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Background: Accreditation is an approach toward quality improvement which has been increasingly implemented 
in healthcare. This study aimed at developing a national functional accreditation model for primary healthcare 
with emphasis on family practice in Iran.
Methods: This mixed-method study utilizes a set of research methods purposefully. Initially, the reference models 
were used for benchmarking accreditation standards through a systematic review. Then, the primary accreditation 
standards were developed and then they were assessed and approved by the experts of the field via Delphi tech-
nique. In the following and after developing essential parts of the standards, the necessary changes in developed 
model were done according to the pilot test results.
Results: The results of systematic review suggested the superiority of accreditation models of the United States, 
Australia, Canada, and the United Kingdom globally; and the models of Jordan, Saudi Arabia, Lebanon, and Egypt 
in Eastern-Mediterranean region. Then, the primary standards including 39 functional standards with 231 mea-
sures were developed according to the benchmarked models, and were approved by the experts in Delphi-based 
study. In pilot test step, the compliance rate of developed standards by primary healthcare centers was calculated 
61.61% and 26.37% for self-evaluation and external evaluation phases, respectively.
Conclusion: Regarding the comprehensiveness of developed accreditation model due to its focus on all functional 
dimensions and the consensus over the developed standards by the experts, it can be an underlying ground for the 
establishment and evaluation of functional improvement programs in Iranian primary healthcare system.
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INTRODUCTION

Nowadays, accreditation has been increasingly utilized in health sys-

tems. More than 60 accrediting organizations are active worldwide, 

and international accreditation is developing surprisingly.1) In its initi-

ation, accreditation was implemented on hospitals and geriatric care 

centers and then it transferred to homecare services, hospice care, and 

finally it extended to the primary services. Accreditation is a process of 

self-assessment and external evaluation by peer experts on the basis of 

developed standards to achieve them and subsequently continuous 

quality improvement in health care organizations. It wants to achieve 

to a satisfactory functional level of input, processes and output for 

which health organizations are established. Of the positive impacts of 

health organizations’ accreditation is the constant promotion of quali-

ty and safety, organizational culture, compatibility of healthcare with 

clinical guidelines, standardization of processes and establishment of 

functional management. It is obvious that functional improvement of 

healthcare organizations is achieved via affecting inner processes and 

culture, training, and putting emphasis on competitive merits.2)

 Studies have shown that most of the health centers have considered 

accreditation as a beneficial investment for its significant effect in pro-

moting safety and quality and take it as the first step to achieve promo-

tion in healthcare services. Nevertheless, accreditation programs can 

promote the function of healthcare providing organization if they 

could provide a set of comprehensive and proportionate accrediting 

standards, in different functional aspects, for a successful accredita-

tion.3) It is clear that focus on one or more functional aspects, due to 

the ignorance or little emphasis on other important aspects, can ham-

per the organization’s general function and thus, makes it necessary to 

define and evaluate the function of health organizations at different 

dimensions and then provide good balance between them. Therefore, 

accreditation standards must have enough comprehensiveness and 

reflect the aims and cover all key functions and processes of health 

centers.4)

 Primary healthcare systems in developing countries are facing nu-

merous challenges including patients’ dissatisfaction with violating 

their main rights, low quality of care, inefficient management in health 

centers, increasing costs due to the low efficiency of provided care, and 

so forth. The health system ranking which was done by the world 

health organization in annual health report 2000 revealed that the 

Iran’s health system has not satisfactory status in functional domains 

such as accessibility, equity, equality, efficiency, and quality. Although 

several initiatives such as clinical governance, evidence-based medi-

cine, and accreditation program were started in recent years to im-

prove the health system, all of them are related to hospital care and 

there is huge neglecting from functional improvement in primary 

health care. Therefore, it is vitally important to promote the functional 

status of primary health care system by developing a proper accredita-

tion programs with high quality functional standards.5,6) Undoubtedly, 

developing and implementing a comprehensive, efficient and func-

tion-oriented accreditation program can improve organizational and 

clinical function in Iranian primary healthcare centers.6) Given the ab-

sence of any efficient and function-oriented accreditation model in 

Iranian public health, the present study was conducted to develop a 

national functional accreditation model for primary healthcare with 

emphasis on family practice in Iran.

METHODS

This is a mixed-method study. First, the utilized approach to develop 

accreditation model was demonstrated according to scientific evi-

dence. Next, the valid sources were identified by conducting a system-

atic review to develop accreditation standards. Then, primary accredi-

tation standards were developed based on selected sources and they 

were approved by the experts through Delphi method. After that, the 

key components were developed for the developed standards. Finally, 

the necessary changes were made based on pilot test results (Figure 1).

 There are many accreditation models worldwide which are valuable 

for benchmarking in developing new one;7) therefore, they must be 

identified using literature review and relevant sources such as Interna-

tional Society for Quality in Healthcare (ISQua) website.8) So the re-

searchers conducted a systematic review to select the best accredita-

Selection of utilized approach to

develop accreditation model

Benchmarking accreditation models in the world and

Eastern-Mediterranean region

Analysis of functional content of selected accreditation

models

Developing primary functional standards according

to the content and form of selected models

Gaining feedback from the experts about standards

and implementation of actions

Evaluation of standards by experts and achieving

consensus over them

Developing key components for the developed

standards

Conducting pilot study and identification of probable

pitfalls in implementation phase

Finalization of standards according

to the results of preliminary study

Figure 1. The process of developing functional accreditation model for primary 
healthcare in Iran.
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tion models in the field of primary healthcare in PubMed, Ovid, Med-

line, Scopus, Science Direct, SID (Scientific Information Database), 

and Magiran database/search engine. In this regard, a number of 9,051 

articles were reviewed and the final conclusion was made about the 

referential models for benchmarking based on 19 included articles.7) It 

must be noted that the main basis in the content analysis of bench-

mark accreditation models is to focus on the functional indexes in 

health system. Then, the content of benchmarked models was as-

sessed for developing preliminary functional domains and stan-

dards.9,10)

 In continue, the primary developed accreditation standards were 

assessed by 23 experts via the Delphi technique based on “validity” 

and “feasibility” criteria in a 9-degree scale.11,12) The experts were se-

lected purposefully, it means that the people who were able to provide 

the best and the richest views and experiences to the researchers were 

investigated. So the experts were selected from academic members in 

healthcare management, social medicine, and family physician fields; 

the people who developed national hospital accreditation program; 

and the experienced managers in primary healthcare field from the 

ministry of health and deputy of health in medical sciences universi-

ties.12) After collecting data and analysis, if the median score which ob-

tained from expert opinion was between 1–4, the standard was ex-

cluded from the study and if it was between 4–7, it was entered into the 

next step and if acquired 7, the standard was directly included in the 

study.13) Afterward, the necessary components including the content 

statement, measurable components, evaluation process, scoring pat-

tern, and rating mechanism were developed to accreditation stan-

dards based on ISQua guidelines.12)

 Given the gradual evolution of innovations and existence of tangible 

gap between their theoretical and implementation aspect initially, 

they must have pilot test study phase before final implementation so 

that the probable pitfalls would be identified and eliminated.4) Thus, 

the Pilehroudi Health Center in Tabriz city, was selected as the pilot 

center and the self-assessment and external evaluation were done at it. 

Utilized tool in primary testing was a checklist that included developed 

standards and measures. Also, the primary standards were criticized 

and judged by managers and staffs of pilot health center in terms of 

the content, grouping method, writing, and evaluation process. Final-

ly, their comments were included in the designed model.

 Experts’ freedom to participate or leave the study, official correspon-

dences with all organizations and participating centers, taking consent 

from the participants, following privacy rules and respecting partici-

pants dignity, following anonymity rules and security of information, 

and using data exclusively in the present study were some ethical and 

moral consideration followed in the present study. The present inves-

tigation was also approved by the committee of ethics of Tabriz Uni-

versity of Medical Sciences.

RESULTS

1. Selection of Used Approach to Develop Accreditation 
Model

Standards are inseparable part of healthcare and accreditation mod-

els. They are “the ideal and achievable level of function that real func-

tion is judged upon them”.14,15) The main approaches in developing ac-

creditation standards are benchmarking from other accreditation 

models,10) accordingly the different countries’ following from success-

ful accreditation models and enjoying from their technical supports is 

the most common approach in this regard. For instance, accreditation 

models in Ireland, Lebanon, and South Korea have been adopted from 

Canada; Hong Kong from Australia; and Jordan and Egypt from the 

United States.6) In total, it can be claimed that the common trend in 

developing accreditation model is the content and form patterning of 

successful models in the world, utilizing experts’ opinions, and con-

ducting preliminary studies to adopt standards and measurements 

with endogenous requirements and necessities and utilizing the defi-

nitions provided by organizations such as ISQua.2,12)

2. Benchmarking Well-Developed Accreditation Models
The systematic review showed that, based on 11 criteria (including be-

ing the pioneer in the field of accreditation, effectiveness in developing 

novel accreditation models, focus on functional indexes of the health 

system, and having approval in different aspects by ISQua organiza-

tion), the accreditation models in the United States, Canada, Australia, 

and the United Kingdom were the best models all around the world 

and accreditation models in Jordan, Egypt, Lebanon, and Saudi Arabia 

were the best models in Eastern-Mediterranean region.7)

3. Developing Primary Functional Standards
Functional domains which were extracted from benchmarked models 

were accessibility of care, community-oriented care, continuity of care, 

effective management, quality and safety of care, human resources 

management, information management, and patient’s rights in deliv-

ered care.7) By integrating the mentioned functional domains with val-

id evidence and gaining the opinions of managers and policy makers 

in Iran, it was tried to establish: functional domains of accessibility 

(geographical/physical accessibility, time accessibility, economic ac-

cessibility, and cultural accessibility), community-based services, con-

tinuity of care (information continuity, continuity of care providers, 

and continuity of different layers of health cares), quality and safety of 

care, evaluation of providing care, resources management, and re-

search in health system. The developed functional model was actually 

established upon these 12 domains.

4. Reaching Consensus over Primary Standards
Delphi technique was applied to achieve consensus among experts on 

the measures and standards (with 87% response rate). Analysis of the 

Delphi technique results revealed a final model with 39 standards and 

231 measures in functional domains. Functional domain of “accessi-
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bility of care” was the most extended domain with eight standards and 

38 measures. Moreover, the functional domain of “planning in care 

delivery” was the most limited, as it included only two standards and 

nine measures (Table 1).

 The highest score of “importance” for the presented measures in 

functional domains belonged to “human resource management” with 

the mean score of 8.30 and the lowest score received to “community-

oriented care” with the mean score of 7.50. Moreover, the highest and 

lowest scores of “feasibility” with 7.40 and 6.81, respectively received 

to “human resource management” and “quality and safety of care” 

(Figures 2, 3).

5. Developing Key Components for the Developed 
Standards

The identified necessary parts for the developed accreditation model 

based on literature review and benchmarked models included content 

statement, measurable components, evaluation and measuring sys-

tem, health centers rating system, and accreditation validation system. 

Content statement defined as “the statement explaining the philoso-

phy behind the developing of a standard and its range covered”. Thus, 

39 content statements were developed based on benchmarked mod-

els and ISQua guidelines.10) Measurable components are also one of 

the key parts of accreditation models which defined as “measures and 

components of accreditation models that contribute in objective as-

sessment of standard”. So, 231 measures were developed for the final 

39 standards.

 Literature review was revealed that 3-point Likert scale was proper 

for assessing compliance with accreditation standards, and this ap-

proach was selected. In this assessing approach, each choice was given 

the proportionate value (for example 1, 0.5, and 0 for full compliance, 

partial compliance, and incompliance with standards, respectively). In 

the following, the compliance rate of every measure, standard, accred-

itation domain, and all prerequisites of a model was calculated in the 

form of conformity percentage with standards.4,10) The utilized system 
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Figure 2. The mean scores of measures in “importance” domain. AC, accessibility of 
care; COC, community oriented care; CC, continuity of care; QSC, quality and safety 
of care; PRC, patient’s rights in delivered care; IM, information management; HRM, 
human resource management; EfC, efficacy of care; PCD, planning in care delivery; 
EvC, evaluation of care; RM, resource management; HSR, health system research.

Table 1. Results of Delphi method in the functional domains of final model

Functional domain
Total standards of the final 

model
Final approved 

measures
The mean score of measures 

importance
Mean of feasibility score of 

measures

Accessibility of care 8 38 7.78 7.06
Community oriented care 2 14 7.50 6.66
Continuity of care 5 27 7.79 6.92
Quality and safety of care 4 18 7.85 6.61
Patient’s rights in delivered care 3 28 8.08 7.04
Information management 2 15 8.06 7.02
Human resource management 2 14 8.30 7.40
Efficacy of care 3 22 8 6.86
Planning in care delivery 2 9 8.05 7.13
Evaluation of care 2 10 8.17 7.03
Resource management 4 24 8.10 7.02
Health system research 2 12 7.66 6.79

Figure 3. The mean scores of measures in “feasibility” domain. AC, accessibility of 
care; COC, community oriented care; CC, continuity of care; QSC, quality and safety 
of care; PRC, patient’s rights in delivered care; IM, information management; HRM, 
human resource management; EfC, efficacy of care; PCD, planning in care delivery; 
EvC, evaluation of care; RM, resource management; HSR, health system research.
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for rating process in the present investigation was suggested by ISQua 

in which the whole status of health organization is accredited based 

on four compliance levels of excellent, adequate, partially good, and 

weak compliance. It is obvious that, the logic behind the placement of 

an organization in a specific level is the main reason of the present 

condition and following that the necessary instructions are provided 

to the accredited organizations.4,10)

6. Pilot Test and Finalization of Standards
In this part, after providing managers of the studied health center with 

necessary training and counseling, the self-evaluation version of the 

accreditation was completed by the managers and experts. Then, the 

external evaluation was conducted by the evaluation team. In the fol-

lowing, the results obtained from self-evaluation phase and external 

evaluation were discussed and elaborated. Results showed that, in 

self-evaluation phase, the functional domains of “planning in care de-

livery” and “evaluation of care” with respectively 83.33% and 40% ac-

quired the highest and lowest level of compliance of accreditation 

standards. In external evaluation, the functional domains of “resources 

management” and “quality and safety of care” respectively acquired 

the highest and lowest levels of compliance with 52.08% and 2.77%. 

Furthermore, the total mean of compliance with the standards in both 

self-evaluation and external evaluation were respectively 61.61% and 

26.37% (Table 2).

 The designed standards were judged according to content, classifi-

cation method, writing style, and so forth and were evaluated based 

on the perspectives of managers and personnel and their comments 

were considered in designing these standards. The necessity of inte-

grating some measures with each other, necessity of separating some 

measures from each other and turning them into more than one mea-

sure, changing the themes of some developed standards to increase 

their compliance with the protocols and clinical guidelines, necessity 

of re-writing and correcting some measures, and finally the necessity 

of replacing some terms and words with more understandable and 

clear ones were among the comments that were implemented.

DISCUSSION

This study was conducted to develop national functional accreditation 

model about primary healthcare in Iran. The benchmarking process 

showed that accreditation models in the United States, Australia, Can-

ada, and the United Kingdom were the best international models and 

models in Jordan, Saudi Arabia, Lebanon, and Egypt were the best in 

Eastern-Mediterranean region. In a study with the aim of identifica-

tion of the best accreditation models in the field of hospital care it was 

revealed that the models in the United States, Canada, Australia, the 

United Kingdom, and New Zealand were the best international mod-

els and those of Egypt, Lebanon, and Jordan were the best and valid 

models in Eastern-Mediterranean region.6) The results gained from 

these investigations showed that there was a close relation between 

their findings making it to claim that those countries that were suc-

cessful in designing and implementing hospital care accreditation 

models have perceived the importance of moving toward developing 

primary health care accreditation models very earlier than other coun-

tries.

 In the following, the functional domains were identified and their 

relevant standards were mixed with benchmarked models. These do-

mains include: accessibility (geographical/physical, time, economic, 

and cultural accessibilities), community-oriented care, continuity of 

care (continuity of information, continuity of healthcare providers, 

continuity of care in different layers of care), quality and safety of care, 

patient’s rights in delivered care, information management, human 

resources management, efficiency of care, planning in care delivery, 

evaluation of care, resources management, and health system re-

search. They were demonstrated to be the 12 functional domains of 

developing accreditation models. In a study with the purpose of iden-

tification of functional domains in the accreditation of primary health-

care, continuity of care, accessibility, comprehensiveness of care, and 

coordination were confirmed as the core functional domains.16) An-

other study identified accessibility, comprehensiveness of care, enjoy-

ment, continuity of care, coordination, comprehensiveness of care, 

family-oriented care, community-oriented care, and cultural compe-

tence as the core functional domains.17) In another investigation in 

Brazil, with the same objectives, accessibility, gate keeping, continuity 

of care, comprehensiveness of care, coordination, focus on family, 

community-oriented care, and focus on healthcare providers were the 

core functional domains in accreditation of primary health care.18) In a 

similar study in Colombia, accessibility, gate keeping, continuity of 

care, comprehensiveness, coordination, focus on family, community-

oriented care, professional training, and financial resources were the 

core functional domains.19)

 Another interesting point in the findings of this section was that dif-

Table 2. Compliance status of functional standards in the studied health center

Evaluation domain Self-evaluation (%) External evaluation (%)

Accessibility 52.26 38.63
   Geographical accessibility 65 57.42
   Time accessibility 40.9 18.18
   Economic accessibility 62.5 37.5
   Cultural accessibility 55.55 11.11
Community oriented care 78.57 10.71
Continuity of care 66.66 37.03
   Information continuity 68.75 40.62
   Continuity of care provider 63.63 31.81
Quality and safety of care 55.55 2.77
Patient’s rights in delivered care 73.21 5.35
Information management 73.33 40
Human resource management 38.46 15.38
Efficiency of care 50 20.45
Planning in care delivery 83.33 22.22
Evaluation of care 40 25
Resources management 66.66 52.08
Health system research 58.33 8.33
Total score 61.61 26.37
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ferent studies identified different domains and have put different levels 

of emphasis on these domains. Evaluation of these models revealed 

that each of the four benchmarked international models (the United 

States, Canada, Australia, and the United Kingdom) only emphasized 

on four or five functional models while the models of Eastern-Medi-

terranean region have almost covered all functional domains in their 

accreditation standards. The only exception was Lebanon that did not 

point out to three functional domains of accessibility, effective man-

agement, and patient’s rights in delivered care. Moreover, none of the 

benchmarked models in developed countries focused on “departmen-

tal” standards and provided an exclusively functional accreditation 

model. While the benchmarked models of Eastern-Mediterranean re-

gion (except Lebanon) firmly put emphasis on the departmental stan-

dards. Given that the different accreditation models are designed and 

implemented to fulfill the needs of health centers on their way to pro-

mote the functions, one can conclude that the reason behind such dif-

ferences is the purposefulness and requirement-based nature of ac-

creditation standards. It is obvious that the accreditation models in de-

veloped countries only focused in limited number of functional do-

mains for their better compliance with other functional domains in 

primary healthcare. It is while, the developing countries for their func-

tional pitfalls in primary health care and inappropriate quality of deliv-

ered care in specialty filed needed to benefit from all functional and 

departmental accreditation domains.

 The developed model in this study is more comprehensive than 

other accreditation models, in terms of covering functional domains. 

For instance, the American accreditation model only includes four 

functional domains of “community-oriented care,” “effective manage-

ment,” “quality of care,” and “safety of care” or the Canadian model 

only include five functional domains of “accessibility of care,” “com-

munity-oriented care,” “continuity of care,” “safety of care,” and “hu-

man resources management.” The included measures also were not 

comparable to the present developed model. Of course, models in Jor-

dan and Egypt pointed out all functional domains but the number of 

standards and measures for each domain was more limited in a way 

that for most domains only one standard and less than five measures 

were defined. Nevertheless, the present model has classified most of 

the domains and has implemented comprehensive measures and 

standards for the accurate evaluation and promotion of all domains.

 The highest and lowest scores in the domain of “importance” in 

Delphi method were achieved by “human resources management” 

and “community-oriented care”, respectively. The high score of human 

resources management highlights the high value of manpower in pro-

viding high quality community-based and preventive care, and its 

more tangibility in compared with others.20) Also, the low score of 

community-oriented care in Delphi method can be due to centralized 

decision-making processes, dominance of individual-oriented care, 

and the absence of public participation in the field of primary health 

care in Iran. Numerous investigations have shown that Iranian health 

system, due to its centralization, low public participation in health-re-

lated activities, is in unsatisfactory condition in indexes such as justice, 

efficiency, responsiveness, and effectiveness. Therefore, it seems nec-

essary to plan for the best intervention based on the regional priorities 

and increase the effect of health intervention and achieve justice, pro-

mote quality, increase financial resources.21)

 The highest and lowest score of Delphi “feasibility” criteria for the 

developed measures was achieved in functional domains of “human 

resources management” and “quality and safety of care,” respectively. 

The highest score in human resources management can be attributed 

to the tangibility of this domain when compared to the others and also 

due to high experience of experts in this field. In addition, the great 

bulk of healthcare in villages are provided by community workers who 

are well-trained and properly selected in terms of primary healthcare 

in Iran.22) The lowest Delphi score of “quality and safety of care” do-

main in feasibility criteria can be attributed to the unfamiliar ap-

proaches of quality promotion in the field of primary health care in 

Iran resulted from absence of accreditation, clinical governance, clini-

cal audit, and so forth in primary health care, when compared to the 

hospital care, limited and inconsistent administration of these pro-

grams,22) complexity and difficulty of implementing quality promotion 

programs due to the lack of knowledge, low public participation, insuf-

ficient support from the authorities, financial deficits, lack of infra-

structure,23) insufficient devotion of the managers and physician in 

promoting the quality of their provided care,24) and finally the large gap 

in this domain in achieving a desired level of qualitative function.25)

 Results of the pilot test of obtained model declared that in self-eval-

uation phase, the functional domains of “planning in care delivery” 

and “evaluation of care” acquired the highest and lowest compliance 

scores, respectively. The reason for highest score of planning can be 

due to clear perception and higher experience of assessed health man-

agers and staffs from the planning processes due to existence serious 

resource limitation traditionally. The low score of evaluation of care is 

related to lack of accreditation system and professional evaluators in 

primary healthcare of Iran. Another reason is the complexity of evalu-

ation process and insufficient knowledge and skill of managers and 

working staff in this regard.23,25,26) However, acquiring the highest and 

lowest scores, respectively by planning and evaluation domains is a 

significant issue because these two domains are closely intermingled. 

The reason behind this close affinity is that the evaluation framework 

of an organization is done based on the strategy, objectives, and devel-

oped criteria which are determined in planning phase.

 In external evaluation of the pilot test, the functional domains of “re-

sources management” and “quality and safety of care” acquired the 

highest and lowest compliance to the standards of accreditation, re-

spectively. The reason can be the daily attention of managers and staff 

to the health centers resources due to the tangibility of their manage-

ment and the necessity of their constant and whole-dimensional su-

pervision regarding the severe deficit in resources in the field of prima-

ry healthcare in developing countries. In contrary, quality is a novel is-

sue in the field of primary healthcare and yet it has no place of regional 

planning of the country in macro micro levels. Problem detection and 

solving activities have not been carried out in the field of primary 
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healthcare in a scientific and evidence-based manner and there is no 

accurate archiving process in this regard.

 Moreover, the total mean compliance score for all standards in both 

self-evaluation and external evaluation phases were 61.61 and 26.73, 

respectively, which connoted a huge gap between these phases. The 

main reasons behind such gap are wrong and non-evidence-based 

perception of managers and working staff of health centers about their 

own function, indifference of managers and working staff toward the 

purposive documentation of activities, obvious weakness in docu-

mentation of care, and notable pitfalls in necessary documents con-

sidered for the evaluation. It must be noted that the external evalua-

tion only happens based on documents and evidence while, self-eval-

uation is mostly done on the perception of managers and working 

staff. It is almost clear that scientific and purposive documentation re-

quired for external evaluation and a proper self-evaluation accordingly 

(as a practice for external evaluation) contributes in more objectivity of 

evaluations and decreases the gap between scores obtained from self-

evaluation and external evaluation. Furthermore, a quick glance at the 

results achieved by self-assessment and external evaluation suggests 

that the novel functional domains in accreditation model suffered 

from bigger gap between the scores achieved in self-evaluation and 

external evaluation phases. These novel domains include “communi-

ty-oriented care,” “quality and safety of care,” “patient’s rights in deliv-

ered care,” and “health system research.”

 The strength points of this study are using evidence-based investiga-

tion through systematic review, purposive selection of experts from 

nationwide and their high response rate, participation of stakeholders 

in study phases, high obtained scores by the standards and their mea-

sures in Delphi technique phase, and implementing pilot test. Another 

advantage of the study is covering all 12 dimensions of primary health 

care in Iran by developing standards and measures for processes and 

relevant activities, focus on all core dimensions of a scientific evalua-

tion (context, input, process, and results), and also emphasis on differ-

ent levels of prevention in developed care standards. Of the limitations 

in the present study was the absence of English version of some mod-

els such as Indonesian accreditation program, different formats of 

benchmarked models (in terms of classification of standards and ex-

pression of functional domains), highly insufficient number of carried 

out studies in the field of accreditation in primary healthcare to draw 

comparison between them and our study, the potential challenges 

facing Delphi model (proper selection of participants in terms of spe-

cialty, to get insured of their anonymity, and proper management of 

abnormal and weird responses),11) and also inveighing standards and 

measures.

 Given the results, researchers have made executive suggestions to 

prevent from negative bureaucracy in accrediting organizations by ar-

ranging the field of information management and purposeful docu-

mentation, developing scientific and accurate accreditation processes, 

training professional evaluators with sufficient knowledge and skills 

for organizational evaluation and putting emphasis on their objective 

function, constant review of standards with the aim of promoting their 

capabilities specially in terms of flexibility and novelty, establishment 

of an independent accrediting organization to conduct effective ac-

creditation, developing strategic and operational plan for the develop-

ment and institutionalization of accreditation in primary healthcare in 

macro and micro levels, and also designing and implementing promo-

tional interventions in the Pilehroudi Health Center to promote its 

current situation based on the obtained results from preliminary 

study.

 In conclusion, the present study aimed at designing a comprehen-

sive and evidence-based functional accreditation model to be imple-

mented in the field of primary healthcare in Iran. It has been tried to 

use accurate and scientific tools and methods to achieve this aim. Dif-

ferent analyses have shown that despite great achievements in its ini-

tial decades of formation and also despite several merits such as ade-

quate geographical accessibility due to extensive environmental infra-

structure, primary healthcare in Iran still suffers from obvious pitfalls 

and challenges. Of the main weak points are functional problems (in 

terms of first contact point functions, continuity of care, comprehen-

siveness of care, and coordination), systemic problems (private and 

public healthcare providers, information system, payment system for 

providers), management problems (in five filed of monetary and facili-

ties, human resources, planning and coordination, training and learn-

ing, and trusteeship), and also the challenges related to health system 

controlling factors (financial support, payments, organizing, legisla-

tion, and behavior). This system also faces the main challenges such 

as health transition, emerging health requirements, changing patterns 

of demand for primary care, and so forth. The success of this system in 

the promotion of health and public satisfaction depends on the elimi-

nation of these challenges in a scientific way. Given the opportunities 

to promote primary healthcare services in Iran and given that most of 

the above mentioned challenges are included in the present devel-

oped accreditation model, we hope that the utilization of the present 

model would result in significant efficiency in the elimination of facing 

challenges. The present model can be considered as a basis for long-

term design and planning to promote the quality of primary health-

care services in Iran as the modifications in accreditation approaches 

can leave deep impact on care delivery and consequently on constant 

promotion of the quality of health care services. Due to the utilization 

of evidence-based and scientific methodologies in its implementation, 

the present study can be useful for those countries who want to pro-

mote and enhance the quality of their primary healthcare.
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