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Introduction o

The Nanonal Rural Flealih Mission IR was launcdhed n e year 2005 with the goa\ * to improve the
availability of and access to quality health care for people, especially for those residing in rural areas, the
poor, women and children.” The Mission has led to considerable expansion of health services through
rapid expansion of infrastructure, increased availability of skilled human resources and greater local level
flexibility in operations, increased budgetary allocation and improved financial management. However,
improvement in Quality of health services at every location has not been perceived, generally.

Perceptions of poor guality of health care may i /ack dissudoe palients Jom Lsig e Aeiae
services because fealth (ssues are among the most salient of human concerns. Ensuring quality of the
services will result in improved patient / client level outcomes at the facility level,

Ministry of Health and Family Welfare, Government of india is committed 1o support and facilitate
a Quality Assurance Programme, which meets needs of Public Health System in the country and is

sustainable. Main focus of proposed Quality Assurance Programme would be enhancing satisfaction
level among users of the Government Health Facilities and reposing trust in the Public Health System.

21 Quality in Health Care

Quality in Health System has two components:

Technical Quality: on which, usually service providers (doctors, nurses & para-medical staff) are more
concerned and has a bearing on outcome or end-result of services delivered.

ervice Quality: pertains to those aspects of facility based care and services, which patients are often
more concerned, and has bearing on patient satisfaction.

Few common issues have been elaborated in Figure 2.1.

Section ] AL e
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Fig 2.1: Sub-Components of Quality

Technical | Service
Quality Quality

Working definition- WHO defines Quality of Healthcare services in following six subsets:

d.

2.2

Patient-Certred: delivering health care, which takes into account preferences and asg
of the service users, and is in congruent with their cultures. It implies that patients are a
dignified and courteous behaviour. Their reasonable belief, practices and rights are res

Equitable: delivering health care which does not vary in quality because of |
characteristics such as gender, caste, socioeconomic status, religion, ethnicity or geog
location.

Accessibia: delivering health care that is timely, geographically reasonable, and provi:
setting, where skiils and resources are appropriate to the medical need.

Effective: delivering health care that is based on the needs, and is in compliance to ¢
evidences. Therefore, observance of treatment guidelines and protocols is impor
ensuring the quality of care. The delivered health care results into the improvec
outcomes for the individuals in particular, and community in general.

Safe: delivering health care which minimizes risks and harm to the users.

Efficient: delivering health care in a manner which maximizes productivity out of the d
resources. The wastes are avoided.

Quaolity as

Although everyone vaiues quality, but perceivesit differently. Patients, Communities (Societyj, Cl
and Administrators have different definitions of quality.

Operatonal
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Patient’s Requirement: Although patients are deeply concerned, how good clinical care is, but
very often, they themselves are not able to judge the technical aspect of the care. Patients are mostly
concerned about the issues, other than clinical guidelines & protocols. Usual expectations of patients
are given in the Table 2.1.

TABLE 27

5

 EXPECTATIONS OF PATIENTS

riras

CHEREE 2R AR 3 Pet SR

1. Correct, speedy, low cost & lasting treatment

1. Clean and inviting atmosphere

2. Courteous behaviour 2. Emergency response
3. Personalised approach 3. No new diseases
4. Psychological well-being 4. No harmful procedure/complication

Users” experiences of health care in a facility, whether personal or shared, have a major impact in their
decision of seeking the services at a particular facility. People do not wish to go to a facility where they
receive rude treatment.

Sodety’s Definiticn: At the broader societal level, the definition of quality of care reflects concern
of cost effectiveness, equal access and equity in service delivery, transparency and extent of out of
pocket expenditure. Society also perceives quality in terms of protection of health rights specialty of
marginalized and vulnerable populations.

Healtheare Providers: Clinicians, who provide healthcare services, tend to equate quality of care with
technical performance. Often for health care providers, the desired outcomes are related to successful
treatment of patients with reduction in morbidity, mortality and disability limitation. For example,
doctors’ expectation of quality services is that investigation reports are available on time, drugs are
available in the dispensary, and patients are getting cured timely.

sovernments/Administraters Definitions: An administrator perceives quality in terms of optimal
and rational utilization of resources, maximum satisfaction by the users of health facility, delivery of all
components under the health programmes, compliance to treatment guidelines & clinical protocols,
and improvement in the health status of population.




Framework of

QUALITY OF CARE (QOC

31

s

s

Well frame-work for assessing the quality of care on the well accepted ‘Donabedian m
classifies QOC in terms of three aspects — structure, process, & outcome.

a.

structure: Structural aspect of QOC includes material resources like infrastruc
and equipment; and Human Resources such as availability of adequate number o
who have requisite knowledge and skills. Evaluation of the quality that refi
structural elements implicitly assumes that well qualified people with well ap
well organized settings will provide high quality care. However, it is not alwa
Also, it is acknowledged that in the Public Health System, full compliance to ir
and HR norms may not be possible. However, after meeti.,g the minimum infrast
HR norms for a Public Health Facility, it would be logical to expect a minimum ¢
available services at the Public Health Facility. The proposed system strives 10 [
within these constraints.

orocess: Care can also be evaluated in terms of processes & sub-processes,
delivery the care. This refers to what takes place during its delivery — such as
registration of a patient is done, and s/he is attended, courteous behaviour o
providers, especially of doctors & nurses, conduct of examination with respec
confidentiality and for patient’s right, etc.

Outcome: The other aspect of quality of care can be assessed in terms
measurements, which denote to what extent goals of the care have been achit

All three aspects of the QOC have different connotation to different stakeholders, viz. Pat
providers and Health System, as given in Table 3.1.




Patients’ s Barrier Free Access - % Minimal waiting time s No out of pocket
Expectations Prompt & courteous & Prompt referral, if expenditure
services - No exclusion on required = Availability of services as
the basis of caste and z Good behaviour by guaranteed
socio-economic status service providers High Patient Satisfaction
a Clean & Inviting # Privacy & confidentiality = Treatment and Cure
environment at the health = Grievance Redressal
facility s Access to Information
Availability of services and involvement in
Availability of drugs and decision making for the
consumables . care
Service Adequate and planned Adherence to clinical s Low Mortality, Morbidity,
Providers infrastructure Protocols complications, and
Requirements Serviceable & calibrated z Infection Control Referrals, etc.
Equipment Practices = Effectiveness of the care
Availability of Quality Drugs = Training and Skill in term of average length
Human Resource in Development of stay, bed occupancy,
numerical adequacy with g Safe and effective etc.
knowledge and skills Nursing care a Adverse drug reactions
a Enabling Work and Hospital acquired
Environment infection
Employees’ Satisfaction
Health = Allocation of adequate & Efficient logistics = Optimal utilization of
Systems resources management resources
Requirements = Facilities provide full range & Monitoring and = Measurable deliverables
of services Supervision of programmes
z Adequate Technical Support = Effective implementation = Improvement in Health
of programmes Indicators

%

Enhanced Productivity in
terms of volume

Uugiity Assurance

American Society for Quality refers to Quality Assurance as “planned and s stematic activities, which
are implemented in a quality system, so that quality requirements of a product or service would be
fulfilled”. 1t essentially entails doing a set of activities that inciude defining quality standards and
assessing, monitoring and improving the quality of services against those standards, so that the care
provided is as efficient, effective and safe as possible.

= Quality Assurance is oriented toward meeting the needs and expectations of the patients.
Quality assurance focuses on the systems and processes.

Quality assurance uses data to analyse service delivery processes.

P

Quality assurance encourages a team approach to problem solving and quality improvement.




Quality Assurance (QA) in Public Heatth is a cydical process irvoiving Toidowing majov compe
a. Setting up Standards and Measurable elements.
b. Assessment of health facilities against the set standards.
c. Analysing the problems.

d. Preparing and implementing action plan.

3.3 Quality Improvement (QI)

Quality improvement is an interdisciplinary process, which is designed to raise the stan
delivery of diagnostic, therapeutic, rehabilitative and preventive measures in order to r
restore or improve health outcomes of individuals and population. It also looks at the ¢
of facility treatment — courteous behaviour, clean premises, minimal waiting time, patien
etc.

Critical steps of Quality Assurance:

Following steps would be required to be taken for impiementing a credible Quality
at Public Health Facilities -

a. Setting up Quality Standards, Measurable Elements & Check-lists: To provide cor
high-quality services, the foremost requirement is to set quality standards against w
performance can be measured. These standards must meet the specific requirements
health system and encompassing all three aspects of Quality of care i.e. Structure, Pro
outcome.

Action planning for the gap assessed against checkpoints
needs to be fulfilled within a set time frame and
assigned a score during the assessment process. These
checkpoints would be compiled in form of departmental

check list, so the compliance to all relevant standards
for a department of healthcare facility can be checked

She introduced the first standarc
B nUTSing care; these resulted in

systematically, objectively and in a user-friendly way. This

dramatic reductions of mortatity
process should be reviewed periodically for compliance i, hospitals.

and further improvement. The checkpoints can be of
two types, ‘essential’, one which are non-negotiable and
would be required to be adhered by the facility for being quality certified and ‘desirable’ wl
optional and should be fulfilled in due course.

For example, one of the standards for RCH services would be “Facility has established pro
for Antenatal care as per guidelines”. For this standard there would be a set of mea
elements and further checkpoints that would objectively assess the compliance to this si
and score antenatal care at the facility accordingly. The assessment would be done with
assessment tools e.g. Check list for OPD, Laboratory Services, Pharmacy, etc. where all r
checkpoints pertaining to Antenatal care would be arranged according to standards and mea
elements.

calinie: Guidennes for Juatiny Assurancs o Dol B




Relationship Between different elements of measurement system

Quality Assurance Standards have been developed at national level which have 70 standards categorized
into 8 broad areas of concern i.e. Service provision, Patient Rights, Input, Support Services, Clinical
Care, Infection Control, Quality Management and Outcome.

A set of Standards & Measurable Elements for a District Hospital is given in Section ‘D’. Checklist for
measurement of these standard are given in Assessors Guidebook.

b.

Guality Assessment: This is an activity that measures various elements of service provision
against pre-determined standards of care. Such an assessment provides an understanding of
the areas where the actual position falls short of the set standards. It includes both periodic
reviews in terms of internal scoring of a health facility, followed by assessment by the external
assessors, who themselves are not directly responsible for the implementation, so as to avoid
a ‘conflict of interest situation’.

identification of gaps and areas cf improvement iS an important and integral part of
assessment. It is also important to conduct a ‘root-cause analysis’ of the observed gaps, so that
real & sustainable solutions are found. Gaps should be categorised in term security viz: High,
moderate, Low.

Sction planning: The most important step following the *assessment and gap identification’ is
developing time bound action plan for traversing the gaps. Action planning for critical gaps
and low hanging fruits should be prioritised.

It is imperative that for each gap feund above, corrective measures are defined along with the
person responsible to take action and the time frame for the same. If the observed gaps are
many, phased action plan may be developed.

low-up Assessment: After passage of an agreed time-frame, follow-up assessment is
requrred to be done to ensure that the plan has been adhered and the gaps have been closed.

As the elements related to quality are dynamic in nature, gaps may pe found in those areas

S TS AT VSN U N NN ER




also, where none existed in the past /previous assessment (s). Therefore it is impe
repeatedly assess a facility for incremental changes for the improvement.

- What does ot york at works]
While external pressures and punitive measures At the facility, a motivated team, which
may bring about initial improvement in the desired understands the need for quality and the

direction, no change can be sustained till the standards set for it. It strives to make the
people responsible for making that change accept needed changes within its capacity, and
it as their own. ensures that it remains that way.

Summary of Assessment Process:

1. Make an Assessment of severity of the Gaps

2. Collate alt gaps and allocate severity level
a. High - Directly impacting quality of care - e. g. closure of Operation Theatre
b. Moderate — Indirectly impacting quality of care — e. g. Non-segregation of Biomedical
c. Low - May impact quality of care — e. g. Non-calibration of scale

3. Phasing of Actions — Initially action planning for high priority gaps should be done
4. Allocate resources, define timeline and allocate responsibility

5. Review progress

6. Plan for preventive Action

Points tc Remember .........

2 Quality Assessment is a cyclical process.
g [tisa continuous process, and not a one-time effort.
z Itis an incremental process where improvements are added with each cycle.

& Itis primarily an internal process, driven by motivated staff of the facility.
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Setting up Organizational Framework
(Merger/ Reconstitution of DQAC, SQAUY, DQAU, DQAU, DQT etc)

Empanelment of Assessors

Adaptation of Standards and Measurement System
(Customization of measurable elements, Checklist and scoring system as per state needs

¥
Training and Capacity Building
(Awareness workshop, Assessor Training, External Assessor Training, Training for Servic
provi\ders)
¥

Facility Level Quality Improvement
Internal Assessment Patient Satisfaction Survey
Key Performance Indicatiors Quality Policy & Objectives
Rapid Improvement Events Medical & Death Audits

Standard Operating Procedures Calibration & EQUAS
&

Planning of Quality
Assurance Activities

Facility
Assessment

Corrective Action
and Periodic Review

v Action
k Planning

Certification & Accreditation
t 7 DQAC r_eg@_)ihiirrnéndsit»b SQ_AU fbr StaterLervel Certification
WQpV-VS“i.;gaAss‘essmgnt of & Certificétion by SQAC

SQACrecommendsto Dirﬁector NRHM for National Accreditation

Viéi'@rtrtro fa;iﬁty byj;'rmpanellrerd assessors &NVHSARC team for asséssment

7 If écore ié mqrej-tﬁén ‘70%7 NHRSC recommends Director NRHM for Accreditation
Director NRHM issues_the aécreditation

Sustenance & Incentives
Facilitation and recognition of achievement Financial Incentives
Recertification after every three years




