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The previous Health Reform Note introduced the theoretical purposes and expectations of accreditation 

as it stands internationally and in South Africa, emphasising its importance in the health reform process. 

The current proposal for a national Office of Standards Compliance (OSC) was compared to the 

international and local experience. This note will continue the analysis by focusing specifically on the 

practical implications and probable resource requirements for establishing the proposed OSC.1 

1	 Introduction

The purpose of this research 
note is to give an indication of 
the time, financial and human 
resources that such a proc-
ess may require. We make a 
number of assumptions with 
respect to the time it may 
take to accredit each facil-
ity, the size of surveyor teams, 
etc. in order to estimate po-
tential resource requirements. 

2	 Four Options being 
Considered

In a recent presentation at the 
annual Hospital Association of 
South Africa (HASA) confer-
ence, Dr. Carol Marshall 2 , men-
tioned that establishing a fully 
staffed national OSC responsi-
ble for accrediting all health-
care providers (as explained in 
Health Reform Note 2), is only 
one of the options available to 

policy-makers deciding on the 
practicalities of accreditation in 
South Africa. A second option 
could entail the establishment 
of such a national accreditation 
authority with only limited staff 
members. In this case staff from 
the provincial departments of 
health and hospitals would be 
contracted to assist with the ac-
creditation of providers in the 
respective provinces. Although 
this is potentially a much less 
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expensive option, it may also 
be less effective. Using differ-
ent surveyors all the time may 
lead to inconsistencies across 
the country and would also re-
quire extra time to constantly 
train new surveyors. (A trial-run 
of the latter option was imple-
mented in March this year, but 
with the objective of testing the 
standards, database and ac-
creditation tool that had been 
developed by the NDOH over 
the past two years. According 
to industry experts, this pilot 
programme revealed many ob-
stacles and challenges in the 
system which have to be ad-
dressed before a national pro-
gramme could be implemented.)

A third option would be to out-
source the entire accreditation 
function to a private company 
which then reports to the Min-
ister or National Department 
of Health (NDOH) or, alterna-
tively, the NDOH becomes an 
accrediting authority for multi-
ple private accreditors. In other 
words, the NDOH (or National 
Health Insurance Authority 
(NHIA), depending on how the 
public health system is struc-
tured) may then contract with 
any company that is accredited 
by a legitimate accrediting au-
thority. Providers would then be 

free to choose which authority 
they want to use, thus increas-
ing competition among accred-
itors and facilitating more ef-
ficient accreditation processes. 
However, this may also create 
a perverse incentive for health 
service providers to choose the 
most lenient accreditor, having 
a negative impact on quality 
standards; although this incen-
tive may be eliminated to some 
extent if all accrediting organi-
sations were accredited by Is-
Qua (the International Society 
for Quality in Health Care).3 

A fourth possibility is to use 
the existing licensing/inspec-
torate divisions at provincial 
health departments to accredit 
all providers in the specific 
provinces, with only a sample 
of these being verified exter-
nally at a national level in or-
der to spread the burden of this 
function across different lev-
els of government. A potential 
weakness of this option is the 
fact that quality standards dif-
fer substantially between the 
provinces. Provincial capacity 
and service delivery are dispa-
rate and it would be difficult 
to standardise such a process.
The NDOH may decide to im-
plement any of the four options 
briefly mentioned here, but for 

our current analysis we assume 
that the fully staffed OSC will be 
established, as recently indicated 
by Health Minister Motsoaledi.4

3	 The Process of Accreditation

In this section we provide a brief 
overview of the accreditation 
process as described by various 
local industry experts. This de-
scription informs our analysis.

Before a team of surveyors 
can visit a healthcare provider, 
substantial preparation time is 
required (industry experts in-
dicate that it may take a cou-
ple of years) in order to assure 
compliance with thousands of 
procedures, standards and out-
comes being measured.  Once 
it has been accredited, the fol-
lowing pre-accreditation proc-
ess for the subsequent renewal 
of accreditation should take no 
longer than a year. This time 
is needed to get all systems, 
policies, processes, treatment 
protocols, operating proce-
dures, physical requirements, 
etc. in place before the sur-
veyors visit the hospital. The 
pre-accreditation process is 
known to be resource-intensive 
involving almost all personnel 
at various levels, as well as ad-
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ditional time and finances to 
implement new systems, train 
staff members and meet physical 
requirements. However, while 
the pre-accreditation proc-
ess may be time-consuming 
at first, in the long-run these 
inputs will be beneficial to 
the hospital and its patients.

Once the healthcare provider 
has successfully prepared for 
accreditation (this is measured 
by internal evaluations), the 
survey team will visit the facil-
ity to measure all the neces-
sary elements and interview 
the relevant personnel. Such a 
visit should last anything be-
tween 2 and 5 days, depending 
on the size of the facility and 
the number of surveyors. On 
average a team of surveyors 
would have at least 4 mem-
bers: a medical doctor, a nurse 
and one or two other health-
care professionals (most of the 
time someone with manage-
rial or administrative experi-
ence). Some teams would also, 
for example, require engineers 
or specialists in medical phys-
ics where facilities offer nu-
clear medicine and/or other 

highly-specialised services. This 
team would score many de-
tailed elements in a number 
of overarching categories such 
as management and leader-
ship, access to care, health and 
safety, various medical disci-
plines, laundry and housekeep-
ing services, food, and so forth. 
The various elements being 
measured can add up to more 
than 3,000 individual items 
being scored in each facility.

Once the on-site visit is com-
pleted, the surveyors will usual-
ly give feedback to the hospital 
shortly thereafter. This may in-
clude verbal feedback directly 
after the visit, but a report will 
always be compiled and given 
to the hospital within a week 
or three weeks at the most. The 
board of the accrediting au-
thority will then carefully con-
sider the survey findings before 
making the final decision on 
accreditation. All in all, the off-
site process can take anything 
from 3 to 5 months, but this is 
largely due to a delay between 
the on-site visit and the final 
decision, rather than requiring 
further time for analyses, etc.

 4	Inputs and Basic 
Assumptions for Calculations

In order to estimate the 
potential timeframe and human 
resource requirements of the 
first round of accreditation 
for all healthcare providers in 
South Africa, we had to make a 
number of assumptions. During 
this process we considered 
many different views in order 
to inform our assumptions. 
While these assumptions are 
potentially optimistic, since the 
actual process could take longer 
and be more expensive than the 
estimates presented here, we 
believe that they are based on 
the facts and the views that were 
presented to us. In modelling 
the resource requirements we 
did not allow explicitly for the 
pre-accreditation process. As 
mentioned above, this process 
may take substantial time for 
each hospital and it is therefore 
very important that hospitals start 
preparing as soon as possible.

In addition, we assume that all 
facilities will successfully prepare 
for accreditation, i.e. all facilities 
will be accredited after the initial 
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on-site visit, with the final 
accreditation decision being 
made after the observations 
have been processed. It is 
important to point out that 
in practice, this is rarely 
the case for public facilities 
specifically. According to the 
Council for Health Services 
Accreditation of Southern Africa 
(COHSASA), the only local, 
but internationally accredited, 
healthcare accreditation 
organisation which also 
accredits some public sector 
facilities in South Africa, these 
facilities are rarely accredited 
upon the first visit, even though 
they have been preparing for the 
accreditation process.  A time 
consuming, labour intensive 
process usually follows, trying 
to facilitate preparation 
and accreditation in these 
facilities. We did not explicitly 
allow for this process in our 
calculations, but this is an 
important point which could 
impact negatively in practice.

4.1	 Number of Providers

The accreditation of all public 
and private sector healthcare 
providers in South Africa are 
currently being considered.  

The latest available data from 
the Hospital and Nursing 
Yearbook for Southern Africa 
(2009:141) indicate that there 
were approximately 428 pub-
lic hospitals, 3,077 public clin-
ics and 211 private hospitals 
in the country by 2007. Thus, 
in sum there are 3,716 facili-
ties (referred to as “hospitals” 
in our analysis) in this group.
 
According to data from the 
Board of Healthcare Funders 
(BHF) there were 11,801 GP 
practices and 5,968 special-
ist practices in 2008.5  These 
numbers are contentious since 
many doctors are registered 
under more than one practice 
number, and in some cases var-
ious consulting rooms may be 
registered or bill patients under 
one collective practice number 
– suggesting that the numbers 
may be over- or understated. 
However, for the current analy-
sis we use the BHF numbers as 
is, assuming that all ‘practice 
numbers’ (as opposed to facili-
ties alone) will have to be ac-
credited for contracting purpos-
es with the NHIA, independent 
of the number of doctors/
specialists registered to each 

practice number or the same 
doctor using different numbers. 
Accordingly, a total of 17,769 
practices have to be accredited.

Note that no pharmacies, pri-
vate clinics, dentists or any 
other health service providers 
that may need to be accredited 
in order to contract with the 
NHIA are included here, i.e. 
these figures are conservative 
estimates of the total number 
of providers and the actual 
numbers may be even higher.

4.2	 Working Days and Length 
of Process

We assume that there are 249 
working days in a year, allowing 
for a 5-day working week and 
12 public holidays. For hospi-
tals the accreditation process 
itself is assumed to take an av-
erage of 2 days on-site6  and 3 
months off-site, based on the 
estimates from industry experts 
explained above. The on-site 
visit for individual GP and spe-
cialist practices are assumed to 
take 1 day only, while the off-
site process will take 1 month.7  
We do not specifically allow 
for any travel times between 
facilities, but we assume that 
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the surveyors will take an-
other 3 days for hospitals and 
1 extra day for practices af-
ter the on-site visit to finalise 
and deliver the report, before 
moving on to the next facility.

4.3	 Staff Requirements

Similar to the assumptions above, 
we assume that the on-site eval-
uation process will not only take 
less time in the case of GP and 
specialist practices, but that 
those facilities will also require 
less surveyors than the hospitals. 
Hence, we assume that each 
team of surveyors will have at 
least 2 members for practices, 
while teams evaluating hospi-
tals will consist of 4 members.

In addition to the required sur-
veyors, we assume that the na-
tional OSC will employ perma-
nent staff members responsible 
for administration and other 
‘back office’ duties. It is diffi-
cult to put a specific headcount 
here, since it will depend di-
rectly on the type of business 
model that is followed, the size 
of the technical committee and 
board that makes the final ac-
creditation decision, how big 
the help desk will be, the re-
search function, and how the 
organisation is finally structured.
 In order to try and estimate the 
resource requirements of such an 

accreditation organisation, one 
can look at current best practice. 
At the moment, COHSASA em-
ploys 35 full-time staff (exclud-
ing all independent/part-time 
surveyors) with various areas of 
expertise.8  Note that these are 
not the people typically respon-
sible for the on-site visits, the sur-
veyors visit the hospitals, do the 
surveys and write the accredita-
tion reports. Therefore one might 
only need a few more support 
staff for the proposed OSC, even 
though the organisation itself 
will be accrediting many more 
facilities. COHSASA also has 
the benefit of efficient systems 
and experience in this sector. 
Therefore, using their number of 
workers as an indication might 
not be the best method, as the 
new authority will have to build 
expertise and support systems 
de novo. In addition, the aim 
of such an authority is to ac-
credit ALL service providers, 
where COHSASA currently only 
serves a portion of the market.
Industry sources indicate that 
current estimates for the nation-
al OSC are even less. Although 
no final estimates have been 
made, it is believed that 20-25 
permanent/support staff should 
be enough. This has to be con-
trasted to the staff requirements 
for other countries shown in Ta-
ble 1.  For example, more than 

400 people (excluding survey-
ors) are permanently employed 
by the French accreditation 
organisation, one of the few 
countries in the world where ac-
creditation is mandatory (similar 
to that being proposed in South 
Africa). The French accredits 
fewer hospitals than what would 
have to be accredited in South 
Africa, while GP and special-
ist practices are not accredited.

It seems then that the national 
OSC could potentially employ 
anything between 20 and 400, 
or even more, permanent/sup-
port staff members. Based on 
our research as well as industry 
interviews, we have decided to 
add a minimum of 50 people to 
our calculations. In other words, 
in addition to the total number 
of doctors, nurses and other 
highly skilled surveyors that will 
be needed, we include another 
50 people to calculate the total 
human resource requirements of 
a new accreditation body in SA. 

5	 Implied Resource 
Requirements

5.1	 GP and Specialist Practices

Based on the above assump-
tions, if the proposed OSC were 
to accredit all GP and specialist 

 8.	 Interview with COHSASA CEO, Prof. S. Whittaker. (See Health Reform Note 2 and www.cohsasa.co.za for more details on COHSASA accredita-

tion.)
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practices within 5 years  (i.e. 
20% per year), they would 
have to do 3,554 on-site prac-
tice visits a year (14 per work 
day) and need 58 surveyors 
to do so. The off-site process 
will require at least 296 final 
accreditation decisions to be 
made by the board of the ac-
crediting body every month.

5.2	 Hospitals

In order to accredit all hospi-
tals within the required time, 
our calculations show that 60 
surveyors will be required to 
accredit 744 hospitals per year. 

This means that 3 hospitals will 
have to be surveyed each day, 
and 185 final accreditation deci-
sions made every three months.

5.3	 Summary

The model outputs mentioned 
here should be viewed as a 
whole rather than focusing on 
the specific numbers of sur-
veyors for hospitals or prac-
tices – the mix between these 
two groups may be very differ-
ent in practice. Establishing the 
proposed national OSC will 
therefore require at least 168 
staff members if all healthcare 

providers were to be accred-
ited within 5 years. Importantly, 
these figures pertain only to 
the first round of accreditation 
for hospitals, GP and specialist 
practices. Additional staff may 
still be required to facilitate ac-
creditation on a continuous ba-
sis and also if new facilities are 
built or if other types of provid-
ers also need to be accredited.

As indicated above, the in-
tensive resource requirements 
of the pre-accreditation proc-
ess are not reflected in this 
model. One should bear in 
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Country Organisation Number 
of facilities

Staff Budget Time 

accredited for

Source

USA JCAHO 17,000    (2008) 1,000 full time
Total expenses 2008: 
US$ 161,941,438 3 years

www.jointcommission.org; 
Financial report 2008

France ANAES 2,950       (2009)

400 permanent + 
3,000 extra (incl. 780 
surveyors)

Budget 2008:

EUR 66.2 mil
5 years http://www.has-sante.fr 

Australia ACHS 1,211       (2008)
56 full time + 400 
surveyors 

Expenses incl. Cost 
of sales 2009:

AUS$ 10,265,880
4 years

ACHS Annual Report 
2008/09

Canada
A c c r e d i t a t i o n 
Canada

1,077       (2008) 507 surveyors 
Total expenses 2008:

CAN$ 21,894,494
n/a

Annual Report 2008
www.accreditation.ca

Taiwan
Joint Commission 
on Hospital 
Accreditation

516          (2004) n/a n/a 3 years www.tjcha.org.tw 

Malaysia MSQH 81           (2010) 92 surveyors n/a n/a www.msqh.com.my 

Table 1: Cost experience of other countries’ accreditation authorities
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mind that the providers usually 
have staff dedicated to the ac-
creditation process and/or in-
ternal evaluation mechanisms 
throughout the year, and not 
only when a facility is being 
visited by the surveyors. Nurs-
es and other staff members 
have to be trained to capture 
data and evaluate themselves 
or their departments continu-
ously, while all staff has to 
take time to learn and imple-
ment the correct procedures/
standards that will be evalu-
ated. Public hospitals in par-
ticular require much time and 
effort to build this capacity, in-
cluding the need to train the 
relevant people. Nevertheless, 
although providers potentially 
face significant resource re-
quirements in order to prepare 
for, achieve, and maintain ac-
creditation, it will most cer-
tainly improve the quality of 
care to patients and therefore 
also improve the outcomes 
of healthcare in South Africa.

6	 Cost

In trying to estimate the overall 
costs of establishing a fully func-
tional accreditation authority 
in South Africa, we have made 

several assumptions about the 
required timeframe needed for 
each type of facility and the 
number of staff needed (both 
surveyors and support staff). 
We estimated that such an ac-
creditation authority will need 
at least 168 full-time staff mem-
bers. The first important aspect 
to point out is that, given the 
current shortage of healthcare 
professionals, it will take time 
to build this additional capacity.
 
In order to translate the hu-
man resource requirements 
into a total cost or high level 
budget, one would need to 
make detailed assumptions 
regarding salaries, fixed and 
variable costs, etc. Given the 
large number of assumptions 
required, the outcome of such 
an exercise might be criticized 
on the basis of the assumptions 
chosen. We therefore consid-
ered it more appropriate to 
find examples of countries that 
have set up similar authorities. 
These are shown in Table 1.

Ideally, one would like to 
compare the potential costs 
with comparable bench-
mark countries. However, the 
table contains all the coun-
tries that we could find com-

parable costs for within the 
allowed time, and it was not 
possible to narrow it down to 
a preferred list of countries.
 
It is difficult to come to any 
firm conclusion of what the 
potential costs for South Africa 
might be, based on Table 1. 
It is also not clear what is in-
cluded in each cost figure, e.g. 
the figure for the Netherlands 
seems very small compared to 
the rest of the countries. How-
ever, what we can conclude 
is that this process should not 
be underestimated in terms of 
costs and resources; requiring 
more than 168 highly quali-
fied full-time staff members 
(based on a conservative esti-
mate excluding the pre-accred-
itation process requirements). 

7	 Conclusions

In this note we provide an op-
timistic estimate of the number 
of full-time staff that will be 
needed to ensure that South 
Africa has a fully functioning 
accreditation authority within 
5 years. We did not allow for 
the pre-accreditation process 
nor the process of facilitating 
accreditation if a facility did 
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not meet all the requirements 
the first time. However, the 
time and staff requirements for 
these processes could be sub-
stantial, and would make the 5 
year timeline quite ambitious. 

Given the specific human re-
source requirements, the lack 
of qualified healthcare staff 
currently available in South 
Africa, and the high indica-
tive cost of establishing such 
an authority, it might be bet-
ter to pursue some alternative 
options. It would be more fea-
sible to use the current struc-
tures, including the private ac-
creditation processes already in 
place. Alternatively, one could 

consider the option of ‘graded 
accreditation’ implying that 
facilities can be accredited to 
provide specific services only, 
if everything in that category 
of service meet the standards. 
This would be a good option 
for the national OSC to have 
more facilities accredited soon-
er, but also implies that many 
services would in the mean 
time only be available at hos-
pitals that meet the standards.

This note has also not ex-
plicitly considered the cost 
of obtaining accreditation 
from the provider’s side. This 
cost is currently quite high 
for the private hospitals. 

Since accreditation will be 
mandatory and government will 
want to include as many provid-
ers as possible in order to pro-
vide universal coverage, careful 
consideration should be given 
to softening the accreditation 
funding burden for providers. 

It was pointed out in the pre-
vious note on accreditation 
that there are strong benefits 
flowing from such a process. 
It is therefore important that 
healthcare facilities and pro-
viders in South Africa prepare 
for accreditation and increase 
the quality of service delivery 
and outcomes, regardless of 
the timing of the proposed NHI. 
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