
Abstract
Quality has multidimensional perspectives. It is a
continuous and dynamic process. A systematic search of
national and international literature was conducted from
peer-reviewed databases MEDLINE, CINAHL and PubMed
during January to July 2012. There are many frameworks
to assess and measure quality. All frameworks give some
levels in which quality could be assessed. Therefore,
multiple frameworks should be used for measuring
quality based on the situation and environment.
Measuring quality is very important for primary
healthcare programme, especially for developing
countries because if we will not do quality assessment,
our resources will not be utilised effectively and people
may divert to curative services. Thus, in developing
countries where healthcare system needs to optimise
resources for increased population coverage and scale up
the care, quality approaches can suggest workable
solutions to using resources appropriately.

Keywords: Quality, Measurement of quality, Quality
approaches.

Introduction
Rapid demand at the global level for healthcare
management is increasing over the past few decades,
increasing emphasis on healthcare quality. Before
defining quality improvement it is important to define
what is quality.

Problems in defining and measuring quality
Quality has multidimensional perspectives. It is a
continuous and dynamic process.1 Most of the people
believed that it is very difficult to define, assess or
measure quality.1,2 Many others believed that it does not
have any universal definition.1,2

Generally, there are four broad perspectives about quality.
From professional perspective, it is just to gain technical
competencies of staff, continue professional
development of the staff and certification to expand the

knowledge base.3-5 According to the patients, quality is
defined by access to care, good repose from care-
providers, low-cost treatments, improvement in their
health status etc. Quality from the management's point of
view is about optimising resources by bringing in
innovative approaches. Finally, we can say that quality is
an abstract concept and difficult to define.3-6

There are many studies which indicate that by improving
quality, many medical errors are decreased.7 In a study,
19% to 28% of medication errors in hospitals increased
due to lack of quality.7 Medication errors are the biggest
and significant growing issue in healthcare and it is the
cause of patient morbidity and mortality.7 One study
mentioned that 44,000 to 98,000 patients die each year as
a result of medication-related problems.7 Such errors
affect 1.5 million people annually, increasing the per-year
cost to $3.5 billion.7 One cross-sectional direct-
observational study done in the surgical intensive care
unit to assess nurses' views on the factors contributing to
medication errors suggested that 65% of errors could be
averted by implementing strategies which will improve
medication administration process.7

Measuring quality Framework
Quality assessment and improvement will promote
confidence, give us clear guideline to meet the needs of
the population and will increase health professional's
satisfaction. There are many frameworks to assess and
measure quality.3,6 All frameworks give some levels in
which quality could be assessed. Most of the authors
mentioned dimensions of quality which are measured
through these frameworks. The most frequently used
dimensions include effectiveness, efficiency, access,
safety, equity, appropriateness, timeliness, acceptability,
patient responsiveness or patient-centeredness,
satisfaction, health improvement and continuity of care.
Effectiveness and efficiency are integral parts of all
dimensions of quality.

On the other hand, safety has not been included by
some.2 Safety is a very important dimension, according to
many authors, who feel that it is a very important
indicator of the quality.2 Some even think that it is parallel
to quality.2 Another set of dimension (Table) is

J Pak Med Assoc

776

REVIEW ARTICLE

Review and analysis of quality healthcare system enhancement in developing
countries
Zohra Kurji,1 Zahra Shaheen Premani,2 Yasmin Mithani3

1,3School of Nursing and Midwifery, The Aga Khan University, Karachi, 2Chief
Operating Officer, Catco Kids, Inc., Karachi.
Correspondence: Zohra Kurji. Email: zohra.kurji@aku.edu



appropriateness which tells us how the treatment
progressed according to the need of the patient.
However, this is not the part of the Department Of Health,
UK and IOM frameworks.2 Timeliness explains that
treatment completes within a reasonable timeframe
which is only considered by the Department of Health,
Institute Of Medicine and Joint Commission Accreditation
of Healthcare Organisation (JCAHO).2,3 Responsiveness to
patients, or patient-centeredness, describes values and
preferences of individual and community.2 In addition,
patient satisfaction counts as a client or community
expectation of the treatment. Finally, continuity of care,
which is described as connectivity of the patient during all
stages, is only considered by IOM (2001).2

The discussion above indicates that none of the frame
work has given a complete picture of how quality will be
measured. Most of them are quantitative and not taking
care of qualitative perspective of the patient. Quality is
abstract and it is very individualised. It has different
meanings for individual and very different for population.
Therefore, multiple frameworks should be used for
measuring quality based on situation and environment.
For example, quality framework for community would be
different from a hospital setting.2

Overview of quality improvement
Quality improvement is a continuous and ongoing
process within a specific organisation like hospitals or
clinics which work on identification of root cause of the
problem, or any sentinel event and to implement
evidence-based strategies to improve quality of care. It
always helps to achieve better performance.8 Literature
demonstrates that each organisation has clear vision of
quality care due to which they are trying hard to provide
comprehensive and systematic care. In addition, they
adopt multiple approaches that avert errors before they
occur for patient safety and to maximise quality.9 The

process of quality improvement never stops because
organisations want to grow by improving products and
services. This proactive approach emphasises "doing the
right thing" for the patient.9

The quality improvement starts with good performance
key indicators which are at the benchmark level.10,11

Quality improvement of any organisation very much
depends upon openness, collaboration and resources.
Quality improvement process needs comprehensive
approaches which include technical assistance and
rewards that may be in terms of financial incentives.

Range of approaches, tools and strategies
There are several approaches that can provide solution of
this problem. Some of them focus only on the
professionals, whereas some others focus on
organisations.11 Similarly, some approaches give
importance to self-regulation, while others are centre of
external control.3-5

There are three main categories — licensing, certification,
and accreditation — that are used by governments and
professional bodies to improve the quality of healthcare.12

All three approaches are based on external assessment
and ensure quality and patient safety in healthcare
organisations. Common quality improvement tools and
approaches include Plan, Do, Study, Act (PDSA),
Monitoring, Assessment, Evidence-Based Medicine (EBM),
Total Quality Management (TQM), Quality Assurance (QA),
Six Sigma and Patient Empowerment.

This paper aims at describing two of these approaches in
detail.11

Continuous Quality Improvement (CQI): CQI, which is
also known as Total Quality Management (TQM), is an
effective practical tool to reduce errors. It was initiated by
Shewart and later, Deming, Juran and others re-designed
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Table: Range of methods used to access quality.

Plan, Do, Study, Act (PDSA)

Evidence-Based Medicine (EBM)

Six Sigma

Continuous Quality Improvement (CQI)

Root Cause Analysis(RCA)

Quality Assurance (QA)

This is a four-step model which carrying out change. This cycle should be repeated again and again for continuous improvement. It has
no end
EBM is used to make decisions about the care of individual patients, it helps to integrating individual clinical expertise from available
systematic research
Six Sigma means approach and methodology for eliminating in any process. it measures how far a given process deviates from
perfection.
"CQI can be defined as a customer-driven leadership approach based on the continual improvement of the processes associated with
providing goods or a service."6

Root Cause Analysis is another tool which is being used in CQI to identify root causes of the problem. 11 12 13It looks for systems as a
whole rather than blaming an individual.17,18

It is the process of systematic monitoring and evaluation of the various aspects of a care which ensure that standards of quality are
being met



quality processes in the industry.13 During the 1980s, this
approach was utilised in healthcare.8 There are many
definitions of CQI/TQM but the most comprehensive is the
one by Weiner et al. who defined CQI as "… an ongoing
effort to provide care that meets or exceeds customer
expectations".8 According to Counte et al. CQI can be
"defined as a customer-driven leadership approach based
on the continual improvement of the processes
associated with providing goods or a service."8

CQI not only targets individual professionals but also
focuses on organisations.8 Moreover, it assesses how
efficiently care was provided by the organisation, team
building and culture within the organisation,
infrastructure and patient satisfaction.8 It is used by many
Western countries and literature demonstrates that it has
been very successful in a number of industries.14 In terms
of health, it was first used in 1980 by USA. Yet, many
limited reports exist that analyse the outcome of TQM/CQI
approach.8

Moreover, literature demonstrates that one of the
elements of CQI is to measure improvement, self-
assessment of performance, critical analysis of efficiency
and effectiveness of interventions. On the other hand, it
overestimates the performance and practices which
means that the results may not be accurate.8 One study
reported that in rural clinics, quality of care of patients
with diabetes and patients with hypertension improved
as a result of a quality improvement process.8 In addition,
other studies suggested that the use of CQI improved
patient outcomes in the area of vascular access planning.8

Root Cause Analysis
Root Cause Analysis (RCA) is another tool which is being
used in CQI to identify root causes of the problem.14-16 It
looks for systems as a whole rather than blaming an
individual.11,17 It also helps in identifying system errors
through investigation and analysis.14,15 Furthermore, it is
cost-effective and problem-preventive approach.14,15 A
longitudinal found a decrease in falls in postpartum
women in two large hospitals in Taiwan.18 Root causes are
classified into four major categories: environment and
facilities, procedure, individual, and communication.18

Results of the above study also shared that RCA can be
implemented to analyse causes and then formulate
interventions to reduce the incidence, thereby improving
patient safety and quality.18 One more study said RCA has
contributed to a decrease in the occurrence of wrong-site
surgery.18 One more study reported that using RCA helps
in reducing mistakes by nursing staff and improve patient
safety.18 There are many tools used in RCA, for example,
cause and effect or fish bone tool, barrier analysis, change

analysis etc.19 RCA should be done within 45 days after
every sentinel event and root cause should be identified
to improve systems and processes.19 In addition, RCA
focuses on system and not on individuals. Modern
literature revealed that RCA is one of the approaches used
for improving quality.14,19

Analysis of approaches of quality in primary
healthcare
Measuring quality is very important for the primary
healthcare programme and especially for developing
countries because if we will not do quality assessment,
our resources will not be utilised effectively and people
may move towards curative services.20,21 Analysis of
literature shows that whatever approaches are being
used, they should focus on the solution of the
problem.20,21 While selecting an approach, we need to
make sure that problems or errors should not re-occur.
There should be clear understanding at all levels.
Appropriate approaches need to be selected on the basis
of organisation's mission, vision and goals.13,22

In this case, using a mixed approach is the solution.
Literature also mentions that these approaches will not
work if used alone, and that multiple interventions are
better than single interventions.11,23,24 Further analysis
reveals that there are no approaches in quality
improvement (QI) which address ethical issues in the
proposed QI interventions. In addition, while making
policies, ethical principles like minimal risk, respect for
privacy and confidentiality of the client are not
highlighted in QI initiatives.25

Finally, there are no 'magic bullets' for improving the
quality of healthcare, "but there is a wide range of
interventions available, that if used appropriately, could
lead to important improvements in professional practice
and patient outcomes".13

However, whatever methodology any organisation
selects, effective planning, leadership and governance,
consumer involvement, information management and
competence and education are key success factors.26

Who is responsible for QI initiatives?
Literature suggests that trend for quality is increasing
rapidly and organisational culture advocates "quality as
everyone's responsibility" to achieve significant and
sustained outcomes.11

Maintaining quality and decreasing error is the not
responsibility of any individual, but it is the responsibility
of multidisciplinary teams. In this way, it gives ownership
and accountability for patient safety and quality.11 As
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stated in literature, "Something happened. Let's check
what went wrong together."11

QI is not a one-man show; it involves many people, policy-
makers, front-line staff like doctors and nurses, and
consumers in which community and patients are
involved.

Policymaker's involvement in QI
Stakeholders who are involved at policy level have a
major responsibility at national as well as regional level.27

Literature mentions that stakeholders would normally
include political and community leaders, service users
and their advocates, regulatory bodies, and
representative bodies etc.27 One more study suggested
that without leader's involvement, change will be difficult
to sustain.24 Many countries like Sweden, Australia, UK,
the Netherlands, and Japan have introduced involvement
of leaders in QI strategy.24 Hence, literature highlights that
support has to come from the top to achieve successful QI
outcomes.11

Health provider's involvement in QI
Improvement in quality is not the sole responsibility of
health care providers.27 Physicians, nurses, paramedics,
staff are all part of the QI initiative. In addition, 45% of
physicians believed that leaders cannot work in isolation.28

In America, hospital nurses play vital role in high quality
patient care.19 Moreover, physician involvement in early
stage during CQI shows very successful outcomes.19

Another study done in Nicaragua on one of the projects on
essential obstetric care used partographs and observed
that within 10 months, maternal mortality decreased from
10 in 1999 to 2 in 2000.19

Communities and service users' involvement
in QI
Consumers have critical role and responsibility in quality
improvement.23 Literature highlights that patient
engagement in quality initiative is a vital part in
improving quality intervention and brings effective
outcomes.23 Several studies demonstrate that patient
involvement in healthcare interventions affect the
function of the practice and it leads to improvement in
patient outcomes. Literature also shows that patient and
family involvement in participating in their own care will
improve quality and reduce cost of care.23 On the
contrary, literature highlights that some patients do not
want to participate in their treatment; for instance,
terminally ill patients.29

Barriers and success factors in QI
There are many success factors which influence QI such as

strong leadership commitment, support and consistency
in all QI steps. Moreover, leadership, direction,
organisational culture, training, resources, and practical
support are all important.30

Leaders are involved in ensuring adequate financial
resources, training staff on QI and purchasing innovative
technologies and equipment. As change is not always
easy, it becomes the leader's responsibility to provide
administrative support, especially in those QI projects
which are time-consuming. Results of a study revealed
that more than half of physicians shared the perception
that leaders are "instrumental" in deciding to pursue QI.

Institutional factors are also very important in QI success,
like strong commitment for culture that value team-
building. A study mentioned that team should be the
focus of QI programmes rather than the physicians.28

Team building in QI helps members to anticipate
problems and overcome potential barriers. Moreover,
another study said multidisciplinary approach enables
team to focus on the accomplishment of goals.31

Organizational culture is an important success factor for
effectiveness of QI. Cultural attributes for the
development of quality is essential. Literature
demonstrates that hospitals known to be "good places to
work" have a lower medicare mortality rate. In addition,
organisational support and culture also affect job
satisfaction and decrease burnout, which impact quality
of care and lead to good QI initiative. Moreover, safety
culture of staff and patients is the key indicator in
organisational cultural tool. Besides, organisational
culture is correlated with financial performance which
helps in higher development in staff training, recognising
performance, customer satisfaction, downward
communications, openness to change and job
satisfaction.28,31

Barriers of QI
Leadership is the key domain of an organisation. There is
clear evidence that if leadership will not be strong and
consistent at every level, desired outcomes of quality will
not be obtained.27 One of the quasi-qualitative and
quantitative case studies done in Kraaifontein healthcare
shared barriers faced during the implementation of QI.
They faced challenges such as lack of top management,
active involvement, inconsistent stakeholders, lack of
commitment, rigid organisational structure, lack of
communication between management and employees
etc., which lead to obstacles in employee empowerment
and ownership. In addition, lack of a recognition and
reward system for team work, poor collection and analysis
of data, rigid and punitive culture are also barriers in
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quality improvement.28,31

Leadership styles can be important barriers in the
implementation of QI. Literature demonstrates that
leadership styles and transformational leaders are the
driving force in bringing necessary changes to attain the
vision of the organisation. Studies reveal that autocratic
leaders refuse to be challenged by their subordinates. On
the contrary, transformational leaders give autonomy and
ownership to their subordinates and empower them.
Thus, leadership style could be the greatest barrier in
QI.28,31

Lack of education and training of employees
about TQM
Every employee needs to learn about the process and
underlining principles of QI. Knowledge deficit in quality
initiative is the biggest resistance to change. For example,
if staff has no awareness and importance of quality, they
are reluctant to change and get easily burnt out. For
example, in our hospital, when the system was changed
for medication order from manual to computer, initially
staff was not comfortable and was scared in terms of error,
but ongoing training made them comfortable and they
realised the benefit of the system.28,31

Literature reveals that organisations should create
environment that encourage learning and training of QI
before its implementation.23,28 Another study suggested
that poor education and lack of training were major
obstacles during implementation of QI. Knowledge deficit
also leads to unwillingness to participate in QI
implementation.28,31

Conclusion
In developing countries where healthcare systems need
to optimise resources for increased population coverage
and scale up the care, quality approaches can suggest
workable solutions to using resources appropriately. In
this way, best solution could be achieved by improving
quality strategy.
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