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The changing picture of accreditation
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1. Agreater role for external evaluation in protect  ing
the community and promoting quality
improvement

2. Programs are more diverse and raise new issues:
Mandatory versus voluntary

National versus partial coverage

Ownership by government or by professionals
Obligations of accountability and publication of results
Links to regulatory and to incitative mechanisms
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SHOULD ACCREDITATION BE A
LEGAL REQUIREMENT?

Benefits and risks of a mandatory
approach
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The international regulatory landscape

] Canadian Council on Health éNCQA

Services Accreditation A
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des services de sante Commission England's healthcare watchdog
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A sharing of values and principles

I (Adopted in June 2006 by the health ministers of me ~ mber states) —

1. The universality of access to care for each
resident of thelﬁlrop'jan Uni
2. The access to qum care ”ﬁ f—
3. An equitable aa:ss independent of ethnicity,
social status and the capacity to pay

ity in terms oﬁinancing system
5. Asys imed at red g inequalities in
health and at promoting prevention actions
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A EU directive on patients’ rights to

. transborder care  (inal draft, July 2008) /

» Care as a responsibility of Member States (MS)

» An obligation of MS to define quality and safety
standards

* Mechanisms insure that organizations are taking
measures to comply with these norms

» These mechanisms and corrective actions are

assessed

Pertinent information should be given to patients

(access, costs, results, ...)

« Complaint and redress mechanisms should be in
place

The French Accreditation Program

A program mandated by law
*An arm’s length relationship to government

*An obligation to publish both by public status and for
accountability
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A rapid development

. Nb of HCOs : 2 950 Nb of Surveyors : 730 /

From the first to the second round
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HAS

Results as perceived by professionals

I (IPSOS survey 2007) >

1. Positive points

1. Recognition of a leverage effect for quality ofc  are

2. Aninstitutionalisation of quality structures and processes
3. The development of transversality between profess  ionals
4. Amarked interest for the evaluation of clinical practices
5.  Ratcheting of levels of requirements

2. Negative points

Confusion of objectives that are not clearly perc  eived
A need to balance control and incitation

Signs of demobilisation after the survey

A need for a more integrated process

A need for simplification and articulation

A demand to demonstrate value and impact
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Full hospital surveys1999-2008
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Role in the regulation process
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Recognition in France :
Law on the reform of hospitals in relation to patie nts,
health and territories  (adopted on July 21, 2009)

Article 6: The pluriannual contracts of objectives and
means (between each hospital and the Agence
Régionale de Santé) must define quality and
safety objectives and integrate the commitments
for quality and safety improvements resulting
from the accreditation procedure  (personal translation)
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Comparison of two national programs

«Accreditation of health care organisations

*Accreditation program for physicians with high risk
activities :

« voluntary

« professionally-owned

« confidential

HAS

Similarities and differences (2)
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Accreditation HCOs Accreditation MDs

mandatory voluntary;

Minimal Professionally
requirements Standards owned

+++ Transparency / publication +

+++ Emphasis on outcomes +

+++ Weight of decisions +

+++ Integration into the -

regulatory process
— Administrative burden
i Cost

HAS

Challenges of a mandatory national process

\—/

Risks :

. Loss of autonomy in standard setting and decision making
Threats to professional autonomy and buy-in

Minimal rather than optimal standards

The consequences of decisions, notably to non acc redit

A pendulum favoring control over incentive to cha nge
Perverse incentives that may change the behavior of HCOs
Lack of responsiveness and of a capacity to evolv e quickly
Loss of competitive advantage linked to participa  tion or
achievement by HCOs
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Similarities and differences (1)
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Accreditation HCOs Accreditation MDs

(mandatory) (voluntary)
++4+ Uptake + (incentives)
National Coverage Partial
- Need to recruit T+
+ Professional buy in it
e+ Internal coherence +
e+ Coherence with +
national strategies
+ Competitive advantage it

HAS

Challenges of a mandatory national process
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Benefits :
1. Rapid uptake
2. Legitimacy
3. Coherence with national strategies
4. Equity and accountability
5. Transparency of results and benchmarking
6. Integration into the regulatory mechanisms

HAS

Some responses to these challenges in
the French program

v

1. HAS as an independent « Autorité »

2. Keeping control over all the elements of the
process

3. Optimal standards each evaluated through a
PDCA approach

4. Alarge scale and systematic association of
professionals

5. Adelay in the integration of a non accreditation
level in the decision process

HAS




Conclusions

R ——

Mandatory systems are arguably more mature
More emphasis on outcomes
Greater weight of decisions
Greater involvement of all stakeholders

Mandatory systems are arguably more effective:
Equity and national coverage

Coherence with national strategies and integration into
regulatory mechanisms

Achieving a commanding position to drive quality an d safety
in national health systems

If care is taken to involve healthcare professional s

HAS

ISQua
Accreditation Council Symposium
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SHOULD ACCREDITATION BE
A LEGAL REQUIREMENT?

THE MALAYSIAN EXPERIENCE
By
Kadar Marikar
CEO ,MSQH

Conclusions

There are risks associated with mandatory
systems :
These must be recognised by all stakeholders and
guarded against
This is also true on the European scene where
stakeholders include representatives of the EU
and of member states
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* Malaysia has 12 states and
3 Federal Territories.

« The Capital City is
Kuala Lumpur

» Malay is the official language but English is widely
spoken, especially in business.
Official religion is Islam, but its people are free to observe
any religion of their choice. It is common to see temples,
mosques and churches located in close proximity.
* Languages:
Malay, English, Chinese, Tamil and other tribal
languages.
* Religion:
Muslim (primarily Malays), Buddhism (Chinese), Hindu
(Indian), Christianity.




VISION FOR HEALTH

Malaysia is to be a nation of healthy
individuals, families and communities,
through the health system that is equitable,
affordable, efficient, technologically
appropriate, environmentally adaptable and
consumer friendly, with emphasis on
quality, innovation, health promotion and
respect for human dignity and which
promote individual responsibility and
community participation  towards an
enhanced quality of life.

MALAYSIAN HEALTH SECTOR:

MINISTRY OF HEALTH
Inpatient care services
-Total 138 hospitals
-Primary
-Secondary
-Tertiary
-Specialized services
(Range of beds 40-2000)

Public Health Services
Out-patient services:
-Health Centre (10,000 centre)
-Community Clinics (2,000 Clinics)
(Estimated every 5 kilometers radius -> 1CC)
-In remote areas: Flying Doctors Services.
(Especially for Sabah & Sarawak)

Preventive and Health Promotion services
Medical Training Institutions-University Hospitals: 3

Ministry Of Defense: 3 + 1

Private Sectors
-Private Hospitals: 328 (Range of beds 2-350 beds)
- Private Medical clinics: 6000
- Maternity Centers :
- Hemodialysis centers :
- Day care centers :
- Nursing Homes:

Corporatised Hospital :  National Heart Institute (IIN)
420 beds

ACTS AND REGULATIONS

* PRIVATE HEALTHCARE FACILITIES
AND SERVICES ACT 1998

* REGULATIONS 2006

HEALTHCARE ACCREDITATION PROGRAMME

- voluntary programme conducted by a non- profirafidand

non - govemmmemntz arggmisztiom

-managed by healthcare professionals




HEALTHCARE ACCREDITATION PROGRAMME
Objectives

sestablishes standards of services among health care
providers

sensure quality of healthcare throughout the country

«enhance organization and management of
healthcare institutions

sachieve optimum results from available resources

sincrease accountability to customers and stakeholde rs

Memorandum of Understanding
1st October 1999

MOH MMA
The AN |
PARTNXE‘RSHIP M alaysian COLLABgRATION
CONSENSUS Healthcare SUPPORT
" | Accreditation
Program
MSQH APHM
[

Active Participation of the Public, Private Sectors
& Professional Organisations

WHO
CONSULTANT
N

MOH MMA

PARTNERSHIP
&

Development
of
Standards

COLLABORATION
&

CONSENSUS SUPPORT

MSQH APHM

UNIVERSITIES

STRUCTURE IE> PROCESS ]IIZ> OUTCOME

Facilities and Healthcare Outcomes of
systems activities care

REVISION OF STANDARDS

2000: 15t Edition : 20 services

2003: 2" Edition : 24 services

2008: 319 Edition

Private Healthcare
Facilities and Services
Act 1998 & Regulations
2006

Principles of Accreditation

Assessment based on standards and
processes devised, developed and published
by health care professionals
for health care services

E administered by independent bodies
E reviewed by professional peers




PHILOSOPHIES OF HEALTHCARE ACCREDITATION

Creating Learning Organizations

E Establishing a learning and non-
adversarial environment that will
support healthcare organisations to
attain standards of excellence in quality
and safe care .

E Promoting continuous quality
improvement through measurement of
process and outcomes of care.

CULTURE OF SAFETY

e Unreported errors cannot be investigated

« First, need to create a culture of safety,
similar to the aviation industry
— Even highly trained people make mistakes
— Reduce fear of reporting

— Move beyond blaming & punishing, toward improving
the system

Self Regulatory

-DO IT RIGHT FIRST TIME, ANYTIME

-REDUCE COSTS OF WASTES, ERRORS
& REWORK THROUGH ENHANCING
CLINICAL QUALITY

-Ensuring safer services with safe
outcomes

INCENTIVES

« Linking Accreditation with licensing.

(Private Healthcare Facilities needs to
renew their license every 2 years)

* In the event HC facilities achieve full
accreditation certification ...given
automatic license..without further
inspection by MOH .

Minister and Director General of Health

e Through the Private Healthcare
Facilities and Services Act 1998 and its
Regulation 2006 have the mandate to
make accreditation mandatory.

« However ,we are in the process of
establishing a national insurance
mechanism and linking this with
accreditation .

Future Direction

* Linking accreditation certification with
National Health Financing scheme.

Accreditation certification will then be
mandatory by default for all healthcare
providers.




ISQua Accreditation Award
July 2008 —August 2011

MSQH
Organization

MSQH Hospital
Standards

THANK YOU FOR YOUR
ATTENTION

www.msgh.com.my
msgh@msgh.com.my
kmarikar@yahoo.com.my.au
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