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OBJECTIVES OF THISBOOKLET

This booklet targets researchersinterested in measuring qudity of materna and perinatd hedlth care. After reeding this
bookl et the reader should be able to:

apply acomprehensive definition of qudity of health careto the context of maternd and perinatd carein
developing countries,

review definitions of Qudity of Care (QoC) and propose and justify a definition of quality of maternity
care;

discuss concepts of QoC and develop a framework to assess quaity of materna and perinatd carein

developing countries;
identify areas for future research to improve the quality of maternad and perinatal care in developing

countries.



PART | | ntroduction

Ten years dfter the launch of the Saefe Motherhood Initiative, pregnancy-related mortdity and morbidity
remains aserious hedth, socia and economic problem in developing countries. Experience in developed
and developing countries that have achieved low materna mortdity suggests that access to good qudity
care is a critica factor. Hence access to good quaity obstetric care for dl women is one of the key

demands of the 1987 Internationa Safe Motherhood Initiative (Nairobi), the 1994 Internationa Conference
for Population and Development (Cairo) and the 1995 Fourth World Conference on Women (Beijing).
The 1993 World Development Report goes asfar asto suggest that poor countries should invest over half
of ther dinicad hedth-care budget in antenatd and ddivery care (World Bank, 1993).

Undergtanding what good qudity care is and how to evauate improvements in quaity should be a
prerequisite to investing considerable resourcesin improving the quality of maternity care. Y et despitethe
enormous interest in providing accessto good qudity care, the lack of clarity surrounding the concepts of
Quiality of Care (QoC) acts as a barrier to progress.

The next three parts of this booklet:

review definitions of QoC and propose and judtify adefinition of quaity of maternity care;

discuss concepts of QoC and develop aframework for assessng qudity of maternal and
perinatal care in developing countries; and

identify areas for future research to improve the qudity of maternal and perinatd carein

developing countries.



PART Il What is Quality of Care?

‘To improve quality one must first measure it. To measure it one must first define it’ (Wilson &
Goldsmith, 1995).

A) Thereisno single universally accepted definition of quality of health-care

Qudlity of care (QoC) means many things to different people and there is no single universaly accepted
definition. Table 1 lisssome of thedefinitionsof QoC foundintheliterature. All definitionsof QoC accept
that biomedical outcomes are important, but agree on littledse. Over time, definitions of quality of health
care have become moreinclusiveand now addressuser and provider satisfaction, socid, emotiond, medica
and financial outcomesaswell asaspectsof equity and performance according to stlandards and guiddines

Y et, depending on the definition used, high qudity care can be provided without satisfying the users or
providers, without adhering to set standards or guiddines and without obtaining adequate financid, socid
and emotiona outcomes. The definition chosen affectshow QoC ismeasured and which aspect istargeted

for improvement.

TABLE 1

Definitions of quality of health-care

Ealv and medicall Quality of Careis ‘the application of medical science and technology in a manner that
p e%/t ated y maximisesits benefit to health without correspondingly increasing therisk’ (Donabedian,
1980).

Quiality of Careis ‘the production of improved health and satisfaction of the population
within the constraints of existing technology, resources and consumer circumstances
(Palmer, 1981).

Quality of Careis ' proper performance (according to standards) of interventionsthat are
known to be safe, that are affordable to the society and that have the ability to produce
an impact on mortdity, morbidity and disability’ (Roemer & Montoya-Aguilla, 1988).

Quality of Care is ‘doing the right things right, obtaining the best possible clinical
outcome, satisfying all customers, retaining talented staff and maintaining sound financial
performance’ (Leebov, 1991).

Quality of Careis‘the sum of itsfour components parts: technical quality (measured by
Recent and more patients’ health status improvement), resource consumption (measured by the costs of
comprehensive care), patient satisfaction (measured by patient perception of the subjective or

interpersonal aspects of care), values (measured by the acceptability of any trade-offs
that must be made among the previous three outcomes)’ (Wilson & Goldsmith, 1995).




B) Quality of maternity care requires a modified definition of QoC

Maternity care differs from other aress of hedlth care in the following ways

Most users of maternity services are well. Maternity services need to be wary of over-
treating and over-medicalising pregnancy and childbirth, as wdl as of wasting resources.

Some users of maternity services will develop conditions requiring a higher level of
maternity care. Many of these conditions are unpredictable and life threatening. Maternity
sarvices therefore need to be wary of under-treating some women.

Maternity careis amed at least two recipients, the mother and the baby. Outcomes for
both are important, so advantages and disadvantages for each need to be counterbal anced.

Maternity servicesded with the culturaly and emotiondly sensitive areaof childbirth. Nor
biomedica outcomes may be moreimportant for childbirth than for other areas of hedlth-care.

These aspects of maternity care have been incorporated in acomprehensive description of the conditions

required to achieve high quality maternity care (see text box).

Proposed Definition: Quality of Carein Maternity Services

High QoC maternity sarvices involve providing aminimum leve of careto al pregnant women and their
newborn babies and a higher leve of care to those who need it. This should be done while obtaining the
best possible medica outcome, and while providing care that satisfies women and their families and ther
care-providers. Such care should maintain sound managerid and financid performance and develop
exising servicesin order to raise the standards of care provided to al women.

Not achieving one or more of the above conditions of high quality care leadsto low qudity care. Usng a
transparent managerid system (dandardsor guiddines) isbdieved to be necessary for achieving high quality
care.

However, this definition is too comprehensive to be ‘user-friendly’. In the sections below, the individua

components of the definition are examined to clarify the relevant issues.




C) Theeements of high quality maternity care in more detail

C.1 ‘Providing a minimum level of careto all pregnant women and their newborn babies.’

Minimum care is care that achieves the best outcomes on a population leve if provided to al pregnant

women and their newborn babies. Since most pregnancies are ‘normd’, such care should be evidence

based (the potentid for harm must be known and it must be low) and cost-effective. Minimum care
typicaly conggsof preventative measures and of screening and cost- effective management of womenwho
screen positive.

Example: Screening for syphilisand treeting identified cases (Jenniskens et a, 1995; Cameron et d,
1997); ddivering hygienicdly; vaccinaing in pregnancy for tetanus where anti- tetanus
protection is not achieved earlier; and supplementing with iodine in pregnancy in iodine-
deficient areas (Mahomed & Gllmezoglu, 1998).

Equity, reaching al women, is particularly important. Maternity services are often most needed by those
leest likely to usethem. A serviceisof low qudity a apopulationleve if itisnot avallabletorurd, illiterate,
very poor, young, unsupported and/or minority ethnic-group women (Fawcuset al, 1996; Friedman, 1994).

C.2 ‘'Providing a higher level of care to those who need it.’

Higher level of careis care that achievesthe best outcomesif provided to some, but not all, women.

Example: Blood transfus ons can save somewomen' slives but are harmful towomenwhodon't need
them. Similarly, deliveringawoman with severe pre-eclampsaat 38 weeksishbeneficia but
routinely inducting labour a 38 weeks gestation for dl women is not.

It has been proposed that 9-15% of pregnant women requiremedica carein pregnancy abovetheleve of
minimum care (Maineet d, 1992; Koblinsky et a, 1995; WHO, 1994), dthough theempirical basisfor this
assumptioniswesk. Inthe Nationd Birth Center study inthe US, 8% of the mothersor infants had serious
complications in pregnancy; 12% were trandferred to higher level care in labour and 4% after ddivery
(Rooks et d, 1992). InaStockholm tria, 14% of low risk mothers assgned to birthing centre care were
trandferred antenataly, 23% of the remaining women were transferred in labour and 3% during the



postpartum (Waldenstrom et d, 1997), bringing the tota requiring higher level care to nearly 40%. There
are few comparable data published for developing countries; one of the sudies, the MOMA study from
seven urban sites in West Africa, shows that 39% of pregnant women experienced severe obstetric
morbidities (Bouvier Colle et a, 1998). It is now widely accepted that it is not possible to accurately

predict who these women with complications will be.

Minimum and higher level care have to be context specific: Interventions vary in how culturdly
acceptable they are, how easy they are to introduce, how trained the person providing them needsto be,
and how much they cost per adverse outcome prevented. Popul ations have different priority needs different
hedth systems and different resources with which to ddiver maternity care packages. Consequently,
minimum care packages will differ between countries (see Table 2), as will higher level care. In poor
countries, the correct management of obstructed labour where the foetus has died is often a destructive
operation (which destroys parts of the foetus's body to reduce its size) followed by vagina deivery. In
affluent countries these cases are usualy managed by Caesarean section.

TABLE 2

Examples of routine interventions recommended for all women as part of the
minimum care package

Tetanus toxoid immunisation

Routine iodine supplementation

Syphilis screening

Externa cephdic versonin breech presentation after 36 weeks

Screening for congenita abnormdities
National Maternity Care Guidelines Nepal. Ministry of Health, Nepal, UNICEF, Nepal, 1996.

Nepal UK

SRR

SN

Also, providing higher leve carefor some should generdly not interfere with providing minimum careto the
entire population. For example, wewould judgethat antenata screening for congenita abnormditiesshould
not be performed at the expense of iodine supplementation where iodine deficiency and cretinism were
endemic. However, thereareinstanceswherethisisnot the case: life-saving care for afew women may be

prioritised over aless efficacious preventive measure for dl women.



C.3 ‘Obtaining the best possible medical outcome for mother and baby.’

The find medica autcome of any health problem depends on the nature of the problem and the efficacy of

theavailableinterventions, aswdll asonthequality of care. Some adverse medica outcomes occur despite

good quality of care.

Example: In the UK between 1985 to 1993 (HM SO, 1996), 55% of materna deaths occurred
despite being judged to have received high quality medicd care.

Furthermore, asingle condition or intervention can result in one outcomefor the mother and another for the

baby. Interventions that maximise the benefit for one individua may reduce benefits for the other.

Example: A very low birth-weight baby in breech presentation may benefit from el ective Caesarean
section (Gorbe et d, 1997). However this may lead to more materna morbidity than a
vagind ddivery (van-Ham et a, 1997).

C.4 'Providing care which satisfies users and providers.’

User satisfactionisyet another care outcomethat may beindependent of other outcomes (see Table 3for

examples). In particular, satisfaction depends on the va ue given to specific medica outcomes, whichvaries

between cultures and individuals.

Example: Many mothers in Brazil request delivery by Caesarean section (Barros et d, 1991).
Caesarean sectionsthat are not medicaly indicated may thus be accepted becausethey are
seento bea"modern” way of delivering. By contrast, many women in sub- Saharan Africa
try to avoid Caesarean sections asthey can beviewed asan indicator of infiddity (Kamara,
1990; Betts, 1993).

Users may fed satisfied with the care they receive despite poor biomedica outcomes. Alternatively, the
vaue given to good biomedica outcomes may override other aspects of care deemed to be poor.
Example: ‘| waited along time to be seen by adoctor and when he came hewas not very niceto me,

but then he saved my baby and that is dl that counts.’



Different aspects of care may satisfy hedlth service users and various cadres of providers, care which is
desrable for one may be undesirable for the other. For example, the mgority of Lebanesewomeninthe
capitd, Beirut, wanted their husbands to accompany them during delivery, whilewomeninarurd area, the
Begaa, preferred to be cared for by medica providersaone (Kabakian-Khasholian et d, 2000). Smilaly,
doctors may enjoy practisng what they perceive to be state- of- the-art obstetricsinvolving unnecessary
interventions, midwives may get satisfaction from not needing to involve doctors, and mothers may vaue
being trested nicely and having a hedlthy baby (see Table 3 for examples).

TABLE 3

Issue Example

High levels of satisfaction

. ; . Women who have had a stillbirth can have a high degree of satisfaction with
with service despite poor

care they received (Kuselsingschulte et al, 1996).

outcomes

Low levels of satisfaction Women who received reduced antenatal care were less happy than those who
despite good biomedica and received standard antenatal care despite having similar biomedical outcomes
emotional outcomes were (Sikorski et al, 1996).

Anticipated level of satisfaction by both users and providers can determine the
use and provision of services (Reerink et a, 1996; Dennis, 1995). Qualitative
research in Haiti (Barnes-Josiah et al, 1998) found that women expected poor
QoC and so delayed seeking care. This delay often contributed to the poor
outcome. The poor outcome again reinforces the expectation of poor QoC for
future users.

Anticipating low levels of
satisfaction and quality leads
to poor outcomes

Hedlth-care providers and
users derive satisfaction from
different outcomes.

Provider -induced demand may lead to high rates of Caesarean section among
private patients (King, 1993; Kedler & Brodie, 1993).

Low-risk women show higher levels of satisfaction if delivered in midwife-led,
rather than obstetrician-led, units (Hundley et al, 1994, 1995; Hodnett, 1999).
However, given the choice, some low-risk women would prefer an elective
Caesarean to anormal vagina delivery (Mould et a, 1996).

Similar groups of users may
be satisfied with high or low
intervention rates.

C.5 ‘Maintaining sound managerial and financial performanceand developing existing services
to raise the standards of care provided to all women.’

Providing a sustainable service to a population requires maintaining a sound financid performance and

investingintheservice sfuture. Using resourcesto create future benefits means denying those resourcesto

women using the sarvice a present. Investing in future quality and sustainability of the hedth service could

thus reduce the current QoC.
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Examples: Sending the sngle midwife of a hedth centre on a training course means that she is not
availableto ddiver babies. Rationing antibioticsfor use later during ayear means denying
them to some patients who may benefit from them.

The content of care depends on available resources. Where resources change (e.g. new interventions
become available or established ones become unaffordable) the content of care hasto changeaswell. This
iseader to do with atransparent system. A transparert system makes it obvious who does what, when,
where and under which conditions, and why and how resources are used. One way of achieving
transparency isto use standards (which must be adhered to) and guidelines (which should be adhered to).
Most research on the effect of standards and guidelines has been conducted in developed countries. Ina
sysematic review, Grimshaw and Russell (1993) found that guidelines led to varigble improvementsin
clinica practice and outcomes, and that theintroduction of guiddinesdid not dwaysaccd erate change (dso
see Table 4).

TABLE 4

Examples for the effect of guidelines on maternity care

Introduction of guidelines reduced Caesarean sections in Zimbabwe and Jordan by
positive effect | around 50% without adversely afecting perinatal outcomes (Ziadeh & Sunna, 1995; De-
Muylder & Thiery, 1990).

In 1992, Florida state law introduced of practice guidelines regarding Caesarean section
no effect deliveries. Thisinitiative did not change Caesarean delivery trends, which were aready
decreasing (Studnicki et a, 1997).

In the former Soviet Union, detailed and often out-of-date standards have to be adhered
to, even if clinical common sense or evidence-based medicine suggests a different action.

negative effect

D) Theneed for trade-offsor values

What becomes apparent as soon asthe components of quaity of maternity carearelooked at in detail isthe
need for trade-offs between outcomes. Indeed Wilson and Goldsmith (1995) incorporate the concept of
values in thar definition of QoC in recognition of the fact that it is not dways possible to maximise dl

outcomesfor dl individuas. Inthe case of maternity care, there may be aneed to balance minimal versus

11



higher level care; biomedical outcomes for the mother versus the infant; biomedica outcomes versus
satisfaction and emotional outcomes; provider versus user satisfaction; and benefitsto current versusfuture
users. These trade-offswill be context specific and will change over time. They aso need to be negotiated
within the context of other prioritiesin heath and other sectors.

Summary:

Over the last two decades, the generic definition of Qudity of Care has broadened beyond exclusvely
biomedicd outcomes, and will undoubtedly evolve further. There is no generd agreement as to what
condtitutes high qudity care. We propose acomprehensive definition of high quality maternity carewhich
includes: (i) the provison of aminimum level of careto al pregnant women and their newborn babies and
(i) a higher level of care to those who need it; (iii) obtaining the best possible medicad outcome; (iv)
providing care that satisfies women, their families and care providers, and (v) maintaining sound financid
performance and developing existing services to raise the sandards of care provided to al women.

Achieving the highest level of QoC necessitates trade-offs between the needs of the individud and the
population, mother and baby, user and provider, and between current and future benefits.




PART Ill Conceptsand issuesin measuring Quality of Care

A) Introduction

* Only with reliable measurement can we ascertain if improvement (...in quality...) hasoccurred and

consumers can choose between providers based on their performance’ (Wilson & Goldsmith, 1995).

I rrespective of whether theinterestin Quaity of Care (QoC) stemsfrom thedesireof providerstoimprove
or maintain their own services or from aneed for externa groups to assess the service, measurement isan
essentid requirement. Moreover, current management idess follow an ‘improvement cyde, so that
measurement needsto be repeated. For example, the UNICEF/Management Sciencefor Hedlth website of

‘Managing for Qudity’ (http://erc.msh.org/qudity) suggests the following steps to improve QoC:

Identifying the problem - Which problem should | address? If there are severa, how do |
choose the most important one?

Describing the problem - How do | accurately and completely describe the problem?

Andysing the problem - What are the different causes of the problem, and which causes
are most important to solve right away?

Panning the solutions- What arethe different dternative solutionsfor solving the problem?

Implementing the solutions - How do | make sure the sol utions are implemented correctly

and effectively?
Monitoring/evaudting the solutions - How did the solutions work? What needs to be

changed?

These gepsinvolveidentifying, describing and andysing the stuation (i.e. measuring the QoC), planning and
implementing changes and monitoring / evauating their effect (i.e. measuring QoC again) ascrucid stepsof
this cycle. This approach assumes that removing obstacles to high qudity care will improve QoC and

works reasonably well for problem solving.

13



B) Measuring QoC outcomes

Our definition of QoC hasthe following five components minimum level of carefor dl; higher leve of care
for some; obtaining the best possible outcomesfor mothers and babies; providing carewhich satisfiesusers
and providers, and maintaining good managerid and financid performance, developing exigting servicesfor
women. This section discusses the state- of-the-art in measuring the first four aspects of QoC. The last
aspect is dluded to in Section 111.C but discussion of financid performance and development of hedth
sarvices is beyond the scope of this paper.

B.1 Assessing the minimum level of care to pregnant women and their newborn babies.
Determining if dl women and babies receive adequate minimum care requires knowing:

the content of the minimum care package;

the coverage of the minimum care package;

the effectiveness of the service in ddivering the package.

Knowing the content of the minimum package of careis essentid to any systematic assessment of qudity.
In theory this is Sraightforward but in practice it can be difficult and time-consuming to identify whet is
supposed to be done in a country or afacility.

Although al aspects of minimum care are equdly important, coverage is the aspect of qudity most
commonly covered. Thus, for example, internationd ingtitutions like UNICEF and WHO promote the
collection of data that quantify the proportion of pregnant women who have one antenatal care vist,
recelving 4+ antenatd carevigts, or having avistinthefirs trimester. Other commonly collected indicators
measure the proportion of pregnant women receiving tetanus toxoid immunisations, attended by skilled
providers, or receiving 60+ or 90+ iron supplementation tablets (see Table 6). 1t ispossible but much less
common for countriesto assess coverage of other agpects of minimum carethat are meant to be universaly

provided, such as syphilis screening, taking a pregnancy history, measuring blood pressure, collecting and
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testing of urine specimens, discussing where ddivery will take place. Coverageisusually measured usng

hedlth service records or via questions put to women in household surveys such as the DHS.

TABLE 6

Indicators proposed by various agencies to monitor minimum level care

USAID(1) | WHO (2) | UNFPA(3)

Proportion of women with prenatal care by trained personnel v v v
Percentage of pregnant women with tetanus toxoid immunisation v v
Proportion of births attended by trained health personnel v v v
Proportion of women with a postnatal care visit after delivery v
Percentage of adults knowing about maternal complications v

Iron supplementation v v
Syphilis screening v v

Note: (1) based on shortlist of suggested indicators; (2) based on minimal monitoring list; (3) based on core list
of suggested indicators; and (4) based on suggested process indicators.
Source: 1. Koblinsky et a, 1995; 2: WHO, 1994; 3: UNFPA, 1996.

Effectiveness of the minimum care is dso often neglected. This can be problematic as the gap between
efficacy and effectiveness can be consderable (for examples see Table 7). Coverage indicators such as
‘ proportion of motherswho received tetanustoxoid during pregnancy’ and ‘ percentage of women delivered
by atrained birth atendant’ are only useful if the effectiveness of the intervention is known or can be
assumed/measured viaother indicators. For example by knowing: (i) percentage of cold chainsmaintained,

and (ii) percentage of ‘killed providers who are competent in life saving procedures.

Often what isneeded is more Site Specific and in-depth informati on about the processestaking placeand the

resulting outcomes. For instance, whileit is easy to determine reference population (al pregnant women)

and theintervention for the ‘minimum care package , it is often difficult to be certain thet theintervention is

used as intended. This may require observation of hedth care providers. Some of these issues are

discussed below in Section [11.C.

Example: Oxytocics earmarked for the prevention or treatment of postpartum haemorrhage may be
used to ‘accelerate labour’ and may contribute to an ‘epidemic’ of ruptured uterus, a
sample review of the drug flow to obstetric units may not reved this.

15
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TABLE 7

Examples for a large gap between efficacy and effectiveness among components of the minimum package

Maternal tetanus Efficacy Very high (Newell et al, 1966).

vaccination to prevent Effectiveness | M@ below: in one programme nearly half the tested vaccine

neonatal tetanus samples were of inadequate potency (Dietz et al, 1996).
Efficacy High (Semmelweiss, 1983).

Low: In Bangladesh, only 54% of trained TBAs washed their hands
with soap before delivery (Goodburn et al, 1994). In the USA
(Watanakunakorn et al, 1998) only 39% of healthworkersin
medical intensive care units washed their hands as required.

Hand washing training to
prevent infection Effectiveness

A find pointisthat routindy providing ahigher level of care does not improve biomedica outcomesfor low
risk women. Itistherefore necessary to distinguish those who received higher level carewithout needingit.

Thisis rardly done explicitly because it implies rationing and can be interpreted as interfering with the
professona autonomy of the providers. However, using higher level care when it is not needed wastes
resour ces (which may bein theindividua woman'sinterest) and carries risks associated with unnecessary
interventions (such as HIV transmisson through a blood transfusion thet is not indicated) and may reduce
user and provider satisfaction (Hodnett, 1998). Itisimpossibleto assessquality of carewithout describing

carein relation to need.

B.2 Assessing the higher level of care
Assessing higher leve care can be accomplished ether at the population leve or at the facility level where
we expect to see women identified as needing higher leve care.

Determining if women and babies who should receive higher level care actudly receive adequate care
requires knowing:

the availability of higher level care;

correctly assessing the need for care;

the effectiveness of care.

Some indicators that assess availability of higher level care are given in Table 8.
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TABLE 8

Essential Obstetric Care (EOC) USAID(1) | WHO(2) | UNFPA®) | UNICEF(4)
Number of EOC facilities per 500,000 population v v v
Percentage of population within 1 hour travel

time of EOC / Geographic distribution of EOC v v
facilities

C-sections as a proportion of al birthsin the v v v v
population

Proportion of expected complicated cases v v v v
managed at EOC facilities (Met need for EOC)

Source: 1: Koblinsky et a, 1995; 2: UNFPA, 1996; 3: WHO, 1994; 4: UNICEF, WHO, UNFPA, 1997.

It is possible to measure coverage or use by counting the women with complications who use hedth
fadilities. By making some assumptionsthis number can betrandated into apotentialy useful indicator. All
options assume that the potentid for podtive outcomes is much grester when care for obdtetric
complicationsisprovided at the gppropriate, higher level of care. Women with specific complicationswho
arenot treated at adigtrict hospital (or agmilar indtitution) are cons dered to have received inadequate care.
The number of complications observed in hedth facilities (usudly the digtrict hospitd) isrecorded. Thisis
interpreted againgt an expected number of complications derived using one of four possible options:
1 A dandard ‘guesstimate of 15% of dl deiveries in a geographic caichment area
(sometimes termed a ‘met-need’ indicator) (Koblinsky et a, 1995; WHO, 1994);
2 The percentage of births with mgor obstetricd interventions for materna indications
(Ronsmans et al, 1999; De Brouwere et a, 1996);
3 A specific prevaence of specific complications based on the literature (Pittrof, 1997); or
4) A figure based on women' s reported prevalence of complications in the popul ation under
study.

The first gpproach, promoted by UNICEF, has been tried in India (Nirupam & Y uster, 1995) and other
countries(Table9). Althoughit ssemsdesirabletoincludethe main direct causes of maternd degth, thereis
little consensus of what congtitutes a complication. Nirupam and Yuster incorporated the notion of
interventions, and considered “any obgtetric case during and following pregnancy requiring operative

19



intervention (excluding routine episotomy), transfusion, antibiotics or management of hypertension, severe
anaemia, unusua bleeding, obstructed labour or unusua presentation (including breech)”.

A second approach has beento look at the absol ute number of complications expressed as apercentage of
births (De Brouwere et a, 1996; Ronsmans et d, 1999). These authors estimate service use among a
subgroup with specific indications. For example, De Brouwere and colleagues (1996) define absolute
materna indications as severe antepartum haemorrhage due to placenta praevia or abruptio placentae,
unremitting pogpartum haemorrhage, maor feto-pevic disproportion (due to a smal pevis or
hydrocephd us, including uterine pre- rupture and rupture), transverselie and brow presentation. Ronsmans
and colleagues (1999) compare this gpproach to the previous one of using 15% and arguethat it performs

somewhat better as an indicator.

Thethird approach, termed Observed Versus Expected Ratio (OVER), seeksto assess conditionsthat are
digtinct and obvious, easy to diagnose, and difficult to misclassfy (Fittrof, 1997). TheOVERmethod dso
requiresthat each chosen condition hasabiologicaly determined incidence within apopul ation of pregnant
women which is largely independent of the knowledge, skills or management preferences d the hedth
service providers. Breech presentation, twin pregnancy at delivery and, to alesser extent, management of a
pregnancy complicated by placenta praeviaor placental abruption dl fulfil these conditions. TheOVER for
placenta praevia and placental abruption assesses coverage for emergencies requiring rapid management
(such as Caesarean section for antepartum haemorrhage) while the OVER for twins and breech assesses
coverage for conditions which can be diagnosed antenatdly or during early labour (i.e. before the
emergency condition arises). These conditionsareroutinely recorded in ddlivery registersor even compiled
in annua datigtics of many inditutions, thereby minimising the need for new data collection.

In the fourth approach, the number of women/ babies with a condition and the number with correct
management of the condition are used to ca culate the proportion * expected versus provided management’.
Thisproportion can only be calculated if the correct diagnosis can be ascertained. Thishasnot proved easy
to do using household surveys (Vdidation Task Force, 1997). Themethod provides mideading resultsif the
diagnosis was wrong even if management was correct for the diagnods. It is dso problemétic if the
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diagnosis was wrong but the management was correct for her true condition.
Example: in aresource poor setting, the gppropriate management of cephal opelvic disproportion if
the foetus is dead is to peform a destructive operation in labour. The diagnoss of
intrauterine death may be wrong but once made the management will ensure that a dead

baby is ddivered and the origind diagnosis cannot be verified.

In redlity these gpproaches are limited to reviewing conditions which are difficult to miss. However, evenif

the data are available, great care has to be taken when using routine statistics to calculate these measures

(see Table 9 for examples).

TABLE 9
Problems in calculating the proportion of expected versus provided management
In Zimbabwe, Pittrof (1997) was able to use labour ward registers, population
size and estimated complication rates to calculate access to care for
ingtitutions capable of providing adequate care. He found that <25% and
<45% of the breech and twin deliveries respectively, <10% of pregnancies
Using medical Encouraging | complicated by placental abruptions and <5% of the pregnancies complicated
records or log | results by placenta praevia were managed in an appropriate institution.
books to In Ghana review of record-keeping n ten facilities showed that data on
evaluate higher obstetric complications were inconsistent, missing, or not collected at all.
level care Danquah and colleagues (1997) were able to improve record keeping through
staff training and monitoring visits.
In USA, Chez and colleagues (1997) found that labour ward log bookswere a
poor source of information and contained errorsin up to 60% of entrieswhen
Discouraging | compared to case notes.
Results In Assuit, Egypt, only 20% of primary medical recorded the presence or
absence of problems in pregnancy and only 1% recorded birth-weight or an
Apgar score (Abdullah et a, 1995).
Roth and colleagues (1995) found that in the USA survival among very
Using care Encouraging Iovv—pi rth—vyei ght (<15009) babies was better if they were born in. atertiary
recaived inthe | results hospltal. Sidhu anq cplleagu&s (1989) founq that sugnllflcantlly n‘nproved
appropriate survival among babies in Northern Irel and admitted to perinatal intensive care
olace s a when compared to babies where admission was refused.
proxy for Kra_luss Silva (1_997_) eval uated the effect of quality of care on ‘preventa_\ble
appropriate Discouraging perinatal mortality |n' Brazil and fOL’Jnd no correlgtlon between ‘appropriate
care results place of care and perinatal outcome’. In Puerto Rico, Becerraand colleagues
(1989) found no significant differences in outcomes between different levels
of neonatal care units.
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B.3 Measuring medical outcomes

Which outcome should be investigated?
All definitions of QoC associate alow frequency of poor medica outcomeswith high quality. Moreover,
since preventing adverse medical outcomesisthe main goa of most hedth services and clinical outcomes
are often recorded routindly, such outcomes are anatura starting point for ng QoC. Themost useful
outcomes for monitoring QoC are those which are:

clearly defined;

relevant;

easy to measure;

frequent; and

sengtive to changes in the quaity of maternity care provided.

Commonly measured medica outcomesinclude materna mortdity, perinata mortdity, intrapertum dillbirth,
birth-weight, Apgar score, life-threatening materna complications (near misses), Caesarean section and
asssted ddlivery, episotomy and perined tear, manud remova of placenta, materna or neonatal admission
tointensive care units, blood transfusion, wound infection, breast feeding and materna anaemia. Table 10

gives examples of some of the weaknesses and strengths of counting some of these outcomes.



TABLE 10

Strength and weakness of some commonly assessed medical (obstetric) outcomes

Outcome

Weaknesses and strengths

Comment/Example

Maternal
deaths

Deaths are unambiguous, easy to
define and relevant. But maternal
deaths are infrequent. Very large
sample sizes are required to show a
statistically significant impact of
higher quality care and effective
interventions. Even larger samples
are required to calculate case
fatality rates, which by definition
are a causespecific sub-set of al
maternal deaths

In a survey of 32,215 households in Addis Ababa, Kwast and
colleagues (1985) found only 45 maternal deaths, though the maternal
mortality ratio was 566 deaths/100,000 life births (95% confidence
intervals 374-758). If, after an intervention halving this MMR arepeat
survey was performed, no statistically significant improvement would
have been detected (MMR 283 95% CI 175-391) as the confidence
intervals of both surveyswould overlap.

Mortality isathreatening outcome
to monitor.

Where maternal mortality reviews lead to dismissal or demotion of
providers (such as in countries of the former Soviet Union) providers
see them as a question of professional survival and not a tool to
improve the QoC.

Near misses

Evens are more common than death
but identification requires good
record keeping

Filippi and colleagues (1997) used near miss cases to stimulate
discussion within a hospital setting in Benin. Mantel and colleagues
(1998) found that the pattern of near miss casesin South Africareflects
that of maternal deaths and that the investigation of near misses
identified the same avoidable factors of poor quality care as the
investigation of deaths.

Caesarean
sections/
Episiotomy /
Operative
delivery/
Admissions to
special care
units

Interventions are clearly defined
and often routinely recorded. But
over- and under-use may cancel
each other out and simulate high
quality when thereverseistrue.

UNICEF et al (1997) suggest that 5-15% of all deliveries should be
conducted by Caesarean section to meet the needs of mothers and
babies. Caesarean section rates have been proposed as an indicator of
use/coverage of emergency services, and measure of unmet need
(WHO, 1994; De Brouwere et a, 1996). Overall rates may be miseading,
asoverusein socially advantaged women cannot compensaefor under
usein socially disadvantaged women (Hussein & Campbell, 1996). The
ideal Caesarean section rate remains unknown and depends on the case
mix and facilities available.

Birth-weight

Apgar Scores

Stillbirth/
Perinatal
deaths/
Neonatal
deaths

These outcomes should be
routinely recorded if they occur
within the health service.

If births occur outside the health
service, the measures are often
difficult to obtain.

The relationship to QoC is often
not clear.

Easy to measure, low birth-weight is closely correlated to neonatal
survival. A high rate of low birth-weight babiesin referral centres may
indicate poor health of the population, appropriate referral of hightrisk
pregnancies, a high number of inappropriate premature deliveries,
failure to screen for and or prevent maternal or congenital infections.

Validity of routine recordings hasto be checked asit is commonplace to
write 8/10 and 10/10 on every occasion, leading to a poor positive
predictive value of low Apgar scores (Wolf et a, 1998).

Perinatal deaths are easy to measure and low rates in facilities may
indicate good antenatal and intrapartum care. However, perinatal deaths
are more common in high-risk pregnancies and a pregnancy with an
intrauterine death should be managed in a referral centre, making it
appear that such facilities have poor QoC. A low number of stillbirths
in a referral centre may also indicate a failure to refer women with
intrauterine death. A low rate of neonatal deathsin the community may
indicate inadequate registration of births and deaths not high QoC.
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Things besides Quality of Care can influence the frequency of adver se medical outcomes
Unfortunately, the QoC provided by anindtitution isnot the sole determinant of adverse medica outcomes.
In addtion to QoC, the frequency of adverse outcomes depends on:

the definition of the outcome;

the effort put into case finding;;

the number of cases, and hence datistica variation (chance);

the prevaence of certain conditions in the population of service users (the case mix).

Example: differences in definition have reduced the vdidity of surgicd wound infection asadinicd
indicator of qudity of care (McLaws et d, 1997);

Example: Throughout the life of the ‘Confidentia enquiries into materna deeths in the United
Kingdom'’, dmost everything that influences outcomes has changed (HM SO 1996, 1998)
(Tables 11, 12 and 13).

TABLE 11

Different Definitions of Maternities

Mothers delivered of registrable live birth at any gestation or tillbirth of 28 weeks

Until 1.10.1992 gestation or later

Mothers delivered of registrable live birth at any gestation or stillbirth of 24 weeks

After 1.10.1992 .
ter 1.10.199 gestation or later

TABLE 12

Different amount of effort put into case finding

Mater nal deaths known

to ‘Report on confidential enquiries into

Year to *Registrar General maternal deaths in the UK’

Number ~MMR | %00Ofdeathsknownto Number MMR
confidential enquiry
1991-93 140 6 61 228 9.8
1994-96 163 7.4 61 268* 12.2

* Reflecting improved case finding. If the old case finding method was used, 218 cases would have been detected
and the MMR would have been 9.9.
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TABLE 13

Statistical (chance) variation

1 0,
Number of direct Maternal Oddsratio (95%

Country (1985-93) Number of and indirect mortality confl.dencelr?tervals)
showing no difference

deliveries | o ternal deaths | rate (MMR)
compared to N. Ireland

England 5,834,735 570 9.8 1.39 (0.84 - 2.33)
Wales 341,220 40 11.7 1.67 (0.95 - 2.94)
Scotland 593,758 62 104 1.49 (0.85 -2.64)
N. Ireland 242,067 17 7.0 1.0

However concerns over variationsin the definition, the effort put into case finding and datigtical variation
can be controlled for, or at least assessed. By contrast, case mix is potentidly the most important and
problematic of the factors affecting the frequency of adverse outcomes. 1t depends on: the frequency of
individua conditions, the disease stage or severity a presentation; and possibly the nutritional, socid,
economic and psychological conditions of patients presenting for care. Table 14 givesan example of how
one aspect of case mix of pregnant women has changed over timein the UK. Sinceawoman’sage a her
first maternity affects the risk of an adverse outcome, some of the differences in MMR observed in the

different years could be due to changes in case mix and not changes in QoC.

TABLE 14

Differences in case mix

England and Wales | Proportion of women with an age at first maternity of <25 years
1985-87 38%
1988-90 35%
1991-93 31%
1994-9%6 (UK) 27%

A theoretically attractive gpproach for overcoming the effect of variationsin case mix isadjustment (Wilson
& Goldsmith, 1995; Leyland et d, 1991). In practice adjustment for casemix hasonly alimited place. Risk
adjustment of mortdity rates have been used by the USHed th Care Financing Administration since 1986 to
compare hospital QoC provided to Medicare programme beneficiaries. Although initia reportsgot alot of
attention, since 1993 these data have been released quietly asthey are not deemed to contain much useful
information (HCFA, 1993). Adopting a Smilar approach may more difficult in obstetric care where the
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number of adverse events in any individud inditution will be smdl (Clarke et d, 1993). Adjustment

methods work best with large data sets (e.g. dl ddiveriesduring thelast 10 years), making them difficult to

use to monitor the effect of changes and to manage programmes (see Table 15 for examples).

TABLE 15

Examples of the need for, and the effects of adjusting for case mix

Outcome

Need for, and effect
of, adjustment

Example

Caesarean
section rates

Adjustment can make a
big differencein outlier
status.

Aron and colleagues (1998) ranked 21 hospitalsin northeast Ohio (USA) by
observed and risk-adjusted Caesarean delivery rates. Unadjusted and adjusted
hospital rankings correlated only modest and adjusting changed the outlier
statusfor 5 hospitals (24%).

Since social status can
affect the frequency of
intervention, the
relationship between
need intervention and
social class may not be
predictable.

Women in poor health need more obstetric interventions. Reviewing
Caesarean section rates in Egypt, Hussein and Campbell (1996) found that
women presumed to have the highest need (i.e. the poorest women) had a
Caesarean section rates of <2%, while better off women experienced rates over
15%. Failing to adjust for social status would provide afalse picture by hiding
the fact that women with high social status receive poor QoC because they
have too many interventions, while those of low social status receive poor
QoC because they have too few interventions.

Foetal and
neonatal
mortality
rates

Adjustment has
potential to make a big
difference.

In lllinois, USA, Dooley and colleagues (1997) found that maternal socio-
behavioural risk factors explained 73% of the variation in hospital foetal death
rates. This suggests the influence of QoC on foetal death ratesis much smaller
than that of socio-behavioural risk factorsin the case mix of the population.
Not adjusting for social status could create a false picture of QoC of an
institution.

Frequency of
outcomes

High quality preventive
work may lead to worse
disease-specific
outcomes so good
institutions receive
poor assessments.

Current antenatal care schedules are better at preventing eclampsainlaethan
early pregnancy. Good antenatal carethereforeleadsto ahigher proportion of
early pre-eclampsia, which hasworse perinatal outcomes than late pregnancy
eclampsia. Units providing good care may thus have worse perinatal outcomes
among their eclampsia cases than units providing poor antenatal care (though
they should have fewer casesoverall).

Patient choices may
lead to poor outcomes.

A patient may refuse indicated and effective treatment. Adverse outcomesin
such patients may not be an indicator of poor quality care.

‘Dishonest’ institutions
receive high
assessments.

Institutions may systematically misclassify the severity of cases (e.g. report
uncomplicated hypertension as severe pre-eclampsia). There are many
examples where the frequency of high-risk patients increased over time
following the introduction of case mix monitoring (Greenland & Neutra, 1983;
McKee, 1997). By ‘inflating the case mix’, such institutionsimprove their QoC
assessments.

Quality of
prenatal care

Adjustment may not be
necessary.

In southeast Michigan, USA, Klinkman and colleagues (1997) found that no
overall measurable difference in the quality of prenatal care provided to
private, insured and uninsured patients.
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The best method currently available for inter-facility comparison in maternity care excludesthe mgority of
mother/baby pairs rather than adjusts for case mix. Cleary and colleagues (1996) analysed the care
received by 15,463 ‘standard primipara’ in London, UK. A standard primiparawas defined asbeing
white, aged 20to 34 years, morethan 155 cm tal, ddlivering asingleton cephdic foetus of 37+ completed
weeks of gestation, in the unit where she origindly booked. Women experiencing medicd complications
during pregnancy were excluded. Thisapproach permitsthe comparison of complicationandintervention
rates between indtitutions, such as Caesarean section rates. However, over hdf of al primiparae and al
multiparae are excluded, and no information on QoC isavailable for complicated pregnanciesthat are most

at risk of adverse outcomes.

Provided it is possible to compare like-with-like (by using adjustment or exclusion methods to account for
differencesin case mix) and clear and easy to use definitions and standardised methods of measurement are
available, QoC can be compared between facilities. However, these methods aso require experiencein
data collection, processng and anaysis (Table 15). Also, they do not identify where quality problems
occurred and thus do not help indtitutions to address them. Successful measurement and case mix
adjusment aso leave the issue of which indicator to use. Measuring related but different outcomes can
result in mgjor changes in hospitd QoC ranking. Silber and colleagues (1997) used hospital desth,
complications of procedures and deeths following complications of procedures (falure to rescue) to
evauate generd surgica carein 142 USA hospitals. Hospita ranking based on complication rates did not
correlate well with ranking based on degth rates (r=0.208), or with those based on failure to rescue rates
(r=-0.09). Until the best clinical indicator for hospita ranking isdetermined, it remainsardatively arbitrary
procedure. In theory, however, potentia health care users could avoid ingtitutionswith low QoC and use
fecilities with higher QoC. This would require the presence of more than one hedth care inditution
(traditiond, public or private), aluxury frequently unavailable in poor countries.
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B.4 Measuring satisfaction of usersand providers

As discussed in Section 11.C.4, satisfaction is partly dependent on clinicd outcomes.  Furthermore,
satisfaction of usersand care providers depends on interactions with others (provider- provider, provider-
user, user-user) and on their expectations. Whilethere are many reports on patient satisfaction (see Table
16), there are fewer on provider satisfaction. Moreover, there does not appear to be a gold standard
method of ng satisfaction. Large-scde quantitative surveysin developed countriesincludework by
Brown and colleagues (1994), Kojo-Austin and colleagues (1993) and Garciaand colleagues (1998). In
developed countries, posta surveys seem to be apreferred method (Cartwright, 1988; Oakley et a, 1998).

In developing countries researchers are often restricted to using exit interviews, focus group discussions,

key informant interviews and mystery clients (Huntingdon et d, 1990).

TABLE 16

Patient satisfaction surveys

Key finding

Example

Different response
rates can lead to bias

In 1993 Brown and Lumley conducted a state-wide postal survey of 2224 women who
gave birthin Victoria, Australia excepting women with a stillbirth or whose baby was
known to have died. The survey questionnaire was mailed to women 6-7 months after
the birth. The overall response rate was 62.5% (1336/2138). However the response
rate for subgroups were lower (for example, non-English speaking women-39%; sngle
women-17%; women under 20 years of age-49%).

Surveys are difficult
to construct and
evduate

Summarising satisfaction results is not easy. Rating scales cannot be added up as
satisfaction in one area should not cancel out dissatisfaction in another (Carr-Hill,
1992). Apparent satisfaction according to the rating scale is often accompanied by
written comments suggesting less satisfaction (Brown & Lumley, 1997). Exit
interviews in Kenya, Botswana and Tanzania found poor correlation between actual
waiting time and satisfaction with the waiting time and actual clinic opening hoursand
satisfaction with clinic opening hours (Stein, 1998).

Structured surveys
have been used in
some developing
countries

Researchers in Saudi Arabia (Al Nasser, 1994), Egypt (El Mouelhy, 1994), Liberia
(Jackson & Jackson, 1987), and Mexico (Alcalay et a, 1993), among others, have
used structures interviews to obtain women’s views.

Postal surveys can
be used in national
studies of pregnancy
and delivery in
developed countries

A study of experiences and attitudes of 800 newly delivered mothers showed that
postal surveys are cheaper, more easily repeatable, and minimise interviewer effects
when compared to interviews (Cartwright, 1988).

Response rates can be increased if two reminders are sent containing a survey form
and self addressed pre paid envelopes (Cartwright, 1986; Lelong et al, 1997). Postal
surveys may provide better information about sensitive issues (Oakley et al, 1990).
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Focus group
discussion and
informant interviews

Both MotherCare and the Prevention of Maternal Mortality Network among others
have used focus groups to identify women’'s concerns over and satisfaction with
maternity care servicesin developing countries. Mother Care and K abakian-Khasholian
et a (2000) have aso used in-depth interviews to assess similar issues. These

approaches have also been used in devel oped countries (e.g. Procter, 1998). Jewkes
et a (1998) did interviews with staff in South Africa on why nurses abused women.

The literature suggests the following aspects have to be considered when ng satisfaction:

Timing: Literature on in-patient satisfaction with care suggeststhat satisfaction may havea
‘U’-shegped curve. Ratingsarelikely to be high while people are dill in facilities, fal within the
weeks after discharge and rise again as memories of unpleasant eventsfade (Erb et al, 1983;
Bennett, 1985; Westbrook, 1993).

Selection bias and representativeness. Satisfaction surveys may excludethosewould
provide the most useful information. Ehnfors and Smedby (1993) found satisfaction surveys
were unlikely to include patients who were old or confused, had language difficulties, were
serioudy ill, or who died during the care episode. The sameislikey to gpply to patients who
ueaninditution, who do not pay their fees, areilliterate, or give awrong address or telephone
number.

Validity and respondent bias: Surveys of patient satisfaction often dlicit too postive a
response. Thismay be because patients believe that caregiverswill have accessto the survey
information, or because of a generd desire to please the interviewer (Locker & Dunt, 1978;
Carr-Hill, 1992; Westbrook, 1993). Patientswho agreeto respond to asatisfaction survey are
likely to differ from non-responders and those who do not respond may have the most
important messages (Cartwright, 1986a; 1986b; 1988; Brown & Lumley, 1997).

Given the uncertainty involved in messuring and summarising satisfaction with services, assessment

ingruments must be pilot-tested and validated before they are introduced on alarger scae.
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Summary:

Measuring most of theindividual components of qudity of maternity careispossble. Inparticular, it seems
feasble to measure the content, coverage and effectiveness of the minimum level of care. It dso seems
feasble to measurethe availability of higher level care. However, ng the need for, and effectiveness
of, higher level care is more problemétic due to the lack of clarity of definition of need and the rarity of

severe complications. There are effective methods for measuring user satisfaction and thereislittlereason

why these methods could not be used to look at provider satisfaction. However, even theformer israrely

measured in developing countries.

Thereare no pragmatic methods to compare QoC between different ingtitutions. Case mix adjusment and
standard primiparamethods theoretically permit comparisons but are of limited usein developing countries
because of the high data collection and processing requirements and the lack of information on where
problemsin quality occurred.




C) If satisfaction and health outcomes are problematic to measure, can we measure

processes or inputs instead?

Sections111.B.3and 111.B.4 present some of the difficultiesin measuring QoC by assessng outcomes. An
dternative to measuring outcomes isto step back and assessthe pathways|eading to these outcomes. This
approach is modified from the manufacturing and service industry where the structure & process 2
outcome approach (Donabedian, 1988) isoften gpplied. Within hedlth care, theword “ structure’* refersto
resources, equipment, and people who provide health-care, “ process’ refersto the way in which hedth
careisddivered and “outcome’ refersto the beneficial or adverse events, short and long term results of a
procedure, as well as the patients hedth, functiond status and satisfaction. The Structure ® process ®
outcome approach assumesthat the avail ability of gppropriate structures (example: oxytocinand provider
with midwifery skills) and processes (example: five units of intramuscular oxytocin given during the
third stage of labour according to a protocol) will lead to better outcomes (example: a reduced rate of
postpartum haemorrhage). Subgtituting the measurement of outcomes with measurement of inputs and
processes|eadsto vaid resultsonly if strong or quantifiablelinks exist between theinputsthe processesand
the outcome, and if inputs and processes are measurable. The next sections (111.C.1 and [11.C.2) explore

processes, as these are closer to outcomes than inputs, while Sections|11.C.3and I11.C.4 exploreinputs.

C.1 Can processes be measured as an alternative to outcomes?

Establishing the link between processes and outcomes

A basic assumption in medica careisthat the processes used affect the outcome. Thus users seek hedlth
care because they assume alink between hedlth care processes and the desired outcome. Providers so
use processes that they expect to lead to the desired outcome. If ‘process A’ leadsto good outcomes but
‘process B’ leads to bad outcomes, then using ‘process A’ should lead to better QoC. The purpose of
hedlth worker training isto increase the probability of using the right processes.

! The term ‘structure’ should not be confused with infrastructure. We use theword ‘input’ instead for greater clarity.
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Measuring processes instead of outcomesis attractive for severd reasons.

1) Many processes have confirmed linkswith outcome. Many randomised controlled trids (RCT) of
interventions (which aso are processes) show that certain harmful outcomes can be prevented at a
predictable rate (example: for every 8 to 12 women who receive oxytocic prophylaxisfor the
management of the third stage of labour, one case of postpartum haemorrhage is
prevented). Excdlent meta- andyses quantifying the effect of many obstetric interventions can be
obtained through the Cochrane Library (2000).

2) Concentrating on processes ties in with training traditions.

3) Effortstoimprove unfavourable outcomes aim to change the processes| eading to these outcomes.

4) Many women do not have complications and most complications do not lead to serious hedth
outcomes (e.g. most mothers do not die of a postpartum haemorrhage). Processes are therefore
much morefrequent than serious adverse outcomes, and may be more common than complications
since dl women may be eigible for aprocedure. Comparisons of process data are often easier to
interpret and more senditive to smdl differences than comparisons of outcomes data (Palmer,

1998).

The firgt issue is critica to ensure before processes can be measures as a subgtitute for outcomes. In
practice, however, it isnot possibleto design servicesusng RCTs. Typically, processesknowntolead to
better outcomes Example: using antibiotics with every Caesarean section) are combined with
processes assumed to lead to better outcomes (example: Caesarean section for foetal distress-there
arenotrialsconfirming that Caesarean section improvesthisoutcome). Unlessal agpectsof maternity

care can be fully investigated, packages of care will combine interventions of known and assumed

effectiveness. As most research linking process to outcome is conducted in rich countries, it reflectsthe
care environment and case mix in rich countries and may not apply to poor countries. In poor countries

care will continue to contain interventions of assumed effectiveness for the foreseeable future.

The difficulties of desgning packages of care with known effectiveness can be illustrated by taking a
hypothetical basket of processes dl known to be effective.  Adding a further process of known
effectiveness will only improve the overdl outcome providing the postive effect of interaction between dl
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processes plusthe positive effect of the new processisbigger than the negative effect of interaction between

al processes. This is paticularly the case if interventions act on the same outcome using the same
biomedica pathway.

Example:

The use of oxytocin or ergometrine as part of routine active management of thethird stage

of labour reduces the risk of postpartum haemorrhage. Although using a combination

preparation syntometrine (oxytocin and ergometrine) reduces the risk of postpartum

heemorrhage even further. The tota benefit of syntometrine is less than the sum of the

benefits of the component drugs. This is because both drugs use the same biomedica

pathway (i.e. making the uterus contract). On the other hand the side dfects of the
component drugs aso add up (McDonald et al, 1998).

Table 17 gives further examplesiillugtrating this concept.

TABLE 17

Combining single processes of known effectiveness into one basket may have unpredictable effects

Intervention Effect Presumed mechanism of action
Skilled support in Reduced . Support reduces the likelihood of maternal stress® reduces likelihood
[abour Caesarean section

(Hodnett, 1998)

rate

of dysfunctional labour ® reduced likelihood of Caesarean section.

1) Increases likelihood of early diagnosis of dysfunctional labour ®

Using a partograph Reduced increases early intervention ® reduces likelihood of dysfunctional
(WHO, 1994) Caesarean section | labour ® red_uce_d likelihood of Cae%\rean section. _
' rate 2) Reduces likelihood of over diagnosis of dysfunctional labour ®
reduces likelihood of Caesarean section for dysfunctional 1abour.
Content of
Basket basket Effect
. Skilled support in | The basket combines interventions known to be effective (skilled
Active h . o .
management of labour; using a support in labour and the use of the partograph) with interventions
labour a5 partograph; assumed to be effective (the use of formal guidelines and the early and
implemented at the aggressive aggressive management_ of dysfunctional labour). Controlled trials by
National Maternity management of Rogers et a (1997), Frigoletto et a (1995) and Cohen et a (1987)
Hospital in Dublin dysfunctional found that the basket did not reduce the Caesarean section rates, w_hlle
" | labour Serman et a (1995) and Lopez-Zeno et a (1992) found the opposite.




Adding further processes without assessng medica and satisfaction outcomes also carries arisk of over-

medicadisation. With hindsight, many ‘apparently appropriate processes have produced undesirable

results’, and there are few RCTs investigating the overdl benefit of packages of maernity care.

Furthermore, even where packages of care have been assessed, some of the results are conflicting or

difficult to interpret (Table 17 and 18).

TABLE 18

RCTs of packages of care

Alternaive
deivery settings
to standard
hospital care are
safe and may be
more satisfying.

Waldenstrom and Nilsson (1997, 1997) evaluated birth centre and standard care among
women in Stockholm. They found that birth centre care effectively identifies materna
complications and is as safe for women as standard maternity care.

MacVicar and colleagues (1993) investigated simulated home delivery in hospital in Liverpool
and found few differences in antepartum, intrapartum and postpartum events compared to
normal care. However, smulated home delivery led to higher levels of materna satisfaction.

Results of
different
packages of
antenatal care
lead to different
results which
may be setting
specific

In Harare, reduced antenatal care is safe (Munjanja et a, 1996) and makes no difference to
maternal satisfaction (Muriraet a, 1997). In London, reduced antenatal care is safe, but less
satisfying for mothers than standard care (Sikorski et al, 1996).

In Tamil Nadu, India, high risk women given ‘high risk care’ as compared to standard
antenatal care had better pregnancy outcomes. Also women who received standard care from
the study team had less preventable maternal and perinatal morbidity compared to those with
care by the routine health services (Srinivasan et al, 1995). In Dundee, Tucker and colleagues
(1996) found that midwife/GP antenatal care and made no difference in pregnancy outcomes
in low risk women compared to obstetrician care.

Before processes shown to be effectivein rich countries can be used as standardsfor ngthe QoCin

poor countries the following questions should be answered:

How strong is the evidence that the process increases good outcomes®?
How big isthe effect of the process on the likelihood of a good outcome?
Isthe process onethat islikely to be affected by variaion in ethnicity, culture or resources?

Aretherereasons (e.g. differencesin case mix, interactionswith other processeswhich do

not occur in rich countries) why this effect may not occur or belessstrongin the country/setting
where the QoC is being assessed?

3 The relationship between desired outcome and * appropriate’ process may be negative. The use of diethyl-stilbestrol

to prevent abortion considered appropriate treatment in the 1960s. In fact it did not prevent abortions and caused
disease in some children exposed in utero (Mittendorf, 1995).



Assuming agood link can be made between processes and outcomes, there is every reason to measure

jprocesses.

C.2 Measuring processes
There are two principle methods for obtaining information about a process. either observing it directly,

and/or reviewing evidence that it occurred.

Observing the process
Observing processes provides the mogt direct and valid information. However, there are severa reasons
why processes may be difficult to observe or interpret.

Common processes that can be observed frequently lead to common (and usudly normal)
outcomes. Observing normal processes (such as caring for awoman in normal 1abour) does
not provide information about processes deding with complications, such asthe use of life-
saving skills. The latter are difficult to observe and chance variations will occur.

Example: Number of deliveries required to observe one case:

Breech delivery >30
Massive obstetric haemorrhage > 60
Twindelivery > 80
Placenta praevia or placental abruption > 100

It may dso be difficult to have observations at dl times (i.e. weekend or nights).

Observers trained to identify good and bad practice would have an ethical obligation to
interfere with *bad process.

Persons observed may alter their behaviour (example: health workers may wash their
hands just because they know they are observed).

Processes may be misinterpreted (example: in some Western European culture direct
eye contact isrequired for good communication. In Shona cultureit can be perceived as

discourteous).



Reviewing the evidence that process happened

Evidence of processes can come from different sources (see Table 19); the most common being medical
records and registers (Wilkinson, 1995). A particularly useful record for delivery careisthe partograph
(WHO, 1994). Examining records is the traditiona way of reviewing processes associated with adverse

outcomes (example: case reviews and litigation).

Reviewing records depends on the quality of medical record keeping. Since some problems cannot be

prevented despite high quality care, a provider of high qudity care may detect, manage, and record

problems while a provider of poor quaity care may not even detect a problem in the first place.

Paradoxicdly, high quality care may thus appear to produce more complications, while inadequate

measurement or recording of outcomes can produce ‘favourable results .

Example: A dudy of postpartum haemorrhage in Zimbabwe reported an implausibly low rate of
postpartum haemorrhage (PPH) (lower than any country) despite the fact that many
patients were at high risk for PPH (Tsu, 1993).

Reconstructing processesfrom records can a so be time consuming, and even excel lent record keeping will

not provide dl information required.
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TABLE 19

Reviewing evidence that the process happened

Sour ce Advantages Disadvantages Example
Good quality care can co-exist with
poor record keeping. " . . . .
A readily available Where reviews are expected records Iec\év?js ,FOO busy saving lives to write detailed
source and thus a may not reflect what actualy records
commonly used happened.
procedure. Not all complications are recognised, A m_ot|_1er has a postpartum haemorrhage (.PPH)
Patients not all recognised complications are put it |s_not noticed and she recovers _W|thout
records Good record keeping | recorded, as not dl complications Intervention. As postpartum _haemoglobln levels
: .| are rarely available there will be no recorded
contributes to good lead to harmful outcomes. It is id f her PPH. Ouality m i
management andisa | possible to overlook serious g\é h?nﬁe;s thirPPH .ra?sacc{)r di?/ e::)ephiﬁgiirr dz
worthwhileaimin mismanagement if complications are | . gn. _g .
itself. not recorded in thefirst place. islow. No_record Wogld ever provide detail s about
The most interesting records are hand washing behaviour.
sometimes not accessible.
] L Oxytocin can be used appropriately to prevent
aRgeg;l:gv atoef 'r::;irjtrrz?ézgmduaj As above PPH or inappropriately to accelerate labour. The
) ) p pharmacy records provide the total number of
Irecordsk or C&Tergzrr“ey used Inference can bedifficult. doses dispensed to labour wards but not their
ogbooks P ) indication.
Inthe USA, Silberman (1990) uses a system of 73
data fields and 490 diagnoses to monitor quality.
The Maryland Hospital Quality Indicator (QI)
Project involves >1000 hospitalsin North America
and the UK (Thomson et al, 1997) and collects
information on 15 indicators. Thisappearsto have
lead to hospital professionalswho are* better able
to quantify, evaluate, and improve heath care
Limited sets of qudity’ (Kazandjian et a, 1993).
indicators can be . . A similar project focussing on Quality
Specid collected through Qﬂﬂlif&fﬂnev(v:(;lgload may interfere Development in Perinatal Care, OBSQID, involves
QoC improved record ' WHO EURO region countries (Johansen, 1994).
records or | keeping. They are . . OBSQID uses 50 process and outcome indicators
registers useful to focusing ?a;thudljty trir:ay beinversely related (EUR, 1997). It has not yet been evaluated for its
attention on key 0 data quantity. impact on quality.
aspects of QoC. In Ghana, the PMM Team (Danquah et a, 1997)
argue that modified routine registers with 40 data
fields provide good quality data at low cost for
monitoring maternal mortality  prevention
programmes.
In Moldova, Russia and Ukraine a project set
standards and then collected data to monitor
progress on these goals (MotherCare Matters,
1998).
E;Temdzly used Salf reported behaviour is sometimes In England, afar greater number of doctors report
Provider . ' , : washing their hands before examining patients
nferviews Talking to providers | very different from observed than suggested by actual observation (BMJ

IS necessary in any
case.

behaviour.

editorial, 1999).
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Reviewing evidence that the process happened

Source Advantages Disadvantages Example
Some hospitals require mothers to buy shower
. caps to wear on the postpartum ward. This
Provides an . .
alternative Users may not be aware what generates some income for the nurses but is
User . constitutes high quality of careand | mistaken as good quality care by the users
. perspective and . o e .
Interviews source of information may mistake unnecessary (personal communication, V. Filippi). Women in
interventions for high quality care. Lebanon had little information about technical
on procedures . .
content of delivery care and felt unable to judge
quality (KabakianKhasolian et a, 2000).

In summary, measuring processispossible. It iseasest and most traditionaly done through registers and
record reviews, but more could be done with user and provider interviews. Reviewing processes should

aso be aroutine part of training, supervison and management and so is desirable for these reasons too.

C.3 Can inputs be measured as an alternative to outcomes?
The previous section looked at measuring processes as an dternativeto medica and satisfaction outcomes.
Itisaso possibleto step further back and assess determinants of processes, i.e. inputs, asan dternativeto
observing or reviewing processes. Once again, the cruciad assumption isthat having sufficient inputs will
result in using them in gppropriate processes that in turn leed to the desired health or satisfaction outcomes.
Thiscan add afurther layer of uncertainty to the link between gppropriate processes and desired outcomes
Unlike processes where there is congderable evidence that some processes improve outcomes, thereis
scanty evidence that the availability of inputs can substitute for measuring processes or outcomes. For
example, Campbell and Pittrof (1998) found no relationship between supplies in stock and use of servicesin
Upper Egypt, suggesting that supplies were independent of need. However, while the presence of inputs does

not guarantee high QoC, their absence is often an easy indicator of poor or non-existent care (Table 20).




TABLE 20

The input® process ® outcome concept may or may not work in medical care

Key Finding Example

In an analysis of 36,000 deliveries of babieswithout congenital abnormdities
The use of the right inputs | in Rio de Janeiro, Krauss Silva (1997) found that management in an
does not aways improve| institution with an appropriate level of care did not lead to better outcomes.
outcomes. Likewise, Chaskaand colleagues (1988) found no correlation between place
of delivery and perinatal outcome in North America.

A variety of needs assessment and situationa analysis tools (WHO, 1998;
MotherCare; Prevention of Maternal Mortality Network, Campbell & Pittrof,
1998) have been used in developing countries to identify the presence or
absence of needed inputs.

The absence of certain inputs
is likdy to lead to poor
outcomes.

Measuring most inputs is easy compared to measuring processes and outcomes. Thisis particularly the
case for countable physcd items such infrastructure, staffing bvels, and supplies of equipment and
consumableitems. Whilethereisnothing wrong with asking the smple questionsfirg, thereare other inputs
that may dso be important for the quaity of care provided. These involve less easily countable
management, clinical and non-dinicd inputs. gppropriate knowledge and skills; appropriate attitudesad
work ethic; and policies. Methods for summarising inputs are discussed below.

C.4 Measuring inputs

Information on physical inputs can be obtained from routinely collected atistics (e.g. drug use and
supply). This information may be mideading (Table 21) and may have to be vdidated through direct
observation. For example, saffing levels according to payrolls may not berelated to actua staffing levels,
particularly where providers often have to generate their income through private practice. In another
example, in one hospital in Egypt, drugs appeared to be in stock in the pharmacy. However the hospita
pharmacy closed at 12 noon and dl drugs excluding ward stocks and avery limited number of emergency
drugs were inaccessible until the next morning (Campbell & Fittrof, 1998).

Many tools have been developed in order to specificaly measure and observeinputs. UNICEF and WHO

developed useful checklists (1995, 1998) which count everything (literaly) from the floor to the roof. For

example, the WHO assessment tool enquires about the presence of over 20 drugs and items of equi pment

39



that must be available in ahospita labour ward.  In assessing ‘eadly countableinputs with standardised
checklists, there are severd issues to bear in mind:

Care must be taken not to over-interpret results of asingle vist as diurnd, seasond and
annud vaidion in inputs may occur.

Inthe context to limited resources, adequate stocks of consumablesmay reflect poor rather
than good QoC: where usersvotewith their feet and don't useingtitutions providing poor QoC,
supplies may accumulate in poor QoC inditutions.

Inputs may be interdependent. Having soap but no water is not much use.

Summarising data on availability of inputs can be problematic.

As experience grows, the exigting tools may well be modified. For example, the WHO needs assessment
tool does not prioritisewhich itemsor drugsaremost important. Nor doesit givemuch consderationtothe
location and quantities of these items (example: according to a survey a provincial hospital in Upper
Egypt had only 1 pair of scissors on the labour ward (Campbell & Pittrof, 1998)). As checking
guantities and locationsistime consuming, it may be preferableto have alist of 4-5indicator drugs(idedly
those that are in short supply) to identify the week points in stocking and re-supply of essentia drugs.
Also, the present checklists only work well within the context they were designed for. Applying "western”
checkligt assessmentsto "nontwestern” medica systemsmay not generate meaningful results. For example
doctorsintheformer Soviet Union (FSU) routindy used nitric oxide donorsfor tregting pre-eclampsaand
anti- hypertensive drugs recommended by WHO werenot in stock. They aso cool babiesto avoid perinata
brain damage, a practice classfied as dangerous by Western paediatricians. Both the role of nitric oxide
donorsand cerebra hypothermiaare now hoty debated in contemporary ‘western’ obstetricsand may bea
good subdgtitute; clinica trids are now in progress in the ‘West'. A recent RCT suggested that the
traditiona Chinese medica practice of moxibustion [burning of herbsto stimulate acupuncture points of the
mother] may be asgood asthe"western” equivaent of externa cephdic verson (Cardini & Weixin, 1998).

Assessing management as an input is aso necessary, particularly since the purpose of hedth system
management at ward and higher levd isto ensure availability of gppropriateinputs. We know of no method

to comprehensively assess the effectiveness of a managerid system.  Thisis not surprising, as the



effectiveness of managerid knowledge is not subjected to the same scrutiny as medical knowledge
(example: the Cochrane lists no RCTs assessing different methods of managing medical facilities).
Current understanding of managerid systems suggeststhat agood system isonethat isaccountable, which
inturn requirestransparency (Wilson & Goldsmith, 1995: 17). Trangparency describesthedegreea which
outsders can understand activitieswithin asystem. Accountability and trangparency arehighest if activities
are standardised (what is done and how) and the context is clearly defined (why, when, by whom, for
whom, and where things are done). This usudly requires written guideines or sandards. However,
conclusive evidence that guidelines and standards improve patient outcomes is so far lacking (Thomson
O'Brien, 2000). Equaly, @ing transparency of management as prerequisite of QoC reflects current
practicein the service and manufacturing industry rather than current knowledgein medicd care. Methods
for assessing the trangparency of a managerid system revolve around checking the availability of job

descriptions and protocols and guiddinesin facilities and centrd level.

There have been efforts made to measure policy inputs using expert ratings.  There have been used most
widdy for family planning (Ross & Mauldin, 1996). More recently, these gpproaches have been modified
tolook a HIV/AIDS (Stover et d, 1999) and materna heath (Bulatao & Ross, forthcoming) but results

for thelatter are not yet available.

Methods for assessing knowledge and skills of health workersinclude examsof knowledgeor skillsand
observation of actud practice. Theissuesraised by observation have been discussed beforein the section
on observing processes (111.C.2). Issuesraised by examsare given in Table 21. They include:
1) Good exams are difficult to develop:
they may indicate the provider’ s ability to answer (multiple choice) questions rather than on
hisher ability to gpply the knowledgein red life Stuaions.
indisputable, clinicaly relevant knowledge is often trivid .
other indisputable, dinicaly rdevant knowledge is complex and thus difficult to assess.
2) Gettingtrivia questionswrong may lead to disgrace. Senior providers may therefore be especialy
reluctant to take part in knowledge assessment exercises.
3) Examsgive control to outsders which may aso be threstening.

41



4) Thelink between knowledge and performance (process) may be very week (see Table 19: hand
washing).

Theissues described for exams aso gpply to assessment of skills, however the assessment of skillsrequires
adgtuation where skills can be applied. Asthe need for pecific skills does not arise often enough to allow
planned observation, skills assessment often relies on quas-dinicd Stuations. Objective Structural
Clinical Examination (OSCE) is rgpidly being accepted as the new gold standard of clinicd sKills
assessment (McFaul et d, 1993; Soan et d, 1995). They involve the acting out scenarios but do not
include the trestment of actual patients. Asno one gets treated, OSCES are best suited to assessng kills
such as surgery that do not require intervention. The OSCE concept been gpplied to testing obstetric skills
inan Advanced Life Support in Obstetrics (ALSO) course (Beadey et d, 1993). Modes (dummies) can
aso be used for checking procedures, for example, intubation, suturing and assisted vagind ddlivery.

Informal assessment of knowledge and skills outside an exam context may belessthreatening to providers.
In the Former Soviet Union we obtained some insights on senior providers by observing them teaching
practica proceduresto their junior colleagues (Fittrof, unpublished data). When obstetric emergencies arise,
the appropriate processes require close collaboration between different members of the obstetric team.
Individualy assessng knowledge and skills of teeam memberswill not provide sufficient information about
team performance. Played emergencies (drills) can be used to improve the performance of ateam during
real emergencies (Lewis & Dodd, 1997). Conceptudly they are smilar to team OSCESs and provide
opportunities to assess team performance. We know of no forma studies where OSCES or drills have

been used to score the quality of medical care.

Assessing attitude and work ethic. It may be possible to use quditative methods gpplied to asmdll
number of providers to assess attitude and work ethic. It may aso be possible to obtain information
reflecting red life clinica practice usng a mystery dient gpproach for some aspects of antenatd and
postnatal care. Perceived atitudes and work ethic may vary according to the setting and the observer.
Currently wedo not believeit is possible to devel op standardised methodsfor assessing attitudes and work

42



ethic in an OSCE type setting. We know of no studies where attitudes and work ethic have in maternity

care have been formally scored.

TABLE 21

Assessing knowledge and skills

Key finding

Example

Providers may not
reflect their true
knowledge but instead
the ‘expected answer’

An MCQ tool developed to assess basic medica knowledge relevant to QoC was
tested in the Middle East and the FSU: Many participants agreed with the statement:
"Among the first 5 things | would do for an unconscious patient with eclampsiaisto
take a good medical history". This would be impossble in an unconscious patient
(Pittrof, unpublished data).

Assessing knowledge
can provide information
about group rather than
individua knowledge

To reduce the risk to individua providers in the FSU, groups of 3 to 5 senior
obstetricians discussed questions and agreed anonymous group answers. Agreement
with our answers ranged from 55% to 82%. This suggests strong differences in
knowledge even among the same grade of providers in one province (Pittrof,
unpublished data).

Training may not make a
difference to
performance

Studies in Kenya, Tanzania, Botswana and Nigeria showed no apparent linkage
between training of family planning providers and the quality of the service as
assessed by women (Stein, 1998; Kim et al, 1992).

OSCEs improve
confidence

Within the context the ALSO course, an OSCE improved providers confidence to
manage emergencies (Taylor & Kiser, 1998).

Group-type OSCE
assessment is possible
for reducing threats to
individuas

When working with senior providers in the FSU, an informa assessment using
obstetric models and an OSCE-type situation was conducted half way through the
third workshop with the same providers. We believe that it would not have been
possible earlier.




Summary:

Health outcomes strongly related to QoC are either easy to record but infrequent, or difficult to defineand
measure consgtently. Other hedlth outcomes may not be related to the QoC received. Asandterndtiveto
medica outcomes, many atempts have been made to judge QoC by ng the inputs into, and
processes of the care provided. These attempts assume that good inputs lead to better processes, and that
better processes|ead to abetter QoC and better medica and satisfaction outcomes. These assumptionsare
not based on strong evidence.

Assessment of processesisproblemetic: the processesmost closely related to the QoC are often difficult to
observe and / or too poorly documented to make assessment of processes a suitable dternative for the
assessment of QoC. However, some processes have been quantifiably linked to outcomes. Moreover,
observing or reviewing processes dso coincides with training, supervision and management godls.

A comprehensive assessment of inputs should address infrastructure, supplies (personnel/ consumable
items), management (clinica and non-clinical), knowledge and skills, and attitudes and work ethic. Ready-
to-usetoolsexist for infrastructure and supplies. Some aspectsof knowledge are easily assessed but these
are the least rlevant to complex red-life Stuations. Also, testing knowledge and kills of practisng

providersisthreatening and thus difficult. Assessment of life- saving skillsisfurther hampered by therarity of
opportunitiesfor testing such skills. Attitude assessment israrely done and has not been linked to QoC. We
know of no comprehensive method for ng the management of afacility.




PART IV Conclusion

Qudity improvement has assumed a centra place in the current hedlth care discussons. Thisinterest in
QoC isdriven by different matives. Much smplified, in aprivileged hedth care setting such asthe United
States, hedlth care providers need to demongtrate high qudity carein order to competein an oversupplied
hedth care market. In some publicly funded systems such as the United Kingdom, hedlth care providers
need to improve quaity to make scarceresources stretch further. 1n devel oping countries, improving quaity
of carefor family planning services asaway of attracting more clients has generated consderable interest.
Thereis aso recognition that some hedth services in developing countries are gppdling and there is little
accountability for failureto provide acceptablelevelsof qudity of care. Economistsaso arguethat patients
would be more likely to accept charges for high quality care.

Qudlity of Caredefinitionsreflect the different needs of specific hedlth care sysemsand no generic definition
of QoC hasuniversally been accepted. We devel oped acomprehensive definition, which takes processes
and user and provider perspectivesinto account in addition to medical outcomes. Such adefinition should
be gpplicableto dl stuationsbut isparticularly important in devel oping countrieswhere hedth services often
achieve less then ideal outcomes (for agiven leve of resources), are unaccountable, and unresponsive to

user and provider needs.

The current literature suggeststhat QoC can only beimproved if it isassessed. Hence aninability to assess
QoC may interfere with our ability to improve it. Thereisawide variation in out ability to assessthese
individua aspects of quality. For some aspects, gppropriate measurement tools are frequently used, for
others, tools exists or would be easy to develop but are rarely used, while for yet others it isdifficult to
envisage developing gppropriate tools or tools that do not require considerable resourcesto apply. The

gtatus of various tools is summarised in Table 22.



TABLE 22

Aspect of
QoC

Tool

Comment

Input

Physical infrastructure, staffing
and supplies check lists

Ready-to-use tools exist. It should be possible to adapt them to
specific settings with moderate inputs.

Medical knowledge assessment
tests

Manageria knowledge and skills

Ready-to use MCQs exist. They may however have low validity in
specific settings.

Such tools could be designed locally but may require considerable
inputs

Attitudes assessment tool

Tools developed for other aspects of reproductive health care (e.g.
the mystery client in family planning) could be adapted to assess
specific aspects of maternity care (such as antenatal care).
However, for most aspects of “attitudes” (such as attitudes between
providers) little work has been done. Development of valid
assessment tools will probably need to be context specific andis
likely to require considerable resources.

Policies

Tools for measuring maternal health policies are presently being
developed, modelled on family planning

Process

Medical skills observation

Itishighly impractical to observelife saving skillsinred life. OSCE
can be adapted to local sensitivities but require considerable work.
Testing senior providers may be culturally unacceptable. Played
emergencies (i.e. drills) represent a useful possible tool that may be
culturally acceptable. It deserves further research.

Manageria skills observation

It may be possible to observe critical manageria skillsinredl life. As
with doctors, testing senior managers may be culturaly
unacceptable.

Reviews of medical practice

Ready-to-usetools exist for reviewing registers and records, though
they may have low validity in specific settings. It should be possible
to adapt these health information systems with moderate inputs.
Audits are the traditional mechanism for reviewing process. These
are done for maternal and neonatal desths, but have also been done
for near misses and for other procedures and outcomes.

Medical
and
satisfaction
outcomes

Maternal and neonatal outcomes

Tools for assessing mortality exist and are ready to use. Where
death israre, mortality datawill beinsensitive to changesin the QoC
provided.

Morbidity assessment tools are difficult to develop, and will have to
be locally adapted to be useful. Collecting valid morbidity data
generally requires considerable resources.

User satisfaction assessment
tools

There have been many efforts to measure user satisfaction,
particularly in developed countries. Thetimeisripefor areview of
these approachesto draw out the main lessons. Some tools may be
ready to use with minimal local adaptation. Exit surveysand focus
group discussions require only limited resources. Their validity is
however uncertain.

Provider satisfaction assessment
tools

Much more work needs to be done on the relevance of provider
satisfaction and how to measureit.




Gapsin the devel opment and assessment of tools need to be addressed through further research. However,
it seems unreasonable to expect a sngle measure of qudity of care to emerge or a single tool to be
developed. Thisisbecauseachieving the highest level of care necessitatestrade- offs between the needs of
the individua and the population, mother and baby, user and provider, and between current and future
benefits. Toolsthat are currently available for measuring QoC do not alow for acomprehensive, rapid or

chegp assessment but there is considerable scope for improvement.

A) Quality of Care assessment - market share or patient care?

Despite or because of this lack of a quick fix, QoC assessment has developed into a multimillion-dollar
industry, particularly in the USA (Angell & Kassirer, 1996).

This experience suggests that initiatives where QoC assessment leads to improved patient care gppear to
share severd characteridtics.

1) Theinitiativewasowned by theingitution and developed (a leest partidly) fromwithinit (Thomson
et al, 1997).

2) The initiative kept confidentidity and focussed on problems and their solutions (example:
bottlenecks identified to QoC) raher than finding information to market the inditution.
(Kazandjian et a, 1993; Thomson et d, 1997).

3) Theinitiativehad aloca champion and someonewithin theinitiative devoted consderabletimeand
effort to making the QoC assessment work.

This USA/European scenario does not gpply to most other countries. In many poor courtries, hedth care
fecilities are often over- rather than under-used and marketing of hedlth care has no priority. Thisapplies
even to the case in the private sector snce improving the QoC requires an initid investment and may not
lead to improved returns. In afee-for-service system, improved QoC could reduce provider income by
preventing complications requiring interventions and by reducing unnecessary interventions.  In poor

countriesthe aim of QoC assessment cannot beto improve market share or provider income but should be

47



to improve patient care and make more efficient use of hedlth careresources. Without competition thereis

little judtification for developing of indicators to compare the QoC between inditutions.

B) Assessment of QoC in maternal and perinatal health in developing countries -

silver bullet or red herring?

One of the most serious shortcomings of the whole QoC debate is the absence of studies showing
convincingly that ng the QoC benefits anyone but those assessng thequdity or producing thetoolsto
do s0 (McKee & Hunter, 1995). There are many studies showing that improving a particular aspect of
QoC is associated with the desired improvements. Thisin itsdlf is not sufficient proof that such initiatives
actudly improve QoC asal aspects of QoC and not just the target of theindividua intervention should be
assessed.
Example: A facility might choose to invest resources to improve staff accommodation which could
improve gaff satisfaction, leading to reduced staff fluctuation and better care, but not
necessarily to areduced Caesarean section rate.

QoC means many things to many people. Whichever definition of QoC is applied, trade-offs between
various aspects of care are necessary. Even programmes aming to reduce unnecessary resource
consumption will haveinitiad start-up coststhat could beinvested differently. Valid adjustments methods for
these trade-offs and problems associated with case mix may beimpossibleto develop. At present, QoC
assessment cannot be used to rank inditutions in league tables. I used for inter-unit comparison, QoC
assessment is likely to be ared herring rather than adlver bullet.

Within inditutions, QoC assessment can identify bottlenecks where smadll investments are likdly to lead to
largeimprovements. Processimprovement will often do more to improve outcomes than improvementsin
infrastructure. In Mexico, Sdinasand colleagues (1997) used QoC assessment as a problem-solving tool.
They found that structurd deficienciesincreased the risk of an avoidable perinatal desth deven-fold and



process deficiencies eighty-eight-fold. 1n such a context the focus of QoC assessment is on “using QoC
assessment to help solve the problem” and not on “using QoC assessment to lead to a \did and
comprehensive description of the QoC”. Given competition and the resources available to hedth care
inditutionsin USA, we expect QoC assessment methodswill be devel oped which will accuratdly reflect the
QoC provided by these inditutions. We do not, however, expect these methods will be cheap, or
transferable to poor countries. In poor countries it may be better to invest hedlth care resources into
prevention, direct care and problem solving rather than on conducting comparative assessments of QoC.
Whilethispaper only reviewsthe current Situation for maternity care, thismay well betruefor other aspects

of medical care.
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