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comninnity the mcthodolugic. activitie, ol

pomared by the Quality Assuraince

Project.

Jrdings of guality tiproscnent pitiative

From the Director

s we progress through che fifth and final year of

the Quality Assurance Project, it has become in-

creasingly important to seek out, reflect upon,
and share the important “lessons learned” from our efforis.
Unlike some vertical interventions with clear end poines,
quality assurance, quality management, and continuous
quality improvement are distinguished by their contnuity.
Quality s an ever changing concept, as are the outputs and
outcomes along the way, Because of the dynamic and
changing nacare of the world in which we hive, and the
great variation 1 circamstances among the developing
countries with which we work, we will not attempt, ac this
poiie, to offer the reader some universal traths abou the
project and quabiny wsurance but will focus on lessons
learned by our sttt m specitic country sertings, We have
conducted awide varrery of quality incerventions i an even
greater variation of arcumstances. These include activities
At Ministries of Flealth, Provinees and Departments, hospi-
tals, primary care sertings in dhe tield, vertical interventions
such as cholera, vicamin A, and measles, and general techni-

cal assistance where requested.

This project has taught us that bringing personnel together
from all levels of an activity (process) and helping them
solve problems as a team using universally established
TOM wools. has been a very successtul intervention. Many
positive results have been achieved using this approach.

Thus, team problem solving has been widely accepred in
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those countries and situations where utilized. This
issuc of the OA Brigs highlighus chis and other les-
sons learned to date in specitic country interventions
m QA planning. process improvement, training,
dissemination, and institutionalization. More will

come to light as we reach the end of the project.

Ww\%&w mo

William Jackmain, M.D.. Directur, QAP
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This issue of the QA Brief resulted from the
contributions of almost all staff from the
Quality Assurance Project. Each article
was an attenipt to consolidate their many
viewpoints and experiences under the
major headings or issues which emerged.
Yet, this was by no means intended 1o he

the definitive picce on *Lessons Learned’

Jor the project nor did we wish to present

an overly idealistic view of our work in QA.
Rather, we wished 1o feature some of the
many experiences and reflections of our
staff and colleagues over the past few vears
as they have worked to apply Q¢. in their

program.

The Editors




Quality Assurance Planning and Structure

~, Lanning for the incroduction, implementa-

tion, and conduct of quality assurance activi-

ties has been a kev issue from the outset of
the project. OF the many approaches to planning
cited in current Ticerature and as a result of QAP
experience, nosingle QA planning strategy can be
saidd to be universally applicable to the developing
country context. This is due in Large part o varia-
tons i dhe sociocconomic, cultaral,and political
makeup of mdividual countriess che prioricies of the
Ministey of FHealth of cach country and ot other
agencies with which we have worked and their ca-
pacity to carry out programs; the availability of fi-
nancial, material, and human resources: and the

intlucnces of the USATD missions and other donors.

Despite the ditterences inapproach to planning a
QA progran, QAP has learned a great deal from ies

expericnces, some of which are summarized below,

Understanding organizational strengths and
weaknesses

Knowledge about how an organization operates and
what is possible within the organization is the foun-
Jation of @ sustainable QA program. A good under-
standing of the organization is crucial for developing
appropriate strategies for QA skills craiming and
oraanizational change, and for determiming wha
level of QA activity the organization can absorb. A
ceneral understanding of the dynamics and commu-
nication patterns within the organization is helptul
in determining how to introduce QA and who

might be an appropriace leader,

Also. inorder toavoid duplication of cffore, i is
necessary to understand what already happens in the

organization, as well as what works well. Such

knowledge often provides insight about where and
how to introduce QA to ensure its acceprance ind
success. QA programs in Jordan and Egypt began
with full-scale organizaional assessments. In Chile,
a small=scale assessment which tocused on quality -
related activities was carried out. In other countrices,
knowledge of the inner workings ot the organization
came from a series of consultative plannimg mectings
with key host country stalfy as well as trom prior

experience i the region.

Building on existing systems or activities
QAP has learned that it is useful to butld on exist-
ing systems or activities which both support the
organization’s objectives and provide an adequate
foundation for the QA program. This is true regard-
less of whether the program is implemented ona
national, regional, or local scale, within selecred
health facilities or deparements, or for multiple or

single PHC interventions,

For example, the Jordanian Ministry of Healeh chose
QA as @ means for achieving greater rerurns on s
health investments through improved cfficiency.
QAP is providing technical assistance in improving
the quality of family health services and s working
to develop a sustainable local capacity tor achieving
continuous quality improvement. fn Chile, QA ac-
Givities are part of i comprehensive strategy for mo-
civittion and capacity building acall levels of che

health syseem.

Elsewhere, quality assurance has been introduced

through existing vertical programs. These mclude
Vitamin A supplementation in Honduaras, TB case
management in the Philippines, cholera case man-

Ocetlers Nevinie Plaons Novecrine oot d o page
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agement in Ecuador, and measles immunization in
Niger.

Assigning responsibility for quality
assurance

Quality assurance requires an “owner,” that is, an
individual, group of individuals, or organization
which has the responsibioy and authority o foster,
nourish, and support quality assurance activities. In
several countries, this has been achieved through the
creation ol QA councils and committees, and the

assignment of coordinators and ocher individuals.

In Chile, a QA Department has been established
at the Ministry of Health to oversee and coordi-
nate activities throughout the country’s nine
regions. Full-time Minisery staft members
provide support tor quality assurance activitices.
In addicion. cach region has a QA committee
with full-time QA sttt Ac the faciliny level,
participating hospitals and clinics have QA

teams to undertake problem-solving activities.

Jordun has developed an extensive integrated QA
structare involving all levels of the healdh sys-
tem, from a Monitoring and Quality Control
Directorate and a Quality Council within the
ministry, to various councils and teams at the

healch directorate, hospital, and clinic Jevels.

In the Tahoua Department of Niger, a Quality
Council has been established comprising the
Regional Flealth Director, QAP Resident
Advisor, two Districe Medical Officers, and two
Regional Health Services statf members. Ac the
core of the QA cifort are district level Qualicy
Improvement Teams (QUIS) operating within the

medical center of cach of Tahoua's seven districts.

For the QA micronutrient program in Egypr,

QAP statt and Egyptian counterparts developed a

4 Q.A. Brief

country plan with an action-oriented strategy ac
three levels. A QA Board at the ceneral MOT
fevel was established to oversee QA micronutri-
ent activities. QA Committees were created
the regional (governorare) level to provide
admimscrative and organizational support to the
QA cltorts. At che operational (district) level,
process improvement teams were formed to carry
out on-going monitorig and quality improve-

mMent activities.,

Sccuring top-level management support

An essential ingredient in the suceess ol any pro-
gram s the commitment of top-level management.
This support s needed to legitimize any changes
which may be introduced by the QA process. More-
over, while successful QA activities are cost-cliective
in the long run, they do require an inital commit-
ment of resources which often must be authorized at

a higher level,

While involvement by higher level MO stafl in
day-to-day activities may not always be feasible or
necessary, key MOTT officials should at least endorse
and be kept intormed of the QA cfforts being oper-

ationalized at the other levels of the health system,

Under the old “centralized™ healtheare system in
the Philippines, QAP operated under the aus-
pices of the Deparement of Health (DOTH)
Undersecretartat for Public Health o assist one
province with its vitamin A capsule program,
Initial approval for project activities was ob-
tained from the Underseeretary, who then facili-
tated contacts with those technically responsible
at the regional and provincial level.

After health services were decentralized in 1993,
provinces and municipalities were legally en-

titled to make decisions aboat receiving assis-



tance from exeernal sources. For two new QAP
activities undertaken ac this time, there was now
asense of "informing”™ the Undersecretary rather
than obtainig his formal concurrence tor activi-
tes, which was given by local authorities. How-
cver, the DOHL given s broad knowledge of

health system problems, was still

Top-down or bottom-up?

When introducing innovations into organizations,
the relative advantages of top-down vs. bottom-up
strategies are often debated. Tntroducing quality
assurance 1s no exception. Some QA inictacives begin

by introducing quality assurance to the

helptul i identifving how best to use
project resources, and morcover, was
sull seen o greatly intluence local

policy and practice.

Other examples of where the commit-
ment of the MO has helped to promote

qualiny assurance:

In Eevpe, the success of QA cttorrs
uvy J

“Knowledge abont how an organization
operates and what is possible within the
organization is the foundation of a

sustainable QA progran.”

bemg undertaken by piloc health
factlities as part of the Cost Recovery
for Healdh Project, and the outcome
of activities which comprise the micronutrients
iitative m owo governorates, have creaced
iterest within the Minisery of Healdh in deve-

lopimg a National QA Program.

Support from the Minisery of Health, as well as
USATD and other agencies in Eeuador, has
helped o achieve significant improvements in
the processes relaced o dingnosis, creatment, and
overid] management of Cholera within che
region. Furthermore, it has helped o promore
the expansion of QA actividies to other healeh

programs.

Early in the Jordan program, MO officials
visited che project sites often and participated in
local activities on a regular basis. In addition, a
member of the royal family expressed a genuine

meerest in the project which provided seaft with

additional incentive to work on projece acrivities.

highest levels ol autchoricy who in turn determine
the actions to be taken ac lower levels of the health
system. Ochers begin with oriention and process
improvement at the ficld worker level and later
work toward sceuring positive endorsement and
participation from higher up. (I should be noted,
however, that no work can be started if high-level
decision makers actively oppose the incroduction of

QA approaches),

In Jordan, a focused effore was made co initiace
and develop a QA scructure and funcion ar the
MO evel while less energy was direcred ar the

ficld level,

In Niger, a mix of approaches was used. In
keeping with the central MOETES recent policy to
decencralize the Niger healch care system, QAP
has worked through an effective implementation
process which emphasizes top-down and bottom-
up simultancously.

iy Neioramee Plownang Stveectave contimd on paia 6
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Hindiras,

The MO has been kepr intormed ot all plans
and activities. The regional Tevel has been iseru-
mental in designing serategies to butld local QA
capacity, Sttt avall levels  departmental,
district, and peripheral have been trained in
QA methods and twols, and are recemving finan-

cial and technical support tor ther work,

Though the impetus tor quality assurance origi-
nally came from above, the pregramos carrently
being driven from the bottom up as problems are
identified and solved ac the disteictand periph-
eral level, This strategy to simultancousty in-
form, train, and support teams at the
sub-nacional levels while keeping the central
ministry informed, has helped to promote QA

throughout the region.

Thus, although no single approach is the norm, ficld
experience has borne out the effectiveness of a strat-

cey which includes some mix of top-down and bot-

tom-up approaches. In the end, however, the effort

should work (o foster an instinet for continuous

6 Q.A. Brief

quality improvement at all levels, from seaft
at the service delivery level to policy-makers

at the national level.

Having well-defined priorities and
objectives

The very nature of planning suggests that
plans should be flexible, as projects will
cvolve and grow over time. However, plan-
mng for quality assurance requires that all
those involved clearly understand the pri-
mary objectives of <he proposed QA cftort
and agree on the steps which must be taken

to achieve them,

Early in the project, Jordan QAP statt’

conducted astrategic planning workshop,
including kev MO personnel, o identify
and discuss program objectives and priorities.
QAP has learned that it s entical 1o docu-
ment and disseminace all resolutions and deci-
sions made ar such meetings, and should any
changes be made to those decisions, to stitute a

systematic group process foe amending them.

At the start up of @ MICronuErient activiey in
Honduras, staft trom QAP and the International
Eve Foundation met repeatedly betore rraveling
to the field, to clarity the approach to mplemen-
tation, define resource and time constraints, and
discuss options for intervention, The result was a
narrow and manageable scope of work which
focused on Vitamin A supplementation activities

in the capital city and surcounding communitics.

Contributors: Willtam Joacknen, XD Lore DilPret
Brown, MSPHL AL AL wof ALD NPT VLS.
GO A Jodi ML Rende, MSN. CRILOL CNAL
Wirlicd Noahoker, M. Lo Wanter, MUSON L

M PPN Guid Marphy, MLPLL Stacart Blunenfeld.,
D P
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Methods for Selection of Quality Problems

he Quality Assurance Project has employed

a number of methods and echniques for

identifving and measuring problems. These
have ranged from quality mechods such as soliciting
suggestaons from healdh workers, obuaining teedback
trom clients, and generating ideas through brain-
storming or other group techniques, (o quantitative
methods such as analvzing outpus of existing infor-
mation systems and conducting analyses of service
delivery processes. The choice of mcethod has been
determined Targely by the levels of skill and the
resources of the teams or statt mvolved in the identi-

fication of problems,

From many of our experiences, we have fearned dh
i the mtial stages of a QA program, one of the
most hithicule tsks for QA teams is 1o selece appro-
priace and well- detined quality problems. Fre-
quenthy reams will arrive aca problem statement
whichs too vagzue or complexcand which may Jis-

courdee team members carly onom the QA effort,

Asystems approach toadenatving problems, ‘To
help prevert this problem, some programs have ap-
phied a Systems Model cFigare D, which relates the

ditterent service components to one another, fol-

fowed by a Systems Analysis which enables teams o
identity and diagnose key problems in the way ser-
vices are being provided through che collection of
essential daca, This approach relies on direct obser-
vations of service delivery, interviews wich healh
statt, exic interviews with patients, record reviews,
and or inventories of supplies and cquipment. Some
examples ot where this lesson fearned, has been

apphied include:

As part of an cftort to improve cholera case man-
agement i Ecuador, QA teams began wich
systems model and systems analysis to identity
quality problems. This low cost “rapad assess-
ment of qualiny” was carried out over a period of
2-35 weeks inasample of health facilivies. Conse-
quently, QA teams were better able to identity
and select quality problems, using data from the
system analysisas well as from dheir own experi-
cnces. The end resule was a much more struc-

tured and realistic detiniaion of their problems,

In Anuique Provinee, Philippimes, Regional
Health Ottice st and climical supervisors in
Rural Flealdh Unies were involved i implement-

Vooe o N e
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ing aquality assessment for the Viea-
min A capsule utilization program.
They conducted observations, inter-
viewed health workers and mothers,
and reviewed the logistieos systems,
These same managers and supervisors

jorned other heatth workers in the

process of reviewing data and identi- EERREENT
fving problem areas, chus enabling bV o
Yis \NO)

them 1o gam consensus on the prob- SV G
ems 1o be addressed by cheir QA TYIN NG
INervention. YEs N
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Using other data sources for
identifying problems.

In the above examples, aspecial data

. ISy
collection eftort was undertaken 1o Iy No
o . HEYES  No

supply the neceded itormation. In -

E 1Y YES NO)
other country programs, existing in- o YES N
formation systems have provided a YR No
. . . . - 1S VES ,
first source of data tor the wdentitica- BsNo

. . 19 YEN NO)
tion of problems. In Niger, however, _— ‘
D 2L VES . NO)

A2 ix of these data sources was uti-
Ii/k‘(l.
Brainstorming was iitially used by teams o
gencerate problems, but the problems identified
were cither oo viague or could not be adequately
addressed at che districe level,
To get o better sense of the existing problems, the
teams Tooked ae service statistics produced by the
nacional healdh information system. Though data
were readtly available onindicators such as
dropout rates for tuberculosis and vaceination,
coverage rates for grov th monitoring and
antenatal care, and rehabilicacion abandonment
races for nutrition services, they were not being
routinely used as a basis for problem solving or

decision making.
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These indicators reflected
broader outcomes relaced to the case manage-
ment of preventive services, denoting some
possible problem arcas in which teams could
tocus their problem-solving etforts. The teams
Liter went on to conduct some observations ot
service delivery which resalted i the identitfica-
tion of paticnt waiting times as & major problem
in the clinios, and the reorganization of patient

flow as the appropriate intervention.

Advantages and disadvantages of
conducting quality assessments.
The greatest advantage to doing a quality of care

assessment at the start of a program is that it helps



health providers acknowledge problems and move
beyond an initial deniab of the need for quality im-
provement. The assessment also helps focus QA ef-
forts on cinical and management issnes related to
Thigh risk’™, hugh volume” or “problem prone” arcas,
and serves as a baseline from which to measure im-

|‘I'U\('lllt'l|l\.

Vet m spite of these potential advantages, starting

with suchan assessment 1s not without risk, For

examplesdenutication of poor service quality can be

harmtul policcally resules can be exaggerated or

misused moche hands of the wrong people: conduct -
e the assessment may be too costlyand providers
muy respond o the resules wich some degree of fear

and resistance.

To oftset some of these more negative aspects, QAP
has ivolved key local seadt in decisions concerning
the design, development, and conduct of the assess-

ment.

In Indonesia, i systems analvsis was ased by
health center statt to identify problems in the
delivery of antenatal immunization, and AR
services. The approach was well recerved o the
freld beaause 10 was seenas apractical and sys-
tematic means forassessing and defimng qualicy,
and provided a good starting point for QA

problem-solving activities.

In addidion, the involvement of local staff in the
assessmient process generated considerable
incerest and support among the participants as
well as Provincial and Diserict level saaft] helping
to turther advance the idea ofa participatory
team approach to improving qualicy.

(See Frgre 2

utthizing and adapting various quality assessment
o B J

ceneral, QAP has been tlexible i ies approach,

approaches to the widely varving needs of develop-
ing country health syscems. Field experience, how-
ever, has demonstrated the effectiveness of asystems
approach in identitving and defining quality prob-
fems and has playved a role i convineing sentor man-

agement of the value of QA.

Convibutors: Joree Homda, ML Love DiPrete Broen.,
MS P Lt Wahnger, MLS.N MOPPNG Denns
Zaager
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Monitoring Quality Improvements and
Measuring Results

onitoring is “the periodic collection and

analysis of selected indicators to enable

managers to determine whether key
acovities are being carried out as planned and are
having the desired effecrs..” Quality assurance em-
phasizes monitorimg the processes chat leadd to out-
comes, das outcome measures alone or other service
statistics that are the traditional outcomes of moni-
tormg systems may be of Timited ase in problem-

solving.

The tollowing are some lessons fearned from our
cttores to conduct quality monitoring as a compo-

nent of QAPS approach m developing countries.

Collect only essential daca for key indicators
This s an old problem, buc alwavs worth restating.
There are limues to how much mformation can be
collected and used effecavely. Thus s critical 1o
use as few indicators as possible, paving close atten-
tion to the validiey of the indicators which have

heen chosen.

As part of the QA cifort to combart cholera in
Latin America, a lengrhy List of indicators for
chimcal case management of cholera patients was
developed by wream of national health authori-
ties. Whon applied o the field sicwacion, the
number of imdicators was subscantially reduced
bascd on the practicality of therr use, Clinical
records at hospitals were partially usetul for
constructing these indicators, Ocher essential
information was gachered through the use of
observation chedklises and icerviews conducted
by Tocal districes managers during routine

supervisory visits to health facilities,

Keep data collection simple for staff with
limited training

As part ob the process of qualicy improvement., data
collection may be mdicated in essentially three
places: wdenditving a problem and measuring its
magnitude, verifving and measuring its causes, and
monitoring the implenentation and clfectiveness of

asolunon.,

Collectmg data about a problem provides a basis
from which to measure improvement; datic on canses
helps to determine the extent to which they contrib-
ute toa problem; and data on the eftects of wsolu-
von (perhaps the saime indicators) demonstrates
whether a problena has heen resolved, that s,
whether atarget or otherwise acceprable fevel of

performance has been reached.

For the cholera activity in Ecuador, roucine
supervisory visits to the healeh facitivies made by
tocal districe management teams were strengih-
ened to mclude data collection activities tor
measuring quality improvement interventions.,
Districe supervisors were tramed in such methods
as direct observations of service delivery, use of

checklists, exicinterviews, and focus aroups.,

As aresule, datios processed periodically to
generate mdicators which can be compared 1o
previous figures, thus giving supervisors and
health facilioy seata sense of what results are
being achieved and what additional effores are
needed to get beteer resules. Inaddition, daca
analysis by both supervisors and faciliny seadt has

served to motiviee QA teams o pursue new

Moclule 2 Monetwrrng cod Evlimatong Programmic Uhe Primary Hoalth Cave Mamagenont Advaneonont Programmy.
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quality improvement eyveles ac higher levels of

complexiey and detanl.

In some stances, the use of daca tor decision-
making and problem-solving is a relatively new
idea, requiring transter of new skills and some de-

cree of technical cuidance excernal to the teams,

[ Indonesia, during che tirst phase ot QA
tramning, less enmphasis was given to the subject
of indicators, data collection and analysis, and
iterpretation of resules, becanse 1o was expected
that external QA maonitors would be on hand o
provide teams with “juse-in-time training” or
assistance when the neced arose. Workshops were
then moditicd 1o mdude maore direct traming on
the use of data ac critical poimnes in the process of
problem-solving,

However, as evidenced by che ditficuluies experi-
cnced by some teams, chere remains astrong
need to provide more technical supporc in these
arcas, not only to mprove the qualioy and the
relevance of the data collected, but to interpret

and apply the resules.

Be prepared to improve the qualicy of data
being collected

Although an imdicator is o powertul tool for measur-
mg headth care quality and tor triggering appropri-
ate action, msome countries the use of indicators
can present some pre blems, not the least of which
has to do with the avatlability of daca sources for
constructing them. Chinncal records and other data
sources are often poorly mamtaned, incomplete, or
nonexistent, and special data collecion effores are
needed o supply the missing iformation,

f o stody ol climcal records tor tubercalosts

parients, only 177 of records were perfect. More
than one quarter of the records showed at least
one error which might have compromised

ctfective trearment of the patients.,

Use the information and provide timely
feedback

It is essential to utilize the resules of monitoring
activities and teed them back ina timely manner o
health statt and managers involved in the QA under-
tking, When quality improvements can be demon-
strated, 1t strengthens the confidence of QA teams,
cohances istitutional and policcal support, and
provides some dircction in planning for the continu-

ation of an activicy.

In Bolivii, the objecove of a hosproal-based
quality assurance inttatve was to demonstrate
that by using QA methods, improvements in
service delivery could be accamed within the
hospital's current budget or with cost savings.
Acavities included the collecaon of data o
measure the magnitude of problems and causes
related to management personnel systems, finan-
cral management and cost recovery, and patient

sarisfiction,

Additional data were gathered Tater to monitor
the progress of solutions, and impact was assessed
through a comparison of pre- and post-implemen-

tatton data sets.

QA teams presented their snceesstul resules to
hospital stafl and chen o representatives of public
and privace sector healch organizations. The end
result has been the continuation of QA activirices
within the hospial and the creation of a hospitad-
wide QA Committee, as well as expressions of
interest by other imstitutions ininrcacng quality

improvement activicies in their hospitals,

Contrihutors: Jorge Homda, MO o NeldDiryzon
van Zenten, Ph.D.and Gaidd Murphy, MR
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QA Forum: Interview with Dr. Richard Morrow and Dr. Gilbert Burnham

Decentralization Under Quality Assurance Programs

Lessons Learned From the Experience in Uganda

Martine T Charles, MOPLL Nvwocrte Serantnt, Quality Asvinanee Project

Decentralization is che general transter of author-
ity in planning, management, and decision-muak-
ing tfrom higher (usually centealy to Tower cosually
peripheral) levels of government, Pecentrahization
of health system structures and management has
become a key issue in the development of cqui-
table and efficient PHC delivery systems. As vari-
ous approiches o decentralizacion are tned, the
lessons Tearned should be used o help guide tu-

ture programs.

One such program began in 1995 in Uganda,
where an ongoing overall decentralizacion of Gov -
ernment wis ocourrimg. A Quality Assurance pro-
gram wis introduced o the Minisory ot Flealdh
(MOTD as part of w concerted etiort to improve its
capacity to provide beteer health services. A major
emphasis was to help serengthen dhe distreict man-
agement teams i the process of improving their
maagement skills to deal with these new decen-
cralization realities. The Ugandan program began
as it prlot m ewo districes i Weseern Uganda, ITn-
erest from all Tevels such as the Ugandan presi-
dent, the MO UNICEE and the World Bank
pushed to mtroduce the program navonally in
concert with the decentralizacion of all districts
overa S-year pertod. Now entering s second year
of warking with diserice policical Teaders and Dis-
trice Healoh Teams of the 27 deceneradized districes
(the remaming 12 will be decentralized i July
1995, the project has dentificd some lessons
[earned based on this work. The following is based
onan interview by Martine Charles €M)y with Drs,
Richard Morrow tRND and Gilbert Burnham (G
of the Johns Hopkins University School of Hy-

giene and Public lealth,
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MC: Please deseribe the Ugandan program.

GB: A National Quality Assurance Committee
(QAC) comprising top management and all progran:
munagers of the MO was appointed and a Qualicy
Assurance Unic (QAUD was established o actas a
secretarat. There was close collaboration with the
seoretariat of the Minisery of Local Government, The
program began when JHU teamed up with a Ugan-
dan doctor who was working for the German foreign
assistance organization, G117, and who was inter-
ested 1 QA issues. He had put togecher some carly
QA programs on his own in two districts of Wescern
Uganda. With some support from UNICEL, the
team began o develop a piloc QA program . Afrer
barely a year, the MO became very interesced in
this program. One of its major concerns was that
district health teams were il equipped o take on
the responsibility of decentralizing healdh care sys-
tems. Both the MO and the World Bank saw QA
as an approach to help strengehen the disteice man-
agement teams by improving cheir management
skills. From the beginning, the MO sec up a QA
unit. This came about in the context of decentraliza-
tion. The central government, I would imagine
mainly with pressure from the president, decided
that the healdh systemyand che entire government
assistance in Uganda were going to be decentralized.
Quaality assurance management is an excellent
complement to decentralizacion.

MC: What do you think are some of the required
components of a successtul decentralization pro-
gram!

GB: For QA management vy suceeed, there needs o

be a strong commitment from the central level,



coupled with involvementacall levels. The push for
decentralizacion in all sectors came from the very
top. The importance of involving both the periphery
(the district leveD and the center, and both ac che
same time, has emerged as asignificant lesson
lewrned. In Western Uganda, we have started with
the districes because thar was being managed by the
G170 che German aed organization, But it was frus-
trating to them because chis was all being done
separice from che national system. At the same time,
when we became involved at the nacional Tevel, we
could see very clearly chae without strong emphasis
on leadership trom the top, 1t wasn't going o take
oft.

RM: Anocher extremely important component in
mtroducing QA management s the districe work-
shops. Right from the beginning, it was decided to
mvolve local government groups. The districe devel-
opment committee, the diserier health commiceee,
the head policicin (RCT), and che district executive
secretary, who s the head of Tocal government, have
been mvolved widh dhe health team in the work-
shops. They have come to the inital workshops and
have participated. In the firse general mecting of all
decentrahized disences, chey discussed their experi-
cnces with decentralizavion, with the QA manage-
mant,and their lessons Tearned. In some respects,
the mvolvement of the district executive and the RC
charrman have been eritical in the input from the
community to the PHC work. There is genuine
community representation by those who have au-

thority as well as responsibility,

GB: One of the essential aspects of a decentralized
system is the political will to do i, from the highese
levels. Often, one finds a decentralizadion of respon-
sibility but not authority. And when the decentrali-
zation is done, vou have o let the people get on
with it Mistakes will be made. Fois very important
to have an open and transparent accounting system
which will make w shife from what it was in the past

in most countries. Even with strong political will,

vou will find very substantial resistance from some
sectors because many have been doing very well un-
der the old system and chey will not wish to see an
open and transparent accounting system. Coupled
with decentralization, icalmost has to be chat way
because the central authority needs the accounting
from che districts and the districts are going o de-

mand it of the people.
MC: What were vour experienees in training?

GB: The continuous reinforcement of the QA man-
agement approach is very important. Another lesson
is that the training and che awareness and che use of
QA management methods must be continued tor
quite a while, @ number of years, This is not some-
thing where vou doa couple of workshops and
people antomatically start using the methods. The
workshops need to be followed up with supervision,
continuous support from people who know some-
thing about QA and can help che district teams in

solving thetr problems using QA mechanisnis.

MC: Did you start your training and awareness
courses ar the central or peripheral level, or both,
and what would you consider to be the beteer ap-

proach?

RM: We did the craining and awareness courses at
the central and peripheral Tevel almost simuedca-
ncously. We did the one for the central level and
went to the districes wichin afew days. Then started
the second round of workshops in the districes be-
fore we got to che sccond round ac the center. The
center has had regular mondhly meetings o provide
supporr to the districts, They orgamized chemselves
so that two members from the central headquarters
visit cach district now every other month. Every-
body has taken partin good spiric. T had anticipated
all sores of resentment bue thae has not happened.
This represents a commitment of 20-257 of the
time of the central senior MO saaff, spending a
full week every other mondh in the diserices. If noth-

Levwan Dvnacdd Provs thc Exporeene o Ucanda conttnacd wn page 16
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Other Project Activities

Jordan

s veadt of the cnthiicsin
growing cut of the success of the pi-
lot Family Health Services (FHS)
Center i che Balga'a Healch Gover-
porate, the program has bheen ex-
panded o the Ma'adaba and Irbad
Hlealth Governorates at both the pri-
nury and secondary care levels,

The mud ] Foneely Cord Conter
i Salt was maugurated o April by
the Miniscer of Health and che Am-
dassador of the United States. Several
Jordinian dignitries were i aten-
dance,

The Minsspry of Hedlth i3 hont -
g o Healeh Care Quality Certilica-
ton Progrion whien will include a
test proparation workshop m August,
followed by a certification examin-
tion in November, The Program will
de open to Jordanian health profes-

stonals.

Egypt

Egyvpuan Sociery for

Quality Assurance

L vaspoine 1o o proposal i the
Minisery of Healeh in Egvpe, the Min-
ister agrecd to establish the first na-
ttonal society tor QA Egvpt, The
Eavpran Soceny for Qualioy: Assur-
ance CESQAY will he headed By the
Minister himselt. A Tist of 50 poten-
tial founding members has presented

to the Minister for approval. The
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Minister has agreed to the proposed
members and s issued invitation
letters requesting their participation
in foundimg the Society, Onee the
tounding bodvas established, tormal
procedures to register the Society
with the Minstry of Socwal Attairs

will take place.

Micronutrients

Thruugh the we of QA 1ol
process improvement teams have
reached positive resules in their etforts
LO IMProve NICTONUIIICNTSCIVIes 110
Lovpt. Example mcludea 7577 -
Provement in patent satisfaction at
Eosa Climic i Al Favoum Governor-
Areand o signincan T improvement i
mother’s knowledge of nucricionad
needs at the Luxor chme, The QA mi-
cronutnient assistance to Egvpt has
been recognized by MO officials as
an “acuon-oriented model” tor tech-

nical assistance.

Niger

The Project reccived wational
recognition from the Niger Health
Information Service (SNIS). In help-
ing 1o mobilize on emergency re-
sponse to the meningitis outbreak by
SUPPOTLIG IMMUNization ¢im-
patgns, the project made ica poimnt to
remind health workers to sitmulta-
neously check measles immunization
status and o mmunize for measles
as needed This idea was promoted na-

tionally,

Nigeria

D Willnane Jockntn, QAP
Dytrector, was ateatured speakerat the
Nigeron General Medical Practino-
ners Annual Conference held in
Abcokuta, Nigeriaoin March, The
presentition otlered che providers
some msights into the role modern
quality assnrance methods nighu play
in the context of a private practice.
also atlowed the development of QAP
contacts i the private healtheare sec-

tor ol the country.

Philippines

lodine Deficiency

Reduction

Daring Dz Stacart Blunnfodd
(QAPBethesdays visitin February, he
found that salt production had ceased
entirely because Taba had not been
conforming to the Commission on
Audic rules i procurmg raw sale Al
procurement wis halted unalba set oi
operating rules could be devised tha
would both mect the Commission’s
requirements and allow for procure-
ment ot salt i sulbicient quantity and
acceptable qualioys A meeting with
the Provinond Governor led to ade-
cision to essential v privacze che salt
mantactaring and disteibuting sys-
rem by placimg e che hands of the
Benguer Barangay Health Workers'
Assoctation. QAP worked with the
Tubastatt to tinish che imdicators and

work out a plan to collece data on the



ONP Resrdenr vz Nacaria CJ T D Secdla Gopen o dienngandid
Nocornan physicran aind QNP Darcccor D Wolleon M. ok nnn at il

N Clonoral Medvcad Pracirians Nl Conforan.

vartables required tor the mdicators,
UNICEF whichas helpimg two other
provinees in the region with ther 1o-
Jdized salt programs, has asked 1o use

the QAP indicatars,

Honduras

Vitamin A

OAP Do haon collahvrating
with the Internacional Eve Founda-
tion AEF i Honduras 1o help buikd
QA problem-solving capabiliny for
the Vitamin A capsale distribution
prograny. Bused onan el assess -
ment of qualiey, reams traned o the
tools and technigques of qualiey assars
ance are currenthy workimg roaddress
inadegpiacies mthe healeh edncation
provided o patients about the ben-
chits of Vitanun AL as well as weak-

nesses inthe delivery of Vicanmin A

(O pOSt-partam women. Success of
this eftort will be determined by mea-
suring selected indicators of effective-
ness Vi pre- and post-intervention

ASSOSSINICNTS.

Middle East

Quality Management

Training Course

Threconrsc s hdd i Daabab,
Egvpe Mav 125 and sponsored by
the Brookdale Insotnce m collubora-
ton with a number of scurces, mclud-
e the Tnsorcate tor Hlealeh Care
fonprovement and the Quabiey Assur-
dhee Pl‘u]w t. Parti fpants trom
]'.;1_\']\(. _](mi.lll. Lebanon, Muorocco,
Tunisia, Isracl, the West Bank, and
Fovpo were present. Do Walid
Abubaker tQAP Bethesday partici-

pated as i faculty member.

The National Workshops
for Quality of Health

Carce in Palestine

Spossircd Dy the Nanistry of
Health-Palestine National Authoriey,
the Palestine Coundil of Healdh, and
in collaboration with WHO and
UNITCEE this workshop was held
April 29-Nav 90 D David Nicholas
and Do Wahid Abubaker ¢QAP Be-
thesday presented the session "Qual-
iy ol Healch Care: Concepts and
Apphcations™ and oftered case stud-
ies drawn from the experiences of the

Quality Assurance Project.

Latin America

Conference on Quality in

Healtheare Services

Dic ti the nicreased onthisiasm
and support for expanding QA in the
region, 1t was decided o organize the
first Latin America Conference on
Quality ol Flealthaare Services o en-
able Latin American representatives
to exchinge experiences, strengthen
thetr capabilicies, and make contacts.
The conference will be held i Quito,
Ecuador on Auguste T othrough 3,
1995 and 1s hemg jointy sponsored
by the Latn Americaand Caribbean
Health and Nutrition Sustainability
Projece ta USATD contracty and the

Quality Assurance Project.
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ing clse, it has provided the opportunicy for dhe
people in the center to see what the real problems
are at the disceicc level and i provides the district

prople a chance to nteract.

There is still a very strong sense from the center that
these visits are to give directives to the districts to
tell them what they should be doing and o give
them forms to il oucand gec intormation back o
the center. But in fact, these views are shifting and

the basie notions that the center exists i order to

support the districes 1s begining to take hold. Some

working and interchange fundamentally difticule. In
districes wich 50 to 100 unics, hundreds of people
arce involved so che togistics of getting them in-
volved in making decisions on their own are mind

boggling.

Every health unic has established ahealch unic man-
agement committee, They view tcamwork as one of
the main principles under QA management. When
the program starced in Uganda, rather than trying
to establish other kinds of teams, we worked with
the existing diserict health management ceam and

the healdh unic management team from

a number of years.”

“The training and ibe awareness and
the use of QA management methods

st be continued for quite a while,

the hospital by building on their team-
work concepts. So 1Us justaquestion of
how to do evervthing ar the same tme.
Yet | think one of the strengths to decen-
tradization 1s that, at least in some of the
districts, the districe healch management
teams have actively been working with
the GO groups. 1o is quite vartable from

district to district. The poliey now is

of the people who are parcicalarly sensitive to this
are begimning to make e clear dhat the purpose of
the coneral divisions is really to provide support and
toanswer questions and to get information that che
districes need, not vice-versis 1o would be interesting
tosee how much further this progresses but it seems
rizht on course. Among other chings, the divisions
in the central minisery have begun requesting QA
management sessions of their own, They now have
become quite caught up with the whole idea of

TQM. There are interesting spin offs i that way.

MC: Tell me about the teams and the kinds ol prob-
lem solving they chose to look ac Did the process
require much outside direction once the teams were

formed?

GB: Peripheral healch centers and dispensaries are
operated by one to four trained personnel. The lack

of communication and rehable transport make net-
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clearly o direet the involvement in all

their acuvities o primary health care.

QA played an important role in getting things go-
ing even though that wasn't, perhaps, the inioal
intent in setting up the program. One of the things
that we have done in the problem statements is to
encourage people to select problems thae they
thought they could solve ina fairiy short period of
time. We ser anarbicrary Tengeh of six months, A
very widespread problem was that people tackled
problems that were far more complex than they
thought or the problems that ended o their frone
yard but the til of 1c was way oft somewhere else
that they didn’t have ownership or control over. |
think that, on the subject of lessons tearned, that's
something that we probably didn’t emphasize
cnough in the beginning. That is the selection of
problems, the problem statement, and the owner-

ship of problems.



GB: Onc of the QA tools that has worked very well
is the use of scattergrams, where the diserict healeh
team plot number of patients scen agaist revenues
received. They saw a big spread and started asking
why is this over here, and so forth. Another one
people have used ac lease in two districes has been
the allocation of new motor vehicles. When we
started flowcharting this, ic became apparent chat in
most places, there s no standard method. This s
important when there are a number of programs,
donor-supported or otherwise, that are gomg on
the same time. There are never ecnough vehicles to
coaround and people need vehicles on short notice.
What the districe did was flowchart the process of
requesting vehicles, cancellations, changing plans,
and vehidle repairs, In the two disericrs thae
worked wich that had che floweharting, ic was a real
cve opener to them to see what was happening with
the vehicles, Te proved to bea big problem. Tdon't
know i there is o permanent solution o this but 1
think i has helped people think more racionally

about allocation ot vehicles.

Another problem selected by the diserices that was
worked out quite well right in the beginning was
that people weren't getting paid. T wasn'c only the
fact that people were getting paid every 3 or
months, but some people weren'c getting paid ar all.
They Howdharted the process by which emiployecs
arc being hired and they found there were three
separate processes tor hiring. One of them ended up
that vour name was entered 1o the payroll and you
were getting a salary and the other ewo sort of disap-
peared up in the air someplace because they didn't
seem to follow a standard pactern. So on the basis of
that, they established a standard pateern so people
went through chis process and actually ended up on

the payroll.

RM: At the first General Conference of District
Health Teams held in Kampala in December, 1994,
districe afrer diserict related the problems they had

idencified and then described briefly how chey had

gone abour solving them. There were about approxi-
mately 20 districts represented and about 300
people came to the meeting and it was remarkable.
They really fele chae they had made measurable

progress in solving some of their major problems.

MC: It they came up with problems or solutions
that you fele were noc what vou'd like to see, did
you try to guide them toward a beteer problem iden-
tfication or a beteer solution or did you let them do

It anyway?

RM: No, they were reporting about whie they had
done, T think that che one general deficiency was
that it would have been helpful to have betrer docu-
mentation of exactly what had been done. They
identified problems and, working with teams using
QA tools, they developed generally sensible solu-
tions. They had impressions about whae the results
were but to relate one o the other was a bit prob-
lematic. Actually, members of the QA Unit are fol-
lowing up on some of the more dramatic changes
thae have occurred, particularly in health care. For
example, they are looking at maternal complication
referral patcerns and the shift in approach of trans-

porting the women having problems to the hospital.
MC: Where does the program go trom here?

GB: This is a country that has been destabilized by
15-20 years of war. It's been making good progress
but we still have a very long way to go. Several big
challenges lie ahead. One is how to keep the educa-
tional process going because the experiences in this
country show that five years or so is reasonable for
getting something going in a hospital. As someone
who's done this betore in developing countries, 1'd
say probably five years is che bottom end of the
scale--how to keep people excited about it, how to
keep encouragement up, how 1o keep the process
going for five years, or whatever period of time it

takes. That's one challenge.
Lovom Laavned From the Exportonce on Ugandia contoned on page 18
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The next challenge chat we have is how to move the
concepts of QA and QA management below the
districe health management team to che healdh cen-
ters themselves because we've looked ac the whole
isstue of QA management as really methods of man-
agement, management culture. We have noc looked
at 1t as aseries of checklises and aseries of standards
to which evervbody has to adhere. So we've been
very much i the management problem-solving
mode. The issue is getting this down to the healch
units so they can stant takimg aclot of the responsi-
bility tor what they do themselves rather than

thinking the supervisor or che disericc health team s

coing to solve therr problems for them. In the whole

concept of the quality improvement team, these are

the keyv plavers.

RM: There needs to be continued training. As time
coes on that with the idea of continuing workshops
cvery six months, with incroduction of @ new theme
at cack s probably gomg to be usetul. Clearly, chere
are certain specihic skills thac the districts healch
teams need to have, The nexe main theme s the
developmentof clinical and managerial standards

and that will be an ongomg activity.

There are certam other issues that necd 1o be ad-
dressed. One that has been started bue hasn't goteen
very faris to develop a self-assessment inscrament
for the districes 1o assess the qualicy in their dis-
tricts, not to use this for comparison between dis-
tricts but for districes 1o use as a benchmark tor
themselves, Anmstraument has been developed but
is not vet ready to be put o place. That is some-
thing that people have been thinking about: how to
assess vour own quality of services, The instrument
looks at the actual plan of the districe management
teams. What do they selecr as indicators for qualicy
i therr districes. The unic has made some sngaes-
tions, Among these is to measure user satisfaction
and also something to measure morale or health
worker status. There's something chat people can do

consistently to see how their services are,
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GB: Another thing thae has stareed is a small grants
progrant. If the districts want to do operations re-
scearcn on QAL how o improve quality in their dis-
trict, and they don’t have enough resources, they can
apply to the compeatve grant program. To's not
very much money but ic's cnough o help them widh
transportition, somebody's cime, or matertals, That

was started just a few months back.

RM: Two more important topics. One s the impor-
tnce of the information system, which needs alotof
work. Our feeling is chacan MIS should grow from
the needs of management. Much better morbidity
and mortalicy information will be needed and ratio-
nality requires o linkage beoween health programs
and changes i health scatos, Bue we're avery long
wiy from having such an information system. Ie's an
important topic and shouldn’'t be separated from the
other things. | think thac doing anvdhing sophisti-

cated 1s not particularly appropriate,

The second topic is continuing education and the
introduction of the quality improvement manage-
ment methods into ongoing traming programs at all
levels in medical system triuning, nursing training,
and university training. 1ois being introduced in the
newly developed school of public health for ad-
vanced healdh craining, Perhaps a good lesson that
we've learned s the importance of the Minisery Con-
tinuing Education Center which s a very well run
center. The Director, Do Vincent Ojoome, has from
the beginning been a member of the QA Unicand
they are about to mtroduce QA into all their con-
tinuing education programs. Institutionalization
requires thae the ideas of TQM be part of the funda-

mental training of all cadres,

GB: One overall lesson- we've not only been in-
volved in PHC activioes based in diserice hospitals
but also the central hospital, the National Hospital,
One of the basic lessons s thae the more complex
the stracture, the more vested interests there are,

and the more ditficulties. The QAC s tull of enthu-
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stastic and fatrly flexible people but when vou move

up the line, the defenses set inand everybody has

already established asystem i their best interest. OF

course, this is where a Lirge amount of the budget
goes, i large amounc of money goes into the services
of the Tirger hospitals and so it really does become
important to look at how these resources are being

usedd

One of the biggest hurdles we tound was that people
behieved that it you're going to have quality, you've
cot to have more resources. The tirst response vou
have when talking about improving quality is we
need more resources, what are vou going to do for
us? o some Gases, vou're not gomg o do better un-
less vou have more resources, You can't doa good
EPT program if vou don’t have acold chain. So there
is that component to 1 bue T ehink chac one of the
mui cmphases of the program, or at Jease what we
have encouraged the unie to look ac is to improve
the quality wich the existng level of resources be-
cause the chances of getong much more in the way
ol resources is not very great, One emphasis has been
trving to close the gap breoween what's being
achieved now and what conld be achieved with the
same amount of resources and then rdentifying those
arcas where speaific kinds of resources need 1o be
addressed. Bue e has not been a resouree oriented

kind of program ac all,
MC: Would vou consider the program asuccess?

GB: Overall, the program has been a succeess, but
there have been many problems. T guess icdepends
on how you define success but if vou define success
in terms of domg whar they said they would do and
following through wich icand making adjustments
as needed, tha has certainly been so. Teis from

narly every point of view asucceess.

That's not saving that everything is going the way
we would Tike e 1 think many people in the cencer
don’t have as deep a concepr of QA as we would like

and hopefully these recent mectings we've had will

QA Forum

Each issuc of the QA Brief features the QA
Forum. This column provides our readers
the opportunity to share their experiences in
implementing quality improvement mea-
sures in LDC primary health care systems.
We wish to hear about methods, resules, or
even unresolved issues related to LDC qual-
ity assurance iniciacives. Our goal is to foster
an exchange of ideas about successful qualicy

impr()vcmcnt measures, such as:

¢ innovative methods for monitoring the
quality of care

e team approaches to successful problem-
solving

* supervision techniques which ensure
quality of care

* tools used for quality assessment

Li you have an experience to share, please

send a summary (1,000-word maximum) to:

QA Forum

Center for Human Services

7200 Wisconsin Ave., Suite 500
Bethesda, MD 20814

If appropriate, please indicate bow readers may obtain

Surther inforntation. We will feature submissions in
[uture ssues of the QA Brief.

help strengthen that, But 1 chink ics coming along
and one of the major messages of QA in Uganda has
been coordination, pulling things togedher. | think

in that way, it has done a spectacular job.,
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Documentation and Dissemination

ver the past year, QAP has boosted cffores

to gather conerete evidence demonstrat-

ing the assoctation of QA approaches with
improved service qualicy. Documentadion from che
ficld has been provided by quality teams as part of
thetr problem-solving activities or been produced
through a special effort on the part of QAP stalt o
ensure that resules are chronicled, summarized, and
made available for Tocal as well as internacional dis-

semination and advocaey.

Local dissemination strategies have become an inte-
ardl part of many QAP country programs and in-
clude the development of regional newsletters,
participation i national conferences, and publica-
tion of articles i magazines and journals, Successtu!
experiences have also been disseminated chrough
presentations given to Ministries of Health and do-
nor agencies, as part of formal QA trining work-
shops conducted for Tocal healdh seatt, or through
interpersomal necworking. OF che many experiences
and tessons learned from chese efforts, afew are

highlighted below.

In Jordan, disseminacion is perceived to be an
active method of communication. Dissemination
doces not require merely producing a written
guideline or other product and distributing i to
all concerned, but actively communicating the
work through focus group mectings, conferences,

craining workshops, and direct personal contacts.

The Jordan project has had an active dissemina-
tion campaign from che start. Every lecture,
workshop, and mecting conduceed has fostered
the objective of having participants duplicate the
QA cttort and pass it on 1o others. Leceures and

workshops have been conducted not only for
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Ministry of Health otficials, buc for universities,
the military health service, and management
training mstitutes. Inaddition, several Jordanian
journal, newspaper, and magazine articles have
called attention to the start-up of the project, the
various training courses held chroughout the
vear, and related developments i qualicy assur-

dnee.

For Jordan, the fesson has been to develop from
the outset of the program an active dissemination
and communication strategy which designates
target groups, defines objecdves and methods to
be used, and considers the resources needed to

optimize the elfort,

In Tahoua, Niger, the creation and quarterly
distribution of a regional health care newsleteer
has greatly served QAPS and the Tahoua
Deparement’s disseminacion objectives. The
quarterly newslecter, Ader Santdé, s published by
the Departmental Health Office and routinely
includes news about QA activities, paracularly
the work of process improvement teams. Depare-
mental statl have benefited from the process of
preparing the information bulleting morcover, it
has tilled a communication void existing among
the districes of the region and between the

Departmental Health Office and the districts.

The bulletin has also served o keep central

MO staft and the general public informed of
health sector problems i “Tithoua. In helping to
mobilize an emergency response to the meningi-
tis outbreak by supporting the immunization
campaigns, the newslecter helped to inform
people about the nature of the outbreak, and

reminded health workers to check measles



OA Storyhoard. A helpiul
tood to shote the Progreds r(/-./

Jroces dnprorenent fean,

Finally, an important lesson
learned has been the need o
concurrently gather infor-
mation about project activi-
ties and retain o
documented torm. ln many
ol QAP subprojects,

storyboards have been used

to exhibit the operational

immunization status and give vaccines as needed.

The approach is now being promoted ona

national scale.

Local media networks are very usetul in calling at-

tention to the activities of QA teams. For example,

At the May 15 Hospitl in Cairo, Egypr, news of

the hospitals etfort to improve customer rela-
tions by establishing an etticient reception desk
was publicized i one of the mose widely read
information magazines i Cairo. As aresult,
response and praise trom multiple sectors of the
community were directed at the hospial, and
internally, stalf are contmuing to improve

interpersonal skills in allarcas of the hospital,

The sponsorship of Tocal conterences has also helped
to propagate the achievements ot quality assurance

\\'()l‘k.

As part of the quality effort in Chile, a national
conference attended by over TOO local health
professionals was held in Santiago to present the
results of QA work and discuss regional QA
plans. The principal sponsor of the conference
was the Chilean Ministry of Health, with QAP
and Panamerican Health Organization (PATO)

SCIVINE 1S CO-SPONSHIS,

statement of a probleny;

demonstrate the use of tols such as process Hlow-
charts, cause-and-cftece diagrams, and matrices;
present the resules of dat collection activities; de-
scribe the solution; and display results which show

improvements in performance,

As an example, storvboards have been used in the
Rural Healdh Unies (RHUS) of Antique Prov-
ince, Philippines, as a means of disseminating
the work of problem-solving teams. [n creating
the storvhoards, the teams reviewed the process
they undertook o resolve their problem and were
encouraged to apply the methodology to address
other problems. These storyboards were then
prominently displaved on the walls of the chinics
so that the public could see the steps being taken
to improve the quality of services. The Ltory-
boards also served as @ continuous reminder to
the workers thae skills they had used to resolve
one problem could be applicd agan to other

problems i the RETUL

Contvibatory: A AT AN, LD AP ALS..
C.ON Jubed AL Reiuke, LS., C.PILO. CNLAL
Dennis Zacnger. and Caid Maurphy, M.PAL
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Some Strategies for Managing Change

by Elrzalaly Moarnane, MS.Trainog Moanago: QAP

AP recognized carly on that simply pro-
Sviding new knowledge and skills would
not address the feelings of tension and
anxicty experienced by many managers
and statt during the transivion to QA To manage
this process of change, QAP has boen mtegrating
the "change strategios™ of coachimg, team building,
and rewards and recognicon, o much of s tech-

nict support.

Coaching

Whenimplementimg qualiny assurance, the Quatity
Assurance Projece has frequently found there is Ticgle
pre-existmg msttutional itrastructare o support
mplementation of newly learned skills and knowl-
cdge when tramees return o therr work setting. In
some casesca Tcoach T s uthized to not only help a
team toapplyand adape the varroas skills and tech-
nicues of QAL bat to provide the cmotional support
needed to bring about behavior changes. For ex-

ample,

Atraming plan i QAP/Egype included not
only a traning necds assessment and W training
curricalum, butalso a plan tor supporting the
implementation of new knowledge and skills

into every day practice,

After traiming was given to Operating Room
nursing sttt and supervisors to improve their
technicaland supervision skills, QAP employed
an experienced full-tme consultant, or coach, 1o
work with the nurses mcheir home hospital for a
period of 6 months. The consultant provided a
role model tor the supervisors and nursing staff as
they implemented new skills and knowledge,
and gave continuous on-the-job training when

needed.
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This approach served o re-enforce correct imple-
mentation of newly learned skills by the nurses
and helped supervisors to assume responsibilities
m trating statt and mancaoing echnical

standards.

Simibarly. i Tahoua, Niger, QAP has learned
that resources tor post-tramimg support must be
identiticd as part ot any QA Change strategy. In
the case of Tahowa, coaches are imdinvaiduals within
the health care system who were selected for therr
demonserated apocade with the new material
and whao subsequently recenved speaal traming
to provide technrcal support to active Quality
Improvement Teams Q1S throughour the

region,

The purpose of the coa hing visits were to
cncourage the QTS 1o pursue the problem
solving mitated i ther traming, to lend techni-
cal support, or to clarity the use of the problem-

solving tools,

Most team members have commented chat the
coaching visits were indispensable in encourag-
ing the members as they tollow the problem-
solving process. They fele that the coaching
helped them overcome cheir feelings of helpless-
ness when the solutions seemed hevond their
control. They also helped o adape the QA
approach to the Tahoua experience. The team
members fele that the technigues of QA were
important and the problem-solving was logical,
but change i behavior could only come wich

adequate coaching supportatter their training.



Team-building

Team building, a process of
working with team members o
create an etfective team, may be
required to help team members
Wenaty and overcome obstacles

to cttective poertormance.

For boch che Micronutrients
Intoative i Egvpeand the Jor-
Jdan QA Program. a special
traviine course was developed
tor the purpose of cnhanaing
teamwork. The course enabled
particpants to beteer understand
the importance of teams i qual-
iy management. acknowledge
the roles ob individual team
members, apply ciieconve mecting skitls, ase eftec-
tnve communication technigues, employ appropriate

Jdecson-makimg strategies, and manage conflict.

Rewards and Recognition

Rewards and recogmuion for those who are imple-
menting qualiny assurance are also important. Such
recognition G be as informal as letting a person
know that he she s domg a good job, or it could
take the torm of certificates or public and profes-

stond] recognition,

En Jordan, rowas fele chae a recognition and
reward system for people working in QA should
be designed and tnsotated carly i the process,
This would imdlude an mcentives system to
cncourage people to be involved in QA bur
which doesn’t necessarily iclude monetary

INCCNUNVes.

Rovtrne coachone visit i Lalmia, Nigon

QA staft in Jordan introduced the idea of giving
out certificates of achievement o QA workshop
participants. Also, they began recognizing teams
with plagues, newspaper announcements, leteers
of gratitude from the general directors, certifi-
cates of excellence given to deserving individuals
by a special committee, and anthorship of articles

in the local newslecter,

Coutribitors: AL ,‘\/-,‘\\\L{/; MD.OANPHL ALS.,
C.OA Nornea Wil Dr: P RN and
Lot Wanter, MUS.NG MPPN,
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Institutionalization Issues for Quality
Assurance Prograrns

Lort DiPretc Brown. M.S.PUL Doty Divecror, QAP

n order to achieve and maintain all the poten-

tial beneties of quality assurance, it must be-

come st routine activiey within health care
orgamzations. Morcover, a structure which assures
quality must be imtegrated into the overall healeh
system. The tollowing discusses lessons learned dur-
mg cllorts toinstitutionalize QA programs in Chile,

Jordan, Costa Rica Niger, and Egype.

What is Institutionalization?
Institutionahization of QA 15 achieved when essential
and appropriate QA activities are carried out effec-
tvely ona routing basis throughout an organization,
health system, or health sector, Quality assurance
activities can be said o be tully institutionalized
and sustainable when expertise, commitment, and
resource allocation are sufticient o apply, adapt,

sustarn,and turther develop the QA approach.

The tollowing are five important clements in a fully

developed QA program:

1O Stractun

2o Stondavid Sctting Activitics
So Manttarne Activitios

4. Qaality Luprovennt

5. Culture of Qualiny

A “culture of quality™ 18 the most intangible, and
arguably the most important element of a QA pro-
aram. While the culware of quality engendered in
cach organizacion will vary a grear deal, there are
several common characeeristics. The achievement of
quality shoald be seen as possible and teasible
withm the system. While this assumption may be
realistic i many developed counery settings, instill-
g this confidence in developing country health

systems s otten abig challenge. Quality care should
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be explicic and be understood as a cencral objective
of the system by all. Furthermore, cach member of
the health team should feel thae “quality is my re-
sponsibilicy.” Finally, some beliet in the use of teams

and teamwork should be present.

Below are some of the Tessons learned from our many
experiences. Though many of them will reiterate
iessons learned in other sections of this issue, they
underscore the need tora comprehensive approach to

cifectively institutionalize a QA program.

A QA structure should be developed
gradually.

Eftorts to define a QA scructure often err on the side
of completeness, trving o anticipate all the commit-
tees and structares that will be needed to implement
QA inan orgamzation. As a result, too many com-
mittees may be formed ae the outset, leading to an
excessive number of mectings and to unfocused QA

ACLIVITICS.

leis often better to develop the QA structure gradu-
ally as needs arise, so that commitiees and working
groups have clearly understood functions and con-
crete tasks. Letting the QA structure evolve slowly
helps to develop the prograny in a more efticient
way, and avoids seeting up systems that have to be

corrected or disconcinued later,

Detining a flexible, but standardized methodology
for QA is important. In defining 4 methodology for
QA program, it is important to strike the correct
balance between standardization of the methodology
to msure quality, and flexibility to allow for local

adaptation.



Closc alliance with the existing Ministry of
Healch (MOH) structure is essential.
Developig an etfecive partnership wich and basing
QA cttorts i existing seructures can lead to suceess-
ful insacuconalizacion of QA in even the most difti-

cult drcumstances,

In Niger our partnership wich che Departmental

Health Director and his seatt have heen erincal to
mitating QA che region, This alliance has also
cisured that our effores to mcroduce QA methods
and tools through exisang health sapport systems

have been appropriate and effecuive.

The Niger QA program has since been working o
Improve supervision and management information
systems. The resubes have been the establishment of
trust and local support for the project, rapid integra-
ton of QA methods and fundamental changes to

Koy management syseems,

Gain and sustain political support from
various actors in the health sector.

Regardless of whether the QA program aims to
work only i che public secor, or throvghout the
health sector, support will be needed tfrom semor
MO Otticials, feaders in the non-government sec-
tor, medical associations, universicies and clinical
experts, health cline and hospical divecrors, health
providers, and members of the health team who
provide support services.

This support s needed because medical practitioners
look to these sources as authoritative voices abour
what constitutes state-of-the-art medical practice,
Physicians and nurses are more Hikely to accept and
pracice QA chey feel accountable to their peers as

wellas to semor managers inche system,

Be prepared to deal with frequent changes
in personnel acall levels.

Tarnover of personnel, from the Minister of Health
to the doctors and nurses who direct rural health
centers are real impediments o developing a calture

of quality and sustaining political advocacy.

This frequent turnover s common among develop-
g countrics. For QA activities to be successtul, s
probably best to expeet this and develop appropriace
strategies. For example, when planning craiaing
actvities, they should be carried out close o the
time of implementation, so that most of the traimed
stalt will be able o participate in the implementa-

ton.

Awareness of the QA program must be sufficiently
widespread and include the higher management
levels. In this way, newly appointed officials (minis-
ters, et can be held accountable for e pursuit of
quatity, and cannot casily dismiss the qualicy initia-
tives that have taken place. In many institutions,
there is often a core of senior technical staft less vul-
nerable to turnover, Leadership and technical skills
muast be developed in their ranks 16 QA programs are
to survive stafl curnover, reorganization, and politi-

cal change.

Making extra funds avatlable to QA
programs has implications for financial
sustainability.

A strategic assue that arises during the course of QA
start-up planning, especially in settings where re-
sources are scarce, s whether or not the organization
oran extesnal agency should make exera funds avail-
able tor the development of QA projects or special
activities such as orientation seminars and training.
Such funding can provide incentives o test the in-
troduction of QA Te could be argued that once it
has been proven successtul, health professionals will
be willing 1o do QA without external financial in-

centives,

On the other hand, a QA progranm may be less sus-
tainable it icis predicated upon addidonal funding,
The available budget may be insutficient to continue
support. [t is possible from the outset to negotiae
tuture funding, by making clear the purpose of the

mitial funding and its temporary nature,
Drcataes ondd otvoi L o LN Pre o ot d on pored 20
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The amount of funding is also important; it should
be high enough o provide incentives, and low
cnough to avoid causing imbalances in the prevail-
g health svscemn Even it the issue of sustainability
can beaddressed adequately, financial mcentives
may detrace from the message that beteer qualicy

does not alwavs require additional resources.

In Chile, small-scale quality imyprovement
projects and training courses were tunded during
the tirst 2 vears of the project. Also, during the
tirst vear, the QA project paid for some staff
support for the MO qualiey unie, Over tme,
however, these costs were tiken on by the Minis-
try of Health and the Tocal healeh systems. Thus,
the program was financially self=sustaining after

2ovears,

After only one year of the QA micronuerient
cffort in Egypt, the Egyptian coneribution covers
approximately 8077 of the costs of both financial
and human resources contributed to these QA
activities, The MO and che Healdh Directoraces
have developed a plan to sustain the program by
maintaining anwork and expanding similar

QA work in other governorates.

[n the QAP program i Tahoua, Niger, a QA
approach has facilitated the design and imple-
mentation of more cfficient processes which have
reduced waste and ultimately cost. However,
given the resource-poor health management
SYSLem, some activities require continued finan-
cial support. Tois likely o stay this way for some

Lime to come.

At present, the QAP is supporting activities such
as quarterfy st meetings and supervision visits,
Untortunately, the MO is unable o absorb the
costs for current activities, and expansion to
other Departments is not Likely, In Niger,

institutional and financial sustainability are
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particularly difficult because of the country's
extreme cconomic dependence on donor assis-

tance for most of 1es healcheare,

[n the lase vear, responsibilioy for the delivery of
public health care in Costa Rica has been trans-
ferred to the Soctal Securiey Adninistration,
With essential support from the head of the
Human Resources Department, a central Qualicy
Assurance Committee has been formed and @
budget allocated. This committee has taken
charge of all local costs associated with traming
and implementation of hospital process improve-

ment activities in two regions of the country.

The idea of quality is powertul.

The definition of quality in all tes dimensions might
be mystifying to some, dry to others, Butin fact, it
has proven to be a very powertul tool for creating a
culture of quality. Our QA activities have clearly
demonstrated success in ereating this culture when
people at all levels are given a chance to define qual-
ity for themselves and to understand what it means

tor their work.

Once ideas about quality are internalized, e pro-
duces a profound transformation. The dimensions of
quality become a lens through which health provid-
ers can see everything thae they dou Te gives themea
common vision and a shared language with which o
discuss their work and set abour making improve-

ments.

Contributors: A Al-Asvafc M AP AMLUS.
C.OAL Jorge Hermda, MDD Wolid Nbaker, ALD.,
Tisia Neldbuy zar van Zovotten, PO Lanri Winter,
MENLAMPPNG and Gl Maurphy, MPAL




Organizational Conditions That Favor

Institutionalization of a QA Program

Some organizations or bealth systemys possess charecteristics that make it casior to launch o successful QA

program. While the absence of these charvacteristics dues ot meeon it will be impossibie 1o start a program,

progyam development cand expansion may be slower when these comditions are ot met. b some cases, the

establishment of « fully devloped QA program mey not be possible mntil these characteristics are present,

There is top-level support for QA.

Top-level leaders must provide ongoing support
for the QA ctfore. While chey need noe be in-
volved in day-to-day actividies, it is important
that they send a consistent message abourt the im-

portance and scriousness of QA.

There is a quality assurance “champion”.
In addition to top level suppore, it is also helpful
to have a “champion” wichin the system who will
lead the QA effort and be personally identified
with the eftore. The champion should have lead-
ership qualities, enjoy the respect of colleagues,

and have the ability to motivate others.

Organizational systems are relatively
developed and stable.

Macure management and adminiscracive systems
within the organization or system will greatly en-
hance the likelihood of success of the QA effore.
Systems that are stable at their base are more able
to develop and sustain new programs and activi-

tics.

QA supports the organizational or
healch system mission.

Establishing a dircce and visible link beeween che
QA program and an organization’s raison d'étre
is a prerequisite for institucionalizarion. This link
needs to be clearly established so thae all mem-
bers of an organization understand that QA serves

their overall mission.

There is an existing system or activity
that provides a foundation for the QA
program.

Ic is much casier to build on existing syscems
racher than developing syseems from scracch. If
QA activities are already ongoing in che organi-
zation through supervision, monitoring, day-to-
day management or special commictees, QA
programs can be developed around these activi-
ties so that they have more impace and increased
prominence in the organization. In che case of
national programs, QA programs may be buile
around existing expert bodies (i.c. accreditation
bodies or governmental groups) or professional

organizacions.

Adequate time and resources are
available.

Staft must have the flexibility o shift some of
their regular activities to spend time on the QA
efforc. QA activities may also incur some finan-
cial costs related to dara collection, documenta-
tion, and cransportation. Wichour the
commitment of staff time and modest financial
resources, it will be hard for che ceam to get
started. Furchermore, members of the organiza-
tion may doubt the commitment of top-level lead-

ers if allocations of time or money are not made.

Q.A. Bricf
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