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EXECUTIVE SUMMARY 

Better health is the raison d'etre of a health system, and unquestionably its primary and 
defining goal. To achieve better health, one of the main emphases in health system 
development during the 1990s was on improving the efficiency and quality of health care. 
Concurrently, primary health care (PRC) is also in the midst of a new era, pursuing assurance 
of access to cost-effective and appropriate care. 

Ristory has noted a considerable change in both the concept and application of quality 
in health care. As early as the seventh century, the Prophet Mohanuned ~ said, "whoever does 
a job should do it perfectly". Other leaders later on took a similar approach and developed 
specific criteria for a "quality performance". Quality can be defined as a continuous process 
of incremental improvement. Of course, quality does not have to be the most expensive 
product; it can be as simple as doing one's job better, continuously. Therefore, in PRC, the 
purpose of quality is to meet the needs and expectations of the customers, both internal 
(employees/providers) and external (users/participants). Basically, it is a process of effective 
communication between the suppliers of health care and consumers of that care. It is thus 
important to establish a culture that requires the practice of quality on a routine basis by each 
member and level of the health system. 

Quality assurance and improvement (QAII) in PRC is not a new concept. Since the 
Alma-Ata Declaration, countries worldwide have recognized that to achieve the goal of health 
for all, QAII should be an integral component of PRC. Quality cannot be pursued in PRC in 
isolation from other levels of care, but added emphasis should be given at PRC level because 
it is here where most consumers come into direct contact with the health system. A large 
number of quality management models and techniques have been developed which are 
applicable to different levels of care, including PRC. These models explain the process and 
sub-processes of identifying and selecting opportunities for improvement and acting on them 
to achieve better outcomes. Application of these models in PRC facilitates the provision of 
appropriate and necessary services, while eliminating waste and duplication. 

Implementing quality in PRC initially requires certain resources for training in quality 
methodologies, securing monitoring capabilities, measuring performance and improvement 
accomplishments, as well as the collection of necessary data for documentation of the status 
and level of care. In the long run, however, quality reduces the cost incurred by the system 
through a gradual reduction of costs associated with failure. The development of an adequate 
framework and organizational structure for QAII are paramount to the success of the 
initiative, while possessing clear and implementable vision and objectives reflects 
management commitment to achieving quality results. Setting of standards and indicators is a 
necessary component in defining and improving quality of PRC. Together with the periodic 
updating and modification of standards and indicators, monitoring is essential to the 
continuous quality improvement cycle in PRC. This process will detect non-compliance with 
the set standards and inconsistency in care and also allows valid comparisons between the 
various types of PRC services and facilities. 
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During the 1990s, there was great emphasis on the introduction and marketing ofQAII 
techniques in the health care sector. As a result, several trends have emerged, influencing the 
organization and strategic understanding of health care quality. A large number of activities 
are being implemented, aimed at achieving heightened awareness and sustainability of quality 
assurance and improvement in health care organizations. Client satisfaction has become a 
priority in many countries, and ministries of health have begun a systematic pursuit of 
methods and mechanisms for the continuous monitoring and documentation of improvement. 
Performance indicators became the focus of attention while issues like accreditation, 
certification and licensure have been the subject of discussion and exploration in workshops 
and conferences. Countries and organizations alike are now more interested in measuring 
performance objectively and are increasingly interested in promoting accountability. Peer 
management and medical audits are becoming routine, accompanied by certain measures to 
account for resource utilization and risk control. These trends will continue to expand in the 
next few years. 

Over the past two decades, PHC, as the cornerstone of HFA, has provided the impetus 
and energy for progress towards this goal. At the beginning of a new century, it is important to 
reflect on what has been accomplished, at least in the last decade, in the areas of QAII among 
countries of the Eastern Mediterranean Region. Despite gains, progress has been hampered by 
several factors, including insufficient political commitment, weak planning and organization, 
poor understanding and involvement of employees and consumers, lack of partnership and 
limited application in PHC. Institutioualization of QAII in PHC is fundamental to the future of 
this initiative in the Region. However, there are a number of challenges that must be 
overcome to achieve the desired results. The commitment of health care leadership to 
providing the political support and to acting as advocates for change is paramount and key to 
success. QAII efforts should concentrate on building up capacity of health personnel, efficient 
use of available resources and data, and enhanced satisfaction of providers and users. The 
potential role and contribution of the media in raising awareness and in generating demand for 
quality care should be optimally utilized. 

Although the 21 st century brings new threats, new opportunities and approaches to 
address these are also becoming available. Emerging technologies and trends could transform 
health systems and improve quality of PHC. Three principal themes are likely to guide 
countries and WHO in their efforts to promote and institutionalize QAII in PHC during the 
next decade. These themes include the following: quality must be pursued proactively as a 
shared responsibility; along with quality, performance can also be measured and both PHC 
organizations and individuals can be objectively assessed; and promotion of quality requires 
active leadership, new partnerships and resource mobilization. 

Different strategies and recommendations are proposed to operationalize these themes 
and to bring about a positive change in the ongoing efforts among countries of the Region. In 
order to promote QAII as a shared responsibility in the Region, active involvement of 
communities, national governments, legislative bodies, academia, professional organizations, 
the private sector, nongovernmental organizations and international organizations is 
absolutely essential. 
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1. HEALTH SYSTEMS AND QUALITY 

In order to respond to the health and social needs of people throughout their life span, 
sustainable health systems, based on primary health care, should be developed that 
guarantee access to quality of care. 

1.1 Introduction 

Since the Declaration of Alma-Ata in 1978, countries of the Eastern Mediterranean 
Region have focused their attention on ensuring access to and adequate coverage of health 
services which, in turn, has contributed to a number of improvements in health status 
indicators. In the past two decades, considerable achievements have been made related to life 
expectancy, infant mortality, infant birth weight and maternal mortality. However, there are 
still gaps in access to care and equity of services especially among the underprivileged. In 
addition, resources in the countries are becoming scarcer. Therefore, in the present era, where 
cost containment is a major issue, it is important to invest more time and effort in pursuing 
and promoting quality assurance and improvement (QAlI) interventions at all levels of care. 
Recognition of this reality makes the issue of quality central to health development and 
management during the 21 st century. The application of this process will also promote equity 
and delivery of cost-effective services, as quality is a direct outcome of the primary health 
care (PHC) principles of accessibility, responsiveness, sustainability and partnership with the 
community. 

To achieve the desired objectives, the WHO Regional Office for the Eastern 
Mediterranean is playing a proactive role in the advancement and institutionalization of QAII 
systems in countries of the Region. Through its concerted efforts, most countries of the 
Region are implementing QAlI initiatives, both through national plans and through WHO 
collaborative activities. The various country initiatives are at different stages of development, 
and many countries have already reached a relatively advanced level with a marked 
improvement evident in the PHC system. These include Cyprus, Kuwait, Saudi Arabia and 
United Arab Emirates. Other countries, such as Egypt, Islamic Republic of Iran, Jordan, 
Lebanon, Morocco, Oman, Pakistan, Qatar, Syrian Arab Republic and Tunisia, are also in the 
process of strengthening the national programmes and it is expected that by the end of the 
2000--2001 biennium all countries will have QAlI activities in PHC. 

This technical paper provides information on the concept and applications of QAlI, 
emphasizing that such efforts should start from the level of PHC. The new and emerging 
trends are presented for adaptation in the Region, while different strategies are proposed to 
institutionalize the process in countries. While some countries are already at a relatively 
advanced stage of implementing QAlI, others have just initiated the process; therefore, every 
country will have to select those models and strategies that are appropriate to its needs and 
prepare specific interventions to meet its requirements. The Regional Office will continue to 
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provide countries with the support needed to continue the journey towards performance 
measurement and quality assurance, especially at the level of PHC. 

In October 1995, in its Forty-second Session, the Regional Committee passed a 
resolution on promotion of quality assurance of health care, within the context of health for 
all, and with emphasis on primary health care (EMlRC42IR.l). The resolution urged Member 
States to take specific steps towards the introduction and implementation of quality assurance 
in health care. It is expected that discussion during the Forty-seventh Session of the Regional 
Committee will reinforce that commitment and consolidate efforts for continuous quality 
improvement in primary health care. 

1.2 Health systems and primary health care 

Health systems comprise all the people and actions whose primary purpose is to 
promote, protect, restore, maintain and improve the health of the population throughout their 
life span. To achieve this involves not only medical care but also health promotion, good 
nutrition and environmental protection, as well as actions undertaken in many spheres not 
normally thought of as part of the health system. Clearly, the way health systems are 
organized and financed, together with the mix of physical and human resources, greatly 
influence the well-being of societies. Health systems make an important difference to 
improving health, to social integration and to economic development of individuals and 
countries. To achieve this, they need to be efficient, affordable, equitable, accessible and of 
good quality [1]. 

Today, health systems represent one of the largest sectors in the world economy. The 
International Labour Organization estimated that the health sector employed 35 million 
people worldwide a decade ago and this number is likely to be substantially higher now, while 
global spending on health care was about US$ 2985 billion in 1997 [2]. However, even before 
public health and health systems evolved in their present forms, health care delivery had 
undergone frequent transformation since the early years of medicine. As medical care evolved 
from amateur practice into a recognized science, public health assumed different roles and 
functions. As early as the mid nineteenth century, medical care began a process of re-design 
and organization. In 1842, Chadwick published a report on the sanitary conditions of health 
facilities in Britain. This report is considered the first contribution towards the development of 
standards for the work environment. Pasteur revolutionized public health in the l870s with his 
discovery of microbes and ensuing work on vaccinations and antibiotics. This era is 
considered to be the beginning of public health; in 1872 the American Public Health 
Association was established in the United States of America and this was followed by the 
creation of the National Board of Health in 1879. This phase culminated in 1920, when 
Winslow defined public health as the art and science of promoting health, preventing disease 
and protecting health in an organized community effort. From that time onwards public health 
has always been involved in the delivery of care as well as preventive medicine. 

Health systems of various kinds have existed for as long as people have tried 
deliberately to protect their health and treat diseases. Traditional practices in Africa and China 
can be traced back to thousands of years, but even in industrialized countries, to a large 
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extent, there were no organized health systems until relatively recently. Hospitals came into 
existence much earlier than health systems per se, however, until the late nineteenth century, 
even those were run by charitable institutions and there was no system of referral within the 
different levels of a system. Current health systems have evolved through a series of reforms 
taken since then. These reforms have emerged not only as a result of the perceived failures in 
health systems but also in order to achieve greater efficiency and to meet the expectations of 
the users of the system. The first stage of this development resulted in vast expansion of 
health systems and increased coverage, mainly of curative services. But being costly, these 
services were mostly confined to the richer segments of society. It was, therefore, felt that 
critical changes were required in order to make systems more cost--efficient and equitable. 
This led to the promotion and implementation of primary health care (PHC), to ensure 
universal coverage to a minimum set of essential services, with emphasis on prevention and 
community involvement. 

Initially, primary health care was regarded as comprising preventive and therapeutic 
services that were delivered in ambulatory care settings, as opposed to hospitals. The concept 
was greatly expanded in the Alma-Ata Declaration of 1978 [3] which identified PHC as the 
central strategy to achieve the goal of health-for-all and reinvigorated efforts to bring basic 
health care to people everywhere. Since then progress in developing PHC has been hampered 
by weak organization and poor quality of services. This has resulted in recent years in the 
introduction of many changes and has contributed to the transformation of health systems to 
more market-oriented and less regulated entities, with greater emphasis on responsiveness and 
quality of care. PHC is also now in the midst of a new era, where ensuring access to health 
care is not enough; ensuring access to quality health care is the goal. 

1.3 Evolution of health care quality 

History has witnessed considerable change in both the concept and application of 
quality in health care. The word "quality" has even been perceived differently throughout 
history. In ancient Babylon under King Hamourabi (about 3000 BC), quality meant that errors 
were out of the question. People making mistakes were subjected to the same consequence 
their mistake had on others, which is where the famous phrase, "an eye for an eye, and a tooth 
for a tooth", originated. During the early seventh century, Islamic civilization flourished as the 
Prophet Mohammed :Ii introduced new ideas and a new way of life. It is apparent throughout 
his teachings that quality is interpreted as "perfection". His well-known injunction that 
"whoever does a job should do it perfectly" denotes a perceived outcome of perfection in 
everyone's job. 

Other leaders, throughout history, have taken a similar approach, and have developed 
specific criteria for a "quality performance". Quality assurance as a science however, was not 
recognized until the mid-nineteenth century with the work of Florence Nightingale [4]. A 
nurse, Nightingale introduced the idea of performance measurements and improving 
processes. She was instrumental in the decrease of mortality rate among wounded soldiers 
during one of the bloodiest wars of Europe through the simple introduction of modern nursing 
practices to care for these soldiers. Her success during the Crimean War led to her continued 
inquiry of the relationship between quality processes and outcomes. 
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At this point it is important to review the work of Donabedian on quality systems. In 
1966, Donabedian introduced his model of measuring quality based on the "simple system 
theory" [5]. He described any health care as a fully developed system with objectives and 
components. Systems are divided into three components; input, process and output. For health 
care quality, Donabedian described this system as having three similar components namely; 
structure, process and outcome. 

By applying the Donabedian model of the health care system and looking at the history 
of quality in health care, we find that quality has evolved, moving from one system 
component to another. During the early years (1850s-1910), quality focused on improving 
outcomes, and this focus was prominent during the era of Nightingale and others. As quality 
evolved further, the emphasis shifted from outcome to structure. In 1910, a physician in the 
USA, Flexnor, published an evaluation report on the status of medical education in the 
country. He criticized the way medicine was being taught and provided strong 
recommendations for medical schools to improve their education services. His report was 
later adopted by the Govemment of the USA as the standard for quality medical education. 
This paved the way for more activities and processes towards improving health care education 
and training of health care workers. All of these efforts required the improvement of both 
physical and human resources or structural elements of the health care delivery system. 

This era was followed by the creation in 1952 of the US Joint Commission on 
Accreditation of Hospitals subsequently renamed the Joint Commission on Accreditation of 
Health Care Organizations [6]. In this way, the concepts of accreditation and certification 
helped the process of quality to develop while still focusing on structural elements and 
structure-related standards. Several professional organizations were established to guide their 
respective professions to adopt specific standards and gUidelines to monitor compliance. 
However, it was not until the 1970s that a shift of focus from structure-related standards to 
process-related standards and guidelines was adopted. In the USA, the government sought the 
help of the private sector for the development of peer review organizations to develop, 
disseminate and monitor process or care standards. This era of process-related quality 
activities continued throughout the 1970s and well into the 1980s. By the late 1980s, the 
health care sector was again looking for alternative ways to measure and develop quality. 
Thus, the trend started shifting from an emphasis on process-related standards back to 
outcomes. This trend has been augmented by initiatives like continuous quality improvement, 
total quality improvement and performance improvement, which have now become routine 
activities within the core functions of public health [7]. 
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2. DIMENSIONS AND PRINCIPLES OF QUALITY ASSURANCE! 
IMPROVEMENT 

Quality is never an accident. It is always the result of firm intention, sincere effort, 
intelligent direction and skilful execution. It represents the wise choice of many alternatives. 
Quality can also be referred to as a continuous process of incremental improvement. 

2.1 Definitions of quality 

Countries worldwide are actively introducing quality, in health care systems in general 
and in PHC in particular. This is mainly due to the fact that providing care alone, any care, is 
no longer an acceptable option. Instead, patients and purchasers alike are asking for and 
demanding that this care is provided with quality [8], 

So what is quality? Is it excellence? Is it the best? Not necessarily. Quality can be a 
simple action to achieve desired objectives in the most efficient and effective manner with the 
emphasis on satisfying the customer or the consumer. It is not the most expensive way to do 
things. On the contrary, it is a call for efficiency and cost savings. It is a product or a service 
that is acceptable, accessible, efficient, effective and safe, that is continuously evaluated and 
upgraded. 

To define quality we may refer to several definitions (Box 1) that present the concept 
most eloquently. As stated in the definitions, quality is a process of meeting the needs and 
expectations of the customers, both external and internal. The external customers are 
represented primarily by the patients. The internal customers are the employees. As quality 
has many perspectives, each customer has specific requirements that should be fulfilled by the 
provider organization. 

An important characteristic of quality is that it is measurable. A system is usually made 
up of three components; inputs, processes and outputs. Quality of inputs (structure) can be 
measured. This includes the quality of personnel, supplies, equipment and physical resources. 
The quality process is also measurable. Diagnostic, therapeutic and patient care procedures 
and protocols are all measurable and quantifiable. The same is true for system outcomes or 
results. They too are measurable, for example infection rates, morbidity and mortality rates, as 
well as patient and employee satisfaction are all outcomes and are measurable variables. 
Therefore the system components of inputs, processes and outcomes have certain quality 
characteristics that are measurable and are important in quantifying quality of a system [9]. 
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Box 1. Definitions of quality 

"Quality is coriformance to requirements or specification ". 
Philip Crosby, 1978 

"Quality is the degree to which care services influence the probability 
of optimal patient outcomes ", 

American Medical Association, 1991 

"Quality is meeting the requirements of the customer; both internally 
and externally, for defectfree products and services" 

IBM,1982 

Now that quality has been defined, what is the difference between quality assurance 
(QA), quality control (QC), quality improvement (QI) and total quality management (TQM)? 

Quality assurance is the process of assuring compliance with specifications, 
requirements or standards and implementing methods to achieve that. It includes setting and 
communicating standards and identifYing indicators to monitor performance and compliance 
with standards, Standards can come in different forms, for example protocols, guidelines, 
specifications, etc, QA, however, is losing its earlier popularity as it resorts to disciplinary 
means of ensuring standards compliance and therefore blames noncompliance on human 
error [10], 

Quality control is defined as a management process where actual performance is 
measured against expected performance, and actions are taken on the difference, QC was 
originally used in the laboratory where accuracy of test results dictates certain norms and 
specific (and often) rigid procedures that do not allow for error and discrepancy, Thus, it 
makes an effort to reduce variation as much as possible, QA and QC are complemented and 
sometimes overwhelmed by QI efforts and processes, 

Quality improvement is defined as an organized, structured process that selectively 
identifies opportunities to achieve improvements in products or services, It is a process of 
reducing variance from a desired standard, Its aim is to achieve a low level of variance in 
order to stabilize the process and to take control of the outcome, 

Total quality management or quality management in general combines all three 
processes, QA, QC and QL It involves coordination of activities related to all or anyone of 
the above three as well as the administration and resources allocation of these processes, 
Therefore, total quality management becomes the umbrella under which all processes and 
activities related to quality falL TQM may also encompass such terms as continuous quality 
management and total quality leadership/improvement [11]. 
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The quality management cycle is the process and subprocesses of identifying 
opportunities for improvement, selecting an opportunity for improvement, defining it from an 
operational standpoint and acting on it. After a solution is selected, it should then be 
implemented and re-measurement of the process would follow to document change. Once 
change is positively achieved, the process is said to be improved and a mechanism for 
continuous improvement may be adopted to ensure better outcomes [12]. 

According to the quality management cycle (Figure 1) each process has certain steps to 
be followed in order to achieve the desired objectives. The first three steps of the cycle, 
planning, setting standards and communicating standards, relate to quality assurance. Step 
four, monitoring, pertains to quality control while the next six steps facilitate quality 
improvement. 

7""·~-"~ 
Step 9: Choose and design solution 

I 
Step 8: Analy .. and study 01 , 

Step 7: Identify who will 
work on 01 

Adapted from the USAlD QA Project 
Step 6: Define 01 

Set standards 

\ 
Communicate 

standards 

~M . Step 4: omlor 

I 
/

tep 5: dentily and prioritize 
opportunities for 
improvement (01) 

Figure 1. Quality management cycle 
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It may be noted that the model for quality management presented here is by no means 
the only model for improvement. There are a number of similar models for improvement 
which are equally applicable to PHC and international settings. 

2.3 Dimensions of QAII 

Health care quality has several attributes and dimensions [13]. Data collected from 
several national and international surveys of consumers and providers of quality describe 
these dimensions in the sequence given in Box 2. 

Even though considerable progress has been made with regard to improvements in 
health status indicators in the last two decades, there are still gaps in access to care and equity 
in the delivery of services. The promotion of QAII greatly assists in the provision of equitable 
services, especially to the underprivileged segments of population, through better resource 
utilization and prevention of duplication and waste of services. The dimensions of 
effectiveness and efficiency stress the fact that quality can only be achieved if processes are 
performed appropriately and in a cost--conscious environment [14). In a system where there is 
a high level of demand for quality PHC coupled with the reality of limited resources, prudent 
decisions regarding best possible combinations of effective and efficient care are required and 
expected. This means that only appropriate and necessary care should be provided while 
eliminating waste and duplication of effort. 

Providing effective PHC in an efficient manner requires a high level of technical skills 
from health care professionals who follow the practice of doing "the right thing right the first 
time and doing it better the next". In PHC, providers and other health care professionals must 
be well educated and well trained to face the everyday challenges of meeting the needs and 
expectations of their customers. PHC is a complex field and without good technical 
background health personnel are less likely to enjoy the confidence of their clients. Therefore, 
quality in PHC must be associated with high level technical capabilities and 
competencies [15). 

It is generally understood that no one should agree to provide or to receive care in an 
environment that is unsafe or that may be perceived as unsafe. From a risk management 
standpoint it is the duty of the health professional to secure a safe environment for patients. 
Accidents have several consequences, all of which are negative. Unsafe conditions may lead 
to liability, physical and emotional injury and loss of goodwill, and are detrimental to the 
facility's reputation in the community. Safety is therefore a necessary dimension of quality, 
especially for PHC. 

Accessibility implies that care is available, acceptable, and affordable. Accessibility has 
physical, financial and intellectual aspects [15]. The latter is extremely important in an 
environment where there is a multiplicity of cultures, beliefs and educational background, as 
is the case with most countries of the Eastern Mediterranean Region. "Users" should be 
informed of standards of quality care in their own setting and under their own conditions if 
that care is to be properly utilized. 
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In a system that strives for quality, personnel interaction is extremely important. 
Primary health care is provided by highly educated and skilled individuals but these 
individuals cannot provide holistic care to the patient without relying on teamwork. 
Interpersonal relationships therefore playa tremendous role in shaping the processes of care 
and ensuring a positive outcome for the patient. In a scenario where each provider is working 

. independently and without any coordination of activities with others, it would almost be 
impossible to deliver any care, let alone quality care. Such an environment is not conducive to 
sustained quality activities. 

It is important to acknowledge that quality in primary health care is a process not a 
programme. A programme has a beginning and an end, but a process has no end. It is 
continuous. That is to say care should be initiated, rendered, evaluated, improved and 
continuously monitored, even after the patient is cured of his/her current illness, as care also 
includes wellness, health promotion and disease prevention [16]. Care that is started by one 
provider should be continued and followed through by another provider in cases of transfer to 
ensure continuity of care. Fragmented and disjointed care do not constitute a quality system 
and desired standards may never be achieved under such conditions. 

Finally, it is always more pleasant to have the care provided in an aesthetically 
acceptable environment. A PHC facility that pays attention to those of its amenities that relate 
to customer comfort and well-being is certainly a quality facility. Whether it is cleanliness, 
decor or service, health care quality will only be enhanced with a little attention to this 
valuable dimension. 

Box 2. Dimensions of quality health care 

<¢ Equity 

<¢ Efftecti veness 

<¢ Efficiency 

<¢ Technical competence 

-<> Safety 

<¢ Accessibility 

<¢ Interpersonal relations 

<¢ Continuity 

~ Amenities 
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QAlI in PHC is not a new concept. It is the direct outcome of PHC principles of equity, 
accessibility, integration, sustainability and partnership between the community and other 
partners. To achieve this, QAlI should be an integral component of PHC in all countries and 
should not be considered as a sophisticated and costly undertaking. 

3.1 Focus on PRC 

The PHC setting is unique among health care settings because both suppliers (health 
care providers) and consumers (patients) interact on a regular basis. The relationship is short 
but its impact has a lasting effect on both. The "first impression" is increasingly important in 
present day care in such a situation, and quality assurance and improvement methods are 
paramount for cultivating this relationship. Although quality cannot be pursued in PHC in 
isolation from other levels of care, added emphasis should be given at PHC level because it is 
here that most consumers come into direct contact with the health system. 

3.2 Application of QAII in PRC 

Health care consumers are becoming increasingly aware of the different requirements 
an organization must meet in order to be considered a "quality" institution. They are also 
becoming interested in learning about the status of care provided by this organization as 
judged by professional experts. The quality process provides the answers and the assurances 
that health consumers are asking for. It provides consumers with a set of measures by which 
they can judge the health care organization in comparison with similar organizations. The 
quality process also provides the consumer with a level of comfort, since it ensures that this 
PHC organization has passed a rigorous set of evaluation processes. The major reasons for 
pursuing quality in PHC are listed in Box 3. 

Attributes such as effectiveness, appropriateness and efficiency should also be basic 
elements of a quality primary health care system [17]. However, care cannot be provided 
without taking into consideration available resources. Quality requires efficiency in the use of 
health care resources and effectiveness in the delivery of care and services. 

Standards provide the framework for the delivery of quality services. They are 
statements of the quality of structures, processes and the desired outcomes for health care 
organizations. Standards are developed to be as quantifiable as possible and follow the various 
functions that PHC organizations perform. Compliance with these standards is therefore a 
proxy measure of the performance of such an organization. 

Benclunarking is another reason why PHC organizations should seek quality assurance 
and improvement. Benclunarking is a process of identifYing the best processes, activities or 
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outcomes and of finding ways to study and emulate them in one's own setting. Organizations 
are encouraged to look for and study the best processes of other organizations and levels of 
care, so that these can be imported into and implemented in the PHC set-up. 

Another important activity for quality is accreditation. It is a process of continuous 
search for excellence and a mechanism for emulating that excellence. Quality in general 
facilitates this process and encourages it. Accreditation also provides a mechanism for 
comparison between health care organizations. The primary health care organizations that 
achieve accreditation status can use this distinction to market their services accordingly. 
Accreditation therefore enhances positive competition between different health care 
organizations. Attaining accreditation can also be used as a mechanism for rewarding 
individuals who have worked hard in order for the organization to achieve it. The subject of 
accreditation will be discussed further in Section 4.6. 

As already mentioned, quality is a desired entity by all providers and is the basis of the 
very existence of PHC as enshrined in the Alma-Ata Declaration. Ethics dictate that the best 
and most appropriate care be provided to the patient. It is, therefore, the duty of all health care 
professionals to provide quality care and service to fulfil this ethical code. 

Box 3. Applications of QAII in PHC 

• Requirement to meet users' needs and expectations 

• Increased demand for effective and appropriate care 

• Necessity for cost-saving measures 

• Standardization and variance control 

• A forum for measuring performance 

• Benchmarking 

• Introducing accreditation, certification and regulation 

• Desire for recognition and striving for excellence 

• Consideration for ethical responsibilities 
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The framework for the QAlI programme in primary health care for a country or 
organization should address the following issues: Is there a vision? What are the mission and 
the main objectives of the QAII programme? How to predict the future? Who will and how do 
we lead the people towards serious and committed participation? [18] 

A future vision is a must in strategic management. Vision is broad and principle-driven 
and directs the mission and objectives of an organization, which are more specific and 
operational. It reflects the collective beliefs and culture of the organization. The vision of an 
organization should therefore describe the main features, characteristics, priorities and 
expected outcomes. For PHC it should also advocate the basic principles of equity, capacity 
building, community empowerment and partnerships. 

The mission is defined as a statement that identifies, in broad terms, the purpose for 
which the organization exists. It specifies the unique aim of the organization and differentiates 
it from other organizations. It is the foundation for all organizational planning and change 
(Box 4). It is not an end in itself. In striving to make a difference through changes in thinking, 
behaviour and outcome of the organization, the mission statement should focus on day-to-day 
activities and realities. It is with time that a mission will be tested whether it is making a 
difference or is just rhetoric. Therefore, it is important that vision and mission statements are 
not hollow but reflect the true commitment of the leadership. 

Box 4. Making a difference: 
characteristics of a mission statement for QAII 

,( Concise and clear 

,( Futuristic 

,( Result-oriented 

,( Behaviour-driven 

,/ Focus on customer 

Objectives are considered to be statements of the results that health service organization 
seeks to accomplish. Objectives give directions to the entire health service organization and in 
broad terms, when accomplished, result in mission fulfilment. Thus, they are derived from 
and reflect the mission. 
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To guarantee high quality PHC services, a health authority should plan its future steps. 
First of all, it should know exactly what the current situation is, what the prevailing health 
conditions are, what the available resources are and what human resources it has. The next 
step is to state clearly "where they want to shift the current situation to". This means that the 
health authority should have a clear future vision, to state its mission, and define its 
objectives. Having achieved this, the authority should then formulate plans and the 
organizational structure for quality improvements. 

Based on the respective framework chosen, all PHC organizations must have a core 
process for systematic and ongoing improvement. Such a process or strategy should 
incorporate different quality improvement tools that can be used effectively and continuously. 
One example of such a process is presented in Figure 2. 

High priority 
process ====::::::=--

Process 
database 

Impro,:,ement ~ 
actIOn ~ 

~ information I 
Comparative 

Asse'Sment ~ ~ __ ... 

Improvement 
opportunities 

Figure 2. Quality assessment process 

The cycle starts with identification of high priority processes. Measurement of these 
processes results in the development of an internal information database. Assessment of the 
information systems and comparison of the measurements with established standards or with 
performance levels in other organizations should result in the identification of improvement 
opportunities. It is important to mention here that this cycle should be continuous and even if 
the process is stable, opportunities for improvement should be looked for in the process 
design and outcomes. 
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3.4 Organizational structure for QAII in PHC 

There is no ready-made organizational structure for quality improvement in primary 
health care settings. Each organization and country has its own entity and characteristic 
features, and for each one, a different structure may be built. Based on different countries' 
experience, it is important to involve those people who are at the top of the health hierarchy, 
in order to gain their commitment and power. It is also advisable to have a central body at the 
ministry that will supervise, coordinate, support and direct quality improvement at all levels. 
In the ministry for example, a unit or a directorate for QNI should be formed, headed by a 
senior health official. The functions and duties of this directorate may include, but are not 
limited to the following: 

• screening and evaluating the current situation in the country including PHC; 

• setting, testing and communicating standards for different levels of care; 

• preparing manuals, newsletters and books on QNI; 

• providing training to QNI and health care staff at allleve1s; 

• inspection and monitoring of technical and administrative activities of primary health 
care facilities; 

• preparing and participating in the studies; 

• collaborating with the activities of other organizations of similar nature. 

To implement QNI techniques at primary health care level, quality councils should be 
formed at the regional/district level. Each council may comprise the director of the health 
centre, a nurse or female paramedic, a pharmacist, an administrative person, and 
representatives from the community and nongovernmental organizations. Meeting regularly, 
these people should ensure the implementation of quality principles, culture, techniques and 
tools in the PHC facility. Quality teams should be considered by the QI council to be the 
acting organs for implementing activities in their respective areas [19]. Good communications 
means should also be established between all peripheral bodies and the central QAlI 
directorate. A steering committee may provide a good forum by bringing all the quality 
council coordinators together for joint planning and monitoring of activities. Membership of 
the steering committee may be broadened to include representatives of different disciplines in 
health as well as from other sectors related to health care, namely universities, the private 
sector, and other public entities, thus giving it a national flavour. 

Based on the above discussion, an organigram for QAlI in primary health care for a 
country is suggested in Figure 3. 
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Figure 3. Organigram for quality improvement in primary health care 
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3.5 Prerequisites for implementing QAII in PHe 

Quality improvement in PHC is not limited to the interaction between health workers 
and their clients. It is also about the proper management of the health care services system, 
cultural values and an integrated approach to providing access to essential care. Measures to 
improve the quality of primary care have the potential to reduce the referral of patients to 
more expensive secondary and tertiary care. In launching the quality improvement approach 
in PHC several strategic options are necessary. 

a) Defining responsibilities 

Prior to the launching of a quality improvement programme the persons responsible for 
the performance of the different components of the programme and its service delivery units 
need to be defined. This will entail the preparation of simple but clear job descriptions that 
illustrate the scope of different health workers with regard to selected quality features of PHC. 
In addition, it is equally important to introduce the necessary changes in the organizational 
structure, and on the culture of the service. This is facilitated through the development of 
teamwork and positive relationships between health teams as well as between health workers 
and their clients/cormnunities. 

b) Reorienting/training health workers on quality 

Primary health care personnel must possess the basic information and skills necessary to 
provide care of the highest quality as their state of knowledge is a key determinant of process 
and outcome. In this era of shrinking resources, practitioners and health care systems should 
not neglect the fact that training is an effective means of quality improvement. Educational 
and training assignments should therefore be accorded due importance while organizing the 
QAlI system. Once imparted, the relevant information must then be applied and practised by 
the staff and the delivery system to achieve favourable outcomes. 

c) Dissemination of elements of QAI/ programme 

To introduce effective and successful quality programmes for PHC services, an essential 
pre-requisite is to clearly disseminate the objectives of the programme, the activities set for 
achieving these and the managerial support and community involvement required, and inputs 
and processes that lead comprehensively to the desired outcomes of the programme. The 
health sector and the professional community should establish the necessary communication 
network that would provide health workers at PHC level with unlimited access to the 
standards set. National and provincial/regional bodies that take the responsibility for 
development and implementation of these standards should coordinate dissemination. 

d) Gradual course of implementation 

When introducing quality improvement measures the gradual phased approach is 
recommended to maintain staff commitment and skill development. A few quality features are 
selected for which a limited number of standards are developed. Through the use of the 
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quality improvement cycle, the staff will evolve their problem-solving capacity. By observing 
the benefits of their corrective interventions through the quality improvement process the staff 
will gain confidence in extending the scope of the PRC quality dimension. It is indeed a waste 
of resources to introduce a detailed quality improvement progranune, if health workers and 
managers cannot understand or cope with the system. 

3.6 Monitoring of QAfI in PHC 

Monitoring is a periodic collection and analysis of data for selected indicators which 
enable managers to determine whether key activities are being carried out as planned and are 
having the expected effects on the target population. Monitoring is performed to meet 
established quality goals, to identify problems (opportunities for improvements), and to 
ensure that improvements are initiated and maintained. Although monitoring is an important 
and critical process for a primary health care organization, just having a monitoring process is 
not sufficient. Monitoring must be effective to meet its objectives [20]. Thus a well-organized 
monitoring system is based on characteristics such as the following: it is based on only key 
monitoring indicators; it collects only needed data; and it gathers data that are easy to interpret 
and that provide timely feedback to the information users (management, providers and users). 

As monitoring involves the compliance of the PHC system with the agreed upon 
standards, the process of setting standards is an integral part of a cycle of quality 
improvement. Setting of standards does not necessarily mean the development of standards 
from zero level; but may include such activities as searching for an existing system to 
standardize, and selecting appropriate standards for adoption, modification or redevelopment. 
These newly set, developed or adopted standards should then be tested for applicability, 
reliability and validity. Standards should then be communicated actively to the intended 
audience and the appropriate users of the PRC system. Once standards are communicated to 
PRC staff then a set of steps should take place in measuring compliance to these standards 
using an adequate number of key indicators related to those standards. The measurement of 
the variance between current practices and the set standards is what monitoring is all about. 

There are a number of ways to set standards. One method of setting standards is 
presented in Box 5. This method describes a step-by-step approach to developing standards 
and indicators for QAlI in PRC. Here, the scenario given assumes that a country or 
organization is actually developing its own standards (from zero). The method can also be 
used to develop additional standards or to develop policies and procedures, clinical practice 
guidelines, or algorithms, which are all different forms of standards [21]. Many countries 
however, rely on other specialized organizations, such as WRO or the Joint Commission in 
the USA for adoption of national standards of expected quality. 

Evidently, setting standards is a necessary component of defining and improving quality 
of PRC. Through standards, a PHC organization defines what it expects for the inputs, 
processes and outcomes of the services it provides. Through their indicators, standards are an 
instrumental part of monitoring the quality of care and identifying problems and measuring 
improvements in PRC service delivery. Therefore, with periodic updating and modification of 
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standards and indicators, monitoring should be an essential element of the continuous quality 
improvement cycle in PHC. 

Box 5. Standards setting for QAII in PRC 

• Select the system/function for which to develop standards (e.g. immunization, 
maternal health, child health, etc.) 

• Study the system and identify its components and elements (e.g. physicians, nurses, 
medical records, patient admissions/discharge, patient satisfaction rates, infection 
rates, etc.) 

• Assign a quality characteristic to key elements (e.g. timeliness, accuracy, 
completeness, trained, etc.) 

• Decide on the format for the standard (e.g. quality statements, algorithms, clinical 
practice guidelines, policies and procedures, etc.) 

• State the standard in the selected format 

• Develop the indicator by attaching measurable criteria (e.g. the number of, the 
percentage of, etc.) 

• Select the level of minimal acceptable state (threshold) of the standard (e.g. 80%, 
90%,95%, etc.) 

• Assess for validity, reliability, accuracy, clarity, and applicability 

• Pilot-test the standard and the indicator and revise according to feedback 

• Communicate the standards and indicators to the target population 

• Implement the standards and indicators into practice 

• Monitor compliance by measuring indicators periodically 
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4. CURRENT AND EMERGING TRENDS IN QAII 

Health care settings in the 21st century will differ from those of today. A greater 
focus on incorporating scientific evidence Into clinical practice and preventive 
medic/ne with an emphasis on quality of care, will greatly reduce variation In 
diagnosis and outcomes. 

4.1 Introduction 

In today's health care arena a number of quality-related issues are being raised that have 
received considerable attention from health care consumers and the media. It is believed that 
the trends that emerged in the late 1990s to address these issues, will continue to evolve and 
expand in the early part of the new century. 

The following is a brief description of a few trends that have the potential to influence 
future strategic directions of QAlI progranunes. Most of these interventions are already being 
practised, largely in the industrialized countries, and are mainly confmed to hospitals and 
managed care. However, concerted efforts are also being made to adapt these to the 
developing countries and to primary health care settings. 

4.2 Performance measurement 

The 1990s could be called the period of "performance measurement". Whether as a 
provider, a consumer or a regulator, each is looking for ways to satisfy one another through 
measuring and reporting on care outcomes. Performance measurement includes identification 
of certain indicators, the collection of data to measure those indicators, and then comparison 
of current performance with a desired performance level [22]. Although numerous methods 
have been created, the ideal method of performance measurement remains elusive. 
Nonetheless, several systems of measurement and sets of indicators have been developed and 
used by different organizations. The Health Employer Data and Information Set (HEDIS) in 
the USA is one example. This set has over 50 measures, primarily for primary and preventive 
health services, that organizations can measure their performance against. It also facilitates 
comparison of performance (in these measures) among organizations to assess their progress 
towards improvement. 

Other similar systems include the US Public Health Service Healthy People 2000 and 
2010 list of indicators, the Canadian Council on Health Services Accreditation hospital 
indicators and the US Health Care Financing Administration's indicator system for managed 
care. In the international arena, WHO has organized and facilitated a number of activities 
related to quality assessment and performance measurements, one of which was an 
intercountry consultation organized by the Regional Office in 1999 in Cyprus. 
Representatives of a majority of the countries of the Eastern Mediterranean Region and from 
many leading institutions participated in the consultation and recommended the development 
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of an efficient mechanism to continuously measure performance improvements in all PHC 
organizations. 

4.3 Utilization management 

The term "utilization management" is often used interchangeably with "utilization 
review" and "utilization improvement" [23]. Whichever term is used by any particular 
organization, the function of this process can be divided into three distinct activities: 
prospective review. concurrent review and retrospective review. The objective of these 
activities is to control cost, while also reviewing for appropriateness of care, medical 
necessity and quality of care. These reviews are usually performed by health teams using 
recognized scientific review criteria. In selected circumstances in a country, such as primary 
health care, all or some of the criteria can be locally developed and approved by the 
concerned health care organization. 

Prospective review refers to an assessment of the services before it is delivered. It is 
most often seen in the form of a pre-admission certification for a planned hospital admission. 
It is at this point of entry into the health care system that significant attention must be paid to 
the appropriateness of the level of care requested. Inpatient admissions are costly and often 
unnecessary, especially now that there are many other options available to deliver the same 
quality of services within primary health care settings at significant savings. 

Concurrent review refers to gathering information about the user and making an 
assessment of the continuation of services that has already been certified by the health care 
organization. Recognized criteria and organizational guidelines are applied to the case and 
reviewed before approval for the continuation of services is granted. 

Retrospective review takes place after the service has been rendered to the user. The 
medical records and treatment patterns are monitored for procedures that are expensive or 
tend to be over-utilized. The goal of this review is to reduce unnecessary or inappropriate 
treatment for the patient. This not only benefits the patient from a clinical standpoint but also 
helps control expenses. 

4.4 Outcomes management 

Ellwood defines outcomes management, as follows "... in medicine ... our unifying 
goal is the good of the patient. To support this philosophy, I propose that we 
adopt a technology for collaborative action ... let's label this technology 'outcomes 
management' "[24]. Outcomes management is the process of collecting, analysing, 
evaluating, and disseminating the results of medical processes or procedures to improve the 
results of health care through collaborative efforts. 

The main objective of using outcomes management is to improve the quality of care 
delivered by the health care organization to the patient. A specific outcome is dependent on all 
the structures and processes involved in its development. To achieve improvement, all factors, 
barriers, and strengths of the system should be reviewed, evaluated, and improved. 
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Appropriate and widely accepted bodies agree upon the guidelines and protocols for these 
procedures and it requires total integration of the health care system, both vertically and 
horizontally [25]. 

Managing outcomes is what QAlI is all about-managing the total system to improve 
the quality of care rendered to the patient. The fundamental principle of QAII is to eliminate 
variation, and this is what outcomes management attempts to do: recognize good outcomes, 
study them, and eliminate variations in the process that may lead to undesired outcomes. 
Examples of commonly used outcomes include user satisfaction, patient mortality etc. 

4.5 Risk management 

Risk management is a coordinated process to safeguard the assets of the organization, 
it's employees, providers and members [26]. The essence of risk management is the 
identification and evaluation of processes or occurrences that could result in a loss for the 
health care organization. Once identified, selecting and implementing the best risk 
management technique continues the process, while monitoring the results and modifying the 
techniques closes the loop of the risk management cycle. 

The identification of possible liability exposure can exist before such exposure occurs, 
so called proactive risk management. It may also exist in real time, often referred to as the 
concurrent risk management. Finally the retrospective risk management involves the 
assessment of accident and incident reports, exit interviews, and employer satisfaction 
surveys. In brief, risk management is designed to delineate the policies, procedures and 
practices which will maximize revenue, ensure smooth operations, and reduce the chance of 
events which would reflect adversely on the organization in either reputation, public image or 
financial loss [26]. 

4.6 Credentialing 

Credentialing is the process of documenting and verifying qualifications of health 
professionals. It includes verifying and obtaining original (primary) source documentation on 
education, training, employment, licensure, certifications and quality care history on a specific 
person. This information is utilized by the credentialing committee to award or deny 
"privileges" to the health professional who is interested in providing care at a specific 
institution [27]. 

In the USA and many other countries, all physicians must be credentialed at the 
beginning of appointment and repeated at regular intervals. Re-credentialing however will 
require additional information to be included in the review process. Such information as 
quality of care history, medical records documentation, utilization review information and 
patient satisfaction are all required and should be available in this physician's file before re
credentialing is performed and granted. Credentialing and recredentialing are required not 
only for physicians but also for other providers of patient care in an institutional setting. 
Added to that is the fact that all accrediting bodies are now requiring health care organizations 
seeking accreditation to credential all available providers. 
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4.7 Certification, licensure and accreditation 

Often there is confusion with the terms and mechanisms of certification, licensure and 
accreditation. In general, certification, licensure and accreditation are all methods of 
evaluation for assessing and rewarding organizations (and individuals) for quality. The 
difference between the three is based on the rigour of the assessment process and whether the 
evaluation is comprehensive to all aspects of the organization. Of the three, it is believed that 
the process and the standards of accreditation, are more rigorous and more comprehensive in 
nature. 

Certification can be defined as a process of assessing the degree by which a facility, 
product, unit or professional attains minimum standards. It is specific to the nature of the 
assessment, and the entity is "certified" as a special agency for the purpose of providing a 
particular service or activity; e.g. an organization may be certified as a provider of care to a 
special population or as a training facility. Similarly, an individual may be able to pass a 
certain examination and become "certified". In other words, certification is applied for a 
specific purpose and is organized for the certified entity to engage in a particular activity on 
prospective basis [28]. Certification has a set of minimum guidelines that has to be met by the 
entity to be certified. In most cases, certification is not governed by law and is usually 
voluntary and has time limit for renewal. Renewal however is almost automatic as long as the 
organization is paying its dues and is in "good standing". 

Licensure has more similarities with certification than accreditation. It is targeted for 
different entities, individuals, organizations or groups. It can be defined as the process of 
assessing the extent a facility, organization or professional attains minimum requirements. 
Again, licensure is a voluntary and prospective process. Unlike certification however, 
licensure is usually a government-sponsored activity, put in place to control the practice of a 
profession or an act that has the potential of risk to the recipient or the beneficiary [28]. The 
licensed entity is given such a privilege to be able to engage in a certain activity. An obvious 
example would be a physician, who without a valid license may not be able to practice. 
Licensure is also limited by time, is usually renewable and may only require the payment of 
dues and a good standing in the community. 

Accreditation of health services originated in the USA during the 1950s. Today, this is 
the main instrument used by the industrialized countries for assuring the quality of care and, 
in many cases, for the distribution of financial resources to health institutions. The process of 
quality assessment through accreditation requires that standards be established for each level 
of care, practice or optimal method, as defined by experts andlor professional organizations. 
In each case, the initial standard is the minimum level of quality required and it changes as the 
system develops [28,29]. Given that health establishments are not made up of independent 
and isolated units, all services in the health facility, to be accredited, must attain the basic 
standards. 

Accreditation is also a voluntary process applied primarily to organizations rather than 
individuals, departments or units. It is a rigorous and comprehensive evaluation process 

through which an external accrediting body assesses the quality of the key systems and 
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processes that make up a health care organization (Figure 4). Accreditation also includes an 
assessment of the care being delivered by health care organizations in important areas like 
preventive services and client satisfaction. Organizations seek accreditation for different 
reasons but most do so in an effort to win customer satisfaction and professional reputation. 
The value of accreditation is in the internal self-assessment that an organization undergoes in 
preparation for the survey visit, and in the consultative peer review process which is part of 
the on-site survey visit. Once accredited, organizations must continue to remain in compliance 
with the applicable standards throughout the accreditation cycle. 

Th{' Administration 

Figure 4. The structure of accreditation 

4.8 Clinical practice guidelines 

Clinical practice guidelines (CPGs) are a form of standards for medical practice. They 
are basically a list of possible and probable steps to provide care in specific care settings, 
including primary health care. These steps are developed and documented relying on 
evidence-based medicine criteria. A number of professional organizations and societies have 
already developed lists of CPGs for all kinds of diseases and medical conditions. The Internet 
also boasts a plethora of such lists (e.g. www.guidelines.gov and www.icsi.org). 

When CPGs were first introduced into the health care system of the USA, physicians 
and institutional providers argued against them. They cited issues like encouraging "cook
book medicine", or "conveyor-belt-medicine" [30]. Physicians argued that these guidelines 
are too general or too specific and might not be applicable to all circumstances even with the 
same medical condition or presentation. Similarly, they also complained that CPGs applicable 
to a certain organization or locality might not be appropriate for another facility or country. 
Nevertheless, over time, CPGs have proved to be effective in reducing mediocre care and 
have had positive impact on the quality of services in different situations and countries. 
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Peer review or management is a process of reviewing and assessing the quality of care 
provided by a health professional. Sometime called "medical audits", assessment is usually 
performed by a "peer" of that person, having similar or equivalent qualification in order to 
render an appropriate decision on the quality of care provided [31]. This "peer" assesses the 
care provided by answering the question of the "prudent provider". The question is: if I was in 
that place providing care to that specific case, would I provide the same type of care? If the 
answer is no, then areas where quality of care issues are raised must then be identified and a 
course of action is then delineated to prevent the situation from happening again. 

The "peer" usually relies on "implicit" criteria in determining whether the quality of 
care provided by that specific professional was achieved or not. These implicit criteria are 
those standards that are not written in a document but are a collection of care practices that the 
peer has accumulated during hislher experience. Another type of screening criteria will be the 
"explicit" criteria. These criteria are more specific and are based on medical evidence. They 
are written by experts in the field and are updated regularly to ensure their applicability and 
appropriateness. Explicit criteria are usually used by an auditing organization to perform a 
primary screening first on a specific case before referring it to a peer. 

Peer management is extremely important to identifY quality of care issues that need 
further clarification, awareness or education. It is quite evident that both the organization and 
the patients can benefit immensely from this process. 

4.10 User satisfaction 

Donabedian believes that no discussion of quality assurance and improvement can be 
complete without recognition of the actual and potential role of consumers. Consequently, in 
the last decade client satisfaction has been progressively recognized as an attribute of quality 
care, being a legitimate and desired outcome. Care cannot be of high quality unless the patient 
is satisfied. User satisfaction is an indicator of how the patient perceived different aspects of 
the quality of care and can be used as a proxy measure of those aspects. 

Client satisfaction is also a prerequisite for quality care as satisfied patients are more 
likely to cooperate effectively with their providers, to accept their recommendations and 
comply with their orders, to keep appointments and to seek health care again [32]. Satisfied 
clients are also more likely to participate in their treatment and cooperate with their health 
care providers by disclosing the medical information needed. In addition, clients who are 
satisfied will be more content and relaxed, whereas patients who are dissatisfied will tend to 
lose confidence in the staff and perhaps in themselves as well. There is also evidence that 
patients' dissatisfaction with care leads to increased shopping around for doctors and 
malpractice litigation [32]. 

Client satisfaction is considered a critical factor of marketing for health services as 
competition in the health care market increases. As hospitals and other health institutions 
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want to ensure the highest level of client satisfaction, not only to maintain their patient base 
but to expand it, client satisfaction is becoming more important to health managers. 

5. INSTITUTIONALIZATION OF QAII IN PRIMARY HEALTH CARE: 
A SHARED RESPONSIBILITY 

Institutionalization of quality in primary health care is a continuous, dynamic and 
long-term process. It is a situation where each PHC employee is aware of the 
quality concept, believes in it, practises its principles and considers it a shared 
responsibility. not restricted to a department or another individual. 

5.1 Introduction 

Institutionalization of quality is a complex undertaking which has different directions 
and takes different forms according to the level as well as the development and organization 
of the health system. Institutionalization is achieved when appropriate health care quality 
activities are carried out effectively, efficiently and on routine basis throughout a system, 
organization, district or country (33). It is a state of achievement whereby health care quality 
is practised and maintained without additional outside resources. In such a state, expertise is 
available within the organization and political commitment is fully integrated and maintained 
at all levels. After the full implementation of health care quality in an organization, a 
community or a country, the next milestone is to establish a "quality culture". A quality 
environment or culture is achieved when quality activities are not separate from the normal 
activities that are carried out daily by the system and its personnel. In such a culture 
employees make every effort to ensure that the processes of QAlI are maintained and 
practised to achieve the organization's mission and vision. 

It must be realized that to promote QAII as a shared responsibility in the Eastern 
Mediterranean Region, active involvement of the communities, national government, 
legislative bodies, academia, professional organizations, private sector, nongovernmental 
organizations and international organizations is absolutely essential. A few key factors are 
necessary for institutionalization of QAlI in primary health care as discussed below. 

5.2 Leadership commitment 

The commitment of health care leaders to the principles and fundamentals of quality is 
paramount for the sustainability of continuous and incremental improvement. Leaders are role 
models for the workers of the organization. They are also the "purse string" keepers. They are 
the ones with the authority to allocate new resources and provide needed support. Without 
true leadership from the major players in an organization, success may not be attained and 
maintained for QAII. They are the ones most suitable to lead quality assurance efforts and 
performance improvement projects. 
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Without leadership commitment, QAlI will become a one-time activity that will soon be 
forgotten and the old way of doing business will gradually but surely return. According to 
Deming, "leaders must accept and support the improvement efforts otherwise the possibility 
for sustaining quality in that organization is highly diminished" [33]. Certainly commitment 
should be more than just verbal commitment. It should include actual involvement in the 
planning and decision-making activities. Therefore, leaders must participate in QAII 
committees, get involved in improvement projects, and facilitate resources allocation in order 
to ensure the accomplishment of the objectives. 

5.3 Increasing awareness 

The health care quality concept has different facets, principles, skills, techniques and 
tools. There is also a vast amount of literature being written about it on the international 
scene. Therefore, the early activities of QAlI should include organization of a series of 
seminars on the subject to orient the decision-makers and managers with regard to the concept 
and benefits of QAII in primary health care. The seminars should be followed by intellectual 
discussions on the applications of this concept in a particular country, taking into 
consideration the available resources, culture, current health status and existing 
structures [33]. Similar activities should also be organized to present health care quality to 
other key personnel in the country to obtain their support and to increase dissemination of the 
concept. Information and feedback gathered at these sessions can be used in expansion of 
QAlI programmes. The potential role and contribution of the media in raising awareness and 
in generating demand for quality care should be used optimally. 

5.4 Improving management 

Quality of care depends on good management of the resources provided to the PHC 
system. Quality management should render the programme activities safer, and able to 
produce an impact on mortality, morbidity, disability, malnutrition and population dynamics. 
Activities relevant to this process include: 

• integration of PHC activities at the operational level, as this will render the programme 
more cost-effective which by itself constitutes an important variable of quality; 

• distribution of the different categories of health workers to well defined catchment 
areas, and their capacity to fully comply with the assigned responsibilities and delivery 
of quality care; 

• availability of referral mechanisms for each level of care, as this will ensure that all 
individuals receive the essential quality care irrespective oftheir place of residence; 

• distribution of supplies including essential drugs and vaccines, the supply of X-ray and 
laboratory equipment, provision of reagents and other consumables and the maintenance 
of equipment; 

• rehabilitation and maintenance of health facilities; 
• coverage and rational resource allocation, ensuring that services are available to all 

those who need them and are properly executed and that resources are not diverted by 
technologies that are not relevant to priority health problems or not more effective than 
less costly appropriate technologies. 
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Improving and institutionalizing quality calls for partnership of the different 
stakeholders. Partnership should be established through an agreed upon agenda where roles 
are identified, accepted and practised. Partnerships can also be established through a common 
goal or benefit which is shared and that all parties strive to achieve. 

Partnership can be within the health institution and/or outside it. The flow of 
information, decisions and action within the health institution makes it capable to form 
partnerships between different health departments. At the same time, partnerships with other 
relevant partners, such as users of health services, are important not only as consumers but 
also as partners in setting priorities and goals [34]. Partnership is also needed with other 
sectors that are related to health, such as ministries of education and agriculture, 
municipalities, nongovernmental organizations and the private sector. Partnership can be 
further extended to include bilateral and international agencies to tackle a priority national 
health programme. As health priorities change with time it is expected that partners will also 
vary accordingly. 

5.6 Customer-employee focus 

Someone said, "without customers, we may have to close our doors". Customers are the 
reason for the existence of the providers of health care and the purpose for the health care 
structure. One of the main goals of quality improvement is to meet the needs and expectations 
of the customers, both internal and external. Therefore, for a quality improvement programme 
to succeed it has to identify its customers carefully and learn of their needs and expectations 
and find ways to meet those. Otherwise, quality improvement will have little or no impact on 
what matters the most [35]. 

At the sarne time, each employee should be treated as a customer as well. They should 
be trained and continuously developed to render the best possible service to the external 
clients. They should be given the tools and the techniques to make decisions on their own and 
should be supported in their efforts to meet the needs and expectations of their customers. A 
quality improvement effort that does not take into consideration the needs of the employees is 
doomed. 

5.7 Evidence-based decision-making 

Use of data is paramount in quality improvement efforts. For health care quality, it is 
very difficult to get unequivocal commitment from management without demonstrating 
results. Managers are usually quick to say: "Show me that it works!" Health care quality must 
then be based on data and should always be driven by outcomes [35]. As quality improvement 
is based on decision-making activities, without the necessary data these decisions would 
become arbitrary. Therefore, an efficient system of data management should be fostered to 
manipulate data adequately and correctly and produce the necessary information. Backed by 
evidence, improvement opportunities can be correctly identified and appropriately addressed. 
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Health care quality is system-oriented. Since systems comprise structures, processes and 
outcomes, health care quality focuses on studying the elements of each of these components 
and finding ways to improve their status collectively. One basic principle is that the parts of 
the health care system are interdependent, and no one part is more important than another to 
achieve a better outcome for the patient. Therefore, all the members of the health system need 
to join forces and work as real teams. 

If each employee works alone without interaction with each other, the organization may 
never see the fruits of the synergistic effects teams bring. One member of the team may bring 
one perspective and another member may build on that to bring about a better perspective and 
so on [36]. Therefore working in teams not only strengthens the collective decision-making 
process but also facilitates progressively improved outcomes. 

5.9 Rewards and recognition 

Human nature expects and strives for rewards and recognition. In an organization that 
strives for quality, reward systems should be established, monitored, maintained and 
improved through a dynamic process. The process should begin by developing the values to 
guide the organizational behaviour and expectations of staff. It is essential to understand what 
motivates the health staff in an institution, and incentives, whether materialistic or moral, 
should be regular and varied. The ultimate goal of reward and recognition is to ensure 
improvement in the performance of the health organization as well as to benefit career 
development of staff [36]. 

Rewards can be applied during recruitment, retention, motivation and career 
development. For this, a clear policy for reward should be prepared. The policy document 
should clarify expectations by both the organization as well as the employee and it should be 
made known and accessible to all employees. 

5.10 Mapping health care quality interventions 

Once strategic planning and a basic organizational structure have been completed, early 
"testing" or pre-implementation activities need to be sponsored in the form of small pilot 
projects or small process improvement teams. The process should support simple projects that 
require the least amount of resources, have the highest probability of success and affect a 
large number of beneficiaries. Such projects may involve the formal identification and 
selection of an improvement opportunity and the organization of an interdisciplinary team to 
initiate improvements. At the completion of pilot projects, the results should be analysed to 
prioritize services and geographical areas for further implementation of health care quality. 
This step of limited implementation is not mandatory but can be very useful in the early 
identification of gaps in communication, planning and intervention [31]. 
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The quality assurance and improvement programmes are strongly related to research 
and development. Although research is mainly concerned with fmding the "right things to 
do", the quality improvement programme is concerned with "doing the right things", i.e. the 
two are complementary and sometimes overlapping. It is of great help to the national drive for 
quality, to share experiences, successes and failures in order to build a quality assurance 
culture [36]. Therefore, there should be an established system to document the ongoing 
activities, improvement opportunities and quality outcomes. This information has to be 
regularly shared with relevant organizations and professionals through well established 
networks and focal points. In recent times, networking has been made easier by the modern 
facilities available. However, as in all types of communication, networking needs to be 
worked out according to the requirements of network participants/users and content. 

6. STATUS OF QAII IN PRIMARY HEALTH CARE IN THE REGION 

Over the past two decades, PHe, as the cornerstone of HFA, has prOVided impetus and 
energy to progress towards HFA. To achieve the objectives and standards of care aspired 
to, countries of the Eastern Mediterranean Region have shown strong interest in improving 
quality of PHe and have included it as one of the major areas of collaboration with WHO, 

6.1 Achievements by countries 

Almost all the countries in the Region have ongoing QAII activities at different stages 
of development. Some countries have given great attention to this initiative and have reached 
a relatively advanced level of QAlI implementation while the others are still at the planning 
and adaptation stage. The status ofQAlI programmes in PHC among countries of the Region 
can be placed in three categories (Figure 5). 

The first category is that of episodic quality; this refers to the situation where QA is 
introduced as a pilot project in a few selected institutions, e.g. hospitals or health centres. 
Most countries in the Region have instances of "episodic QA". As expected, performance was 
improved in the institutions concerned, however, the quality remained restricted or "episodic" 
and never expanded to cover the health infrastructure. The challenge is how to move from this 
level to the next. 

The second category is that of modeling of quality. Here the scope of QA as well as the 
inputs cover a whole level of the health services such as health centres, as in Bahrain and 
Saudi Arabia. It is an advanced step wherein the health system has QA built into the planning, 
implementation and evaluation processes and investment for QAlI is well established and 
substantial. 
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The third category is the stage where quality is a culture and is practised daily by all 
health workers at all levels of care in all aspects of health care; quality is institutionalized and 
this is the ultimate goal of all health systems. At present, no country of the Region falls into 
this category [37]. 

INSTUTIONALIZED 
QUALITY 

MODELING OF 
QUALITY 

EPISODIC 
QUALITY 

Figure 5. Categorization of QAIl in PHC 

Rather than discussing the accomplishments or shortfalls in QAlI implementation of 
individual countries, the Region can be characterized as according to the varying degrees of 
development among the different countries (Table I). 

a) Almost all countries of the region have either developed or are planning to develop a 
comprehensive QA/J plan in PHC. In these countries, a countrywide strategic and 
operational plan has been developed for QA/I education and training, measuring 
performance and improvement interventions. 

b) Many countries have formally organized a QA department/unit at the Ministry of Health. 
However, among these countries there is variation in the emphasis, the hierarchy and the 
authority of these QA units. For example a few countries have a fully staffed central QA 
directorate in the Ministry of Health which has been in operation for a number of years, 
while in other countries there is only a small unit in the Ministry of Health. 



Table 1. Quality assurance and improvement in PRC inventory of activities in countries of the Eastern Mediterranean Region' 

Counlry National Organization Training Performance Moniloring Accreditation WHO 
plan 

Unit! Council! Resources 
.. 

Malerial! Trainen Organized 
measurement and data lechnical 

management assistance 
directorate teams manuals sessions 

Bahrain ./ WithPHC ./ A ./ ./ ./ ./ ./ ./ 

Cyprus ./ WithPHC A ./ ./ ./ ./ ./ ./ ./ 

Egypt ./ ./ L ./ ./ ./ ./ 

Iran, Islamic ./ ./ L ./ ./ ./ 

Republic of 
Iraq WithPHC L ./ ./ ./ 

Jordan ./ ./ ./ L ./ ./ ./ ./ 

Kuwait ./ ./ ./ A ./ ./ ./ ./ ./ ./ 

~ Lebanon WithPHC ./ L ./ ./ ./ "tI 

Libyan Arab L ./ ./ ./ ~ 
Jamahiriya t.H ~ 

Morocco ./ ./ L ./ ./ ./ - -..l 

Oman ./ L ./ ./ ./ :::. 
Pakistan WithPHC L ./ ./ ./ ./ 

Palestine WithPHC L ./ ./ ./ 

Qatar ./ ./ ./ A ./ ./ ./ ./ ./ ./ 
Saudi Arabia ./ ./ ./ A ./ ./ ./ ./ ./ ./ 

Sudan L ./ ./ ./ 

Syrian Arab ./ ./ ./ L ./ ./ ./ ./ ./ 
Republic 

Tunisia ./ WithPHC ./ A ./ ./ ./ ./ ./ 

United Arab ./ ./ ./ A ./ ./ ./ ./ ./ ./ 
Emirates 

Other countries have yet to initiate fonnal activities on QAlI in PHC 

A: Adequale; L: Low 



EMlRC4717 
Page 32 

c) Several countries have undergone a comprehensive PHC quality assessment either 
nationally or in a pilot area while others are planning to undertake this activity in the 
near future. 

d) While a number of countries are anticipating the development of a regional manual on 
QAII in PHC, other countries have either already prepared their own manual or are in 
the process of doing so. 

e) Almost all countries have started the training and development of informed local 
professionals in QAlI. Several workshops, seminars, courses and conferences have been 
offered in the region at the national and district levels. A few countries however, are in 
the process of organizing more advanced training in QAlI for local health personnel. 
One country has even established a national diploma course on quality management for 
local health care professionals. 

f) At least one country has organized a national professional organization for QA while 
health care professionals from other countries have acquired memberships in the 
international societies of health care quality. 

g) Most countries in the Region have either established or are contemplating the setting of 
standards and quality indicators in PHC. However, communication of standards to the 
right audience is in varying phases of development. Some countries have actively 
communicated standards to the target audience through workshops, seminars or 
conferences, while others are taking the passive approach through written 
communication. 

h) Many countries have initiated the measurement of performance in PHC. One country is 
also concentrating on medical audit, while another has developed an effective system of 
supervision as the tool for measuring performance. 

i) One country has developed software for QAlI and is currently training general 
practitioners nationwide on the use and implementation of this software. 

j) Several countries have shown an interest in developing an accreditation system for PHC 
and hospitals. A few countries have also put together plans for the early implementation 
of such a system. 

k) A number of professionals from many countries have either participated in study tours 
or attended fellowships in QAlI in different locations and countries. 

I) A majority of the countries obtained technical assistance from WHO to strengthen a 
wide range of QAlI related activities. A large number of STCs were arranged to 
accomplish these tasks [38]. 
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6.2 Contribution of the Regional Office 

The WHO Regional Office for the Eastern Mediterranean is strongly committed to 
providing countries with the support needed to continue their journey towards QAII, 
especially at the level of PHC. In October 1995, the Forty-second Session of the Regional 
Committee passed resolution EMlRC42IR.l on Promotion of Quality Assurance of Health 
Care, within the context of Health for All, and with emphasis on Primary Health Care. The 
resolution urged Member States to take specific steps towards the introduction and 
implementation of quality assurance in health care. 

For the successful implementation of the resolution, QAII in primary health care has 
since been identified as one of the priority areas for the WHO collaborative progranune in the 
Region. A number of intercountry meetings and consultations have been organized over the 
past few years for the orientation and capacity-building of the country representatives with 
regard to related issues and requirements. As a result of these discussions, many documents 
have been developed describing the recommended strategies for the planning and organization 
of the system. In addition, certain evaluative instruments have also been developed for local 
adaptation to measure various aspects of QAII at the country level. These include: 

• Assessment of health care systems based on PHC 

• Guidelines for household utilization of health services 

• Use of standards and indicators in health care quality assurance 

• Guidelines for job satisfaction of health care professionals 

• User assessment of health care. 

Recognizing that there is no operational manual on Q All for primary health care in the 
Region, the Regional Office is currently engaged in the development and publication of a 
"hands-on" manual specifically for PHC professionals. Once published, it is expected that 
several countries will adapt, reprint and distribute the manual for local use. During the past 
few years, the Regional Office has also provided active technical support to the countries to 
develop the national plans for the introduction and consolidation of the QAlI systems. It is 
very encouraging to note that due to active advocacy by the Regional Office, most countries 
have included the development of QAlI systems in the WHO collaborative progranunes for 
the 2000--2001 biennium. 
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7. LESSONS LEARNT AND CHALLENGES FOR 21st CENTURY 

In spite of tremendous achievements of the last two decades in re;pect of health coverage, 
and pasitive changes in overall health profile, countries of the Eastern Mediterranean 
Region, facing mild to severe financial collStraints, are challenged by the need to improve 
performance and quality ofPHC delivery system. 

At the beginning of a new century, it is important to reflect on what has been 
accomplished at least in the last decade in the areas of QAII in PHC among countries of the 
Region. A number of lessons can be derived from the rich experiences of implementing QAII 
programmes in the Region. 

• Planning for quality should be done systematically and thoroughly. Delineation of 
responsibility, identification of scope of involvement, allocation of resources and 
anticipation of the change should be completed before activities in QAII begin. 

• Developing a policy for quality at the national level, as early and as comprehensively as 
possible, is an essential factor.· A policy that is well prepared and developed in 
collaboration with Btaff will have a much better chance of survival even where there is 
high turnover of managers and staff. 

• Identifying a leader or champion (iocal cadre) to lead this movement is highly 
recommended. A local person with authority, credibility, enthusiasm and interest can be 
an asset to the acceleration of health care quality implementation. This individual can 
act as facilitator and "cheerleader" for health care quality initiatives. 

• Organizing a steering committee or council of national representatives will give the 
health care quality process credibility, sustainability and momentum. 

• Creating the structure for health care quality should be gradual and cautious, based on 
progress in understanding and implementing the cortcept. Organizing large structures of 
committees and councils early on may shift the focus onto organization and away from 
the actual mission of health care quality, which is improvement. 

• Formulating an alternative plan is important in case implementation of the existing one 
is delayed or slowed because of frequent staff changes. Training a number of individuals 
and preparing several qualified staff simultaneously will allow for wider selection of 
coordinators and will enhance sustainability. 

• Keeping the quality process closely related to the activities and mission of the Ministry 
of Health without unnecessarily changing the organizational structure and having to 
allocate additional resources can prove very useful. At least at the beginning of its 
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implementation, health care quality activities may be delegated to existing staff or an 
existing department as part of their normal responsibility. 

• Preparing managers to answer questions related to incentives for staff to participate 
should get due attention. As long as health care quality activities are not required as 
integral parts of their jobs, employees will question their role in participation. A system 
of employee rewards and recognition based on health care quality achievements is 
necessary. 

• Documenting improvements by measuring pre- and post-status can greatly facilitate the 
implementation process. Always have quantitative data available for comparisons and 
measurements of effectiveness. It is also useful if cost savings are calculated to measure 
efficiency. Providing measurable parameters gives credibility and sustainability to the 
process of health care qUality. 

• Disseminating achievements and health care quality awareness information actively to 
as many individuals in the system as possible is critical. Make sure that participation is 
voluntary and is open to anyone and everyone as opportunities for improvement are 
identified. There should not be a "private club" and everybody should be kept informed 
and involved as much as possible. 

• Resisting the temptation of early expansion to other regions or sectors promotes better 
planning and organization. Building an effective process in one area is more important 
that starting several incomplete processes in different locations and areas. Keep the 
implementation process focused. 

• Keeping adequate funding available for the development of new projects and activities 
not originally planned for maintains a dynamic process. This will also give the 
flexibility to shift additional funds to needed areas where improvements are taking place 
more effectively. 

• Finally, fostering an environment of learning not judgement and avoiding the antiquated 
disciplinary method of management encourage team participation. 

Although most countries of the Region are highly aware of QAlI principles and the 
skills needed to implement them, certain challenges, highlighted in Box 6, still stand in the 
way of implementing new initiatives and institutionalizing QAlI at country level. 
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Box 6. QAII challenges for the 21st century 

Leadership commitment: Sustained commitment of the health care leadership to provide policy support and 

to act as advocates for change is key to success 

Quality as business of all: Making quality a priority for health care and ensuring it is a part of every 

worker's duty is the responsibility of the leadership 

Resources: Allocation of adequate resources, both human and physical, is essential for the sustainability of 

QAJI 

Interest groups: Unless there are adequate champions and interested parties and employee groups in the 

field, quality may not be able to survive for long 

Continuity and turnover: Frequent turnover of staff and leaders must be addressed to maintain continuity 

Use of data: Facilitating the use of data in making improvements and decision is another formidable 

challenge 

Regulation: To implement certain aspects ofQAJI, specific regulations have to be promulgated in countries 

Motivation: Identifying the right motivating factors and incentives to encourage innovation and proactive 

involvement is crucial 

AdVocacy and promotion: Frequent and regular exchange of success stories and information strengthens 

and expands the process 



8. A PROPOSAL FOR CHANGE 

EMlRC4717 
Page 37 

By 2010, all people will have access throughout their lives to comprehensive, 
essential, quality health care, supported by essential public health jUnctions (Global 
HFA Target to 2020, no. 8). To achieve this, a key factor will be the strengthening of 
the participation of people and communities in decision-making and actions for 
quality care- a central feature of the PHC approach. 

From the discussions in the previous sections, three principal themes have emerged 
influencing the institutionalization of QAII in primary health care among countries of the 
Region. First, quality must be pursued proactively as a shared responsibility. Second, with 
quality, performance can be measured and both primary health care organizations and 
individuals can be objectively assessed. Third, promotion of quality requires active 
leadership, new partnerships and resource mobilization. 

The following strategies and recommendations are proposed in support of the above 
three themes. 

Strategy statement 1 

QAlI in primary health care will be pursued proactively by each Member State as a 
shared responsibility and as an approach to promote equity. 

Recommendations 

I. Create a quality culture by ensuring that quality is an integral part of care at all levels, 
both in the public and private sector. 

2. Make user and provider satisfaction the main objective of QAlI in PHC and establish a 
cohesive structure (plan, authority, human and physical resources) to achieve it. 

3. Strengthen the leadership for QAlI and generate demand for quality PHC services by 
raising community awareness regarding the critical role of quality in promoting equity. 

4. Develop a critical mass of expertise within the country by integrating QAII in both basic 
and in-service training programmes for continuous professional development. 

5. Mobilize societal support and resources from within and outside the country by 
involving all stakeholders, including communities, legislative bodies, academia, 
professional organizations, private sector, nongovernmental organizations and 
international organizations. 
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Measurement of perfonnance in PHC facilities and professionals will be started by 
Eastern Mediterranean Region countries, and results will be reported and shared on a regular 
basis. 

Recommendations 

6. Develop standards and indicators for perfonnance measurement in PHC and establish a 
system of data management to monitor compliance at different levels. 

7. Introduce accreditation for PHC facilities as a component of QAII initiatives. 

8. Institute mechanisms for rewarding and recognizing achievements in perfonnance 
improvement and accreditation. 

9. Compile reports on QAlI initiatives and disseminate these to users in other countries 
and organizations for comparative purposes and actions for improvement. 

Strategy statement 3 

The Regional Office will assist Member States in building new partnerships with civil 
society and the international community to promote QAII efforts in PHC. 

Recommendations 

10. Advocate QAII as a comprehensive approach at all levels of the health care system and 
encourage the development of a quality culture in the Region. 

11. Integrate quality into every regional progranune, project or initiative, e.g. child health, 
infectious disease control. The development of measurement tools to assess compliance 
with the protocols of such progranunes should also be pursued. 

12. FOrIl).ulate guidelines for the implementation of accreditation in PHC facilities, and 
provide technical assistance to countries to measure PHC perfonnance on a regular 
basis. 

13. Support research on different aspects of QAlI in PHC and develop an electronic forum, 
making use of the Regional Office website as a network for interested professionals in 
the Region. 
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