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1. INTRODUcnON 

Awareness of quality as an issue in health development is due mainly to the increasingly 
evident gap between resources available to the health sector and the health service 
requirements of individuals and communities. In developing countries, resources are already 
fully stretched by providing coverage and accessibility. Even in developed countries, the 
pressing need for cost containment is seen as a serious threat to the quality of existing health 
services. 

This paper will review some of the ways in which health services have been dealing with 
the issue of quality, and some of the activities taking place in the Western Pacific Region. It 
will then introduce a framework for developing a systematic regionwide programme of activities 
to utilize health management tools based on the concept of quality. 

The most widely accepted defmition of quality of health care was formulated by 
Avedis Donabedian in the mid 19605. He defmed it as the extent to which actual care is in 
conformity with preset criteria for good care. Using this defmition, the examples below will 
show that the health sector has for a long time demonstrated a concern for quality in a number 
of ways. 

In hospitals, doctors' rounds and medical conferences can be viewed as a means of 
ensuring that the care of patients is in conformity with biomedically and scientifically 
determined criteria of good care. Likewise, nurses' rounds and supervisory nursing structure 
are activities designed to ensure compliance with criteria of hospital care set from the 
perspective of the nursing profession. Public health administrators have used a variety of 
methods such as programme reviews, monitoring and evaluation of health statistics and the 
application of health regulations in order to meet criteria of good care developed from their 
own point of view. 

Thus it is obvious that from the point of view of health care systems, the concept of 
quality is not new. What is relatively new is the high demand for quality coming directly from 
the public who, when they feel more effective curative services exist, naturally make every effort 
to get access to them. For instance, they tend to seek tertiary services rather than primary 
services. Although the cost of such care may often be prohibitive the demand for it can still be 
insistent, and can in many cases be at least partially met by better administration. This puts 
pressure on policy-makers and managers to find ways of providing and distributing the services 
that are affordable as effectively as possible. Thus the need is strongly felt for more systematic 
and comprehensive methods to assure that acceptable standards of quality are set and met from 
the point of view of all the participants in the health care process, namely the providers, those 
who pay, the administrators and, most importantly, the users. This is in fact the defmition of 
quality assurance as applied to health. Thus in recent years, the health sector has begun to 
adapt industrial and commercial management techniques of quality control and quality 
assurance to meeting this need. 

The following review of the efforts of some countries of the Region in this area of 
health management will show their interest in making systematic quality assurance activities 
play a key role in WHO's programme on the managerial process for national health 
development. 
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2. REGIONAL ACTIVITIES IN QUALI1Y ASSURANCE 
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Most countries and areas in the Region are involved in some type of activity to improve 
the quality of care provided by their health services. In the second Health-for-All Evaluation, 
which was carried out in 1991, 19 countries referred explicitly to an aspect of their health-for-aU 
activities related to quality of care. In fact, only some of the very small countries and those for 
which coverage is still the major need have not referred to quality as an important concern. 

For those countries which indicated specifiC concerns about quality, the scope of related 
activities is quite broad. Table 1 shows the main types of activities that are being conducted in 
this field by countries and areas in the Region. It does not attempt to show all the quality 
assurance activities taking place, but only those referred to explicitly in the Health-for-All 
Evaluation reports. 

Table I. QuaUty 01 care adivWes by country and area 

Couatry/Area Policy PIaos or Part 01 Studies or 
Statemeat Adloo Managemeat Projeds 

America Samoa 
Australia X X X X 
Brunei Darussalam 
Cambodia 
China X 
Cook Islands X 
Fiji X 
French Polynesia 
Guam 
Hong Kong X X 
Japan X 
Kiribati X 
Lao People's 

Democratic Republic X 
Macao 
Malaysia X X X 
Mariana Islands, Northern X 
Marsball Islands 
Micronesia, Federated States of 
Nauru 
New Caledonia 
NewZeaIand X X X 
Niue 
Palau 
Paeua New Guinea X X 
Philippines X 
Republic of Korea X 
Samoa X 
Singapore 
Solomon Islands 

X X 

Tokelau X 
Tooga X 
Tuvalu X 
Vanuatu 
VietNam X 
Wa1Iis and Futuna 
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The Table shows four ways in which countries are dealing with the issue of quality of 
care. The category of "policy statements" refers to statements made by the government on the 
importance of quality as a part of health care development. "Plan of Action" refers to particular 
groups, institutions or levels of the health system which make quality a part of their planning. 
"Part of management" refers to steps being taken to integrate the idea of quality into routine 
management decision-making. "Studies or projects" refers to activities that are being conducted 
for the purpose of assessing or analysing the application of quality assurance to some technical 
area, such as pharmacy or intensive care in hospitals. 

Australia, Malaysia and New Zealand are using quality of care as an integral part of 
their health management and development. For a number of years, Australia has had a 
voluntary programme for hospitals conducted as part of a national accreditation system, 
managed by the Australian Council on Health Care Standards to help hospitals establish quality 
assurance programmes. The accreditation council system also works in New Zealand, where an 
attempt is being made to take the process one step further by using quality standards as part of 
the specifications for required services in the contracts between the new regional health boards 
and the provider agencies. Malaysia has had a well dermed quality assurance initiative since 
1986. The purpose of its programme is to improve overall quality of services by strengthening 
management both in the curative and in the preventive services. 

In Papua New Guinea, a study of health facilities was made in 1989, where quality was 
first used as an indicator to assess service performance (see Annex 1 ). Current policy 
statements also indicate the awareness that quality must be a measure of health development. 
In August 1992, a national seminar will help to outline the rust steps in establishing a national
level quality assurance programme. 

Cook Islands, Kiribati and Samoa are approaching quality of care through the nursing 
services. In Cook Islands and Kiribat~ hospital practices have been improved by applying 
quality assurance methods. Samoa has used the nursing training programme to emphasize 
quality of care. WHO is quite active in supporting the development of nursing standards and 
this is expected to lead to more comprehensive quality assurance activities. Workshops on 
quality assurance were held in Fiji in 1991 and Tonga in 1992. There has been active 
collaboration with the American Pacific Nurse Leaders Conference to develop standards. 
Work on the nurse practitioner programme also leads directly to quality assurance, as these 

-

programmes rely heavily on well developed treatment protocols for training, care, supervision _ 
and management. 

In summary, most countries and areas in the Western Pacific Region indicate growing 
concern for quality in health care. To promote further action in this area, it is now necessary to 
develop a conceptual framework for organizing quality of care activities in the Region. 

3. QUAUTY ASSURANCE AS A HEALTH MANAGEMENT TOOL 

The use of quality assurance as a health management tool consists in setting criteria and 
standards for the assessment of health service quality, drawing up and using protocols for 
evaluating compliance with standards, and then improving the services after they have been 
evaluated. 
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A scheme for the applic:ation of quality assurance protocols to the structure, process and 
outcome of the health care services is shown in Figure 1 (adapted from a model developed by 
Dr Barbara Starfield of Johns Hopkins University). 

Figure I. Components 01. bealth senke systeID 

STRUCfURE 

- Personnel 
- Facilities 
- Range of services 
- Organization 

OUTCOME 

- Longevity 
- Comfort 
- Satisfaction 

PROCESS 

Provision of care 
- Problem recognition 
- Diagnosis 
- Management 

Receipt of care 
- Utilization 
- Participation 

Structure refers to the resources that are needed to provide services. It includes health 
workers, facilities, equipment, organization, fmancing and a defmition of the target population 
and the services to be provided. These are typically referred to as inputs, or the health 
infrastructure, which includes the systems by which health services are managed and 
administered. 

Process is how the structure actually functions. It has two parts: the provision of care 
and the receipt of care. The provision of services involves problem recognition, formulation of 
diagnosis, treatment and management of the problem at all levels. The receipt of services by 
consumers is a process which requires their acceptance and utilization of those services, as well 
as understanding and participation. 

Outcome means a change in the current or future health status of individuals or 
communities. This may be defmed in terms of longevity, comfort or satisfaction with physical 
capabilities. Positive outcomes are enhancement, maintenance and restoration of health; the 
ability to participate in social and economic life; alleviation of pain; and satisfaction with care. 

In the development of quality criteria within each of these health service components, it 
is important to keep in mind (1) that the perspectives of all participants in the health care 
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process must be taken into account; and (2) that structure, process and outcome must be 
considered together and not in isolation from each other. It should also be borne in mind that 
criteria and standards must be set for each level of the health care system. 

Thus, for example if a patient has a headache and fever, it may be adequate from his or 
her point of view to provide symptomatic remedies at the point of flfSt contact with the health 
system if the condition is a simple problem like the common cold or influenza. From the public 
health point of view, however, especially for highly endemic diseases such as malaria, it may be 
necessary for the first level of care to have the capability for diagnosis and treatment or referral 
of these symptoms. From the biomedical viewpoint, there should also be some level in the 
system that can deal with problems such as brain tumours, which require more sophisticated 
diagnostic and treatment procedures. 

Thus quality assurance protocols must be designed specillcally for each level of care and 
type of institution. Moreover, it is most important that these take into account the concerns of 
the different participants in the health development process. The following are examples of 
approaches to the development of these protocols: 

Annex 1 

Annex 2 

Annex 3 

Annex 4 

Examples of Indicators to Assess Quality of 
Hospital Services in Papua New Guinea 

Essential Elements of Quality Assurance Protocol 

Indicators of Quality of Care 

Medical Records Protocol for General Clinic 

Figure 2 illustrates the components of a quality assurance protocol. Further details are 
given in Annex 2. The focus of the protocol is the health technology. This is the place where 
the health procedures are specilled. It is important to remember that the first time the 
approach is used no absolute solution is to be expected. The approach features the ability to 
collect, record and organize information so that on future assessments better judgements can be 
made. The basic aim of a quality assurance methodology is to make the best decision possible 
according to the available information. 

Figure 2. Quality assurance protocol 

Support services Health teclmology Community support 

Health programme 

Outcome 

-

-
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In addition to the procedures to be used for a specifIC activity, the physical and human 
resources to be used are also identified by type and quantity. For example, if during a review it 
is found that staff with the desired training were not available, this may help to explain 
problems that may have arisen in the programme. 

The support services show the contribution of technical, financial, personnel, logistic, 
educational and information activities to the programme. Again, these areas must be expressed 
in terms of specifics, so that they can be monitored separately during implementation. 

It is also necessary to specify the community support required to meet the programme 
objectives. This may be in terms of technical involvement, social or cultural inputs, or some 
financial arrangement with the community. 

Quality assurance is a process of identifying requirements for quality and ensuring that 
they are achieved consistently. In order to be an effective health management tool it must be 
applied in a systematic and comprehensive manner. Like all management tools it will assist in 
directing resources towards specific improvements in the health care of individuals and 
communities. 

Annex 5 gives a list of publications on the subject of quality in health from which some 
of the concepts in this document were collated. 

4. QUALITY. THE CORNERSTONE OF HEALTH CARE: 
SOME NEXT STEPS 

This document has attempted to show that quality of care and approaches such as the 
development of quality assurance protocols should be high on the agenda of the new public 
health for the twenty-flrst century. Interest among countries is high. Conceptual frameworks 
and tools for development can be adapted not only from those already in use in commerce and 
industry but also from those already in use in different ways in the health sector. 

In most countries the mechanisms for making quality a component of health 
development are already in place. Policy-making processes, management practices and training 
programmes are already being used to direct and support changes towards increased quality in 
the health system. Therefore, the next step in establishing quality as a component of 
development will involve taking some of the ideas and experience discussed in this paper and 
incorporating them into policy, management and training plans. In particular, doctors and 
nurses now in training should be thoroughly familiarized with quality assessment and assurance 
methods. This should be followed up by establishing or improving mechanisms for feedback 
and learning, at both community and national levels. The processes now taking place at 
national level can be greatly strengthened by the current recognition at regional level that the 
improvement of quality in health care is indispensable for the attainment of health for all 
through primary health care. 

Formally adopted quality assurance policies by all countries will strengthen regional and 
national commitment to equity in the provision of health care. This in tum will provide a clear 
mandate to emphasize quality of care activities within the context of the Western Pacific 
Region's programmes for strengthening national managerial capabilities in health. 
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ANNEX 1 

EXAMPLES OF INDICATORS TO ASSESS QUALITY OF HOSPITAL SERVICES 
IN PAPUA NEW GUINEA 

Based on Thomason and Edwards (see Annex 5) 

I. Administration and management 

Qualifications, experience and permanence of management team 

Frequency of management meetings 

Calculation and use of key health indicators 

2. Patient care 

Staff providing on-call and night-duty services 

Staff providing an initial diagnosis at outpatients service 

3. Maternity - availability of: 

Functioning vacuum extractor 

Ergometrine and oxytocin in the delivery room 

4. General medical ward 

Accessibility of previous patient notes 

Time to receive results of X-ray and laboratory tests 

s. Paediatric ward • availability of: 

Working auroscope 

Laboratory facilities to examine cerebrospinal fluid 



WPRfItC43/10 
page 10 

-

-



WPR/RC43/10 
page 11 

ANNEX 1 

ESSENTIAL ELEMENTS OF QUALI1Y ASSURANCE PROTOCOL 

REALm TECHNOWGY 

health/medical procedure (detailed description of tasks) 

human resources (type and quantity) 

physical resources (building, supplies and equipment) 

SUPPORT SERVICES 

technical (expected technical back-up) 

financial (expenditure for routine operations) 

supervision (what are expected problem areas) 

logistic (timing and decisions for supplies) 

educational (needs for continuing education) 

information (needs for inputs from other parts of system) 

CO~UNTTYSUPPORT 

professional (decision-making required from community) 

social/cultural (support and information needed) 

economic (fmancial contributions) 

OUTCOME 

what should the expected results be if the programme is carried out correctly? 

MONITORING 

short term: comparison of protocol results in relation to protocol 
objective (target achievement) 

long term: comparison of protocol results with health policy and goals (targets) 
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INDICATORS OF QUALITY OF CARE 

Based on Buckens (see Annex 5) 
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ANNEX 3 

The following are examples of indicators that can be used to monitor and improve 
quality of maternal care: 

A. MATERNAL MORBIDITY 

Objective: To reduce maternal morbidity by (an exact figure can be made for each area 
as a target) 

Indicators: Sequelae of obstructed labour could be a good indicator of the quality of 
the health system. High frequencies of uterine ruptures, of vesicovaginal and 
recto-vaginal fistulae or obstetrical palsy (peripheral nerve injuries) indicate a lack of 
access to care or of adequate management and referral. 

Management: Monitor tasks and referral in maternal care procedures most directly 
related to indicators 

B. PERINATAL MORTALITY 

Objective: To reduce perinatal mortality 

Indicators: Neonatal tetanus is one of the causes of death to be taken into account in 
quality assurance studies and can be prevented by immunization and by increasing the 
proportion of deliveries that are attended by trained persons. Neonatal tetanus 
mortality is thus a good indicator of the quality and the extent of utilization of perinatal 
health services. 

Low birth weight is also a good indicator of quality of service particularly related to 
nutrition component of care. 

Management: Monitor tasks related to immunization and nutrition in prenatal care 
procedure. 



WPR/RC43/10 
page 14 

-. 

-



WPR/RC43/10 
page 15 

ANNEX 4 

MEDICAL RECORDS PROTOCOL FOR GENERAL CLINIC 

Based on Huntley (see Annex 5) 

I. Purpose 

To maintain continuing control of the quality of medical care given in the General Clinic. 

II. Procedure for Record Librarian 

A. Four weeks after the initial General Clinic visit, the record librarian will reassemble each 
chart in proper order, check it for completeness and for abnormal findings in specific 
categories. 

B. A complete chart will consist of the following: 

1. Letter to referring physician 

2. Initial history and physical examination and follow-up notes 

3. A fmal note stating the disposition of the patient 

4. A record of routine laboratory procedures 

5. Final letter to referring physician or agency 

C. All deficiencies will be indicated by a red mark in the appropriate place along the margin 
of the activities card. 

D. Normal limits for laboratory determinations are: 

1. Hemoglobin - Men: 14 to 16 gm; Women: 12 to 16 gm 

2. Hematocrit - Men: 40 to 54%; Women: 37 to 47% 

3. Differential count: lymphocytes (less than 40%); eosinophils (less than 5%); and 
monocytes (under 10%) 

4. White blood count: between 5000 and 10000 cells per cubic millimeter 

5. Urinalysis: no sugar or albumin 

6. Cervical benzidine test: Stool benzidine test: Screening chest X-ray: negative 
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Annex 4 

III. Procedure for Chart Conference 

A. All charts will be reviewed with special attention given to those with deficiencies. When a 
chart is judged satisfactory code the primary and secondary diagnoses. Unsatisfactory 
charts are returned to the responsible person for completion. 

B. A Log will be maintained by the Record Librarian, showing the number of abnormalities 
detected, the number not followed up before the Chart Conference, and the types of 
abnormalities noted. 
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ANNEX 5 
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