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Abstract
Background  The Manyata program is a quality improvement initiative for private healthcare facilities in India which 
provided maternity care services. Under this initiative, technical assistance was provided to selected facilities in the 
states of Uttar Pradesh, Jharkhand and Maharashtra which were interested in obtaining ‘entry level certification’ under 
the National Accreditation Board for Hospitals and Healthcare Providers (NABH) for provision of quality services. This 
paper describes the change in quality at those Manyata-supported facilities when assessed by the NABH standards of 
care.

Methods  Twenty-eight private-sector facilities underwent NABH assessments in the three states from August 2017 
to February 2019. Baseline assessment (by program staff ) and NABH assessment (by NABH assessors) findings were 
compared to assess the change in quality of care as per NABH standards of care. The reported performance gaps from 
NABH assessments were then also classified by thematic areas and suggested corrective actions based on program 
implementation experience.

Results  The overall adherence to NABH standards of care improved from 9% in the baseline assessment to 80% 
in the NABH assessment. A total of 831 performance gaps were identified by the NABH assessments, of which 
documentation issues accounted for a majority (70%), followed by training (19%). Most performance gaps could be 
corrected either by revising existing documentation or creating new documentation (62%), or by orienting facility 
staff on various protocols (35%).

Conclusion  While the adherence of facilities to the NABH standards of care improved considerably, certain 
performance gaps remained, which were primarily related to documentation of facility policies and protocols and 
training of staff, and required corrective actions for the facilities to achieve NABH entry level certification.
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Background
Accreditation is an important strategy to improve and 
assure the quality of health care [1, 2]. Accreditation 
has been defined by the International Society for Qual-
ity in Healthcare (ISQua) as, “A public recognition by 
a healthcare accreditation body of the achievement of 
accreditation standards by a healthcare organization, 
demonstrated through an independent external peer 
assessment of that organization’s level of performance 
in relation to the standards” [1]. Over the last 30 years, 
ISQua has been working to promote quality improve-
ment in healthcare by developing the quality care stan-
dards and recognizing various accreditation standards 
and programs [3].

As a strategy to improve the quality of services and 
patient outcomes in public healthcare facilities [4], the 
Government of India has introduced initiatives targeting 
various aspects of quality in service delivery and facil-
ity operations of public sector health facilities, including 
the Kayakalp (transformation) initiative in 2015 [5], the 
Dakshata (adroitness) program in 2015 [6], the National 
Quality Assurance Standards in 2016 [7], the Labour 
Room Quality Improvement initiative (LaQshya) in 
2017 [8], development of standard treatment guidelines 
[9], and the Ayushman Bharat program in 2018 [10, 11]. 
However, in India, the private sector has not received 
similar attention despite contributing to 80% of general 
outpatient care, 60% of inpatient care [12], and up to 30% 
of institutional deliveries in rural areas and 52.5% of insti-
tutional deliveries in urban areas [13]. Existing evidence 
indicates that the quality of maternity care in private 
healthcare facilities in India is suboptimal [4, 14–22]. In 
the absence of any comparable quality improvement ini-
tiative mandated for the private sector, quality assurance 
in private-sector health facilities in India remains largely 
voluntary. Considering the key role played by the pri-
vate sector in the country, incentivizing facilities to get 
accreditation could facilitate the improvement of quality 
of care and the achievement of universal health coverage 
[1, 23, 24].

Presently in India, the principal hospital accrediting 
bodies are the National Accreditation Board for Hospi-
tals and Healthcare Organizations (NABH), the Joint 
Commission International, Bureau Veritas International, 
and the International Organization of Standards. Among 
these, NABH is widely known and has been specifically 
developed for the Indian setting [25]. NABH was estab-
lished in 2006 under the Quality Council of India with 
the vision of becoming the apex national healthcare 
accreditation and quality improvement body in the coun-
try. The standards of accreditation under NABH have 
been recognized by ISQua [26].

NABH has defined accreditation standards for differ-
ent types of health facilities. Facilities with up to 50 beds 

are considered small health care organizations (SHCOs) 
[27], while larger facilities are categorized as hospitals 
[28]. NABH also has defined three different levels of 
accreditation — ‘entry level certification’, ‘progressive 
level certification’, and ‘full accreditation’ — and hospitals 
can apply for the level of their choice. In 2016, the Insur-
ance Regulatory and Development Authority of India 
notified providers offering cashless mediclaim services 
(health insurance coverage for hospitalization) that they 
must meet entry-level certification standards laid down 
by NABH [29]. In 2018, the Ayushman Bharat Pradhan 
Mantri Jan Arogya Yojana (AB-PMJAY) – a national 
health assurance scheme under the Ayushman Bharat 
program – was launched, in which empaneled hospitals 
are eligible to receive reimbursements at higher rates if 
they are accredited under NABH [30]. Thus, the potential 
increase in clientele and revenues that may result from 
getting accreditation has become a major incentive for 
private healthcare facilities to achieve the quality stan-
dards [25, 31].

Program description
The Manyata (Hindi for “accreditation” or “recognition”) 
program is a quality improvement and certification ini-
tiative offered for private healthcare facilities by the 
Federation of Obstetric and Gynaecological Societies of 
India (FOGSI), which is being implemented by Jhpiego 
(an international non-profit health organization affiliated 
with the Johns Hopkins University) with funding sup-
port of MSD for Mothers [15, 32]. Based on the World 
Health Organization’s Safe Childbirth Checklist which 
was adapted under the guidance of FOGSI and with tech-
nical assistance from Jhpiego, the program is centered on 
16 quality standards for maternity care which were con-
sidered to be achievable at small private healthcare facili-
ties, including antenatal care, timely identification and 
management of complications, adherence to infection 
prevention protocols, cesarean deliveries and respect-
ful maternity care. After an initial phase of piloting, the 
program was officially launched in 2016 in three states - 
Uttar Pradesh, Jharkhand, and Maharashtra (Fig. 1).

Program activities
The Manyata program relied on the FOGSI’s leadership 
and network (local societies) to spread awareness and 
encourage involvement among its membership through 
district-level sensitization meetings. Facilities, which 
voluntarily opted to participate in the program, under-
went a baseline assessment by Jhpiego program offi-
cers (who were either nursing professionals or doctors) 
using the Manyata checklist, based on the 16 standards 
for maternity care. These facilities then received three 
days training on skills and competencies related to key 
evidence-based practices for care during childbirth and 
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structured mentoring support visits for a period of four-
six months to ensure the translation of skills to practice. 
Following this, they were deemed “Manyata certified” 
if they achieved a set number of standards in the final 
assessment, which was conducted by a FOGSI assessor.

As part of Manyata program implementation, it was 
decided to provide strategic technical support to those 
facilities which were interested in applying for NABH 
entry level certification, considering the interest among 
and motivation for private healthcare facilities to get 
accreditation with NABH [25, 29–31]. The facilities 
which were interested in NABH accreditation underwent 
a baseline assessment by Jhpiego program officers using 
the NABH checklist. The program officers identified per-
formance gaps in practices, procedures and other rea-
sons for a facility’s non-adherence to quality standards; 
and worked with facility staff to develop action plans and 
implement strategies to address those gaps. These facili-
ties then received dedicated preparatory support in the 
form of a one-day managers’ orientation and two days 
staff training on hospital standards, in addition to the 
classical quality improvement package of trainings and 
mentoring support visits under the Manyata program. 
Further, during the mentoring support visits, program 
officers supported the facilities over a period of two-six 
months (depending on the facilities’ baseline level of 
preparedness) for the development of standard operat-
ing procedures; establishment of in-facility training and 
human resource, medication, and information manage-
ment systems; and tracking progress over time. Program 
officers also supported the facility in the application pro-
cess and facilitated the NABH assessments, which were 
carried out independently by NABH assessors (who 
are either medical, nursing, or healthcare management 

professionals, and have been trained through a standard-
ized five-day training in accordance with the guidelines 
mentioned in the assessors’ handbook [33].

The activities and timelines for the implementation of 
Manyata program as well as the additional technical sup-
port provided to facilities for NABH entry-level certifica-
tion are shown in Fig. 2.

This paper aims to describe the change in quality of 
care in Manyata supported facilities when assessed by 
the NABH standards of care. It intends to yield insights 
about the performance gaps in private healthcare facili-
ties and the corrective actions required for facilities to 
receive NABH entry level certification.

Methods
Out of the 383 private healthcare facilities that had par-
ticipated in the Manyata program, 102 facilities across 
the three states applied for NABH entry level certifica-
tion from October 2016 till November 2018. Analysis in 
this paper includes the baseline assessments and NABH 
assessments data for the 28 private healthcare facilities 
that underwent NABH assessments between August 
2017 and February 2019.

Assessment Tool
The tool utilized for assessment is the standardized 
NABH checklist for assessing adherence to prescribed 
standards. NABH standards are organized into 10 chap-
ters; the first five are patient centered and the last five are 
organization centered (Fig. 3).

Each chapter has standards that are broad statements 
of care. Each standard has objective elements against 
which compliance is validated in a systematic manner. 
The entry-level certification checklist differs slightly for 
SHCOs and hospitals, with the hospital checklist being 
slightly more detailed. While the NABH checklist for 
SHCOs has 10 chapters, 41 standards, and 149 objective 
elements, the checklist for hospitals has 10 chapters, 45 
standards, and 167 objective elements [27, 28] (Supple-
mentary Material S1 and S2).

Assessment process
The assessment process during the baseline assessments 
and the NABH assessments was the same; both sets of 
assessors were trained on the methodology using the 
same approach. The assessment process involved: (a) the 
review of hospital policies and protocols on the basis of 
the facilities’ scope of services (known as documenta-
tion), (b) physical verification of resources and equip-
ment and anonymized key informant interviews with 
providers (known as implementation), and (c) review of 
the completeness of case records (known as evidence). 
The assessors evaluated the relevant documentation, 
implementation, and evidence for each objective element 

Fig. 1  Manyata program intervention states
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in the NABH checklist in same manner. To determine 
whether the facility adhered to a prescribed standard, the 
assessor first reviewed the facility’s policies and standard 
operating procedures (SOPs) for their relevance, com-
prehensiveness, consistency with standard treatment 
guidelines, and alignment with the scope of services. If 
the policies and SOPs were found to be incomplete or 
missing for any objective element, the assessor would 
mark the objective element as “non-compliance”. Hence, 
the score would be zero and the assessor would not fur-
ther delve into the corresponding implementation and 
evidence for that objective element. If the assessor felt 
that the policies and SOPs were in line with the scope 
of services, the implementation of the defined policies 
and SOPs would be assessed by interviewing the rel-
evant facility staff through unstructured interviews and 
verifying the presence of needed equipment and other 
resources. The assessor would also review a sample of 
case records through convenience sampling method to 
check for evidence of implementation. If any gaps were 
observed in either the implementation or evidence, the 
assessor would mark the objective element as “non-com-
pliance” and the score would be five. If the documenta-
tion, implementation and evidence was available for the 
objective element, then the score would be ten. As part 
of NABH routine practice, the NABH assessor shared 
the completed assessment form along with a list of non-
compliances with the facility team for corrective action. 
The facility was then required to submit a report to the 

NABH within a defined timeframe documenting the 
changes they have made to address the non-compliances 
in order to achieve NABH entry level certification. The 
facility was awarded NABH entry-level certification 
when all the objective elements were fulfilled.

Data analysis
The private healthcare facilities were profiled in terms of 
geographical location, number of beds, monthly delivery 
load and type of facility. A de-identified dataset contain-
ing the facilities’ baseline and NABH assessment find-
ings was collated, compiled and analysed in Microsoft 
Excel 2016 by NABH chapter and objective element. 
Facility scores were calculated for baseline and NABH 
assessments based on the NABH checklist, in terms of 
the percentage of objective elements achieved. The most 
commonly reported non-compliances during NABH 
assessments were listed. The distribution of non-com-
pliances was then presented in terms of broad thematic 
areas and required corrective actions.

After a review of the consolidated list of non-com-
pliances from the NABH assessment results of the 28 
healthcare facilities, the authors grouped them into 
the following five broad thematic areas based on their 
program implementation experience: Documentation 
non-compliances related to lack of documentation or 
improper documentation, Licenses and service-level 
agreements non-compliances related to memorandums 
of understanding and licenses for facilities and services, 

Fig. 2  Activities and timelines for Manyata program implementation and for NABH entry-level certification
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Manpower non-compliances related to staffing and 
human resource management, Supplies and Maintenance 
non-compliances related to the presence of essential 
resources and the management of the facility environ-
ment and equipment, and Training non-compliances that 
result from lack of proper orientation of the hospital staff 
on various protocols and procedures.

Finally, the authors identified four basic types of actions 
needed to correct observed non-compliances based on 
their program experience of working with private health-
care facilities in India. These included revising existing 
documentation or creating new documentation, orient-
ing staff on procedures and protocols, procuring equip-
ment, and hiring additional staff. They then grouped the 
non-compliances into the appropriate corrective actions.

Ethical considerations
All data used in this study were collected as a part of rou-
tine monitoring of the Manyata program. All facilities 
who enrolled in Manyata agreed to take part in moni-
toring and evaluation activities related to the program. 
Data were shared back with individual facilities for the 

purposes of improvement. The Johns Hopkins School of 
Public Health Institutional Review Board (IRB) deemed 
the Manyata program activities and routine program data 
collection to be non-human subjects research, thus not 
requiring IRB oversight (IRB No: 00009525). The manu-
script uses the SQUIRE 2.0 standards for reporting [34].

Patient and public involvement
Since this was an analysis of health facility assessments 
data, patients and the public were not involved in any 
way in this research.

Results
Of the 28 facilities, 89% were classified as SHCOs while 
the rest were classified as hospitals, based on their num-
ber of beds (Table 1). 82% of the facilities had a monthly 
delivery load of 50 deliveries or less. 61% of the facilities 
were categorized as multi-specialty facilities while the 
remaining were exclusive maternity facilities (39%).

The average facility score during baseline assessment 
(in terms of the percentage of objective elements which 
were achieved) was 9%, which ranged from 15% for 
Chap.  10 – Information Management System to 1% for 
Chap. 6 – Continuous Quality Improvement (Fig. 4). At 
the time of the NABH assessment, the average facility 
score improved to 80%. Facilities scored the highest for 
Chap. 4 – Patient Rights and Education (93%), while they 
scored the least for Chap.  3 – Management of Medica-
tion, Chap.  6, and Chap.  8 – Facility Management and 
Safety (76% each) (Fig. 4).

The objective elements which showed the maxi-
mum improvement from baseline to NABH assessment 
included the identification of authorized personnel to 
make entries in medical records, availability of resources 
for quality improvement programs and availability of 
documented facility organograms, grievance redressal 
actions, ensuring the confidentiality of patient informa-
tion, and the care of patients in consonance with stan-
dard treatment guidelines and by qualified personnel who 
are entitled to perform those procedures. In contrast, the 
objective elements which showed the minimum improve-
ment included the documentation of medication orders, 

Table 1  Characteristics of 28 Manyata-supported facilities that 
underwent NABH assessments
Characteristic Number Per-

cent 
(%)

State
Jharkhand 5 17.9

Maharashtra 8 28.6

Uttar Pradesh 15 53.6

Number of beds
≤ 50 25 89.3

> 50 3 10.7

Monthly delivery load
< 20 9 32.1

20–50 14 50

> 50 5 17.9

Type of facility
Exclusive maternity facility 11 39.3

Multi-specialty facility 17 60.7

Fig. 3  NABH chapters in the entry level certification checklist
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obtaining informed consent for anaesthesia and surgery, 
documentation of discharge summaries, availability of 
imaging results within a defined timeframe, accessibility 
of hand hygiene facilities for providers in all patient care 
areas, and the documentation of the scope and content 
of assessments for in-patients and emergency patients by 
the health facility (Table  2). Twelve objective elements 
were achieved by all the facilities, while ten objective ele-
ments were not achieved by half or more of the facilities 
(Supplementary Material S3 Tables 1 and 2).

NABH assessments reported a total of 831 non-com-
pliances across all 28 facilities (Table 3). Patient-centered 
chapters accounted for 66% of all non-compliances. The 
share of the various NABH chapters in the non-compli-
ances did not vary much by state, facility type, by num-
ber of beds, or by monthly delivery load (Supplementary 
Material S3 Table 3). The mean number of non-compli-
ances was 30 for SHCOs (out of 149 objective elements) 
and 28 for hospitals (out of 167 objective elements). The 
average number of non-compliances was 32 for exclusive 
maternity care facilities and 28 for multi-specialty care 
facilities. However, analysis of the mean non-compliances 
by state revealed that the average count of non-compli-
ances per facility was 37 in Uttar Pradesh, as compared to 
22 each in Jharkhand and Maharashtra.

Table  4 shows how non-compliances were distrib-
uted across thematic areas. Lapses in documentation 
accounted for a considerable majority of all non-compli-
ances (70%), followed by training (19%). Documentation 
was the most prevalent thematic area for non-compli-
ances in all the 10 NABH chapters, while training was the 
second most common thematic area in eight chapters. 
Documentation also accounts for nine of the 10 most 
common non-compliances (Supplementary Material S3 
Table 3).

Categorizing the observed non-compliances by the 
corrective action required shows that most gaps could 
be resolved either by revising existing documentation 

or creating new documentation (62%), or by orienting 
facility staff on various procedures and protocols (35%) 
(Table 5). It was noted that nearly 26% of the non-compli-
ances classified in the documentation thematic area could 
be rectified by orienting staff on facility procedures and 
protocols, while 37% of the non-compliances classified in 
the training thematic area could be corrected by revising 
existing documentation or creating new documentation.

Discussion
Independent assessments of 28 Manyata-supported pri-
vate healthcare facilities (25 SHCOs and 3 hospitals) 
reported an average of 30 non-compliances for SHCOs 
(out of 149 objective elements) and 28 non-compliances 
for hospitals (out of 167 objective elements). The aver-
age count of non-compliances was 37 for facilities in 
Uttar Pradesh, as compared to 22 each for facilities in 
Jharkhand and in Maharashtra. Most of these non-com-
pliances were related to documentation (70%) and train-
ing (19%) and could be corrected by revising existing 
documentation or creating new documentation (62%), or 
orienting facility staff on various procedures and proto-
cols (35%).

It is worth noting that none of the 28 Manyata-sup-
ported facilities were able to achieve entry-level certi-
fication during the NABH assessment. They were later 
able to achieve certification after closure of non-compli-
ances by submitting a report to the NABH documenting 
the changes they made to address the non-compliances 
after the NABH assessment. This is probably because the 
Manyata program focused on clinical standards related 
to maternity and newborn care, while the NABH certi-
fication process focuses on standards for hospital pro-
cesses and practices for general clinical services, thus 
highlighting the gap between clinical and hospital stan-
dards of care. However, there was a tremendous improve-
ment in the average facility scores in terms of percentage 
of objective elements achieved, from 9% in the baseline 

Fig. 4  Average facility score from baseline and NABH assessments (n = 28)
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assessment to 80% in the NABH assessment. This reflects 
the effect of the technical support provided to facilities 
for NABH entry-level certification as well as the motiva-
tion of these facilities to improve their quality of care as 
per the NABH standards and enhance their facility pro-
cesses accordingly.

Historically, healthcare facilities that apply for accredi-
tation are tertiary care hospitals seeking better functional 
and operational efficiency for being part of an accredita-
tion system [35–37]. Documentation of hospital policies, 
protocols, patient records, and continuous staff train-
ings — while preventing the overburdening of staff at 
the same time — were found to be key prerequisites to 

ensure smooth implementation of the accreditation pro-
cess [38–43]. At the time of enrollment to Manyata pro-
gram, we found that private healthcare facilities did not 
have defined policies and procedures to guide their func-
tioning. However, with the program’s support, facilities 
developed a set of policies and procedures incorporating 
evidence-based recommendations for system improve-
ment and client care practices and then oriented facility 
staff on the newly drafted policies and procedures. The 
most common non-compliances observed by NABH 
assessors were related to documentation of medical 
records, informed consent for surgeries and anaesthe-
sia, medication orders and discharge summaries. This 

Table 2  Objective elements which showed the maximum and minimum improvement from baseline to NABH assessment
Sl.No. Name of Objective Element Number (%) of facili-

ties which achieved the 
objective element in the 
baseline assessment

Number (%) of facili-
ties which achieved the 
objective element in the 
NABH assessment

% Improvement 
(from base-
line to NABH 
assessment)

Objective Elements which showed maximum improvement
IMS.1.b Organization identifies those authorized to make entries in 

medical record.
0 (0%) 28 (100%) 100%

COP.4.a Care of patient is in consonance with the documented 
procedures.

1 (4%) 28 (100%) 96%

COP.8.d Qualified persons are permitted to perform the procedures 
that they are entitled to perform.

1 (4%) 28 (100%) 96%

MOM.1.e Documented procedures address procurement and usage 
of implantable prosthesis.

1 (4%) 28 (100%) 96%

PRE.1.c Patient rights include treating patient information as 
confidential.

1 (4%) 28 (100%) 96%

ROM.2.b The leaders/management guide the organization to func-
tion in an ethical manner.

1 (4%) 28 (100%) 96%

IMS.3.b Privileged health information is used for the purposes 
identified or as required by law and not disclosed without 
the patient’s authorization.

1 (4%) 28 (100%) 96%

CQI.1.c Hospital Management makes available adequate resources 
required for quality improvement program.

0 (0%) 27 (96%) 96%

ROM.1.a The organization has a documented organogram. 0 (0%) 27 (96%) 96%

HRM.2.c Actions are taken to redress the grievance. 0 (0%) 27 (96%) 96%

Objective Elements which showed minimum improvement
MOM.2.c Medication orders are clear, legible, dated and signed. 10 (36%) 10 (36%) 0%

COP.7.e Informed consent for administration of anaesthesia is 
obtained by the anaesthetist.

3 (11%) 11 (39%) 28%

AAC.6.c Imaging results are available within a defined time frame 
and critical results are intimated immediately to the con-
cerned personnel.

8 (29%) 17 (61%) 32%

AAC.7.e Discharge summary incorporates instructions about when 
and how to obtain urgent care.

2 (7%) 11 (39%) 32%

IMS.1.d The author of the entry can be identified. 1 (4%) 11 (39%) 35%

IMS.1.e The contents of medical record are identified and 
documented.

11 (39%) 21 (75%) 36%

IMS.1.c Every medical record entry is dated and timed. 3 (11%) 14 (50%) 39%

COP.8.b An informed consent is obtained by a surgeon prior to the 
procedure.

2 (7%) 13 (46%) 39%

HIC.2.a Hand hygiene facilities in all patient care areas are acces-
sible to healthcare providers.

9 (32%) 21 (75%) 43%

AAC.3.a The organization defines the content of the assessments for 
in-patients and emergency patients.

0 (0%) 12 (43%) 43%
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suggests that healthcare facilities require more time and 
effort to ensure that routine documentation practices are 
absorbed, implemented, and institutionalized as per the 
NABH standards.

According to the literature, accreditation is a complex 
and resource-intensive process that may require health-
care facilities to improve their existing infrastructure and 
recruit more staff [44–46]. In contrast, this analysis found 
that most performance gaps identified by NABH assess-
ments were related to ensuring proper documentation at 
the facility and staff training, while hiring of manpower 
and procurement of equipment accounted for a minus-
cule proportion (3% combined) of the observed non-
compliances (Table 5). This could be due to the design of 

the NABH assessment methodology itself, which focuses 
first on documentation, followed by implementation, and 
finally on evidence, and thus has resulted in a predomi-
nance of documentation-related performance gaps. In 
addition, while NABH assesses whether processes and 
practices are implemented, it does not assess the compe-
tency of the providers for these practices and processes 
(“how” they have been implemented).

Although the five NABH patient-centered chapters 
accounted for two-thirds of reported non-compliances, 
very few non-compliances were related to patient expe-
rience, which is a key determinant of the quality of care 
[47]. This is probably because the NABH assessment 
checklist collects client feedback only for certain items, 
such as informed consent before procedures and billing 
policy.

Another cause for concern is that while NABH asses-
sors check for completeness of medication orders, there 

Table 3  Distribution of non-compliances identified during 
NABH assessments of 28 facilities by NABH chapters
NABH Chapters Number of 

Non-Compliances
Per-
cent-
age 
(%)

Chapter 2 – Care of Patients 196 23.5

Chapter 1 – Access, Assessment, and 
Continuity of Care

156 18.8

Chapter 3 – Management of Medication 119 14.3

Chapter 8 – Facility Management and 
Safety

93 11.2

Chapter 10 – Information Management 
System

73 8.8

Chapter 9 – Human Resource 
Management

59 7.1

Chapter 5 – Hospital Infection Control 56 6.7

Chapter 6 – Continuous Quality 
Improvement

33 4.0

Chapter 7 – Responsibility of 
Management

28 3.4

Chapter 4 – Patient Rights and Education 18 2.2

TOTAL 831

Table 4  Distribution of non-compliances by thematic area, according to NABH chapters
NABH Chapters Thematic Area [n]

Documentation Licenses and 
Service-Level 
Agreements

Manpower Supplies and 
Maintenance

Train-
ing

Chapter 1 – Access, assessment, and continuity of 
care

115 5 3 2 31

Chapter 2 – Care of patients 145 5 6 7 33

Chapter 3 – Management of medication 83 0 2 6 28

Chapter 4 – Patient rights and education 15 0 2 0 1

Chapter 5 – Hospital infection control 24 5 2 9 16

Chapter 6 – Continuous quality improvement 26 0 3 0 4

Chapter 7 – Responsibility of management 15 8 5 0 0

Chapter 8 – Facility management and safety 46 5 5 11 26

Chapter 9 – Human resource management 44 0 1 1 13

Chapter 10 – Information management system 66 0 0 0 7

Total number (%) 579 (69.7%) 28
(3.4%)

29
(3.5%)

36
(4.3%)

159 
(19.1%)

Table 5  Distribution of non-compliances by type of corrective 
action required, according to thematic areas
Thematic 
Area

Number (%) of Non-Compliances by Required Cor-
rective Action
Hiring Revise existing 

OR create new 
documentation

Orientation 
on facility 
procedures 
and protocols

Pro-
cure-
ment

Documenta-
tion

0 431 (74.4%) 148 (25.6%) 0

Licenses and 
Service-Level 
Agreements

0 18 (64.3%) 7 (25%) 3 
(10.7%)

Manpower 7 (24.1%) 3 (10.3%) 19 (65.5%) 0

Supplies and 
Maintenance

0 6 (16.7%) 15 (41.7%) 15 
(41.7%)

Training 0 59 (37.1%) 100 (62.9%) 0

Total 7 (0.8%) 517 (62.2%) 289 (34.8%) 18 
(2.2%)
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is no provision to check for their correctness or to look 
for a system of reporting medication errors. In the United 
States, medication errors are a major threat to the quality 
of care, leading to as many as 98,000 deaths and costing 
roughly US$2 billion annually [48]. Hence, accreditation 
systems need to assess the mechanisms in place at the 
facility for reporting these adverse events [49].

Globally, it is estimated that one in five births in low- 
and middle-income countries occurs in the private sector 
[50]. In India, the private sector accounts for nearly one in 
every three facility births and thus has an important con-
tribution to the delivery of primary healthcare services 
[12, 13, 51]. However, existing evidence indicates that the 
quality of maternity care services provided by the private 
sector is suboptimal [14–22]. The main contributors to 
poor quality were lack of qualified staff, unavailability of 
essential resources, lack of regulatory guidelines, lack of 
adherence to standard treatment guidelines, and absence 
of quality improvement initiatives. In this context, the 
Manyata program plays a valuable role in improving 
quality of care by building the capacity of the service 
providers for delivering maternity care services, improv-
ing the availability of essential resources, enhancing the 
adherence to standard treatment guidelines, and incul-
cating a culture of continuous quality improvement at the 
facilities [32]. A similar initiative for public health facili-
ties in India has been shown to improve quality of care 
as well as improve maternal and neonatal outcomes when 
implemented at a large scale [52]. Thus, in tandem with 
ongoing national initiatives to improve service delivery 
and quality of care in the public sector [5–11], initiatives 
for the private sector such as Manyata could support the 
attainment of universal health coverage.

Strengths and limitations
To the best of our knowledge, this is the first descrip-
tive study of a public health initiative for private-sector 
healthcare facilities offered by a medical professional 
association to improve quality of care and achieve 
accreditation. The study is also notable as it describes 
performance gaps in small-scale private healthcare facili-
ties, most of which had fewer than 50 beds.

However, as a retrospective analysis of programmatic 
data, the study has certain limitations. As the facilities 
included in the analysis undertook NABH assessments 
on their own volition and were not selected randomly, 
they may not be representative of the private health sec-
tor in India. The sample size is small, so the findings 
may not be generalizable to private facilities across the 
country. The assessment findings should also be inter-
preted with caution, considering the unique assessment 
methodology of NABH. The analysis of non-compliances 
based on programmatic experience lacks the method-
ological rigor that is required in classical research.

Conclusion
This paper yields valuable insights related to accredita-
tion experiences of private healthcare facilities in the 
Indian setting. It demonstrates the feasibility of imple-
menting a quality improvement program for small-scale 
private healthcare facilities in order to help them achieve 
accreditation. These findings are also of great value for 
the owners and managers of private healthcare facilities 
who are interested in applying for accreditation. They 
should focus on ensuring proper documentation of hos-
pital policies and case records, and on orienting staff to 
perform the necessary documentation according to stan-
dards of care. It also points towards potential shortcom-
ings in the NABH assessment methodology, which may 
require further introspection. Accreditation results are 
only as good as the tools and methods used to generate 
them. The findings are of broader relevance to policy-
makers, program managers, governments, donors, and 
implementing organizations that are designing programs 
targeting the private healthcare sector in India as well as 
similar settings globally.
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