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EXECUTIVE SUMMARY

In recent years, the number of developing countries that are actively engaged in the introduction
of quality assurance (QA) programmes into their health systems has steadily grown. The
increasing interest in and promise of QA has brought about the need for more communication and
sharing of experiences. Over the past couple of years, special meetings have been held in
conjunction with the annual congresses of ISQua. The purpose of these meetings has been to
provide a forum for the specific concemns and interests of developing countries with regard to
quality assurance. During the most recent conference held by the International Society for Quality
in Health Care in St Johns, Newfoundland, in May 1995, such a pre-conference mecting was held
for the third time with participants from twenty countries. This most recent meeting was
organized by the World Health Organization and the Pan-American Health Organization and was
jointly sponscred with the Agency for International Development, the Quality Assurance Project,
and CBO.

The particular objectives of this meeting were to 1) share knowledge, information and experiences
on QA related to the different situations in developing countries; 2) clarify the concepts, problems
and opportunities of different QA methodologies used in health care in developing countries; and
3) facilitate and strengthen the cooperation between developing countries, agencies, and
organizations on guality assurance-related issues.

Country presentations and in-depth discussions formed the core of the two-day meeting, Both the
presentations and the discussions were focused on bringing together different perspectives on
quality assurance and the introduction of QA programmes into their countries. Not all countries
have chosen the same road in intreducing QA into their health systems. The range of
methodologies and approaches that represent the field of quality assurance notwithstanding, QA
has led to a broad range of policy changes related to the way that services arc organized and
delivered.

One group of countries has emphasized a more formal and structural approach to QA and is
pursuing accreditation for health facilities and licensing for providers. This is particularly the case
for countries in Latin America. Another group of countries has started with the improvement of
specific quality deficiencies in a given health programme or health facility, and has thus focused
attention primarily on the improvement of the processes of health care delivery. Examples are
Niger, Malaysia, Philippines, and Ghana, Yet another group of countries, for example Egypt, has
taken the approach to emphasize the development and use of standards as a way to improve
quakity of health services. The discussion groups highlighted the benefits and concerns associated
with each of the different emphases and enabled participants to develop a consensus view on the
roie of QA in improving the delivery of health care in developing countrics.

Despite the diversity in the entry points which countries had chosen to initiate QA the discussions
showed clearly that these new ways of assessing health services have proven relevant both for
health care providers and for governments and other regulating organizations involved in
developing health policies. The important result of this meeting stems from the consensus among,
participating countries that QA indecd encompasses a variety of approaches. Each can contribute
to the improvement of onc or more aspects of the health care system, The strength of the QA




movement lies in the possibility to integrate different approaches, depending on the circumstances
in which the programme is introduced.

The result of the working groups’ deliberations was incorporated into a single report which was
presented to the general congress of 1SQua immediately following this meeting. The most
important recommendations of the participants were as follows:

* An integrated QA approach should be pursued. Such an approach would include 2
combination of the various methods such as accreditation, team-based problern-solving,
licensing and total quality management;

* An overall Quality Improvement Plan is essential. When selecting the appropriate
method, three criteria should be used; the objectives of the guality improvement effort, the
roles of the participants and the prevailing economic conditions;

* The method used should be applicable to the local context. QA methods, whether
adopted from elsewhere or developed in an individual country, must be adapted to meet
the needs of users;

* Political commitment is crucial for successful implementation. The latter ¢an only occur
within an overall political structure that enables the new quality focus to become
cstablished at all levels of the health system;

* The use of the Internet should be stimulated to facilitate the exchange of information.
Each country should identify a focal point for the collection of information from within the
country as well as with others;

* 18Qua, WHO and other international organizations need to continue to support the
collaborative effort in quality improvement in all countries;

# There is value in mutual learning about quality improvement between developing and
developed countries.
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INTRODUCTION

1.
1.1 Background

All countries, regardless of economic status, share as a common concern the desire to provide
health care services that meet the needs of their populations. Efforts to meet these goals have
often focused on increasing coverage by offering access to scrvices within available resources,
Many developing countries have improved accessibility, but a pressing problem concerns the
need to improve access, particularly at regional and local levels. In recent years more attention
has been given to efforts to increase overall quality of health care. The assurance of good quality
has become one of the cornerstones for health care policy makers and providers alike. For the
purpose of this conference, quality assurance (QA) has been loosely defined as a generic term
encompassing any systematic effort to ensure and improve quality of health care. Tt includes the
organization, technology, personnel, management, service delivery processes as well as the uscrs
of health services, the patients and their communities. QA has become the essential element in the
development and improvement of health care programmes. A continuous review of the structural
characteristics of the health care delivery setting, the processes through which care is delivered,
znd the outcomes, can lead to improved health services and more efficient use of scarce
resources,

(QA has been pursued in primary care and within the hospital sector. It has dealt with issues of
standards and monitoring for prevalent diseases as well as the review of appropriate technology
for health care, the satisfaction of the patient and the need to improve nterpersonal
comnunication. The variety of approaches taken by developing countries notwithstanding, there
are certain common features to all QA activities. QA includes all behaviours and methodologies
that focus on the setting of standards, the communication of those standards to those who must
use them, the monitoring of services, and the continuous improvement of observed problems.

With the growing number of countries that are actively engaged in the introduction of QA
programmes into their health systems has come the need for increased communication and sharing
of'experiences. As part of their ongoing support to improving health care in developing countries,
several organizations have actively supported individual country activities in QA as well as
international meetings. The World Health Organization (WHOQ), the Pan-American Health
Organization (PAHO), the United States Agency for International Development (USAID),
Danida and Centraal Beleids Orgaan (CBO, Netherlands) all have supported a variety of QA
imitiatives. These range from targeted interventions in individual programmes, such as cholera, to
country-wide QA assistance at the national level, to multi-country efforts to improve hospital care
through accreditation for hospitals in Latin America. The different agencies have sponsored
national and multinational meetings.

One important venue of contact has been the pre-conference meetings for developing countries,
which have been held in conjunction with the annual meetings of the International Society for
Quality in Health Care.” The purpose of these meetings has been to provide a forum for the

* The first meeting was held in Maastricht, the Nethertands, on June 18-1 9, 1993, The sceond one took place in
1994 in Venice, Ttaly.




specific concerns and interests of developing countries with regard to QA and has contributed to
the further strengthening of QA initiatives in developing countries.

1.2 Objectives

The rising interest in QA in developing countries has emphasized the need for the continuation
of regular interchanges. A two-day pre-conference meeting has becn organized by WHO and
PALIO, jointly sponsored by USAID, the USAID-funded Quality Assurance Project (QAP), and
CBO. The meeting took place on May 29-30, 1993, in St. Johns, Newfoundland, Canada.
Representatives from twenty countries participated (see Annex 1).

The specific objectives of this meeting were t0:

share knowledge, information and experiences on QA related to the different
situations in developing countries;

clarify the concepts, problems and opportunities of different QA methodologies
used in health care in developing countries,

facilitatc and strengthen the cooperation between developing countries, agencies,
and organizations on quality assurance-related issucs.

The expected outcome of the meeting was an increase in knowledge about different QA
methodologics and related experiences in developing countries.

1.3 Content of the pre-conference meeting

This meeting, on applicability of different QA methodologies in developing countrics, was opened
by representatives from W10, PAHO, and the Canadian Organizing committee. Mrs Joan Dawe
welcomed the participants on behalf of the local organizing committee and the community of 5t.
Johns. Dr Tarimo spoke as Director of the Division of Strengthening of Health Services of WHO.
He emphasized the continued support from WHO for QA and asked the participants for idcas on
making availabie more resources for new QA initiatives (see Annex 2). Dr Paganini welcomed
the participants on behalf of PAHO and outlined the activities in the arez of accreditation in Latin
America and the Canbbean.

Country presentations and in-depth discussions formed the core of the two-day meeting. Doth the
presentations and the discussions were focused on bringing together different perspectives on QA
and on the introduction of QA programmes into their countries.

In the presentations, one group of countries cmphasized the more formal and structural approach
to QA through accreditation and licensing programmes. Presentations on acereditation were
given by Argentina, Brazil, China, Cuba and Guatemala). Another group of countries ( including
olivia, Ghana, Korca, Malaysia, South Africa, Trinidad and Tobago and Zambia) presented an
approach which included not only accreditation but also other approaches, such as the use of total
quality management (TQM) in problem- solving. These countries varied in terms of the level of
iniroduction of QA ranging from national to regional to individual programmes. Countries using




primarily 4 team-based approach to quality improvement, funded in large part by QAP, were
Egypt, Indonesia, Jordan, Niger, Philippines, and Uganda.

These presentations provided the background for the three discussion groups that followed. The
discussions had been structured around the threec components of a health care system, namely
structure, process and outcomes. The diversity in viewpoints and QA approaches being used
contributed to a lively exchange about the strengths and drawbacks of cach method. The
discussions also led to specific recommendations about future actions to be taken,

In addition to the country presentations, several speakers provided more in~depth information
about selected topics.

Dr Reerink of CBO (see Annex 3) provided an introduction to the different methodologies that
exist for the improvement of quality in health care. He emphasized that these methodologies are
not mutually exclusive, 1le discussed licensure, certification, accreditation and continuous quality
improvernent, and presented a number of tools commonly used to address observed problems in
specific health care settings.

Dr Novaes (see Annex 4) spoke about the approach used by PAHO to introduce accrediiation to
countries in Latin America. Dr Heidemann introduced the methodology used by the Canadian
Council for Acereditation. Dr Veldhuyzen van Zanten (see Annex 5) presented the methodology
developed by the Quality Assurance Project. The overview summarized the approach used by
QAP-supported countries which distinguishes standard setting, monitoring and process
improvement as the cornerstones of a quality management approach to health care. Ms Donahue
outlined the evolution by the Joint Commission International from supporting acereditation in the
United States to providing assistance in other countries.

1.4 Country presentations
The large number of countries presenting illustrated the wide range of on-going experiences. The
statements by each country were organized to reflect the predominant methodology of QA

currently being used. The salient features of each country’s presentation are summarized below,

Countries with a prime focus on accreditation

Argentina is one of a number of countries in Latin America that has emphasized the introduction
of accreditation of hospitals as the first step in efforts to improve hospital care. Since 1990, the
newly formed Technical Institute for Accreditation of Health Care Establishments (ITAES) has
been working on developing a standards manual for hospitals, which will be the basis for their
evaluation. With the completion of the manual, the next step is the development of appraisal
methods and training for evaluators.




Brazii presented the background to its current QA efforts, beginning with licensing and standard
setting, The move towards accreditation has been initiated through regional medical associations
in the Sao Paulo and Rio Grande do Sul departments. Concern focused on the need to develop
carcful standards that take into account the widely divergent conditions of health care delivery
systems acress the nation, Further discussion was nceded about the role of the Ministry of
Health.

China has a very large number of hospitals. It has started its focus on quality at the level of
certification of staff, the development of sound management at each hospital, and the
establishment of clear regulations and the beginning of accreditation for different groups of
hospitals.

Cuba has made significant steps forwards in the development of a multi-ticr accreditation system
for its hospitals.

Guatemala has developed its methodology for accreditation as a process of self~evaluation. Most
hospital staff see quality issues as chiefly resulting from lack of resources. The main objective of
accreditation has been to stimulate hospital staff to address problems internally, rather than
waiting for more resources to arrive. This internal accreditation process is viewed as & step
towards a morc comprehensive approach. In one hospital as a test-case, with support from the
National Commission for Quality Assurance, the staff began 1o apply the standards in the
accreditation manual. Resistance to the imposition of standards has pointed to the need for
continued awareness and training. More hospital groups are forming to review the standards
currently in practice.

Countries with a nltifaceted approach

Bolivia has chosen to pursue both acereditation and continuous quality improvement to mnerease
the quality of health services in its hospitals. The accreditation manual for hospitals has recently
been completed and is currently being tested in six hospitals. Staff in one tertiary hospital has
heen trained in the methods of continucus process improvement. Based on very promising
results, nationwide application is now being considered by the Ministry of Health.

Ghana has completed a study in the Eastern Region to identify the factors which affect quality of
care from the point of view of users and non-users. Based on the development of these tested
indicators, QA programmes are now being developed for health facilities in this region.

Korea recognized the need for a coherent approach to quality, and since 1993 has been active in
4 wide range of activities. The Korean Society for Quality Assurance in Health Carc was formed
in 1994, A new training programme has been developed, and more than 500 health care
professionals have been trained. Hospitals are being reoriented towards the integration of
continuous quality improvement into their management practices, dissemination of results is
actively being promoted, and a task force on accreditation has been formed,

Malaysia started its QA programme in the Ministry of Health in 1985. This programme
incorporates a variety of quality-oriented activities already in place (such as licensing,




certification, audits, quality circles and total quality management), QA has now been introduced
into the primary health care programme, the pharmaceutical, dental services, engineering and
laboratory services divisions. The programme includes two main strategies; a national indicator
approach, which focuses on quality of care at a national level, and a hospital/district-specific
approach which identifics deficiencies in quality at each facility, and introduces Improvements.
Client focus and the need for management support were identified as two important future issues.

South Africa has focused most efforts in recent years on the development of standards for nurses
and physieians, and on the accreditation of hospitals. With the beginning of the New South
Aftica, renewed emphasis is being placed on primary care and first steps are being taken to
broaden the QA scope. An important step has been the foundation of the South African Society
for Quality in Health Care in the spring of 1995,

Trinidad and Tobago have a multifaceted strategy for quality in health care. In the private sector,
licensing of health facilities has been taking place since the 1960's. The nursing profession has
adopted standards based on the Caribbean Quality Nursing System, which form the basis for
problem-solving for optimal patient carc. The move towards the accreditation of public hospitals
i very recent. A pilot test in five hospitals has been carried out to raise awareness for hospital
accreditation, to test an evaluation instrument, and to empower personnel to conduct evaluation
of health services. Results have generally been positive and have led to a continued discussion on
the development of an accreditation system for the whole country.

Zambia is pursuing QA as part of its country-wide programme of decentralization of health
services. QA is seen as a way to strengthen management both of the district itself, and of the
programmcs that are being administered by provincial health management teams. Models of
Good Care form the basis for quality improvements in primary health care programmes such as
immunization, nutrition, leprosy, malaria, and maternal health.

Countries with emphasis on team-based quality improvement

Egypt has introduced QA as part of its effort to increase cost recovery m public health facilities.
The development of a hospital-based QA programme involved the establishment of
organizational structures, both within each hospital and at the central level. An assessment of the
quality of care in each facility led to QA programmes for each hospital which identified priority
areas for improvement and targeted training programmes for staff. The development of standards
went hand in hand with improvement of interpersonal communication skills and the forming of
process improvement teams. Bascd on the results, application of the methodology in other
facilities 1s being implemented.

Indonesta has made the pursuit of quality one of the cornerstones of jts development plans for
health care since 1968, Equity has been the most important objective of health development
activities, and has been achieved through the establishment of a vast network of health facilities at
all levels. Continued improvement of quality has been effected in donor-assisted programmes,
One example was the introduction of continuous quality improvement methods in two provinces.
Based on a quality assessment carried out in a number of health facilities, training was then
provided in improved supervision and team-based management,




Jordan has begun to institutionalize QA in three phases: by raising the awareness for quality at the
national level and with the formation of a national directorate for QA; by forming quality councils
in a number of central directorates and in one hospital; and by designing a quality centre for family
planning services. The scope of the programme involves widespread training and support of
process improvements that are being initiated at all levels of the health system.

Niger has introduced QA into one of its regional health departments, The focus of the QA
programme is to assist health care managers and providers to correct problems and improve
quality of care through training, supervision and the analytical use of data. Methods of
continuous quality improvement have been introduced into the basic primary health care services
as well as at the district management ievels. A culture of quality has become one of the
cornerstones of this department-wide QA programme and is being considered for implementation
in other regions of the country.

Philippines has started with quality assurance by carrying out assessments of the quality of
services in one province and one district of Manila. The data collected have led to the formation
of process improvement teams for the salt fortification programme, the Vitamin A distribution
system, and the tuberculosis programme.

Uganda has based its QA programme within the government’s decentralization programme. By
using the tools of total quality management, specific opportumties for quality improvements are
identified at the district level. At the national level, a QA Council 15 coordinating efforts. Resuits
afler one year showed that commitment in arcas where QA methods have been introduced have
positively changed the political climate and have led to a gradual improvement in basic service
delivery.

2. DISCUSSION GROUPS
2.1 Introduction

The objective of the discussion groups was to discuss and compare different methodologies used
in QA and their applicability to developing countries. The purpose of the discussions was to
enhance understanding of the circumstances in which specific methodologies can be effective, and
to explore their integration into a single QA approach. Many methodologies have been developed
that emphasize improvements and measurement in one area at a time (in the structure, the
processes or the outcome of a health carc delivery system), Rarely has QA been approached in an
integrated fashion.

The discussions addressed the following questions in three sessions :

* According to your experience and the presented reports, what arc the main advantages
and disadvantages of different methodologies used to improve the quality of health system
structure?







