditation is 

leadership support and commitment. 

2- Enough resources should be provided for the participating hospitals to help 

with the implementation of accreditation standards. 

3- The pilot phase is an important part of the development of the accreditation 

standards. It allowed customization of the standards to suit the local health care 

system. 

4- Surveyors are of paramount importance to the accreditation program. They 

should be well selected and trained to ensure the quality of their skills as well 

as their neutrality. 

5- The progress of the program varies between different HCOs. Enough time 

should be given to allow the implementation of accreditation, especially in the 

first cycle. 

6- Political support should be present to ensure the establishment of an 

independent accreditation body to increase the credibility of the program and 

prevent conflicts of interest. 
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4.4 Does the context in Kuwait support the development and 

implementation of accreditation? 

The context, in which quality improvement initiatives operate, has an important 

influence on the implementation and outcomes of quality interventions. 

Such context can be external to the provider or internal to the organisation under study 

(The Health Foundation, 2014). Here we will consider the external context in Kuwait 

and its effect on the development and implementation of accreditation.  

External (or outer) contextual factors include social and cultural environments, 

political and regulatory environments, market and resource environments, and 

technological environments (Robert & Fulop, 2014).  

People in Kuwait have high expectations for health care because of the socio-economic 

transition over the past years, where majority population live in urban areas, have high 

literacy rate and are of a young age. Improving the quality of health services as a result 

of introducing accreditation should have a positive impact on patient and staff 

satisfaction, which improves their social health.  

Politically, improving the quality of health care was part of the health reform strategy, 

and the accreditation program was included in the Government's program of action. 

This indicates the importance of accreditation as the only formal quality improvement 

initiative implemented in the public hospitals, and the compulsory nature of the 

program in Kuwait reflects the government desire to improve the quality of health care 

services in the country.  

Kuwait is a rich country and since accreditation is mandatory, all resources for the 

program are provided by the MOH. This includes the start-up costs and the operating 

costs, as well as other resources e.g. human or education. The market size although 

small in Kuwait, new hospitals are built (both public and private), and this might 

provide sufficient market size for the accreditation program. The addition of private 

hospitals to the program in the future might create a more competitive environment.  

The last external contextual factor that might influence accreditation is technological 

environments. In Kuwait, most medical equipment and clinical therapies are available, 

which facilitate the implementation of accreditation standards. On the other hand, the 
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increase in chronic non-communicable diseases demand the presence of clinical 

policies and guidelines to better manage these conditions, and this can be achieved by 

implementing accreditation standards.  

In general, the context in Kuwait support the development and implementation of 

accreditation. Further evidence about the contextual enablers and barriers is provided 

in sections 6.2.2 & 8.3.1.3. 

4.5 Summary of the Key Findings 

 The socio-economic development in Kuwait, which was precipitated by the oil 

wealth, resulted in lifestyle changes from active to dormant, which had a 

negative impact on people’s health. 

 More than 80% of all health services are provided by the public sector. The 

health system is based on three levels of health care delivery: primary (general 

practitioner services), secondary (through six general hospitals) and tertiary 

(through a number of specialized hospitals). 

 A number of health challenges are facing Kuwait in the 21st century. 

Improving service delivery is one of these challenges, which includes 

providing high quality care that meets people’s high expectations and keeps up 

with international standards. To address this challenge, the MOH has initiated 

a number of programs including the establishment of the national hospital 

accreditation program. 

 The idea of accreditation was initiated in the year 2000, and by 2002, the MOH 

has established a local program, which had all basic elements of an 

accreditation program. This program was implemented in nearly all public 

hospitals before being stopped due to change in the MOH’s priorities. 

 In 2008, the MOH signed a two-year contract with Accreditation Canada to 

provide technical consultation for the development and implementation of a 

national accreditation program. 

 The program is fully funded and managed by the MOH (representing 

government), but there is a plan to establish an independent body to manage 

the program in the near future.   

 Accreditation is compulsory for all public hospitals in Kuwait, being the only 

pursued method to measure and improve quality of care in these hospitals. 
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 Accreditation program standards are based on the Canadian CCAP standards. 

They were reviewed a few times and pilot tested before the official standards 

were published.  

 A number of local surveyors were trained to conduct the accreditation surveys, 

and the program has three recognition states: pre-accreditation, partial 

accreditation with conditions and substantial accreditation. 

 The context in Kuwait support the development and implementation of 

accreditation.  
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5- Study Methodology 

 

5.0 Overview of the Chapter 

This chapter illustrates the methodology used in this research. It is divided into nine 

main sections, and a number of subsections. 

Box 5.1 organization of chapter five 

 

5.1 Design of the Study 

Since the overall aim of the study was to assess the impact of the newly implemented 

accreditation program on quality improvement in a number of public hospitals in 

Kuwait, the study had a prospective longitudinal design which involves collecting data 

at baseline (February-June 2012) and follow-up (16-18 months later). Such a design 

has been widely used as an effective approach to studying accreditation and is thought 

to produce strong evidence on the impact of such health service interventions 

(Almasabi & Thomas, 2016; Bowling, 2009; Grol et al., 2004; Ovretveit & Gustafson, 

2002).  

The approach was to use mixed methods (qualitative and quantitative) for data 

collection of variables operationalized from an underlying conceptual framework of 

the impact of accreditation on two measures of quality improvement- staff perceptions 

of quality and patient perceptions of quality. 

 

 

5.1 Design of the Study. 

5.2 Developing the Research Methodology from the Overall Aim. 

5.3 Specific Objectives. 

5.4 Target Populations and Samples for Various Data Collection Methods. 

5.5 Methods for Data Collection. 

5.6 Activities in Preparation for Data Collection. 

5.7 Data Management and Analysis. 

5.8 Data Quality Assurance. 

5.9 Strategy for Data Analysis to Address Each of the Study Objectives. 
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5.2 Developing the Research Methodology from the Overall Aim 

5.2.1 Overall Aim and Hypothesis 

The overall aim of this study is to investigate the relationship between implementation 

of accreditation and perceptions of quality by staff and patients in public hospitals of 

Kuwait. 

The underlying hypothesis of the study: the implementation of accreditation increases 

some or all of the MBNQA dimensions used in the study framework, which results in 

improvements in perceptions of quality from both staff and patient perspectives.  

The development of methodology for this study was guided by the conceptual 

framework. 

5.2.2 Conceptual Framework for the Study 

The overall framework for the study, which was developed by the researcher based on 

the MBNQA model, is shown in figure 5.1.  

In this framework, accreditation implementation is the input variable, which should 

result in improved quality perceptions as the output. In line with the Baldrige model, 

a major pathway by which this input impacts on the output is through the MBNQA 

dimensions. 
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Figure 5.1 Study framework for assessing the relationship between implementation of accreditation 

and quality improvements 

 

5.2.2.1 Operationalization of Accreditation Implementation 

This study took the opportunity of a natural experiment in that two hospitals (BIA) had 

implemented accreditation from January 2011 to April 2012; while two other hospitals 

(LIA) were due to implement accreditation from April 2012 to December 2013. It 

should be noted here that MOH has asked all public hospitals in Kuwait to start 

implementing accreditation at the same time (beginning of 2011). Because BIA 

hospitals had participated in the pilot phase of the program and had more knowledge 

and experience in implementing accreditation, they implemented accreditation earlier 

and were surveyed first. On the other hand, LIA hospitals were given extra time to 

implement the program as it was their first experience with accreditation. Therefore, 

the BIA hospitals had completed their implementation of accreditation by the time of 

the baseline survey, whilst the LIA hospitals had yet to start implementation (they were 

at the first stage of filling the self-assessment form and no real changes were 

implemented yet). 
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At follow-up, both BIA and LIA hospitals have implemented accreditation. Therefore, 

we take the BIA hospitals as ‘accredited hospitals’ and the LIA hospitals as ‘non 

accredited hospitals’ at the point of the baseline survey (figure 5.2).  

The validity of this operationalization of the accreditation variable will be assessed by 

analysis of the MBNQA dimensions in relationship to accredited and non-accredited 

hospitals. Further justification for this operationalization will be sought from the 

analysis of the qualitative data from the staff. 

Figure 5.2 Rational for using BIA and LIA hospitals for analysing the impact of accreditation 

  

5.2.2.2 Operationalization of Perceptions of Quality 

5.2.2.2.1 Staff Perceptions of Quality 

This is operationalized from a measurement of the quality results dimension within the 

MBNQA model (figure 1.1). The measurement comes from the staff responses to the 

quality results section in the staff questionnaire (see section 7 of appendix 5.1). The 

score on staff perceptions of quality is computed by taking the average of the scores 

on the six items as described in table 5.1. Each item is scored on a Likert scale from 

1-5, where 1= strongly disagree, 2=disagree, 3= neither agree nor disagree, 4=agree, 

5=strongly agree, therefor the minimum possible score will be 1 and maximum 

possible score will be 5 (see table 5.1). When we mention ‘perceptions of quality’ as 

a score, it will be bolded italic, while talking about the theoretical concept, it is left in 

ordinary font. 
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Hospital

Completed 

LIA 
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Table 5.1 Staff Quality Results dimension and its different items 

Indicator Items 
Range of 

item score 

 1- Since the implementation of the accreditation process, the hospital 

has shown steady, measurable improvements in the quality of customer 

satisfaction 

1-5 

1=strongly 
disagree 

2=disagree 

3=neither 
agree nor 

disagree 
4=agree 

5=strongly 

agree 

 

 2- Since the implementation of the accreditation process, the hospital 

has shown steady, measurable improvements in the quality of services 

provided by the administration (finance, human resources, etc.) 

Quality 

Results 

3- Since the implementation of the accreditation process, the hospital 

has shown steady, measurable improvements in the quality of health 

care provided to patients (medical, surgical, paediatric …….). 

 4- Since the implementation of the accreditation process, the hospital 

has shown steady, measurable improvements in the quality of services 

provided by clinical support departments such as laboratory, pharmacy, 

and radiology. 

 5- Since the implementation of the accreditation process, the hospital 

has maintained a high quality health services despite different 

constraints (e.g. bureaucratic, administrative, financial and professionals 

attitude). 

 6- Since the implementation of the accreditation process, the hospital 

has shown steady, measurable improvements in the quality of human 

resource management. 

 

5.2.2.2.2 Patient Perceptions of Quality  

The in-patient perceptions of quality dimensions. These were operationalized using 

a modified version of the HCAHPS questionnaire (see appendix 5.2).  

The questionnaire measures six specific quality dimensions plus one overall measure 

of the patients views on hospital quality. Each question in the questionnaire is scored 

1-4. The individuals score on each dimension is calculated as the average score across 

the items for that dimension. See table 5.2. 
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Table 5.2 In-patient quality dimensions with their different items 

Dimension Items Range of 

item score 

Nurse 

communication 

1- How often did nurses treat you with courtesy and respect? 

2- How often did nurses listen carefully to you? 

3- How often did nurses explain things in a way you could 

understand? 

1-4 

1=never 
2=sometimes 

3=usually 

4=always 

Doctor 

communication 

1- How often did doctors treat you with courtesy and respect? 

2- How often did doctors listen carefully to you? 

3- How often did doctors explain things in a way you could 

understand? 

1-4 

1=never 

2=sometimes 
3=usually 

4=always 

Responsiveness 1- During this hospital stay, after you pressed the call button, 

how often did you get help as soon as you wanted it? 

2- How often did you get help in getting to the bathroom or in 

using a bedpan as soon as you wanted? 

1-4 

1=never 
2=sometimes 

3=usually 

4=always 

Pain 

management 

1- How often was your pain well controlled? 

2- How often did the hospital staff do everything they could to 

help you with your pain? 

1-4 

1=never 
2=sometimes 

3=usually 

4=always 

Communication 

about 

medication 

1- How often did hospital staff tell you what the medicine was 

for? 

2- How often did hospital staff describe possible side effects in 

a way you could understand? 

1-4 

1=never 
2=sometimes 

3=usually 

4=always 

Quality of 

services 

1- How often your room and bathroom were kept clean? 

2- How often was the area around your room quiet at night? 

3- How often did you like the food served to you? 

1-4 

1=never 

2=sometimes 

3=usually 
4=always 

Overall quality 1- Rate this hospital during your stay? 

 

 

2- Would you recommend this hospital to your friends and 

family? 

0-10 
0=worst hospital 

10=best hospital 

(converted to 1-
4)* 
1-4 

1=definitely no 

2=probably no 

3=probably yes 
4=definitely yes 

*This question was originally scored 0-10, but the score was converted into a similar four-point format based on the quartile, 

where answers 0,1,2 were considered as 1, answers 3,4,5 were considered as 2, answers 6,7,8 were considered as 3 and answers 
9 and 10 were considered as 4. 

The outpatient perceptions of quality dimensions. These were operationalized using 

a standard exit survey questionnaire (Haran et al., 2008) (see appendix 5.3). This 

questionnaire provides scores on five specific quality dimensions plus one overall 

score of hospital quality (table 5.3). Individuals score on the first dimension (waiting 
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time) is calculated as the average score across the items for that dimension. The last 

dimension is composed of a single item and its score is the average score of that item. 

Table 5.3 Outpatient quality dimensions with their different items 

Dimension Items Range of item 

score 

Waiting time 1- How long did you wait before you saw the doctor? 

2- How long did you wait to get the laboratory test done? 

3- How long did you wait to get the radiology test done? 

4- If you were given an appointment, how far was the 

appointment set for? 

5- How long did you wait to receive your drugs? 

1-4 

1=more time 

4=less time 

 

Doctor-

patient 

relationship 

1- Did the doctor listen to you describe your concerns? 

2- Did the doctor ask you questions relating to your concerns? 

3- Did the doctor examine you? 

4- Did the doctor make you feel comfortable when he/she 

examined you? 

5- Did you have privacy during your consultation? 

6- Did the doctor tell you what you are suffering from? 

7- Did the doctor give you advice about your problem? 

8- Did you understand this advice? 

9- Did the doctor tell you whether or not you need to return? 

 

 

 

0-1 

0=no 

1=yes 

Staff attitude 1- Were Lab. staff co-operative with you? 

2- Were Radiology staff co-operative with you? 

3- Were Pharmacy staff co-operative with you? 

4- Did the doctor have a positive attitude towards you? 

5- Did the nurse have a positive attitude towards you? 

6- Did reception staff have a positive attitude towards you? 

 

 

0-1 

0=no 

1=yes 

Tests and 

treatments 

1- Did you receive all the drugs that were prescribed? 

2- Were you given instructions about how to take them? 

3- Did you understand these instructions? 

0-1 

0=no 

1=yes 

Physical 

surroundings 

1- Was the health centre and surroundings clean today? 

2- Was it easy to park your car in the hospital car park today? 

3- Was there enough seats in the waiting area? 

0-1 

0=no 

1=yes 

Overall 

quality 

Overall, what do you think about the service you received today? 1-3 

1=poor 
2=fair 

3=very good 
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The following dimensions: Doctor-patient relationship, Staff attitude, Tests and 

treatments and Physical surroundings, are composed of binary items. These 

dimensions are calculated by coding the individual items as 0 for no, and as 1 for yes. 

The overall dimension score is then calculated by adding the values of the constituent 

items. Therefore, the minimum score for Doctor-patient relationship will be 0 and the 

maximum will be 9, minimum for Staff attitude will be 0  and maximum will be 6, 

minimum for Tests and treatments and Physical surroundings will be 0 and maximum 

will be 3 (as both dimensions have 3 items each). 

5.2.2.3 Operationalization of MBNQA Dimensions 

The MBNQA dimensions were operationalized using the staff survey tool (appendix 

5.1). This tool was developed from El-Jardali questionnaire (El-Jardali et al., 2008) 

and kinji questionnaire (Hassan, 2006) as described in literature review I chapter 

(section 2.5.2.1). 

5.3 Specific Objectives 

The specific objectives of this study are: 

1) To appraise the implementation process of the accreditation program in the 

study hospitals, identifying the enablers and barriers. 

2) To examine the impact of accreditation on MBNQA dimensions.  

3) To assess the impact of hospital accreditation on staff perceptions of quality. 

4) To assess the impact of hospital accreditation on patient perceptions of 

quality.  

5) To assess whether MBNQA dimensions are associated with staff and patient 

perceptions of quality. 

6) To provide recommendations on enhancing quality of hospital services on the 

basis of the study findings.  

5.4 Target Populations and Samples for Various Data Collection 

Methods 

5.4.1 Hospital Selection Criteria 

The main selection criteria for the participating hospitals was their accreditation status 

at baseline. The study was conducted in four public hospitals in Kuwait. Two of these 
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hospitals have implemented accreditation at the time of the baseline survey. In fact, 

they have been implementing accreditation for over a year at the time of the baseline 

survey. These two hospitals as a group we refer to as accredited hospitals. The other 

two hospitals had not yet started implementation of accreditation at baseline. In fact, 

they were about to start implementing the program, and some of the staff had previous 

experience in accreditation. Therefore, we have two categories of hospitals; two with 

broad implementation of accreditation (BIA) and two with limited implementation of 

accreditation (LIA).  

The second selection criteria for the hospitals was that they had similar characteristics. 

These criteria would assist the interpretation of differences in the quality outcomes 

between BIA and LIA hospitals. Both BIA and LIA hospitals had one general and one 

specialized hospitals (see table 5.4), and both groups were serving similar type of 

populations (see results II chapter, tables 7.2, 7.4, 7.6, and 7.8) 

Table 5.4 Characteristics of participating hospitals  

Hospital 

Total 

number of 

beds 

Type of 

hospital 

Hospital 

location 

Management 

type 

Accreditation 

status 

Hospital 1 +500 beds General  Peripheral  MOH BIA 

Hospital 2 
100-200 

beds 
Specialized  Central  

MOH BIA 

Hospital 3 +500 beds General  Peripheral  MOH LIA 

Hospital 4 
100-200 

beds 
Specialized  Central  

MOH LIA 

 

5.4.2 Staff Questionnaire 

5.4.2.1 Target Population 

All staff were considered for inclusion in the staff questionnaire. 

5.4.2.2 Sample Selection 

A simple stratified random sample (stratified by staff category) of the hospital staff 

computerized lists for each staff category was taken i.e. there were no 

inclusion/exclusion criteria. When a selected staff member was not available during 

the study period or refused to participate, the next name on the list was chosen, though 

the number of refusals and absentees was minimal (see discussion chapter, section 

8.2). 
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5.4.2.3 Sample Size 

The estimated sample size for the staff survey was 545 (10% of the total staff numbers, 

see table 5.5) calculated using the Power Analysis and Sample Size (PASS) calculation 

software. The details of the sample size estimation are given in appendix 5.4. In order 

to achieve this, 600 questionnaires were distributed at baseline (i.e. 11% of the total 

staff numbers). For the baseline survey, this resulted in 574 replies (response rate=96 

%). For the follow-up survey, questionnaires were sent out to the same 574 staff of 

which 544 replied (response rate = 95%). 

Table 5.5 Total number of health care professionals in the four selected hospitals [adapted from MOH 

(2009)] 

      

         Hospitals 

 

Staff  

categories 

 

 

Hospit

al one 

 

 

Hospital 

two 

 

 

Hospital 

three 
 

 

 

Hospital   

four 
 

 

 

Total per 

profession 
 

Managers 4 4 4 4 16 

Physicians 352 173 465 53 1043 

Nurses 1371 490 1213 128 3202 

Pharmacists 29 13 33 3 78 

Technicians 383 224 304 199 1110 

Total per hospital 2139 904 2019 387 Total population 5449 

 

5.4.3 In-patient Questionnaire Survey 

5.4.3.1 Target Population 

For the baseline survey, the target population was all patients and/or their families who 

were admitted to the medical and surgical wards of the four hospitals within the period 

of the patient baseline survey (April-June 2012). For the follow-up survey, the target 

population was all patients and/or their families admitted to the four hospitals at the 

time of the follow-up survey (August-October 2013). 

5.4.3.2 Sample Selection 

The sampling frame for in-patients was the daily manual list of inpatients admitted the 

previous day. A systemic random sampling was applied in which every fourth patient 
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admitted was approached by the research team to conduct the questionnaire at least 24 

hours after their admission to allow them enough time to properly evaluate the services 

and at the same time not to miss any of them (due to being discharged). Few patients 

(less than ten) declined the survey. All patients from the ages of 18-80 were eligible 

for inclusion in the sample. However, severely ill patients were excluded (this was 

done in consultation with the medical team). 

5.4.3.3 Sample Size 

The sample size for this survey was calculated using the PASS calculation software 

(details of the sample size estimation are contained in appendix 5.5). A sample of 400 

in-patients across the four hospitals were recruited at both baseline and follow-up 

stages. This was achieved by continuing the survey until 400 patients has been 

recruited. 

5.4.4 Outpatient Questionnaire Survey 

5.4.4.1 Target Population 

For the baseline survey, the target population was all patients and/or their families 

attending the medical and surgical outpatient clinics during the period of the baseline 

survey (April-June 2012). For the follow-up survey, the target population was all 

patients and/or their families attending the medical and surgical outpatient clinics 

during the period of the follow-up survey (August-October 2013). 

5.4.4.2 Sample Selection 

The sampling frame for outpatients was the manual daily list of attenders to the clinics. 

A systemic random sampling was applied in which every fifth patient was invited to 

take part in the survey, but there were a relatively larger number of patients who 

declined (approximately 33 patients declined, usually because they said they had not 

time), in which case the next name on the list was chosen. Patients in the age range 18-

80 were eligible for inclusion. 

5.4.4.3 Sample Size 

The sample size for this survey was calculated using the PASS calculation software 

(details of the sample size estimation are contained in appendix 5.5). A sample of 400 
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outpatients across the four hospitals were recruited at both baseline and follow-up 

stages by continuing the survey until 400 patients had been recruited.  

5.4.5 Staff FGDs 

5.4.5.1 Target Population 

Hospital staff participating in accreditation teams at the four participating hospitals. 

Each hospital had 8-12 accreditation teams (and each team has 7-13 members) that 

were eligible to participate in FGDs. 

5.4.5.2 Sample Selection and Sample Size 

Purposive sampling was used in selecting the teams, and no mixing between members 

of different teams took place as each focus group was conducted with a pre-existing 

team. Care was taken during team selection to choose teams from different categories 

e.g. clinical care teams, clinical support service teams and non-clinical teams. 

Since there are no guidelines about the number of focus groups to aim for (Bowling, 

2009), eight FGD were conducted in this study, two from each hospital. Each focus 

group consisted of 6-10 members. 

5.4.6 Staff Interviews 

5.4.6.1 Target Population 

The semi-structured interviews were directed towards the quality officers in the four 

selected hospitals. 

5.4.6.2 Sample Selection and Sample Size 

Purposive sampling was used to select participants. Each hospital had one appointed 

quality officer who was interviewed, resulting in four interview.   

5.4.7 Patient FGDs 

5.4.7.1 Target Population 

The target population was all patients and/or their families who were admitted to the 

medical and surgical wards, and all patients and/or their families attending the medical 

and surgical outpatient clinics of the four participating hospitals.  
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5.4.7.2 Sample Selection and Sample Size 

Purposive sampling was used to choose patients for group interviews (this was done 

in consultation with the medical team). Eight patient FGDs were conducted, two from 

each hospital, in which one group represented in-patients and the other represented 

outpatients. Each group contained 6-12 participants. These were single sex focus 

groups, and participants aged 18 years and above. 

A summary of the study samples and their data collection methods is given in figure 

5.3 

Figure 5.3 Breakdown of data collection and sample sizes 

               

Quantitative Data 

 

Baseline Staff 

Questionnaire 

Feb-Mar 2012 

n=574  

Baseline 

Patient 

Questionnaire 

Apr-June 2012 

n=400 

                

Follow-up   

Staff 

Questionnaire 

June-Aug 

2013 

n=544  

Follow-up 

Patient 

Questionnaire 

Aug-Oct 2013 

n=400  

BIA Hospitals 

n=306  

LIA Hospitals 

n=268  

BIA 

Hospitals    

n=200 

LIA 

Hospitals    

n=200 

BIA Hospitals 

n=291  

LIA Hospitals 

n=253  

BIA 

Hospitals 

n=200  

LIA 

Hospitals 

n=200  

16-18 

months      

later 

Qualitative Data 

4 Semi-structured 

interviews with Quality 

Physicians  

Sept 2012 

 

8 Patient FGDs 

(2 from each 

hospital) 

May-June 2012 

8 Staff FGDs (2 

Accreditation teams 

from each hospital) 

Oct-Nov 2012 
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In summary, the study used purely qualitative methods (interviews and FGDs) to 

document the implementation of the national accreditation program in Kuwait. To 

assess the relationship between accreditation and quality improvement, both internal 

(staff) and external (patients) stakeholders’ perspectives were considered. The 

assessment of staff perspectives used quantitative methods, while evaluating patient 

perspectives with public hospitals services combined qualitative (FGDs) and 

quantitative (questionnaire) methods.   

5.5 Methods for Data Collection 

5.5.1 Quantitative Data Collection 

5.5.1.1 Staff Surveys 

Staff questionnaires were distributed to the sample members individually in each of 

the participating hospitals. These were self-completed and collected within two weeks 

of distribution. An identical staff questionnaire (in English), following the longitudinal 

design of the study, was distributed to the same staff at baseline and follow-up, and 

the survey was conducted in the same way at both study stages. 

The staff survey tool operationalizes the MBNQA Criteria. The survey had a total of 

seven dimensions, which were loosely based on the content of the Baldrige health care 

criteria. These dimensions are: Leadership, Strategic Quality Planning, Customer 

Focus, Measurement, Analysis, and Knowledge Management, Workforce Focus 

(divided into two subscales), Operations Focus, and Quality Results. See table 2.4 in 

literature review I chapter. 

The survey instrument had three sections: the first section consisted of structured 

closed questions with pre-coded responses and was measured on a five point Likert 

scale. The second section was an open-ended question for general comments of 

participants. The third section contained personal background information of the 

participants; e.g. gender and age.  

A rating scale is used to allow respondents to express both the direction and strength 

of their opinion about a topic (Garland, 1991). Despite decades of research, there is no 

general consensus on the optimal number of response categories for Likert rating 

scales (Adelson & McCoach, 2010), and many authors believe that the optimal number 

of scale categories is content specific (Garland, 1991). A Likert format of a five to 
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seven-point scale is the most commonly used scale for measuring responses in social, 

psychological and some health related surveys. The Likert scale contains a series of 

opinion statements about an issue. The person’s attitude is the extent to which she or 

he agrees or disagrees with each statement (Bowling, 2009). In this questionnaire, a 

Likert scale of five points was used, where 1=strongly disagree, 2=disagree, 3=, 

neither agree nor disagree, 4=agree, and 5=strongly agree (appendix 5.1). 

Each variable was computed by taking the average of the score of its items, so the 

score of each variable ranged between 1-5. 

5.5.1.2 Patient Surveys 

Both in-patient and outpatient surveys were administered in person using face-to-face 

interviews to increase the response rate and clarify any ambiguities (Bowling, 2009). 

The research team, which was composed of the researcher and three assistants (two 

males and a female) conducted the interviews, and patients were interviewed by people 

of the same sex. They explained the objectives of the research to the patients, assured 

them about the confidentiality of the given information and took their permission to 

participate in the study. The same surveys were distributed at baseline and follow-up 

to two different patient populations, as baseline participants could not be reached at 

follow-up. Both patient questionnaires were translated from the source language 

(English) to the target one (Arabic), where forward and back translation of instruments 

were conducted, and the suitable version (Arabic or English) was used according to 

the patient’s language and preference. 

5.5.1.2.1 In-patient Surveys 

These questionnaires were administered to in-patients in hospitals’ wards. HCAHPS 

survey was used in this study to measure in-patient perspectives of hospital quality of 

care, with slight modifications to better suit the local context (appendix 5.2). It is a 

well-validated instrument in the United States (Giordano et al., 2010), Europe (Squires 

et al., 2012) and the Middle East (Dockins et al., 2015). The reliability of the 

instrument demonstrated acceptable internal consistency, where the reliability of the 

English version exceeded 0.80 (Elliott et al., 2010), and the Arabic version had a 

Cronbach’s alpha of 0.516 – 0.851 (Dockins et al., 2015). The survey instrument had 

three sections: the first section consisted of structured, close-ended questions which 

were organized into seven key topics: Nurse Communication, Doctor Communication, 
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Responsiveness, Pain Management, Communication about Medication, Quality of 

Services and Overall Quality. The second section was an open-ended question for 

general comments, and the third section contained demographic questions, which were 

different from the original ones (as most original demographic questions did not suit 

the context in Kuwait).  Each question in the questionnaire is scored on a 4-point Likert 

scale.  

5.5.1.2.2 Outpatient Surveys 

These questionnaires were administered to patients in the outpatient clinics’ waiting 

areas. 

An outpatient satisfaction survey, which has been validated in developing countries 

(Haran et al., 2008) was used in this study. It has been modified to fit the local context 

and some questions have been added to it (see appendix 5.3).  

The survey was composed of three sections: the first section consisted of structured, 

close-ended questions that measured patients’ satisfaction with the provided services 

during their outpatient visit. These questions were organized into six key topics: 

Doctor-Patient Relationship, Waiting Time, Tests and Treatments, Staff Attitude, 

Physical Surroundings, and Quality of Care. The second section was an open-ended 

question for general comments by participants, and the third section contained 

demographic questions that documented personal background information of the 

participants; e.g. gender and age. More than one rating scale was used in this survey 

(0-1, 1-3, 1-4). 

5.5.2 Qualitative Data Collection 

5.5.2.1 Staff Interviews 

In September 2012 semi-structured interviews were done with quality officers at each 

hospital (N=4; they were physicians but not practicing as such in the hospitals). These 

interviews were conducted by the researcher, lasted for nearly one hour and were done 

with an interview schedule (appendix 5.6) in the quality officers’ offices. The 

interviews were tape recorded with the permission of the interviewee, and transcripts 

were produced using Microsoft Word. 
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5.5.2.2 Staff FGDs 

FGDs were undertaken with two accreditation teams at each hospital in October-

November 2012. Since each hospital has a number of accreditation teams, the selection 

of teams to be involved was done in consultation with the quality officer. The FGD 

meetings were held in a meeting room at the hospital and a topic guide (appendix 5.7) 

directed the discussions, which lasted about 1-1.5 hours. The discussion and comments 

at the FGDs were tape recorded and transcribed into a text file in Microsoft Word. 

5.5.2.3 Patient FGDs 

FGDs were undertaken with two groups of patients, one in-patient group and one 

outpatient group, at each hospital in May-June 2012. For the in-patient FGDs, the 

selection of the patients was done in consultation with the patients’ doctor. Doctors 

identified around 15 possible patients for the FGDs from which the researcher selected 

6-12 participants. For the outpatient FGDs, most patients refused to stay after their 

doctor’s visit to participate in the FGD, so the researcher interviewed in-patients who 

visited the outpatient clinics in the last two weeks and asked them about that 

experience. Each FGD was single sex and lasted around one and half hours. It was 

difficult to include non-Arabic speakers in these groups. Both in-patient and outpatient 

meetings took place in the ward meeting room. Discussions were guided by a topic 

guide (appendix 5.8) and were tape recorded and transcribed into a text file in 

Microsoft Word.  

5.6 Activities in Preparation for Data Collection 

Prior to starting the process of data collection, a formal approval was obtained from 

the University of Liverpool (including the ethics approval) and from the Ministry of 

Health in Kuwait.  

This was followed by issuing an official permission letter from the Research Higher 

Committee to inform the participating hospitals about the research. An information 

sheet about the study was included with the formal letter, and it was distributed to the 

general directors of the selected hospitals before starting any activities.  

Then the pilot study was carried out, which will be further explained in the next 

subsection. 
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Next, the researcher conducted a presentation at each of the participating hospitals to 

explain the study objectives, encourage participation and overcome resistance. 

Questions were invited at the end of each presentation, and points of clarification were 

given. The most important issue raised was whether this study belongs to MOH or was 

it for research purpose only. Participants were assured that this research was 

independent of the MOH and all information given will be used for research purposes 

only. 

5.6.1 Pilot study 

A pilot study was conducted prior to starting the research field work. This was done in 

a different hospital from the selected hospitals for the study. Pilot studies are an 

important element of a good study design, and it increase the likelihood of success in 

the main study. Pilot studies are conducted for a number of reasons, which includes 

designing a research protocol, developing and evaluating adequacy of research 

instruments, and assessing the feasibility of a full-scale study (Van Teijlingen & 

Hundley, 2002). In this research, the purpose of the pilot study was to test the data 

collection tools before using them in the main research, which helped in modifying 

these instruments. It also examined the validity and reliability of the instruments, the 

clarity of the questions, as well as the logical sequences of discussed ideas. The pilot 

study also tested the data collection methods and settings, which resulted in some 

modifications. Examples are provided below. 

For the qualitative part of the research, piloting included interviewing one quality 

officer and conducting one FGD with staff and another with patients, although piloting 

qualitative approaches is not necessary (Van Teijlingen & Hundley, 2002). For the 

quantitative part, 20 questionnaires were distributed to health care professionals to 

pilot test the staff questionnaire. Another 20 questionnaires were distributed to both 

in-patients and outpatients to pilot test the appropriate surveys and necessary changes 

were made.  

Examples of changes that resulted from the pilot study are: 

1- Modification of in-patient survey by adding a question about the quality of 

food and omitting discharge information questions as the survey was 

conducted in hospital and before discharge. 
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2- Modification of outpatient survey by adding a couple of questions about 

hospital car park and about laboratory and x-ray departments. 

3- Changing the FGDs’ setting: the pilot study identified that outpatients will not 

stay behind to conduct FGDs. To solve this problem, in-patients who visited 

outpatient clinics within two weeks prior to their hospital admission were 

interviewed and were asked about their experience there. 

4- Changing one of the participating hospitals: the pilot study resulted in changing 

one of the originally selected BIA hospitals, as staff members were not very 

helpful and cooperative in providing the researcher with necessary 

information.  

To avoid contamination, results of this pilot phase will not be included in the research 

results. 

5.7 Data Management and Analysis  

The collected data consisted of qualitative and quantitative data. 

5.7.1 Quantitative Data 

The quantitative data collected in this research included staff and patients’ 

questionnaires, which in turn was divided into in-patient and outpatient questionnaires. 

The collected data was coded and entered into separate Excel spreadsheets, then 

imported into SPSS statistical analysis software package. Changes in health care 

quality perspectives among staff at baseline and follow-up were assessed using 

appropriate dependent and independent samples significance tests (scores were tested 

for normality, and were considered normally distributed, see appendix 6.1).  

Changes in perspectives among patients were assessed using appropriate independent 

samples significance tests (scores were tested for normality, and were considered not 

normally distributed for both in-patients, see appendix 7.1, and outpatients, see 

appendix 7.4). 

In all analyses, a p-value less than .05 was considered significant, acknowledging the 

fact that this means we stand a 5% chance of making a type I error i.e. whilst there is 

evidence that there is statistically significant association in the study, there may not be 

in the population from which the sample was drawn.  
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5.7.2 Qualitative Data 

Semi-structured interviews and focus group discussions are types of qualitative 

methods. Both types of interviews were tape recorded after getting the permission of 

the interviewees. Notes about main ideas and participants’ responses were taken by 

the interviewer. All interviews were transcribed and summarized. These qualitative 

data were analysed using the framework approach, being the most suitable approach 

to analyse my data (which I was trained on with a specialist). Framework is “an 

analytical process which involves a number of distinct though highly interconnected 

stages” (Bryman & Burgess, 1994, p.177). The strength of this approach is that it 

follows a well-defined procedure, which makes it possible to reconsider and rework 

ideas precisely, as the analytical process is available and accessible (Bryman & 

Burgess, 1994).  

The five key stages involved in the framework approach are:  

1) Familiarization: immersion in the data by listening to recorded tapes, reading 

transcripts, and examining observational notes (Bowling, 2009; Bryman & 

Burgess, 1994; Srivastava & Thomson, 2009). During this stage, the researcher 

obtained a detailed overview of the material by listening to and reading through 

the data, and listed key ideas and recurrent themes. 

2) Identifying a thematic framework: the researcher sat up a thematic framework 

by drawing on themes identified in the topic guide, emergent themes from 

respondents, and analytical themes emerging from the analysis of recurrent 

views and experiences. As Srivastava & Thomson (2009) documented “the key 

issues, concepts and themes that have been expressed by the participants now 

form the basis of a thematic framework that can be used to filter and classify 

the data” (p.76). 

3)  Indexing: is “the process whereby the thematic framework or index is 

systematically applied to the data in its textual form” (Bryman & Burgess, 

1994, p.180). The researcher read the whole data and applied the thematic 

framework systematically by indexing each section of the transcript. Each 

passage contained a number of different themes which were referenced, and 

this highlighted patterns of connection within the data.  
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4) Charting: is rearranging the data according to the identified themes (Bowling, 

2009, p.417). The researcher moved the data from its original context and 

rearranged it according to the appropriate themes; charts were drawn up for 

each subject area; entries were made on each chart from different respondents; 

and possible quotations were identified at this stage.  

5) Mapping & interpretation: this involved searching for structure, aggregating 

patterns, and synthesising the findings (Bowling, 2009, p.417). After having 

all the data charted according to the main themes, the researcher started to link 

key characteristics of the data and to explain and interpret the whole data set. 

In the final analytical version, some interviewees’ sentences were quoted to 

state clearly some ideas. 

5.8 Data Quality Assurance 

Several measures were used in this study to ensure the quality of the data collection 

and analysis processes in order to maximise the reliability and validity of both 

quantitative and qualitative data.  

1- Reliability is “the reproducibility and consistency of the instrument” (Bowling, 

2009, p.162), while Validity is “an assessment of whether an instrument 

measures what it aims to measure” (Bowling, 2009, p.166). Establishing the 

reliability of the quantitative method is rather straightforward using statistical 

techniques (Cronbach Alpha was used in this study, see the Discussion chapter, 

Section 8.1.1.1), while determining the reliability of the qualitative data can be 

more difficult due to the unique nature of these data. However, respondent 

validation, triangulation, and transparency of qualitative data are presented in 

the Discussion chapter, Section 8.1.1.2. 

2- Consents were taken from respondents to confirm their agreement on 

participating in the study, and respondents were given assurance about ethical 

principles, such as anonymity and confidentiality at all study stages.  

3- A research team administered patient questionnaires through face to face 

interviews. Because interviews are time consuming, the researcher formed a 

research team, which consisted of the researcher and three assistants (two 

males and a female). Members of the research team were final year university 

students who have undertaken a course in quality management. They were all 
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bilingual, speaking both Arabic and English languages, and they were trained 

by the researcher on how to conduct patient surveys. 

4- For quantitative data, 10% of data entries were double checked to assure 

quality of analysed data. The error rate was 0% indicating that data entry was 

of good quality. 

5- All tape recorded qualitative data were transcribed by the researcher, which 

helped in having a good overview of the collected data and hence facilitated 

the analysis process.  

5.9 Strategy for Data Analysis to Address Each of the Study 

Objectives 

For all different types of quantitative analysis, the significant level was α < 0.05 

5.9.1 Objective one: To appraise the implementation process of the 

accreditation program in the study hospitals, identifying the enablers and 

barriers. 

Data analysis plan: Tabulation of the steps in the accreditation process between 

Accreditation Canada and the process in Kuwait hospitals. Qualitative analysis of the 

Kuwait accreditation implementation by analysing staff FGDs and interviews to 

comment on the steps of implementation and identify enablers and barriers. 

5.9.2 Objective two: To examine the impact of accreditation on Baldrige 

dimensions (MBNQA dimensions). 

Data analysis plan: Comparison of MBNQA dimensions between BIA and LIA 

hospitals at baseline using independent sample t-test. Comparison of MBNQA 

dimensions at LIA hospitals from baseline to follow-up using dependent sample t-test 

(that is from “before accreditation” to “after accreditation implementation”). 

Comparison of MBNQA dimensions between BIA baseline scores and LIA follow-up 

scores using independent sample t-test (How far did the LIA hospitals catch up to the 

BIA hospitals once they became at a similar stage of accreditation implementation?). 

Chi-square test was also used to examine the associations between different staff 

characteristics. 
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5.9.3 Objective three: To assess the impact of hospital accreditation on staff 

perceptions of quality. 

Data analysis plan: Comparison of staff perceptions of quality between BIA and LIA 

hospitals at baseline using independent sample t-test. Comparison of staff perceptions 

of quality between BIA and LIA hospitals at follow-up using independent sample t-

test (Did staff perceptions of quality at LIA hospitals catch up with that at BIA 

hospitals after implementing accreditation?). Comparison of staff perceptions of 

quality at LIA hospitals from baseline to follow-up using dependent sample t-test (that 

is from “before accreditation” to “after accreditation implementation”). 

5.9.4 Objective four: To assess the impact of hospital accreditation on patient 

perceptions of quality. 

Data analysis plan: Comparison of in-patient perceptions of quality between BIA 

and LIA hospitals at baseline. Comparison of in-patient perceptions of quality 

between BIA and LIA hospitals at follow-up. Comparison of outpatient perceptions 

of quality between BIA and LIA hospitals at baseline. Comparison of outpatient 

perceptions of quality between BIA and LIA hospitals at follow-up. Comparison of 

in-patient and outpatient perceptions of quality for LIA hospitals between baseline 

and follow-up (Did patient perceptions of quality improve after implementing 

accreditation?). All these comparisons used Mann-Whitney U test. Qualitative analysis 

of patient FGDs with triangulation of the results of qualitative and quantitative patient 

data. Chi-Square test, Mann-Whitney U test t-test and ANOVA test were used to 

compare patient characteristics between BIA and LIA hospitals at baseline and at 

follow-up. 

5.9.5 Objective five: To assess whether MBNQA dimensions are associated with 

staff and patient perceptions of quality. 

Data analysis plan: Regression analysis of staff perceptions of quality against 

MBNQA dimensions at baseline, using both un-adjusted and adjusted (for staff 

characteristics) models. Correlation between MBNQA dimensions and overall in-

patient and outpatient quality at baseline using scatter plots. 
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5.9.6 Objective six: To provide recommendations on enhancing quality of 

hospital services on the basis of the study findings. 

This objective will be addressed in the conclusions and recommendations chapter 

(chapter nine). 

In summary, the current chapter describes the assessment tools that have been used to 

evaluate quality improvement level, including the MBNQA framework. It also 

describes the samples and the different methods (qualitative and quantitative) used for 

data collection. Steps of data collection and analysis have also been addressed.  

Finally, data quality assurance measures and data analysis strategies have been 

reflected upon. Having addressed the methodological considerations for this study, the 

following chapters progress to presenting the results of data analysis. Results will be 

divided into two chapters addressing different objectives; chapter six addresses the 

implementation of the accreditation process and staff perceptions of quality, while 

chapter seven presents patient perceptions of quality.  

All analyses were performed using SPSS (version 22.0) (IBM Corp., Released 2013). 
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6- Results I 

Analyses of Staff Focus Group Discussions, Interviews 

and Questionnaires 

 

6.0 Overview of the Chapter 

Results of the current study are presented in two separate chapters, distinguishing 

between data collected from staff and patients. This chapter is concerned with 

analysing data from staff FGDs, interviews and questionnaires. It presents findings 

related to research objectives one to three, and part of objective five. It is divided into 

six sections and a number of subsections. 

Box 6.1 Organization of chapter six 

 

6.1 Composition of Staff Samples for the Various Data Collection 

6.1.1 Composition of Staff FGDs 

The composition of the achieved samples for the staff FGDs was as intended (section 

5.4.5 in the methodology chapter). Eight FGD were conducted with staff who 

implemented accreditation (accreditation team members) in this study, two from each 

hospital. Each focus group consisted of 6-10 members. Teams from different 

categories (clinical care teams, clinical support service teams and non-clinical teams) 

were invited to participate to ensure diversity in staff views regarding the 

implementation of accreditation in Kuwait’s public hospitals. 

6.1 Composition of staff samples for the various data collection. 

6.2 Presents qualitative findings that appraise the implementation of accreditation 

in order to meet the first study objective. 

6.3 Presents quantitative findings that examine the impact of accreditation on 

MBNQA dimensions in order to meet the second study objective. 

6.4 Presents quantitative findings that assess the impact of accreditation on staff 

perceptions of quality in order to meet the third objective. 

6.5 Considers the first part of objective five that is concerned with the association 

of MBNQA dimensions with staff perceptions of quality. 

6.6 Summaries the key findings. 
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6.1.2 Composition of Staff Interviews 

Semi-structured interviews were conducted with the quality officers at each of the 

participating hospitals. Since each hospital had one quality officer, four interviews 

were conducted to appraise the implementation of accreditation in Kuwait’s public 

hospitals (section 5.4.6 in the methodology chapter). 

6.1.3 Samples of the Staff Survey 

6.1.3.1 Analysis of Staff Characteristics 

Table 6.1 Descriptive Statistics on the staff sample 

 

Staff 

characteristics  
Overall 

sample 

[N (%)] 

BIA sample 

[N (%)] 

LIA sample    

[N (%)] 

Gender     

 Female 373 (65) 193 (63) 180 (67) 

 Male 201 (35) 113 (37) 88 (33) 

Age group     

 ≤ 30 years old 117 (20.3)  67 (22) 50 (19) 

 31 to 49 years old 370 (64.5) 188 (61) 182 (68) 

 ≥  50 years old 87 (15.2) 51 (17) 36 (13) 

Occupational 

Categories 
    

 Manager 14 (2.4) 7 (2) 7 (2.6) 

 Physician 110 (19.2) 52 (17) 58 (21.6) 

 Nurse 301 (52.4) 168 (55) 133 (49.6) 

 Technician 105 (18.3) 55 (18) 50 (18.7) 

 Pharmacists 44 (7.7) 24 (8) 20 (7.5) 

 Involvement in 

the accreditation 

process 

    

    

 Directly involved 107 (18.6) 49 (16) 58 (22) 

 Not involved 467 (81.4) 257 (84) 210 (78) 

Previous 

experience with 

accreditation 

    

    

 Yes 155 (27) 96 (31) 59 (22) 

 No 419 (73) 210 (69) 209 (78) 

Number of staff 

across Hospitals  
    

 Hospital 1 

306 (53) 

210 (68.6) 
 

 Hospital 2 96 (31.4) 
 

 Hospital 3 
268 (47) 

 192 (71.6) 

 Hospital 4   76 (28.4) 
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As observed in table 6.1, the overall study sample is consistent with the male: female 

ratio (1:1.5) (MOH, 2009) of staff working in the medical field in Kuwait, which is 

attributed to the high percentage of female nurses.  

For the age groups, categorization was based on the study objectives; to compare the 

perceptions of younger versus middle age versus older age staff groups.  

Most participants in the sample study are within the 31 to 49 years old age group 

category. Comparing this sample with the total force working in the health sector in 

Kuwait (The Public Authority for Civil Information, 2013), the sample is 

representative of the population as about 63% of the health work force belong to the 

31 to 49 years old age group (64.5% in this study). The ≤ 30 years old age group 

comprise 19.5% of the total health work force, which is consistent with their 

percentage in this study. The ≥ 50 years old age group in this study comprise 15% of 

the study population, which is not far from their percentage in the total health work 

force (17.5%).  

Looking at the occupational category of participants, the study participants are a 

representative sample as it is consistent with the general distribution of staff working 

in the medical field in Kuwait (MOH, 2009). Physicians represent 19.5% (19.2% in 

this study) and nurses represent 49.5% (52.4% in this study) of the total percentage of 

health care professionals in all public hospitals in the country.  

More than 80% of participants are not involved directly in the accreditation process, 

and more than 70% do not have previous experience with accreditation. Finally, 53% 

of participants come from BIA hospitals, while 47% come from LIA hospitals.  

No substantial differences were noticed between BIA and LIA hospital staff samples. 

Box 6.2 Staff sample achieved for staff questionnaire 

 

 

 Samples achieved were more or less in line with what 

was intended in methodology (section 5.4.2). For 

pharmacists, because their number was small, all 

pharmacists from hospital 2 and hospital 4 were 

included in the staff questionnaire. 

 No substantial differences were found between BIA 

and LIA hospitals in the achieved samples (table 6.1). 
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6.1.3.2 Associations between Staff Characteristics 

6.1.3.2.1 Associations between Occupational Categories and Being Directly 

Involved in Accreditation 

Table 6.2 shows that the occupational category that was mostly involved in the 

accreditation process is managers with 50% of them being involved, while nurses were 

substantially underrepresented as an occupational category being involved in 

accreditation, as only 9% of them were directly involved in the process, although they 

represent the largest number of participants in the study sample. 

Table 6.2 Cross tabulation between occupational category and involvement in the accreditation 

process 

 

Variable 
Number 

examined 

Number 

involved (%) 

Occupational Category 

Manager  14  7 (50) 

Physician 110 34 (30.9) 

Nurse 301 27 (9) 

Technician 105 28 (26.7) 

Pharmacists 44  11 (25) 

Chi-square = 44.188, p-value = 0.0001 

 

6.1.3.2.2 Associations between Occupational Categories and Having 

Previous Experience with Accreditation 

Table 6.3 shows that managers are more likely to have previous experience with 

accreditation than any other staff category, indicating that managers are generally more 

involved in the different accreditation programs. Staff who were previously involved 

in the accreditation process (whether locally in the private sector or abroad) are 

expected to have good knowledge about the accreditation process. 
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Table 6.3 Cross tabulation between occupational category and previous experience with accreditation  

 

Variable 
Number 

examined 

Number with 

experience 

(%) 

Occupational Category 

Manager  14  9 (64.3) 

Physician 110 28 (25.5) 

Nurse 301 78 (25.9) 

Technician 105 31 (29.5) 

Pharmacists 44  9 (20.5) 

Chi-square = 11.483, p-value = 0.022 

 

6.1.3.2.3 Associations between Staff with Previous Experience in 

Accreditation and Being Directly Involved in Accreditation 

Table 6.4 indicates that staff with previous experience of accreditation are twice as 

likely to be directly involved with the current accreditation program.  

Table 6.4 Cross tabulation between previous experience with accreditation and direct involvement in 

the accreditation process 

 

Variable 
Number 

examined 

Number 

involved (%) 

Previous experience 

with accreditation  

Yes  155  46 (29.7) 

No 419 61 (14.6) 

Chi-square = 17.053, p-value = 0.0001 

 

6.2 Research Objective One: To appraise the implementation process of 

the accreditation program in the study hospitals, identifying the enablers and 

barriers. 

This objective essentially answers the following questions: 

6.2.1 Did the steps of accreditation implementation in Kuwait follow the steps 

of implementation in Accreditation Canada? In addition, did implementation of 

accreditation follow the same steps in BIA and LIA hospitals? 

According to the Canadian model of accreditation, which is the base for the 

accreditation program in Kuwait, the steps of implementation of accreditation are: 
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Box 6.3 Steps of implementing accreditation according to Accreditation Canada [adapted from 

Accreditation Canada International site, 2009] 

           

According to Accreditation Canada, the first step in the accreditation process is 

readiness assessment (box 6.3). This is a situational analysis that determines the 

organizational readiness to proceed through the accreditation process, and is usually 

done when the HCO first join the program. This was not done in Kuwait, as the 

preliminary phase of developing the accreditation program in Kuwait served as a 

situational analysis for all hospitals (see study context chapter, section 4.3.1). Also 

because of the compulsory nature of accreditation in Kuwait, all public hospitals had 

to participate in the program when it was introduced (whether ready or not). Since BIA 

hospitals were more ready to progress in accreditation than all other hospitals as they 

participated in the pilot phase of developing the national accreditation program, the 

final accreditation survey was conducted first in these hospitals. 

Analysis of staff FGDs and interviews (all the comments expressed here are comments 

raised by interviewed staff) showed that the accreditation program was implemented 

in Kuwait through two phases: 

The Pilot Phase: three hospitals participated in this phase (of which two are included 

in this study). The pilot phase started in 2009, which was based on Accreditation 

Canada International standards. The three pilot hospitals applied these standards, and 

at the end of the pilot phase, they were surveyed and given recommendations (but not 

1- Readiness assessment: this is a situational analysis that determines the 

organizational readiness to proceed through the accreditation process.  

2- Education: providing training on accreditation focusing on quality 

improvement and patient safety. 

3- Self-assessment: the organization assesses its own activities against the 

accreditation standards, collects indicators and receives its quality 

performance roadmap. 

4- Mock survey: this is optional, in which surveyors conduct survey 

activities to prepare the organization for the accreditation survey. 

5- On-site survey: surveyors evaluate the HCO’s compliance with 

accreditation standards using multiple methods.  

6- Final report: following the survey, the organization receives a 

comprehensive report and an accreditation award. 

7- On-going quality improvement: the organization is required to submit 

performance indicator data and follow up evidence on implementing 

corrective actions according to recommendations from the final report. 
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scores or accreditation decisions at that point). Based on this experience, the standards 

were modified to better suit the health care system in Kuwait, and the national 

accreditation standards emerged. 

The National Program Phase: by the beginning of 2011, the national accreditation 

standards were distributed to all public hospitals (including the pilot hospitals) in the 

country for implementation. These standards were customized from the Canadian 

standards to suit the health care system in Kuwait. 

The actual steps of implementing accreditation in Kuwait included: 

6.2.1.1 Preparations 

All hospitals did some preparations prior to introducing the national accreditation 

program. This was minimal in hospitals newly introduced to the program (LIA), while 

pilot hospitals (BIA) had better preparation, of which most were based on 

recommendations from the previous pilot survey.  

One of the BIA hospitals applied changes to some of its facilities to meet the standards 

e.g. they changed the location of the pharmacy, had a separate and secured narcotic 

room and brought new equipment. Another department modified the patient reception 

area in order to provide an easy access for patients to the department. The other BIA 

hospital improved its safety measurement and awareness. Both BIA hospitals 

improved their knowledge and awareness about quality in general and accreditation 

specifically. 

‘We improved our safety measurement, orientation and education e.g. we fixed a 

shower and a new fire alarm in the laboratory. Fire extinguish was available but we 

were not sure when and how to use it, but after training, we now know how to use it 

properly. Hand wash technique and disaster management improved’ (BIA hospital, 

clinical support service team member). 

For LIA hospitals, preparations were more basic, e.g. appointing full-time quality 

officer at each hospital to manage the accreditation process.  

‘MOH appointed a permanent (full time) quality officer to our hospital at the time of 

preparation for introducing the program. Prior to that, one quality officer was 

responsible for two hospitals’ (LIA hospital, non-clinical support service team 

member). 
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6.2.1.2 Education 

A major early step in implementing accreditation was education. All interviewed staff 

from different hospitals said that some educational activities were provided to them 

prior to and throughout the implementation of accreditation. When the program was 

first introduced, few general lectures were given by the quality directorate to all 

hospitals’ staff to introduce them to the new concept of accreditation. Further training 

was provided for staff working on the program by organizing a number of lectures and 

workshops by the quality directorate. These workshops were about accreditation and 

its related issues e.g. standards, indicators, policies and procedures. 

6.2.1.3 Self-Assessment 

Hospitals were notified by the quality directorate about the MOH desire to start 

implementing the national accreditation program in all public hospitals. Every 

department in each hospital received a hard copy and a soft copy of the accreditation 

manual that includes the standards. 

6.2.1.3.1 Self-Assessment Teams 

All participants stated that the first practical step in implementing accreditation was 

creating self-assessment teams. These were multi-disciplinary teams responsible for 

implementing the standards in their departments. Heads of departments usually choose 

the team leader, and together they choose the team members. Teams had 7 to 13 

members. At the same time, program coordinators were selected in which each hospital 

had three coordinators. They coordinated the work between the different teams in the 

hospital and with MOH, through its quality directorate. 

Teams started meeting. Initially their meetings were not very frequent and regular, but 

with time, team members organized themselves and met more frequently. Most teams 

used to meet every 2 to 3 weeks, but when they came close to the final survey, they 

started meeting on weekly basis. In the meetings, team members read and discussed 

all the accreditation standards in order to find out which ones exist in their departments 

and which ones are deficient, identifying their strengths and areas for improvement. 

They also tried to explain the new words they came across in the accreditation manual, 

and discussed the self-assessment template. 
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The responsibility of reviewing the standards was divided between team members for 

initial assessment. Each team was divided into sub-teams, which have one or more 

members, depending on the size of the team and the standards they are reviewing. Each 

sub-team reviewed one standard, assessed its different aspects, looked at the existing 

or deficient parts of the standard and tried to come out with an action plan for 

improvement. Then all team members got together and discussed all the standards one 

by one. At the end, they agreed on a plan of action for the deficient standards and 

collected evidence about the standards that already exist. 

‘Standards were divided between team members and each member was responsible to 

review one standard and outline the weaknesses or deficiencies by identifying parts of 

the standards that are not implemented in our department’ (LIA hospitals, patient care 

team member). 

6.2.1.3.2 Baseline Self-Assessment 

This was followed by filling the baseline self-assessment. In some teams, all members 

got together and filled the whole assessment together based on their previous review 

of standards. In other teams, each sub-team filled one part of the self-assessment that 

is related to the standard they reviewed and provided documents to support their 

opinion, and then all team members got together and discussed the whole assessment. 

The self-assessment was done at the beginning of the accreditation process, before 

implementing any changes. This is to ensure that the organization had enough time to 

address issues identified in the self-assessment, as each criterion and standard was 

given a rate.  

A couple of teams revised their baseline self-assessment with their quality officers and 

applied some changes to their initial assessment.  Another team consulted one of their 

local (in-hospital) surveyors, and based on her advice few changes were made to the 

self-assessment form.  

6.2.1.3.3 Development of Action Plan 

After filling the self-assessment, team members developed an action plan within a time 

frame to work on areas for improvement, and try to implement changes to meet as 

many standards as possible, before reaching the final survey. 
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Self-assessment teams started then to implement changes in their departments to meet 

accreditation standards. Usually team members search on how to implement changes 

by looking at other hospitals’ experiences, and choose what is applicable in their 

department. Head of the concerned department should be notified about any proposed 

changes, and if an organizational wide change is required then hospital administration 

should approve it.  If the change is major and needs higher level of approval, then the 

message is passed to the MOH through the leadership team (because many issues are 

centralized in MOH), and changes will depend on their approval.  

One of the interviewed teams gave an example of a change that was done in their 

department to meet an accreditation standard. The patient admission standard has a 

criterion about patient orientation on admission. To meet this standard, they developed 

a patient guide booklet that contains all the necessary information for the admitted 

patient. This booklet was under publication when the FGD was conducted.  

‘The idea of this booklet came from the accreditation standards. We were asked to give 

the admitted patient an orientation about the hospital and its services. This booklet is 

a guide that stays with the patient and he can read it at his own time’ (BIA hospital, 

patient care team member). 

6.2.1.3.4 Development of Policies and Procedures 

All interviewed staff mentioned that in order to implement some of the standards, 

many policies and procedures had to be developed in all departments. 

‘At the meantime, accreditation is focusing on the whole service provided to patients, 

from admission to discharge, including quality criteria. The clinical aspect is included 

in establishing policies, procedures and clinical guidelines’ (LIA hospital, quality 

officer). 

Each team in the hospital sets a number of policies and procedures related to its role. 

Some of these policies are generalized to all hospital departments in order to 

standardize the work and improve the services provided to patients e.g. admission or 

discharge policy. Other policies might be specific to one department e.g. endoscopy 

policy specific to gastroenterology department.  

Some policies existed before accreditation, but needed to be modified according to the 

newly introduced protocol for policies and procedures. Others needed to be developed 
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based on international policies. Writing policies and procedures was again done by the 

self-assessment teams in most hospitals, but a couple of teams mentioned that 

departmental staff (other than self-assessment teams) participated in writing the 

policies. 

‘With the new accreditation program, we started re-writing our policies in a more 

organized and detailed way. The new policies were a mixture of the old policies and 

policies from the internet and information from our books. We modified them to suit 

our situation’ (BIA hospital, clinical support service team member). 

Once the new policy is written and discussed with team members, it gets the approval 

from the concerned head of department. If the policy involves other departments then 

it will be discussed with their teams and get the approval from their heads of 

departments. If it is a hospital wide policy, then hospital director’s approval become 

necessary. The policy will be disseminated to all the concerned staff through a circular, 

followed by improving staff awareness about the new policy through lectures, small 

group seminars, or brochures. Then staff starts implementing the policy and after 

sometime, a follow-up internal audit will be conducted to check compliance and 

correct any deviation from the original policies and procedures. Follow-up is a critical 

part of the implementation process, because people will adhere to the new changes 

once they know that their work is supervised regularly.  

‘Continues monitoring is especially important when you are providing a new service, 

which needs close monitoring and follow up to know the obstacles and try to solve 

them in order to improve the service’ (BIA hospital, patient care team member). 

‘We follow up implementation and watch if staff are implementing the standards and 

policies for the purpose of improving the quality of our services. If we see some 

deviation, we inform the staff that the standard or policy is not implemented correctly, 

and direct them to implement it again correctly’ (LIA hospital, clinical support service 

team member). 

‘In phlebotomy, we wrote the appropriate policy and procedure, taught it to staff, 

asked them to implement it and made an audit to check if all details are applied 

correctly e.g. how they are using the tourniquet, is sterilization done correctly, staff 

are wearing gloves or not, staff are explaining to patients about the procedure or not 

etc.’ (BIA hospital, clinical support service team member). 



150 
 

Each department in every hospital is developing its own policies. These can be unified 

in the future, and similar departments from different hospitals can use the same set of 

policies in order to standardize the care provided to patients all over the country. 

‘I think the quality directorate is going to combine the best policies and procedures 

and create their own bank, which will be secured and approved, having the national 

accreditation rights’ (LIA hospital, Quality officer). 

6.2.1.3.5 Establishment of Committees 

Another step that was required by the accreditation program was establishing a number 

of committees to follow-up the quality improvement efforts in hospitals. Seven main 

committees were established in all the hospitals. These are leadership committee, 

where hospital director meet with representatives from all hospital department (usually 

heads of departments) and listen to their feedback about the program. Accreditation 

committee, which mainly discuss accreditation related issues and problems facing staff 

in the program. Safety and risk management committee, which is responsible for 

improving the safety of the hospital environment, conducting safety walk rounds, 

incident reporting system, and implementing patient safety solutions.  

‘Safety and risk management committee existed before accreditation, but it wasn’t 

active and its job was not organized. Accreditation activated this committee and 

organized its work. The patient safety solutions and incident reports are newly 

introduced by accreditation’ (BIA hospital, quality officer). 

There is also medical record committee, which organizes all aspects related to medical 

records and information management. Other committees include Infection control 

committee, morbidity and mortality committee and utilization committee. 

‘Also our control over resources became better through utilization review e.g. the 

amount of drugs prescribed now is less than the amount that used to be prescribed 

before unnecessarily. All our resources in the hospital are under tight control now. 

This improves our services and save MOH money’ (LIA hospital, quality officer). 

Few other committees were formed later e.g. emergency committee responsible for 

disasters, emergency and evacuation plan, and medical care committee, which 

determines policies and procedures for medical care. 
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6.2.1.3.6 Collecting Indicators 

An important step in the program that was mentioned by all interviewed staff was 

monitoring performance through collecting indicators. Accreditation standards states 

that each department has to monitor its own indicators. So each department collected 

1 to 2 specific baseline performance indicators, analysed them, applied changes to 

improve deficiencies related to the indicator and then re-measured the same indicators 

to see if there were improvements based on their intervention. These indicators can 

show if accreditation standards and related policies are implemented by comparing pre 

and post intervention data. They are also used for benchmarking with international best 

practice. Recently, all hospitals established indicator teams (as recommended by the 

quality directorate) with members from all departments to collect indicators in their 

hospitals. 

‘Patient satisfaction is an example of an indicator. If we find that patients are not 

satisfied with any service e.g. cleanliness of the hospital or food provided, then we 

work on these issues trying to improve them, then we re-measure patient satisfaction 

again’ (BIA hospital, quality officer). 

6.2.1.4 Mock Survey 

This is optional, and only two hospitals (one BIA and one LIA) conducted a mock 

survey (through its local surveyors) prior to the final accreditation survey. This was 

done to see where the hospital stands, give the staff recommendations for improvement 

and enhance their awareness about how the real survey is conducted.  

6.2.1.5 On-Site Survey 

When FGDs were conducted with team members, BIA hospitals have passed through 

their first on-site survey. They believe that they have implemented 80-85% of what is 

required from them, and this percentage could have been better if they did not face 

many obstacles during the implementation phase.  

BIA staff mentioned that during the survey, a team of 6 to 7 surveyors visited their 

hospitals, and the survey activities lasted four days for the specialised hospital and five 

days for the general hospital. Staff noticed that surveyors evaluated their compliance 

to accreditation standards using multiple methods. They felt that the surveyors were 

happy with their overall performance.  
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‘Surveyors’ team assessed our compliance with the standards through reviewing 

written documents (e.g. policies and procedures) and reviewing patients’ medical 

records, interviewing staff and patients, inspecting equipment and direct observation 

of the ongoing activities’ (BIA hospital, patient care team member). 

Although the on-site survey felt like an examination, majority of staff believed that it 

is an important step to assess their compliance with the accreditation standards. 

‘The final survey is like an examination. We work hard for many months to be assessed 

at the end in the survey. Without this examination, people will not work hard enough 

to implement the program as indicated. It is the tool that shows us whether we’re 

working right or wrong’ (BIA hospital, Quality officer). 

So far, both BIA and LIA hospitals followed the same steps in implementing 

accreditation. Because LIA hospitals had not finished a complete cycle yet, their on-

site survey were to be conducted within few months. Staff from LIA hospitals thought 

that they implemented more than 50% of the program. They were following their 

yearly operational plan of which accreditation is a major part, with a timeline for 

achieving different goals. (Quality officers of LIA hospitals briefed me later that the 

on-site survey was conducted in the same way as it was done in BIA hospitals). 

6.2.1.6 Final Report 

The official final accreditation report was received by BIA hospitals six months after 

the on-site survey was conducted. There was some delay in finalizing the reports 

because the information was analysed and reports were produced in Canada, and then 

sent to Kuwait. The report contained the hospitals’ accreditation award (partial 

accreditation with conditions for both BIA hospitals) and recommendations for further 

improvements.  

6.2.1.7 On-Going Quality Improvement 

After conducting the on-site survey and receiving the final report, hospitals were 

required to implement recommendations as advised in their report, and then submit 

evidence of action and performance improvement data. BIA hospitals’ staff mentioned 

that after receiving the final report, they developed an action plan to be implemented 

within six months’ period, to work on the recommendations and prepare a follow-up 

report on corrective actions taken based on the survey recommendations, with proof 
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of actions e.g. documents, indicators. These were send to the higher committee for 

review.  

Staff also mentioned that they would continue working on the program as it is a 

continuous process, and they would collect the required data to show their compliance 

with the changes suggested in the final report. They believed that team members had 

taken accreditation seriously and spent a lot of time and effort trying to complete its 

implementation as indicated, which is worthy to be continued.  

‘Although we finished the final survey, we believe that accreditation is an on-going 

continuous process. We are under a challenge, and we want to improve ourselves for 

the next survey’ (BIA hospital, clinical support service team member). 

In general, results showed that by enlarge steps of implementing accreditation in 

Kuwait and Accreditation Canada were the same, except for not doing a formal 

readiness assessment prior to implementing accreditation in Kuwait (table 6.5). 

Table 6.5 Comparison of the steps of implementing accreditation between Kuwait and Accreditation 

Canada 

Kuwait National 

accreditation program 
Accreditation Canada Comments 

 Readiness assessment 

This was not done in Kuwait 

according to any formal plan 

from Accreditation Canada, as 

it has already been done during 

the preliminary phase of the 

development of the National 

accreditation program (section 

4.3.1). 

Preparations prior to 

implementing accreditation 
 

In Kuwait, some preparations 

were done in the public 

hospitals prior to implementing 

accreditation for the first time. 

Education Education 

Education was similar in 

Kuwait and Canada, but 

probably Kuwait needed more 

intense education to help in 

changing the quality culture 

and implementing 

accreditation adequately. 

Self-assessment Self-assessment This was quite similar 

Mock survey Mock survey This was quite similar 
On-site survey On-site survey This was quite similar 

Final report Final report 
Reports for Kuwait’s first on-

site survey were produced in 

Canada 
On-going quality improvement On-going quality improvement This was quite similar 
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Steps of implementation of accreditation in BIA and LIA hospitals in Kuwait were by 

enlarge the same, except for preparations and date of implementation (table 6.6). 

Table 6.6 Differences in implementing accreditation between BIA and LIA hospitals in Kuwait 

Differences BIA Hospitals LIA Hospitals 

Preparations 

More preparations were done of 

which most were based on 

recommendations from the 

previous pilot survey e.g. changes 

in infrastructure and better quality 

knowledge. 

Minimal preparation e.g. 

appointing full-time quality 

physician in each LIA hospital. 

Date of implementation Actual period of implementation 

started on January 2011.  

Actual period of implementation 

started on April 2012. 

Period of 

Implementation 

15 months to implement the 

standards 

20 months to implement the 

standards  

 

6.2.2 What are the enablers and barriers for implementing accreditation? 

Some of the factors discussed here can be seen as enablers if they are performed well 

and barriers if they are done badly.  

6.2.2.1 Motivation and Participation 

One of the main enablers of accreditation is having the motivation and desire to 

improve the quality of health care services. This motivation should be present at all 

levels, from the government to the staff working in health care organizations, as it can 

affect staff participation in the program. Most staff mentioned that the Kuwaiti 

government added the accreditation program to its plan of action, and quality 

improvement was identified by MOH as one of its top ten priorities. Quality directorate 

and some hospitals’ staff were eager to implement accreditation, as all interviewed 

staff agreed on the importance of accreditation as a quality improvement tool. 

‘Providing good quality of care means that patients are in good hands. Accreditation 

can help in this sense because it uses evidence-based medicine and allows us to change 

and follow international standards’ (BIA hospital, patient care team member). 

On the other hand, most people saw staff resistance and difficulty in changing 

organizational culture as a barrier to implementing accreditation. They felt that it was 

hard for staff to quit old fashion habits and change their current practice. They also 

knew that some staff members don’t even up-date their knowledge in their clinical 

field, so having them participate or even believe in accreditation is very challenging. 
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 ‘They will say we have been practicing for years in that way, and results were good, 

so why to change now!!!’ (BIA hospital, clinical support service team member). 

Staff added that when accreditation was first introduced, very few people were 

convinced about it. This was evident by the amount of resistance expressed at that 

stage and by lack of staff participation in the program. Since then, it was noticed that 

many staff started to change their attitude towards accreditation, especially after they 

were educated about its different aspects and benefits, and their participation in 

implementing accreditation improved, but staff resistance remains a challenge.   

‘Staff attitude is changing as time passes. Staff became more open to ideas, especially 

where there is good education and communication with team members’ (LIA hospital, 

patient care team member). 

6.2.2.2 Leadership 

All staff identified supportive leadership as an important enabler of accreditation. They 

believed that to develop a nation-wide program such as accreditation, strong leadership 

must be present at the level of MOH and HCOs. In hospitals, all interviewed staff 

described leadership as crucial for implementing accreditation, since the attitude of 

senior management reflects on the attitude of the rest of staff towards accreditation.  

Most participants said that their hospital leaders were highly supportive of the program 

because they knew it’s their responsibility to implement it. Without their support, 

obstacles will not be solved and the program will not be implemented.  

‘Most important is the support from our hospital management. They lead quality 

improvement activities, participate in many meetings, encourage staff to improve 

quality of work and try to help with any problems facing us’ (BIA hospital, patient care 

team member). 

Two teams were an exception. The first team members said that although their hospital 

director was very supportive of the program, the heads of departments were not, as 

they were very busy with other responsibilities and did not spend much time on 

accreditation. The other team thought that none of their senior managers were 

supportive of the program. They attributed this attitude to the limited power of hospital 

leaders over major changes required by the program, as most of these changes were 

centrally controlled through MOH. 
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Despite the support provided by hospitals’ senior management, higher authorities in 

MOH were not as supportive, and the program was not a priority for them. All staff 

believed that MOH support for accreditation was essential for its success. They said 

that the MOH initially spent a lot of money to establish the program with Accreditation 

Canada, but when the implementation phase started, staff were left alone. Many 

changes related to accreditation needed approval from the higher authorities in MOH 

in order to apply them in hospitals, but such support was not available.  

‘The culture in Kuwait is that if higher authorities are interested in a program, then it 

will be carried out seriously and all requirements will be provided to support it. If 

hospital staff felt that leaders in MOH and in the hospital are serious about the 

program, then they will put more efforts in implementing it. But this isn’t the situation 

here’ (BIA hospital, clinical support service team member). 

They also believe that many changes have to be executed by the MOH. One example 

is introducing Health Information System, which should happen through the central IT 

department in the ministry.  

‘We felt that MOH throw us in the middle of the sea without teaching us how to swim 

but asked us to save our lives’ (LIA hospital, clinical support service team member). 

All staff said that hospitals’ self-assessment teams wanted to meet as much as possible 

of the accreditation standards. They contacted MOH few times regarding some of the 

centralized issues concerned with the program e.g. job description (as there is a 

standard about it in the accreditation manual), recruitment (to meet international 

staff/patient ratio), or budget (to apply changes according to standards). MOH’s 

response was very slow and they did not appear to be interested in implementing 

accreditation, which is why hospitals’ staff tried to manage the program with whatever 

possible in their hospitals.   

‘We think that because healthcare system in Kuwait is centralized, a lot of problems 

are rising. If we want to ask for any small thing whether staff appointment, equipment 

or even bed sheets, we have to go through a lot of paperwork which takes long time to 

be processed, and usually we don’t get all what we asked for’ (LIA hospital, clinical 

support service team member). 
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6.2.2.3 Education and Training 

All staff agreed that hospitals’ staff in general and those participating in accreditation 

specifically must have good knowledge about the accreditation process to implement 

it properly. Majority of staff said that general educational activities were organized to 

increase staff awareness about accreditation, and training workshops were conducted 

targeting accreditation team members to enhance their understanding of the different 

aspects of accreditation. Excellent international experts from Canada, Egypt and 

Jordan carried out many of these educational activities and training sessions. 

Quality directorate staff also tried to help hospitals’ staff to better implement the 

program, by arranging many educational activities and answering all their queries. 

Most staff thought of their quality officers and quality directorate personnel as a good 

source of information. 

‘We conduct workshops every other Thursday to teach our hospital staff about 

accreditation, increase their awareness about the importance of implementing safety 

measures and improve the quality of our services. We also gave lectures about incident 

reports and indicators to our doctors, nurses and technicians’ (LIA hospital, quality 

officer). 

On the other hand, all staff agreed that education related to accreditation was not 

enough. Actually, teams from BIA hospitals educated themselves during the pilot 

phase as very little education was provided to them at that stage.  

‘The manual and standards were vague and we spent long time teaching ourselves 

because such education was not offered to us’ (BIA hospital, clinical support service 

team member). 

Later on, with the formal introduction of the national program, few lectures for all 

hospitals’ staff and some training for people working on accreditation were arranged, 

but still these were not enough. 

Staff felt that because accreditation is a new program, it brought new terminology and 

new culture to their hospitals, that’s why MOH should have stressed more on education 

and training, as it can improve staff understanding of the program and hence their 

belief in it. 
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‘Many people if not majority of our staff are new to the accreditation process, 

especially that staff come from different schools from around the world, and not all of 

them are familiar with such a system, so more education is required’ (LIA hospitals, 

patient care team member). 

Few people suggested that it would be useful to establish direct contact with 

Accreditation Canada, by having resident Canadian experts in Kuwait, working with 

hospitals’ staff on accreditation, guiding them through the whole process, helping in 

solving their problems, and teaching them some practical issues that are not usually 

found on the internet or in the program manual.  

‘International experts should be involved in our daily activities, as accreditation is a 

continuous process. We face obstacles every day, so we want them to stay with us and 

help in implementing the program at least for the first cycle (not only 1 or 2 visits)’ 

(BIA hospital, patient care team member). 

In general, the quality of the educational activities and training sessions related to 

accreditation was good, but the quantity was inadequate. 

6.2.2.4 Credibility and Applicability 

All interviewed staff believed that the national accreditation standards should reflect 

the local cultural and religious principles, but they should also reflect international 

standards. Staff explained that in Kuwait, the international standards of Accreditation 

Canada were used as the base for the national standards, but were customized to suit 

the local context in order to improve their applicability. This increases the credibility 

of the accreditation program, as an accredited hospital in Kuwait should provide 

equivalent services to any other accredited hospital in the world, since both meet 

standards with similar intent. 

‘I think the idea behind accreditation is to provide a level of standards so there will be 

no major discrepancy between hospitals in providing care, as all hospitals in Kuwait 

will be using unified policies and procedures. So a patient visiting hospital A gets the 

same care as a patient visiting hospital B’ (LIA hospital, patient care team member). 

Despite this, majority of staff noticed that some criteria under certain standards could 

not be applied properly in Kuwait. This is mainly true for standards that require 

infrastructure changes. Staff reported that most hospitals in Kuwait are old, built over 
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25 years ago, when no standards were applied at that time. Now it is very difficult to 

apply some aspects that are related to hospital buildings e.g. enlarging some 

departments or changing ventilation system, as this requires closing the concerned 

departments, which will increase the load on other hospitals. They explained that any 

newly built hospital (or extension to an existing hospital) in Kuwait will follow the 

standards which will help in implementing all the accreditation standards correctly.  

‘We think that the Canadians understand this point and they did face the same situation 

in Canada, but we can’t do anything about it. We are constructing new buildings to 

extend our hospital. All the accreditation standards are met in the newly constructed 

buildings’ (LIA hospital, non-clinical support service team member). 

Staff believed that although accreditation standards were modified in the pilot phase, 

more changes should have been applied to some standards to better suit Kuwait’s 

health system e.g. HR standards. 

Majority of staff also mentioned that the program’s credibility improves with having 

good neutral surveyors, who are able to rate the hospitals free from political or personal 

pressure, and this is present in Kuwait’s surveyors who work in a professional manner.  

6.2.2.5 Impartiality of Oversight 

Majority of staff agreed that an independent agency should be responsible for the 

oversight of the accreditation program, to prevent conflict of interest. In Kuwait, staff 

mentioned that the MOH, who is the main provider of health care in the country, is 

responsible to oversight the program through the higher committee and this might 

cause conflict of interest. To overcome this problem and to provide impartiality to the 

committee’s decisions, members from the faculty of medicine, Kuwait medical 

association and a member from the community with interest in the healthcare field 

were added to representatives of the MOH, as members of the higher committee. Some 

participants mentioned that there is a plan to create an independent body to be 

responsible for the national accreditation program in Kuwait, and this concept was 

discussed and approved by the MOH, but it will need time to be established. 

6.2.2.6 Sustainability and Resources 

A sustainable accreditation program is more powerful than a temporary program. Most 

staff felt that if the program is viable and continuous, they will give it more attention 
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and will try their best to implement its standards. Staff revealed that the MOH has 

spent a lot of time, effort and money to establish the national accreditation program. 

All required resources to sustain the program came from MOH, including funds, 

human resources and educational support. They believed that since the accreditation 

program was considered as part of the Government's program of action, which means 

that it will be followed up by higher authorities (not only MOH), the program will be 

sustainable. 

On the other hand, for the program to be sustainable, resources should be available. In 

Kuwait, and although MOH tried to support the program and provide required 

resources, staff had another opinion.  

Majority of staff mentioned that despite being a rich country, most resources required 

to implement accreditation were not provided. These included: 

6.2.2.6.1 Information Resources  

No internet access was provided to all teams (except one) to search for policies, 

procedures, clinical guidelines and look at other hospitals’ experience in the field of 

accreditation, although one of the accreditation standards states that internet access 

should be provided for staff to obtain information 

Most team members had to either search the net at home or bring their own portable 

internet connections to the hospital.  

‘Internet is a basic service that is available everywhere (restaurants, coffee shops), 

but it is not available in the hospital, although it is necessary to search the web for 

policies and procedures and read updates.’ (LIA hospital, patient care team member). 

Staff also needed computers for data entry, typing reports, and searching the net. 

Although all teams had computers in their departments, most teams said that they had 

to use their own laptops, as hospital computers are old, slow, and not up to date. 

Another important challenge that all staff agreed on was lack of information 

management system in most if not all hospitals. Some hospitals had one or two 

departments with proper information system. These were usually the CCUs and some 

pharmacies, but since they were not connected to the rest of the hospital, their use was 

limited. 
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‘If electronic system is provided to us in the hospital (outpatient department (OPD), 

wards, lab, medical files etc.), our performance will improve greatly, because a lot of 

time and effort is spent on data collection, filling requests, writing in the files etc.’ 

(LIA hospital, patient care team member). 

Staff summarized the information management system problems in Kuwait into two 

main categories:  

1- Unavailability of electronic health information system in the country. This was 

why all the data (mainly for accreditation) were collected manually, which took 

longer time and increased the chances of error. 

2- There were no information management departments in any of the public 

hospitals, as this department is centralized in the MOH. Medical record 

personnel in hospitals tried to help with issues related to information 

management, but they could not do much about it. 

6.2.2.6.2 Human Resources 

Accreditation did not affect human resources much, as mentioned by all staff. They 

added that the quality office teams in all participating hospitals started with one quality 

officer (regardless of the size of the hospital). Later on, one to two nurses were added 

to each team plus a secretary in some hospitals. 

‘Our quality officer used to work in another country, where each officer was 

responsible for 100 beds only, so each hospital will have a number of quality officers 

depending on the size of the hospital’ (LIA hospital, clinical support service team 

member). 

For the different hospital departments, majority of staff said that they are already short 

of staff, mainly the technical departments e.g. pharmacy, diagnostic imaging and 

laboratory. Introducing accreditation increased the burden on the available staff and if 

any staff member leaves the clinical work to spend time on accreditation, then that will 

increase the stress on the rest of their colleagues.  

‘We are already short of staff. Sometimes we have to move a staff member from one 

pharmacy to the other to compensate for such shortage. No extra staff were allocated 

to help with implementing the program.’ (BIA hospital, clinical support service team 

member). 
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Most participants believed that shortage of staff could lead to inaccurate 

implementation of standards and policies, as staff wanted to finish their work quickly 

in order to do other duties without caring for the implementation of accreditation 

standards. So although most policies existed on papers, not all were implemented 

properly due to shortage of staff. Many participants believed that if work force 

increases, time will be available to better implement accreditation.  

Looking at other aspects of human resources, all interviewed staff agreed that 

accreditation did not affect HR much. Job descriptions, staff appointment, resignation, 

budget, salaries and many more were controlled centrally through MOH. That is why 

developing HR teams in the hospitals according to accreditation standards was not 

easy. However, all hospitals created a team and some of them had local attempts to 

improve employee related services in their hospitals e.g. an HR team in one hospital 

tried to document the reasons for staff resignation in order to solve them in the future. 

This was done by providing a survey for all resigning staff member. 

‘It is important to know which staff speciality is leaving most and why, in order to 

overcome the difficulties staff are facing. This is a local effort done by our HR team 

and we hope to get good information out of it.’ (LIA hospital, Quality officer). 

6.2.2.6.3 Financial Resources 

No budget was allocated to implement the accreditation program as mentioned by all 

interviewed staff. Some participants thought that a separate budget should have been 

provided for changes related to accreditation. Others believed that the budget for 

hospitals participating in the program should have been increased to meet the 

requirements of accreditation. All participants agreed that financial resources when 

implementing such a huge program are required for three main reasons: 

1- To make changes to meet accreditation standards (including infrastructural 

changes). 

2- To provide incentives for staff working on the program. 

3- To advertise for the program and increase people’s awareness. 

‘No financial incentive was given to us. This made team members think why should we 

work harder and be under stress, for no incentive in return? No body works for free’ 

(LIA hospital, patient care team member). 
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‘No incentives of any type were given to any staff who participated in the program. As 

a result, some team members left their teams and others had no energy and enthusiasm 

to work on accreditation.’ (BIA hospital, clinical support service team member). 

Staff said that they tried to do their best using whatever resources available to them, 

and they dealt with minor changes (as major changes were left for MOH) associated 

with accreditation (e.g. advertisement) through: 

Hospital director using hospital budget, private companies’ sponsorship, and 

individual staff effort using out of pocket money. 

‘We used to collect money from team members and buy whatever we need to work on 

the program (papers, ink, stickers, sign boards…). Although some of our colleagues 

were against this attitude, we wanted to show our best and reflect our image in a nice 

and attractive way. That is why we were willing to pay from our pockets’ (BIA hospital, 

clinical support service team member). 

6.2.2.7 Stressful Nature of the Process of Accreditation 

All staff stated that accreditation was a stressful process, and implementing it required 

a lot of time and effort as it needed regular meetings, searching for and writing policies 

and procedures, collecting indicators, educating colleague staff, and many more 

activities were involved in accreditation, apart from the staff daily clinical work.  This 

was especially true for two out of the four participating hospitals, as staff mentioned 

that their hospitals are serving growing populations and their wards and clinics are 

overcrowded all the time, so working on accreditation in such an environment becomes 

very stressful.  

Majority of team members had to spend most of their spare time during on-call duties 

or at home working on accreditation, especially prior to the final survey.  

‘We are stealing time from our patients and families to work on accreditation related 

issues’ (LIA hospital, patient care team member). 

‘My son thought that I’m preparing for an exam because I was busy all the time 

reading and searching the net’ (BIA hospital, clinical support service team member). 
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Minority of staff thought that the working day in Kuwait is short compared to most 

developed countries, which reduce the time available for extra-clinical activities like 

accreditation. 

Some staff suggested that team members should be given time based incentive, e.g. to 

be freed once a week from their clinical responsibilities to work on accreditation. 

Others suggested having a separate team for implementing the program, so that they 

could work more effectively as they will have more time and experience in this field.  

6.2.2.8 Improper Program Advertisement 

Nearly half the participants admitted that the accreditation program was not promoted 

well in order to gain people’s support. They noticed that some hospital staff knew 

nothing about accreditation apart from its name, since no information about the 

program was provided before implementing it. Staff believed that before starting such 

a huge program, a good advertisement campaign should have taken place to inform all 

stakeholders about it. 

‘Because the program was not introduced with a good propaganda, many staff didn’t 

even realize the purpose of the program and see it as waste of time, effort and money. 

This is the role of MOH, to advertise well for the program in order to have buy-in from 

staff.’ (LIA hospital, clinical support service team member).  

Staff added that even the public must know about the program. They suggested that 

MOH should have used all the available media options to help informing people about 

accreditation. Such an action would have increased people’s awareness and support 

for the program and hence helped in its implementation.  

‘All medical staff and the society should know about the program by conducting a big 

campaign to advertise for it and get everybody’s support. This was completely missing’ 

(BIA hospital, patient care team member). 
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Box 6.4 Enablers and Barriers for implementing accreditation 

 

All of the above were seen as enablers if they were done well and barriers if they were 

done badly. The two exceptions were the stressful nature of accreditation and improper 

program advertisement, which were the factors that were seen essentially as barriers. 

Therefore, the removal of them (by managing the stress and improving advertisement) 

could easily remove these barriers.  

6.2.3 What are the strengths of the national accreditation program in Kuwait? 

This question was also answered by analyzing staff FGDs and interviews and all 

expressed comments here are raised by interviewed staff. Many new issues were 

established by accreditation, which can lead to improved hospitals performance, and 

are considered as strengths of the program. These include: 

6.2.3.1 Staff Training, Knowledge and Awareness  

Majority of staff admitted that their knowledge about quality in general and 

accreditation specifically improved greatly with the introduction of accreditation 

through a series of lectures and workshops. These workshops were of excellent quality 

and improved staff skills on writing policies, conducting audits, organizing guidelines, 

and collecting indicators.  

Most staff agreed that the operational plan for all departments included a section on 

staff training and awareness. Part of this training was about the accreditation program, 

safety and quality of healthcare, and it targeted all hospital staff. This was done to fulfil 

an accreditation standard that appeared in most service areas and concentrated on 

training staff on measuring and assessing quality improvement and patient safety.  

1- Motivation and participation. 

2- Leadership. 

3- Education and training. 

4- Credibility and applicability. 

5- Impartiality of oversight. 

6- Sustainability and resources. 

7- Stressful nature of the accreditation process. 

8- Improper program advertisement. 
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The other part of staff training was concerned with clinical education, which according 

to staff, improved with introducing accreditation. They explained that accreditation 

requires using up-to date policies, procedures and guidelines, which made continuous 

medical education important to update their clinical knowledge. Accreditation also 

involved on going in service training for staff members. 

‘Educational sessions increased and attendance of medical education programs 

improved with introducing accreditation, whether lectures in the hospital or 

workshops out of the hospital’ (LIA hospital, clinical support team member). 

Some training courses also have been arranged by MOH to meet specific accreditation 

standards, e.g. CPR courses for clinicians and computer training (ICDL) courses for 

appropriate staff. 

‘Staff training improved greatly after starting the accreditation program e.g. CPR 

course has been conducted based on recommendations from the accreditation 

program. We aim that most of our staff will attend it eventually’ (BIA hospital, Quality 

officer). 

6.2.3.2 Communication and Teamwork  

Most staff agreed that accreditation improved communication and cooperation 

between hospital staff as it depends on teamwork. They also noticed that improved 

communication had a positive influence on the services provided to patients. 

‘Before accreditation, we didn’t know many of our colleagues in other departments, 

but now with accreditation, we meet each other, sit and discuss common issues, and 

work together on quality improvement issues’ (LIA hospital, non-clinical support 

service team member). 

Staff pointed out that good communication occurred mainly during team meetings, 

committee meetings (as teams and committees are multi-disciplinary), meetings with 

local surveyors, and when disseminating policies across the hospital or contacting 

different departments about common standards.  

Most staff believed that regular meetings do enhance teamwork, brainstorming and 

exchange of ideas between team members, which can help in finding solutions to 

existing problems. Such meetings also created respect and support between staff 

members, which had a positive impact on the provided services.  
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‘Teamwork was essential to fill the self-assessment, identify our strengths and 

weaknesses and implement changes according to accreditation standards’ (BIA 

hospital, patient care team member). 

Majority of staff agreed that communication between different hospitals improved as 

well with accreditation. Staff from LIA hospitals sought advice from their more 

experienced colleagues in BIA hospitals. This made staff feel that they all share the 

same values and want to improve the quality of health care services across the country.  

‘Now, even cooperation with other hospitals who want to learn from our experience 

has started, which is good’ (BIA hospital, clinical support service team member). 

There was one exception here. One of the LIA hospital’s teams said that although 

accreditation improved communication within the hospital, it did not improve it with  

other hospitals, as they tried to contact staff from a BIA hospital for advice but their 

attempt was not successful. 

‘Papers that were used in pilot hospitals should be sent to us, but this didn’t happen. 

We think that pilot hospitals want us to suffer as much as they did at the beginning of 

their experience with accreditation, in order to learn for ourselves using the hard 

way’. (LIA hospital, patient care team member). 

6.2.3.3 Developing Policies  

Nearly all interviewed staff thought that accreditation organized their work by 

introducing policies and procedures. They found that developing and implementing 

policies was a positive change brought by accreditation.  

‘Now we know that for every day activities, there are policies that we can refer to, see 

where we went wrong and correct our actions’ (LIA hospital, patient care team 

member). 

One of the interviewed staff said that in their hospital, all policies and procedures from 

all departments were collected together in a manual. Once a new policy is developed 

and approved, it was sent to medical records and included in the policy manual. This 

helped staff in finding any policy they needed without difficulties.  
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6.2.3.4 Documentation 

Majority of staff agreed that accreditation improved documentation. They said that 

before introducing accreditation they had a problem with documentation, but this issue 

improved greatly with implementing the program. 

‘Documentation is a major positive effect of accreditation. Now we are documenting 

everything, while before we used to do things but didn’t care to document anything’ 

(LIA hospital, patient care team member). 

Most staff admitted that documentation was very poor in Kuwait’s hospitals, especially 

by doctors who were not used to write full notes in patients’ files, plans of care, request 

forms and operation notes. They noticed that such poor documentation started to 

minimize with accreditation since documentation is part of many of its standards.   

‘Now pharmacies refuse any prescriptions that are not fully filled by doctors. We sent 

such prescriptions back and ask the doctor to complete the order. As time passed, 

doctors started filling their orders in the right way, as they don’t want their 

prescriptions to be sent back to them’ (BIA hospital, clinical support service team 

member). 

‘Before accreditation, we used to have a plan for patient care, but we didn’t care about 

documenting it in the file. Now with introducing accreditation, documenting plan of 

patient care became an essential part of our daily practice’ (LIA hospital, patient care 

team member). 

Staff agreed that proper documentation was their ultimate goal as many mistakes could 

happen if instructions were not written clearly.   

6.2.3.5 Improved Safety  

Hospitals’ safety improved greatly with accreditation. This was the view of all 

participants, who mentioned a number of safety measures that were introduced by 

accreditation: 

6.2.3.5.1 Patient Safety Solutions (required areas) 

These are essential practices that the hospital must have in place to enhance patient 

safety and minimize risk. Twelve required areas were identified in the accreditation 

manual, and compliance with these areas is evaluated by the surveyors during the on-
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site survey visit. Most of these patient safety areas were applicable to different 

services, but few are more specific to certain departments. Most staff agreed that 

protocols and policies for all safety areas have been developed in their hospitals and 

most of these policies are implemented now.  

These policies include ‘Proper hand hygiene’ policy, which was developed in 

collaboration with infection control department. ‘Patient verification’ was also 

established using standardized wristbands and was implemented in all participating 

hospitals. An improved ‘hand-over process’ was also implemented. 

‘Another change that we implemented is the handover process. It used to be verbal 

between doctors. Now it is done in written. This improves safety issues as we clearly 

mention sick patients (their room number, age, gender, case, current state and issues)’ 

(LIA hospital, patient care team member). 

These were part of the patient safety solutions that were introduced by the accreditation 

program, as documented by staff. 

6.2.3.5.2 Incident Reporting System 

All staff said that this system was introduced at the beginning of implementing 

accreditation. They explained that incident report boxes were distributed in all 

hospitals’ departments. Any incident should be documented by filling a special form 

by the concerned staff member, which was dropped in the locked box. The quality 

team later collected these forms and passed them to the incident reporting team (part 

of the safety and risk management committee) who met regularly to discuss these 

reports. They try to identify the problem, discuss solutions, make recommendations 

and prepare action plans. Later on, the implementation of these action plans is checked 

through safety walk rounds. 

More than half the staff had been trained on writing incident reports and a reasonable 

number of reports had been written so far by staff in all participating hospitals.  

‘We improve the quality of our services through incident reporting system. We trained 

nearly 70% of hospital staff on writing such incident reports. Staff started to write 

incident reports and so far we have 14 incident reports in 2012’ (LIA hospital, Quality 

officer ).  
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Staff noticed that as the accreditation program progressed and became more mature, 

incident reporting system improved as well, which helps in enhancing the safety 

culture in hospitals.  

6.2.3.5.3 Safety Walk Rounds  

All participants mentioned that their hospitals have a safety walk round team. These 

teams conduct regular rounds to check for safety issues all around the hospital using 

checklists. This process is similar to an auditing process. They also try to improve staff 

awareness on different safety aspects in their work environment by giving them 

corrective measures once they notice any mistakes during their rounds.    

‘They look at the high risk medication container in the ward; see if everything is in the 

right order. If not then they advise the nurse in charge on how to rearrange 

medications and follow-up after one week to make sure that they stick to the right 

procedure’ (BIA hospital, quality officer). 

6.2.3.6 Monitoring Performance  

Indicators are collected to monitor, measure and improve hospital performance. Staff 

mentioned that collecting indicators in Kuwait was a project that started before 

implementing the accreditation program. This project was carried out by the quality 

directorate (MOH) as a national project. They collected two types of indicators: 

clinical indicators, which are specific to common clinical conditions e.g. Asthma, and 

generic indicators, which are more general indicators e.g. cancelled operation rate, or 

discharge against medical advice. 

‘we refer to the indicators collected by the quality department and try to improve them, 

e.g. if quality department send us a letter that our rate of cancellation of operation is 

high, then we start working on the reasons and correct them to be similar to other 

hospitals. Our rate of cancellation was high (29%), and after dealing with it, we 

succeeded to reduce it to 5%’ (BIA hospital, Quality officer). 

With accreditation, every department was required to collect specific indicators, and 

they could use data from the national indicator project. All participating hospitals 

developed indicator teams, and team members came from different hospital 

departments. These teams were responsible for developing and collecting indicators in 

their departments, based on international indicators collected in similar departments. 
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Collecting specific departmental indicators as requested by accreditation is now done 

by all participating hospitals, although more mature in some hospitals than others.  

Most staff said that collecting indicators helped in monitoring hospital performance. 

They explained that the indicator team collected baseline indicators, then applied 

standards, policies or other changes to improve the services reflected by the collected 

indicator, and later re-measured the same indicator to document if there was any 

improvement in performance. Staff also mentioned that measuring indicators at pre 

and post standards’ implementation periods could provide evidence about proper 

implementation of the accreditation standards.  

Most staff mentioned that after collecting an indicator, they try to improve the 

processes to have better outcomes. Working on structure is usually out of their hands 

and require MOH interference (as it may require infrastructure changes, human 

resources or new equipment). 

‘We collected 2 performance indicators about concentrated electrolytes at 2 

consecutive years. We found positive changes in the indicators from one year to the 

next after implementing the concentrated electrolyte policy’ (BIA hospital, clinical 

support service team member). 

These indicators are also used to compare the hospital practice to best international 

practices. Examples of some of the collected indicators in the participating hospitals 

include: 

‘For obstetrics and gynaecology, we collected the percentage of Caesarean sections 

to all deliveries and compared it to the international percentages. In orthopaedics, we 

collected the percentage of deep vein thrombosis and in internal medicine we collected 

the rate of incidence of transfusion reactions, as a result of blood transfusion’ (LIA 

hospital, Quality officer). 

6.2.3.7 Monitoring Patient Satisfaction  

All staff said that their hospitals started monitoring patient satisfaction as a result of 

introducing accreditation being an important outcome indicator.  

BIA hospitals’ staff noticed improvement in patient satisfaction after implementing 

the program, while LIA hospitals were still analysing their first survey results when 

these interviews were conducted.  
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‘Accreditation is a good tool to increase patient satisfaction. We are carrying a yearly 

patient satisfaction surveys. Since 2011, we started conducting patient satisfaction 

surveys for in-patients and outpatients. The results for the year 2012 were above 

expectations. More than 90% of patients were satisfied with the services they received, 

which was a huge success in the first year of implementing accreditation’ (BIA 

hospital, Quality officer). 

Interviewed staff said that the quality directorate provided all public hospitals with a 

standard patient satisfaction questionnaire, but some departments wanted to add or 

modify few questions and this was approved by the quality directorate and final 

version of the modified survey was sent back to all hospitals to be distributed to 

patients.  

BIA hospitals’ staff mentioned some of the corrective measures that were taken by the 

hospitals to improve patient satisfaction: 

 Limiting the number of patients seen by each doctor in the outpatient clinics to 

30 patients per day. This reduced patient load and waiting times, which gave 

the doctor more time to spend with each patient, hence improved the quality of 

the provided service. 

 Increased the number of doctors working in the casualty, which again reduced 

waiting times there. 

 Introduced multi-disciplinary plan for treating patients with complex cases, so 

that all needed specialists cooperate in managing such cases. This change was 

based on accreditation standards.  

 Introduced triage system for elective surgical cases, so that cases that are more 

urgent are operated first. 

 Improved cleanliness of the hospital.  

6.2.3.8 Developing Strategic and Operational Plans 

Most staff agreed that accreditation encouraged them to develop strategic and yearly 

operational plans for their hospitals. Improving quality of care through achieving 

accreditation was always one of the aims of the strategic plans for all the participating 

hospitals.  
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Initially, developing a strategic plan was seen by most staff as a burden, and 

participating hospitals had to work hard to establish it. Such plans were reviewed every 

3 years. For operational plans, each department established its annual plan based on 

the hospital strategic plan and these were finalized with the assistance of the quality 

officer. This led to the development of the hospital operational plan, which described 

the annual schedule of work. Now staff see these plans as a way of organizing their 

work and establishing clear hospitals’ visions.  

Box 6.5 Strengths of the national accreditation program 

 

 

6.3 Research Objective Two: To examine the impact of accreditation on 

MBNQA dimensions. 

This objective essentially answers the following questions: 

6.3.1 Was there a difference in the MBNQA dimensions between BIA and LIA 

hospitals at baseline? 

Table 6.7 shows that Strategic Quality Planning dimension had the highest overall 

score from the sample with 3.545 out of 5, while Measurement, Analysis, and 

Knowledge dimension had the lowest overall score with 3.10 out of 5. 

 

 

 

Results indicate that implementing accreditation 

in Kuwait brought a number of strengths to 

hospitals performance. These include: 

1- Staff training, knowledge and awareness. 

2- Communication and teamwork. 

3- Developing policies. 

4- Documentation. 

5- Improved safety. 

6- Monitoring performance. 

7- Monitoring patient satisfaction. 

8- Developing strategic and operational plans. 
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Table 6.7 Distribution of the scores of MBNQA dimensions at baseline based on independent sample 

t-test 

                             Hospitals scores 

MBNQA dimensions 

(no of items) 

Overall mean 

(SD) 

Mean (SD) 

BIA 

Hospitals 

Mean (SD) 

LIA 

Hospitals 

p-value 

Leadership (5) 

 
3.490 (.88) 3.896 (.70) 2.9858 (.82) 0.0001 

Strategic Quality Planning (4) 

 
3.545 (.76) 3.819 (.69) 3.2065 (.70) 0.0001 

Customer Focus (5) 

 
3.123 (.92) 3.444 (.94) 2.7154 (.73) 0.0001 

Measurement, Analysis, and 

Knowledge management (5) 

 

3.104 (.87) 3.530 (.75) 2.5676 (.70) 0.0001 

Workforce Focus (10) 

 
3.262 (.74) 3.545 (.67) 2.885 (.64) 0.0001 

Operations Focus (6) 

 
3.438 (.80) 3.794 (.68) 2.9842 (.72) 0.0001 

*This table is extracted from appendix 6.2. 
** Detailed statistical results for all analyses are provided in the appendices 

For BIA hospitals, Leadership dimension scored highest, while Customer Focus 

dimension scored lowest. For LIA hospitals, Strategic Quality Planning dimension had 

the highest score while Measurement, Analysis, and Knowledge dimension had the 

lowest score. 

To compare MBNQA dimensions of BIA vs LIA hospitals at baseline, both t-test and 

Mann Whitney test were applied here for reassurance (though data was considered 

normally distributed (appendix 6.1), where parametric tests are usually used). Results 

of both tests (appendix 6.2) showed a statistically significant difference for all study 

dimensions between hospitals with broad implementation of accreditation (BIA) and 

hospitals with limited implementation of accreditation (LIA). BIA hospitals scored 

higher in all study dimensions than LIA hospitals (See figure 6.1). Detailed results are 

attached in appendix 6.2. 
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Figure 6.1 Comparison of MBNQA dimensions between BIA and LIA hospitals at baseline 

 

*The shading of the hospitals will be consistent throughout the Result chapters. 

6.3.2 Did MBNQA dimensions improve in LIA hospitals after implementing 

accreditation? 

To answer this question, a dependent sample t-test was conducted comparing baseline 

and follow-up scores of LIA hospitals on MBNQA dimensions (see appendix 6.3). 

Results indicate a significant increase from baseline to follow-up for all dimensions. 

Comparison of mean scores is presented in figure 6.2.  

Figure 6.2 Comparison of MBNQA dimensions between baseline and follow-up for LIA hospitals 
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6.3.3 Was there a difference in MBNQA dimensions between BIA hospitals at 

baseline and LIA hospitals at follow-up? 

The situation of BIA hospitals at baseline was similar to the situation of LIA hospitals 

at follow-up. In both cases, staff surveys were conducted few months prior to the final 

accreditation surveys (See figure 6.3), as an enhanced effort to meet the accreditation 

requirements usually starts ∼6 months prior to the on-site survey (Falstie-Jensen et al., 

2015).  A major part of the actual implementation of accreditation is usually completed 

prior to the final survey, which only checks that accreditation has been implemented. 

Figure 6.3 Timeline for conducting staff surveys and final accreditation surveys 

 

This justifies comparing the baseline survey scores of BIA hospitals with the follow-

up survey scores of LIA hospitals, as they were at similar stages of implementing 

accreditation. 

Results documented that five dimensions showed no significant differences between 

LIA follow-up scores and BIA baseline scores (See appendix 6.4). These dimensions 

are leadership, strategic quality planning, customer focus, measurement, analysis and 

knowledge management and workforce focus. Although operations focus dimension 

showed statistically significant difference, this difference is small when compared with 

the differences in figure 6.2. All dimensions from LIA hospitals at follow-up have 

shown substantial movement towards baseline scores of BIA hospitals, as evident in 

figure 6.4. 
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Figure 6.4 Comparison of MBNQA dimensions between BIA hospitals at baseline and LIA hospitals 

at follow-up 

 

Box 6.6 Summary of results addressing objective two 

 

6.4 Research Objective Three: To assess the impact of hospital 

accreditation on staff perceptions of quality. 

This objective answers the following questions: 

6.4.1 Does staff perceptions of quality differ between BIA and LIA hospitals at 

baseline and at follow-up? 

A t-test was applied to compare staff perceptions of quality (measured by the Quality 

Results dimension) between BIA and LIA hospitals at baseline (see appendix 6.5-A). 

A significant difference was noticed between the two hospitals’ type favouring BIA 

hospitals, which indicates that staff of BIA hospitals had better perceptions of quality 

than staff of LIA hospitals at baseline (figure 6.5).  
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Results of sections 6.3.1, 6.3.2 and 6.3.3 provide evidence and support of the 

notion that accreditation has a positive influence on quality improvement, as:  

1- The scores of the MBNQA dimensions of BIA hospitals were higher 

than those of LIA hospitals at baseline. 

2- Scores of MBNQA dimensions of LIA hospitals improved 

substantially from baseline to follow-up.   

3-  Scores of MBNQA dimensions of LIA hospitals at follow-up 

increased towards those of BIA hospitals at baseline where they would 

be at a similar stage of implementing accreditation. 
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Figure 6.5 Comparison of staff perceptions of quality between BIA and LIA hospitals at baseline 

 

At follow-up, despite having a significant difference in staff perceptions of quality 

between BIA and LIA hospitals favouring BIA hospitals (figure 6.6 & appendix 6.5-

A), the difference between BIA and LIA hospitals which was substantial at baseline 

narrowed considerably by the time of follow-up. 

Figure 6.6 Comparison of staff perceptions of quality between BIA and LIA hospitals at follow-up

 

6.4.2 Did staff perceptions of quality improve in LIA hospitals after 

implementing accreditation? 

A dependent sample t-test was conducted comparing staff perceptions of quality from 

baseline to follow-up in LIA hospitals (see appendix 6.5-B). Results showed that staff 

perceptions of quality in LIA hospitals improved significantly from baseline to follow-

up (figure 6.7).  
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Figure 6.7 Comparison of staff perceptions of quality between baseline and follow-up for LIA 

hospitals 

 

Box 6.7 Summary of results addressing objective three 

 

Objective four will be dealt with in the next chapter. 

6.5 Research Objective five: To assess whether MBNQA dimensions are 

associated with staff and patient perceptions of quality. 

The association of MBNQA dimensions with staff perceptions of quality will be 

considered here, while the association of MBNQA dimensions with patient 

perceptions of quality will be considered in the next chapter. 

6.5.1 What are the important MBNQA dimensions that affect staff perceptions 

of quality? 

To answer this question, regression analyses were performed. The regression model 

used staff perceptions of quality as the dependent variable (measured by Quality 

Results dimension) and the six MBNQA dimensions as independent variables. This 

regression employed the data from staff questionnaires at baseline.  
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Results of sections 6.4.1 and 6.4.2 support the notion that implementing 

accreditation might improve staff perceptions of quality, as: 

1- Staff of BIA hospitals had better perceptions of quality than staff 

of LIA hospitals at baseline. 

2- The difference between BIA and LIA hospitals in staff 

perceptions of quality, which was substantial at baseline 

narrowed considerably by the time of follow-up. 

3- Staff perceptions of quality in LIA hospitals improved 

significantly from baseline to follow-up. 
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Table 6.8 shows the significant independent variables that have positive association 

with staff perceptions of quality. These are customer focus, workforce focus, 

operations focus, and measurement, analysis and knowledge management. 

Table 6.8 Regression of MBNQA dimensions vs staff perceptions of quality at baseline 

Factors affecting quality of care Regression Coefficient* 

(Standard Error) 

P-value 

Customer Focus 0.280 (0.029) 0.0001 

Workforce Focus 0.245 (0.041) 0.0001 

Operations Focus 0.218 (0.036) 0.0001 

Measurement, Analysis, and 

Knowledge Management 

 

0.175 (0.037) 0.0001 

Adjusted R Square  0.713 

N 574 

* Regression coefficient refers to the average change in Quality Results 

score per unit increase in independent variable scores. 

 

The R square indicates that this model is a good fit such that nearly three quarters of 

variation in staff perceptions of quality is accounted for by Customer Focus, 

Workforce Focus, Operations Focus and Measurement, Analysis and Knowledge 

Management. The model indicated that these four variables are predictors of better 

staff perceptions of quality. Actions on improving these four dimensions will best 

improve staff perceptions of quality. This regression analysis was repeated for BIA 

and LIA hospitals separately (appendix 6.6). The same four dimensions appeared as 

significant but in a slight different order, which is why we included the overall 

regression here (for all participating hospitals). 

Another regression analysis was performed including staff characteristics as possible 

confounding factors. The result of this analysis is shown in table 6.9. The R square 

indicates that 71.6% of the variance is accounted for by the same four dimensions that 

appeared in the previous model, in addition to staff direct involvement in accreditation 

and staff previous experience in accreditation. This indicates that Customer Focus, 

Workforce Focus, Operations Focus, Measurement, Analysis and Knowledge 

Management and staff involvement in accreditation are predictors of better staff 

perceptions of quality, while staff previous experience in accreditation is inversely 

proportional to staff quality perceptions.  
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Table 6.9 Regression of MBNQA dimensions and staff characteristics vs staff perceptions of quality 

at baseline 

Factors affecting quality of care Regression Coefficient*  

(Standard Error) 

P-value 

Customer Focus 0.266 (0.031) 0.0001 

Workforce Focus 0.222 (0.042) 0.0001 

Operations Focus 0.213 (0.037) 0.0001 

Measurement, Analysis, and 

Knowledge Management 

 

0.156 (0.038) 0.0001 

Direct Involvement in 

Accreditation 

0.112 (0.048) 0.019 

Previous Experience of 

Accreditation 

-0.082 (0.041) 0.048 

Adjusted R Square  0.716 

N 574 

* Regression coefficient refers to the average change in Quality Results 

score per unit increase in independent variable scores. 

 

6.6 Key Findings Summary 

 Staff samples, who participated in the questionnaires, were representative of 

the total health care professionals of all public hospitals in Kuwait. No major 

differences were found between BIA and LIA hospital staff samples. 

 Steps of implementing accreditation in Kuwait included the following: staff 

education, self-assessment phase that identifies strengths and weaknesses 

followed by attempts to improve the weaknesses and meet the standards, 

conducting mock survey, conducting on-site survey, producing the final report 

and continuing with the ongoing quality improvement activities. 

 The following factors can be seen as enablers if they are performed well and 

barriers if they are done badly: 

1- Motivation and participation  

2- Leadership 

3- Education and training 

4- Credibility and applicability 

5- Impartiality of oversight 

6- Sustainability and resources 

The stressful nature of accreditation and improper program advertisement were 

the only factors that were seen essentially as barriers. 
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 Implementing accreditation brought a number of strengths to Kuwait’s public 

hospitals. These included improved staff training, knowledge and awareness, 

improved communication and teamwork, developing policies and procedures, 

improved documentation, improved safety measures, the use of indicators to 

monitor performance, monitoring patient satisfaction and developing strategic 

and operational plans.  

 Implementing accreditation had a positive impact on MBNQA dimensions, in 

that BIA hospitals scored higher than LIA hospitals in all dimensions at 

baseline, MBNQA dimensions improved substantially in LIA hospitals from 

baseline to follow-up (where major parts of accreditation were implemented), 

and scores of MBNQA dimensions of LIA hospitals at follow-up improved 

towards those of BIA hospitals at baseline where they would be at a similar 

stage of implementing accreditation. 

 There was a difference between BIA and LIA hospitals in staff perceptions of 

quality at baseline which substantially improved by follow-up. Staff 

perceptions of quality in LIA hospitals improved significantly from baseline to 

follow-up. 

 The MBNQA dimensions associated with staff perceptions of quality were: 

1- Customer Focus 

2- Workforce Focus 

3- Operations Focus 

4- Measurement, Analysis and Knowledge Management. 
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7- Results II 

Analyses of Patients’ Quantitative Data (from 

patient questionnaires) and Qualitative Data (from 

patient FGDs) 

 

7.0 Overview of the Chapter 

This chapter focuses on the quality outcome of patients’ perceptions of quality. It 

presents findings related to research objectives four, and part of objective five. It is 

divided into four sections and a number of subsections. 

Box 7.1 Organization of chapter seven 

 

All analyses for in-patient data came from the in-patient questionnaire (appendix 

5.2), and all analyses for outpatient data came from the outpatient questionnaire 

(appendix 5.3). 

7.1 Composition of Patients Samples for the Various Data 

Collection 

7.1.1 Descriptive Analysis of In-patient Characteristics at Baseline and Follow-

up 

Table 7.1 shows that at baseline nearly half the sample was composed of males and 

the other half of females, while at follow-up the sample was equally distributed 

between both genders. For in-patients, it was attempted to include equal numbers of 

7.1 Descriptive statistics on patient characteristics of the respondents from patient 

questionnaires and patient FGDs. 

7.2 Presents the results of the analyses of the quantitative data from patients about 

the study objective four ‘to assess whether hospital accreditation is associated with 

patients’ perceptions of quality’. It then considers how the concerns expressed in 

the FGDs are captured in the qualitative data on patients’ perceptions of quality. 

7.3 Considers the second part of objective five that is concerned with the 

association of MBNQA dimensions with patient perceptions of quality. 

7.4 Presents an overview of the key results from this chapter, which form the basis 

for discussion in chapter eight. 
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both genders and so nearly half the questionnaires were distributed to male wards and 

the other half to female wards. 

 

Table 7.1 Demographic characteristics of in-patients 

Patient characteristics   N (%) at baseline N (%) at follow-up 

    
Gender    

 Female 99 (49.5) 100 (50) 

 Male 101 (50.5) 100 (50) 

Nationality    

 Kuwaiti 133 (66.5) 113 (56.5) 

 Non-Kuwaiti 67 (33.5) 87 (43.5) 

Educational level    

 non-literate 8 (4) 17 (8.5) 

 less than high school 38 (19) 54 (27) 

 high school 73 (36.5) 51 (25.5) 

 university degree 74 (37) 74 (37) 

 further education 7 (3.5) 4 (2) 

Age Group    

 < 30 years old 57 (28.5) 42 (21) 

 30 to 50 years old 88 (44) 80 (40) 

    > 50 years old 55 (27.5) 78 (39) 

    

For patient nationalities, although expatriates are more than Kuwaiti citizens in Kuwait 

(WHO, 2014), more than half the sample was composed of Kuwaitis at both study 

stages. This could be due to two reasons: 

1- The first is a methodological reason, where some of the non-Kuwaiti in-

patients were illiterate and did not speak Arabic or English, which made 

communication difficult with them, and they could not fill the questionnaire 

appropriately. 

2- The second reason is that many expatriates with senior positions have medical 

insurance and are treated in private hospitals, that is why not many of them 

visit public hospitals.  

Regarding patients’ educational level, literates represent 96% of the sample at baseline 

and 91.5% at follow-up. This is close to the national literacy rate in Kuwait which was 

95% in 2010 (WHO, 2014), which means that the sample is representative of the 

population from educational aspect.  
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The table also shows that most sampled patients belong to the 30-50 age group. This 

is close to the percentage of this age group in the general population of Kuwait, which 

is 49.4% (Kuwait Central Statistical Bureau, 2005). It should be kept in mind that 

younger people has less diseases that require hospitalization than older patients. This 

explains having less patients from the younger age group compared to their percentage 

in the general population (28.5% at baseline and 21% at follow-up of the sample, but 

38.6% of the general population (Kuwait Central Statistical Bureau, 2005)). The 

opposite is true for the older population, where participants represent 27.5% at baseline 

and 39% at follow-up, but their percentage in the general population is only 12% 

(Kuwait Central Statistical Bureau, 2005).  

Comparison of in-patients’ demographics between BIA and LIA hospitals at baseline 

shows no significant differences between the two categories (table 7.2).  

Table 7.2 Comparison of in-patients’ demographic characteristics between BIA and LIA hospitals at 

baseline 

 BIA 

Hospitals 

LIA 

Hospitals 

Tests p-value 

Gender (percentage of 

male) 

56% 45% Pearson Chi-Square test 

 

.120 

 

Age (mean) 42.42  

 

40.17  Mann-Whitney U test 

 

.191 

 

Nationality 

(percentage of 

Kuwaitis) 

65% 68% Pearson Chi-Square test 

 

.653 

 

Educational Level 

(university degree) 

35.0% 

 

39.0% 

 

Pearson Chi-Square test 

 

.574 

 

 

The only substantial difference is gender (although this is not statically significant), 

hence it is prudent to do an analysis of overall in-patient perceptions of quality by 

gender (using independent sample t-test), which also proved to be non-significant 

(table 7.3). 

Table 7.3 Comparison of overall in-patient perceptions of quality by gender at baseline 

Gender mean SD p-value 

Male 2.72 0.94  

Female 2.69  0.91 0.784 

 

Comparison of in-patients’ demographics between BIA and LIA hospitals at follow-

up shows no significant differences between the two categories (table 7.4) indicating 

that the two types of hospitals are comparable with respect to background variables. 
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Table 7.4 Comparison of in-patients’ demographic characteristics between BIA and LIA hospitals at 

follow-up 

 BIA 

Hospitals 

LIA  

Hospitals 

Test p-value 

Gender (percentage 

of male) 

50% 50% Pearson Chi-Square test 

 

1.000 

 

Age (mean) 44.19 

 

46.42 

 

Mann-Whitney U test 

 

.217 

 

Nationality 

(percentage of 

Kuwaitis) 

53.0% 

 

60.0% 

 

Pearson Chi-Square test 

 

.318 

 

Educational Level 

(university degree) 

38.0% 

 

36.0% 

 

Pearson Chi-Square test 

 

.934 

 

 

7.1.2 Descriptive Analysis of Outpatient Characteristics at Baseline and 

Follow-up 

Looking at table 7.5, just above half the sample was female participants at baseline 

and follow-up. These close percentages between male and female participants were a 

complete coincident, as questionnaires were distributed randomly across outpatients. 

 

Table 7.5 Demographic characteristics of outpatients 

Variables  N (%) at baseline N (%) at follow-up 

    
Gender    

 Female 102 (51) 102 (51) 

 Male 98 (49) 98 (49) 

Nationality    

 Kuwaiti 112 (56) 100 (50) 

 Non-Kuwaiti 88 (44) 100 (50) 

Educational level    

 non-literate 6 (3) 7 (3.5) 

 less than high school 28 (14) 56 (28) 

 high school 74 (37) 54 (27) 

 university degree 81 (40.5) 73 (36.5) 

 other further 

education 

11 (5.5) 10 (5) 

Age Group    

 < 30 years old 59 (29.5) 40 (20) 

 30 to 50 years old 117 (58.5) 97 (48.5) 

    > 50 years old 24 (12) 63 (31.5) 

    

Regarding patients’ nationalities, more than half the sample were Kuwaiti participants 

at baseline while follow-up sample had equal number of Kuwaiti and expatriate 

responders. Including higher percentage of Kuwaiti participants in the study sample 
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than their percentage in the population can be due to previously mentioned reasons 

(section 7.1.1). 

Patients’ educational level revealed that literates composed 97% of the study sample 

at baseline and 96.5% at follow-up. This is consistent with the national literacy rate in 

Kuwait, which was 95% in 2010 (WHO, 2014). 

Looking at participants’ age at baseline, more than half the participants belonged to 

the middle age group (30 to 50 years old) while at follow-up just below half the sample 

belonged to this group, and this is consistent with this age’s distribution in the general 

population, which is 49.4% (Kuwait Central Statistical Bureau, 2005). Older patients 

constitute 12 % of the baseline sample and although this is consistent with their 

percentage in the general population (12%), this group usually have more diseases than 

younger people do. Because many of the older patients have chronic diseases that are 

now managed in polyclinics rather than hospitals, this might explain the low 

percentage of older patients in this sample at baseline. At follow-up, nearly one third 

of the sample belonged to the older age group, which is expected, as older people get 

more diseased than younger ones.  

Baseline demographic characteristics of outpatients in BIA and LIA hospitals are 

compared in table 7.6.  

 

Table 7.6 Comparison of outpatients’ demographic characteristics between BIA & LIA hospitals at 

baseline 

 

 
BIA 

Hospitals 

LIA 

Hospitals 
Tests p-value 

Gender (percentage 

of male) 
48.0% 50.0% Pearson Chi-Square test .777 

Age (mean) 35.76 40.02 Mann-Whitney U test 
 

.008 

Nationality 

(percentage of 

Kuwaitis) 

55.0% 

 

57.0% 

 
Pearson Chi-Square test 

 

.776 

 

Educational Level 

(university degree) 

40.0 

 

41.0 

 
Pearson Chi-Square test 

 

.125 

 

 

The only significant difference is age; hence, it is prudent to do an analysis of overall 

outpatient perceptions of quality by age using ANOVA test (Analysis of Variance), 

see table 7.7. 
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Table 7.7 Comparison of overall outpatient perceptions of quality by age at baseline 

Age Group mean SD p-value 

< 30 years old 2.14 0.34  

30-50 years old 2.13   0.30    0.038 

>50 years old 2.31 0.36  

 

Comparison of outpatients’ demographics between BIA and LIA hospitals at follow-

up shows no significant differences between the two categories (table 7.8). 

Table 7.8 Comparison of outpatients’ demographic characteristics between BIA & LIA hospitals at 

follow-up 

 
BIA 

Hospitals 

LIA 

Hospitals 
Test p-value 

Gender (percentage 

of male) 
49.0% 49.0% 

Pearson Chi-Square test 

 

1.000 

 

Age (mean) 42.15 43.36 
Mann-Whitney U test 

 
.504 

Nationality 

(percentage of 

Kuwaitis) 

 

52.0% 

 

 

48.0% 

 

Pearson Chi-Square test 

 

 

.572 

 

Educational Level 

(university degree) 
37.0 36.0 

Pearson Chi-Square test 

 

.825 

 

 

7.1.3 Characteristics of Responders in the Patient FGDs 

A total of eight patient FGDs were conducted in the four participating hospitals. Two 

FGDs were done in each hospital of which one interviewed in-patients and the other 

interviewed outpatients. 

7.1.4 The Importance of Descriptive Statistics 

It should be recalled that for methodological reasons the samples at baseline and 

follow-up are different patients. These descriptive statistics form the basis for 

assessing how far the findings from this study are representative of: 

1- The population of patients using public hospitals in Kuwait. 

2- The population of patients using any kind of hospital in Kuwait. 
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As discussed in the limitations of the study (section 8.2), these statistics on patient 

characteristics may also allow some judgement on the generalizability of the results 

from this chapter. They also provide an assessment of how far the BIA and LIA 

hospital samples are similar. This is important for the discussion and interpretation of 

differences in the results for BIA and LIA hospitals.  

7.2 Research Objective Four: To assess the impact of hospital 

accreditation on patient perceptions of quality. 

To address this objective, we need to answer the following questions: 

Box 7.2 Questions addressing the forth study objective 

 

7.2.1 In-patient Perceptions of Quality at Baseline 

Now, a comparison between in-patient responses from BIA and LIA hospitals at 

baseline is conducted. Since data was not normally distributed (appendix 7.1), non-

parametric test was applied. 

A Mann-Whitney U test was run to determine if there were differences in in-patient 

quality perception scores between BIA and LIA hospitals at baseline. Scores of all 

dimensions were higher in BIA hospitals than in LIA hospitals, of which four were 

statistically significant. These were Doctor Communication (BIA mean rank= 110.86, 

LIA mean rank= 90.15), P= 0.009, Pain Management (BIA mean rank= 83.59, LIA 

mean rank= 57.78), P= 0.0001, Quality of Services (BIA mean rank= 109.45, LIA 

mean rank= 91.55), P= 0.027, and Overall Quality (BIA mean rank= 115.37, LIA mean 

rank= 85.63), P= 0.0001 (for detailed analysis, see appendix 7.2).  

 

1- Does perception of quality by in-patients differ between BIA and LIA hospitals at 

baseline? 

2- Does perception of quality by in-patients differ between BIA and LIA hospitals at 

follow-up? 

3- Does perception of quality by outpatients differ between BIA and LIA hospitals at 

baseline? 

4- Does perception of quality by outpatients differ between BIA and LIA hospitals at 

follow-up? 

5- Did patient perceptions of quality improve in LIA hospitals after implementing 

accreditation? 

6- What is the relationship between patients’ quality perception dimensions in the 

quantitative data with the themes arising from patient FGDS? 
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7.2.2 In-patient Perceptions of Quality at Follow-up 

Now, a comparison between in-patient responses from BIA and LIA hospitals at 

follow-up is conducted (appendix 7.3).  

A Mann-Whitney U test was run to determine if there were differences in in-patient 

quality perception scores between BIA and LIA hospitals at follow-up. Scores of all 

dimensions were higher in LIA hospitals than in BIA hospitals, of which two were 

statistically significant. These were Nurse Communication (BIA mean rank= 88.34, 

LIA mean rank= 112.67), P= 0.002, and Doctor Communication (BIA mean rank= 

89.44, LIA mean rank= 111.56), P= 0.006 (for detailed analysis, see appendix 7.3).  

It should be remembered here that the samples of patients at follow-up were different 

from the samples of patients at baseline. This indicates that it’s not the same patients 

improving their views on the quality of services in LIA hospitals, rather it’s the views 

of different patients using the hospitals at follow-up that are higher compared to views 

of patients at baseline. 

7.2.3 Outpatient Perceptions of Quality at Baseline 

Now, responses of outpatient participants from BIA hospitals are compared against 

responses of participants from LIA hospitals. Since data was not normally distributed 

(appendix 7.4), non-parametric test was applied. 

A Mann-Whitney U test was run to determine if there were differences in outpatient 

quality perception scores between BIA and LIA hospitals at baseline. Scores of all 

dimensions were higher in BIA hospitals than in LIA hospitals, of which three were 

statistically significant. These were Waiting Time (BIA mean rank= 108.93, LIA mean 

rank= 92.07), P= 0.038, Tests and Treatments (BIA mean rank= 105.20, LIA mean 

rank= 71.76), P= 0.0001, and Physical Surroundings (BIA mean rank= 119.36, LIA 

mean rank= 81.64), P= 0.0001 (for detailed analysis, see appendix 7.5).  

7.2.4 Outpatient Perceptions of Quality at Follow-up 

A comparison is conducted between responses of outpatient participants from BIA 

hospitals against those from LIA hospitals in the follow-up phase of the study.  

A Mann-Whitney U test was run to determine if there were differences in outpatient 

quality perception scores between BIA and LIA hospitals at follow-up. Scores of all 
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dimensions were higher in BIA hospitals than in LIA hospitals, of which three were 

statistically significant. These were Waiting Time (BIA mean rank= 110.22, LIA mean 

rank= 90.78), P= 0.017, Tests and Treatments (BIA mean rank= 103.77, LIA mean 

rank= 73.45), P= 0.0001, and Physical Surroundings (BIA mean rank= 114.48, LIA 

mean rank= 86.52), P= 0.0001 (for detailed analysis, see appendix 7.6).  

This indicates better outpatient perceptions of quality at BIA hospitals in all measured 

dimensions at follow-up. 

7.2.5 Patient Perceptions of Quality in LIA Hospitals after Implementing 

Accreditation 

A Mann-Whitney U test was conducted between baseline and follow-up scores of LIA 

hospitals on patient perceptions of quality (both in-patient and outpatient dimensions).  

7.2.5.1 In-patient Perceptions of Quality from Baseline to Follow-up for LIA 

Hospitals 

A Mann-Whitney U test was run to determine if there were differences in in-patient 

quality perception scores from baseline to follow-up for LIA hospitals. Scores of all 

dimensions were significantly higher at follow-up (table 7.9), indicating improved in-

patient perceptions of quality with the implementation of accreditation (for detailed 

analysis, see appendix 7.7). 

Table 7.9 Comparison of in-patient quality perceptions (mean rank scores) from baseline to follow-up 

for LIA hospitals                                    

Dimension 
Baseline 

mean rank scores 

Follow-up 

mean rank scores 
p-value* 

Nurse Communication 89.68 111.33 0.006 

Doctor Communication 89.31 111.70 0.005 

Responsiveness 92.34 108.66 0.044 

Pain Management 57.72 86.88 0.0001 

Communication about 

Medication 
67.03 90.58 0.001 

Quality of Services 88.53 112.47 0.003 

Overall Quality 85.13 114.16 0.0001 

 *Mann-Whitney U test 
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7.2.5.2 Outpatient Perceptions of Quality from Baseline to Follow-up for LIA 

Hospitals 

Results for outpatient perceptions of quality (table 7.10) shows an increase in follow-

up scores from baseline scores for all outpatient dimensions, but only one dimension 

(physical surroundings) increased significantly (for detailed analysis, see appendix 

7.8). 

Table 7.10 Comparison of outpatient quality perceptions (mean rank scores) from baseline to follow-

up for LIA hospitals 

Dimension 
Baseline 

mean rank scores 

Follow-up 

mean rank scores 
p-value* 

Waiting Time 95.58 105.43 0.226 

Doctor-Patient 

Relationship 
95.72 105.28 0.236 

Staff Attitude 96.59 104.41 0.332 

Tests And Treatments 87.85 94.12 0.404 

 

Physical Surroundings 91.62 109.39 0.021 

Overall Quality 95.68 105.32 0.179 

 *Mann-Whitney U test 

For both in-patients and outpatients, there is a trend on all quality dimensions for 

increases from baseline to follow-up. 

7.2.6 The Relationship between Patients’ Perceptions of Quality in the 

Quantitative Data with the Themes Arising from Patient FGDs 

Data for this analysis comes from the eight patient FGDs (appendix 5.8 for topic 

guide). 

The framework analysis of the FGDs identified six main themes. These are staff 

attitude and staff-patient relationship, Staff skills and their ability to manage patients’ 

complaints, Waiting times & equity, Hospital systems, tests and treatments, Hospital 

environment and services, and Overall satisfaction with the public hospitals and 

outcome of care. These six themes are very much related to the quantitative quality 

dimensions for both in-patient (see table 7.9) and outpatient questionnaires (see table 

7.10). This relationship is clarified in table 7.11. 
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Table 7.11 Relationship between quantitative quality dimensions and themes arising from qualitative 

data 

In-patient quality dimensions Outpatient quality 

dimensions 

Patient FGDs’ themes 

- Nurse communication. 

- Doctor communication. 

- Staff attitude. 

 

- Staff attitude & staff-

patient relationship. 

 

- Pain management. - Doctor-patient relationship. 

 

- Staff skills and ability to 

manage patients’ 

complaints. 

- Responsiveness. - Waiting time. - Waiting times & equity. 

- Communication about 

medications. 

- Tests and Treatments. - Hospital systems, tests 

and treatments. 

- Quality of services. - Physical surroundings. - Hospital environment and 

services. 

- Overall quality. - Overall quality. - Overall quality of care. 

 

All the comments expressed here are comments raised by interviewed patients. 

7.2.6.1 Staff Attitude and Staff-Patient Relationship 

Majority of patients (both in and out patients) who participated in the FGDs identified 

staff attitude and their relationship with patients as a crucial element contributing to 

overall patient satisfaction. 

They believed that patients expect staff to show good manners when dealing with 

patients and be attentive, friendly and sympathetic, in order to make them feel 

comfortable and relaxed while visiting the hospital. Many patients said that they want 

to be welcomed and treated well by all staff members.  

“The psychological aspect is very important for the admitted patient and it can be 

considered as half the treatment” (BIA hospital, in-patient). 

7.2.6.1.1 Doctor Attitude and Communication 

Majority of patients expressed satisfaction with doctors’ attitude, as most doctors are 

friendly and empathic, except a few who can be disrespectful when dealing with 

patients.  

“Doctors do daily rounds in groups. Majority of them are nice and caring, while 

minority are careless and smug” (LIA hospital, in-patient).  

In general, both in and out patients expressed satisfaction with doctor-patient 

communication, as doctors ask them questions and listen to their complaints. However, 
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it was reported frequently in the FGDs that many doctors gave insufficient information 

about patients’ medical condition and the prescribed medication.  

“A CT scan was done for me when I was in the ward, after which I was given some 

medications without explaining the CT findings or the drugs that were prescribed for 

me” (BIA hospital, in-patient). 

Many patients would like their doctors to spend more time on the consultation and 

examination than is generally done now. They attributed the current short consultation 

time to the large number of patients that doctors have to see every day, and they noticed 

it more among expatriate and older doctors. This point was raised by most outpatients 

but to a lesser extent by in-patients. 

“Most doctors are good with us. They treat us with respect and try to explain our 

conditions. Sometimes we need to spend more time with the doctor but we can’t 

because the hospital is overcrowded and there are too many patients” (LIA hospital, 

outpatient). 

“My local doctor used to spend enough time with me explaining my condition. But 

since he left the hospital, my new doctor (who is an old expatriate doctor) doesn’t 

spend enough time with me during consultations” (BIA hospital, in-patient). 

7.2.6.1.2 Nurse Attitude and Communication 

In general, most in and out patients were satisfied with the nurses as they have good 

manners, deal with patients in a friendly way and communicate well with them. This 

satisfaction was more obvious with nurses of Arabic origin, due to the common 

language and culture shared with most patients.  

“There is a mutual respect between patients and nurses, they treat us well, and we 

became like a family since I have been in the hospital for some time” (LIA hospital, 

in-patient). 

“Most nurses are good, but I find it easier to deal with Arabic nurses as they 

understand me better than expatriate nurses, not only language wise, but also 

psychologically and emotionally” (BIA hospital, in-patient).  
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However, some patients felt that there were exceptions, as few nurses did not treat 

them professionally. In-patients mentioned this, as they spend most of their time in 

contact with nurses. 

“Since we are in-patients, we mostly deal with nurses. Most nurses are nice and 

helpful, but few of them do not even care to smile at us. Maybe because we don’t speak 

the same language, but a smile is an international language that is understood by 

everybody” (LIA hospital, in-patient).  

Some patients noticed staff shortages, which meant that in cases porters were assisting 

nurses in their routine duties, and this was not acceptable to all patients. 

“The only negative thing about nurses is that sometimes they ask the porters to help 

in moving patients. Shortage of nurses makes them do this” (BIA hospital, in-patient). 

7.2.6.1.3 Other Staff Attitude and Communication 

For outpatient clinics, there were high levels of dissatisfaction expressed in relation to 

the attitude of reception staff towards patients. 

“Most receptionists don’t treat patients in a friendly way; they disregard them and 

increase their anxiety” (BIA hospital, outpatient). 

Many patients felt that reception staff do not have public relation skills and they 

suggested training them on how to communicate with patients. 

“Many hospital staff, mainly receptionists, need to learn how to deal with patients, as 

they are the first line of contact with patients” (BIA hospital, outpatient). 

Regarding pharmacists, most patients were satisfied with pharmacy staff attitude, 

except for establishing minimum communication with them. According to patients’ 

opinion, pharmacists have an important role in providing information to patients, as 

this information can be lifesaving. 

“Pharmacists don’t ask if you are taking other medications, and hence they don’t 

mention possible interactions. They do not even mention side effects or what time to 

take the medicine. We know that they are busy, but this is essential information that 

patients must know” (LIA hospital, outpatient). 
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Discussions from FGDs revealed good level of patient satisfaction with other health 

professionals’ attitude (Technicians, dietician and Physiotherapists). Nevertheless, 

patients mentioned that once there is a long waiting list, staff will be under pressure, 

which reduces the care and attention given to patients and that can decrease patient 

satisfaction. Some patients suggested providing more staff or building new hospitals 

to help in solving this problem. 

“I have been diagnosed with diabetes few years back and was admitted few times to 

the hospital with uncontrolled diabetes. The dietician never visited me to explain how 

to change my eating habits and what foods to avoid. She is always busy” (BIA hospital, 

in-patient). 

Most patients believe that public hospitals should be less crowded so that medical 

professionals have more time to spend with patients. 

“The doctor told me that I have a heart condition and he will give me a good drug for 

it. He did not explain what is wrong with my heart and did not tell me anything about 

the medicine that he prescribed. I think he depended on the pharmacist who in turn 

didn’t explain anything to me because the pharmacy was full of patients and he didn’t 

have the time” (BIA hospital, outpatient). 

7.2.6.1.4 Language 

Staff and patients need to speak a common language in order to communicate well. 

Majority of patients admitted that language is not a barrier when they visit the hospital, 

although hospitals’ staff come from different countries. This is because most of them 

speak both Arabic and English languages, but for few who do not, a dual speaking 

staff member can assist. For medical professionals, patients said that majority of 

doctors speak Arabic and English, and an Arabic speaking nurse will always 

accompany few expatriate doctors who do not speak Arabic.  

“Almost all doctors speak Arabic and English; even expatriates as majority of them 

have been in Kuwait for years” (BIA hospital, in-patient). 

Patients agreed that most nurses speak both languages, except for the new nurses who 

cannot communicate well with Arabic speaking patients. They usually call their Arabic 

colleagues to explain the situation for the patient. The same applies for technicians. 

Pharmacists always speak Arabic and English. 
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“There is no problem with the language. Doctors speak Arabic and English, but some 

expatriate nurses know little Arabic and we cannot understand them. In this case, they 

call an Arabic nurse to translate, but this is not a real problem” (LIA hospital, 

outpatient). 

7.2.6.1.5 Privacy 

In the outpatient clinics, majority of participants expressed a high level of 

dissatisfaction with the consultation privacy. They said that people keep opening the 

door without respecting patients’ privacy. The doctor has no solution but to lock the 

door. 

“Usually when the patient is in the clinic with the doctor, the door will be knocked and 

another patient will enter the room to ask about his medicine or complain about the 

waiting time. By doing that, the patient loses his privacy, that’s why some doctors lock 

the door when examining patients” (BIA hospital, outpatient).  

For the in-patient wards, patients in the private rooms were satisfied with their privacy, 

but patients in the general wards were highly unsatisfied with their privacy, despite 

having curtains that separate patients.  

“In the general ward, there is no privacy. Although there are curtains between the 

beds, everybody opens them, and some nurses don’t care to close the curtains properly 

before exposing the patients” (LIA hospital, in-patient). 

“Some doctors talk about the patient’s condition in front of other people. The patient 

who was next to me was admitted with drug overdose, and he was very upset when he 

heard the doctors talking about his situation in front of other patients” (BIA hospital, 

in-patient). 

In the FGDs, respondents placed attention on staff attitude and staff-patient 

relationship. In the quantitative measures for in-patients, this focus is mirrored in the 

following two bar charts showing relevant scores on Nurse Communication and 

Doctor Communication. 
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Figure 7.1 Comparison of Nurse Communication dimension between the different study groups

 

Figure 7.2 Comparison of Doctor Communication dimension between the different study groups 

 

In the quantitative measure for outpatients, this focus is mirrored in the bar chart for 

Staff Attitude. 

Figure 7.3 Comparison of Staff Attitude dimension between the different study groups 
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7.2.6.2 Staff skills and Their Ability to Manage Patients’ Complaints 

Most patients who participated in the FGDs agreed that accurate diagnosis and proper 

treatment is the ultimate goal for every patient visiting the hospital. They stressed on 

the importance of having highly skilled health professionals. 

“The most important thing is to treat patients and improve their health” (BIA hospital, 

outpatient).  

7.2.6.2.1 Doctors Skills 

Discussions from FGDs showed that doctors are of a particular concern here as they 

are directly responsible for managing patients’ complaints through diagnosing and 

treating them. Majority of patients said that most doctors are knowledgeable, skilled 

and able to diagnose and treat patients well.  

“I’m lucky to be treated in this hospital. Doctors are highly skilled and they managed 

my case well. I recommended this hospital to my friend” (BIA hospital, in-patient). 

Patients expressed confidence that junior doctors would consult with their senior 

colleagues appropriately before making clinical decisions. 

“I think that most doctors are skilled and able to deal with patients’ conditions, but 

there are some newly graduated doctors who don’t have the experience to manage 

different cases, and they usually refer to their experienced colleagues” (LIA hospital, 

outpatient). 

7.2.6.2.2 Nurses Skills 

Most patients mentioned that nurses play a minor role in the outpatient clinics, but 

their role is very important in the wards, where patients are under the auspices of nurses 

who are responsible to take care of them and give them their medicines. 

Patients expressed their satisfaction with most nurses’ skills, as they were professional 

and experienced. 

“Most nurses are good in their job. They know how to move patients properly, 

withdraw their blood, give them their medications, and dress their wounds” (LIA 

hospital, in-patient).  
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Despite the good examples mentioned by most patients, it was brought up that some 

newly assigned nurses need more training, and one patient recalled a bad experience 

when a nurse committed a mistake. 

“I take too many medications. Once a nurse gave me a wrong medicine as she was 

new here, but because I know my medicines well, I told her that this is not one of the 

medicines that I take. Maybe if it was another patient who doesn’t know his 

medications and took the drug, then a catastrophe may have happened” (BIA hospital, 

in-patient). 

7.2.6.2.3 Other Health Professionals’ Skills 

Most patients who had physiotherapy sessions were not satisfied with the skills of their 

therapists. They complained of repeating the same exercises, which made them feel 

fed-up after a while. Patients think that this problem happens because many 

physiotherapists are not up to date in their knowledge, and they keep repeating the 

same old exercises. 

“Every time I visit the physiotherapy department; I have to do the same exercises. 

There is no change or diversification. Is it believable that all patients do the same 

exercises although they suffer from different conditions??” (LIA hospital, in-patient).  

Majority of patients were happy with other health professionals’ skills (technicians 

and pharmacists), and they did not complain about them. 

Although patients think that most health care professionals in Kuwait are good, they 

have the perception that Western professionals are better than professionals from 

developing countries. They want MOH to recruit Western professionals in order to 

compensate for shortage of staff, which according to interviewed patients; can improve 

the quality of health care services.  

“We want to benefit from their experience and treat patients locally rather than 

sending them abroad. We want to be treated by doctors from USA and Europe, like 

other Gulf countries” (BIA hospital, in-patient). 

The importance of staff skills and ability to manage patients’ complaints is reflected 

in the in-patient Pain Management dimension, and outpatient Doctor-Patient 

Relationship dimension. 
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Figure 7.4 Comparison of Pain Management dimension between the different study groups 

 

 

Figure 7.5 Comparison of Doctor-Patient Relationship dimension between the different study groups 

 

7.2.6.3 Waiting Times and Equity 

Patients are usually admitted through casualty, which represent the image of the 

hospital, as it is the first point of contact for most patients. Majority of patients who 
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as they are very crowded. Patients admitted that they have to spend long time waiting 

to see the doctor (1 to 2 hours). Four patient groups (half the FGDs) mentioned that 

casualties do not prioritize patients for medical treatment according to the seriousness 

of their condition, which can lead to major consequences. Once the patient is admitted, 

all investigations will be done and treatment received immediately. 

“A patient who comes with an ambulance will see the doctor first, but if a critical 

patient comes with his family, he will not have priority” (LIA hospital, in-patient). 
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The issue of equity and fairness was raised many times when talking about waiting 

times.  

An example is the waiting time for specialized investigations e.g. MRI, which can 

range between six weeks to six months, depending on the waiting list. In consequence, 

some patients go to private hospitals to get their investigations done in order to save 

time. Others try to find a member of staff whom they know in order to set an earlier 

appointment. 

“I was asked to do a CT scan, my appointment was after three months, I couldn’t wait 

that long, so I went to a private hospital and did it there” (BIA hospital, outpatient). 

For the outpatient clinics, waiting time is long. Many patients mentioned that they can 

spend the whole day in hospital to see the doctor with the consequent laboratory and 

pharmacy visits. 

“Waiting time in the clinic is long. We come early morning, take a number and wait 

for few hours before seeing the doctor. Then we have to wait for the blood tests and 

the pharmacy, where few seats are available and we have to stand most of the time” 

(LIA hospital, outpatient). 

Some patients explained that doctors are the reason for their delay as they arrive late. 

Although patients come to the clinic at 7.00 am, many doctors arrive by 8.00-8.30 am. 

Others raised the issue of equity again as some patients use their knowledge with 

hospital staff to skip the waiting list. 

“Sometimes we wait from 7.00 till 10.00 am to see the doctor. Its ok with me, but for 

my father who is 80 years old, this is too long. I can see that some patients skip the 

turn and see the doctor quickly, just because they know a member of staff. This is 

unacceptable” (BIA hospital, outpatient). 

A couple of FGD groups mentioned that outpatient clinics in their hospitals started 

working in the afternoon to serve Kuwaiti citizens only, while morning clinics serve 

the whole population. Patients saw this as a good temporary solution to reduce the 

waiting time, but not all doctors attend the afternoon clinics (because it is optional). 

As a result, many Kuwaiti patients have to come in the morning to see their doctors.  

“Clinics serve all patients in the morning, and only Kuwaiti’s in the afternoon. I tried 

to come in the afternoon to avoid the crowd in the morning, but unfortunately, my 
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treating doctor wasn’t there and I had to come again in the morning to see him” (LIA 

hospital, outpatient). 

The main reason for the long waiting times in the public hospitals as seen by most 

patients is that hospitals are very crowded.  In consequence, waiting times will be long, 

which can reduce the quality of provided care and hence decrease patients’ 

satisfaction. 

Many patients also mentioned shortage of staff as another reason for the long waiting 

lists. An example is the waiting lists for elective surgeries, which can reach up to one 

year in some specialties. This is mainly because there are few specialists in these areas 

and a high demand. 

“I was given an appointment for total knee replacement after one year. The hospital 

called me after six months and said that one patient cancelled his operation and I can 

do my surgery within two days. I couldn’t make it as it was a short notice and I 

preferred to wait for my original appointment” (BIA hospital, in-patient). 

Almost all patients had the perception that greater investment in hospital buildings and 

staff recruitment will lead to higher quality of care, as the current hospitals capacity is 

not enough. 

“The government has to build a new hospital to cover our area. The population served 

by our local hospital has increased dramatically, as a number of new residential areas 

has been built recently, and thousands of new residents are referred to our hospital” 

(BIA hospital, in-patient). 

In the FGDs, respondents placed attention on Waiting Times and Equity. In the 

quantitative measures for in-patients, this focus is mirrored in the Responsiveness 

dimension. 
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Figure 7.6 Comparison of Responsiveness dimension between the different study groups 

 

In the quantitative measures for outpatients this focus is mirrored in the bar chart for 

Waiting Time dimension. 

Figure 7.7 Comparison of Waiting Time dimension between the different study groups 
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Patients also suggested that services that require patients waiting e.g. OPD, laboratory 

or pharmacy could work better with electronic numbering system, to organize the 

waiting list.  
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“In the clinic, some patients enter the clinic without waiting just because they know 

the doctor or the nurse. Having an electronic system will overcome this problem and 

who comes first will be served first” (LIA hospital, outpatient). 

Majority of patients wants their hospitals to provide the best equipment and medicines 

in order to maximize patients’ benefits. They think that some equipment are short in 

their hospitals e.g. MRI/CT machines, physiotherapy (exercise) machines, while other 

equipment are old and need to be renewed e.g. beds and wheelchairs.  

“The beds we are using now are manually controlled. Because of my condition, I need 

an electronic bed that can be adjusted with a remote control” (BIA hospital, in-

patient).  

Many patients were aware that providing the machines should be accompanied by 

providing regular maintenance to keep the equipment in a good state and to train 

technicians on how to operate them properly, so that they keep functioning for a long 

time. 

“I heard that although some up to date equipment are available in the hospitals, there 

are no maintenance for them, so once the machines are broken, they stay out of order 

for a long time” (LIA hospital, outpatient). 

Many patients were not satisfied with the availability of medicines in the hospital 

pharmacies, as they were asked to come after a week or two to get the prescribed 

medicine.  

“An important issue for a good service is providing all the medications in the 

pharmacy. It’s not easy for most patients to come back just to collect the medicine” 

(BIA hospital, in-patient). 

Few expatriate patients raised the issue of equity and fairness in providing some of the 

expensive medicines for Kuwaiti patients but not to them.  

“Everything is free for Kuwaiti citizens. We as expatiates pay nominal fee for each 

visit as we are insured, but some medicines are not included in the insurance. We have 

to buy these drugs from private pharmacies, and some can be expensive. I ask my 

family to send me the drugs I need from Egypt as it’s cheaper there” (LIA hospital, 

outpatient). 
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Some of these patients suggested that all medicines should be available in the public 

pharmacies at a cheaper price for expatriates to buy, which can save them money and 

time. 

“It will be good if the hospital can provide all the required medicines for the expatriate 

patient to buy at a cheaper price, rather than wasting patients’ time between 

pharmacies looking for the medicine” (BIA hospital, outpatient). 

The importance of hospital systems, tests and treatments is reflected in the in-patient 

Communication about Medications dimension, and outpatient tests and treatments 

dimension. 

Figure 7.8 Comparison of Communication about Medications dimension between the different study 

groups 

 

 

Figure 7.9 Comparison of Tests and Treatments dimension between the different study groups 
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7.2.6.5 Hospital Environment and Services 

Majority of participants in the FGDs stressed on the importance of creating a good 

environment and a healthy atmosphere in the hospital, as many patients need to visit 

the hospital frequently and stay in it for a long time. They suggested that hospitals’ 

building should be attractive and regular maintenance of the facility must be provided. 

Patients also mentioned the importance of having a clean and quiet hospital, as well as 

having a good quality food that suits every patient’s condition.  

“The hospital entrance must be nice like the hotels; the facility must be clean and 

attractive so that patients feel more comfortable” (LIA hospital, in-patient). 

7.2.6.5.1 Hospital Renovation 

Most patients said that existing hospitals have to be renovated and continues 

maintenance should be provided in order to keep the hospitals in a good shape. This 

includes coloring the walls, changing the furniture and adding more seats in the waiting 

areas (Clinics, laboratory and pharmacy).  

“The hospital should be renovated especially the bathrooms, which are old and dirty 

and the air-conditions which are too noisy” (BIA hospital, in-patient). 

Patients would like the hospitals to provide entertainment facilities for the patients as 

some of them stay there for long periods. This may include providing a big hall, a café 

or a nice garden where patients can gather.  

“Every ward must have a big room for patients to gather, watch Television and spend 

time together. Such rooms were available few years back but it has been turned into 

doctors’ offices” (BIA hospital, in-patient). 

Another good entertainment option, as mentioned by few patients, was adding more 

channels to the Television as only local channels are available now. The following 

example is an extreme case: 

“I have been in the hospital for three months, and I had to fix my own satellite dish to 

get different TV channels, as the hospital TV only gets local channels. I was completely 

responsible for this action” (LIA hospital, in-patient). 
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Many patients found that one of the main differences between public and private 

hospitals is that private hospitals are better equipped and have more attractive facilities 

than the public hospitals. 

“Why can’t public hospitals provide hotel services similar to those in the private 

hospitals?” (LIA hospital, outpatient). 

7.2.6.5.2 Cleanliness 

All patients agreed that hospitals should be kept clean at all times and majority of 

participants were satisfied with the cleanliness of their hospitals in general. 

Patients believe that hospitals are doing their best to keep the facility clean (by 

providing porters and cleaning equipment), and it is the patients and their relatives’ 

responsibility to help in maintaining the cleanliness of the place.  

“In the morning, the clinic is clean, but as time passes and patients arrive, the place 

gets dirty including the bathrooms. Usually porters are called to clean any place that 

gets dirty” (BIA hospital, outpatient). 

However, many patients mentioned that providing continuous supervision to porters 

in order to do their job properly, and supplying them with better quality cleaning 

materials, could result in a cleaner facility. 

Only one participating group expressed their dissatisfaction with the cleanliness of 

their hospital. They felt that more attention should be paid to the cleanliness of the 

wards. 

“There was blood on my bed sheet and I asked the nurse to change it but she didn’t. 

After four days I was really upset and shouted at them and that’s when they changed 

my dirty bed sheet” (LIA hospital, in-patient). 

7.2.6.5.3 Hospital Car Parks 

Majority of patients were not satisfied with the existing car parks in the hospitals. 

Some patients mentioned that car parks are small and packed, which makes it difficult 

to find a place to park. Others said that although new multi-story car parks were built 

in most hospitals, they were located away from the main gate, and parking there can 

be impractical, especially for elderly or handicap patients. Some patients suggested 

providing small carts to take patients from the main car park to the hospital entrance. 



209 
 

Few patients also mentioned that although the new car parks are big in size, they are 

not well organized which makes them unsafe places.  

“There is a special car park for the outpatient department, but it’s always full. The 

new multi-story car park is big and usually we can find a place to park, but it is not 

organized. People drive in the wrong direction, which creates chaos and leads to 

accidents. Everybody wants to park on the ground floor, even if upper levels are 

empty” (BIA hospital, outpatient). 

7.2.6.5.4 Food 

Nearly half the participants from FGDs were satisfied with the quality of provided 

food, while the other half were not. Patients asked to improve the quality of the food 

and to provide variation of foods.  

“Sometimes food is tasteless and doesn’t look like the food we eat at home, so we ask 

our families to bring us food from home” (BIA hospital, in-patient). 

Some patients complained that food is brought to them cold, and they will not be able 

to eat it. Having a microwave in each ward could solve this problem as suggested by 

patients.  

“The food comes cold; I think that there is no central kitchen in this hospital, but in 

the neighboring hospital. Providing a microwave can be helpful” (LIA hospital, in-

patient). 

7.2.6.5.5 Quietness 

Majority of patients were not satisfied with the level of quietness in the hospitals. They 

complained of excessive noise in the wards, which keep them up at night. Patients 

attributed Part of this noise to the staff; the other part came from visitors who usually 

stay in the hospital until mid-night, without considering patients rest time. 

“There is no quietness in the ward at all. Staff talk to each other in a loud voice and 

visitors stay till late in the hospital” (BIA hospital, in-patient). 

Many patients mentioned that visitors do not adhere to the visiting times. Some of 

them stay in the hospital all day, which causes chaos and interfere with staff 

performance. 
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“The ward is like a shop, people coming in and others leaving, which disturb the 

patients as well as the staff” (LIA hospital, in-patient). 

In the FGDs, respondents placed attention on hospital environment and services. In 

the quantitative measures for in-patients, this focus is mirrored in the following bar 

chart showing relevant scores on Quality of Services. 

Figure 7.10 Comparison of Quality of Services dimension between the different study groups 

 

In the quantitative measures for outpatients, this focus is mirrored in the bar chart 

showing relevant scores on Physical Surroundings. 

Figure 7.11 Comparison of Physical Surroundings dimension between the different study groups 

 

 

7.2.6.6 Overall Quality of Care in Public Hospitals 

Nearly three quarters of FGD participants were not satisfied with the services they 

received. Major complaints were related to being treated badly by some staff members, 
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the long waiting times, the old facility, and the unavailability of private rooms in the 

wards. 

7.2.6.6.1 Same Hospital 

One quarter of FGD respondents would like to be treated at the same hospital. All of 

these patients are expatriates except for three Kuwaiti patients. Expatriate patients 

thought that the hospitals in Kuwait are better than hospitals in their countries (as they 

come from low- middle income countries) and they are satisfied with the treatment 

they received.  

“I will stay in this hospital and won’t change it. I was just talking about this issue with 

the nurses. I’m very happy to be treated here and I’m really satisfied with all the 

services provided” (BIA hospital, in-patient). 

For the Kuwaiti patients, they trust the public hospitals and believe that they are the 

best in the country from technical and professional aspects. 

“I trust the public sector more than the private sector. When I need a major surgery 

like the one I did, I prefer to go to public hospitals that have more experience in such 

cases” (LIA hospital, in-patient). 

7.2.6.6.2 Other Public Hospitals 

Few Kuwaiti patients preferred to be treated at other public hospitals in the country, 

which they have tried before. They thought that the other hospitals although public, 

provide better services and have staff that are more professional. 

“From my previous experience, I prefer to be treated at another public hospital where 

I used to be treated for many years. Staff treated me in a better way, and the place was 

more clean” (LIA hospital, in-patient). 

7.2.6.6.3 Private Hospitals 

Nearly half the interviewed patients would like to be treated in private hospitals in 

Kuwait. They either had a previous satisfactory experience in the private sector or 

heard that the private is better than the public sector. Advantages of the private sector 

as mentioned by FGD respondents are: they provide better care, staff has good attitude 

towards patients, the luxury of the place and the availability of entertaining facilities. 

Patients also mentioned that the waiting time is less there than in public hospitals and 
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patients can choose the doctor they want to consult. In addition, private hospitals are 

always clean and provide all the required medications for the patient. The only concern 

that most patients expressed is the high cost that patients have to pay when treated in 

private hospitals.  

“If I have the money, then I prefer to go to one of the private hospitals in Kuwait. They 

have good doctors, close appointments and a café where I can spend some time 

waiting” (BIA hospital, outpatient). 

7.2.6.6.4 Treatment Abroad 

Few patients preferred to be treated abroad. Choices were between Germany (for 

orthopedic and neurology cases), Check republic (Physiotherapy and orthopedic 

cases), china (stem cell transplant) and Saudi Arabia. One patient also mentioned India 

for alternative therapy. Some of these patients have already visited the countries they 

mentioned, others have heard from their friends or in the media about the good medical 

treatment provided in such places. 

“I have been to King Faisal hospital in Saudi Arabia. They have high quality services, 

good care, experienced doctors who diagnose patients correctly and they respect their 

patients” (LIA hospital, in-patient). 

7.2.6.6.5 Home Therapy 

One patient preferred to receive his treatment at home, as he feels more comfortable 

there. This option is expensive as such service is not available at public hospitals.  

“I want to stay at home as I feel happier with my family and the physician can visit me 

at home, but this is an expensive choice that I can’t afford” (LIA hospital, in-patient). 

In the FGDs, respondents placed attention on their overall quality of care. In the 

quantitative measures for in-patients, this focus is mirrored in the following bar chart 

showing relevant scores on Overall Quality. 
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Figure 7.12 Comparison of in-patient Overall Quality dimension between the different study groups 

 

In the quantitative measures for outpatients, this focus is mirrored in the following bar 

chart for relevant scores on Overall Quality.  

 

Figure 7.13 Comparison of outpatient Overall Quality dimension between the different study groups 

 

 

7.3 Research Objective five: To assess whether MBNQA dimensions are 

associated with staff and patient perceptions of quality. 

The association of MBNQA dimensions with patient perceptions of quality will be 

considered here, while the association of MBNQA dimensions with staff perceptions 

of quality was considered in the previous chapter. 
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7.3.1 Is there an association between patient overall quality dimensions (in-

patient and outpatient) and MBNQA dimensions at baseline? 

To answer this question, scores on each of the MBNQA dimensions were plotted 

against patients overall quality (both in-patients and outpatients). Here we illustrate 

the association for just one of these: Customer Focus. Relevant plots for the other 

dimensions are in appendix 7.9. 

Figures 7.14 and 7.15 show the association between customer focus on the x-axis, with 

in-patient and outpatient Overall Quality (respectively) on the y-axis. It is clear that as 

the score on customer focus dimension increases, patient perceptions of Overall 

Quality increase, which suggests a positive linear relationship between the two sets of 

values. This indicates that the better the establishment of customer focus in hospitals 

(as a result of implementing accreditation in this study), the higher the quality 

perceptions by both in-patients and outpatients.  

For all the MBNQA dimensions, the plots show that the mean scores on patient overall 

quality perceptions is directly and positively associated with the mean score of each of 

the MBNQA dimensions from staff questionnaires (see appendix 7.9). This again 

suggests that the better the establishment of the MBNQA dimensions in hospitals, the 

higher the quality perceptions by both in-patients and outpatients. 

 

Figure 7.14 Association between Customer Focus dimension and in-patient overall quality scores 
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Figure 7.15 Association between Customer Focus dimension and outpatient overall quality scores 

 

 

H1 & H2 = LIA Hospitals        H3 & H4 = BIA Hospitals 
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7.4 Key Findings Summary 

 Patients’ samples, who responded to patient surveys, were representative of the 

general population. 

 Characteristics of patient samples from BIA and LIA hospitals were similar, 

except for age of outpatients at baseline, which might have affected their 

perceptions of overall quality. 

 Patients’ at BIA hospitals had higher perceptions of quality than patients at 

LIA hospitals at baseline, where in-patients and outpatients from BIA hospitals 

scored higher in all measured dimensions compared to patients from LIA 

hospitals. 

 At follow-up, in-patients from LIA hospitals had higher perceptions of quality 

than those from BIA hospitals in all of the measured dimensions. However, 

outpatients from BIA hospitals had higher perceptions of quality in all 

measured dimensions compared to outpatients from LIA hospitals, keeping in 

mind that patients’ samples at follow-up were different from patients’ samples 

at baseline. 

 Both in-patient and outpatient perceptions of quality increased at LIA hospitals 

from baseline to follow-up. 

 Patients identified the following themes as most important for their quality 

perceptions of hospital services: staff attitude and staff-patient relationship, 

staff skills and their ability to manage patients’ complaints, waiting times and 

equity, hospital systems, tests and treatments, hospital environment and 

services, and overall quality of care. Most of these themes are closely related 

to the quantitative analysis dimensions of both in-patients and outpatients. 

 A positive relationship exists between the scores of the different MBNQA 

dimensions and both in-patients and outpatients overall quality scores. 

 

 

 

 



217 
 

8- Discussion  

8.0 Overview of the Chapter 

This chapter discusses the following issues: 

Box 8.1 Organization of chapter eight 

 

8.1 Data Quality Assurance 

This section discusses the quality of the data collected in the study in terms of 

reliability and validity, data collection methods, and other measures taken to improve 

the quality of the collected data. 

8.1.1 Reliability and Validity 

Reliability and validity are criteria of rigor in scientific research (Sandelowski, 1986). 

Kimberlin and Winterstein (2008) concluded that in healthcare, it is crucial to use 

instruments that are valid and reliable to measure the theoretical constructs, which 

consist of variables of interest. 

Tests of reliability assess the extent to which scale items measure the same construct 

with freedom from random error and repeatability (Bowling, 2009, p.162). Reliability 

is ordinarily measured by the internal consistency method, and Cronbach's Alpha 

coefficient is the most common statistical measure of a scale internal consistency. 

Cronbach’s alpha reliability coefficient normally ranges between 0 and 1. The closer 

Cronbach’s alpha coefficient is to 1.0 the greater the internal consistency of the items 

in the scale (George & Mallery, 2003).  

8.1 Data quality assurance covering aspects of the reliability and validity of both 

quantitative and qualitative data (and data collection methods). 

8.2 Possible limitations of the study and potential biases. 

8.3 Discussion and interpretation of the results in line with each of the specific 

objectives laid out in the introduction. This includes reference to findings from 

other studies identified in the literature. 

8.4 Review of the conceptual framework; its usefulness in guiding the study, and 

possible modifications based on the study findings that would tailor it to the 

particular context of Kuwait. 
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Validity is generally divided into two categories: internal (when an instrument has 

been satisfactorily tested repeatedly in the populations for which it was designed) or 

external (the generalizability of the research findings to the wider population of 

interest) (Bowling, 2009, p.166). Different forms of validity exist, but there are three 

main types: content validity, criterion validity and construct validity. Content validity 

is a subjective judgement among professionals about the extent to which components 

of the subject under study are covered in the scale, while criterion validity is measured 

by comparing the new scale to a 'gold standard' measuring the same construct. 

Construct validity is the extent to which the results obtained using a measure agree 

with the results from the underlying theoretical construct (Bowling, 2009; Sitzia, 

1999).  

8.1.1.1 Reliability and Validity of Quantitative Data 

Three instruments were used in this study to collect quantitative data. The first 

instrument was the staff questionnaire, which measured the degree of implementation 

of accreditation related quality activities and staff perceptions of quality. The other 

two instruments measured patients' perceptions of hospital care quality; one measured 

in-patients and the other measured outpatients views on the quality of hospital services. 

For the staff questionnaire, items of the different scales were combined from two 

different questionnaires. Some were adapted from Hassan (2006), which were based 

on Kanji’s Business Excellence Model, while others were adapted from El-Jardali et 

al. (2008) which in turn came from Shortell et al. and Pomey et al. The scales I used 

from both studies were checked for reliability within those studies (Cronbach Alpha 

exceeded 0.60 for all scales in both studies), but because I am combining items from 

different scales, it is important to re-check the reliability of the scales I used in this 

study. 

Table 8.1 shows the internal consistency reliability of each dimension collected from 

the participants at baseline and at follow-up. Cronbach’s alpha reliability coefficient 

normally ranges between 0 and 1. George and Mallery (2003) provided the following 

rules of thumb: “> 0.9 – Excellent, > 0.8 – Good, > 0.7 – Acceptable, > 0.6 – 

Questionable, > 0.5 – Poor and < 0.5 – Unacceptable”. An alpha of 0.8 is probably a 

reasonable goal. 
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In general, the levels of reliability coefficient were found to be satisfactory. Cronbach's 

alpha correlation coefficient exceeded the value of .74 for all dimensions. 

Table 8.1 Reliability coefficient across the staff questionnaire dimensions at baseline and follow-up 

MBNQA Dimensions 

(N of items) 

Baseline  

Alpha value* 

Follow-up  

Alpha 

value 

Leadership (5) 0.87 0.81 

Strategic Quality 

Planning (4) 
0.76 0.75 

Customer Focus (5) 0.90 0.87 

Measurement, 

Analysis, and 

Knowledge 

management (5) 

0.87 
 

0.83 

Workforce Focus (10) 

Divided into: 
0.88 0.88 

Staff Recognition & 

Satisfaction Subscale 

(6) 

0.88 0.87 

Staff Education & 

Development 

Subscale (4) 

0.76 0.74 

Operations Focus (6) 0.88 0.86 

Quality Results (6) 0.90 0.85 

*If alpha Cronbach’s value is too high, it may suggest that some items are redundant as they are testing the same question but in 
a different guise (Tavakol & Dennick, 2011) 

 

Moving to patient questionnaires, both in-patient and outpatient questionnaires used 

modified versions of existing and validated instruments. For in-patients, (HCAHPS) 

survey was used, which has been validated in the USA (HCAHPS, 2014) and its Arabic 

version has been validated in Saudi Arabia (Dockins et al., 2015), while for outpatients 

a questionnaire which has been validated in developing countries (including Arabic 

speaking countries) was used (Haran et al., 2008). Although modification of an 

existing instrument can affect the validity and/or reliability of that instrument, no 

guidance exists on the degree of modification necessary for re-evaluation to be 

required (Sitzia, 1999). Since others have used these established scales repeatedly, and 

only minor modifications were applied to them in this study, validity can be assumed. 

8.1.1.2 Respondent Validation, Triangulation, and Transparency of Qualitative 

Data Collected 

Although qualitative research methods have been criticized for failing to clearly 

address issues of validity and reliability in their studies (Appleton, 1995), a number of 

procedures can been used to enhance validity of qualitative research. These include 
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respondent validation, triangulation, and transparency of data collection and analysis 

methods (Malterud, 2001). 

Respondent validation refers to the process of comparing research evidence obtained 

by the researcher with the accounts of the research participants (Ritchie & Lewis, 

2003, p.276). Usually the researcher discusses the interpretation assigned with 

participants to confirm or modify what the researcher has grasped from the interviews. 

In this study, feedback at the end of the interviews was sought, and key points were 

discussed with participants. In this way, the researcher was able, as far as possible, to 

validate the interpretations of participants views. All but one of the respondents 

confirmed the researcher’s initial understanding of their responses. For one 

respondent, the researcher had to modify her understanding of the discussion.  

Triangulation which involves “combining data from multiple sources to study specific 

variables is recommended as it increases the validity of the data” (Grol et al., 2004, p. 

140). In this study, triangulation of data from qualitative (interviews and FGDs) and 

quantitative (questionnaires) methods was employed to improve the validity of the 

measurement of quality of health care services in Kuwait’s public hospitals.  

Transparency of data collection and analysis was proposed in this study. All qualitative 

data were collected by the principal investigator herself, using a standard topic guide, 

which assured that all interviews were conducted in a similar way. Analysis of 

qualitative data employed the framework approach, as described in section 5.7.2 of the 

methodology chapter.  

8.1.2    Quality of Data Collection Methods  

Confidentiality of collected data: confidentiality, privacy and anonymity were assured 

to all respondents at all times. In addition, all participants were informed of the 

research purpose clarifying that the research was independent from the MOH, all 

information would be only used for research purposes, and data collected would not 

be shared with any of the hospitals. This increased the researcher’s confidence that 

respondents gave valid responses. A verbal consent from respondents and permission 

to tape-record the interviews were also obtained.  

Training research team: a research team administered patient questionnaires through 

face-to-face interviews. This team consisted of the researcher and three assistants (two 
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males and a female). The researcher conducted a workshop to train the researcher’s 

assistants on data collection. The workshop lasted for couple of hours and it covered 

the required skills for proper data collection plus a practical demonstration of patient 

interviews. In addition, the pilot study gave the data collectors a chance to experiment 

their skills on conducting patients’ face-to-face interviews. Such a training can reduce 

interviewer bias. The principle researcher was always available during data collection 

in case team members needed her assistance. 

8.1.3 Other Actions Taken to Improve the Quality of Collected Data 

To improve quality of the collected data, the following measures were taken: 

Pilot study: a pilot study was conducted prior to conducting the main research, which 

helped in assessing the validity and reliability of the instruments and the clarity of the 

questions. This identified the need for minor modifications in the questionnaires to 

better suit the local context.  

The study design: When designing this study, the best possible methodology to achieve 

the study objectives was attempted, though assessing quality management systems is 

difficult and many problems can be encountered (Van Harten, Fisscher, & Casparie, 

2000). 

This study used a longitudinal design, as it seems to be the most suitable design for 

such studies.  Because the effects of accreditation are difficult to assess accurately 

since it is an ongoing and dynamic quality improvement process, applying a 

longitudinal approach to measure the effects of the program is recommended (Sack et 

al., 2011). The literature support the use of a longitudinal design when studying new 

interventions (Bowling, 2009, p.218). Longitudinal designs help in observing the full 

power of a quality improvement program (Carman et al., 2010). According to 

Ovretveit and Gustafson (2003) “Comparative before and after designs produce 

stronger evidence that any changes are due to the programme and not to something 

else” (p. 760).  

We also applied a conceptual framework for designing the study, collecting the data 

and guiding the analyses of the data. This framework is based on MBNQA model, 

which is an acceptable gold standard measure for quality of health care services 

(Counte & Meurer, 2001). 
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Gaining support: in order to increase response and willingness to take part in the study, 

attempts were made to gain support by conducting a presentation at each of the selected 

hospitals to explain the study aims and objectives to hospitals’ management and staff. 

This resulted in all staff respondents agreed to take part in the study (except absent 

staff at time of the survey). On the other hand, non-response rate among patients for 

the survey (at both stages) was 4.875%, which seems to suggest that it would not 

contribute bias to the generalizability of the findings. 

8.1.4 Generalizability 

Generalizability (or external validity) is related to whether findings from a study are 

of relevance beyond the sample and context of the research itself (Ritchie & Lewis, 

2003, p.263). This was managed by the following strategies: 

1- The research study was conducted in four public hospitals in Kuwait, of which 

two were general hospitals (providing secondary care) and two were 

specialized hospitals (providing tertiary care). These hospitals represent one 

quarter of all public hospitals in Kuwait, and cover all types of care provided 

by the country’s public hospitals. This shows that the sample had a reasonable 

degree of diversity of hospitals, which can help in generalizing the research 

findings to other hospitals throughout Kuwait, and maybe to neighbouring 

countries. 

2- The study used adequate sampling techniques and sample sizes, which had 

sufficient power to detect real differences. The study also utilized 

representative samples of the targeted population, as staff sample 

characteristics were similar to that of the general medical staff in Kuwait 

(Result I chapter, section 6.1.3.1), and patient sample characteristics didn’t 

vary much from the general population (Result II chapter, sections 7.1.1 & 

7.1.2). These measures enhanced the external validity and applicability of the 

research findings in different contexts. 

3- The use of a mixed methods approach to data collection should help in 

achieving better assessment of the accreditation process and providing a better 

picture about the quality of hospital services in Kuwait. Such a mixed methods 

approach “has emerged as the preferred paradigm for health-care research” 

(Almasabi & Thomas, 2016, p.3). 
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4- Generalizability also implies that associations identified in this study are due 

in some way to “cause and effect”. Whilst this can never be assured, the fact 

that the results consistently pointed in the same direction increases confidence 

that the quality improvements were influenced by the implementation of 

accreditation.  

It should always be remembered, “no study, irrespective of the method used, can 

provide findings that are universally transferable” (Malterud, 2001, p.485). Therefore, 

it is difficult to assume that our findings can be generalized outside Kuwait, as health 

care settings differ from one place to the other, but we believe that our results can be 

generalized to other hospitals in the country when accreditation takes place there. 

8.2 Possible Limitations of the Study and Potential Biases 

There is no perfect study! This statement is perhaps more true of research into health 

service interventions to improve quality than in some other fields. Here we try to 

identify some of the limitations of this study for the interpretation of the findings. 

1- The study design does not show conclusively that the difference between 

baseline and follow-up is due to accreditation. The design of this study is 

similar to using a reference group (BIA) and intervention group (LIA) design. 

The BIA group were already employing accreditation at both baseline and 

follow-up, and so little change might be expected from baseline to follow-up. 

Whereas at baseline, the LIA group were at startup of accreditation and fully 

implemented it at follow-up. Thus if accreditation has an influence on quality 

measures the LIA group should show some changes from baseline to follow-

up (figure 5.2). Comparative before-after designs such as this one “produce 

stronger evidence that any outcomes were due to the program and not to 

something else” (Ovretveit & Gustafson, 2002, p.272). 

2- The study was confined to public funded hospitals in Kuwait. Hence, caution 

should be taken in extrapolating these data to hospitals outside the public sector 

and hospitals outside the country, as there may will be factors operating in 

public funded hospitals that are not present in other hospitals, and these factors 

may contribute to the associations found in this study. 

3- Findings from this study may not be generalizable to hospitals with different 

characteristics; however, hospitals in this study were chosen based on having 



224 
 

similar characteristics (table 5.4 in methodology chapter). Therefore, findings 

from this study have internal validity, even if there is a question mark about 

their external validity (generalizability).  

4- Non-response can affect the representativeness of the sample used in any 

survey. Although steps were taken to reduce the possibility of non-response, 

for staff questionnaire, a minimal non-response rate was encountered (4%) at 

the time of the baseline survey. For the follow-up survey, sample attrition was 

encountered. Some staff members dropped out of the research due to different 

reasons e.g. some left the hospital, others were on leave and a couple of them 

passed away. Although attrition can bias the validity of the study and affect the 

comparability of the groups (Bowling, 2009, p.244), the sample attrition rate 

in the study was only 5% (30 participants 15 from each of the 2 implementation 

structures), which left the follow-up phase with a response rate of 10% of the 

total population. Therefore, it is unlikely that non-response affected the 

representativeness of the sample for the staff survey. Non-response for patients 

was only 4.875% (39 patients in both stages), which is again unlikely to affect 

representativeness of the sample for the patient surveys. 

5- Patient samples at baseline and follow-up were different. This was because of 

the methodological difficulties of surveying the same patients at baseline and 

follow-up about the quality of hospital services. Hence, changes in patients’ 

views from baseline to follow-up reflect sampling error as well as actual 

changes in patients’ views on quality. 

6- Although attempts were made to include all patients who met the inclusion 

criteria in the survey, illiterate and non-Arabic/English speaking patients were 

excluded due to difficulty in communication. For staff survey, non-health 

professionals were also excluded. 

7- Although the same health care professionals were recruited at both study 

phases for the staff questionnaire, the Hawthorne effect (where people change 

in some way simply as a result of being studied (Bowling, 2009, p. 391)) was 

minimal in this study. More than 80% of staff who participated in both surveys 

were thought to be not directly involved in the accreditation process, so 

changing their behavior does not have an impact on the accreditation process. 

The idea of people remembering their pre-test answers and try to repeat or 

improve them on a post-test stage was again minimal here, as the questionnaire 
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was anonymous, tried to measure the impact of an intervention, which is not a 

personal issue, and the time between the baseline and follow-up surveys was 

quite long. 

8- Conducting patient FGDs in the outpatient department was difficult, as most 

patients wanted to leave the hospital as soon as they finished their doctor visit. 

The researcher could not gather the required number to conduct FGDs with 

outpatients. To overcome this problem, outpatient FGDs were conducted with 

in-patients who visited the outpatient department within two weeks prior to 

their admission, and they were asked about their experience then. This might 

have affected the quality of the information provided by patients, as they had 

to recall events that happened within 14 days, but interviewed patients were 

able to answer all the asked questions and recalled all the important events 

during their previous outpatient visit. 

9- Access to official hospital documentation was limited. 

8.3 Discussion and Interpretation of Findings in Line with each of 

the Specific Objectives 

Before discussing the results of the study in relation to the specific objectives, we will 

discuss the important aspects of staff characteristics. 

Since there were no important differences between BIA and LIA hospital staff 

samples, then these associations hold for both types of hospitals. Importantly, this 

means that differences on staff perceived quality between BIA and LIA hospitals 

cannot be accounted for by differences in staff characteristics. This increases our 

confidence that differences on quality measures between the hospitals are related to 

their different stages of accreditation implementation. However, other analyses of staff 

perceptions of quality were adjusted for staff characteristics (for example section 

6.5.1).   

Amongst the various occupations in the sample, and by comparing the patterns of 

current and previous involvement in accreditation between the various occupational 

categories (i.e. comparing table 6.2 with 6.3), it is evident that there is a striking 

difference within nurses in the sample whose views on quality were measured. In terms 

of the need for wider current involvement in quality outside the nursing profession, 

this makes a step in the right direction. Pomey et al. (2010) have recommended that as 
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many staff (especially doctors) as possible should be involved in the accreditation 

process, and not confined it to “quality specialists” or nurses. However, involving only 

9% of nurses in the current accreditation program may indicate that nurses were 

underrepresented, considering that they spent most of their time in direct patient care 

(Farquharson et al., 2013), and they were the largest occupational category in the study 

sample. 

The current accreditation program have tried to make use of staff with previous 

experience, such that 30% of those with previous experience are currently involved in 

the program in these hospitals (table 6.4).  

The following subsections (8.3.1 to 8.3.5) discuss and interpret results relevant to 

objectives one to five. Objective six is dealt with in chapter nine (conclusions and 

recommendations). Section 8.4 reviews the conceptual framework used in this study. 

8.3.1 Implementation of Accreditation 

Objective One: To appraise the implementation process of the accreditation program 

in the study hospitals, identifying the enablers and challenges. 

Box 8.2 Relevant results for objective one 

 

Assessing the implementation process in this study is important to ensure that the full 

potential of accreditation was achieved and that all participating hospitals 

implemented accreditation similarly. There is a wide gap between what is espoused as 

TQM and what is actually being implemented (Yong & Wilkinson, 1999). Hill and 

Wilkinson (1995) and Yong and Wilkinson (1999) warned that organisation-wide 

quality approaches that are implemented in a fragmented and unsystematic manner, 

run the risk of only ‘partial’ implementation which may, in turn, mean that the quality 

approach is never fully developed within the organisation. 

1- Steps of implementation of accreditation in Kuwait and Accreditation Canada were 

essentially the same, except for not doing a formal readiness assessment in Kuwait 

(table 6.5). 

2- Steps of implementation of accreditation in BIA and LIA hospitals in Kuwait were by 

enlarge the same, except for preparations and date of implementation (table 6.6). 

3- During the implementation of accreditation, a number of factors were identified as 

enablers if they were done well and barriers if they were done badly (box 6.4). The two 

factors that were seen as barriers only were the stressful nature of accreditation and 

improper program advertisement. 

4- Accreditation implementation brought a number of strengths to Kuwait’s hospitals. 

These are summarized in box 6.5. 
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 But what does the terms ‘implementation’ and ‘process’ mean? Implementation was 

defined by Klein and Sorra (1996), who focused on innovations that require the use of 

multiple organizational members such as quality approaches as “…the transition 

period during which targeted organisational members ideally become increasingly 

skilful, consistent and committed in their use of an innovation”(p.1057). Weiner et al. 

(2006) also provide a useful definition of implementation more specific to the 

healthcare contexts “By implementation, we refer to the transition period, following a 

decision to adopt a new idea or practice, when intended users put that new idea or 

practice into use-for example, when clinical and nonclinical staff begin applying QI 

principles and practices to improve clinical care processes” (p.308). 

Looking at the term process, it was defined by Ven and Poole (1995) as “the 

progression of events in an organizational entity's existence over time” (p.512), while 

Armenakis and Bedeian (1999) made the link to change by describing process as 

“…actions undertaken during the enactment of an intended change” (p.295). 

Accordingly, the implementation process involves activities associated with the 

initiation and continuation of an organisational change, such as accreditation. 

8.3.1.1 Comparison of Steps of Accreditation Implementation between Kuwait and 

Accreditation Canada 

Analysis of staff FGDs and interviews and comparison of the steps, actions and 

activities associated with introducing accreditation in the public hospitals of Kuwait 

with those of Accreditation Canada, indicates that accreditation implementation in 

Kuwait followed very closely the Accreditation Canada process. This suggests that the 

accreditation process was implemented adequately in Kuwait, in order to achieve the 

desired quality improvement. 

The literature suggests that most accreditation programs follow the same steps of 

implementation. This includes Joint Commission (JCI, 2015), Accreditation Canada 

(ACI, 2009), and UK’s King's Fund Organisational Audit Programme (Shaw & 

Brooks, 1991). In general, we can assume that implementing accreditation follows the 

quality cycle Plan, Do, Check, Act (PDCA), which provides an excellent and powerful 

foundation for quality improvement in health departments (Gorenflo & Moran, 2010).  
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Figure 8.1 PDCA cycle [adapted from: ASQ website] 

 

 

According to figure 8.1, the plan phase of the accreditation cycle includes readiness 

assessment, staff education, filling the baseline self-assessment form about the 

organization’s current situation identifying conformity to standards and areas for 

improvement, collecting baseline indicators and setting an action plan to meet the 

deficient standards. Evidence from the results (table 6.5) indicates that minor 

differences appeared in the plan phase of implementing accreditation in Kuwait 

compared with Accreditation Canada i.e. cancelling the readiness assessment and the 

need for more intense education in Kuwait, which might have had little impact on the 

process of implementing accreditation in Kuwait.  

A couple of differences were noted in the planning of the program itself. The first is 

related to the nature of the program, which is compulsory in Kuwait, but voluntary in 

most parts of Canada. Although mandatory accreditation involves a higher proportion 

of hospitals than the voluntary programs, which makes its impact higher on the health 

system, government mandated accreditation programs are often considered as an 

inspection rather than CQI process (Almasabi & Thomas, 2016), and this may cause 

more stress on the staff being imposed from outside.  

 

Plan Act 

Do Check 

Implementing the action plan. This 

includes implementing the 

improvements, collecting new data and 

documenting faced problems. 

Do = 
To investigate the current 

situation. 

Collect baseline data.  

Identify weaknesses and 

improvement opportunities. 

Develop an action plan to 

achieve improvements 

 

Plan = 

Analysing the effect of the 

intervention. 

Check = 

To act upon what has been learned 

by standardizing the intervention if it 

was effective, revising it, or stopping 

it if no improvements were achieved. 

(Gorenflo & Moran.J.W, 2010) 

Act = 
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The second difference is that accreditation is performed by the MOH in Kuwait, while 

Accreditation Canada is an independent agency. Since MOH is the main service 

provider in Kuwait, there is conflict of interest when they perform accreditation and 

survey the hospitals that belong to them. 

These two differences in the planning of the accreditation program might have 

weakened the implementation of accreditation in Kuwait and so its ability to improve 

quality. 

The Do phase of the accreditation cycle includes implementing the accreditation 

standards, where appropriate policies, procedure and clinical guidelines are developed, 

further staff education is conducted, required staff and equipment are provided and so 

on. It also includes collecting post intervention data. Results (sections 6.2.1.3.4 to 

6.2.1.4) shows that there were no noticeable differences in the Do phase between 

Kuwait and Accreditation Canada.  

The Check phase of the accreditation cycle includes conducting the on-site survey and 

producing the final report, where surveyors assess the compliance of the organization 

with the accreditation standards and produce a comprehensive report about the 

organization’s performance. Evidence from the results (section 6.2.1.5) indicates that 

the on-site survey was conducted similarly in Kuwait and Canada. A minor difference 

occurred in the production of the final report (section 6.2.1.6), as it was produced in 

Canada (not in Kuwait) and this resulted in a delay in receiving the report and hence 

responding to its recommendations.   

The last phase of the quality cycle is the Act phase. This is equivalent to the on-going 

quality improvement stage of the accreditation process, where organizations respond 

to the recommendations in the final report and submit data about their progress and 

performance improvement. Results (section 6.2.1.7) indicate that the Act phase was 

similar between Kuwait and Accreditation Canada. 

Overall, the Kuwait implementation of accreditation followed largely Accreditation 

Canada implementation. Since no major mismatch between the steps of implementing 

accreditation in Kuwait and Accreditation Canada was noted, we can assume that 

accreditation was implemented adequately in Kuwait.  
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8.3.1.2 Comparison of Steps of Accreditation Implementation between BIA and LIA 

Hospitals in Kuwait 

When comparing the quality cycle phases between BIA and LIA hospitals, they 

followed by enlarge the same steps. Few differences arose in the plan phase (table 6.6) 

where BIA hospitals had more preparations and better knowledge about accreditation 

compared to LIA hospitals (due to their previous experience in the pilot phase), which 

resulted in earlier implementation of accreditation in BIA compared to LIA hospitals. 

In addition, LIA hospitals had more time (in the Do phase) to implement accreditation 

compared to BIA hospitals.  

These differences did not affect the ability of LIA hospitals to implement accreditation, 

as they were able to catch up with BIA hospitals in the degree of accreditation 

implementation at follow-up. This was evident by the improvement in their scores on 

MBNQA dimensions from baseline to follow-up (figure 6.2).  

8.3.1.3 Enablers and Barriers for Implementing Accreditation 

Evidence from this study showed a number of enablers and barriers of accreditation 

implementation as identified by interviewed staff (box 6.4). Most of these factors were 

seen as enablers if they were done well and barriers if they were done badly. The two 

factors that were described as barriers only were the stressful nature of accreditation 

and improper program advertisement. 

There is consistency between most of the enablers and barriers identified by staff in 

Kuwait and those found in the literature.  Six out of the eight factors mentioned by 

staff in this study are in line with findings from previous studies. These include staff 

motivation and interest in quality (Ng et al., 2013), which improves staff participation 

and teamwork, and this is an important factor for successful practice of quality 

management (Ching-Chow Yang, 2003; Talib, Rahman, & Azam, 2011). On the other 

hand, staff resistance is a well-known barrier to the implementation of quality 

improvement programs (Alkhenizan & Shaw, 2011; Almasabi & Thomas, 2016; El-

Jardali et al., 2014; Gollop et al., 2004), which is common with the introduction of a 

new change (Andersson, 2015).  

Another factor is leadership, where leadership support and commitment are crucial for 

the success of any quality improvement initiatives (Almasabi & Thomas, 2016; El-
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Jardali et al., 2014; Gollop et al., 2004; Maguerez et al., 2001; Scrivens, 1995), while 

unsupportive leadership and lack of management commitment is a major barrier to the 

implementation of quality management programs (Newall & Dale, 1991; Whalen & 

Rahim, 1994). This includes top management support as lack of governmental 

leadership was found to be a main cause for poor integration and consistency seen in 

accreditation programs (Ng et al., 2013). 

Staff education and training was identified as key for facilitating a successful 

implementation of accreditation (El-Jardali et al., 2014; Ng et al., 2013). Hospital 

administrators in Lebanon mentioned that the area of highest increase in expenses 

during the accreditation process was staff training, indicating the importance of staff 

education and training in the accreditation process (Saleh et al., 2013). On the other 

hand, lack of understanding and proper training presents a major obstacle for 

implementing a quality improvement program, as implementing TQM requires a well-

educated workforce (Whalen & Rahim, 1994). Newall & Dale (1991) confirmed that 

poor training and education is a main challenge to developing and implementing a 

quality program. 

When adopting international accreditation standards for local use, it is important to 

consider their relevance to the local health care system, compatibility with local 

regulations, cultural acceptance and adaptability to all types of hospitals in the country 

(Ng et al., 2013). Results from this study showed that although the national 

accreditation standards were based on the Canadian standards (which ensure their 

credibility), and were customized to fit the local context, some standards (or parts of 

standards) are difficult to apply in Kuwait and more modifications should have been 

applied to improve their applicability. A similar challenge was faced in Lebanon 

(Saleh et al., 2013) and Iran (Agrizzi, Agyemang, & Jaafaripooyan, 2016). 

Although impartiality of oversight was not identified in the literature as an enabler or 

barrier, it was an important factor that prevented conflict of interest (Rafeh & Schwark, 

2006). In Kuwait, the MOH added members to the higher committee (which is 

responsible to oversight the program) from out-side the ministry to assure neutrality. 

This remains a temporary solution until an independent body is established to oversight 

the program. Assuring full neutrality of the accreditation organization is difficult, as 

even JCAHO was criticized for lack of impartiality in evaluating hospitals. Although 



232 
 

it is an independent organization, it has a close ties to the industry it overseas, since 

half of its board of commissioners’ members are from within the industry it is supposed 

to regulate (Chen et al., 2003). 

Achieving sustainability is an important facilitator of accreditation, and in this study, 

staff thought that the MOH is able to sustain the program in Kuwait. However, the 

literature suggested that to achieve sustainability, sufficient size (in terms of 

population and thus potential institutional customers), health system resources (mainly 

programme funding and financial incentives for participation) and consistency of 

policy support seem to be preconditions for programmes to succeed (Shaw et al., 

2010). Kuwait is a small country, and smaller countries face the challenge that even if 

the government covers the start-up costs of the accreditation program, the operating 

costs have to be shared between a small numbers of HCOs (Shaw et al., 2010). With 

the growth of Kuwait’s population (which exceeded three million now (Kuwait 

Government, 2014)) new hospitals are built (both public and private), and this might 

provide sufficient market size for the accreditation program, although no participation 

fees are required yet from hospitals joining the program in Kuwait. 

The other part of sustaining an accreditation program is to do with the availability of 

resources. In Kuwait, although the MOH provided all the resources required to start-

up the program, minimal resources were available during the implementation process. 

This is not surprising as it is often seen that quality improvement activities are started 

without adequate resource allocation to support their implementation (Shekelle, 2002). 

In Thailand, hospitals had to improve quality of their health services depending on 

their own limited resources, as resources required for QI activities were not clearly 

considered by the government (Pongpirul et al., 2006). This is quite similar to the 

situation in Kuwait. Lack of resources is a well-documented barrier to the 

implementation of quality implementation programs including accreditation (Bukonda 

et al., 2002; Whalen & Rahim, 1994). 

Limited financial resources hinder the implementation of accreditation standards (El-

Jardali et al., 2014; Pongpirul et al., 2006). Although Kuwait is a rich country, limited 

funds were provided for the implementation of accreditation. This could mainly be 

attributed to the inefficient allocation of MOH’s budget, resulting in hospitals not 

getting their requirements to properly apply the program. A similar challenge was 
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faced in Saudi Arabia, and researchers suggested that special funds should be allocated 

for the quality departments in all healthcare facilities (Albejaidi, 2010). Another reason 

for lack of funds could be related to the mandatory nature of accreditation in Kuwait, 

where MOH cannot charge hospitals for applying accreditation and they have to cover 

all program expenses. That was the situation in Iran (Aryankhesal, 2016) and probably 

in most countries with compulsory accreditations. 

Lack of human resources was a real barrier during the implementation of accreditation 

in Kuwait. Shortage of staff in general and in quality departments specifically can 

affect the implementation of quality improvement programs. This was documented in 

Saudi Arabia (Albejaidi, 2010), Lebanon (El-Jardali et al., 2014) and Thailand 

(Pongpirul et al., 2006). 

The availability of limited information resources in Kuwait was a barrier for 

implementing accreditation, since data is important in CQI as it provides the base for 

decisions (Kahan & Goodstadt, 1999). Similar situations were found in Saudi Arabia 

(Albejaidi, 2010) and in Thailand (Pongpirul et al., 2006). 

Accreditation is known to be a stressful process as it increases staff workload (Manzo, 

Brito, & Corrêa, 2012; Ng et al., 2013) and requires time and effort from 

administrators, medical personnel, and support staff (Montagu, 2003). This barrier was 

documented in this study, as staff complained of the demanding nature of 

accreditation, particularly with the shortage of staff in some medical specialities in 

Kuwait. In Saudi Arabia, staff criticised the accreditation program as it increased 

paperwork, and many had to spend much of their private time to deal with accreditation 

related issues (Almasabi & Thomas, 2016). 

The last barrier identified in this study was improper promotion of the accreditation 

program, which led to low buy-in from staff. Although this was not identified in the 

literature as a barrier to implementing CQI activities, it is important to enhance staff 

and patient awareness of any newly introduced quality improvement program. This 

was done in France (Maguerez et al., 2001) and Lebanon (El-Jardali et al., 2014), 

which had a positive impact on staff attitude towards the CQI programs. 

Although a number of enablers were present when implementing accreditation in 

Kuwait, the encountered barriers seem to have a bigger impact on the implementation 

of accreditation, which may have weakened the process of implementation. Kuwait is 
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no difference to other countries as most of the encountered barriers were documented 

in other studies. Knowing that most of these barriers can turn into enablers once 

performed well helps in overcoming these obstacles.  

8.3.1.4 Results from the Analysis of the Strengths of Accreditation Perceived by Staff  

In addition to analysing the results about enablers and barriers, a number of strengths 

were identified during the analysis of staff FGDs and interviews (box 6.5). These 

strengths are benefits of the accreditation program that HCOs should use to improve 

the quality of their care and to enhance their performance. Most of the identified 

strengths are consistent with benefits of accreditation recognized in other studies.  

Improved staff training, knowledge and awareness were perceived as strengths of 

accreditation in this study. This is in line with majority of the reviewed literature (Al 

Awa et al., 2011; Braun et al., 2008). Accreditation was recognized as a mean to 

promote capacity building and professional development (Beaumont, 2009; Montagu, 

2003; Nicklin, 2015), as well as an opportunity to improve staff education and training 

(Al Qahtani, 2009; Bruchacova, 2001; El-Jardali et al., 2014). Only one study found 

that accreditation of a health program appears unrelated to professional performance 

(Greenfield & Braithwaite, 2008), but this was conducted in a different setting (nursing 

education programs). 

Accreditation was also seen as a tool to enhance communication among staff and 

between staff and management in this study. This is supported by the literature 

(Almasabi & Thomas, 2016; Beaumont, 2009; El-Jardali et al., 2014; Ng et al., 2013; 

Pagliarulo, 1986). Enhanced communication is mainly achieved through regular 

meetings of a broad range of professionals and disciplines (Pomey et al., 2004), and 

the development of a committee structure in the self-assessment phase (Duckett, 

1983). This includes frequent communication with all stakeholders (including 

individual facilities) for sharing experiences (Cleveland et al., 2011), and establishing 

a continuous and direct lines of communication between top-level managers and their 

employees (El-Jardali et al., 2008). Teamwork is another strength of accreditation 

identified in this study, which is consistent with findings from previous studies (Al-

Sughayir, 2016; El-Jardali et al., 2014; Salmon et al., 2003). It is a key element for 

staff participation in quality improvement programs (Whalen & Rahim, 1994), which 
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overcomes a major obstacle of insufficient staff involvement in implementing quality 

activities (Ng et al., 2013).  

The development of new policies as a result of introducing accreditation was 

recognized as a strength in this study. Similar findings have been reported in the 

literature that accreditation helps in translating theories of quality into action by 

developing and implementing policies, procedures and clinical guidelines (El-Jardali 

et al., 2014; Nicklin, 2015). In Saudi Arabia, an average of 52 new guides, policies 

and procedures were developed and implemented in one hospital as a result of 

introducing accreditation (Beaumont, 2009). Review of such policies in the on-site 

survey (together with reviewing other documents) is one method of evaluating the 

HCO’s compliance with accreditation standards (Bruchacova, 2001).  

Documentation is another strength of the accreditation process in Kuwait, and this is 

in line with findings from previous studies (Almasabi & Thomas, 2016; Duckett, 1983; 

Pomey et al., 2004). Documentation includes recording minutes of meetings, 

documenting rules and regulations and thoroughly completing medical records (El-

Jardali et al., 2014). 

In this study, staff felt that accreditation improved hospital safety measures through 

the introduction of patient safety solutions, incident reporting system, and safety walk 

rounds. This was seen as a strength of accreditation in Kuwait as perceived by staff. 

This is in line with majority of the literature, since many studies found a positive 

relationship between accreditation and hospital safety practice (Al Qahtani, 2009; Al-

Awa et al., 2012; Devers et al., 2004; Hosford, 2008; Longo et al., 2007; Sekimoto et 

al., 2008; Shaw et al., 2010). However, three studies found inconsistent relationship 

between accreditation and safety measures, of which two studies measured patient 

safety indicators (Miller et al., 2005; Thornlow & Merwin, 2009) while we used 

qualitative data for this part of the study, and the third study was conducted in a 

psychiatric facility which usually have special characteristics.  

Staff also saw the use of indicators in the accreditation program as a strength, since 

they could use them to monitor and motivate improvements to the health care services. 

This result is consistent with much of the reviewed literature, which stressed on the 

importance of using indicators in the healthcare field. Bruchacova (2001) believed that 

indicators for quality of care concern clients, providers, and funders of the healthcare 
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services. Accreditation enhances the use of indicators that can lead to evidence-based 

decision making, and hence contributes to improving health outcomes (Nicklin, 2015; 

Pomey et al., 2004). Indicator measurement and monitoring can also provide the 

evidence to show that accreditation is having influence on quality improvement 

(Mainz, 2003). However, indicators can only result in quality improvement when they 

facilitate learning (Bruchacova, 2001). 

Monitoring patient satisfaction is another strength of implementing accreditation in 

Kuwait as perceived by staff. Although measuring patient satisfaction is a standard 

practice in developed countries, it is quite new in the public health sector in Kuwait, 

as indicated by the limited number of studies conducted on patient satisfaction in 

Kuwait (Alhashem et al., 2011). The national accreditation standards considered 

feedback from patients as an integral part of the hospital’s quality improvement 

process. Such feedback includes measuring patient satisfaction annually and taking 

action on results, and implementing a complaints process (Kuwait MOH, 2011). Since 

accreditation is a quality improvement tool and patient satisfaction is a quality outcome 

indicator (Sack et al., 2011), it is reasonable to measure patient satisfaction before and 

after implementing accreditation, to detect quality improvements from patients’ 

perspectives.  

Developing strategic and annual operational plans is recognised as one of the strengths 

of the national accreditation program. Although sounds like a basic element that should 

be available in any hospital, Kuwait public hospitals did not establish proper strategic 

and operational plans until the introduction of accreditation. Establishing strategic and 

operational plans is the responsibility of the hospital management, and are reflected by 

leadership standards (Kuwait MOH, 2011), which indicates the importance of these 

plans. A similar picture was observed in Saudi Arabia, where accreditation resulted in 

the development of the first strategic plan and 12 structural plans including an 

operational plan in a private hospital (Beaumont, 2009).   

In general, staff perceptions of the strengths of accreditation in this study are similar 

to the literature, indicating that implementation of accreditation was adequate in 

Kuwait’s public hospitals.  
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Box 8.3 Conclusion of the discussion on the first study objective 

 

8.3.2 Impact of Accreditation on MBNQA Dimensions 

Objective Two: To examine the impact of accreditation on MBNQA dimensions 

 

Box 8.4 Relevant results for objective two 

 

The evidence from those three pieces of results shows that accreditation have a positive 

influence on MBNQA dimensions, as accreditation improved all six dimensions. This 

is consistent with the study hypothesis that accreditation might improve quality 

through influencing the MBNQA dimensions positively. 

This is in line with some of the studies in the literature, but it is in conflict with others.  

The positive association between accreditation and leadership found in this study 

resonate with much of the literature (Al Awa et al., 2011; Al-Awa et al., 2012; 

Braithwaite et al., 2010; Dircksen, Choucair, & Bocskay, 2014; Hassan, 2006). 

However, Paccioni et al.(2008) did not find a significant impact of accreditation on 

leadership, but Paccioni’s study was conducted in a different setting (primary care 

centres not hospitals), which might explain the difference in their finding.  

The importance of leadership in this study was evident from both qualitative (section 

6.2.2.2) and quantitative data (figures 6.1, 6.2 & 6.4).  Furthermore, the obstacles faced 

in the preliminary phase of developing accreditation in Kuwait were mainly due to 

change in the ministerial position (section 4.3.1 of the study context chapter). This 

provides another evidence about the widely experienced view that strong leadership 

Evidence from this discussion and the results points 

to the fact that the process of accreditation 

implementation in Kuwait’s public hospitals was 

adequate to have an impact on quality. 

1- There was a substantial difference between BIA and LIA hospitals at baseline in all the 

MBNQA dimensions, favouring BIA hospitals (figure 6.1). 

2- There was a significant improvement in all the MBNQA dimensions of LIA hospitals 

from baseline to follow-up (figure 6.2). 

3- All the dimensions of LIA hospitals at follow-up moved substantially towards the level 

of BIA hospitals at baseline, as they became at a similar stage of implementing 

accreditation (figure 6.4).  
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from the top is required for quality improvement initiatives to be driven through the 

health system, and that Minister of Health should be briefed about the accreditation 

program in order to support its sustainability. 

A positive relationship between accreditation and strategic quality planning is also 

documented in this study. This finding is in line with findings from previous studies 

(Beaumont, 2009; El-Jardali et al., 2014; Paccioni et al., 2008).  

Customer focus (which is mainly concerned with patient satisfaction) is again 

positively related to accreditation in the current study. This result does not support the 

evidence from many studies in the literature that found no relationship between patient 

satisfaction and accreditation (Greenfield & Braithwaite, 2008; Quality Assurance 

Project (QAP), 2005; Sack et al., 2010; Sack et al., 2011; Salmon et al., 2003). 

However, studies from the Middle East suggest that accreditation is likely to have a 

positive impact on patient satisfaction (Al Qahtani, 2009; Al Tehewy et al., 2009; Al-

Qahtani et al., 2012; Beaumont, 2009; Hassan, 2006).  

The difference in the relationship between accreditation and patient satisfaction in 

studies from the Middle East and those from other parts of the world could be 

explained as patients were not considered as a priority in the health systems of many 

Middle Eastern countries prior to accreditation. With the introduction of accreditation, 

these systems started seeking improvements in a number of quality dimensions 

including the requirement for healthcare to be Patient-centred, which is one of the 

dimensions of healthcare quality as defined by WHO (2006b) and Institute of Medicine 

(2001).  

There are many ways in which patients' opinions are "fed back" to health service 

management these days. These include comment boxes, complaints mechanisms, 

patient committees in local health centres, patient surveys, focus groups and public 

meetings (Sitzia & Wood, 1997). Unfortunately most of these approaches were not 

used in Kuwait’s public hospitals previously, but on the implementation of 

accreditation, hospitals started applying complaints mechanisms and conducting 

patient surveys, so patients’ voice became resonant and some improvements were 

made based on patients’ suggestions. 

Another explanation might be due to the presence of a bigger gap between the 

delivered care and the best possible care in developing countries compared to 
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developed countries (Leatherman et al., 2010). This means that there is a bigger room 

for improvements in developing countries when implementing any quality 

improvement program. In Kuwait, introducing a national accreditation program was 

one of the reform strategies planned by the MOH (WHO, 2006a). According to a 

quality directorate personnel “The accreditation program was considered as part of the 

Government's program of action, which means that it will be followed up by higher 

authorities, not only MOH” (Quality directorate personnel, 2012). This reflects the 

importance of accreditation as a mechanism used by Kuwait’s government to improve 

the quality of health care services provided by public hospitals. Prior to the 

introduction of accreditation in Kuwait, there was no proper quality improvement 

system implemented in any public hospital in the country, apart from some scattered 

QI activities. Introducing accreditation was a huge step that led to many changes in the 

public hospitals and this might have enhanced patient satisfaction in accredited 

hospitals.  

Measurement, Analysis, and Knowledge Management (which is concerned with the 

availability and use of data to improve the organization’s performance) is positively 

associated with accreditation in this study. This agrees with findings from a couple of 

previous studies by Paccioni et al. (2008) and Furukawa et al. (2008). The importance 

of this dimension was demonstrated in previous studies which suggested that hospital 

systems and departments should be linked by an effective information system, since 

collecting and analysing data enables HCOs to make informed decisions, introduce 

appropriate indicators, correct errors and support organizational strategy (Lee et al., 

2013; Meyer & Collier, 2001). In the accreditation process, the use of data proved to 

help hospitals to measure performance, track improvement activities, and provide 

evidence for compliance with accreditation standards, which can lead to quality 

improvement  (El-Jardali et al., 2008; Ng et al., 2013), and help health policy makers 

in assessing the effect of accreditation (Mumford et al., 2015). 

The use of data in the national accreditation program in Kuwait is important, specially 

to fulfil the program’s requirement in monitoring indicators of performance. 

Identifying, collecting and monitoring indicators in the accreditation process is very 

important to improve the quality of health care services, as Almoajel (2012) concluded 

from reviewing the literature on the relationship between accreditation and quality 

indicators in hospitals. The accreditation program in Kuwait also stressed on the 
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importance of using information management technology by allocating one of the 

standards under the Information Management section to this area (Kuwait MOH, 

2011). Despite this, the use of IT in Kuwait’s public hospitals is limited, but MOH is 

working hard to implement a proper IT system that will help in improving hospital 

services. 

The fifth dimension of the MBNQA dimensions is Workforce focus, which addresses 

key human resource practices, and was divided into two subscales in the staff survey: 

Staff Recognition & Satisfaction subscale and Staff Education & Development 

subscale. Workforce focus is positively associated with accreditation in this study. This 

finding is consistent with results from (Hassan, 2006; Paccioni et al., 2008) where 

accreditation had a positive impact on Human resource management.  

Looking at the two elements of Workforce focus, many studies showed that 

accreditation can improve staff satisfaction (Al Tehewy et al., 2009; Beaumont, 2009; 

Nicklin, 2015), and staff development (Al Qahtani, 2009; Braun et al., 2008; El-Jardali 

et al., 2014; Greenfield & Braithwaite, 2008). However, Al Qahtani (2009) reported 

that private hospitals’ staff expressed dissatisfaction after introducing accreditation 

compared to public hospitals’ staff. This dissatisfaction resulted from the nature of the 

accreditation process being complex, time-consuming and stressful (Severance, 2009) 

without offering suitable incentives (Al Qahtani, 2009) and some interviewed staff in 

Kuwait has mentioned this point (Results I chapter, section 6.2.2.6.3). Improving staff 

involvement, performance, satisfaction and retention can be achieved by providing a 

proper reward and recognition system for staff involved in the accreditation process 

(Al Qahtani, 2009; El-Jardali et al., 2008; El-Jardali et al., 2014).  

Human resources are very important in the field of health care, as they represent one 

of three principle health system inputs, together with physical capital and consumables 

(Kabene, Orchard, Howard, Soriano, & Leduc, 2006). Kuwait’s accreditation manual 

includes a whole section about human resources, where standards are concerned with 

staffing plan, job description, employee record, orientation program and on-going staff 

education, performance appraisal system, occupational health and safety program and 

monitoring HR indicators (Kuwait MOH, 2011). Although these standards cover 

important aspects of HR management, applying HR standards in Kuwait is still 

difficult as many parts of human resources are centralized in the MOH.  
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The degree of centralization refers to the extent that decision-making powers are 

vested in bodies at or near the top of the hierarchy (Meyer & Hammerschmid, 2010). 

In Kuwait, and according to the interviewed staff in this study (Results I chapter, 

section 6.2.2.2), many decisions concerning human resources are taken centrally 

through MOH.  Staff claimed that this centralized approach could delay decisions and 

encourage decision-makers in the MOH to ignore hospital staff requirements, as they 

do not feel the actual need for such issues, being away from the actual hospital. 

Centralized HR can be slow, rigid, unresponsive, and ineffective. Reform initiatives 

in many countries are characterised by decentralization of various types of functions 

including HR. This can result in less complex procedures, faster decisions, recruitment 

fitting the specific needs of the organization and increased effectiveness since 

decentralization increases managers’ power and freedom to manage, thus enabling 

them to recruit, evaluate, promote, offer incentives, suggest training needs, and 

communicate according to their specific demands (Meyer & Hammerschmid, 2010). 

However, finding the right balance between centralized and decentralized systems for 

human resource management is a major challenge for all governments (Meyer & 

Hammerschmid, 2010), and care should be taken when transforming from one state to 

the other.  

The last dimension of the MBNQA dimensions is Operations focus, which examines 

how the organization designs, manages, and improves its work systems and work 

processes to deliver patient and stakeholder value and achieve organizational success 

and sustainability (Baldrige Performance Excellence Program, NIST, 2011-2012). 

Operations focus is positively associated with accreditation in this study. This finding 

is in line with majority of the reviewed literature in that accreditation improves the 

different components of operations focus dimension including patient safety and risk 

management processes (Al Awa et al., 2010; Al-Awa et al., 2012; Devers et al., 2004; 

Hosford, 2008; Longo et al., 2007; Shaw et al., 2010), and the development of effective 

disaster and emergency preparedness plans (Doherty, 2004; Mehta, 2006). It also 

enhanced the use of checklists, policies, procedure and guidelines for clinical 

conditions, as well as better compliance with standards, which are known to improve 

process measures and clinical outcomes (Al Tehewy et al., 2009; El-Jardali et al., 

2014; Juul et al., 2005; Lutfiyya et al., 2009; Quality Assurance Project (QAP), 2005; 

Salmon et al., 2003). 
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In Kuwait, the accreditation program included risk management and adverse events 

standards in the Leadership section, indicating the importance of this area. In addition, 

twelve patient safety areas were included and each has specific tests for compliance, 

which the surveyors evaluate during the accreditation survey. The management of 

disasters and emergencies forms an important component of the accreditation 

standards, as five standards in the environmental section were concerned with this area 

(Kuwait MOH, 2011).  

In addition, the use of policies, protocols and clinical guidelines was mentioned 

frequently in different sections of the national accreditation manual. Standards also 

stressed on the importance of implementing proper work processes i.e. patient 

admission process, discharge/transfer processes and follow-up processes, to create 

value for customers, operate efficiently and effectively, and achieve organizational 

success.  

Box 8.5 Conclusion of the discussion on the second study objective 

 

8.3.3 Association between Accreditation Implementation and Staff Perceptions 

of Quality 

Objective 3: To assess the impact of hospital accreditation on staff perceptions of 

quality. 

Box 8.6 Relevant results for objective three 

 

Evidence from this discussion and the results points to the fact that 

the implementation of accreditation positively influenced all six 

MBNQA dimensions. 

This supports one aspect of the study hypothesis (that MBNQA 

dimensions might be the pathway through which accreditation 

influences quality outputs). It also indicates that our choice of 

hospitals for the framework is a good choice in terms of addressing 

the study aims. 

 

 

1- Substantial different baseline between BIA and LIA hospitals such that the 

accredited hospitals had much higher staff perceptions of quality (figure 6.5). 

2- Substantial improvements in staff perceptions of quality at LIA hospitals from 

baseline to follow-up (figure 6.7), so that the big difference between BIA and LIA 

at baseline narrowed considerably at follow-up (figure 6.6). 

3- Continued small but significant improvements in staff perceptions of quality at BIA 

hospitals from baseline to follow-up (appendix 6.5- C). 
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The first two findings are consistent with the study hypothesis that accreditation 

improves quality outcomes. Many other studies have looked at the impact of 

accreditation on staff perceptions of quality, and they all found a positive impact of 

accreditation on quality improvement (Abou Elnour et al., 2014; El-Jardali et al., 2008; 

El-Jardali et al., 2014; Seada, 2012; Yildiz & Kaya, 2014). 

Results and discussions on the previous objective suggest that the implementation of 

accreditation has influenced all MBNQA dimensions positively. Therefore, it may 

well be that the increases in staff views on quality come about, at least in part, from 

these improvements to the dimensions in the conceptual framework.  

The third finding suggests that not only were quality improvements sustained but also 

there was some measures of continuous quality improvement. Previous experiences 

suggest that over time and after receiving the accreditation status, the impact of 

accreditation on quality starts to decline and staff efforts start to wean, as they don’t 

feel the pressure to perform optimally (Devkaran & O'Farrell, 2014; Devkaran & 

O'Farrell, 2015). However, over the period we did this study, we noticed (if anything) 

a slight improvement in quality outcomes as perceived by staff in BIA hospitals at 

follow-up. 

BIA hospitals received their final assessment survey report nearly eight months after 

the study baseline survey. This report had recommendations for further quality 

improvement actions. Therefore, this further increase in staff quality perceptions at 

BIA hospitals may be a reflection of this further action on quality improvement. Again, 

this evidence points to a continuing impact of the accreditation program on quality 

outcomes. 

Another possible reason for maintaining high staff perceptions of quality in BIA 

hospitals at follow-up is the length of time accreditation has been in operation in these 

hospitals. At the time of the follow-up survey, BIA hospitals had been implementing 

accreditation for two and a half years. Although not long enough to yield significant 

effects on quality improvement (Wardhani, Utarini, Van Dijk, Post, & Groothoff, 

2009), the influence of accreditation started to be more evident to staff, and this was 

mentioned in one of the staff interviews  

“After the on-site survey, we noticed a big change in staff views and believes about 

accreditation. Many staff asked to join the accreditation program. They were also 
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interested in improving their knowledge about quality and they started making 

suggestions to improve the process of accreditation” (quality officer, BIA hospital). 

It will be interesting to discuss if the above interpretations holds for patient perceptions 

of quality. 

Box 8.7 Conclusion of the discussion on the third study objective 

 

8.3.4 Association between Accreditation Implementation and Patient 

Perceptions of Quality 

Objective 4: To assess the impact of hospital accreditation on patient perceptions of 

quality. 

Box 8.8 Relevant results for objective four 

 

The evidence on patient perceptions of quality follows a similar pattern to that for staff 

perceptions. At baseline, patients at BIA hospitals had higher perceptions of quality 

than those at LIA hospitals. This was true for both in-patients and outpatients.  

Within the LIA hospitals, there were improvements in perceptions of quality from 

baseline to follow-up, but these were much greater for in-patients than for outpatients. 

At follow-up, in-patient perceptions of quality for LIA hospitals improved and 

exceeded that for BIA hospitals, suggesting that the implementation of accreditation 

had been successful in improving in-patient quality. For the outpatients, BIA hospitals 

This evidence argues in favour of one aspect of the major hypothesis 

of this thesis that is “... Implementation of accreditation results in 

improvements in perceptions of quality from staff…” 

 

1- At baseline, patients at BIA hospitals had higher perceptions of quality than those at 

LIA hospitals. This is true for all in-patient dimensions (appendix 7.2) and for all 

outpatient dimensions (appendix 7.5). 

2- At follow-up, in-patients at LIA hospitals had higher perceptions of quality than in-

patients at BIA hospitals (appendix 7.3). While outpatients at BIA hospitals had still 

higher perceptions of quality in all measured dimensions (appendix 7.6). 

3- For LIA hospitals, both in-patient and outpatient perceptions of quality increased from 

baseline to follow-up (tables 7.9 & 7.10). 

4- In the FGDs, patients identified a number of themes as most important for their quality 

perceptions of hospital services (section 7.2.6). Most of these themes are closely related 

to the quantitative dimensions of both in-patient and outpatient surveys (table 7.11). 
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maintained higher outpatient perceptions of quality. There are several possibilities to 

explain this difference. Some explanations are offered in box 8.9. 

Box 8.9 Possible reasons for the difference in outpatient perceptions of quality between BIA and LIA 

hospitals at follow-up 

 

Naturally, more detailed analysis of both the quantitative and qualitative data for the 

outpatients may help to throw more light on this difference.  

Evidence from the literature about the impact of accreditation on patient perceptions 

of quality, which is usually operationalized as patient satisfaction (Van Campen et al., 

1995), is controversial. Studies from the Middle East suggest a positive impact of 

accreditation on patient satisfaction (Al Tehewy et al., 2009; Al-Qahtani et al., 2012; 

El-Jardali et al., 2014; Hassan, 2006; Yildiz & Kaya, 2014), while studies from other 

parts of the world found basically no relationship between accreditation and patient 

satisfaction (Quality Assurance Project (QAP), 2005; Sack et al., 2010; Sack et al., 

2011; Salmon et al., 2003).  

The picture in Kuwait about the positive impact of accreditation on patient perceptions 

of quality is similar to other Middle Eastern countries. Such a positive effect could be 

due to the gap between the delivered care and the best possible care, which is often 

bigger in developing countries than in developed countries (Leatherman et al., 2010). 

Prior to introducing accreditation, Kuwait had inadequate legislations for healthcare 

quality and safety and the national accreditation program is considered as the first 

quality management system that hospitals have to conform to in order to improve their 

quality of health services. A similar situation existed in some neighbouring countries 

i.e. in Iran, accreditation is the sole regulatory control mechanism used to promote 

safety and quality in hospitals across the country (Agrizzi et al., 2016), and no other 

effective means to check the basics across hospitals exit (Aryankhesal, 2016). 

The timing of the study could also explain the positive impact of accreditation on 

quality outcomes. The literature suggests that initially, HCOs invest enormously in 

1- The continuing impact of the accreditation program on quality 

outcomes through the adoption of CQI philosophy (Scrivens, 1997a). 

2- Opening new outpatient clinics in BIA hospitals, which reduced the 

waiting list. 

3- Expanding the working hours for the current clinics by opening 

afternoon clinics. 
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order to learn how to conform to the first accreditation visit and gain the most benefits 

possible from the process (Pomey et al., 2010). The current study was conducted when 

accreditation was implemented for the first time in Kuwait, and it seems that local 

hospitals had worked hard to conform to accreditation standards, which may have 

influenced staff and patient perceptions of quality positively.  

The accreditation life cycle (Devkaran & O'Farrell, 2014) can also explain this finding. 

The baseline survey for BIA hospitals and the follow-up survey for LIA hospitals were 

in the pre-survey phase of accreditation, where marked improvement in compliance 

with quality measures occurred, which may have had a positive influence on patients’ 

views of quality. On the other hand, LIA hospitals at baseline were at the beginning of 

the initiation phase of accreditation, where no real changes were implemented yet, and 

BIA hospitals at follow-up were in the stagnation phase of accreditation, which is 

characterized by a decline in compliance performance. 

The importance of training on communication in the accreditation program was 

evident in this study. Findings showed that at follow-up, in-patients from LIA hospitals 

had significantly higher perceptions of nurse communication and doctor 

communication. This improvement in communication could be due to the more recent 

effect of training on communication skills provided to doctors and nurses in LIA 

hospitals as part of the accreditation process, whereas BIA hospitals’ staff had similar 

training earlier and did not have follow-up training on such subject. This finding was 

supported by the qualitative data (section 7.2.6.1) where patients described staff-

patient relationship as a crucial element contributing to overall patient satisfaction. 

The importance of communication in patient-provider relationship has been identified 

as essential to patient satisfaction in a number of studies (Beck et al., 2010; Draper et 

al., 2001; Mohammed et al., 2016). Training in communication skills increases open 

discussion and may produce greater patient satisfaction with physician services, which 

is crucial to overall satisfaction with other services (Saeed, Mohammed, Magzoub, & 

Al-Doghaither, 2001). This training was provided by the accreditation program in 

Kuwait, which reflected on improved patient satisfaction with staff communication. 

However, it seems that receptionists didn’t participate in such training sessions, as 

patients still complained about their attitudes (section 7.2.6.1.3), despite their 

important role being the first line of contact with patients. Lack of receptionists 
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training is documented in the literature, as they are unlikely to receive training in 

handling relationships with patients (Eisner & Britten, 1999), and they need more 

opportunities to develop their skills and knowledge in relation to HCOs’ clients (Pyke 

& Butterill, 2001).  

It should be noted that patients expressed high levels of satisfaction with the health 

services at public hospitals. The overall quality as perceived by in-patients was high 

at both stages; 2.9 points out of four (72.5%) at baseline and 3.05 (76%) at follow-up. 

The overall quality for outpatients was also high; 2.2 points out of three (73%) at 

baseline and 2.3 (76.6%) at follow-up. This is consistent with findings from previous 

studies conducted in Kuwait, where high levels of patient satisfaction were reported 

(Al-Eisa, Al-Mutar, Radwan, & Al-Terkit, 2005; Alotaibi, Alazemi, Alazemi, & Bakir 

Y, 2014; Sadeq & Adib, 2002). While high satisfaction levels may reflect the actual 

situation, interviews with patients would suggest otherwise. This could be an attitude, 

which may be biased by patients’ reluctance to express individual negative views 

(Sadeq & Adib, 2002). 

Box 8.10 Conclusion of the discussion on the fourth study objective 

 

In general, comparing staff and patient perceptions of quality showed a strong 

correlation. At baseline, both staff and patients perceived high quality at BIA hospitals, 

and at follow-up, staff and patients perceived improved quality at LIA hospitals.  

 

 

 

 

 

 

Again, Evidence from this discussion and the results 

strongly favours the view that implementation of 

accreditation results in increased patient perceptions of 

quality. 
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8.3.5 Association of MBNQA Dimensions with Staff and Patient Perceptions of 

Quality 

Objective 5: To assess whether MBNQA dimensions are associated with staff and 

patient perceptions of quality. 

Box 8.11 Relevant results for objective five 

 

The impact of the implementation of accreditation on MBNQA dimensions has already 

been discussed. Just to reiterate, the evidence indicates that all six dimensions were 

influenced positively by the implementation of accreditation. Now the question 

remains do these dimensions influence staff perceptions of quality. The result of the 

regression analysis performed in section 6.5.1 indicates that four of the MBNQA 

dimensions had important influences on staff perceptions of quality. These are: 

1- Customer focus. 

2- Workforce focus. 

3- Operations focus. 

4- Measurement, analysis and knowledge management. 

These four dimensions together account for almost three quarters of the variance in 

staff quality perceptions, even when adjusted for the association of staff perceptions 

with staff characteristics. Therefore, the impact of accreditation on staff quality 

perceptions is mediated, at least in a substantial part, by these four dimensions. 

Obviously, there are other pathways by which accreditation influences staff quality 

perceptions, but these lie outside the remit of this study. 

The importance of customer focus as a mediator on quality was identified in the 

literature (El-Jardali et al., 2014). Customer focus is one of the elements of TQM 

(Ching-Chow Yang, 2003), and acceptable/patient-centred health care is one of the six 

dimensions of quality that a health system should seek to improve (Maxwell, 1992; 

WHO, 2006b). In addition, Donabedian (1988) stressed on the importance of looking 

at both provider and patient perspectives when assessing quality. 

1- Four of the MBNQA dimensions had important influences 

on staff perceptions of quality (section 6.5.1). 

2- All six MBNQA dimensions had positive associations 

with patient perceptions of quality, which was more clear 

for in-patients than outpatients (section 7.3.1). 
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This finding indicates that focusing on customer focus can improve quality, and 

accreditation standards should reflect on this dimension in order to achieve better 

quality outcomes. 

The importance of workforce focus (which is concerned with staff satisfaction and 

development) as another mediator on quality has been suggested in previous studies 

(Seada, 2012). Staff satisfaction is crucial to achieving quality and profitability in the 

service industry (Tahernejad, Ghorban, & Tahernejad, 2013; Yee, Yeung, & Cheng, 

2008). Once staff are satisfied in their work environment and found opportunities for 

career development, they will increase their productivity, which results in improved 

quality (Heskett, Jones, Loveman, Sasser Jr., & Schlesinger, 2008). This is true in the 

health care field, as previous studies have suggested a link between physician job 

satisfaction and quality of care, where more satisfied doctors had safer prescribing 

practices (Williams & Skinner, 2003), and physicians' global job satisfaction had a 

positive effect on patients' adherence to medical treatment (DiMatteo et al., 1993). The 

same is true for nurses, where higher satisfaction among nurses has been linked with 

better safety (Rathert & May, 2007), higher patient satisfaction (Atkins, Marshall, & 

Javalgi, 1996), and improved patients’ perceptions of overall quality of care (Kvist, 

Voutilainen, Mäntynen, & Vehviläinen-Julkunen, 2014). 

The significance of operations focus (used to be called process management in the 

previous version of MBNQA framework) as a mediator on quality was suggested in 

the literature (El-Jardali et al., 2008). Process management practices are a central 

element of TQM, and it continued to be an essential part of most quality-related 

initiatives including MBNQA, ISO 9000, business process reengineering, and, more 

recently, Six Sigma programs (Benner & Tushman, 2003). This shows the importance 

of managing and improving key hospital processes, as it is one of Donabedian’s quality 

assessment and management paradigm: structure, process, and outcome (Donabedian, 

1997).   

Measurement, analysis and knowledge management was found to be an important 

mediator on quality in a number of studies (El-Jardali et al., 2008; Seada, 2012). In 

particular, Ferlie and Shortell (2001) stressed on the importance of using robust 

measurement and data systems to improve the quality of care, while Rowell, 
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Turrentine, Hutter, Khuri and Henderson (2007) looked at the use of data in improving 

clinical outcomes.  

In the second regression model (table 6.9), and in addition to the same four dimensions 

that appeared in the first model, direct involvement in accreditation was associated 

with improved staff quality perceptions, which demonstrate the importance of staff 

participation and involvement when implementing new initiatives (Ching-Chow Yang, 

2003; El-Jardali et al., 2008; Seren & Baykal, 2007). In the same model, previous 

experience of accreditation was inversely related to staff quality perceptions. This 

could be due to having previous negative experiences of accreditation being a stressful 

process, although one previous study suggested that staff who had some experience in 

the quality field adopt quality initiatives more easily (Maguerez et al., 2001). 

However, why is leadership absent from the above list of mediators? 

In the particular context of Kuwait, leadership dimension is either unimportant, or 

within this study of accreditation the leadership was absent. Anecdotal evidence 

suggest the later is the more likely. During the development and implementation of 

accreditation in Kuwait, there was initially strong support from the top management 

to start the program, but this initial enthusiasm for the program amongst the directors 

in the MOH was not sustained for an number of reasons (such as change in the 

ministerial position, or directing more resources towards building and operating new 

hospitals). This may well explain why leadership dimension is absent from the 

influence of MBNQA dimensions on staff quality perceptions, keeping in mind the 

theoretical importance of this dimension in the Baldrige model (Baldrige Performance 

Excellence Program, NIST, 2011-2012) and its positive impact on staff quality 

perceptions in previous studies (El-Jardali et al., 2008; Seada, 2012). 

Whilst it may be sensible to ask if patient perceptions of quality are linked to the 

MBNQA dimensions, a similar regression analysis to that performed for staff 

perceptions was not possible for both theoretical and statistical considerations. 

However, it is possible to do a less sophisticated analysis by simply plotting 

scattergrams of each of the MBNQA dimensions against patient quality perceptions. 

The result in section 7.3.1 gives an example of this for the Customer focus dimension. 

Scattergrams for the other MBNQA dimensions are in appendix 7.9.  
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Overall, these scattergrams show higher scores on the overall quality dimension for 

BIA hospitals at baseline, and a positive association between patient quality 

perceptions and each of the MBNQA dimensions. Hence, there is some evidence that 

the patient perceptions of quality are also tied to the MBNQA dimensions. However, 

this evidence is not as robust as that for the staff quality perceptions, since associations 

identified through scatter grams does not necessarily reflect a cause and effect 

relationship (NetMBA Business Knowledge Center, 2010). Therefore, the question of 

how far the influence of accreditation on patient perceptions of quality is mediated by 

these MBNQA dimensions remains unanswered.  

The relationship between MBNQA dimensions and patient perceptions of quality has 

been reported in the literature. Patient quality perceptions are associated with 

leadership at all levels. Policy makers assess the effectiveness of policies and their 

adaptation to patient’s demands. They also change the policies according to patient’s 

needs. Governance ensures appropriate consumer and community participation at all 

levels of the health service (Draper et al., 2001). Hospital managers are responsible to 

consult patients, monitor their views and resolve any issues related to patient 

satisfaction (Roth & Schoolcraft, 1998; Scalise, 2005; Sitzia & Wood, 1997). 

Strategic planning has also been associated with patient perceptions of quality. 

Information obtained through patients’ surveys has shown to be a valuable source for 

strategic planning of health services (Roth & Schoolcraft, 1998). The inclusion of 

patients' opinions in assessments of health services became more popular over the past 

years, and consumers have become active participants in the planning and evaluation 

of health services (Sitzia & Wood, 1997). 

Customer focus is concerned with determining consumer requirements and 

expectations. These days, patients express their opinions and experiences in many 

ways. These include patient advocates, comment boxes in hospitals, patient 

committees in local health centres, complaints mechanisms, focus groups, public 

meetings, and informal and formal surveys (Sitzia & Wood, 1997). Therefore, it is 

logical to find a positive correlation between patients’ perceptions of quality and 

customer focus, due to consumer empowerment seen now a day (Roth & Schoolcraft, 

1998). 
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Measurement, Analysis, and Knowledge Management, which deals with data and 

information management is also associated with patient perceptions. Since patients’ 

perceptions have been used to measure quality of the provided health services (Saeed 

et al., 2001), patient satisfaction became an important quality outcome indicator of 

health care in the hospital setting (McKinley, Stevenson, Adams, & Manku-Scott, 

2002; Yellen et al., 2002). Despite considered as an outcome indicator, satisfaction 

surveys contain information about the structure, process and outcomes of care. Also, 

results from patient satisfaction surveys can be used in forecasting how patients will 

behave in the future e.g. satisfied patients have a high willingness to return and to 

recommend the hospital to relatives and friends (Sack et al., 2011). This means that 

measuring patient perceptions of quality produce useful information that can be used 

in improving the quality of health care. 

The literature also suggests that workforce focus, which addresses key human resource 

practices, is associated with patient perceptions of quality. Previous studies showed 

that better job satisfaction by nurses (Kvist et al., 2014) and improved training of 

physicians (Bialor, Gimotty, Poses, & Fagan, 1997) resulted in higher patients’ 

perceptions of quality of care. Therefore, improving staff training, developing better 

work systems and promoting staff well-being should increase staff satisfaction, which 

in turn improves patient satisfaction (Meyer & Collier, 2001).  

Operations focus, which is concerned with work systems and processes, has also been 

linked to patient perceptions of quality. In Australia, Health Service Boards produce 

an annual quality of care report to their customers, which includes information on 

systems and processes in place to improve quality, and actions taken to respond to 

patient concerns to promote system changes. Such reports are a key strategy to ensure 

accountability of health services (Draper et al., 2001). In general, patient satisfaction 

data can be used to design interventions to improve hospital performance (Yellen et 

al., 2002).  

Box 8.12 Conclusion of the discussion on the fifth study objective 

 

The impact of accreditation on staff and patient 

perceptions of quality is mediated, at least in part, through 

the MBNQA dimensions. This supports the conceptual 

framework used in this study. 
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From the discussion on all five objectives, evidences suggest that implementing 

accreditation did impact positively on quality, in both dimensions measured, as 

outcomes of the study (staff quality perceptions and patient quality perceptions). 

8.4 Review of the Conceptual Framework in Light of the Study 

Findings 

This study employed a conceptual framework based on the MBNQA model (figure 

5.1). This is found to be useful in: 

1- Guiding the overall design of the study. 

2- Focusing the study on the important variables on which to collect data. 

3- Providing a lens for the analysis of the data.  

4- Shaping the focus and directions of the discussion of the study results. 

In this section of the discussion, the framework will be reviewed in light of the study 

findings.  

Figure 8.2 provides a revised conceptual framework, which might better suit the 

context in Kuwait. 

Staff FGDs showed that a number of factors could facilitate the implementation of 

accreditation. These include supportive and committed leadership, providing adequate 

resources, good education about quality in general and accreditation specifically and 

other factors. 

Implementing accreditation can influence staff and patient perceptions of quality 

through a number of mediators apart from the MBNQA dimensions i.e. strengths of 

accreditation, or positive clinical outcomes. 

For MBNQA dimensions to influence patient perceptions of quality, an intermediate 

factor (x) may be present between the two. This factor can be one or more of the quality 

dimensions included in patients’ surveys. Examples include Staff attitude & staff-

patient relationship, waiting time, hospital systems, tests and treatments, and hospital 

environment and services. 
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Figure 8.2 Modified conceptual model according to study findings 
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9- Conclusions and Recommendations 

 

9.0 Overview of the Chapter 

The last chapter of this thesis presents the main conclusions of the study. These 

conclusions are organized according to the original study objectives. The chapter is 

composed of three sections. 

Box 9.1 Organization of chapter nine 

 

9.1 Conclusions 

1- Overall, the implementation of accreditation in Kuwait successfully followed 

the intended steps drawn from the Accreditation Canada model. 

 Steps of implementation of accreditation are quite similar between BIA 

and LIA hospitals. Both followed the steps of implementation of 

Accreditation Canada, which are universal steps used in most 

accreditation programs.   

 

 Factors seen as enablers of the implementation of accreditation were 

 
Box 9.2 Factors seen as enablers of the implementation of accreditation 

 

These can be barriers if not done well. In addition to the stressful nature 

of the process of accreditation and improper program advertisement, 

which were seen as barriers only. 

 

 

9.1 Summarizes the main conclusions based on the study findings. 

9.2 Addresses the sixth objective of this study by providing recommendations 

on enhancing quality of hospital services based on the study findings. 

9.3 Sets out themes for future research 

 

 

1- Motivation and participation. 

2- Leadership. 

3- Education and training. 

4- Credibility and applicability. 

5- Impartiality of oversight. 

6- Sustainability and resources. 
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 The national accreditation program brought a number of strengths to 

hospitals performance in Kuwait. These included 

 

Box 9.3 Strengths of the national accreditation program 

 
 

2- The MBNQA dimensions are linked with the implementation of accreditation. 

Baseline measures were greater on all these dimensions amongst the accredited 

hospitals. With the implementation of accreditation, these dimensions 

improved amongst the hospitals that were non-accredited hospitals. 

3- Staff perceptions of quality are linked with the implementation of 

accreditation. Baseline measures of staff quality perceptions were greater 

amongst the accredited hospitals. With the implementation of accreditation, 

staff quality perceptions improved amongst those non-accredited hospitals. 

This is strong evidence that accreditation has a positive impact on staff 

perceptions of quality.  

4- Four MBNQA dimensions are linked to staff perceptions of quality. These are 

 

Box 9.4 MBNQA dimensions which are linked to staff perceptions of quality 

 

This applied to both accredited and non-accredited hospitals. Therefore, the 

influence of accreditation on staff perceptions of quality may well operate 

through these dimensions. 

5- In-patient perceptions of quality are linked with the implementation of 

accreditation. Baseline measures of the in-patient perceptions of quality 

dimensions were higher amongst accredited hospitals. In addition, the 

1- Staff training, knowledge and awareness. 

2- Communication and teamwork. 

3- Developing policies. 

4- Documentation. 

5- Improved safety. 

6- Monitoring performance. 

7- Monitoring patient satisfaction. 

8- Developing strategic and operational plans. 

 

1- Customer Focus. 

2- Workforce Focus. 

3- Operations Focus. 

4- Measurement, Analysis and Knowledge 

Management. 
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implementation of accreditation in non-accredited hospitals resulted in higher 

in-patients’ perceptions of quality measures.  

 

Box 9.5 In-patient dimensions that accreditation influenced positively 

 

 

6- Outpatient perceptions of quality are also linked with the implementation of 

accreditation. The baseline measures of all of these dimensions were higher for 

the accredited hospitals. In the non-accredited hospitals, implementation of 

accreditation had a positive influence on all of the outpatient perceptions of 

quality dimensions. 

 

Box 9.6 Outpatient dimensions that accreditation influenced positively 

 

 

7- There is evidence that all the MBNQA dimensions are positively linked with 

overall patients’ perceptions of quality for both in-patients and outpatients. 

Each MBNQA dimension showed a positive association with patient overall 

perceptions of quality. Therefore, the impact of accreditation on patient 

perceptions of quality may well be mediated through these MBNQA 

dimensions.  

Comparison of the qualitative data from patient FGDs with the quantitative 

data on patients’ perceptions of quality illustrated the overlap between the 

concerns of patients about hospital service quality with the quantitative 

Accreditation has positive impact on: 

1- Nurse communication. 

2- Doctor communication. 

3- Responsiveness. 

4- Pain management. 

5- Communication about medication. 

6- Quality of services. 

7- Overall quality. 

Accreditation has positive impact on: 

1- Waiting time. 

2- Doctor-patient relationship. 

3- Staff attitude. 

4- Tests and treatments. 

5- Physical surroundings. 

6- Overall quality. 
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measures used in this study. Since these quantitative measures show strong 

positive links to accreditation, it is likely that the implementation of 

accreditation will also address the concerns expressed by the patients in these 

FGDs.  

8- This study has employed a conceptual framework which proved useful in: 

 Study design. 

 Operationalization of concepts. 

 Strategy for data analysis. 

 Interpreting the results. 

This framework provided a means for suggesting how accreditation influences 

staff and patient perceptions of quality. This link is through the Baldrige 

dimensions. If this link of accreditation to quality perceptions proves to be 

robust, then the implementation of accreditation needs to pay careful attention 

to how well these dimensions are established in the hospitals.  

Therefore, the answer to the question posed at the end of the introduction on aims and 

objectives “Has the implementation of accreditation led to improved quality as 

perceived by staff and patients”, the results from this current study provide the 

evidence that implementation of accreditation improved both staff and patients’ 

perceptions of quality. 

The study findings strongly support the hypothesis that “the implementation of 

accreditation increases some or all of the MBNQA dimensions used in the study 

framework, which results in improvements in perceptions of quality from both staff 

and patient perspectives”. 

9.2 Recommendations 

 MOH should sustain the accreditation program and roll it out across the public 

hospitals in Kuwait, as it proved to be a good tool for implementing CQI 

activities and for improving staff and patient perceptions of quality.   

 During the process of accreditation implementation, greater emphasis should 

be provided on establishing the MBNQA dimensions, being the intermediate 

processes connecting accreditation to staff and patient perceptions of quality. 
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 There is a need for a robust and uniform measure of staff and patient quality 

perceptions as a monitoring tool for successful implementation of 

accreditation. This includes providing the required resources and suitable 

mechanisms for doing such measurements.  

 Ways to overcome the barriers to the implementation of accreditation should 

be sought. One way of doing this is for MOH to set up a committee that 

includes staff and patients to examine these barriers and provide suggestions 

for overcoming them. On the other hand, MOH should ensure that the enablers 

to the implementation of accreditation, mainly supportive leadership and 

adequate training, are well established in other hospitals embarking on 

accreditation. 

 It is essential to provide greater support from MOH level to public hospitals to 

better implement the accreditation program. This might be achieved by 

convincing the leadership at national level of the potential benefits of 

accreditation in improving the quality of health care services through exposing 

them to proper quality training programs. 

 Since the conceptual framework used in this study proved to be suitable in 

associating accreditation with quality, other researchers may wish to consider 

this framework in further studies of factors that influence staff and patients 

perceptions of quality. The revised framework (figure 8.2) can also be 

considered when conducting studies in the context of Kuwait.  

 A summary of this research should be disseminated to all concerned audiences: 

1- Dissemination of technical reports and executive action documents to 

EMRO and WHO. 

2- Dissemination of policy brief to policy makers and senior MOH officials. 

3- Dissemination to hospitals (managers and staff) and quality directorate 

staff through conducting workshops and seminars. This research summary 

should be included in future training within the national accreditation 

program. 

4- Dissemination to peers through publications e.g. articles, conferences and 

book chapters. 

5- Dissemination to the public through newspaper articles, media channels 

and social media.  
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In general, MOH should strengthen the whole health system to ensure the 

sustainability of their quality improvement initiatives. This can be achieved by 

establishing a quality improvement strategy in healthcare at the national level. Such a 

strategy may include: 

The current national accreditation program, taking into consideration the importance 

of creating an independent accreditation body.  

Developing and implementing other QI programs e.g. clinical guidelines and 

indicators. The quality directorate in Kuwait has initiated a national indicators 

program, where generic and clinical indicators are collected across all public hospitals 

in the country. 

Building a resource centre to meet the demands of all QI activities (including training 

and research).  

Initiating an undergraduate curriculum to improve the quality culture in the health 

system and to provide sufficient expertise in various areas of quality and safety. The 

government in Kuwait has felt this need and has established a new public health school 

last year, of which quality management is a major division.  

It is also important to involve all other healthcare providers in these QI programs e.g. 

the private sector as well as military and oil company hospitals.  

9.3 Future Research 

 Since the study only examined the short term impact of accreditation on quality 

improvement, it would be useful to investigate the extent to which the positive 

influence that accreditation have on staff and patient perceptions of quality 

within the limited period of this study is sustained in the long term. 

 This study has used the Baldrige dimensions as the mediating factors that 

connect accreditation to quality, and it would be interesting to look at other 

mediating pathways for how accreditation can influence staff and patient 

quality perceptions. 

 This study is the first to examine the impact of accreditation on quality 

improvement in Kuwait’s public hospitals. Therefore, it is useful to encourage 

the uptake of a series of different studies that look at the impact of accreditation 

on various outcome measures of quality improvement in Kuwait i.e. clinical 
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indicators. It is also useful to examine more hospitals (randomly selected) for 

the impact of accreditation, as we only used four hospitals in this study.  
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Appendix 5.1 

Staff questionnaire 

 

Information Sheet for Participants in the Staff Questionnaire 

Research Title: The national accreditation program in Kuwait: its development, 

implementation and impact on quality improvement in public hospitals. 

 

Dear respondent:  

Good day, 

My name is Dr. Muna Alkhabbaz. I’m a PhD research student in the School of 

Tropical Medicine at the University of Liverpool, and I work in the Ministry of 

Health, Kuwait. 

I’m now conducting a research about the national accreditation program that was 

recently introduced in Kuwait. My study will be conducted in four public hospitals. It 

will also include the quality department personnel who were directly involved in the 

development and implementation of the program. I’m going to give you some 

information about the objectives and steps of this research. I would like you to 

participate in the research and cooperate with me in collecting needed data (if you 

like to). You don’t have to decide now; I’ll give you enough time to think and /or to 

consult anyone you trust before giving me your final decision. You have the option 

to accept or decline participation in this research. 

Please don’t hesitate to ask me about any unclear term or any ambiguous idea, as I’m 

ready to answer all questions and explain any uncertainties.  

The purpose of the study: 

Many countries are implementing health care reform strategies to improve the quality 

of health services provided. Health care accreditation is an important tool to achieve 

quality improvement. Ministry of health in Kuwait has recently developed a national 

accreditation program and introduced it to all public hospitals around the country. It 

is important to assess the value of introducing an accreditation program and to 

measure its influence on quality improvement in public hospitals, in order to help the 

ministry of health to reach its goals through the program. 

This research aims to document the steps of implementation of the national 

accreditation program. It also aims at studying the impact of the accreditation 

program on improving the quality of health care services provided by the public 

hospitals in Kuwait. 

At the end of the research, conclusions regarding a newly developed accreditation 

program will be recommended to policy-makers in the ministry of health and to staff 

of participating hospitals in order to amend any weaknesses in the program and 

improve its implementation as well as improving the quality of public health services 

in general. 

This research will involve health care professionals who participated in the 

implementation of the accreditation program. It will also involve multi-level health 

care professionals from four public hospitals in Kuwait.  
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Your participation in this research will be highly appreciated and will greatly help in 

collecting the needed information. 

This phase of the research will depend on collecting your answers by filling the 

questionnaire about the impact of accreditation on improving quality of health care in 

your hospital. This will not take more than 30 minutes. Please make sure that you 

understand each question before answering it. If you have any query, you are 

welcome to ask as much as you want. You can fill the questionnaire at your own time 

(within 7-10 days of its distribution). The questionnaire consists of three parts: the 

first part is related to the impact of accreditation on quality of care, the second part is 

open to comments, and the third part is related to the demographic data of the 

participants. This questionnaire will be distributed again after few months to the 

same hospitals’ staff, in order to compare their opinions about accreditation at 

the beginning of implementing the program and later. 

 

At the end, I would like to confirm several issues: 

- All forms of questionnaires or relevant papers will be anonymous. 

- Participants’ answers will not be shared with others during data collection or 

storage. Hard copies will be kept in locked drawers, and soft copies will be 

kept in a file with a password. 

- All your answers will not be used for other purposes. 

- All participants have the freedom to participate in the research as this is not 

an obligatory process. 

- All participants have the right to refuse answering any question, or 

withdrawing from the study at any point without giving any justification. 

- There are no harmful consequences of your participation or your decline of 

participation in this research. 

- There is no remuneration of your participation, so you can choose to 

participate in the study or not according to your interest in the subject and 

your desire to help me in conducting the research. 

- Research’s final results and recommendations will be disseminated to the 

selected hospitals, Ministry of Health and WHO. 

- This research has been revised by the ethical committee in Liverpool School 

of Tropical Medicine (LSTM), and has been approved by the Ministry of 

Health in Kuwait. 

- Finally: Please feel free to ask me any question about this research at any 

time. My name is Muna Alkhabbaz, and my contact phone number is ……. 
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 The Staff Questionnaire  

Directions: for each of the following, please cross the appropriate box to indicate how 

would you rate the impact of accreditation on your organization, using the Likert scale 

(1=strongly disagree, 2=disagree, 3=neither agree nor disagree, 4=agree, 5=strongly 

agree). 

---------------------------------------------------------------------------------------------------------------------------------------------------------- 

1. Leadership: is the guidance that senior leaders provide in setting organizational 

values, directions and performance expectations. 

 

2. Strategic Quality Planning: stresses that the organization's integration of quality 

improvement planning into the overall business plan. 

3. Customer Focus: expresses how the organization determines requirements, 

expectations, and customer performance. 

 

No. Criteria 1 2 3 4 5 

1 

In the hospital, senior management provides highly visible 

leadership in maintaining an environment that supports quality 

improvement. 

     

2 
In the hospital, the top management is a primary driving force 

behind quality improvement efforts. 
     

3 
In the hospital, senior management consistently participates in 

activities to improve the quality of care and services. 
     

4 

In the hospital, senior management allocates adequate 

organizational resources (e.g. finances, time, people, and 

equipment) to improve quality. 

     

5 

In the hospital, based on accreditation standards, senior 

management has started to implement changes to achieve the 

required improvements. 

     

No. Criteria 1 2 3 4 5 

1 
Each department and work group within the hospital maintains 

specific goals to improve quality. 
     

2 
The hospital’s quality initiatives/ goals are known throughout 

your unit. 
     

3 
All stakeholders are involved in developing plans for improving 

quality. 
     

4 
Patients’ expectations about quality play a key role in setting 

priorities for quality improvement. 
     

No. Criteria 1 2 3 4 5 

1 
The hospital established mechanisms to understand and 

measure patient needs and expectations. 
     

2 
The hospital has developed systems to rapidly respond to 

patient needs. 
     

3 The hospital focuses on patients in its vision and strategic plan.      

4 
The hospital links recognition and appreciation systems to 

patient satisfaction. 
     

5 
The hospital uses data from patients to improve services. 
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Directions: for each of the following, please cross the appropriate box to indicate how 

would you rate the impact of accreditation on your organization, using the Likert scale 

(1=strongly disagree, 2=disagree, 3=neither agree nor disagree, 4=agree, 5=strongly 

agree). 

----------------------------------------------------------------------------------------------------------- 

 

4. Measurement, Analysis, and Knowledge Management: evaluates how an 

organization ensures the availability of high quality, timely data and information for 

all key users to improve its performance. 

 

5. Workforce Focus: addresses key human resource practices. It directs toward 

creating and maintaining a high-performance workplace and toward developing 

employees so as to enable them and the organization to cope with environmental 

changes. 

 

i. Staff Recognition & Satisfaction Subscale 

 

 

 

 

 

 

 

No. Criteria 1 2 3 4 5 

1 
The hospital identifies & measures a wide range of performance 

indicators. 
     

2 
The hospital uses indicators and measurements to improve the 

services provided and the management of the facility. 
     

3 

The hospital invests on the improvement of information and 

performance 

measurement systems 

     

4 
The hospital uses data on patient expectations and/or 

satisfaction when designing new services. 
     

5 
The hospital uses data on staff expectations and/or satisfaction 

when designing new services. 
     

No. Criteria 1 2 3 4 5 

1 The hospital supports and values the staff.      

2 The hospital is committed to satisfy its staff needs.      

3 The hospital provides opportunities for growth and promotions.      

4 
The hospital encourages staff members to contribute effectively 

to quality improvement. 
     

5 
The hospital has a proper employee performance appraisal 

system which allows partnering between the leaders and staff. 
     

6 
The hospital staff members who make significant contributions 

to quality improvement are effectively rewarded. 
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Directions: for each of the following, please cross the appropriate box to indicate how 

would you rate the impact of accreditation on your organization, using the Likert scale 

(1=strongly disagree, 2=disagree, 3=neither agree nor disagree, 4=agree, 5=strongly 

agree). 

----------------------------------------------------------------------------------------------------------- 

 

 

 

ii. Staff Education & Development Subscale 

 

6. Operations Focus: examines how your organization designs, manages, and 

improves its work systems and work processes to deliver patient and stakeholder 

value and achieve organizational success and sustainability. 

 

 

 

 

 

 

 

 

No. Criteria 1 2 3 4 5 

1 
Staff at all levels is equipped with knowledge and expertise to 

successfully perform their jobs. 
     

2 
Quality related training is given to all healthcare professionals 

(clinical & administration). 
     

3 
A beneficial link exists between accreditation and the 

continuous education activities. 
     

4 
The hospital provides equal opportunities for continuous 

education and professional development locally and abroad. 
     

No. Criteria 1 2 3 4 5 

1 The hospital has an effective risk management process.      

2 
The hospital has an effective disaster and emergency 

preparedness plan. 
     

3 The hospital has a culture of continuous improvement.      

4 
The hospital applies methods & tools to improve the quality of 

processes and services. 
     

5 
The hospital regularly checks equipment & supplies to make 

sure they meet quality requirements. 
     

6 
The services that the hospital provides are thoroughly tested 

(piloted) for quality before generalizing its implementation. 
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Directions: for each of the following, please cross the appropriate box to indicate how 

would you rate the impact of accreditation on your organization, using the Likert scale 

(1=strongly disagree, 2=disagree, 3=neither agree nor disagree, 4=agree, 5=strongly 

agree). 

----------------------------------------------------------------------------------------------------------- 

 

 

7. Quality Results: examines your organization’s performance and improvement in 

all key areas. 

 

 

 

 

 

 

 

No. Criteria 1 2 3 4 5 

1 

Since the implementation of the national accreditation process, 

the hospital has shown steady, measurable improvements in the 

quality of customer satisfaction. 

     

2 

Since the implementation of the national accreditation process, 

the hospital has shown steady, measurable improvements in the 

quality of services provided by the administration (finance, 

human resources, etc.) 

     

3 

Since the implementation of the national accreditation process, 

the hospital has shown steady, measurable improvements in the 

quality of health care provided to patients (medical, surgical, 

paediatric …….).  

     

4 

Since the implementation of the national accreditation process, 

the hospital has shown steady, measurable improvements in the 

quality of services provided by clinical support departments 

such as laboratory, pharmacy, and radiology. 

     

5 

Since the implementation of the national accreditation process, 

the hospital has maintained a high quality health services 

despite different constraints (e.g. bureaucratic, administrative, 

financial and professionals attitude). 

 

     

6 

Since the implementation of the national accreditation process, 

the hospital has shown steady, measurable improvements in the 

quality of human resource management. 
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9. With regards to the development, implementation and impact of 

accreditation on quality improvement, do you have any additional comments? 

---------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------- 

Demographic information of the participating staff member 

 

 M F 

Gender 
  

 

 

Age (years) 
 

 

 

  

Manager 

 

Physician 

 

Nurse 

 

Technician 

Others 

(please 

specify) 

Occupational 

Category 

     

 

 

 yes No 

Direct involvement in 

the accreditation process 

  

   

If yes, you are part of which team?  ……………………………………. 

 

 yes No 

Previous experience with 

accreditation 

  

 

Thank you very much. 
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Appendix 5.2 

In-patient questionnaire 

 

 

 

SURVEY INSTRUCTIONS  

♦ Answer all the questions by checking the box to the left of your answer.  

♦ You are sometimes told to skip over some questions in this survey. When this happens 

you will see an arrow with a note that tells you what question to answer next, like this:  

            Yes                    No                        If No, Go to Question 1 

 

YOUR CARE FROM NURSES  

1. During this hospital stay, how often did nurses treat you with courtesy and respect?  

1         Never          2         Sometimes       3        Usually              4         Always  

 

2. During this hospital stay, how often did nurses listen carefully to you?  

1         Never          2         Sometimes       3        Usually              4         Always  

 

Verbal consent 

My name is ….. we are conducting a study to assess the quality of healthcare services at 

the public hospitals in Kuwait. We need to speak to as many people are possible to learn 

from their opinion and experiences about things that needs improvements in the 

hospital. The study is conducted independently and has no relation with the hospital or 

Ministry of health. 

As an in-patient, we would like to know your views about the quality of in-patient care. 

Your name will not be recorded, and your responses will be treated with complete 

confidentiality, and used for research purpose only. 

In addition, you are not obliged to answer any questions you don’t want to and you may 

withdraw from the interview at any time. 

The interview will take less than 15 minutes of your time. Your frank opinion will help to 

improve the quality of health care services provided to you and the whole community. 

Would you like to take part in the interview?         Yes                 No 
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3. During this hospital stay, how often did nurses explain things in a way you could 

understand?  

1         Never          2         Sometimes       3        Usually              4         Always  

 

4. During this hospital stay, after you pressed the call button, how often did you get help 

as soon as you wanted it?  

1         Never          2         Sometimes       3        Usually              4         Always  

9         I never pressed the call button  

 

YOUR CARE FROM DOCTORS  

5. During this hospital stay, how often did doctors treat you with courtesy and respect?  

1         Never          2         Sometimes       3        Usually              4         Always  

 

6. During this hospital stay, how often did doctors listen carefully to you?  

1         Never          2         Sometimes       3        Usually              4         Always  

 

7. During this hospital stay, how often did doctors explain things in a way you could 

understand?  

1         Never          2         Sometimes       3        Usually              4         Always  

 

THE HOSPITAL ENVIRONMENT  

8. During this hospital stay, how often were your room and bathroom kept clean?  

1         Never          2         Sometimes       3        Usually              4         Always  

 

9. During this hospital stay, how often was the area around your room quiet at night?  

1         Never          2         Sometimes       3        Usually              4         Always  

 

10. During this hospital stay, how often did you like the food served to you? 

1         Never          2         Sometimes       3        Usually              4         Always  
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YOUR EXPERIENCES IN THIS HOSPITAL  

11. During this hospital stay, did you need help from nurses or other hospital staff in 

getting to the bathroom or in using a bedpan?  

1         Yes         2         No                          If No, Go to Question 13  

12. How often did you get help in getting to the bathroom or in using a bedpan as soon as 

you wanted?  

1         Never          2         Sometimes       3        Usually              4         Always  

 

13. During this hospital stay, did you need medicine for pain?  

1         Yes         2         No                          If No, Go to Question 16 

 

14. During this hospital stay, how often was your pain well controlled?  

1         Never          2         Sometimes       3        Usually              4         Always  

 

15. During this hospital stay, how often did the hospital staff do everything they could to 

help you with your pain?  

1         Never          2         Sometimes       3        Usually              4         Always  

 

16. During this hospital stay, were you given any medicine that you had not taken before?  

1         Yes         2         No                          If No, Go to Question 19 

 

17. Before giving you any new medicine, how often did hospital staff tell you what the 

medicine was for?  

1         Never          2         Sometimes       3        Usually              4         Always  

 

18. Before giving you any new medicine, how often did hospital staff describe possible 

side effects in a way you could understand?  

1         Never          2         Sometimes       3        Usually              4         Always  
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OVERALL RATING OF HOSPITAL  

Please answer the following questions about your stay at the hospital named on the 

cover letter. Do not include any other hospital stays in your answers.  

19. Using any number from 0 to 10, where 0 is the worst hospital possible and 10 is the 

best hospital possible, what number would you use to rate this hospital during your stay?  

0         0 Worst hospital possible       1          1            2          2            3           3              4           4  

5           5           6           6          7         7             8           8         9          9       10        10 Best 

hospital possible  

20. Would you recommend this hospital to your friends and family?  

1           Definitely no              2           Probably no            3          Probably yes       4          

Definitely yes  

21. Are there any other special comments you wish to make?  

…………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………… 

Personal information about the participant: 

1-What is your age? (        ) years.  

2-What is your sex?              male                female 

3-What is your nationality? ……………………………………….  

4-What is your educational level?  

           non-literate               less than high school                high school                       university 

degree  

           other further education  

5- Are you:                Patient                      Patient companion 

 

THANK YOU VERY MUCH 
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Appendix 5.3 

The outpatient questionnaire 

 

1. How long did you wait before you saw the doctor? 

 

2. Did the doctor listen to you describe your concerns? 

 

3. Did the doctor ask you questions relating to your concerns? 

 

4. Did the doctor examine you? 

 

5. Did the doctor make you feel comfortable when he/she examined you? 

 

6. Did you have privacy during your consultation? 

 

7. Did the doctor tell you what you are suffering from? 

 

Verbal consent 

My name is ….. we are conducting a study to assess the quality of healthcare services at 

the public hospitals in Kuwait. We need to speak to as many people are possible to 

learn from their opinion and experiences about things that needs improvements in the 

hospital. The study is conducted independently and has no relation with the hospital or 

Ministry of health. 

As an outpatient, we would like to know your views about the quality of outpatient 

care. 

Your name will not be recorded, and your responses will be treated with complete 

confidentiality, and used for research purpose only. 

In addition, you are not obliged to answer any questions you don’t want to and you 

may withdraw from the interview at any time. 

The interview will take less than 15 minutes of your time. Your frank opinion will help 

to improve the quality of health care services provided to you and the whole 

community. 

Would you like to take part in the interview?    Yes                    No 

[   ] < 30mins     [   ] 30mins–1hr     [   ] 1-2hrs     [   ] > 2hrs 

 

 

[   ] Yes     [   ] No     [   ] N/A 

[   ] Yes     [   ] No     [   ] N/A 

[   ] Yes     [   ] No     [   ] N/A 

[   ] Yes     [   ] No     [   ] N/A 

[   ] Yes     [   ] No     [   ] N/A 

[   ] Yes     [   ] No     [   ] N/A 
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8. Did the doctor give you advice about your problem? 

 

9. Did you understand this advice? 

 

10. Did the doctor tell you whether or not you need to return? 

 

11.1 Were you asked to do a laboratory test? 

                                                   If no, do to question 12.1 

11.2 If yes, was it done on the same day? 

 

11.3 If yes, how long did you wait to get the test done? 

 

11.4 Were Lab. staff co-operative with you? 

 

12.1 Were you asked to do a radiology test? 

                                                If no, go to question 13.1 

12.2 If yes, was it done on the same day? 

                                                 If no, go to question 12.4  

12.3 If yes, how long did you wait to get the test done? 

 

12.4 If you were given an appointment, how far was the appointment set for? 

 

12.5  Were radiology staff co-operative with you? 

 

13.1 Were you prescribed any drugs? 

                                                  If no, go to question 14 

 

[   ] Yes     [   ] No     [   ] N/A 

[   ] Yes     [   ] No     [   ] N/A 

[   ] Yes     [   ] No     [   ] N/A 

[   ] Yes     [   ] No     [   ] N/A 

[   ]< 15mins    [   ]15-30mins    [   ]30mins-1hr    [   ]> 1hr    [   ]N/A 

[   ] Yes     [   ] No     [   ] N/A 

[   ] Yes     [   ] No     [   ] N/A 

[   ] Yes     [   ] No     [   ] N/A 

[   ]< 15mins    [   ]15-30mins    [   ]30mins-1hr    [   ]> 1hr    [   ]N/A 

[   ]< 2 weeks    [   ]2-4 weeks    [   ]1-3 months    [   ]> 3 months    [   ]N/A 

[   ] Yes     [   ] No     [   ] N/A 

[   ] Yes     [   ] No     [   ] N/A 

[   ] Yes     [   ] No     [   ] N/A 
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13.2 Did you receive all the drugs that were prescribed? 

 

13.3 Were you given instructions about how to take them? 

 

13.4 Did you understand these instructions? 

 

13.5 How long did you wait to receive your drugs? 

 

13.6 Were pharmacy staff co-operative with you? 

 

14. Did the doctor have a positive attitude towards you? 

 

15. Did the nurse have a positive attitude towards you? 

 

16. Did reception staff have a positive attitude towards you? 

 

17. Was the health centre and surroundings clean today? 

 

18. Was it easy to park your car in the hospital car park today? 

  

19. Was there enough seats in the waiting area? 

 

20. Overall, what do you think about the service you received today? 

 

 

 

 

[   ] Yes     [   ] No     [   ] N/A 

[   ] Yes     [   ] No     [   ] N/A 

[   ] Yes     [   ] No     [   ] N/A 

[   ]< 15mins    [   ]15-30mins    [   ]30mins-1hr    [   ]> 1hr    [   ]N/A 

[   ] Yes     [   ] No     [   ] N/A 

[   ] Yes    [   ] No      [   ] N/A 

[   ] Yes    [   ] No     [   ] N/A      

[   ] Yes    [   ] No    [   ] N/A  

[   ] Yes    [   ] No    [   ] N/A 

[   ] Very good     [   ] Fair     [   ] Poor 

[   ] Yes     [   ] No     [   ] N/A 

[   ] Yes     [   ] No     [   ] N/A 
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21. Are there any other special comments you wish to make? 

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

………………………………………………………….................................................

.........................................................................................................................................

........................................................................................................................................ 

 

Personal information of the participating patients: 

1-What is your age?          (      ) years. 

2-What is your sex?          (       ) male                     (       ) female. 

3-What is your nationality? …………………………………………… 

4-What is your educational level? 

(       ) non-literate 

(       ) less than high school 

(       ) high school 

(       ) university degree 

(       ) other further education. 

5-Are you: 

(       ) patient                               (       ) patient companion 

 

Thank you very much. 
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Appendix 5.4 

Sample Size Estimation for Staff Survey 

 

The sample size for staff survey was calculated using the Power Analysis and 

Sample Size (PASS) calculation software. A 10% sample of health care professionals 

in each participating hospital (giving a minimum total of 545 respondents) provided 

estimates of health quality perspective levels (measured as dichotomous variables) 

with a precision (measured using 95% confidence intervals) of, at worst, ±4% across 

all 4 hospitals combined and ±8% for each individual hospital, assuming a “positive” 

response rate to the questionnaire item of 50%. To allow for comparisons between 

staff categories, if a 10% sample within a staff category within an individual hospital 

would provide less than 25 individuals, a minimum of 25 individuals was sampled 

from that stratum; if the total number of staff within a stratum is 25 or less, all 

individuals in that stratum were included.  

As respondents were asked to rate health care quality both at baseline and follow-up, 

estimates of change in quality were based on dependent samples (within-

subject/paired) statistical methods. Power calculations in this situation are difficult as 

they depend on assumptions about the proportions of respondents who do and do not 

change their opinions. Assuming that no more than 40% of respondents do not 

change their opinions, a sample of 545 staff respondents across all four hospitals 

combined would have just over 80% power to detect an absolute improvement in the 

percentage of “positive” response rate to a questionnaire item of 10% (i.e. from 50% 

to 60%). The study would achieve 80% power to show a similar difference within an 

individual hospital only if 90% of respondents do not change their opinions.  
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Appendix 5.5 

Sample Size Estimation for Patient Surveys 

 

The sample size for patient surveys was also calculated using the PASS power 

calculation software. A sample of 400 patients would provide estimates of health 

quality perspective levels (measured as dichotomous variables) with a precision 

(measured using 95% confidence intervals) of, at worst, ±5% pooled across all 4 

hospitals combined and ±10% for each individual hospital, assuming a “positive” 

response rate to the questionnaire item of 50%.  

As different groups of patients were sampled at the two survey assessment times, 

estimates of change in quality were based on independent samples (between-

subject/unpaired) statistical methods. A sample of 400 respondents across all four 

hospitals combined at each assessment time would have 80% power to detect an 

absolute change in the percentage of “positive” response rate to a questionnaire item 

of 10% (i.e. from 50% to 60%); a sample of 100 respondents in any hospital type at 

each assessment time would have 80% power to detect an absolute improvement in 

the percentage of “positive” response rate to a questionnaire item of 20% (i.e. from 

50% to 70%).  
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Appendix 5.6 

Schedule for Individual Staff Interviews  

 

1- Can you briefly describe your career? How long have you worked for this 

hospital and in this position? 

2- Why, in your opinion, was the accreditation program introduced in the first 

place in Kuwait? And in your hospital? 

3- Did your hospital do any preparation prior to the introduction of the 

accreditation program? 

4- Can you explain the steps of implementation of accreditation in your 

hospital? 

5- What is the main role of the senior management in the accreditation process? 

6- Did the hospital develop strategic quality plan and aims? If yes, what are 

they? 

7- Was accreditation a good tool for improving patient satisfaction?  

8-  Do your hospital use information systems and collected data (indicators) to 

improve the quality of care? If yes, what are they? 

9- How did the accreditation process affect human resource management? 

10- How did the accreditation process affect work systems and processes in order 

to achieve organizational success? 

11- What are the major improvements in the hospital performance since the 

implementation of the accreditation program? 

12- How do you evaluate the attitude of health care professionals at your hospital 

towards accreditation? 
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Appendix 5.7 

Topic Guide for Staff Focus Group Discussions 

 

1- Why, in your opinion, was the accreditation program introduced in the first 

place in Kuwait? And in your hospital? 

2- When did the implementation of the accreditation program start in your 

hospital? 

3- What preparations were done in your hospital prior to the introduction of the 

accreditation program? 

4- How was the program implemented (steps of implementation)? 

5- Was program implementation completed as indicated? 

6- Was there any gaps in the implementation process? If yes, what are they? 

7- What are the strengths of implementing accreditation in your hospital? 

8- Did you face any challenges during the implementation of accreditation? If 

yes, what are they? 

9- Were resources available to sustain the program’s activities? 

10- What were staff perceptions of the accreditation program? 

11- How do you assess the progress of the accreditation program in your 

hospital? 
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Appendix 5.8 

Topic Guide for Patient Focus Group Discussions 

 

1- Do you have any problems in using this hospital? 

a) Hospital location. 

b) Hospital car park. 

c) Working hours. 

d) Admission process. 

e) Waiting time. 

2- How do you rate your hospital staff in terms of: 

a) Communication with patients. 

b) Staff manners. 

c) Staff skills. 

d) Understanding the treatment plan. 

3- What do you think of the privacy policy of the hospital? How can it be 

improved? 

4- Are you satisfied with the cleanliness of the hospital? If not, how can it be 

improved? 

5- For in-patients, what do you think of the quality of food provided in the 

hospital wards? Any suggestions for improvement? 

6- What are the important things for you about a good health service? 

7- Are you happy with the service you get here? 

8- Are there any changes you would like to see in the way this hospital works? 

9- If you had the choice, will you come back to the same hospital to be treated? 

If not, what are your other options and why? 
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Appendix 6.1  

Assessment of normality for data from staff survey  

Mean & median of MBNQA dimensions 

Statistic 
    

Leadership  

   Strategic 

Quality    

Planning 

     

Customer 

Focus  

Measurement 

analysis & 

knowledge 

   Workforce    

Focus 

   

Operations 

Focus 

   

Quality   

Results 

Median 3.600 3.500 3.000 3.200 3.250 3.500 3.000 

Mean 3.490 3.545 3.123 3.103 3.262 3.438 3.122 

 

Histograms for all staff survey dimensions (mean, SD) 
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Appendix 6.2 

Baseline comparison of MBNQA dimensions between BIA and LIA hospitals 

(independent sample t-test). 

MBNQA 

Dimensions 

Mean t-test for Equality of Means 

BIA 
hospitals 

LIA 
hospitals 

t df 
p-

value 
Mean 

Difference* 
Std. Error 
Difference 

95% Confidence 
Interval of the 

Difference 

Lower Upper 

Leadership 3.896 2.9858 13.559 572 .0001 .9102 .064 .743 .995 

Strategic 
Quality 

Planning 

3.819 3.2065 10.047 572 .0001 .6125 .058 .471 .700 

Customer 

Focus 
3.444 2.7154 9.623 572 .0001 .7286 .071 .547 .828 

Measurement

, Analysis, 
and 

Knowledge 

Management 

3.530 2.5676 14.691 572 .0001 .9624 .062 .792 1.036 

Workforce 

Focus 
3.545 2.885 10.756 572 .0001 .66 .056 .496 .717 

Operations 

Focus 
3.794 2.9842 12.904 572 .0001 .8098 .059 .646 .878 

* +ve mean difference indicates higher BIA hospitals’ means 

Baseline comparison of MBNQA dimensions between BIA and LIA hospitals 

(Mann-Whitney U test) 

 

MBNQA Dimensions 
Median (inter-quartile range ) Mann-

Whitney U 
Z p-value 

BIA LIA 

Leadership 4.0 (3.4, 4.4) 2.8 (2.4, 3.6) 17473.5 -11.901 0.0001 

Strategic Quality 

Planning 
3.75 (3.5, 4.25) 3.25 (2.75, 3.75) 21211.5 -10.044 0.0001 

Customer Focus 3.6 (2.6, 4.0) 2.6 (2.2, 3.2) 23682.5 -8.763 0.0001 

Measurement, Analysis, 
and Knowledge 

Management 

3.6 (3.0, 4.0) 2.4 (2.2, 3.0) 15273 -13.014 0.0001 

Workforce Focus 3.54 (3.125, 4.0) 2.875 (2.54, 3.37) 20623 -10.284 0.0001 

Operations Focus 3.83 (3.50, 4.16) 3.0 (2.6, 3.5) 17202 -12.037 0.0001 

  *mean ranks in favour of BIA hospitals in all dimensions 

 

 

 

 

 

 

 



307 
 

Appendix 6.3 

Baseline to follow-up comparison of MBNQA dimensions for LIA hospitals 

(dependent sample t-test). 

Paired Differences 

 

 

MBNQA 

dimension 

 

 

Mean 

Difference* 

 

 

 

Std. 

Deviation 

 

Std. 

Error 

Mean 

95% Confidence 

Interval of the 

Difference 

 

 

 

t 

 

 

 

df 

 

 

 

p-

value 
Lower Upper 

Leadership .8569 .74870 .04707 .76422 .94962 18.205 252 .0001 

Strategic Quality 

Planning 
.6186 .60403 .03798 .54379 .69337 16.289 252 .0001 

Customer Focus .7557 .67373 .04236 .67231 .83915 17.842 252 .0001 

Measurement, 

Analysis, and 

Knowledge 
Management 

.936 .67812 .04263 0.85201 1.01993 21.954 252 .0001 

Workforce Focus .7095 .62782 .03947 .63175 .78722 17.975 252 .0001 

Operations Focus .6858 .64989 .04086 .60530 .76624 16.784 252 .0001 

* +ve mean difference indicates higher follow-up means 

 

Detailed comparison of baseline and follow-up of MBNQA dimension of LIA 

hospitals 

MBNQA dimensions Mean N Std. Deviation Std. error mean 

Leadership (follow-up) 3.8427 253 .45539 .02863 

Leadership (baseline) 2.9858 253 .81986 .05154 

Strategic Quality Planning (follow-

up) 
3.8251 253 .46536 .02926 

Strategic Quality Planning 
(baseline) 

3.2065 253 .69443 .04366 

Customer Focus (follow-up) 3.4711 253 .60788 .03822 

Customer Focus (baseline) 2.7154 253 .72940 .04586 

Measurement, Analysis, and 

Knowledge Management (follow-
up) 

 

3.5036 

 

253 

 

.54818 

 

.03446 

Measurement, Analysis, and 

Knowledge Management (baseline) 
2.5676 253 .70309 .04420 

Workforce Focus (follow-up) 3.5945 253 .50741 .03190 

Workforce Focus (baseline) 2.8850 253 .63726 .04006 

Operations Focus (follow-up) 3.6700 253 .55086 .03463 

Operations Focus (baseline) 2.9842 253 .71930 .04522 
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Appendix 6.4 

Comparison of MBNQA dimensions of BIA hospitals at baseline versus those of 

LIA hospitals at follow-up (t-test). 

MBNQA 

dimensions 

Mean t-test for Equality of Means 

BIA 

hospitals 

LIA 

hospitals 
t df 

p-

value 

Mean 

Difference* 

Std. 

Error 

Difference 

95% 

Confidence 

Interval of the 

Difference 

Lower Upper 

Leadership 3.896 3.8427 -1.043 557.000 0.297 0.053 0.051 -0.154 0.047 

Strategic 
Quality 

Planning 

3.819 3.8251 0.127 557.000 0.899 -0.006 0.051 -0.094 0.106 

Customer 

Focus 
3.444 3.4711 0.401 557.000 0.689 -0.027 0.068 -0.107 0.161 

Measurement, 

Analysis, and 

Knowledge 
Management 

3.530 3.5036 -0.470 557.000 0.638 0.0264 0.056 -0.137 0.084 

Workforce 

Focus 
3.545 3.5945 0.962 557.000 0.336 -0.0495 0.051 -0.051 0.150 

Operations 
Focus 

3.794 3.6700 -2.349 557.000 0.019 0.124 0.053 -0.228 -0.020 

*+ve mean difference is in favor of BIA hospitals at baseline 
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Appendix 6.5 

A- Comparison of staff perceptions of quality between BIA and LIA hospitals at 

baseline and follow-up (independent sample t-test).  

 

Mean 

t df p-value 
Mean 

difference* 

95% Confidence Interval 

of the difference 

 

BIA 

hospitals 

LIA 

hospitals 
Lower Upper 

Staff 
perceptions 

of quality 

at baseline 

3.437 2.6917 12.143 572.00 0.0001 0.7453 0.605 0.838 

Staff 

perceptions 

of quality at 
follow-up 

3.6907 3.3215 7.634 542.00 0.0001 0.3692 0.274 0.464 

*+ve mean difference is in favor of BIA hospitals 

 

B- Comparison of staff perceptions of quality for LIA hospitals from baseline to 

follow-up (dependent sample t-test). 

 
Mean 

t df p-value 
Mean 

difference 

95% Confidence 

Interval of the 

difference 

 

Baseline Follow-up Lower Upper 

Staff 
perceptions 

of quality 

in LIA 
hospitals 

2.6917 3.3215 17.867 252 0.0001 0.6298* 0.560 0.699 

*+ve mean difference is in favor of LIA hospitals at follow-up                   

 

 

C- Comparison of staff perceptions of quality for BIA hospitals from baseline to 

follow-up (dependent sample t-test). 

 
Mean 

t df p-value 
Mean 

difference 

95% Confidence 

Interval of the 

difference 

 

Baseline Follow-up Lower Upper 

Staff 
perceptions 

of quality 

in BIA 
hospitals 

3.437 3.6907 9.196 290 0.0001 0.2537* 0.199 0.308 

*+ve mean difference is in favor of BIA hospitals at follow-up                   
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Appendix 6.6 

Regression analysis of BIA hospitals at baseline 

Factors affecting quality of care 

(BIA hospitals) 

Regression Coefficient* 

(Standard Error) 

P-value 

Workforce Focus 0.302 (0.062) 0.0001 

Customer Focus 0.289 (0.035) 0.0001 

Operations Focus 0.171 (0.051) 0.001 

Measurement, Analysis, and 

Knowledge Management 

 

0.162 (0.053) 0.003 

Adjusted R Square  0.645 

N 306 

* Regression coefficient refers to the average change in Quality Results 

score per unit increase in independent variable scores. 

 

Regression analysis of LIA hospitals at baseline 

Factors affecting quality of care 

(LIA hospitals) 

Regression Coefficient* 

(Standard Error) 

P-value 

Operations Focus 0.270 (0.053) 0.0001 

Customer Focus 0.245 (0.055) 0.0001 

Workforce Focus 0.187 (0.054) 0.001 

Measurement, Analysis, and 

Knowledge Management 

 

0.144 (0.060) 0.017 

Adjusted R Square  0.637 

N 268 

* Regression coefficient refers to the average change in Quality Results 

score per unit increase in independent variable scores. 
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Appendix 7.1 

Assessment of normality for data from in-patient survey  

 

 

 

 

 

 

Histograms for all in-patient dimensions 

 

 

 

Dimensions Median Mean 
Nurse Communication 3.3333 3.1067 

Doctor Communication 3.3333 3.1533 
Responsiveness 3.5000 3.4500 
Pain Management 3.0000 2.9524 
Communication About Medication 2.5000 2.4529 
Quality of services 2.6667 2.8067 
Overall Quality 3.0000 3.0955 
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Quality Results 
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Appendix 7.2 

Baseline comparison of in-patient perceptions of quality between BIA and LIA 

hospitals (Mann-Whitney U test) 

Dimensions 

Mean (SD) Median (inter-quartile range) 

 
Mann-

Whitney 

U* 

Z p-value 
BIA 

Hospitals 

LIA 

Hospitals 

BIA 

Hospitals 

LIA 

Hospitals 

Nurse 
Communication 

3.1033 

(0.83) 

2.9667 

(0.98) 3.0 (2.3, 4.0) 3.0 (2.0, 4.0) 4654.0 -0.866 0.386 

Doctor 

Communication 

3.3100  

(0.78) 

2.9000 

(1.06) 3.6 (2.6, 4.0) 3.0 (2.0, 4.0) 3964.5 -2.620 
 

0.009 

Responsiveness 

3.4200 

(1.18) 

3.2750 

(1.11) 3.0 (2.0, 4.0) 2.5 (2.0, 3.5) 4540.5 -1.132 0.258 

Pain 

Management 

3.1159 

(0.74) 

2.5423 

(0.87) 3.0 (2.5, 4.0) 2.5 (2.0, 3.0) 1546.5 -3.823 0.0001 

Communication 

about 

Medication 

2.4250 

(0.91) 

2.2063 

(1.002) 2.5 (1.5, 3.0) 2.0 (1.5, 3.0) 2043.5 -1.520 0.129 

Quality of 
Services 

2.8533 

(0.65) 

2.6100 

(0.89) 2.66 (2.3, 3.3) 2.66 (2.0, 3.3) 4105.0 -2.206 0.027 

Overall Quality 

3.2500 

(0.77) 

2.7800 

(0.86) 3.0 (3.0, 4.0) 3.0 (2.0, 3.0) 3513.0 -3.866 0.0001 

    *mean ranks in favor of BIA hospitals in all dimensions 

 

Appendix 7.3 

Follow-up comparison of in-patient perceptions of quality between BIA and 

LIA hospitals (Mann-Whitney U test) 

Dimensions 

Mean (SD) Median (inter-quartile range ) Mann-

Whitney 

U* 

Z p-value BIA 

Hospitals 

LIA 

Hospitals 
BIA Hospitals LIA Hospitals 

Nurse 

Communication 

2.9867 

(0.89) 

3.3700 

(0.67) 3.0 (2.0, 4.0) 3.3 (3.0, 4.0) 3783.5 

-3.053 
0.002 

 

Doctor 
Communication 

3.0433 

(0.86) 

3.3600 

(0.73) 3.0 (2.3, 4.0) 3.6 (3.0, 4.0) 3894.0 -2.774 0.006 

Responsiveness 

3.5400 

(1.05) 

3.5650 

(0.92) 3.0 (2.5, 3.87) 3.0 (2.5, 3.5) 4927.5 -0.180 0.857 

Pain 

Management 

3.0247 

(0.72) 

3.1164 

(0.62) 3.0 (2.5, 3.5) 3.0 (3.0, 3.5) 2762.5 -0.721 0.471 

Communication 

about 
Medication 

2.5185 

(0.71) 

2.6645 

(0.75) 2.5 (2.0, 3.0) 2.5 (2.0, 3.0) 2712.5 -1.309 0.190 

Quality of 
Services 

2.8233 

(0.73) 

2.9400 

(0.66) 2.83 (2.3, 3.3) 3.0 (2.6, 3.3) 4481.5 -1.280 0.200 

Overall Quality 

3.1300 

(0.79) 

3.2245 

(0.78) 3.0 (3.0, 4.0) 3.0 (3.0, 4.0) 4539.5 -0.969 0.333 

               * mean ranks in favour of LIA hospitals in all dimensions 
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Appendix 7.4 

Assessment of normality for data from outpatient survey  

Statistic Waiting Time 
Doctor-Patient 

Relationship 
Staff Attitude 

Tests and 

Treatments 

Physical 

Surroundings 

Overall 

Quality 

Median 
3.0000 

 
5.0000 2.0000 2.0000 1.0000 2.000 

Mean 

 
2.8746 

 

5.6850 2.3225 1.9257 1.2350 2.100 

 

Histograms for all outpatient dimensions 

 

 

 

WT DPR 

SA TAT 

PS 

Overall Quality 
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Appendix 7.5 

Baseline comparison of outpatient perceptions of quality between BIA and LIA 

hospitals (Mann-Whitney U test) 

Dimensions 

Mean (SD) Median (interquartile range) Mann-

Whitney 

U 

Z 
p-

value 
BIA 

hospitals 

LIA 

hospitals 
BIA hospitals LIA hospitals 

Waiting Time 2.9083 
(0.59) 

2.7217 
(0.65) 

3.0 (2.3, 3.3) 2.6 (2.25, 3.25) 4157.0 -2.073 0.038 

Doctor-

Patient 

Relationship 

5.8300 

(2.69) 

5.1400 

(2.76) 
6.0 (4.0, 9.0) 4.0 (3.0, 8.0) 4257.5 -1.837 0.066 

Staff Attitude 2.2100 

(1.65) 

2.1600 

(1.92) 
2.0 (1.0, 3.0) 2.0 (0, 4.0) 4800.0 -0.496 0.620 

Tests and 

Treatments 

2.2941 

(1.06) 

1.4778 

(1.19) 
3.0 (2.0, 3.0) 1.0 (0, 3.0) 2363.0 -4.636 0.0001 

Physical 

Surroundings 

1.500 

(1.124) 

0.7400 

(0.91) 
2.0 (0, 2.0) 0 (0, 1.0) 3114.0 -4.829 0.0001 

Overall 

Quality 

2.110 

(0.63) 

1.960 

(0.62) 
2.0 (2.0, 3.0) 2.0 (2.0, 2.0) 4395.5 -1.691 0.091 

*mean ranks in favor of BIA hospitals in all dimensions 

 

Appendix 7.6 

Follow-up comparison of outpatient perceptions of quality between BIA and 

LIA hospitals (Mann-Whitney U test) 

Dimensions 

Mean (SD) Median (interquartile range) Mann-

Whitney 

U 

Z 
p-

value 
BIA 

hospitals 

LIA 

hospitals 
BIA hospitals LIA hospitals 

Waiting Time 3.0408 

(0.59) 

2.8275 

(0.65) 
3.0 (2.54, 3.5) 2.75 (2.3, 3.3) 4028.0 -2.390 0.017 

Doctor-

Patient 

Relationship 

6.2000 

(2.51) 

5.5700 

(2.62) 
6.0 (4.0, 9.0) 5.0 (3.0, 9.0) 4298.0 -1.742 0.082 

Staff Attitude 
2.5200 

(1.73) 

 

2.4000 

(1.90) 

 

2.5 (1.0, 4.0) 2.0 (1.0, 4.0) 4753.5 -0.610 0.542 

Tests And 

Treatments 

2.3571 

(1.03) 

1.6264 

(1.19) 
3.0 (2.0, 3.0) 2.0 (0, 3.0) 2497.5 -4.250 0.0001 

Physical 

Surroundings 

1.6300 

(1.13) 

1.0700 

(1.03) 
2.0 (1.0, 3.0) 1.0 (0, 2.0) 3602.0 -3.546 0.0001 

Overall 

Quality 

2.250 

(0.63) 

2.080 

(0.65) 
2.0 (2.0, 3.0) 2.0 (2.0, 2.75) 4322.5 -1.862 0.063 

        *mean ranks in favor of BIA hospitals in all dimensions 
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Appendix 7.7 

Comparison of in-patient perceptions of quality from baseline to follow-up for 

LIA hospitals (Mann-Whitney U test) 

Dimensions 
LIA Hospitals mean (SD) 

LIA Hospitals Median 

(interquartile range) 

Mann-

Whitney 

U 

Z 
p-

value 
Baseline Follow-up Baseline Follow-up 

Nurse 
Communication 

2.9667 (0.98) 3.3700 (0.67) 3.0 (2.0, 4.0) 3.3 (3.0, 4.0) 3917.5 -2.726 0.006 

Doctor 

Communication 
2.9000 (1.06) 3.3600 (0.73) 3.0 (2.0, 4.0) 3.6 (3.0, 4.0) 3880.5 -2.829 0.005 

Responsiveness 3.2750 (1.11) 3.5650 (0.92) 2.5 (2.0, 3.5) 3.0 (2.5, 3.5) 4184.0 -2.015 0.044 

Pain Management 2.5423 (0.87) 3.1164 (0.62) 2.5 (2.0, 3.0) 3.0 (3.0, 3.5) 1542.0 -4.270 0.0001 

Communication 

about Medication 
2.2063 (1.0) 2.6645 (0.75) 2.0 (1.5, 3.0) 2.5 (2.0, 3.0) 2122.0 -3.293 0.001 

Quality of 

Services 
2.6100 (0.89) 2.9400 (0.66) 2.6 (2.0, 3.3) 3.0 (2.6, 3.3) 3803.0 -2.950 0.003 

Overall Quality 2.7800 (0.86) 3.2200 (0.78) 3.0 (2.0, 3.0) 3.0 (3.0, 4.0) 3463.0 -3.827 0.0001 

*mean ranks in favor of follow-up scores for all dimensions 

 

 

Appendix 7.8 

Comparison of outpatient perceptions of quality from baseline to follow-up for 

LIA hospitals (Mann-Whitney U test) 

Dimensions 
LIA Hospitals mean (SD) 

Median (interquartile range) 

LIA Hospitals 

Mann-

Whitney 

U 

Z 
p-

value 
Baseline Follow-up Baseline Follow-up 

Waiting Time 2.7217 (0.65) 2.8275 (0.65) 2.6 (2.25, 3.25) 2.75 (2.3, 3.3) 4507.5 -1.210 0.226 

Doctor-

Patient 

Relationship 

5.1400 (2.76) 5.5700 (2.62) 4.0 (3.0, 8.0) 5.0 (3.0, 9.0) 4522.0 -1.186 0.236 

Staff Attitude 2.1600 (1.92) 2.4000 (1.90) 2.0 (0, 4.0) 2.0 (1.0, 4.0) 4609.0 -0.970 0.332 

Tests And 

Treatments 
1.4778 (1.19) 1.6264 (1.19) 1.0 (0, 3.0) 2.0 (0, 3.0) 

3811.5 

 
-0.834 

0.404 

 

Physical 

Surroundings 
0.7400 (0.91) 1.0700 (1.03) 0 (0, 1.0) 1.0 (0, 2.0) 4111.5 -2.316 0.021 

Overall 

Quality 
1.960 (0.62) 2.080 (0.65) 2.0 (2.0, 2.0) 2.0 (2.0, 2.75) 

 

4518.0 -1.344 0.179 

*mean ranks in favor of follow-up scores for all dimensions 
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Appendix 7.9 

Association between the different MBNQA dimensions with in-patient and 

outpatient overall quality scores at baseline 

H1 & H2 = LIA Hospitals        H3 & H4 = BIA Hospitals for all plots 

 

 

Association between Leadership dimension and patient overall quality scores 
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Association between Strategic Quality Planning dimension and patient overall 

quality scores 
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Association between Measurement, Analysis and Knowledge Management 

dimension and patient overall quality scores 
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Association between Workforce Focus dimension and patient overall quality scores 
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Association between Operations Focus dimension and patient overall quality scores 
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