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Abstract
Background: In 2009, the Lebanese Ministry of Public Health (MOPH) launched the Primary Healthcare (PHC)
accreditation program to improve quality across the continuum of care. The MOPH, with the support of
Accreditation Canada, conducted the accreditation survey in 25 PHC centers in 2012. This paper aims to gain a
better understanding of the impact of accreditation on quality of care as perceived by PHC staff members and
directors; how accreditation affected staff and patient satisfaction; key enablers, challenges and strategies to
improve implementation of accreditation in PHC.
Methods: The study was conducted in 25 PHC centers using a cross-sectional mixed methods approach; all staff
members were surveyed using a self-administered questionnaire whereas semi-structured interviews were
conducted with directors.
Results: The scales measuring Management and Leadership had the highest mean score followed by Accreditation
Impact, Human Resource Utilization, and Customer Satisfaction. Regression analysis showed that Strategic Quality
Planning, Customer Satisfaction and Staff Involvement were associated with a perception of higher Quality Results.
Directors emphasized the benefits of accreditation with regards to documentation, reinforcement of quality standards,
strengthened relationships between PHC centers and multiple stakeholders and improved staff and patient satisfaction.
Challenges encountered included limited financial resources, poor infrastructure, and staff shortages.
Conclusions: To better respond to population health needs, accreditation is an important first step towards improving
the quality of PHC delivery arrangement system. While there is a need to expand the implementation of accreditation to
cover all PHC centers in Lebanon, considerations should be given to strengthening their financial arrangements as well.
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Background
A responsive and comprehensive primary healthcare
(PHC) system leads to a more efficient health system,
lower rates of hospitalization, fewer health inequalities,
better health outcomes and lower costs [1-3]. Despite
the integral role of PHC for health systems, the World
Health Report (2008) indicated that countries “are not
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performing as well as they could and as they should”
when it comes to PHC [4]. A major challenge hindering
countries from delivering PHC is establishing and maintaining high quality services [5].
One increasingly employed method for promoting
quality at the healthcare organizational level is accreditation [5,6]. Despite its routine use in the work course of
most hospitals worldwide, accreditation has only recently has been introduced into the PHC setting in highincome countries (HICs) [7]. This recent emphasis on
accreditation in PHC organizations came with the shift

© 2014 El-Jardali et al.; licensee BioMed Central Ltd. This is an Open Access article distributed under the terms of the Creative
Commons Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work is properly credited.

El-Jardali et al. BMC Health Services Research 2014, 14:86
http://www.biomedcentral.com/1472-6963/14/86

in healthcare policy from hospitals towards preventive
and primary healthcare delivery services [8].
Accreditation of PHC practices was reported to increase
emphasis on the role of PHC within the healthcare system
and to ensure quality control and improvement [9]. A review of the literature about PHC accreditation by O'Beirne
et al. identified a cross-sectional study by Braun et al.
(2008) that revealed that accredited centers were more
likely to have staff dedicated to risk management, environmental safety and quality improvement [10]. Also, accredited centers reported more quality assurance projects
than non-accredited centers, more frequently audited their
clinical records, used credentialing methods, reviewed providers and trained staff [10]. The literature review also
showed that PHC accreditation results in improved teamwork, improved access to care, increased awareness of patient safety, improved practice systems and care processes
and improved quality of care [10].
In the Eastern Mediterranean Region (EMR), an expert
group meeting took place in Cairo in 2002 to discuss the
implementation of accreditation [11]. The meeting concluded that although accreditation of health facilities is
desired in countries of the EMR, the system required for
implementing accreditation is not yet developed. In order
to improve care through accreditation, it is important to
establish leadership commitment and regulations to implement accreditation, allocate adequate resources, ensure
the availability of data and facilitate its use [11].
Lebanon was the first low- and middle- income country (LMIC) in the EMR to develop and implement national hospital accreditation standards in 2002 [12,13].
Building on the successful implementation of hospital
accreditation, the Lebanese Ministry of Public Health
(MOPH) sought to strengthen its leadership and governance functions and to improve the quality of services
through implementing a national accreditation system at
PHC centers.
In Lebanon, most PHC is mainly provided in health centers and dispensaries. In 1996, a comprehensive assessment
of health centers and dispensaries was conducted in
Lebanon to identify those able to provide a minimal package
of PHC services. Among more than 800 facilities, 29 PHC
centers were selected to form the nucleus of a National Network [14]. This National Network has expanded to encompass 150 centers in 2012. Although several PHC centers are
owned and managed by the MOPH or the Ministry of Social
Affairs (MOSA), the majority are owned and managed by
Non-Governmental Organizations (NGOs) [14].
The ministry’s contracting transactions with the centers does not involve financial transactions. This approach focused on encouraging NGOs to improve the
community health status while benefiting from the ministry’s assistance in medical, paramedical and management training, and also in providing vaccines, essential
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drugs and medical and educational supplies [14]. The
ministry has also assisted PHC centers in their quality
improvement initiatives and efforts. The first national
PHC strategy was developed in 1994 by the MOPH [15].
This strategy was updated in 2005 and in 2011 and
stressed on the importance of implementing quality assurance procedures and the continuous improvement of
services [15].
In 2009, the MOPH initiated the PHC accreditation program in collaboration with Accreditation Canada International (ACI) [16]. With the support of an expert
working group in Lebanon, in 2010 ACI developed and
piloted PHC accreditation standards. Starting April 2011,
key stakeholders were trained in the accreditation process
[17]. Pilot organizations then conducted a self-assessment
(June to September 2011), the results of which were used
to evaluate and refine standards [18]. The accreditation
survey immediately followed self-assessment (October
2011 to June 2012); the surveys spanned two full days at
the PHC centers and were conducted by external surveyors from ACI. This was the first accreditation survey
targeting PHC centers in Lebanon.
Findings from a baseline assessment of PHC centers in
Lebanon to implement accreditation standards revealed
that PHC centers were at the early stages of preparation
for accreditation. They lacked quality improvement
plans and did not regularly review evidence-based guidelines or identify and monitor outcome measures or indicators. Moreover, most centers lacked a system for
incident and accident reporting and did not complete a
summary of care provision in the client’s record [16].
Given this lag in quality regulations and capacity at
PHC centers in Lebanon, an incremental approach to
implementing accreditation standards was undertaken
starting with implementing accreditation in 25 centers
in 2012, followed by evaluation and refinement of the
process, and then scale-up. These 25 PHC centers were
selected based on their large size, coverage as well as the
representation of all the PHC centers in the country
with regards to the services they provide and their distribution across all the geographic regions. These centers
were selected as being representative of the 150 PHC
centers in the MOPH network by the national working
group on this project which included key stakeholders
from MOPH and ACI. The 150 centers in the National
PHC Network in Lebanon are part of the 1,085 PHC
centers and dispensaries distributed across Lebanon.
Most of the 1,085 centers are located in Mount Lebanon
(402 centers; 37.1%), 219 (20.2%) centers are located in
the South, 152 (14%) in Bekaa, 136 (12.5%) in Beirut,
113 (10.4%) in Nabatiyeh and only 63 (5.8%) in the
North. The 150 centers in the national network are
distributed across regions as follows: 34% in Beirut and
Mount Lebanon, 29% in the South, 30% in the North
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and 17% in Bekaa [14]. All the centers provide the same
services but technological differences exist between
them [19]. They are managed by physicians, nurses and
allied health professionals. The centers provide the following services, general medical care, pediatrics, dental
and oral health, reproductive health, and cardiovascular
medical care. In addition to those services, they play a
major role in dispersing essential drugs. The MOPH is
the main provider of the drugs distributed at these centers [19]. Irrespective of location, any health center that
provides the above mentioned services package qualifies
it to be called a PHC center [19].
This paper aims to gain a better understanding of (1)
the impact of accreditation on quality of care as perceived by PHC staff members and directors; (2) how accreditation affected staff and patient satisfaction; (3) the
key enablers and challenges to the implementation of
accreditation; and (4) the possible strategies to improve
implementation of accreditation in PHC.

Methods
This study was conducted in 2012; several months after
the centers conducted the accreditation survey. The
study targeted all PHC staff and utilized a crosssectional mixed methods approach composed of both a
quantitative and a qualitative component.
The quantitative component employed a self-administered
questionnaire adapted from a tool used by El-Jardali et al.
(2008) [13], with minor changes to the wording to reflect primary healthcare. This tool was previously used in Lebanon
to assess the perceived impact of accreditation on quality of
care through the lens of healthcare professionals. It is composed of five sections covering quality of care, accreditation
impact, a retrospective assessment of the accreditation
process, awareness of the accreditation process and a section
for demographic information (including age, gender, occupation and years of experience). The questionnaire included
seven scales (composed of several items), these are: Management and Leadership (nine items), Strategic Quality Planning
(seven items), Human Resource Utilization (six items), Quality Management (six items), Quality Results (five items), Customer Satisfaction (seven items) and Accreditation. The
Accreditation scale is divided into three subscales which are
Accreditation Impact (14 items), Staff Involvement in Accreditation (22 items) and Awareness of Accreditation (five
items). The scale on Accreditation was adapted from Milner
et al. (2007) [20] and was added to the tool used by El-Jardali
et al. (2008) [13] for the purpose of this study. The survey
was originally developed in English but translated to Arabic
since that is the language respondents are most comfortable
in. The survey was translated to Arabic by a professional
translator. Two members of the research team conducted
back translation to ensure that the correct wording and
phrasing of questions is used throughout the survey.
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Cognitive interviewing [21,22] was conducted in lieu of a
pilot with selected professionals at the MOPH to ensure the
clarity of the questions and make additional corrections.
Minor modifications to the wording of some questions were
made to some questions mainly to ensure clarity of Arabic
terms.
The qualitative component of the study consisted of
semi-structured interviews with facility directors. The
interview tool covered the following main topics: benefits of accreditation, the effect of accreditation on staff
and patient satisfaction, enabling and success factors,
and challenges to the process of accreditation as well as
strategies for improving implementation of accreditation.
The specific questions asked during the interview were:
1. Based on your experience, how has the accreditation
process contributed to the improvement of the
quality of care delivered by this center?
2. In your opinion, how sustainable are the changes
brought about by accreditation?
3. May you share your views on how accreditation has
affected your satisfaction as an employee?
4. To what extent do you think the accreditation
process has affected patient satisfaction in this
center?
5. List the top three barriers/challenges that you have
faced throughout the accreditation process
6. What are, in your opinion, some strategies to better
implement accreditation in the future?
Sampling method

All 25 centers that conducted the accreditation survey
participated in this study. These 25 centers are representative of the 150 PHC centers forming the PHC network
in Lebanon. A total of 20 centers participated in both
components of the study, three centers participated in
the survey only, and two centers participated in the
semi-structured interviews only. Centers that chose not
to complete the survey or interview were not pressured
into participation as that would breach our ethical
protocol. The centers were distributed across all the five
governorates in Lebanon (four centers in Beirut, seven
in the South, two in the Bekaa, seven in Mount
Lebanon, and five in the North). All staff members participated in the survey and facility directors participated
in the semi-structured interviews. Table 1 presents total
number of participating centers and response rates to
the questionnaire.
Data collection

Ethical approval for the study was granted by the Institutional Review Board at the American University of
Beirut. Written informed consent was collected from all
participants prior to data collection
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Table 1 Questionnaire distribution and response rates
Region

Number
Number of
Number of
Percent
of centers
recruited staff
respondents
response
per region members per region per region rate per region
76%

coding was conducted first, where findings were broken
into chunks that relate to different concepts or ideas.
Axial coding was then conducted, which involves organizing the emerging concepts into themes and subthemes. Themes were pre-identified based on the study
objectives and interview questions.

Beirut

4

78

59

South

7

112

75

67%

Bekaa

2

20

16

80%

Mount Lebanon

5

94

72

77%

Results

North

5

99

85

86%

Quantitative results

Total

23

403

307

76%

Twenty-three PHC centers out of the 25 centers participated in the quantitative component of the study. Of the
403 questionnaires that were distributed to the 23 PHC
centers, 307 were returned complete (response rate of
76%) (Table 1). As observed in Table 2, most respondents were females (65.1%), between 30 to 45 years of
age (50.5%), and have been working at their centers between 5 to 10 years (34.8%). A total of 27.5% of respondents were physicians and 18% were nurses (Table 2).
The mean scores computed for the scales and subscales were all high. Management and Leadership had
the highest mean score (4.28) followed by Accreditation
Impact (4.27), Human Resource Utilization and Customer Satisfaction (both having a mean score of 4.24),
Staff Involvement (4.23), Strategic Quality Planning and

Facility directors were contacted by phone to request
their participation. Upon their approval, the surveys were
distributed to PHC staff members. Staff were assured that
their participation was voluntary, their choice to participate would not affect their employment and that directors
would not view their responses. Participants were requested to complete the survey during their free time and
in a setting of their choice and to return it in a sealed
envelope within one week of receiving it.
Interviews were digitally voice recorded after securing
interviewee consent. Interviews were conducted in Arabic
and transcribed verbatim immediately thereafter. Transcripts were then translated to English to facilitate data
analysis. These English translated transcripts were reviewed by two members of the research team to ensure their
validity.

Table 2 Demographics
N

%

Male

102

34.9

Female

190

65.1

< 30

63

21.5

Gender

Data analysis

Data generated from the questionnaires was coded, entered, and analyzed using SPSS 20.0 at a significance level
of 0.05. Univariate analysis was conducted to explore
demographic characteristics of respondents. Cronbach’s
Alpha was used to measure the internal consistency and
reliability of the scales and all values were above 0.80 thus
indicating good internal consistency and reliability. Scores
were created by summation of the items within the scales
and dividing by the number of items with non-missing
values. This produced a score that varies between 1 and 5
for each scale with higher scores indicating higher
agreement.
A linear regression model was used to understand the
association between quality results and independent variables. The independent variables included in this model
were the scores for the scales measuring Management and
Leadership, Strategic Quality Planning, Quality Management, Human Resource Utilization, Customer Satisfaction,
and Accreditation including Accreditation Impact, Staff
involvement, and Accreditation Awareness. The model
was controlled for age, gender, experience and position of
respondent.
Thematic analysis was used for the analysis of interviews. The findings were first coded and brought together in a spreadsheet to better manage the data. Open

Age (Years)
30 – 45

148

50.5

46 – 55

57

19.5

> 55

25

8.5

Experience (Years)
<5

84

28.1

5 – 10

104

34.8

10.1 – 15

48

16.1

>15

63

21.1

12

4.2

Nurse

51

18.0

Physician

78

27.5

Pharmacist

14

4.9

Social worker

13

4.6

Work type
Director of the center

Unit assistant/Clerk/Secretary

17

6.0

Technician (e.g. EKG, Lab, Radiology)

30

10.6

Administration/Management

18

6.3

Other

51

18.0
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Quality Results (both having a mean score of 4.21), Accreditation Awareness (4.18) and finally Quality Management (4.02) (Table 3).
More than 90% of respondents strongly agreed that
leadership is the driving force behind quality improvement. Respondents agreed that senior executives have a
clear vision for improving quality, participate in activities
to improve quality of care and allocate available resources
to improving quality. In the Strategic Quality Planning
scale, more than 90% of respondents indicated that staff
members and middle managers play a key role in setting
priorities for quality improvement; while 83.9% indicated
that patients’ expectations about quality play a key role in
setting these priorities. With regards to Quality Management, more than 90% of respondents agreed that equipment and supplies are regularly checked and that services
are thoroughly tested for quality before implementation.
Additionally, they indicated that the center encourages
them to keep records of quality problems through documentation (See Additional file 1).
When it comes to Human Resources Utilization, only
62.5% stated that they were rewarded and recognized for improving quality. In the scale of Quality Results, around 90%
of respondents agreed that their centers are showing steady
measurable quality improvements in the quality of customer
satisfaction, administration, and quality of care, despite financial constraints. With regards to patient satisfaction, more
than 90% of respondents agreed that their centers perform a
good job in assessing current and future patient needs and
resolving complaints (See Additional file 1).
Whereas more than 90% of respondents indicated that
they were aware of the accreditation process, its aims and
objectives and were committed to participate in it, only
70% indicated that patients were aware that accreditation
was underway. Additionally, only 78.2% indicated receiving
sufficient training and support to fulfill their accreditation
responsibilities. Around 75% of respondents indicated receiving recognition from their work colleagues and 77.9%
Table 3 Descriptive statistics and Cronbach’s Alpha on
survey scales
Scale

indicated receiving recognition from their line managers
for their contribution to the accreditation process. Importantly, the majority agreed that accreditation is a worthwhile
process (97.4%) and that it had a positive impact on the
centers, including: increased responsiveness of centers
when changes are to be implemented (94.6%), motivation
of staff and team work (94.9%), development of collaboration partners in the health care system (92.6%), and improved standards and delivery of healthcare (91.9%) (See
Additional file 1).
Results of the linear model indicated that the score on
Quality Results increased by 0.297 (p-value = 0.003) for
every unit increase in the score on Strategic Quality
Planning. An increase of 0.412 (p-value = 0.008) in Quality Results was also observed for every unit increase in
the score on Customer Satisfaction. Quality Results also
increased by 0.309 (p-value = 0.004) for every unit increase in Staff Involvement in Accreditation (Table 4).
Readers should be reminded that these findings are
based on staff perceptions and not indicators that are
continuously being measured at PHC centers.
Qualitative results

Out of the 25 directors that were approached, 22 directors participated in the semi-structured interviews. By
counting the number of times each theme was cited during the interviews, we identified the percentage of responses related to each theme. The subsequent section
summarizes results of thematic analysis (Table 5).
Benefits of accreditation

All directors affirmed that accreditation has led to quality
improvement in several areas, particularly in documentation (55% of directors) including recording minutes of
meetings, thoroughly completing medical records and
documenting rules and regulations.
Another frequently mentioned benefit of accreditation
was translating theories of quality into action (41%). For
example, implementing standards, policies and procedures
Table 4 Linear regression results

Items Mean (SD) Cronbach’s alpha

Beta* (Std. error)

P-value

0.072 (0.084)

0.390

Management and leadership

9

4.28 (0.46)

0.902

Management and leadership

Strategic quality planning

7

4.21 (0.47)

0.829

Strategic quality planning

0.297 (0.099)

0.003**

-0.079 (0.072)

0.274

Quality management

6

4.02 (0.60)

0.823

Quality management

Human resource utilization

6

4.24 (0.53)

0.854

Human resource utilization

0.073 (0.083)

0.378

0.412 (0.063)

<0.001**

Accreditation impact

-0.163 (0.084)

0.055

0.936

Staff involvement

0.309 (0.105)

0.004**

Accreditation awareness

0.036 (0.063)

0.569

Quality results

5

4.21 (0.52)

0.818

Customer satisfaction

Customer satisfaction

7

4.24 (0.55)

0.906

Accreditation

Accreditation
Accreditation impact

14

4.27 (0.48)

Staff involvement

22

4.23 (0.52)

0.958

Accreditation awareness

5

4.18 (0.55)

0.845

*The model was controlled for gender, experience at the center, and position.
**Bold and italic formatting indicates significant p-values.
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Table 5 Thematic analysis of the semi-structured interviews
Topic

N (%)*

Benefits of accreditation
Documentation

Table 5 Thematic analysis of the semi-structured interviews
(Continued)
Enhanced communication among staff

12(55%)

Recording minutes of meetings

The effect of accreditation on patients

Thoroughly completing medical records

Increased patient satisfaction

Documenting rules and regulations
9(41%)

Increased satisfaction with sanitation

Introduction and reinforcement of quality standards

7(32%)

Increased satisfaction with the quality of services

Infection control

Increased patient trust in the center

Occupational safety

Number of patients increased

Waste management

7(32%)

Attracting more patients from neighboring villages
and higher social class

Fire management

Enhanced relationship between patients and the medical team

Incident and accident reporting
7(32%)

4(18%)

Physicians compliance to appointments
Nurses involvement in patient care

Giving guidance to employees

Enabling and success factors

Empowering employees and engaging them in
decision making

Commitment and support from the management

Developing a job description for employees and
clarifying their tasks

7(32%)

Forming an accreditation committee
Distributing tasks

Better evaluation of employees
Better relationship between the centers and the communities
they serves

8(36%)

Increased satisfaction with the setting

Translation of theories of quality into actions

Enhanced employee awareness and involvement

3(14%)

The importance of teamwork was emphasized

5(23%)

Good teamwork
Continuous training sessions and workshops

7(32%)

Role of social workers

Challenges

Health awareness lectures and campaigns

Financial barriers

11(50%)

Community needs assessment

Staff resistance

11(50%)

Accreditation was a new and vague concept

Home visits
Improved work conditions

4(18%)

Work flow became more organized and systematic
Enhanced role of management and leadership

3(14%)

8(36%)

Heavy workload

Strategic plans

Not able to ensure enough physicians and specialists

Action plans
3(14%)

High turnover rate of staff
Physicians have limited time to assess medical history
and complete medical record

Follow-up on patients
Taking client suggestions, complaints and compliments
into consideration
Enhanced patient confidentiality
Better relationship between the centers and local authorities

Resistance more prevalent among older employees
Staff shortages

Forming interdisciplinary quality team

Better relationship between the centers and patients

Difficulty in communicating the importance of
accreditation

2(9%)

Strengthened relationship with the Ministry of Public Health

Not all the standards are applicable to the context of PHC
centers in Lebanon

7(32%)

Referral system among centers and to hospitals is lacking

3(14%)

Strategies for improving implementation of accreditation
Financial support

Strengthened relationship with the Ministry of Social Affairs

10(45%)

From Ministry of Public Health and international agencies

Strengthened relationship with municipalities

Follow-up meetings and communication and collaboration with the
MOPH, the accreditation team, and among PHC centers, and hospitals

11(50%)

Local experts are recommended to perform assessment

4(18%)

Staff perceived accreditation as an opportunity to
develop themselves

Practical training sessions and continuing education

2(9%)

Engaging municipalities to gain their support

2(9%)

Staff perceived accreditation as an opportunity to help
the society

*Percentages are calculated out of a total of 22 facility directors who responded
to the interview.

The effect of accreditation on staff
Staff training, education and development

10(45%)

Accreditation made staff more aware about their rights
Enhanced communication between staff and the management
Engaging staff from the beginning of the process
Allowing staff to voice their opinions and concerns
regarding accreditation

3(14%)

and rules and regulations provided a method for centers
to translate their mission, vision and values. In addition,
by introducing new quality standards and reinforcing

El-Jardali et al. BMC Health Services Research 2014, 14:86
http://www.biomedcentral.com/1472-6963/14/86

existing ones, such as infection control, occupational
safety, waste and fire management, and incident and accident reporting, centers were able to translate the notions
of quality into tangible outcomes, which can be measured
and compared with other centers nationally and internationally (32%).
Furthermore, accreditation was perceived to enhance
the awareness and involvement of employees in quality issues (32%) by guiding employees in performing their tasks
and empowering them to engage in decision-making.
Other mentioned benefits of accreditation included:
strengthened relationships between the centers and the
communities they serve (23%), improved work conditions
(18%), enhanced management and leadership (14%), and
strengthened relationships between the centers and patients (14%) and local authorities (9%).
The effect of accreditation on staff and patient satisfaction

Directors indicated that training and education was provided to staff to better prepare them for the accreditation
process, which helped employees perceive accreditation as
an opportunity for professional development and for providing high-quality services (45%). Accreditation helped
enhance communication and teamwork among staff (14%)
and between staff and management (14%).
With regards to patient satisfaction, accreditation was
associated with an increase in patient trust and satisfaction with the setting and the quality of services and a decrease in the number of concerns and complaints (36%).
Directors reported that the number of patients visiting
the center increased (32%). Importantly, the centers
attracted people from neighboring villages and higher
social class, as one director reported:
“The number of patients increased and the same
patients kept coming back (…) the patients are now
bringing their family members and this means that we
could reach the community in a better way”.
The increase in the number of patients might be due
to the strengthened relationship between patients and
the medical team (18%), as one director illustrated:
“Patients started feeling that nurses are better
communicating with them and explaining to them
what they need to know instead of leaving them in the
dark. Patients felt that the medical team was more
involved in their healthcare”.
Enabling factors and challenges to the process
of accreditation

The commitment and support from management, establishing an accreditation committee to guide implementation, distributing tasks and effective teamwork (32%), as
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well as continuous training and workshops were reported as key for implementing a smoother accreditation
process (32%).
At the same time, facility directors reported facing many
challenges in implementing accreditation. Limited financial
resources were the main challenge impeding the implementation of the standards (50%). For example, financial resources were needed for waste incinerators, follow-up calls,
infrastructure, equipment and information technology.
Resistance from staff, especially among older staff and
physicians, was also reported as a major challenge (50%).
Staff initially perceived accreditation as vague concept
and were anxious about being surveyed and about the
increased amount of work. However, the extensive workshops conducted by the MOPH to introduce staff members to concepts of quality and accreditation were
successful in overcoming this challenge.
The limited availability of physicians and specialists
and the high turnover and workload were reported to
hinder the accreditation process and affect the quality of
services provided (36%). Additionally, some directors reported that some accreditation standards are not fully
applicable to the context of PHC centers in Lebanon
(32%), as one director indicated:
“Accreditation standards should be tailored to the
Lebanese context so that we can be more compliant
to them”.
The lack of communication and collaboration between
centers and the absence of a referral system among centers and to hospitals was another frequently reported
challenge to accreditation (14%).
Strategies to for improving implementation
of accreditation

The need for financial support was repeatedly suggested
for improving the implementation of accreditation (45%),
as two directors illustrated:
“[Introducing PHC accreditation was] like providing a
system that works on electricity but not providing
electricity to allow functioning of these services”.
“[Financial support was needed to employ staff] for
monitoring, supervising, and guiding the continuous
implementation of improvements in order to maintain
sustainability of the developed measures, and complete
the development and implementation of all measures”.
Directors suggested targeting the MOPH and international agencies for sources of funding.
Conducting follow-up meetings and communication
and collaboration with the MOPH, the accreditation
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team, and among PHC centers, and hospitals were suggested for sharing experiences on implementing accreditation (50%). Some directors suggested that local experts
should be involved in conducting the accreditation survey
and the financial resources that would otherwise be used to
employ foreign surveyors could be invested in improving
the delivery of services (18%), as one director suggested:
“[One strategy to improve implementation is to]
establish a voluntary national committee that includes
experts from Lebanon [who are aware of the context
of PHC centers in Lebanon] in order to conduct
accreditation surveys”.

Discussion
This study demonstrated the positive impact of accreditation on PHC centers in several areas of quality and performance. Accreditation was associated with improved
delivery of health care and quality. For example, significant
improvements were reported for documentation, which
initially was a challenging area for most PHC centers [16].
Improvements in quality were reflected by the increase in
customer satisfaction and number of patients visiting PHC
centers from various regions and social strata.
Regression findings revealed that strategic quality
planning, customer satisfaction and staff involvement
were associated with better scores on quality results. Accreditation has been linked with improved staff satisfaction of quality management and planning and has been
linked to leadership styles particularly those that are
open to organizational development [7]. An indirect outcome of accreditation is improving patient satisfaction.
Accreditation has been linked to improved client satisfaction in previous related research particularly in terms
of addressing user complaints [7]. In terms of staff involvement, results demonstrated a link between this subscale and quality results. Moreover, the increase in staff
involvement in accreditation helped enhance their professional development and awareness in quality issues
and encouraged them to voice their opinions, which in
turn might have helped improve quality results. At the
same time, findings showed that staff were not often
rewarded or recognized for their efforts, which might
influence their satisfaction and the sustainability of improvements. An earlier study focusing on the impact of
accreditation in hospitals in Lebanon found a significant
association between quality results and staff involvement
[13]. Another study found that staff who were not involved in the satisfaction process could not perceive the
benefits of this process on their healthcare organization
[7]. This comes to further highlight the importance of
staff involvement when implementing new initiatives in
health organizations and it also specific reduces resistance to change [23].
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Strong leadership and support from management were
critical for implementing accreditation and improving
quality of services in PHC centers. Additionally, training
of staff members was essential for overcoming resistance.
Limited financial resources impeded PHC centers from
recruiting specialized staff and purchasing equipment to
enable implementation of some accreditation standards.
The ministry’s contracting transactions with centers does
not involve money transactions, but involves training
and the provision of vaccines, essential drugs and medical and educational supplies. Insufficient resources and
staff, unpredictable drug supplies and faulty equipment
are some key challenges facing PHC worldwide. Furthermore, high staff turnover and workload, and the absence
of a referral system were major challenges to implementing some of the PHC accreditation standards.
Findings in relation to other studies

Similar to this study, findings from El-Jardali et al. (2008)
on the impact of accreditation on hospitals in Lebanon
showed that accreditation improved quality of care and
that staff involvement helped improve quality results [13].
A systematic review on health sector accreditation also
reported increased professional development [24].
Challenges reported in this study parallel those reported
in other studies [13,16,24-27]. A period of high workload
and job stress was previously reported to accompany hospital accreditation [26,27]. Furthermore, a systematic review on health sector accreditation showed that the costs
of accreditation were high for individual organizations and
questioned whether accreditation was an appropriate use
of resources [24]. Whereas another study concluded that
the costs incurred in participating in accreditation should
be viewed as an essential investment [28].
Findings on key enablers for implementing accreditation confirmed those reported previously. Leadership
and commitment for hospital accreditation were previously identified as predictors of improved quality results
[13] and were considered major components for the successful implementation of accreditation [16,29]. Early
and frequent communication with all stakeholders (individual facilities, local authorities, NGOs) for sharing experiences was also a major element for successful
implementation [29,30]. Education and training of staff
were critical for the implementation of accreditation
[9,13,16]. Additionally, providing incentives, resources,
rewards and publicizing the names of centers were considered effective marketing tools for the centers [31].
Strengths and limitations

This study is among the very few studies in the region
(if not the first), and the first in Lebanon to assess the
impact of accreditation on the quality of services provided in the PHC setting. The study utilized a mixed
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methods approach for data collection, which combined
the benefits of quantitative and qualitative approaches to
strengthen the validity of results.
Some limitations to this study should be acknowledged. The results are based on the perception of PHC
staff, with no further analysis of patient outcome data.
However, patient outcome data are not readily available
or accessible at PHC centers. It is highly recommended
that future research examine the impact of accreditation
in conjunction with patient outcome measures. Another
limitation is social desirability bias inherent with selfreported questionnaires. Respondents from PHC centers
may have provided answers they considered desirable to
the researchers. However, it can be safely assumed that
the results are not overly inflated because of the positive
nature of almost all the questions. Another limitation of
the survey was that we cannot accurately assess the
different between respondents and non-respondents.
The centers included in this survey all underwent the
accreditation survey. The MOPH is current working on
building capacity of surveyors and PHC center staff in
preparation for another accreditation survey. It is hoped
that this study can then be replicated on a larger scale.
Finally, it should be noted that this study followed a
cross sectional design. These studies are often described
as taking a “snapshot” of a particular population. While
they have limited values in testing hypotheses, they can
be useful in assessing practices, attitudes, knowledge and
beliefs. Results of cross sectional studies can give an
indication of the magnitude of the condition/problem
and help researchers obtain information on patterns and
trends which can help them establish proper interventions. However, cross sectional studies cannot ascertain
causality [32].

Conclusion
Having high quality primary health care system leads to
better health outcomes. This study emphasizes the importance of accreditation as a first step towards improving the
quality of PHC delivery arrangement system. PHC in
Lebanon has a potential to expand coverage and improve
outcomes. However, to achieve these goals, all PHC centers
in Lebanon need to implement accreditation and receive
support both in financial and non-financial resources. This
will help strengthen the financial and delivery arrangements of PHC. It is recommended that the MOPH in
Lebanon to expand the implementation of accreditation to
cover all PHC centers and to explore several options to
better finance PHC including contracting out (by the
MOPH) for the delivery of PHC using capitation; subsidizing individual enrollment fees in PHC or purchasing of
PHC services by third party payers, etc. Accreditation
standards should also be revised regularly to ensure that
they comply with most recent worldwide standards and
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continue to address the context of Lebanon. There is also a
need to build the capacity of PHC centers to allow them to
better comply with accreditation standards.
Strengthening the delivery arrangement of PHC should
be associated with strengthening its financial arrangements. Findings from this study provide important lessons
for improving the implementation of accreditation in
Lebanon specifically and for other countries from the
region and beyond that are currently implementing or
planning to implement accreditation.
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