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INTRODUCTION

The Working Group on the Principles of Quality Assurance was convened
by the WHO Regional Office for Europe and met from 17 to 19 May 1983
at the Hospital de la Santa Creu 1 Sant Pau, Barcelona, Spain. The
18 participants and 6 observers included physicians as well as individuals
with professional backgrounds in nursing, economics, biostatistics and
hospital administration. In addition, there were several government
health officials. medical educators and public health educators. Mr Lluis
Bohigas, Head of the Service of Health Care Planning, Catalan Ministry
of Health was elected Chairman and Dr William Jessee acted as Rap-
porteur. The list of participants is given in Annex 1.

Scope and purpose

Starting from the assumption that quality assurance is a relatively new
but highly desirable concept in the European Member States of WHO, the
Working Group was charged with the responsibility of suggesting a
strategy for presenting quality assurance to national health authorities,
health professionals, the scientific community, and the consumers of
health services. The Group attempted to analyse and answer the following
questions: why is quality assurance needed; what are its objectives; how
can it be best introduced at the national and local level; what activities
should be included in a national quality assurance programme; and how
can the quality of services, if found defective, be improved? The rec-
ommendations the Working Group made should facilitate the ultimate
objective of developing comprehensive systems for quality assurance as an
essential component of the health care delivery system.



BACKGROUND

Although the World Health Assembly and the Regional Committee have
passed no resolutions explicity mentioning quality assurance, WHO’s
mandate to consider quality-related issues is clear. Quality of care is
implicit in the WHO Constitution, in the Sixth and Seventh General
Programmes of Work, and in the many recommendations pertaining to the
establishment of norms and standards, and to health services evaluation.
There is also clearly a growing interest in quality assurance among the
Member States, both in Europe and in other areas.

The current WHO concern with quality assurance is a natural and
logical extension of previous activities that have reflected this implicit
mandate. The various reports and recommendations of working groups
convened by the Regional Office contain increasingly frequent references
to the evaluation of the quality of health services and the effective use of
available resources. Early in the evolution-of WHO, the notion prevailed
that every individual was entitled to the best that medicine could offer.
Gradually, however, a more resource- and cost-oriented view has
emerged emphasizing cost-effectiveness as well as absolute standards of
quality. )

The WHO Regional Office for Europe has assumed a position of
leadership in attempting to facilitate the efforts of the Member States to
develop their own approaches to quality assurance in their health care
systems. Earlier WHO activities that have addressed this issue have in-
cluded the publication of a book on quality assurance (/) and the co-
sponsorship of a symposium on health care quality assurance method-
ology in Utrecht, Netherlands, from 18 to 20 October 1982. The present
Working Group is a logical extension of these earlier activities. This
report is intended to stimulate further the interest of the European
Member States and to facilitate communication among workers in quality
assurance. : 1 ‘

Despite the intense level of interest in quality assurance, the topic
remains a novel and often nebulous concept for most European health
professionals. Although there is an abundance of American literature on
quality assurance methods, the approaches used are often so specific to the
American health services system that their translation to the various
systems in Europe is difficult or impossible. Accordingly, the Working
Group attempted to draw primarily on the experiences of ten European
countries, while not ignoring lessons from the American experience, to
develop principles for the evolution of improved quality assurance activ-
ities in Europe.



WHY IS QUALITY ASSURANCE NEEDED?

The answers to this question are fundamental to establishing the rationale
for quality assurance activities in the health care systems of WHO
Member States. The answers will vary, however, according to the
audience that poses the question. There seem to be three separate sets of
motives that require attention, and that individually and collectively
answer the question of “why?”.

Professional motives

Professional motives for quality assurance are of key importance in mo-
tivating health care practitioners to become involved in quality assurance
activities. One of the elements of professionalism is the desire to be
self-correcting and self-regulating. In addition, altruistic motives form an
important part of the professional ethics of all the health care professions.
Accordingly, quality assurance can be seen as an important means for
health care practitioners to identify their deficiencies and, therefore, their
educational needs. Similarly, participation in quality assurance activities
can create an environment of professional challenge and result in growth
for health care professionals. The active participation of health care pro-
fessionals in programmes to improve the quality of services can be an
important mechanism for analysing and explaining differences in patterns
of practice and results of care. These differences in performance can
stimulate the intellectual curiosity of health care professionals, and be a
first step towards improving their performance.

Social motives

A second motive for quality assurance activities is the need to be accoun-
table to society for the funds spent to purchase health services. An equally
important social motivation is to ensure the safetv of the public, and to
protect the public from care that is inappropriate, suboptimal, or harm-
ful. A growing body of evidence seems to indicate that the incidence of
iatrogenesis is substantial in western nations, possibly as a consequence of
the rapid expansion of technology (2,3). Accordingly, quality assurance
programmes must be developed so that the risks inherent in modern
medical practice can be identified and controlled, thus maximizing the
benefits to patients, while ensuring that unnecessary risks are avoided.
Some have even suggested that the terms “efficiency’ and “effectiveness”
of care might be substituted for ““quality” of care to indicate the im-
portance of evaluating not only the results achieved, but also the efficient
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allocation of financial resources in achieving those results. This, too, forms
a rationale for the development of quality assurance systems to assure
social accountability.

Pragmatic motives

Finally, a set of pragmatic motives related to the proliferation of infor-
mation and to the possibility that patients may either be denied available
services or injured by excessive or inappropriate services, makes it essential
that quality assurance programmes be developed to reduce patient suffer-
ing. It is amply consistent with the mission of health care, and with the
definition of health contained in the WHO Constitution, to have pro-
grammes designed to identify problems and continually to advance the
performance of health care systems. This objective of quality assurance
programmes can be achieved only with the active involvement of health
professionals and the continuous support of health care delivery systems.

The Working Group felt that a major objective of quality assurance
activities was to ‘avoid adverse impacts on physical, mental and social
wellbeing. WHO could assist by promoting an international comparison
of methods in this rapidly developing field. This coordination of infor-
mation and dissemination of results from the various Member States could
help ensure that mistakes are not repeated and that lessons learned are
shared. In addition, the involvement of WHO could formalize the interest
in quality evaluation and quality improvement that has often been stimu-
lated only by isolated individuals. :

One important prerequisite for the furthcr dcvelopment of quality
assurance activities throughout Europe will be the development of a
critical mass of interested health professionals and policy-makers in each
of the Member States. In this, the support and involvement of WHO will be
critical. Finally, the improvement of health care data, especially infor-
mation used in planning, will be an important side-effect of greater in-
volvement in quality assurance activities and permit health planmng to
proceed from a more accurate information base.

WHAT ARE THE OBJECTIVES OF QUALITY ASSURANCE?

In attempting to define the objectives of quality assurance programmes, it
isimportant that a consensus should be reached at the outset about what is
to be defined as *“quality”. Although there is extensive literature on ap-
proaches to a definition of quality in health services (4), a general con-
sensus has not yet emerged among health professionals regarding an
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appropriate operational definition. This has handicapped efforts to de-
velop effective quality assurance programmes, as individual efforts have
produced personal definitions that are often incompatible with one
another.

Four particular components must be addressed in any effort to develop
an effective statement of the objectives or content of quality assurance
activities:

— professional performance (technical quality);

— resource use (efficiency);

— risk management (the risk of injury or iliness associated with the
services provided);

— patient satisfaction with the services provided.

Incorporating these four elements, one might then attempt to define
the objectives of a quality assurance programme as:

to assure that each patient receives such a mix of diagnostic and therapeutic
health services as is most likely to produce the optimal achievable health care
outcome for that patient, consistent with the state of the art of medical science,
and with biological factors such as the patient’s age, illness, concomitant
secondary diagnoses, compliance with the treatment regimen, and other
related factors; with the minimal expenditure of resources necessary to ac-
complish this result; at the lowest achievable risk of additional injury or
disability as a consequence of the treatment; and with maximal patient satis-
faction with the process of care, his/her interaction with the health care system,
and the results obtained. '

While an individual quality assurance activity need not necessarily
address all four components of this definition, it is important that the
overall quality assurance programmes mounted by institutions or coun-
tries give equal consideration to the importance of each. Exclusive atten-
tion to only one of these four components could lead to invalid conclusions
about the quality of service and to faulty programme or policy decisions
about the allocation of resources or future directions for the health care
delivery system.

Public accountability

One of the principal objectives of quality assurance programmes is to
provide a mechanism for the public accountability of the health services
delivery system, since substantial proportions of all health services are
currently financed from public sources. In every European Member State,
it is critical that quality assurance activity should provide objective evi-
dence that funds are being spent both efficiently and effectively. In this
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sense, quality assurance activities can focus on both the efficacy and the
efficiency of the care provided, to validate the concerns of the public about
the expenditure of resources, as well as to improve the operational efficacy
.and efficiency of the services provided.

Managerial improvement

Public accountability leads to a second important objective of quality
assurance programmes: their use as a managerial tool for problem solving
in health care organizations. Although considerable jargon has grown up
in the quality assurance field, it remains fundamentally a simple process of
identifying and solving problems. Accordingly, as part of the managerial
process in institutions or multi-institutional systems, one of the principal
objectives of quality assurance must be to identify the problems that affect
any of the four components of quality noted above (technical quality,
efficiency, risk, or patient satisfaction); to assess the nature of those
problems and attempt to identify the causes; and finally to facilitate
effective managerial actions to reduce or eliminate the problems so ident-
ified. In this context, it is clear that quality assurance activities cannot be
isolated from the line management functions of health care institutions
and organizations. Ideally, quality assurance should be incorporated as an
integral management component at each level of organizational function.
In particular, it is vital that each clinical department within a health care
institution or organization consider quality assurance as part of its general
responsibilities, rather than as a merely academic exercise removed from
the everyday provision of clinical health services.

Facilitate adoption of innovations

A third objective of quality assurance programmes is to facilitate the
process of innovation in health services delivery. Through the process of
evaluating the performance of health care professionals and bringing them
together to discuss appropriate criteria for assessing the processes and
outcomes of health care, innovations (such as technological advances) can
be brought to their attention and more rapidly disseminated and incor-
porated into practice. Similarly, innovations in the organization, admin-
istration, and operation of health care facilities and organizations may be
propagated through the evaluation of the impact of such activities on
patient care outcome,-efficiency, risk and satisfaction. Quality assurance
activities can facilitate the exchange of information within and among
health dlsc1plmes

By usmg the patient as the unit of analysis, the success of the health care
system in achieving the four content components and the various roles and
responsibilities of the members of the health care team can be more clearly
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identified and their interactions to improve health can be facilitated.
Bringing about a clear understanding of the roles of the various disciplines
in achieving optimal health care and the contributions they can make can
be a critical step towards more comprehensive and effective health
services.

HOW CAN QUALITY ASSURANCE BEST BE INTRODUCED
AT THE NATIONAL AND LOCAL LEVEL?

The implementation of quality assurance programmes in organizations or
throughout health care systems is an innovation that is subject to a variety
of types and sources of resistance. Accordingly, it is extremely important
that careful thought be given to the strategy and tactics to be used to
facilitate the development of such activities at the national level, the local
level, and within particular institutions.

Because of the diversity of the organizational models to be found
among the health care delivery systems of Europe, no single approach to
the introduction of quality assurance activities should be proposed. Rather,
each country must move forward gradually, recognizing the political and
professional sensitivities involved in evaluating health care quality and
making recommendations for change.

Consider financial and legal incentives and disincentives

As part of this gradual process. it must be recognized that among many
professionals there is a fear that an explicit definition of standards for
health services may lead to litigation if they are not met. The experience in
Europe to date has not, however, approached that of the United States in
this regard. Further, the different approaches to financing health services
mean that the role of financial incentives will vary from country to coun-
try. This, then, requires that the specifics of the financing system should
also be taken into account in any approach to the development of financial
incentives for quality assurance activities.

Develop public support

For many health professionals. there is currently little reward in the active
pursuit of quality assurance activities. For this reason, it may be important
to mobilize external pressure from consumers or governments or to identify
other approaches to internal motivation, in order to stimulate practi-
tioners to become actively involved in quality assurance activities. It must
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be recognized, however, that there are risks inherent in moving quality
assurance out of the professional arena and into the political arena.
Specifically, introducing the elements -of government and consumer
pressure may result in a substantial loss of professional autonomy and in
the development of solutions to quality problems that may not be con-
sistent with the expectations or desires of professional groups.

Legislation to stimulate the involvement of physicians or other health
practitioners in quality assurance may have the unplanned opposite effect
of decreasing their willingness to participate in these activities in a mean-
ingful fashion. This has been the experience in the United States with the
Professional Standards Review Organisation’s programme. Conversely,
however, legislative efforts have, in some instances, stimulated initially
reluctant health professionals to become involved, leading to extremely
productive quality assurance activity.

Stimulate professional curiosity

In the professional arena, one of the most valuable strategies to involve
health care practitioners in effective quality assurance activities is to show
them the differences in.performance and in patient care results or out-
comes. For example, some of the differences in practice patterns identified
through the Bavarian Perinatal Project (5) have stimulated the curiosity of
the practitioners involved to learn more about why those differences occur
and what is the impact of practice differences on the outcome of patient
care. For this reason, data systems may be useful in demonstrating such
differences, to the extent that they allow the presentation of practitioner-
specific or institution-specific data on process or outcome.

Train students

Another important strategy in the professional realm is to teach the
specifics of quality assurance methods and the responsibility of health
professionals for quality assurance at every level of their-education. There
is'a great need for effective educational programmes to be developed for
medical students, nursing students, and students of the various other
health disciplines, and to include the philosophy, knowledge, and skills of
quality assurance activities. In addition, these students should be encour-
aged early in their educational development to participate in the delivery of
care and in the joint evaluation of their own performance. Since pro-
fessional education consists in large part of a process of role modelling, it
will be critical for the educational institutions themselves to begin to
participate actively in qualityassurance so that students in training can see
the importance of these activities to the practitioners on whom they model
themselves. ‘



Develop supporting materials

To support these efforts, as well as to stimulate the further development of
expertise in quality assurance methods among practising health care pro-
fessionals, publications and other materials on quality assurance need to
be developed in each of the Member States. Such publications should be
developed for at least four types of audience, each of which requires
different types of information. For the public, informational and pro-
motional materials need to be developed to improve their understanding of
the need for quality assurance, its potential and its limitations. For health
policy-makers and financiers, this information should be expanded with
additional material on the social motives behind quality assurance and its
role as a means of improving the cost-effectiveness of health services.
Health professionals will require materials to stimulate their professional
curiosity and to develop positive attitudes towards quality assurance, as
well as more technical materials on specific methods for identifying prob-
lems in the quality of care, analysing them and solving them. Finally,
educators and students will require somewhat different materials, in-
cluding guidance on the integration of teaching of quality assurance skills
and attitudes into the curricula of various health professional education
programmes.

Develop support among institutional administrators

Institutional administrators can play an important role in the stimulation
of quality assurance activities by placing a high priority on such efforts in
their internal budgeting. The allocation of funds to quality assurance
programmes highlights their importance to the institution, and can pro-
vide a strong incentive to professionals to become actively involved. In
addition, it must be recognized that quality assurance in institutions is an
important managerial process that can assist line department managers in
identifying and resolving problems in the process of patient care. In this
perspective, it may be seen that institutional administrators can play an
important role in stimulating the development of other effective quality
assurance activities. Towards this end, effective information systems and
information management within institutions are also of considerable im-
portance. Such information systems must be planned to include the capa-
bility of developing quality assurance data and reproducing these data as
reports which are of maximum utility in the quality assurance process.

Consider development of legislation

Some countries may wish to consider the possibility of legislation to
stimulate both quality assurance activities and the evaluation of specific
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health services programmes. In addition to authorizing legislation, it is
critical that adequate financial support be provided for quality assurance
activities. The designation of a specific proportion of the national health
services budget to evaluative or quality assurance activities is also a strategy
worth considering. In the development of such a national strategy, how-
ever, it will be important to emphasize the limitations of quality assurance
at its current state of development. Over the short term such activities are
not likely to improve the general state of health of the population, to
reduce health care costs, or to produce major changes in the health care
system. They can, however, result in substantial local changes in patterns
of care with resultant favourable impacts on both the process of health care
and its results. Over the longer term, these apparently small changes may
result in substantial health and economic benefits.

Regardless of the approach taken towards implementation of quality
assurance activities, both the ethical and legal responsibility for the quality
of services continues to rest primarily with the owners or operators of
health care institutions. Whether these owners or operators are private or
public entities, they must assume the responsibility of assuring their pa-
tients that the services they provide meet acceptable standards of quality.
For this reason, an appropriate strategy for implementation could be an
external system of review and evaluation in the public sector, superimposed
on internal systems of review and evaluation, that are professionally
organized and run within each health care institution or organization.
Such an approach would meet the twin objectives of professional accept-
ability and public accountability.

WHAT ACTIVITIES SHOULD BE
INCLUDED IN A NATIONAL
QUALITY ASSURANCE PROGRAMME?

Asto specific activities that should be included in actual quality assurance
programmes, the consensus seems to be that a pluralistic approach is
essential. The current state of the art of quality assurance is such that no
single approach can be recommended for all types of facility or all types of
health care delivery system. In many instances, the selection of a particu-
lar method will depend on the political environment, the level of oper-
ation and complexity of the institution or organization, the sophistication
of the health care professionals involved in the quality assurance process,
and a variety of other environmental factors. It is possible, however, to
identify a set of important characteristics of any particular method or
activity included in an operational quality assurance programme, In any
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such programme. the presence of three components of problem-solving
(monitoring. assessment and improvement) will be critical.

Monitoring of care

The first of these is a system for the continuous monitoring of patient care
so as to identify potential problems that require intervention. A variety of
alternative methods for identifying such problems has been discussed in
the literature (6). These alternative approaches to momtormg may be
classified into five generic types as follows.

Variation from the norm

"Approaches using this method are based on the assumption that care that
departs from the norm (mean) is different and may be indicative of a
possible problem in qualitv. It must be emphasized, however, that this
method does not take account of the fact that the norm may represent
either suboptimal or superior care, nor does it allow for the possibility that
departures from the norm may in fact be better than care that is normative.
For this reason. great care is required in the interpretation of statistical
information.

Criteria-referenced screening

This method of identifving problems bases the definition of potential
problems on a departure from explicit definitions of desired processes or
outcomes of care. Such explicit definitions or criteria are developed by peer
professionals in advance and the actual care provided is then compared
with these explicit criteria. Departures from criteria are identified as
potential problems requiring further assessment and possible intervention.

Multifaciorial indices

This rather complex method involves the development of indices of quality,
which may combine both normative and criteria-referenced information.
While there is some available literature on the development of multi-
factorial indices of quality, the method is complex and the use of this
approach in operational provrammes as opposed to research pro-
grammes, has been quite limited.

Small group methods

Since the health professionals involved in the provision of health services
are generally in the best position to be able to identify problems in patient
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care, the use of structured small groups to elicit such information and
determine priorities for intervention can be very valuable. Such methods as
the nominal group technique (6} have proved valuable in identifying
problems in the quality of care even in the absence of either normative or
criteria-referenced data.

Surveys .

Formal surveys of health workers, 1ncludmg physwlans nurses and other
health professionals, have proved to be effective mechanisms for identify-
ing quality of care issues. In addition, surveys of patients can be very
valuable in identifying problems both in technical quality and in patient
satisfaction.

In any approach to problem identification, it will be important for the
subjects of quality assurance activities to be issues in which qualitative
improvement is likely. Further, subjects that are highly prevalent, that
‘require high resources, and in which there is good professional consensus
about the appropriate process or outcome tend to be most productive as
the focus of quality assurance activities.

Assessment of problems

The second key component of problem-solving that must be included in a
national quality assurance programme is the assessment of actual or
suspected problems identified through the monitoring process. Many
assessment methods have been developed and a rather large literature has
grown up explaining them (7). They share, however, a common depen-
dence on the use of explicitly written criteria to define acceptable or
expected performance and to serve as a point of reference in uomparmg the
actual care provided. -

Assessment methods may be based on a variety of data sources, as well.
Some of these data sources will be patient records, but increasingly such
methods as direct observation, interviews and computerized patient infor-
mation systems are becoming of value in conducting assessment studies.
Regardless of the method selected, or the data sources employed, the result
of the assessment must be a clear understanding of whether or not there is
in fact a problem and what the causes of that problem are. This then can
serve as the focus for the third essential function, improvement in the
quality of services. This thll‘d component is discussed in greater detail
on pp. 16-19.
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Level of operation

It may be of value in developing the specific activities to be included inan
operational quality assurance programme to consider a three-dimensional
matrix defining the functions. content. and level of operation of quality
assurance within the health care svstem. Such a matrix detines 48 discrete
cells. which any country’s health care delivery svstem must be concerned
with in developing effective guality assurance activities. As depicted in
Fig. 1. the functions of quality assurance (monitoring. assessment and
improvement) are first superimposed on the tour content arcas (pro-
fessional performance, resource use. risk. and patient satisfaction).

Each of these cells may then be seen as existing at one of the four levels
of organization of the health care delivery system (self-care. primary care,
secondary care and tertiary care). In making an inventory of the ap-
proaches to be taken in a national health care system for improving health
care quality, it will be critical for each of the 48 cells to be carefully
considered. and for appropriate activities to be developed in each. For
instance. this matrix stimulates one to ask questions such as: what ac~
tivities in a national health system have been developed for monitoring
professional performance at the secondary care level; or what activities or
mechanisms exist for improving the use of resources at the tertiary care
level? Questions of such a specific nature are more readily addressed within
the context of the social and political environment in a national health care
system than are more global issues such as how quality i1s maintained.
Accordingly, such a matrix may be of great value in facilitating the
development of a specific mixture of quality assurance activities in a
national health programme.

In addition to the various operational activities defined by the matrix in
Fig. 1, in order for a national quality assurance programme to be success-
ful three other categories of activity are essential: education, research and
development, and information systems.

Education of health professionals

One of the major difficulties that has handicapped the development and
dissemination of quality assurance programmes has been the lack of
education among health care professionals and health care students in the
nature, objectives, and methods of health care quality assurance. Unless
this deficiency is remedied, efforts to develop quality assurance pro-
grammes will continue to be handicapped. Accordingly, a key component
of any national effort to develop effective quality assurance activities will
be the development of curriculum and training activities for health care
students at all levels of their education, as well as the development of
continuing education programmes in quality assurance for practitioners
currently providing services.
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Fig. 1. Three-dimensional matrix iltustrating the components of
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In addition, educational strategies for the public and for political
figures in every country will be the key to developing the type of public and
government support necessary for quality assurance initiatives to survive.
Currently, the public in most countries has unrealistic expectations of the
capability of medical care to cure illness. For quality assurance initiatives
to begin to have some impact, it will be essential for the public to gain a
better understanding of the limitations of medical care, of their responsi-
bilities for their own health, and of the need for continuous evaluation and
improvement in the services provided by health care institutions as a
mechanism for maximizing efficacy and efficiency. Similarly, key political
figures in every country must better understand the importance of quality
assurance and evaluation activities if the resources necessary for these
activities are to be forthcoming.

Research and deVelopment in quality assurance

In a similar fashion, it will be critical that resources for research and
development programmes on quality assurance be routinely included in
the health budgets of every country. The designation of a specific per-
centage of the national health budget for research and development in
evaluation and quality control is a reasonable approach towards im-
proving the quality of services and developing more effective programmes
for their delivery in a particular sociopolitical environment. If improve-
ments are, indeed, to be made in the quality of health services, it will be
essential for adequate research to be conducted into the development of
more efficient and effective mechanisms than are currently available for
quality assurance. While some of the methods that have been used to date
have been effective, others have been relatively ineffective. It is only
through careful research and evaluation into such complex issues that
better means of identifying and resolving problems in the quality of care
may be developed.

Information systems development

Finally, as an important component of the development of quality assur-
ance systems, it will be critical for countries to develop information sys-
tems that provide the kinds of data that are critical to quality assurance.
Unfortunately, most information systems that have been developed for use
in health care organizations or systems are not sufficiently specific or
comprehensive to be of value in quality assurance. Many of them are
oriented strictly towards productivity or financial information, and omit
many of the clinical data that are of key importance in quality assurance.
Further, even among those that do include clinical information, there are
often high rates of error in data collection, and difficulties in linking
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' patient-specific data across levels of care. If these problems can be
resolved, it will greatly facilitate the use of health information systems asa
quality assurance tool, as well as providing a tremendously valuable
resource for research into more effective means of health care delivery.

HOW CAN QUA‘LITY OF SERVICES, IF FOUND
DEFECTIVE, BE IMPROVED?

The third and final functional component of a national quality assurance
system is the improvement of health care. If this component is missing, or
underdeveloped, then energy and resources devoted to the first two func-
tions will have been wasted. Unfortunately, improvement in services is
often the most difficult of these three functions to perform. Because health
care is a complex undertaking, often conducted in institutions of substan-
tial organizational complexity, by autonomous professionals, and involv-
ing. scientifically complex activities, it may be exceedmgly difficult to
produce change.

Nonetheless, change can be effected through the use of prmc1p1es of
individual and organizational behaviour. One of the major barriers, at
present, to effective improvement is the lack of an attitude among health
professionals and health care organizations that is receptive to the in-
itiatives for change that grow out of quality assurance programmes. This
problem has been discussed earlier (pp. 3.and 6-7). If this problem can be
effectively addressed through education at every level of the health man-
power development process, it will be a major step.towards improving the
efficacy of a variety of quality improvement actlvmes throughout the
health care system.

Consider reward systems

Individual health care practitioners resist efforts to modlfy their be-
haviour for a variety of reasons. One of the most important is related to
the reward systems that operate in particular health care delivery systems.
Accordingly, if efforts at improvement are to be effective, it will be essen-
tial to consider the economic and other incentives in the delivery system
that may influence the behaviour of practitioners. It will ‘be futile to
attempt to make changes that run contrary to economic incentives, unless
there are substantial economic or political sanctions available. Since most
Western European countries probably prefer not to use such sanctions, it
will be critical that economic motivations or other reward systems are
identified. ‘

16



Be aware of habit patterns

In addition, it must be kept in mind that the behaviour of health care
practitioners is often conditioned by a long and complex set of behavioural
stimuli that have produced a set of conditioned responses to particular
clinical situations. If these habitual responses are suboptimal, they may
pose particularly difficult obstacles to efforts to produce change. Most
adults, however, can be motivated to change even the most complex of
behaviour patterns if they can see it to be in their best interests. Health
professionals, in addition, may often be motivated by discovering that a
new pattern of behaviour is in the best interest of their patients. Pro-
fessional altruismis an important positive force in the improvement of the
quality of care and must be recognized and used wherever possible.

Avoid punitive strategies

One of the major failings in many initiatives to improve quality, however,
has been the use of punitive approaches that immediately provoke defen-
sive responses among practitioners. Human nature dictates that when the
professional performance of an individual is attacked, he or she will defend
the starus quo. Accordingly, it will be critical that effective mechanisms be
developed for bringing to the attention of practitioners those areas in
which improvements can be made, in such a way that they do not feel that it
is necessary to defend their current behaviour. Experience has shown that
person-to-person discussions are much more effective in this regard than
are written communications, which tend to become officious and to con-
note official sanction. Further information on individual strategies for
change should be developed through effective research programmes as
part of the research and development initiatives discussed on pp. 10-16.

Use methods of organizational change

Within health care organizations, initiatives for change may often be met
with a variety of organizational strategies for resistance. An extensive
literature on organizational change (8) can be a valuable resource in
improving the efficacy of institutional quality assurance initiatives. The
larger and more complex the organization, the more successful it tends to
be in resisting change. Quality assurance, however, must be seen as an
agent of institutional change, if it is to be effective. Accordingly, insti-
tutional quality assurance programme staff will need to develop extensive
skills in the identification of the causes of resistance to change in organ-
izations, and in strategies and tactics of organizational change.

Four categories of strategv for change have been identified in the
literature (9). These include re-education, facilitation, persuasion and
power.
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Re-education

Re-education is the process by which the organization and its members
learn new and, hopefully, better ways of doing things. This approach is
based on the principle that reasonable individuals will react reasonably
when they are given information that allows them to conclude that change
is appropriate. In this capacity, it is critical that the information be
presented in a non-threatening fashion. Hence, the availability of infor-
mation systems for quality assurance will be a key component.

Facilitation :

Facilitative strategies are those that attempt to assist the organization in
changing itself. These include a variety of methods developed by social
scientists, including organizational psychologists, such as team building,
conflict resolution, consensus building, and other small group methods for
facilitating the process of organizational change

Persuasion

Persuasion strategies will rely on the ability of a respected member of the
organization, or an outsider of influence, to stimulate consideration of a
new or different approach to organizational performance. This mechanism
is most effective early in the process of change and requires-that other
methods be available to continue to sohdlfy the process once change has
begun. .

Power

Strategies for change based on power are often used in organizations, but
have several undesirable characteristics. Power is an external motive for
change, and often produces surface compliance with initiatives for change,
while stimulating deeper resistance to long-lasting change. Power can
serve as a successful external motivator, but must be supplanted by an-
other mechanism for solidifying and internalizing the new behaviour thus
created. Nonetheless, the exercise of effective power strategies for change
by those who have power within the organization, or the power to affect
the organization from outside, can be extremely valuable mechanisms for
initiating the process of change :

In the area of improvement, there is also a clear need for additional
research so that more cost-effective means may be found for facilitating
improvements in care. Many of these improvements may involve the very
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nature of health services in the developed countries, particularly our
current reliance on curative medicine and sophisticated technology. It may
well be demonstrated that one of the most effective mechanisms available
for quality improvement would be to stimulatc greater reliance on the
prevention of illness and on the personal and individual responsibility of
the public for its own health. In any event, there will continue to be a need
for effective mechanisms for identifying and solving patient care problems;
accordingly, the need for quality assurance in health care will persist.

CONCLUSIONS AND RECOMMENDATIONS

WHO must play a leading role in facilitating the development, promotion,
and implementation of effective mechanisms for quality assurance in the
European Member States. Although the nature of the specific activities to
be conducted by each country will vary with its social, political and
professional situation, seven major principles can be enumerated to serve
as guidelines for WHO and the European Member States in working
towards an effective and efficient approach to quality assurance in health
care.

1. The methods employed must lead to the identification and resolution
of problems in the provision of health services and to the identification of
opportunities for improvement in health care, so as to have positive effects
on the physical, mental and social wellbeing of patients.

2. Quality assurance activities should include consideration of efficiency
and risk, as well as effectiveness, in order to promote care that achieves
optimal benefits, at minimal cost, with minimal risk of further injury or
disability.

3. Consideration must be given to developing programmes that encom-
pass the emotional and social aspects of health care quality, as well as the
scientific and technical aspects.

4. Quality assurance activities must be integrated into the direct clinical
and institutional management functions of health professionals and health
care institutions, rather than separated or isolated from those activities.
Accordingly, quality assurance should become an operational responsi-
bility of line management personnel, both clinical and administrative, at
all levels of health care. Adequate resources and support to facilitate and
coordinate quality assurance activities should be provided by the admin-
istration of each health care organization.
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5. The appropriate locus of quality assurance activities extends across
every organizational level in health care, from the individual interaction
between patient and provider through institutional subunits, institutions
and regions, to countries.

6. All health professions have a public obligation to participate in quality
assurance activities. Because the provision of health services requires the
coordinated efforts of a variety of health disciplines, evaluation and im-
provement of the quality of health services should also be performed
through interdisciplinary coordination of the professionals involved in
care.

7. Because health care is a rapidly changing field, and health care quality
assurance methods are still in a period of experimentation and develop-
ment, any approach chosen for quality assurance in the Member States
should maintain the flexibility to change as the state of the art of quality
assurance continues to evolve.

These principles should provide important signposts for the develop-
ment of quality assurance activities at the national level. In order to
facilitate the further development and implementation of quality assur-
ance programmes consistent with these principles, the Working Group
made the following recommendations.

1. A comprehensive plan should be developed and implemented for the
collection and dissemination of information on quality assurance
methods, activities, and results in the Member States. The development of
informational, motivational and technical publications on quality as-
surance should be included in this plan for such audiences as the public,
health policy-makers, health professionals, health services financiers, and
educators. ' :

2. Organizations of health professionals in the Member States should be
encouraged to plan and implement programmes to increase the motivation
of their members to be actively involved in quality assurance activities.

3. Each Member State should, as a component of its national health plan,
define the organization(s) responsible for quality assurance activities and
establish mechanisms for assuring the public that those responsibilities
are met. : o

4. Member States should be encouraged to allocate a percentage of their
financial resources for health services to quality assurance research, de-
velopment, education, and implementation:
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5. Educational institutions in the Member States should develop pro-
grammes for training all health care students in quality assurance, such
that the attitudes, skills and knowledge necessary for effective quality
control are developed in each individual. In addition, appropriate post-
graduate or continuing education programmes should.be developed to
foster these attitudes, skills. and knowledge among practising health
professionals.

6. Where necessary and appropriate, Member States should develop
legislation to implement the recommendations outlined above.

The Working Group recognized that the principles and recommen-
dations it had enumerated were ambitious. It was further recognized that
efforts to implement these recommendations must of necessity be gradual
and that the areas of emphasis will vary among the Member States.
Nonetheless, the Working Group felt that the principles and recommen-
dations should serve as a long-range framework within which WHO and
its individual Member States could work towards the ultimate objective of
acomprehensive system for quality assurance as an essential component of
the health care delivery system. The Working Group concluded that as
health professionals, health care institutions, governments and the edu-
cational system work together towards this goal, the public they serve will
benefit from effective, efficient health services that maximize the oppor-
tunity for each individual to enjoy good health.

REFERENCES

1. Vuori, H.V. Quality assurance of health services. Copenhagen, WHO
Regional Office for Europe, 1982 (Public Health in Europe, No. 16).

2. McLamb, J.T. & Huntley, R.R. The hazards of hospitalization. Southern
medical journal, 60: 469-472 (1967).

3. Steel, K. et al. Iatrogenic illness on a general medical service at a
University Hospital. New England journal of medicine, 304: 638-642
(1981).

4. Donabedian, A. The definition of quality and approaches to its assess-
ment. Ann Arbor, Health Administration Press, 1980.

5. Selbmann, H.K. et al. Comparison of hospitals supporting quality
assurance.Methods of information in medicine, 21: 75-80 (1982).

6. Jessee, W.F. Identifying health care qualiry problems: a practical manual.
Chapel Hill, Department of Health Policy and Administration, 1982
(HPAA Monograph, No. 8).

21



Vanagunas, A. Quality assessment: alternate approaches. Quality re-
view bulletin, 5(2): 7-10 (1979).

‘Jessee, W.F. Approaches to improving the quality of health care:

organizational change. Quality review bulletin, 7(7): 13-18 (1981).
Zaltman, G. & Duncan, R. Strategzes for planned change. New York,

"~ John Wiley, 1977.

22



Annex 1

PARTICIPANTS

Temporary advisers

Mr L. Bohigas, Chief, Department of Health Care Planning, Catalan
Regional Health Authority, Department of Health and Social
Assistance, Directorate-General of Health, Barcelona, Spain
(Chairman)

Dr J. Heyrman, Minderbroedstraat 17, Leuven, Belgium

Dr W.F. Jessee, Associate Professor of Health Policy and Adminis-
tration, The University of North Carolina at Chapel Hill, Chapel
Hill, NC, USA (Rapporteur)

Dr D. Jolly, Director, Programme of Public Assistance in Paris, France

Dr A. Net i Castel, Medical Director, Hospital de la Santa Creu i Sant
Pau, Barcelona, Spain

Mrs R.M. Pelkonen, Kopolantie, Suonenjoki, Finland

Dr F. Perraro, Emergency Internal Medicine Department, General
Hospital, Udine, Italy

Dr E. Reerink, Executive Director, National Institute for Quality
Assurance in Hospitals, Utrecht, Netherlands

Professor P. Reizenstein, Department of Haematology, Karolinska
Institute, Stockholm, Sweden

Dr P. de Schouwer, Secretary-General, Ministry of Public Health
and Family Affairs, Division of International Relations, Brussels,
Belgium

Professor H.K. Selbmann, Ludwig-Maximilians University, Institute
for Medical Data Processing, Department of Statistics and Bio-
mathematics, Munich, Federal Republic of Germany

23



Dr M.G. Sheldon, Department of Community Health, University of
Nottingham Medical School, United Kingdom

Professor M. Simonic, Zelemgak 43, Zagreb, Yugoslavia

Dr R. Sunol, Quality Assurance Coordinator, Hospital de la Santa
Creu i Sant Pau, Barcelona, Spain

Mr J. Wyn Owen, Director, Health Services Develop\r‘nenf Groﬁp,
United Medical Enterprises Ltd., London, United Kingdom

Representatives of other organizations
International Council of Nurses

Dr J. Nadal, Executive Adviser for Teaching and Research, Ministry of
Health and Consumer Affairs, Madrid, Spain

Ms M.T. Piulachs, Director of the Department of Teaching and Re-
search, Hospital de la Santa Creu i Sant Pau, Barcelona, Spain

Observers
Dr J.L. Ausin, Health Inspection Departmént, Barcelona, Spain

DrJ.L. Lancho, Sub-Director General of Health Evaluation, Ministry
of Health and Consumer Affairs, Madrid, Spain

Mrs C. Netzel, Director of Nursing, Hosplta] de la Santa Creu i Sant
Pau, Barcelona, Spam

Dr H. Pardell, Head of Internal Medicine Department Hospltal “Creu
Roja”, Barcelona, Spain

Dr J. Ramos Sarasa, Sub-Direétor of Functional Arrangements, Min-
istry of Health and Consumer Affairs, Madrid, Spain

Mrs M. Shanahan, Director, Department of Publications, Joint Com-
mission on Accreditation of Hospitals, Chicago, IL, USA

WHO Regional Office for Europe -
Dr H. Vuori, Regional Officer for Primary Health Care

24



RESUME

Introduction

Les quinze membres du groupe de travail sur les principes de 1’assurance de
la qualité et les quatre observateurs présents étaient notamment des médecins,
des fonctionnaires d’administration sanitaire, des enseignants en médecine et
des enseignants en santé publique représentant des domaines professionnels
divers. (soins infirmiers, sciences économiques, biostatistiques et administra-
tion hospitaliére). Ils venaient des pays suivants : République fédérale d’Alle-
magne, Belgique, Espagne, Etats-Unis, Finlande, France, Italie, Pays-Bas,
Royaume-Uni, Suéde et Yougoslavie.

Partant de I’hypothése selon laquelle 1'assurance de la qualité est un
concept nouveau mais qu’il est souhaitable de mettre en ceuvre dans les
Etats Membres de la Région européenne de I’'OMS, le groupe de travail
devait suggérer comment présenter ce concept aux autorités sanitaires, aux
professionnels de la santé, a la communauté scientifique et aux consomma-
teurs de services de santé. Il a essayé d’analyser et d’apporter une réponse
aux questions suivantes :

— pourquoi I’assurance de la qualité est-elle nécessaire ?

— quels sont ses objectifs ?

— quel est le meilleur moyen de I'introduire aux niveaux national et
local ?

— quelles activités doit comporter un programme d’assurance de la
qualité ?

— comment améliorer la qualité des services dans le cas ou ceux-ci sont
considérés non satisfaisants ?

Information de base

Bien que ni ’Assemblée mondiale de la santé nile Comité régional n’aient
adopté de résolutions mentionnant explicitement I’assurance de la qualité,
lorigine de ce concept apparait clairement : la qualité figure implicitement
dans la Constitution de I’'OMS, dans les sixiéme et septiéme programmes
généraux de travail et dans de nombreuses recommandations concernant
la fixation de normes et de critéres ainsi que 1’évaluation des services de
santé. Il est également clair que I’intérét pour I'assurance de la qualité est de
plus en plus net dans les Etats Membres.
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L’intérét que I’'OMS porte actuellement a cette question découle
naturellement et logiquement de ses activités antérieures qui ont reflété ce
mandat implicite. Si ’on regarde les rapports et recommandations des groupes
de travail réunis par le Bureau régional, on s’apergoit en effet que le concept
de P’assurance de la qualité apparait de plus en plus fréquemment au cours
des discussions sur P’évaluation des services de santé et I'utilisation efficace
des ressources disponibles.

Thémes de discussions et conclusions

Le groupe a essayé de définir plus clairement les caractéristiques souhaitables
des programmes d’assurance de la qualité dont la nécessité ne fait plus de
doute. Comme dans le cas des procédés industriels, il est essentiel d’intégrer
a tout systéme de prestations des mécanismes efficaces d’évaluation et d’amé-
lioration des soins de- santé. Devant la complexité et la technicité croissantes
des systémes de services de santé des pays développés d’Europe et d’autres
régions du monde, les anciennes méthodes (telles que la certification du
personnel et d’institutions) ne permettent plus de controler de maniére satis-
faisante la qualité des soins. Il faut donc élaborer de nouveaux mécanismes
et méthodes pour garantir la responsabilité des professionnels de la santé et
des institutions de soins a I’égard du public qu’ils servent.

Le groupe de travail a conclu que I’OMS devrait montrer la voie a suivre
pour faciliter la conception, la promotion et ’application de mécanismes
efficaces d’assurance de la qualité dans les Etats Membres de la Région euro-
péenne. Bien que la nature des différentes activités que réaliseront les divers
Etats sera fonction du contexte social, politique et professionnel, le groupe
de travail a fixé sept grands principes directeurs qui devront permettre a
I’OMS et aux Etats Membres de la Région européenne d’aborder avec effica-
cité et efficience la mise en place d’activités d’assurance de la qualité des
soins de santé.

1.  Les méthodes utilisées doivent conduire a I’identification et a la solu-
tion des problémes posés par la fourniture de services de santé et a I'identifi-
cation des possibilités d’amélioration des soins pour accroitre le bien-étre
physique, mental et social des patients.

2. Lassurance de la qualité ne doit pas étre seulement efficiente, mais
également efficace et tenir compte des risques, c’est-a-dire déboucher sur des
soins d’une qualité optimale, pour un colit minimum et qui réduisent au
minimum les risques d’aggravation des traumatismes ou des handicaps.

3. I faut chercher a élaborer des programmes qui tiennent-compte, outre
des aspects scientifiques et techniques, des aspects sociaux et affectifs de la
qualité des soins de santé. -
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4. Les activités d’assurance de la qualité ne doivent pas €étre isolées ou
séparées des fonctions cliniques et de gestion des professionnels et des insti-
tutions de santé mais y étre directement intégrées. L’assurance de la qualité
doit donc dépendre du personnel chargé de la gestion des soins comme de
I’'administration, a tous les niveaux, y comprs au niveau des soins de santé
primaires et des institutions. Le responsable de chaque organisation presta-
taire de soins de santé devrait fournir les ressources et I'appui nécessaires
pour faciliter et coordonner les activités d’assurance de la qualité.

5.  L’assurance de la qualité doit englober tous les niveaux des soins de
santé, depuis la relation entre le patient individuel et le prestataire de soins
jusqu’au niveau de institution, de la région et de la nation.

6. Toutes les professions de santé ont 1’obligation, vis-a-vis du public, de
participer aux activités d’assurance de la qualité. La fourniture de services de
santé supposant les efforts coordonnés de diverses professions de santé, I’éva-
luation et I’amélioration de la qualité de ces services doivent également étre le
résultat d’une coopération interdisciplinaire des professionnels concernés.

7.  Etant donné que les soins de santé sont un domaine en évolution rapide
et que les méthodes d’assurance de la qualité des soins sont encore au stade
de I’expérimentation et du développement, toute approche choisie par les
Etats Membres doit étre suffisamment souple pour pouvoir étre modifiée
et améliorée.

Recommandations

Afin de faciliter 1’élaboration et I’application de programmes d’assurance
de la qualité conformes a ces principes, le groupe de travail a formulé les
recommandations suivantes :

1. L’OMS devrait élaborer et mettre en ceuvre un plan général de collecte
et de diffusion d’informations sur les activités d’assurance de la qualité,
les méthodes utilisées et les résultats obtenus par les Etats Membres. Ce
plan devrait également inclure la préparation de publications techniques,
d’information et d’encouragement a 1’application de I’assurance de la qualité
et destinées aux responsables de la santé publique, aux professionnels de
la santé, aux financiers des services de santé et aux enseignants en soins
de santé.

2. Les organisations professionnelles sanitaires des Etats Membres devraient
étre encouragées a concevoir et a mettre en ceuvre des programmes destinés
4 motiver davantage leurs membres a prendre une part active a I’assurance
de la qualité.

27



3.  Chaque Etat Membre devrait, dans le cadre de son plan sanitaire natio-
nal, définir la ou les organisations responsables des activités d’assurance de la
quahte et mettre en place des mécanismes afm de montrer au pubhc qu’il
s’est acquitté de ses responsabilités. o

4. 1 faudrait encourager les Etats Membres & affecter une part de leurs
ressources financiéres 4 la recherche et au développement de services d’assu-
rance de la qualité, a I’application de ces services et a leur enseignement.

5. Les centres d’enseignement des Etats Membres devraient définir des
programmes de formation des étudiants de toutes professions sanitaires
a l’assurance de la qualité afin que chacun ait les attitudes, les compétences
et les connaissances nécessaires 4 un controle efficace de la qualité. De
plus, il faudrait mettre en place des programmes appropriés de formation
permanente pour permettre aux professionnels de la santé déja en activité
d’acquérir ces attitudes, compétences et connaissances.

6. Si cela est a la fois nécessaire et possible, les Etats Membres devraient

élaborer une leglslanon pour mettre en ceuvre les recommandations exposées
ci-dessus. :
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ZUSAMMENFASSUNG

Einleitung

Die fiinfzehn Teilnehmer und vier Beobachter der obigen Arbeitsgruppe um-
faRten mehrere Arzte, Beamte des Gesundheitswesens sowie Lehrkrifte aus
dem medizinischen Bereich und dem offentlichen Gesundheitswesen; an
Fachbereichen waren vertreten: Krankenpflege, Wirtschaft, Biostatistik und
Krankenhausverwaltung. Die Teilnehmer kamen aus den Lindern Belgien,
Bundesrepublik Deutschland, Finnland, Frankreich, Italien, Jugoslawien, Nie-
derlande, Schweden, Spanien, USA und Vereinigtes Konigreich.

Ausgehend von der Annahme, da Qualititssicherung ein neues, anstre-
benswertes Konzept der europiischen Mitgliedstaaten der WGO ist, wurde die
Arbeitsgruppe beauftragt, eine Strategie fir die Einfithrung dieser Disziplin
bei Gesundheitsbehorden, Gesundheitsfachkriften, in wissenschaftlichen
Kreisen und bei den Empfingern von Gesundheitsleistungen zu entwerfen.
Die Arbeitsgruppe bemiihte sich um die Untersuchung und Beantwortung
nachstehender Fragen:-

— Warum bendtigt man die Qualitatssicherung?
' — Welches sind ihre Ziele?
Wie kann sie am besten auf nationaler und lokaler Ebene eingefiihrt
werden?

Welche Tiatigkeiten soll ein reelles Qualitédtssicherungsprogramm um-
fassen?

— Wie kann die Qualitit der Dienstleistungen, falls sie nicht zufrieden-
stellend ist, verbessert werden?

|

Allgemeines

Obwohl die Weltgesundheitsversammlung und das Regionalkomitee keine Re-
solutionen iiber die Qualititssicherung als solche verabschiedet haben, liegt
trotzdem eine klare Aufgabenstellung vor: Die Forderung nach Qualitit ist
implizit in der WGO-Verfassung, dem Sechsten und Siebenten Allgemeinen
Arbeitsprogramm und in den zahlreichen Empfehlungen enthalten, die sich
auf die Erstellung von Normen und Standards und die Bewertung der gesund-
heitlichen Dienstleistungen beziehen. Auferdem nimmt offensichtlich das In-
teresse der Mitgliedstaaten an der Qualitatssicherung zu.
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Das gegenwirtige Engagement der WGO beziiglich der Qualititssicherung
ergibt sich automatisch aus fritheren Titigkeiten, die implizit die genannte
Aufgabenstellung enthalten. Bei Durchsicht der Berichte und Empfehlungen
im Zusammenhang mit Arbeitsgruppentagungen, die vom Regionalbiiro veran-
staltet worden sind, st6t man bei Behandlung der Evaluierung der Gesund-
heitsleistungen und bei der Besprechung einer effektiven Nutzung der vorhan-
denen Ressourcen in zunehmendem Mafle auf Fragen der Qualitit.

Besprechungsthemen und Schluifolgerungen

Die Arbeitsgruppe bemiihte sich um eine klarere Festlegung der Merkmale, die
ein Qualititssicherungsprogramm haben sollte. Dafl Qualititssicherung bend-
tigt wird, steht fest. Wie bei industriellen Prozessen werden auch bei der Lei-
stungserbringung im Gesundheitssektor effektive Mechanismen zur Beurtei-
lung und Verbesserung der Gesundheitsversorgung absolut benétigt. In dem
Mafle, wie die Komplexitit und technologische Verfeinerung des Gesund-
heitsdienstes in den Industrielindern Europas und anderen Bereichen der Welt
zunehmen, werden frithere Praktiken der Qualititskontrolle (z.B. Zulassungs-
bestimmungen fiir Personal und Institutionen) iiberholt und kénnen dem
Zweck der Qualititskontrolle nicht mehr gerecht werden. Es miissen also neue
Methoden und Verfahren der Qualitétssicherung eingefiihrt werden, damit die
Gesundheitsberufe und die Institutionen der Gesundheitsversorgung ihre
Pflicht gegeniiber der Offentlichkeit erfiillen konnen.

Die Arbeitsgruppe kam zu dem Ergebnis, daf} die WGO hinsichtlich der
Ausarbeitung, Forderung und Umsetzung effektiver Mechanismen der Qua-
litdtssicherung in den europiischen Mitgliedstaaten eine fiihrende Rolle iiber-
nehmen solle. Auch wenn die spezifischen Aktivititen jedes Landes entspre-
chend den sozialen, politischen und beruflichen Gegebenheiten von denen
anderer Linder abweichen werden, sollten nach Meinung der Arbeitsgruppe
hinsichtlich eines effektiven und effizienten Ansatzes fiir die Qualitiitssiche-
rung fiir die WGO und ihre europiischen Mitgliedstaaten s1eben Grundsitze
gelten:

1. Die anzuwendenden Methoden miissen bewirken, da} die Probleme beim
Leistungsangebot identifiziert und gelost und die Moglichkeiten einer Verbes-
serung der Gesundheitsversorgung erkannt werden; auf diese Weise wird das
‘korperliche, geistig- psychxsche und soziale Befinden der Patienten positiv
beeinfluBt.

2. Bei der Anwendung der Qualititssicherung miissen auch Effizienz, Risi-
ken und Effektivitit beriicksichtigt werden, damit bei minimalen Kosten und
der geringstmoglichen Gefahr weiterer Gesundheltsschaden oder einer Behin-
derung ein optimaler Nutzen erzielt wird.
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3. Bei der Ausarbeitung der Programme ist darauf zu achten, daf auch die
emotionellen und sozialen Aspekte der Versorgungsqualitit sowie die wissen-
schaftlich-technischen Aspekte mit einbezogen werden.

4. Die Qualititssicherung muf} in die direkten klinischen und institutionel-
len Managementfunktionen der Gesundheitsfachkrifte und Versorgungsein-
richtungen eingebaut und darf nicht von ihnen abgetrennt werden. Dement-
sprechend sollte die Qualititssicherung in den betrieblichen Verantwor-
tungsbereich des klinischen und administrativen Managementpersonals auf
allen Stufen der Gesundheitsversorgung fallen - dies sowohl in der Primérver-
sorgung als auch im Bereich der institutionellen Betreuung. Die Verwaltung
jeder Gesundheitsversorgungsstelle sollte fir ausreichende Ressourcen sorgen
und die Tatigkeiten der Qualititssicherung erleichtern bzw. koordinieren.

S. . Der Anwendungsbereich der Qualititssicherung erstreckt sich auf alle or-
ganisatorischen Ebenen des Versorgungswesens und erfafit den gesamten
Bereich von der Wechselbeziehung zwischen Einzelpatient und Leistungser-
bringer bis hin zu institutionellen Teilbereichen, Institutionen, Regionen und
Staatsebene.

6. Alle Gesundheitsprofessionen unterliegen einer offentlichen Verpflich-
tung zur Anwendung von Qualititssicherungsmafistiben. Da die Erbringung
von Gesundheitsversorgungsleistungen den konzertierten Einsatz verschiede-
ner Gesundheitsdisziplinen voraussetzt, sollte auch die Evaluierung und Qua-
litatssteigerung hinsichtlich der Gesundheitsgiiter im Rahmen einer interdis-
ziplindren Zusammenarbeit der entsprechenden Fachbereiche erfolgen.

7. Da die Gesundheitsversorgung einer laufenden Anderung unterliegt und
sich die Qualititssicherungsmethoden noch im Stadium der Entwicklung be-
finden, sollte man beim Einschlagen eines bestimmten Weges zur Durchfiih-
rung der Qualititssicherung in einem Mitgliedstaat eine gewisse Flexibilitit
bewahren, damit man sich dem jeweiligen Entwicklungsstand dieses Fach-
gebiets anpassen kann.

Empfehlungen

Um die Ausarbeitung und Umsetzung von Qualitdtssicherungsprogrammen
gemafl diesen Prinzipien zu ermoglichen, empfiehlt die Arbeitsgruppe fol-
gendes:

1. Die WGO sollte einen umfassenden Plan zur Erfassung und Verbreitung
von Informationen iiber Methoden, Titigkeiten und Ergebnisse der Qualitits-
sicherung in den Mitgliedstaaten ausarbeiten und verwirklichen. Der Plan soll-
te auch die Erstellung von informatorischen, motivierenden und technischen
Schriften beriicksichtigen, die an Entscheidungstriger des Gesundheitswesens,
Gesundheitsfachkrifte, Stellen der Gesundheitsverwaltung und Lehrkrifte
zu verteilen sind.
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2. Die Verbinde der Gesundheitsfachkrifte in den Mitgliedstaaten sollten
ihre Mitglieder zur Mitarbeit an Qualititssicherungsprojekten anregen.

3. Jeder Mitgliedstaat sollte im Rahmen seines nationalen Gesundheitsplans
die Stelle (oder Stellen) festlegen, die fir die Qualititssicherung zusténdig ist
(sind) und Verfahren entwickeln, damit die Offentlichkeit iiberzeugt sein
kann, dal man seiner Verantwortung nachgekommen ist.

4. Die Mitglieds‘taaiten sollten dazu angehalten werden, einen gewissen Teil
des Gesundheitshaushalts fiir die Forschung, Entwicklung, Unterweisung und
‘praktische Durchfithrung der Qualititssicherung abzuzweigen.

5. Die Lehranstalten der einzelnen Linder sollten in ihren Ausbildungsplan
auch die Qualititssicherung aufnehmen, damit der einzelne sich die richtige
Haltung, das entsprechende Kénnen und Wissen aneignen kann, um eine ef-
fektive Qualitétssicherung zu ermdglichen. Um den praktizierenden Gesund-
heitsfachkriften die entsprechende Haltung, das Kénnen und Wissen beizu-
bringen, sollte man auBerdem nachuniversitire Kurse und Fortbildungspro-
gramme einrichten.

6. Gegebenenfalls sollten die ‘Mitgliedstaaten gesetzliche Vorschriften zur
Verwirklichung der obigen Empfehlungen erlassen.
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PE3SDME

BBeneHne

B coBemaHuM Pafoueil Py Mo NMpAHLMIIaM ofecriedeHHA
KadecTBa NMPUHAMM y4YacTHe 15 yuyacTHMKOB H 4 HatnwnaTesa C
nNpodeCCHOHANBEHOA OpHeHTalMed B OGJIACTH CeCTPHHCKOIO nena,
DKOHOMHKH, OHOCTATHCTHKH H OOJIBHAYHOIO OOC/TYXHMBaHHUA. Cpeln
HMX O Bpaud, PaAOOTHHKH OPHLIMAITBHHX OPraHOB 3OpaBooOXpa-—
HeHHA, MPEeoNaBaTelld MeIHLIMHCKHX HAayK H OOMeCcTBEHHOrO
3JpaBOOXpaHeHHuA. Ha coBemaHHH OwUTH MPEencTaBJsieHH BesbruA,
WUtamuAa, WcrniaHuA, HugepnaHow, CoemMHeHHOe KOpoJsieBCTBO,
CoenuHeHHHEe MTATH AMEpPUKH, ¢denepaTHBHaA PecriyO/HKa
T'epManyy, OUHIAHIMA, $paHiMA, lBetMA H DrocnaBus.

C yuyeTOM TOr'o, 4To ofecrieyeHue KayecTBa ABJAETCA
HOBHM U B TO Xe BpeMA XeJlaTeJILHHM [MPHHLIMIIOM OeATeSbHOCTH
eBPONEHCKUX TOCYNAPCTB - WieHoB BO3, nepen Ipyrmion Gsina
[ocTaBjieHa 3afilaya paspatoTaTh CTPATervw pa3bACHEHHA ITOro
[IPUHUMIIA CPelH MpencTaBUTesIe OpraHOB 3OpaBOOXPAHEHWA,
MenpaOCoTHHKOB, HAYYHOHW OOMEeCTBEHHOCTH H IMALMEHTOB.
YYaCTHMKH I'PYITIH MNOMNTAIMCEH [TPOAHAM3KPOBAaTh U IATH OTBET
Ha cjienymMde BOITPOCH .

- TloueMy csienyerT O0ecTieudBaTh KauecTBO?

- Kaxuve UeJM MpH 3TOM NpecnenywnTcA?

- KaxkoBH ONTHMAJIBHHE ITyTH BHEeOPeHHWA 3TOr'O IMPHHLMIA Ha
HALMOHAJIbHOM ¥ MECTHOM YPOBHAX?

— Kaxkue MeporpyATHA OOEHH BOHTH B ITPAKTHYECKYH
MpOrpaMMy OGecCrieyeHHA KadecTBa?

- Kaxk MOXHO MOBHCHTBE KayecTBO OOCJIYXHBAHHA, €CJM 3TO
HeoOXOmMMO?

HcxomHaa wHpopMaLMA

Xora BceMupHaAa accambrnieA 30PaBOOXPAHEHMA H
PervoHasNbHul KOMUTET He MPHHHUNMAIIH KaKHX~JIMOO Pe3O/moliMi, B
KOTOPHX KOHKPETHO YTIOMHHAETCA BO{IpOC ODecTiedeHHA KayecTsa,
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HeoOXOOMMOCTE B MNpOBEeOeHHMH 3TOW paGoThH OYeBHIHa: BOMpoC
ofecrieueHHI KauyecTBa HameJsl YeTKOe BHpaXxeHHe B Yc:'raBe BO3,
HecTot U CeneMoil OOmMMX nporpaMMax padoTh, BO- MHOI'MX
PeKOMeHAaIMAX, KacawmiXcA pa3paldoTKM HOPM UM CTAaHNapTOB, a
TaKXe OLEHKH NeATeNbHOCTH CIIYXO 3OpaBOOXpaHEHHA.
F'ocymapcTBa—-u4JieHn BCe B OOMbuEl CTEreHH MPOABAOT
OYEeBHIOHHI HWHTEepeC K BornpocaM ofecrieyeHHUA KavecTBa.

BHHMaHHe, KOTOpoe cefiyac BO3 ynesAeT obecneveHuio
KavecTBa, ABIAETCA €CTECTBEHHLHM H JIOTHYHBIM CliefCTBHEM
MEepOITPUATHII, MPOBENEHHHX DaHee, C YYEeTOM BHITOMHEHUA YeTKO
TIOCTaBJ/IEHHOR UeyM B 3Toft ofslacTU. M3 aHa/mM3a OTYeTOB U
PexKoMeHpalit paGouHX Py, CO3HBABMMXCA PerHOHAMBHEIM
6WpPO, BHOHO, YTO KOHUEMIMA KauvecTBa BCe Ooblle CTaHOBUTCHA
[IPeOMEeTOM OHCKYCCHH MO BOMPOCAM OLeHKH CITYX6
30paBOOXPaHeHHA U 3PPEKTHBHOCTH HCTIONB30OBAHHA UMEMUXCA
PeCcCypCoB.

TeMy OUCKYCCH1 M BHBOIN

B Xome COCTOABMHUXCA IUCKYCCHH YUYACTHMKH I'pyTIH
MOTHTHCE OOJlee YETKO ONPelNeSMTEL OITHMAIILHHE
XapaKTePHUCTHKH MPOrpaMM obecCrieyeHHA kadecTsa. Bun coenaH
BHBOLO O HeOOXOmMUMOCTU OOeCTIeyeHHA KauvecTBa. Kak U B
YCJIOBHAX NMPOU3BONCTBA, PPEeKTUBHHE MEXaHU3MH OLIeHKH M
COBEPMEHCTBOBAHNA KauyecTBa MeIUKO—-CAHUTAPHOHN IOMOMM
ABNANTCA CYMECTBEeHHHMHU KOMITOHEHTaMH JI0601 CUCTEeM:
30paBOOXpaHeHHWA. C yCJIOKHEHMeM XapakTepa W YKperUleHHeM
TEXHUYECKHX BO3MOXHOCTEH CHCTEM MEeIMKO—CaHMTAPHHX CIyx0 B
Pa3sBUTHX CTpaHax EBporsl ¥ OPYrHX padoHaxX MHpa CTajlo
OUEeBUNHHM, YTO CYMECTBYWMHE MeTOOH KOHTPOJIA KayecTsa
(Takve, kaxk BHOAYA COOTBETCTBYWMMX DaspemeHHH NnepcoHany H
YUPEXIOEHUAM) He MOrYT OOGeCTieuMTh Halslexamuii KOHTPOJb 3a
KA4eCTBOM OOCJIYKUBaHMA. [IO3TOMY BO3HHMKJIAQ HEOOXOIMMOCTE B
HOBHIX METONAX U MeXaHH3MaX obecrieveHHA KayecTBa VA TOrO,
4yTOGH HacesSIeHHEe MOrJfI0 KOHTPOJMPOBATE NEATEIHHOCTE
MEeIMLIMHCKOI'O MepCcoHasia U yupexXOeHWi 3ApaBOOXPaHEeHHs.

PaGoyad rpymma npumsia K 3aKJIYeHH O TOM, 4uTO BO3
IOJIXHA WI'PaTh BeoymMylw POJIb B INEATEJILHOCTH, Crioco6CTByIoME!
paspaboTKe, YKPeIUIeHMI0 U BHeOpeHHd 3(PPEeKTHBHHX MeXaHM3MOB
obecrieyeHra KavecTBa B eBPOMNefCKHX rocylapCTrBax—uieHaX.
XOoTA XapaKTep KOHKPETHHX MEPOITPHUATHN, KOTOopue OyayT
MPOBOMMTRECA CTPaAHaMH, 3aBUCHT OT MPEeBAJMPYOMEX B HMX
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COLIHANTBHO-TIO/IMTHYECKOH OOCTAaHOBKH H HAJMUYMUA [epCOHaNa,
Paboyad Ipyrra CuMTaeTr, 4To c/lenylmHe CeMb OCHOBHHIX
IMPHHLIATIOB MOTYT ONTE HCTIONBL3OBAHW BO3 H eBpPONeHCKHUMH
rOCyIAPCTBAMH-WIeHAMH B KAuyeCcTBe PeKOMEeHOAUWHA ITpH
opraHM3alMy paboTH, CBA3AHHOH C pa3padoTkod 3PPeKTHBHOI'O H
OEHICTBEHHOI'O noaxoaa k ofecrieyeHHw KadecTsa
MeIOUKO-CaHUTAPHOM [IOMOMH .

1. UcCniorme3yeMie MeTOON OOIXHH CocOOCTBOBATE OlpefesieHHo
H pemeHH MpolOneM OpPraHH3alMH CIyxO 3I0paBOOXPaHeHHuA,
onpeneneHd BO3MOXHOCTEH COBEPNEeHCTBOBAHHUA OOCITYXMBAHMUA B
uenAax obecrneyeHHUA PU3IHUYECKOr'o, TMCHXHYEeCKOr'o H COLHANBLHOO
6NaroCOCTOAHUA TMALMEeHTOB.

2. Mepn 1o obecrieyeHUK KayecTBa NO/IXHH pa3pabaTiBaTBCA C
Yy4YeTOM TakKHX [MOHATHH, KaK OeHCTBEeHHOCTH, PHCK H
2$PeKTUBHOCTE B LUEJIAX CONSACTBHA PA3BHTUK T[IOMOMY,

O3 BOJIAMEN OOCTHIHYTE OTHUMANILHHX DPe3yNbTaTOB ITPH
MHHHMARJTEHHX 3aTPaTax H C MHMHHUMANBLHHM DUCKOM HaHEeCeHUA
Oonenero ymepfa 3I0pOoBBK OOJIBHBIX.

3. CrnienyeT VIOeNATH BHUMaHHe pas3padoTke MporpaMM,
BKJIOYAKNMHUX SMOLMOHAJIBEHHE H COUMAIBHHE aCTIeKTH KadecTBa
MeOUKO—~CaHUTAPHOM TIOMOMH, a TaKXe HaydyHO-TeXHHYEeCKHe
ACTIEKTH .

4, Meph no OBecCTieueHHK KadvecTBa NOJIXHH CTaTh COCTAaBHOM
YacTbl0 NeATeJSIbBHOCTH KJMHHMLIMCTOB U pAabOTHHKOB CTAlLMOHAapPOB,
a TaKxe yuypexIeHMH 3I0paBOOXPAaHEeHWUA, HUX He crenyeT
[MPOBOOUTE OTOEJIBHO WJIH H30OJSIMPOBAHHO. COOTBETCTBEHHO,
obecrieyeHHe KavyecTBa [JO/MXHO CTaTh ONEepaTUBHOM 3anaded
JIMHEMHOI'O PYKOBOIAMEIr'O MepPCOHaNa, KAaK KJIMHULIMCTOB, TakK H
AIMHHUCTPATOPOB HA BCEX YPOBHAX MEIOHKO—-CAHWUTAPHOM ITOMOMH,
BKJIOYAA NEPBUYHYD MEIUKO—CAHUTAPHYW MOMOME U CTalMOHApHOe
OOCITyXUBaHHE., AOMMHUCTPALIMA KaXOoro yJypexneHWs
30paBOOXPAHEHHA NOJIXKHA O0eCTieuMBaTh HeOOXONMMHE PecCyPCH H
MOANEPXKY C TeM, UYTOOH CONeHCTBOBATEH MMPpOBEAEHHI0 Mep 10
ofecrieyeHH0 KavyeCcTBa H KOOPOHHHUPOBATH HX.

5. MepH Nno ofecreyeHH KayecTBa NOJIXHH 3aHUMATh
COOTBETCTBYMEEe MEeCTO B NEeATEeNIbHOCTH KaXOoro
OPraHU3aUMOHHOTO YPOBHA MEIMKO—-CAHHTAPHOW [OMOMH, HAUWHaA
C OTHOMEHWIA MexIy MALUMEeHTON U BpayoM M KOHYaA
CTALIMOHAPHHMH OTHENIEHHAMH, YJYDeXOEHWAMH, PErHOHaMH H
CTpaHaMH.
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6. Bce cneuM/MCTH 34paBOOXPAHEHHA OOA3aHH y4YaCTBOBATh B
MEpONPUATHAX no ofecrnevyeHuld Ka4YecTBa. [IOCKOJILKY
MEemMLIMHCKOe OOCJIyXHBaHWe TpelbyeT KOOPIMHAlMH YCWIHH pAna
CTIeLIMASTIMCTOB, OLIeHKA H [OBMMEeHHe KadecTBa OeATEeJIbLHOCTH
MEeIMKO—-CAHMTAPHHX CJIYXG TakxXe IOJIXKHH INPOBOOWTHCA Ha OCHOBE
MeXMMCUMIUTMHAPHOI'O COTPYIHWYECTBA MeIMIMHCKHX pPaBGOTHMKOB
pPas/MUHLX CreLrabHOCTEN.

7. YUYKTHBaA, YTO B 3IOPaBOOXPAHEHHMH IMPOMCXOOAT OhCTphe
U3MEHEeHHA, a MeTOIu ofecCrieueHHA KayecTBa MemuMKO—-CaHWTapHOH
roMOMM BCe eme HaXONATCA B CTalMH arnpobalmy U PasBHUTHA,
moboM roaxod K ofecrieueHHd KavecTBa B 'OCYIapcTBaxXx—uwieHax
IojixeH o0ecrieynBaTh BO3MOXHOCTE MPOBENEeHHA H3MEHEHWH B
CBeTe pa3BHTHA MeTOoNOB obecrieyeHHA KadyecTBa.

PexoMeHnaLmMH

Paboyaa Ipylma BHpadoTala ClledyomHde PeKOMeHINALHA C
TeM, uTOOH COINENCTBOBATH PA3BUTHIO M PEasiM3alMM MporpaMM
obBecrieyeHHA KayeCTBa, OCHOBAHHHX Ha YKA3aHHHX [MPHHLIATIAX.

1. BO3 nonmxHa pa3paboTaTh U OCYMECTBHUTH BCECTOPOHHHM
IU1aH cOopa M PaCrpOCTPAHEHMA Cpelld I'OCYyNapCTB—4JIeHOB
uHdopMalLlIMK¥ O MeTodax obecCrieueHHA KAadyecTBa, NeATEeNbHOCTH B
9TON O0JIacCTH U MNOJMYyUEeHHHX pe3ybTarax. B paMkax 3Toro
[UIaHa cJjieflyeT OOIOTOBUTH HHPOPMALIMOHHNE, MOTUBALIMOHHHE H
TeXHWMeCcKHe MyOJIHKaUMKH 10 BOMpocaM O0eCITIeyeHHA KauecTBa
IUIA TakKHX Py YHTaTeNell, KaxK PyKoBoOAmHe pabOTHHMKH
3APABOOXPaHeHuA, npodeccuoHasbHNe pabGOTHHUKHA
30PaBOOXPaHEeHUA, COTPYIOHHKH, 3aHMMaKMHECA BOIMPOCAMM
$UHAHCHUPOBAHWA 3OPABOOXPAHEHHA, W MpenonaBaTe M.

2. CrnemyeTr CONEACTBOBATH TOMY, YTOOH NMpodhecCHOHAIBHbIE
OpraHuMsauMi MeIULIMHCKUX PAGOTHHKOB IUIAHWPOBAJIM U BHIIOMHAM
MPOrpaMMel, KOTOPHE HMEeNT UeSbl0 CTHMYJIMPOBaHWe H y4yacTHe HX
WIEHOB B aKTHBHOH NEATEJIbHOCTH M0 peasy3alMu Mep,
CBA3AHHWX C OLIEHKOH KayecTsa.

3. Kaxnoe rocymapCTBO-WIeH OOJIXHO B pPAaMKax CBoero
HALMOHAJILHOI'O UaHA 3ApPaBOOXPaHEeHHA OrpenesiiTh
opraHMsalMH, OTBedalnHe 3a IMpoBeleHHe MEepOIPHATHI 10
ofecrieyeHH0 KayecTBa, 4 CO3NATh MeXaHW3Mul, MO3BOJAKMUE
HACeJIeHHI0 KOHTPOJIMPOBATH XOO HMX BHIOJIHEHWUA .
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4. CrnefyeT NOOMPATE NOCYLNAPCTBA-WIEHH K TOMY, YTOOW OHM
PUHAHCHPOBA/IM 3a CYeT CPelCTB, BuleJIAeMHX Ha
3[PaBOOXPAHEHHEe, [POBeNeHHe MEPOITPHUATHH, CBA3aHHHX C
HAYUHHMH HCC/IeNOBaAHHUAMHM, PA3BHTHEM, [MPOCBEMEHHEM H
peany3alMel Mep B OOnacTH oOecCrievyeHHA KavecTBa.

5. YuyeOHile 3aBefeHHA MoCyNApPCTB—WIEHOB IOJIXHH
pa3paboTaThk MPOrpaMMil MOArOTOBKH CTYINEeHTOB BCeX
MeIMLIMHCKHUX CrelMaJIbHOCTe! B OOJIAaCTH O0ecCrieyeHHA KavecTBa
B LeNIAX PAa3BHTHA Yy HMX HEOOXOOWMHX HABWKOB, OTHOWEHHMA W
3IHAHMIA, TMO3BOJIAKMMX OGECTIeUHBATH 3OPEKTHBHHNA KOHTPOJIb
KayecTBa. KpoMe TOro, cnemyeTr pa3padoTaTe Hawexamue
MMPOrPaMMll NTIOCTOWIUIONHOI'O H HEeMpepuBHOro OOydyeHHA WA
COOEeRCTBUA DPACTIPOCTPAHEHHO CpelH MeIHKOB-TPaKTHKOB
YKa3aHHHX 3HAHHM, OTHOmMEHHWA W HABWKOB.

6. TaM, rae 3TO HeOOXOMMNO W lenecoobpasHo,
rocynapCTBa-wieHH OOJ/IXHHN pa3paboTaTh 3aKOHOIOJIOXEeHHA,
MpeayCMATPHBAKNHE BHIOJHEHHe HW3JIOXEHHHX BhNMe PeKOMeHOALMHA.
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