
INTRODUCTION
Accreditation has different meanings in
different healthcare settings.1 A complex
picture emerges from reviews of healthcare
accreditation schemes worldwide but two
key features are common — promoting
change and professional development.2
Accreditation in primary care settings is
generally seen as a way of assessing and
benchmarking the performance of general
practice care across a broad range of
clinical and organisational domains.3 It
describes a formal process of self-
assessment and external and independent
peer review to encourage best practice and
can result in recommendations for
continuous quality improvement of safety
and quality.4
Buetow and Wellingham have suggested

five ways in which accreditation may be
used.3 These are quality control (mandatory,
externally set, minimum predetermined
acceptable standards), mandatory
regulation (legal or safety standards),
continuous quality improvement (to
demonstrate excellence above a minimum

standard), information giving (to enable
comparison between providers by patients
and policy makers), and marketing (to
showcase services available).

WHAT IS THE VALUEOFPRACTICE
ACCREDITATION?
Compared with hospital environments,
which have a long history of accreditation,
general practices have been considered
more difficult and less important to
accredit.5 However quality problems, caused
in part by system failures6 rather than
individuals,7 have led to a growing emphasis
on the team or organisation as the unit of
analysis in quality improvement initiatives.
Despite this,withnotable exceptions suchas
the evidence base underpinning the use of
the European Practice Assessment (EPA)
programme8 there is still a relatively limited
evidence base demonstrating the
effectiveness, cost effectiveness, and
appropriateness of accreditation.9,10,11

THEEUROPEANPICTURE
A representative from each member

country of the European Association of
Quality in General Practice (EQuiP) was
asked to complete a detailed survey in
December 2011 about their country’s health
system, and practice accreditation scheme,
achieving a 100% response rate.
Nine countries have practice

accreditation schemes (Czech Republic,
Estonia, Germany, theNetherlands,Poland,
Portugal, Romania, Turkey, and the UK)
(Table 1).
Five countries are piloting a practice

accreditation scheme (Belgium, Croatia,
Denmark, Slovenia, and Spain). Ten
countries haveno current plans to develop a
practice accreditation scheme (Austria,
Finland, France, Greece, Ireland, Israel,
Italy, Norway, Sweden, and Switzerland).

COMPARISONSBETWEEN
ACCREDITATION SCHEMES
In six of the nine countries with
accreditation, group practices rather than
single-handed GPs are the norm. Most
schemes have been implemented since
2009 and almost all are voluntary in nature
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Table1.Summaryofkey featuresof theaccreditationschemes
CzechRepublic Estonia Germany Netherlands Poland Portugal Romania Turkey UKa

Scheme National Estonian AQUA Dutch Ministry of Andalusian National Ministry of RCGP+
developer College + Society of Institute + College Health Agency for Insurance Health University

University FamilyDoctors University of GPs Quality inHealth House
Year of introduction 2009 2009 2003 2005 2004 2009 2006 2010 2011
Compulsory No No No No No No Yes Yes No
Organisational No No No No No No Yes Yes Yes
issues
Organisational/clinical/ Yes Yes Yes Yes Yes Yes No No No
patient experience
Number of criteria 120 18 220 187 123 112 45 38 78
Duration of scheme 3 years 1 year 3 years 3 years 3 years 5 years 2 years 1 year 3 years
Cost of the scheme to 1000 Free 2500 6240 800 <3500 250 Free 2362
theorganisation,€
Initial pilot stage Yes Yes Yes Yes No Yes No No Yes
Inclusion of an No Yes Yes Yes Yes Yes Yes No Yes
improvement plan
Digital or paper Both Digital Both Both Paper Digital Paper Paper Digital
assessment
Self-assessment Face to face Both Both Face to face Face to face Both Both Face to face Self
or face to face
Includes a Yes Yesb Yes Yes Yes Yes Yes Yes No
practice visit
Benchmarkingagainst No No Yes Yes No Yes No Yes No
other practices
Publically reported No Yes Yes No Yes Yes No Yes Yes
Practices completed ≤1 22.4 3 30 ≤1 ≤1 100 100 0
accreditation,%
aUK data refers to the Practice Accreditation scheme only and not the Quality Practice Award. bYes for A grade practices.



(except for Romania and Turkey). While all
schemes except Turkey and Estonia have a
cost attached to registering, only Turkey
pays practices on completion.
Three schemes were devised by a

national non-medical body. Most were the
product of collaboration between GPs and a
quality group. The majority of schemes
included a range of organisational, clinical
care, andpatient experiencecriteria. Almost
all schemes include a face-to-face
assessment through an external visit and a
quality improvement plan. Public reporting
is more common than benchmarking
between practices. The UK data in Table 1
suggest it is an outlier, but is based on the
Practice Accreditation (PA) scheme rather
than the more established Quality Practice
Award (QPA), reflecting the move towards a
quality journey is in response to the
relatively low uptake of the QPA. This
problem is encountered in most countries,
with the notable exceptions of Germany, the
Netherlands, and Estonia. It is also
important to note that only the EPA in
Germanywasable toprovideevidenceof the
benefit of the scheme to practice
development or patient care.

CASE STUDIES FROMPOLAND, THEUK,
ANDESTONIA
Poland is a post-communist country with a
population of 38.3million. Family medicine
was introduced 15 years ago. In 2008, the
Polish parliament approved an
accreditation schemecentrally organisedby
theNational Centre ForQuality Assessment
in Health Care. Accreditation is voluntary
and paper-based. Assessors rate the level
of practice performance in relation to 123
criteria and each is categorised as
completed, partially completed, or not
completed. A minimum requirement for
accreditation is 75% of points. By the end of
2011, 13 primary care practices had been
accredited by the Minister of Health.
Important barriers are the time and money
(€800) required to participate, the top down
nature of the scheme, a greater focus on
assurance than quality improvement, and
the lack of financial benefits for accredited
practices.

The UK has a population of 62.6 million
and over 40 000 family doctors. There are
two voluntary practice accreditation
initiatives. QPAhas been available for over a
decade and is a UK-wide award of
excellence covering both clinical and
organisational domains. The PA scheme
was introduced in 2011 to recognise good
practice in organisational areas and will
help English practices with forthcoming
regulation by the Care Quality Commission.
PA has 78 criteria in six domains, all
focused on organisational issues and
includes amixture of quality assurance and
quality improvement criteria. All data are
uploaded onto an online webtool and
assessed remotely. PA costs € 2362 and is
valid for 3 years. QPA, a larger scheme,
also incorporates clinical issues and
patient experience and includes a face-to-
face site assessment of paper-based
evidence. QPA costs € 4690 and is valid for
5 years. Only about 1.5% of practices have
registered for PA and fewer than 1% have
completed QPA. This may be related to the
cost, the fact that practices are not
financially rewarded for achieving either
award, and the general sense of political
uncertainty created by the recent NHS
Health and Social Care Bill.
Estonia is themost northerly of the three

former Soviet Baltic republics and gained
its independence in 1991. It has a
population of 1.3 millionwith approximately
800 family doctors and introduced practice
accreditation in 2009. The voluntary
scheme was developed and piloted by the
Estonian Society of Family Doctors.
Practices do not pay to participate. Data are
uploaded by the practice onto a centrally-
held website and self-assessed from
grades C to A. Practices who score an A
grade are externally audited to verify scores
and discuss a quality improvement plan. In
2010/11, 22% of practices took part and
27% achieved grade A. Practices are not
financially rewarded for completion — the
mainmotivation is positivemedia attention.
They also receive a specially-designed wall
pennant and in 2011 the president of the
Estonian Republic invited all the A-grade
practices for tea.

WHYHAVE COUNTRIESNOT
INTRODUCEDPRACTICE
ACCREDITATION?
In half of the 10 countries without practice
accreditation, single-handed practice is the
norm. While this does not prevent the
development of a scheme, in France, there
are no practices nurses and managers,
creating a number of barriers in terms of
practice culture and workload. There were
three recurring reasons why countries had
not introduced practice accreditation: a
professional culture of autonomy that is
strongly resistant to regulation initiatives; a
lack of political will; and a lack of funding to
develop a scheme in primary care. In
Greece, for example, the culture did begin to
change in 2006, with the possibility of
adopting EPA as a national accreditation
scheme, but the recent financial crisis
means there is nomoney to implement any
form of accreditation. The different ways in
which primary care health services are
organised within countries created
additional problems for Israel and Sweden.
Israel has 4500 family doctors and four
separate health funds that appear to be
disinterested in initiating a single
accreditation scheme. Sweden has 4800
family doctors working in 21 regions, where
each is enabled to organise health care
autonomously but the lack of national
linkage makes the adoption and
implementation of a single accreditation
scheme problematic.

WHATDOES THE FUTUREHOLDFOR
PRACTICE ACCREDITATIONACROSS
EUROPE?
This analysis providesuseful information for
practitioners and policy makers hoping to
develop practice accreditation systems in
primary care. There is no one ideal
European practice accreditation scheme,
and a rather mixed picture of established
schemes which share a number of
common features emerges.
Variation in accreditation schemes

between countries is linked to the historical
context of the locus of clinical and policy
decision making, for example, how
centralised the health system is, insurance
coverage, purchasing behaviour, and the
statusof themedical profession.12 To thiswe
would add political and financial stability
and also the maturity of practice team
development. It is noticeable, but perhaps
not surprising, that countries with large
numbers of single-handed practitioners are
less likely to have developed a scheme.
However, piloting of PA in the UK
demonstrated its feasibility in single-
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“... implementation remains slow and the evidence
base underpinning the value of accreditation for
patients, practices, and policy makers remains
limited.”
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handed practices and no differences in
achievement between practices of different
sizes.13 Barriers to implementation,
particularly concerns over costs,
environmental factors such as the political
climate, and the limited evidence base, also
echo previous work on critical success
factors for spread and sustainability of
innovations in health care.
Finally, we found a reassuring balance of

quality improvement versus assurance in
most countries15,16 and no strong evidence
that former Eastern Bloc countries are
more likely to use accreditation as a
regulatory activity in a primary care
context.17 Indeed, Estonia in particular has
not only created an accreditation scheme
that is largely developmental in nature but
has also broken free of traditional systems
ways of thinking.18
The overall picture is of an increasing

number of countries taking up the
challenge of developing and implementing
country specific and locally-owned
accreditation schemes. However,
implementation remains slow and the
evidence base underpinning the value of
accreditation for patients, practices, and
policy makers remains limited. While the
greater move towards piloting is
encouraging, one way to convince policy
makers and practitioners of the value of
accreditation is to ensure that continuous
data collection is built into practice systems,
providing a much needed evidence base on
the value of accreditation.

Helen E Lester,
Professor of Primary Care, School of Health and
Population Sciences, University of Birmingham,
Birmingham, UK.

Tina Eriksson,
GP, President of EQuiP and Board Member of
WONCA Europe, c/o Danish College of General
Practice, Copenhagen, Denmark.

Rob Dijkstra,
Head of Department of Implementation, Dutch
College of General Practitioners, Utrecht, The
Netherlands.

Katrin Martinson,
Member of the Board of Society of Estonian Family
Doctors, Linnamõisa Perearstikeskus, Estonia.

Tomasz Tomasik,
Chair of the Department of Internal Medicine and
Gerontology, Jagiellonian University Medical
College, Krakow, Poland.

Nigel Sparrow,
Chair of the Professional Development Board, Royal
College of General Practitioners, London, UK.

Acknowledgements
We would like to acknowledge the hard work of the
following EQuiP country representatives who
completed the survey: Adrian Rohbasser
(Switzerland); Alexandre Gouveia (Portugal);
Andreas Soennichsen (Austria); Andree Rochfort
(Ireland); Angelo Campanini (Italy); Antonios
Karotsis (Greece); Antonius Schneider (Germany);
Beata Modlinska (Poland); Bohumil Seifert (Czech
Republic); Dagdeviren Nezih (Turkey); Eva Arvidsson
(Sweden); Froydis Gullbra (Norway); Gianluigi
Passerini (Italy); Gordon Littman (Israel); Hector
Falcoff (France); Isabelle Dupie (France); Jan Kovar
(Czech Republic); Janecke Thesen (Norway); Janja
Ojstersek (Slovenia); Jochen Gensichen (Germany);
Joachim Szecsenyi (Germany); Jose Miguel Bueno
Ortiz (Spain); Klas Winell (Finland); Le Vallikivi
(Estonia); Luc Lefebvre (Belgium); Marianne
Samuelson (France); Piet Vanden Bussche
(Belgium); Raija Sipila (Finland); Stanislava
Stojanovia-Spehar (Croatia); Sven Engstrom
(Sweden); Theo JM Verheij (Netherlands); Toni
Dedeu (Spain); Venija Cerovecki (Croatia); Ynse de
Boer (Denmark); Zalika Klemenc-Ketis (Slovenia);
Zekeriya Akturk (Turkey); Zlata Ozvacic (Croatia).

Provenance
Commissioned; not externally peer reviewed.

REFERENCES
1. ShawCD. External assessment of health care.

BMJ2001;322(7290): 851–854.
2. GreenfieldD,Braithwaite J. Health sector

accreditation research: a systematic review. Int J
QualHealthCare 2008;20(3):172–183.

3. BuetowSA,WellinghamJ. Accreditation of
general practices: challenges and lessons. Qual
SafHealthCare 2003;12(2): 129–135.

4. WalsheK,WalshN. Accreditation in primary care.
In: Accreditation in primary care: towards clinical
governance. Oxford: RadcliffeMedical Press,
2000: 1–16.

5. Corbett-NolanA. TheKing’s Fundhealth quality
service. In:WalsheK,WalshN, Schofield T, et al,
(eds.). Accreditation in primary care: towards
clinical governance. Oxford: RadcliffeMedical
Press, 2000: 31–44.

6. Institute ofMedicine. Crossing the quality chasm:
a newhealth system for the 21st century.
Washington,DC:National AcademyPress, 2001.

7. Carroll JS, EdmondsonAC. Leading
organisational learning in health care. Qual Saf
HealthCare 2002;11(1): 51–56.

8. Szecsenyi J, Campbell S, BrogeB, et al.
Effectiveness of a quality improvement program
in improvingmanagement of primary care
practices. CMAJ2011;183(18):E1326–1333.

9. Engels Y, van denHomberghP,MokkinkH, et al.
The effects of a team-based continuous quality
improvement intervention on themanagement of
primary care: a randomised controlled trial. Br J
GenPract 2006;56(531):781–787.

10. FlodgrenG, PomeyMP, Taber SA, EcclesMP.
Effectiveness of external inspection of compliance
with standards in improving healthcare
organisation behaviour, healthcare professional
behaviour or patient outcomes. Cochrane
Database of Syst Rev 2011;11:CD008992.

12. RhydderchM, EdwardsA, ElwynG, et al.
Organizational assessment in general practice: a
systematic reviewand implications for quality
improvement. J Eval ClinPract 2005;11(4):
366–378.

13. Ferlie E, Shortell SM. Improving the quality of
health care in theUnitedKingdomand theUnited
States: a framework for change.MillbankQ2001;
79(2): 281–315.

14. Campbell S, ChauhanU, LesterHE. Primary
Medical CareProvider Accreditation (PMCPA):
pilot evaluation. Br JGenPract 2010;DOI:
10.3399/bjgp10X514800.

15. Greenhalgh T, Robert G, BateP, et al. A
systematic reviewof the literature ondiffusion,
dissemination and sustainability of innovations in
service delivery and organisation. London:NHS
SDOProgramme, 2003.

16. BoothB,HaysR,DouglasK.National standards
for general practice. Aust FamPhysician 1998;
27(12):1107–1109.

17. MacfarlaneF, Greenhalgh T, Schofield T,
Desombre T. RCGPQuality TeamDevelopment
programme: an illuminative evaluation. Qual Saf
HealthCare 2004;13(5):356–362.

18. ShawD. Accreditation in Europeanhealth care. Jt
CommJQual Patient Saf 2006;32(5):266–275.

19. SparrowPR.Organizational competencies. In:
AndersonN,Herriot P, (eds.). Assessment and
selection in organizations. Chichester: JohnWiley,
1994.

ADDRESS FORCORRESPONDENCE

Helen E Lester
School of Health and Population Sciences,
University of Birmingham, Edgbaston, Birmingham,
B15 2TT, UK.

E-mail: h.e.lester@bham.ac.uk

©British Journal ofGeneralPractice
This is the full-length article (published online
30 Apr 2012) of an abridged version published in
print. Cite this article as: BrJGenPract 2012;
DOI: 10.3399/bjgp12X641627


