Accreditation in health care: does it
make any difference to
patient outcomes?
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Over the past few decades, a growing
number of organisations have begun
offering accreditation and certification
services to healthcare facilities. As an
example, in the USA, a comprehensive
and facility-
wide accreditation with a
designated organisation is required to
contract with Medicare and Medicaid,
two large government-
sponsored health
insurance programmes and often the
largest single payers for any given facility.
In addition, facilities have the option
to pursue voluntary specialty-
specific
accreditations for nursing excellence,
radiology and imaging, trauma, chest pain
and more. However, one of the perennial
questions about these accolades is, does
accreditation mean that patient outcomes
are better? Accreditation methods are
heterogeneous, typically rely on facility-
generated documentation of processes
and policies and do not guarantee best
practices will be followed on a day-
to-
day basis. As a result, the published
literature shows mixed evidence on its
effectiveness.1
What remains unclear at this point is
how accreditation achieves improved
outcomes. A classic analysis found nearly
300 potential barriers to physicians
following clinical practice guidelines.2
Some of these barriers may be reduced
by accreditation. For example, lack of
awareness and inertia from previous practice may be overcome through agreement
to adopt new practices, and external
barriers may be removed with facility
leadership commitment of resources.
Another systematic review showed that
the external inspection process alone may
mediate change.3
Two papers in this edition of BMJ
Quality & Safety further our understanding of how accreditation may
improve outcomes. In the first, Sun and

colleagues4 conducted a large-scale evaluation of patients in accredited chest
pain centres. The authors compared
outcomes in hospitals with and without
accreditation, and then observed changes
in outcomes as centres went through
the accreditation process. The specific
details of the accreditation process are
not provided; however, facilities were
expected to adopt best clinical practices
for chest pain management, network with
other nearby facilities and upload data
on their patient outcomes to a central
database. The study showed that patients
admitted to accredited chest pain centres
more often had percutaneous coronary
intervention procedures, a shorter length
of stay and lower in-
hospital mortality.
A within-
hospital comparison showed
that the same outcomes improved after
accreditation was completed.
A long-standing challenge to producing
robust evidence on the impact of accreditation in many countries has been the
absence of patient-
level data on both
accreditation status and outcomes. In
China, these data are available, and Sun
and colleagues have leveraged it with great
success. Another challenge is confounding
by indication; that is, facilities that choose
to be accredited are already committed to
improvement, and therefore, they achieve
better process and outcome measures.
Another issue may be a dilution of the
accredited faciliobserved effect if non-
ties are also working to improve quality
without seeking accreditation. While a
randomised trial of accreditation versus
non-
accreditation is not feasible, the
analysis by Sun et al demonstrates that as
Chinese chest pain centres progress from
before, to undergoing, to after accreditation, patient outcomes improve.
The article from Sun and colleagues also
helps to address another question: if best
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clinical practices are publicly available in professional
society documents, what value does accreditation add?
In this case, the answer appears to be that the chest
pain centre accreditation process in China mandates
adoption of these best practices, which facilities have
failed to adopt until seeking accreditation. This mirrors
a recent analysis from the USA that demonstrated how
often quality care processes, recommended by clinical
guidelines, are not in place prior to accreditation as
a chest pain centre.5 That US analysis showed that
most facilities in the USA did not have a documented
care plan for patients with chest pain that reflected
current guidelines, adequate discharge instructions for
cardiovascular medications, or an agreed definition for
which patients qualified as ‘low risk’.
The second study in this issue evaluated the impact
of trauma centre accreditation on patient outcomes in
Canada.6 This investigation looked at data from Quebec
during the years 2008–2017. Patient-level data among
those admitted for major trauma were evaluated for
inpatient mortality and major complications. Trauma
centres were studied up to 3 months before and then
after reaccreditation. The accreditation process in this
Canadian study is described as one in which ‘a committee
of external experts verify adherence to criteria based
on recommendations from the American College of
Surgeons Committee on Trauma’. Unlike the study by
Sun and colleagues, no significant changes in mortality
or complications were seen overall. However, significant
improvement was observed in centres that had worsening preaccreditation outcomes.
The divergent findings of these two studies are not
surprising: the larger body of literature demonstrates
similar heterogeneity of both accreditation processes
and the impact of accreditation on outcomes, as illustrated by the aforementioned two studies. A systematic review of the Magnet accreditation programme
recognising excellence in nursing found that even when
using matched comparisons to non-Magnet hospitals,
no conclusions could be drawn about the effects of
accreditation on nurse and patient outcomes.7 Another
systematic review that reviewed a broader set of hospital
accreditations also found no substantial evidence of
improvements in quality of care standards and highlighted that accreditation is the prototypical example of
a complex intervention.8 Such complexity, both in the
intervention components and in their implementation,
will probably mean that heterogeneity across studies will
remain and thereby also uncertainty surrounding the
effects of accreditation.
The heterogeneity of outcomes from prior systematic
reviews, as well as these two new studies, may arise from
several different sources. First, the benefits of accreditation are likely to be modest and further reduced by
improvements made by facilities independent of accreditation status. Furthermore, the signal of benefit over
time may be easily lost in concurrent changes in case mix,
staff turnover, facility reconfiguration and other moving
846

parts. The role of the individual clinician may also reduce
the benefit. As noted from Cabana’s systematic review,2
individuals may be susceptible to lack of confidence in
the accreditation process or inertia in relation to previous
practices. A hospital may seek accreditation and then not
provide adequate organisational resources to maintain
the improvements. Specific to trauma accreditation in
Quebec, Batomen and colleagues note that in this Canadian province, the accreditation process is mandatory.6
If clinicians are not given the opportunity to participate
in the frameworks that guide the care they are supposed
to deliver, they may take the changes as a challenge to
their autonomy and express contempt. For example, a
quasi-experimental analysis of trauma accreditation by
the same authors and using data from another Canadian province where accreditation is voluntary suggest
the process to be beneficial for reducing mortality and
major complications.9 Some of these questions may be
addressed by a systematic review in progress by the same
research group.10
Differences in healthcare systems around the world
are another potential contributor to the heterogeneous
impact of accreditation. While high-level descriptions
can be found of how inpatient care is provided in
China, Canada, and elsewhere, ground-
level experiences are hard to come by and may dramatically alter
outcomes. The study by Sun and colleagues describes a
shorter length of stay in accredited chest pain centres
versus non-accredited hospital systems (8 days vs 9 days,
p<0.001). In comparison to the USA, a study of 39 107
patients with non-
ST-
segment elevation myocardial
infarctions from 2007 to 2009 showed the length of
stay was ≤4 days for 90.1% of the patients.11 Although
it is not clear why the two countries’ length of stay are
different, it seems harder to reduce the duration of
admission if length of stay is already much shorter for
most patients. In addition, there may be other factors in
the healthcare system context that may mitigate benefits
of accreditation programmes, particularly when adopted
in low-income/middle-income countries.12
Direct comparisons of accreditation standards are also
difficult or may not be feasible.13 A detailed comparison of what constitutes an accredited chest pain centre
in China and the USA is not possible because not all
standards are publicly available. This is further complicated when more than one organisation offer a similar
product (eg, chest pain and imaging accreditations are
offered by multiple organisations in the USA). Additionally, the reference group without accreditation may also
be considerably different across countries, highlighting
that the meaning of accreditation in the differences it
may produce will also be different. Lastly, accreditation
may work best in processes with the potential for a high
degree of standardisation of care. Given the wide variety
of injuries seen in a trauma setting compared with the
more consistent assessment and management for acute
coronary syndrome, accreditation may be better suited
to chest pain management than to trauma. Despite these
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challenges and the heterogeneity in the extent to which
accreditation might result in better patient outcomes, it
is important to note that the counterfactual of having no
accreditation might actually lead to worsening patient
outcomes, particularly if deficiencies are related to lack
of awareness about current best practices and clinicians
relying on their practice inertia.
Many hospitals are experiencing budgets and operating margins that continue to shrink due to competition and cutbacks in government spending. As such,
accrediting bodies, particularly those offering voluntary accolades, will need to find ways to demonstrate
their value in the healthcare marketplace. Challenging
as it may be, the most valuable demonstration of
accreditation would take the form of improved patient
outcomes.
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