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1 Executive Summary

Purpose

This document sets out a proposed overarching National Quality improvement Plan for South
Africa, which seeks to transform existing service delivery challenges into learnings and
opportunities for quality- improvement and to pull together quality of care initiatives into a
coherent 5-year plan.

The focus of this document ig to propose a systematic im

ne national quality framework, building on existing quaiity improvement initiatives
d reguiatory requirements to develop a process of independent, external quality evaluation
for health establishments to meet the requirements of the NHI.

It is imperative that there be a national plan to improve and maintain the quality of health
system. This plan should have as a goal to prepare each health facility to he accredited

to provide NHI personal health services. It is a requirement that all health facilities
designated for NHI meet the quality standards set by the Office of Health Standards
Compliance. Thereafter, 25% of facilities will need to achieve accredifation as sef auf
in the draft NHI Bill within a vear.

Whereas the development of this draft plan was inspired by the work of the South African
Workstream cf the international Lancet Commission, this plan is meant for the local audience,
policy makers, health management at alf levels of the health system and heaith care providers.

Background

The upcoming report of the South African Lancet Commission on Quality Health Systems
provides a succinct diagnosis of the health system, dermonstrating the impact of the failure of
the private health sector on the already poor public health sector services. It nuts the auality
of the public health system in context of the overall systemn. In the private sector quality of
care is currently hampered by various factors such as the lack of coordination between
heajthcare practitioners, a ‘Fee for Service’ (FFS) tariff system that pays providers for
processes (r‘nnquimhnnq and nmr*r-ar!urpr:\ rather than disease gutcomes and nractinre madels

s Al e LR oL ar | b A LUV ARV L) |

that favour single discipline practices rather than multi- -disciplinary teams. In essence this

O N S WS S

noles iragineiiialion of care delivery raifier than feamwork and proguces sub-
ty of care with gaps in needed care, duplication of effort, low productivity and
inefficient utilization of highly skilled human resources. Fragmentation and FFS leads to over-

serwcmg by individual pracntloners each separately striving to meet a 'threshold income’ that

FEIVUCH UI %13

a = e soonomic via m..j of their pracice. Lue o a chwaiic shiginage of most heaith
care profess;ons and perceived higher income potential in the private sector an oversupply of
health care professionals has developed compared to the number of medicai schemes funded
patients. Inappropriate practices due to an FFS environment resuit in high medical insurance
premiums, shrinking membership and variable quality of care. Most of these patients who
cannot aford to pay the high premiums end up in the public sector, which itself is under-
resourced. The people centred health care will only be provided through integration of services
across public and private sector, across the levels of care and across the types of services

(preventive, promotive curative, rehabilitative) through establishment of a seamless whole
system.

2iPage
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In the public-sector quality of care is hampered by ineffective management, poor accountability
systems and the absence of incentives for salaried employees to provide quality healthcare.
This situation is compounded by the fact that state employed healthcare professionals have
access to private medical insurance and receive care in the private sector rather than in the
pubiic sector where they are employed, which could serve as a disincentive for some to
improve the sector in which they work. Various other factors contribute to poor quality such as
overcrowding of facilities, a severe shortage of various professional cadres, especially at
primary care level, poor or no clinical governance and supply chain constraints such as

shortages of equipment and drug stock outs.

The major regulatory measure was the establishment of the Office of Health Standards
Compliance through National Health Amendment Act in 2013. This is a body mandated, inter
alia, to inspect and certify public and privaie health estabiishments as compliant or non-
compliant with prescribed norms and standards or, where appropriate, withdraw such
certification and make recommendations for intervention by national, provinciai or municipa
health departments or by individual health establishments to ensure compiiance with
prescribed norms and standards. The 2016 /17 report 1o the Portfolio Committee on Health
demonstrated that on average, the public health facilities inspected met less than 50% of the
required quality health standards. What is of major concern was the faiiure of health facilities
to implement quality improvement plans, suggesting that managers must be held accountable.

In addition to many disease specific improvement programmes, one of the responses by the

Natinrsal Nanartmant nf Haslh 0 imnlamant sosliba imnrnuoameanta ame the bmbracds sodimm ~F Fivm
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ideai Clinics programme and from that developed Integrated Chronic Disease Management
(1CDM) and integrated Clinical Services Management (ICSM)., The programme is described

 aantion 29
n eechion £

The Department of Health with the support of some of the members of the Lancet Nationa!
Connission deveivped a Fian oi Aciion o improve ihe healin sysiem at ine end of August
2018. To correct the broken health system requires the development of a detailed and
adequately funded quality improvement plan and guideline, with a road map specifying clear
objectives to improve the health system (including quality accreditation of facilities and
providers), targets, and indicators to monitor the performance of health establishments. With
the move towards NHI, the plan needs to include both the public and private heaithcare
providers {o develop best practice.

2 Introduction

South African public healthcare services are responsible for mesting the physical and menta!
health care needs of working, unemployed and needy South Africans in the face of an HI
and AIDS epidemic, rampant fuberculosis, malaria, childhood diarrhoea and malnutrition.
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The degree to which the needs of the public are met varies from excellent to extremely poor
and the capacity to meet the needs varies from institution to institution and by district and
province.
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Feedback from the High-Level Panel Assessment of Key Legislation and the Acceleration of
Fundamental Change (HLP) commissioned report on access to quality health care and a
recent series of inspections by the National Department of Health (NDOH) of two hundred
hospitals have found that the capacity of South African healthcare services {0 meet the needs
of the citizens of South Africa is impaired by:

variable leadership and management skills across the system;

failure or inability to act on identified deficiencies;

unsatisfactory maintenance and repair services;

poor technology management;

ineffective supply chain management systems;

lack of accountability;

poor disciplinary procedures and corruption;

staff attitudes, absenteeism a d presentesism

YV VY Y VYV YVYY

Management and leadership is variabie across the heaith system. Where it is lacking, this can
be one of the reasons for losses of key staff, which exacerbates the low staff /high patient
ratios. This has caused low staff morale and feelings of helplessness.

There are significant problems in clinical areas, which affect direct patient care. These relate
to critical staff shortages, inadequate training and the poor attitudes of staff. The following

examples of how pﬂtmt* have bveﬁ put af risk were found using an incident monitoring

system that was part of a patient safety programme:
> vital equipment and consumables are not at hand when they are needed;
» deiayed emergency surgery because surgicai staff are not availabie;
> inadenuate preparation for surgery and surgica! errors;
» drips run dry during the night and are not replaced, even on patients in the post-
surgery phase.

The views of patients and service users are a critical factor in terms of the quality of heatlth
services. One way of assessing the experience of patients is through the complaints that are
logged by the healthcare facilities on a new national web-based information system that was
r@unched it Apiii 2018. The top five calegories of coinplaints received to date, from highest to
lowest are:

Patient care

Waiting list for operations

Staff attitude (Respect and dignity)
¥vaiting times (Casualty and Qui-patients)
Access to information

Y ¥ ¥V VYV

Patients also complain about un-kept entry areas and poor communication regarding

procedures and the functioning of casualty departments and about overcrowding in maternity
and neonatal wards.

The case study in Figure 1 describes how the challenges are lived out in a regional hospitai -
similar situations can happen daily across South Africa.
4|Page

Draft National quality improvement plan



Case Study
Impact of poor resource allocation on waiting lists and waiting times

At 15.00 on the Wednesday before a long weekend a young man was admitted to a regional hospital
with a serious hand injury. On Friday evening he was still in casualty. The ward to which he should
have been admitted to was full and admissions overflowed to two other wards. The boitieneck was
theatre. There was one anaesthetist working between two theatres for both General Surgery and
Orthopaedics. This meant a backlog for both disciplines and patients needing surgery were delayed,
staying longer in the ward increasing the chances of complications. The beds were blocked so that
new admissions were stuck in casualty, leaving very little space there for new patients who needed
to be seen. All this due to poor allocation of resources. Young doctors and nurses working really
hard fo defiver good service to their patients while at the same time being frustrated by lack of critical
staff. Both the general surgery and Orthopaedic lists then had to be stopped as the anaesthetist
was called away to attend to two emergency obstetric cases.

Figure 1: Case study on challenges in South African hospitals

3 Context

To make the best use of resources and to build on existing successes, the quality improvement
plan should be based on the inspection results from the Office of Health Standards
Compiiance, the ideal Clinic Realisation and Maintenance Programme (ICRM), including the
Integrated Clinical Services Management (ICSM) and recent site visits of the National
Department of Heaith o hospitais across provinces with the support and investment in quality
improvement. Most importantly, this centrally driven approach also factors in the experiences
of froniiine service delivery managers and heaith care providers who experience on a daily
oasis, tie hdiienges of service delivery. This is done o augment tne view from the top with

the perspectives from below.

3.1 Development of legislated regulatory Standards

The promulgation of the National Health Act amendment in 2013 established the OHSC as an

independent regulator of heaith services responsible for ensuring safe, quality health services
for alt South Africans in hoth the public and private health care sactors,

Following this, the National Core Standards (NCS) were reviewed to provide a regulatory
framewoerk against which service delivery at health csiablishments could be evaluated. This
framework had to take intc account the necessity for data collected during an inapaction t
withsiand iegai scrutiny, which requires more rigorous objectivity and validity than evaluative
processes that do not incur legal consequences.

n in

The first subset of regulated standards was promulgated in terms of the Government Gazette
VG GO2 of 2 Feniuary 2018 No.41418 and will coime inlo oifect 12 monihs from promigation.

r

LAVIN A Q

The OHSC legislated mandate requires that it is responsible for the certification of
establishments that meet the regulated standards. The areas covered by the legislated
regulated standard include:

§|Page
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User Rights
1. Access to care
Clinical Governance
1. User records and management
2. Clinical management
3. infection prevention and con
4. Waste management
Clinical Support Services
1. Medicines and medical supplies
2. Diagnostic services
3. Blood services
4. Medical equipment
Facilities and Infrastructure
1. Management of buiidings and grounds
2. Engineering services
3. Transport and management
4. Security services 7
Governance and Human Resources
1. Governance and human resource management ns
2. Human resource management
3. Occupational health and safety

i D

trol programmes

programmes using the requ[ated standards in Februarv 2019. In addition to the oromuiqated
regulated standards, the procedural standards for inspections have also been promulgated
and are thus also now In law and have to be met, by both the OHSC and healthcare
establishments.

The legislated inspection procedures include the following processes:

Initiating an inspection

Conducting back ground document review

Preparing for on-site inspection activities and the associated logistical requirements
On-site inspection activities

Preparing, aporovmq and distributing inspection reports

i

VWV Y VVYVYY

Inspections cover what managers are expected to deliver in health establi

el I R R e LT R

requirements of the National Treaqurv and the Department of Public Service Adminisira

S d
the nnhr‘\; context hasad on 'Df‘linthﬂ nnlicine  Alininal Anidalinas and nradmnsl Aand the
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To meet the standard requirements, staff are required to carry out their routine functions of
planning, executing, checking and acting on the bases of the results. Supervision is key to
performance.

The inspection of the OHSC for the period 2016 /17 were conducted using the NCS which
were drafied in 2008 as poiicy initiated by the Minister of Health, and regularly updated as
forerunners to a set of Regulated Standards1. The OHSC has acknowledged that some of its
measures require some revision in order to be more specific on what they measure.

The results of thc OHEC inspections 2016/17. Figure 2 shows the overall compliance
achieved.

Standards compliance of Public Sector
facilities 2016-17

A{>80%)
1%

B {70-79%)... © A (>B0%}

C (60-69%)
Tk B {70-79%)

AT € {60-69%}
5y (50-59%)

24% e D (50-59%)

% £ {0-49%)

£l i(ﬁﬂ%\

Table 1 shows that there was a lack of management in many of the health facilities
inspected. There is hardly any strategic management of health services. Oversight and
holding people accountable for their action is extremely poor with not a single province
meeting the standard. Leadership is sorely lacking, without it, services cannot be well
managed. Cne province, Northern Cape, had no risk management at all among the facilities
inspected. Operational management was also very poor which is a clear indication that the

SO L 4 vra el ~F e £ oAbbmand Th He e cdimmda fin ot b fF b £
nSaid Sy isinneedcfu gt auSniuoi. e results indicate that staff are not tregted as
valuable assets and hence their attitude would be expected to be negative and affect how they

ts 2 s e o3
treat patients. To create a caring health service starts with caring for the staff who provide the
service.

Tabie 1: Performance of heaith faciiities in management

Area Lowes{ {%) | Highest (%)
Strategic 18 LP 32 GP
Management
Oversignt 18 NC 58 W
accountahility
Effective 19 NC 53 KZN
Leadership

' At times definition of measures require refinement to ensure their validity.
718 ana

L =S 2~
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Risk Management 0 NC 80 MP
Quality 21 WC 82 NW
Improvement

Operationatl 32LP 47 NW
Management

Staff welfare & 15 LP 3TWC
empioyee weliness

Supply Chain & 18 EC 34 WC
asset management

LP=Limpopo, NC=Northem Cape, WC= Western Cape, GP=Gauteng,
MP=Mpumaianga, NW=North West, KZN=Kwazulu-Natal, EC=Eastern Cape

.....

provision (Table 2). None of the provinces met the score of 80%, suggesting that they would
not be certified as meeting the requirements.

Table 2: Performance score of six priority areas that need to be improved to a score of at least 80%

Province Availability | Cleanliness | Patient | Infection | Values& | Waiting
of Safety Control | Aftitudes | Times
Medicine &
Supplies

Eastern 45 38 42 46 56 61
uapc
Free State 50 42 42 40 55 52
Gauteng 80 60 81 65 68 78
Kwazulu- 58 85 55 59 67 638

| Natal
Limpopo 41 38 42 45 51 64
Mpiitialanga 51 42 49 51 58 b8

" Northern 57 49 48 52 _ 65 56

1 Lape | - T
North West 54 45 49 55 60 65
Western 51 80 55 57 66 85
S o2ns
et o 1 I i

3.2 Ideal Clinic Realisation and Maintenance programme

The |deal Clinic Realisation and Maintenance (ICRM) programme is designed fo address

L=y LS it o

current deficiencies in the quailty of PHC services. The first two phases have been completed,

o F T, '!— e e e
the focus is now on

{farms nfthere

level to turn orange and red (non-compliant) elements into green (compliant) should be
pudgeted for routinely by diinics and disiricis as par‘t of provinc‘la‘i heaith department budgets.

J—x a hore: mro thron innavstiane im tha DR Serrrmmis il £ i
OWEYEl, inera are three innovations in the ICEM fraimewori T nou, the TCQUI?GFT‘:%‘E":IS for weil-

functioning clinics are clearly listed and defined in the form of the elements under the sub-
components and components. Second, standard operating procedures are available in the
form of the ICRM Manual,t1 which is a compilation of detailed specific standard operating
procedures to turn orange and red ICRM elements into green; the manual can alsc be
downioaded for use as a mobile appiication on smariphones. The third innovation is the focus
and ievel of specificity with which the ICRM framework is applied to improve the quaiity of
services at poorly functioning clinics. However, since the annual district budgets are meant for
current cost of empioyment and operations, additional funding has had to be obtained to

Iislllt-'illdLlUE! Iltt l\_al"!\-‘l IIQ!E!EWUH\ UUL‘:D [IUL Ub‘”ld'lu ""”‘“””lg new IH

i
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address the backlog in infrastructure and for staffing shortfalls, Three key lessons have been
learned from the programme to date:

The main bottleneck areas are infrastructure, staffing and supply chain management
« 1t is imperative for quality improvement that PHC facilities have a dedicated manager
« Peer reviews serve as additional training for district scale-up teams

Figure 3 illustrates how the Ideal Clinic relates to other organisations within the local heaith

system.
Specialist Hospital care
MDR-TB
Contral
District Health System Provincial Support
' Good Governance 1 EMSand ambulatony
Leadership transport
RAsn=oaamaont
Manage ]
=4 Training
Diagnostic services AN Sy Resf“-a" ‘fh
Rt nhalar fr = [t Institutions
Universities
Research -~
Louncils
Ih . wed
V REFDEC OF SOUTH AFRITH
Figure 3 ldeal Clinic Realisation and Mainfenance Programme components and sub-components (J Hunter

NDoH)
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Table 3: The number of clinics that have achieved and maintained ideal Clinic stalus 2015 - 2018

Table 3 shows the number of clinics that achieved ldeal status between 2015 and 2018,
Further progress has been made, i.e. 43% of clinics (1507/3478), as at the end of March 2018,
being transformed into ideal facilities. The ideal Clinic Realisation and Maintenance
rrﬁtﬁﬁi’fﬁ-‘r‘;ﬁ- S ST rﬁ*fﬁ_‘x}ﬁﬁm IS FVETITROET 16 ‘s.LrEi"n‘}.rﬁ:ﬁﬂ he ﬁ.rmrmf of FPrt, senAces. 1S s b
accordance with the mantra of the country’s NHI policy that stipuiates that PHC will be the

backbone of service delivery.

4  National Health insurance

To ensure the quality of services provided under the Fund, the NHI White Paper’ (section 38)

and the draft NH! Bill sets out that there will be two processes in assessing a provider's
suitability to provide sarvices under the NHI The first certification by the OHSC; the sacond,

— ~Fip aers inslanare

accreditation by the NHI Fund. The OHSC certification provides a requlatory measure of the
minimum acceptable level of quality. The regulations and associated standards are now law,

and as such they have 1o be met by both public and pﬂ‘\i’"&‘fﬁ healthcare establishiments. The
OHSC has the power te enforce compliance on establishmaents that sariously lag behind and

endanger the safety of patients and siaff, mcludlng requesting the National Prosecuting
Authority to intervene if necessary.

o
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iCyiainine ail .im,g:d Sl Clithtal SErvives mdndgemer{ programiies iheie aic fitaily
disease specific and other improvement initiatives, often supported by NGOs and donars. The
NDOH has recently inspected 50 hospitals and identified common problems that need 1o be

i [P T Ry rle o truina Hho F=3 fivinr
addrassed. It is clear that in many arcas naaiincare woirkers are wying wmail hest to deliver

services in very difficult and resource-constrained circumstances. To these staff, the

AN | 3~ oo
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improvement initiatives are seen as a burden and exira work. The national quality
improvement pian needs to bring all these initiatives together, identify those that are working
well and review the implementation of those with poor results. To move towards overall
improvement across the health system and to develop the platform for the required high-
quality services and accreditation for the NHI, critically there needs t6 be significant
improvement in the systems and process to ensure that any quality improvements are
sustained. This will require a clear plan of action, which should include training the
management of health facilities to improve their performance in management, the six priority
areas and to monitor the performance consistently.

Devegloning this national quality improvement plan that builds on the platform established by

i BAIIGE aSRnLy (S N H =

the OHSC, ICRM programme and other quality initiatives and moves facilities towards
sustained quality and accreditation for NH| will have multiple benefits. First, it wilt lay out the
roadmap to improve the guality of the health system in an incremental fashion in an agreed
time frame, recognising that some establishments will need more time and
investment. Second, it will enable an accreditation process io be tested as an integral part of
the quality improvement in preparation for the implementation of the NHI. Third, it could
enabtle facilities to be ready for testing contracting for the provision of services under NHL
This should not be business as usual.

There is already an internationally recognised healthcare facility accreditation organisation in
South Afiica tihiat could oifer the NIl an acoreditation system. The move towards accreditation
should be a trajectory towards excellence for all providers. We recommend that there be
recognised, accredited steps on the trajectory to enable providers to progress to excellence

over time. This system should be tested for suitability for the NHI.

Bt bl oo Eorn M e sy sl o aarimbes e e o aF nnunn.r\ 'Fr/\m nnm h]nh rar\h |n'r £ I‘|
BN Bt e TR TR SVILC G WILS rprasrtl umoise nlpy e e T nnﬂr\ <

to save the lives of severely ill patients and which are conducted by a multi-disciplinary team
with advanced skills in an urban academic hospital to equally important preventive
immunisations administered by competent nurses In a rural clinic. |he range of leveis of
healthcare facilities in South Africa should be seen as a necessary gradation of increasingly
sophisticated services, each designed to manage the patient's journey from setiings of
promotive, preventive care to necessary high-end interventions when they reach a stage of
critical illness. The challenge of ensuring that these diverse services all achieve high quality
provision and over time are able to be accredited by the NHI is great but with concerted,
coordinated effort using well-tried and tested quality assurance and improvement methods we
can meet the challenge.

The focus of this document is to propose a systematic improvement programme within the
context of the national quality framework inciuding a process of independent, external quality
avalyation for health establishments to meat the renuiremants of the NHI

The Lancet National Commission on High Quality Heaith Systems defined a quality health
system as follows:

ddl!'") PR
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A high-quality health system achieves equitable heaith outcomes and & long and healthy life
for ail. Such a health system is:
v" Designed to prioritise health promotion and protection, the prevention, treatment and
rehabilitation of conditions that constitute South Africa’s disease burden,
v Accouniabie through effective ieadership and governance
v’ People-centred in its approach to realising good health by facilitating patient, provider
and community participation in health attainment
V' Responsive to patient needs by providing comprehensive care in a timely and safe
manner resulting in quality outcomes
v Adaptive to changing heaith needs thiough the coliection, anaiysis and dissemination

of /nformation
v' Equitable allocation and distribution of resources ensuring quality health service

delivery to all regardless of gender, sexua! orientation, socio-economic status and/or
geographic location
v Collaborates with other sectors to address the social determinants of heaith

To achieve this consistently across the South African health system there will need to be
significant effort dedicated to quality assurance and improvement.

Quality assurance is a set of aciivities carried out to:
» set standards
» monitor standard compliance
» ensure the service pravided is effective and safe

"Quality improvement is the effort to improve the level of performance of a kev process. #
involves measuring the level of currert pe rﬁinﬂﬂﬁm finding wa

En o e v oo
R EW i L rr i ey iu\.-

and implementing new and better methods.” ' Quality lmprovement is a contanuous process
that includes internal monitoring and external evaluation.

Accreditation is a self-assessment and external review process used by healthcare
organisations to accurately assess their level of performance in relation to established
standards and to implement ways to continually improve.” (Rooney & Van Ostenberg 1999)

Figure 4 shows how quality improvement and quality assurance are related and together help
o move a system towards excellence and sustain improvement.

12|FPage
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Figure 1

A L

improving quality is achieved through a variety of toois and approaches. ii is recommended that
the underlying approach is standards-based to ensure that the systems and processes are in
place to support effective clinical practice. This inciudes improving operations through better
management systems; building capacity for team work and problem solving at district and facility

i z H H amola v

levels, through training, coaching and menioring o ensuie effeciive dissemination and scale-up.
To deliver the NHI requirements aii the Totiowing aieas iiusl Le addressey:
e Improved physical environment and systems within and through which care is delivered
+ Strengthened management skills and systems; improved accountability
» Effective planning for improved access and effectiveness
+ Patient care management

-

.-.f o~ t: v - et e ek :etemc&

IO ana measurement sysiems

;

{

Improved outcomes for conditions that are major contributors to our burden of disease;
through prevention / promotion, clinical care and safety

* Human Resource Performance improvement

s The important role of organised labour in quality improvement

e Value based contracting

All quality improvement interventions must be formally monitored in an iterative manner with
timeframes and responsible persons identified explicitly. For implementation of quality
improvement in the health system, stakeholders such as labour, nurses, allied health care
workers, support staff, doctors, management and patients, as well as independent
professionai bodies should participate in the monitoring process.

Fundamental to this process is the implementation of standards that meet the needs and
expectiations of patients, staff and citizens - the first level being the OHSC reguiatory
standards followed by the standards required for the NHI. This process includes the
i3{Page
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evaluation of the degree to which standards are met and the introduction of quality
improvement activities designed to address identified areas of non-compliance to the required
standards. It will be critical to build the capacity of staff at facility, local, provincial and national
levels, to understand the intent of the requirements of the standards and how to impiement
improvements using a cascade approach.

The types of facilities included in this proposal are hospitals, clinics, emergency services, and
family practitioners. The same process of standard implementation, evaluation and quality
improvement followed by accreditation awards is followed in each of these facilities. Over time
the made! of care should move towards multi-disciplinary natient-centric teams.

The quality improvement approach will be systems-based — that is ensuring that the
systems, functions and processes are in place to support quality care and ensure that
evidence-based medicine is practised and that clinical guidelines and protocols are
followed. The implementation of clinical protocols is assessed by clinical audits, which
ensures good clinical systems. This is to ensure sustainable change.

We recommend that the implementation of the standards and their monitoring at facility, local,
provincial and national levels be supported by a suitable, integrated and interoperable web-
based information system that:

» provides continuous access to current standard compliance data;

aliows facilities to input their own data and monitor their own performance in terms of

key NHI agreed indicators, such as health outcomes, patient satisfaction

> enables management at all levels to monitor the improvement and make informed
decisions;

» and supporis the taciiities to manage the process to reach and maintain accreditation
standards;

W

This information system would become the foundation of the quality improvement, monitoring
and accreditation activities and would be essential to the success of the programme. There

nheeds to be discussion as to how existing systems can be used to meet these requirements
to avoid duplication and unnecessary expenditure.

Tt o I Tt e Tl T T T R T L S SV NI S U e i) [ R P s R oy H
Vhis proposal outlines how Gualily iimpiovement may be cairied vui most effectively in South
i i O P e o o o T N R -
Africa in the future. The key elements of the proposed quality improvement programine 1ocus
on:
T Dprmastharing conaciy waiie tha Bobtonol Donarimed of Lot @ — :
= SUBngUItning Lodpalily wiGHIN e National wCpanment o i'_'éﬁcﬂi.ﬁ iC oversee and

monitor the quality improvement work across the country:;

> Building capacity within provinces, districts and health establishments to embed and
maintain continuous quality improvement programmes beyond compliance with the

» Providing training locally to healthcare facilities on quality improvement methodoiogy
and monitoring and evaluation using an appropriate information system;

» Linking public and private healthcare facilities to share experience and learning.

AL Y e
i*|rage

Draft National quality improvement plan



6 Governance, Management and Leadership

With the move towards NHI, effective governance systems need to be established to ensure
accountability at all levels of the health system. The King IV report provides world class
guidance on this. It wili be criticai as in the NHi ali providers will be held accountable for thei
services and actions.

The need for effective leadership and management at all levels of the health system has been
identified and articulated clearly. 1t is critical if the quality of services is to be improved
consistently and sustainably. Although some good efforts have already been made, there
needs to be a wholesaie transformation of the management system with deceniralisation.
Hospital management needs to be strengthened fundamentally to ensure there is
accountability and authority for the operational management of the facility. This will allow
managers to take responsibility for the provision of efficient and cost-effective services 1o
patients. Provincial heaith departments will need to delegate decision-making to hospital
managers, giving them greater control and flexibility to manage daily operations, inciuding the
authority to make decisions relating to personnel, procurement and financial management. To
ensure the implementation of basic management processes, we recommend the creation of
business units in each clinical department consistent with the model developed at Chris Hani
Baragwanath Hospital by labour, the hospital management team and academic staff.

There will need to be a strong periormance managemmernt system that focuses on geed
governance, targets, outcomes and the quality of services provided. There will need to be
highly effective and relevant management development and training for senior and mid-level

e rxcuﬁc-
1rica

L2

For the NHI 10 be effeciive, heaiiiicars faciity mahagers neod to be managers rather than
administrators. They will lead be contracted by the NHI to provide services for a defined
community and will be held accountable for such setvice provision.

7 Guiding principles

Quality improvement requires a continuous, collaborative, participatory, systems approach,

integrating QI into management functions. This approach regards quality improvement as a
srogressive and gradual procsss that relies on the guiding principles of teamwork, systems and

G nteredness and measurement % 2.

a) Person-ceniereaness

Person-centeredness emphasisas that services should be desi o m h

expectations of patients and the community. This principie recognises that what the patient brings

into an interface with the health system is as important as the skii b

the healthcare service providers.
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L)) uyalclllb aii Processes
Systems and processes recognise that providers of healthcare services must understand the

service systems and the key service processes in order fo improve them. Developing and

* James R. Heiby, 2001, Quality Assurance and Performance Improvement : important Approaches in
fmproving Heaith Systems, Quality Assurance Project (USAID).
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implementing tools of process engineering will allow simple visual images of the processes and
systems. Resolving the problem of unclear, redundant, or incomplete processes or systems wili
yield better resuits than placing the blame on individual workers. As has been demonstrated with
ICDM and ICSM, systems and processes can be improved and streamlined through the
appiication of evidence based heaithcare. This will ensure that appropriate interventions to
achieve quality health outcomes are implemented. Systematic review of available research and
evidence on the effectiveness of specific clinical and healthcare interventions should inform the
development of clinical guidelines and clinical audits and adverse side effects.

c) Team Work

This is a collaborative approach which recognises that team members bring valuable insights
regarding the process to be improved because of their knowledge of and experience in it, and are

more likely to implement improvements they helped to develop.

Representatives of organised labour through trade unions, staff associations and professional
associations are critical to the process of quality improvement. Effective systems and processes
are equally important for the safety of personnel as they are for the safety of patients. The
involvement of these stakehclders will bring their inputs and experience to the understanding of
changes that need to be made and to the effective implementation of the appropriate processes,
as well as to the development of ownership of the improved processes and systems. Quality
improvement activities that involve healith teams in the collection and analysis of data and the
determination of standards and priorities will aiso assist in team-buiiding and deveioping local
cuitures of quality improvement.

The goal of the programme must be to ensure the best possible outcomes for the South African

health system, as reflected in improved health status, satisfied patients and siaif and best use of

reseurces; through Guality assurance and mproveinisiit siategiss.

dj Measurement

Measurement is essential once problems are identified, to measure performance through pre-
agreed upon indicators and ensure that all action is based on evidence. It is a continuous feed-
back loop and ensures that changes that have been implemented can be tested and the resulting
data analysed to verify that the changes have actualily led to improvements,

8 Programme Strategy and Methodology

8.1 Integrated Approach to Quality Improvement

This approach wilf enable the building of capacity across the health system to strengthen the
improvement efforts at all levels, Within the context of a national framework, local capacity
will be developed to support the local implementation and sustainability. The regulatory -
certification by the OHSC sets a specific minimum level of achievement and should be the
start of the trajectory towards excellence, with the quality improvement and full NHI
accreditation being the aim

A carefully ptanned, organised, articulated, and documented approach is required. It should
be systematic and incorporate the setting of priorities for improvemeant through a performance
assessment process that uses sound methodology. All improvements need to be underpinned

4 P
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by robust systems that will support a number of programmes and sustain quality improvement
activities right across the health system,

it is essential that the approach be organisation-wide involving both clinical and non-clinical
leaders. The improvement process should be collaborative, using an interdisciplinary, cross-
functional approach organised around the flow of patient care and invoiving aii setvices,
settings and disciplines as illustrated in Figure 5.. The multidisciplinary approach needs to be
guided by multidisciplinary standards that provide a blueprint for quality service provision. for
management and staff, the focus must be on active involvement with the team. Of paramount
imnortance is capacity building and skills transfer at all levels across the health system.

& Management ~ " : - Administration

" Infection control

v e -

Facility maintenance . Technology maintenance === =

Figure 2: The interconnectedness of alf departments and personnel in a healih establishment

The importance of peer review and benchmarking is emphasised as the chosen mechanisms
to share best practice, which is essential if variations between establishments, districts and
provinces are o be reduced.

The systems required to provide coordinated care include managerial, chnical, clinical support
and hotel systems. Standards are set for each system and heaithcare service. The standards
should be designed to measure the degree to which health service provision complies with
agreed standards and these standards should aim to meet the expectations of patients, health

8.2 Essential requirements to enable improvement

For the quality improvement programme to be successful there are some immediate, practical
interventions that are required within the health system. These include:

» lifting the moratorium on the filling of critical and essential clinical and administrative
posts as there is a critical shortage of staff in many facilities;

Ay oy L
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» dealing with basic maintenance and repairs to make facilities operational.
These two issues are the factors that health workers say cause them the most stress.

To reduce congestion in hospitals, referral pathways need to be reviewed and implemented
together with community information and education on available services and how to access
the best care.

To improve efficiency and reduce variation, standard operating procedures need to be
implemented in all facilities.

For the NHI to be successful, there is a need to move fowards a centralised electronic medical
record(EMR), however there are existing EMRs already deployed and thus alternatives shouid
be considered. One solution could be a portable patient-owned record as an app, to which key
information such as laboratory results, ICD 11 diagnosis codes and prescribed medication
could be exported. Alternatively, the data could be exported to a centralised e-register that is
accessible to all health care providers.

Over time the key influencer of quality will be through using contracting by the NH! on a team
based remuneration mechanisms with the right incentives for promoting good healthcare in
the population and ensuring quality care of the sick. The needs to a tariff schedule that
promotes high productivity and prevents underservicing by carefully balancing ail inieresis:
good care for patients; viability and autonomy for healthcare professionals and sustainability

for the NHL.  The unique identifier project needs to be rolled out o ali South Africans.

[ 41
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The National Core Standards have been developed and the specific standards that are part
of the reguiatory framework have been through the pariiamentary process and published in
the Government Gazette.

The NHI accreditation will require higher standards to ensure that health establishments are
able to provide tive fuii range of services safeiy and effectively. To expedite the impiementation
of the quality improvement and accreditation programmes requnred to improve the

o bt e s o ,u.c | T Y N

performance of heaithcars organisations, siandards currently in use, that meet infernational

pr!ng!pies and reguiramante cnuld ha vigard with raedif
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In addition to the system standards, ensuring the systems, functions and processes are in
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C ume of

achieved relative to the cost). The Health Market | inquiry recommended reporiing and
measurement of key health outcomes for the private sector and now is the opportunity to

harmonise this process across the public and private sectors in preparation as we move to a
anlm hnnli‘h eue'l'om Annmonimem Ol cdoeaccd DS e
R i LT I T R LV L TR ] \.'Ulinplia.llut':

At the facility level, healthcare organisations (hospitals, primary health clinics, emergency
services and family practitioners) are evaluated against the appropriate standards to obtain a

baseline assessment of the organisation. Deviations from the standards can be prioritised

18| Page

Draft National quaiity improvernent plan



according to the impact they have on quality and patient and staff safety. Based on the detailed
analysis of prioritised deficiencies, an integrated guality improvement programme for the
organisation is developed with input from the multidisciplinary team.

The quality information should be available on dashboards that are accessible o the public
and linked to the patient complaint system. There should also be a whistle blowing system for
healthcare personnel built into the system.

8.4 Model for Implementation

The plan needs to be set in the national context and to ensure full implementation there needs
to be capacity building at a local level to develop a bottom up approach and local buy in and

merarvitra st
ATTITENLL BTG L,

Provincial quality assurance units do not have the capacity to do aill the training and
implementation and should rather be tasked with oversight and enabling functions of quality
improvement units established within healthcare establishments. However, there are aspects
of improvement, especially capital expenditure, that are outside the scope of responsibility of

the 1init mananar and raniires Aietrict Ar nravineial cotharieatinn Cnr the nronramma tn ha
ELRA I e Y Illul]u&vl AT ]\.l\a]u]lu ALY TWFL WIT P]\IU"]\JIU] CALEL] W1 1OTALLWAT 1. T T Ths }JIU&] LATT TN Fr BAF e

.successful it will be critical for these funations o be optimised at nrovincial lavel 10 avoid any

delays in the programme.

To esiablish mullidisciplinary quality improvement within provinces, iocai authorities and the
establishments they support, and the private sector, it is proposed that four Quality and
Learning Cernires pe estabiishied in each province io be ihe foca poini of learning and
development in the province fo snsure that there is local capacity. These will incorporate a
regional, district and private hospital, three primary care facilities, including family practitioners
and emergency medical services, to spread shared learning through the various healithcare
sactors. Figure 6 Blustrates the maodel for an urhan area and Figure 7 the model for a rural
area. The centres wilt be linked to offer peer support and review and to share best practice
and learning. Existing expertise and good practice should be built upon and used to leverage
improvement. (The number and the locations may be revised according to the needs and

resources ‘Juollghi in aarh nrn\nnhn\ it ic nrnnnf_\nH that in f‘old-ann wihinkh haa thn hinhacot
FESOWCes avananie In eatn provinee). IS proplsed natt ih Lauieng, wnictn nas the ulsu\..cu.

number of central hospitals, two of these be included in the process and become quality and
iearning cenires for that ievel of hospital.
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Figute 4 Quality and Learning Centre - Rural

We propose that sites are identified that have been certified b

are ; ! t v

QY and wh
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successful improvement programmes, including ICRM, ICDM and ICSM, are being

mented, which could provide the basis for a cenire of quaiity and iearning.

el

Capacity-building will take place across the system, in both the public and private sectors. i
wili be important that roles and responsibilities are clarified at each level within the system to
siisure that there is isadership of the process. it would seem fogicai that the Key ieadership
role should be placed at the district level or whatever level is proposed to be the key unit for
the NHI. The programme of learning will be based on the following guiding principles:

Person-centred

Effective systems and processes to sustain improvement
Multi-disciplinary team approach

Sound leadership

Clear indicators to allow accurate measurement
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At all levels, personnel wili be trained to understand multi-disciplinary standards, quality
improvement methods, quality data coilection and analytical systems and to transfer the
knowledge and skills.  There will be recognised coaches for leadership and management
skills as well as for the various technical skills, such as supply chain, hotei, healthcare
technology and maintenance. Dedicated trainers will be identified to receive training and they,
in turn, will be coached to train all personnel in quality improvement techniques. it will be
important to develop strength and depth in the teams to ensure that the learning process will
be sustained. The Academy for Leadership and Management will be consulted.

Each of the centres will become the centre of quality and learning for their part of that province,

+ i i
to disseminate quality improvement skills and establish a province-wide culture of continuous

quality improvement. The centres will be the key to rolling out quality improvement methods
aimed at delivering safe, quality care and thereby empowering all the districts in a province to
do likewise and thus build networks of excellence. The systematic approach will facilitate
sharing of learning and good practice. Peer review and benchmarking will be essential to
reduce variations across facilities, district, provinces and the country.

The centres will need to take account of the reality of patient activity within the health system.
While many patients receive care in hospitals, most are treated in the primary health care
sector. Many patients move between the different levels of care and the emergency medical
services are often a key player in these moves. It is critical that the health systemn functions
optimaily and recognises patient fiows, up and down referrais and comimunication between
the sectors. Consideration neads to be given fo the funciions that may be centralised in the
pubiic sector, which may be diffetent in the private sector, for example, procurement, human
resources, canital planning and disease-specific programme management.

[V TR S . S £l o Kor o o 3 TE b foadiom ~ £l s £ oy s
Aitthe Taciiities it the centres will nave compistied the process o um.ie‘.:ﬂg compliance with

the Norms and Standards for all Health Establishments as required by the Office of Health
Standards Compliance. Thereafter, each heaithcare organisation within the centre of quality
and learning (public and private hospitals, primary heaithcare clinics, emergency medical
services and family practitioners) will be assessed against the accredited standards to obtain
a bhaseline position. Any non-compliance with the standards will be prioritised according to
the impact they may have on patient and personnel safety. The multidisciplinary team within
the organisation will be assisted to develop an integrated quality improvement plan for the
arganisation to move the organisation towards full compliance with the standards. This
process is critical to the learning and development of training strategies for all other facilities

within the province. The gquality improvement plan will be reassessed and dated as the
HAnfimiamaing ara arddraccod
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External support will be provided as required. We propose that membership of the
improvement/coaching team becomes a one or two-year step on a human resources
development plan towards senior operational leadership. It is important that capacity is
developed across the system fo aveid the notion of ‘super heroes’ whe rescue and advise, or
R R, o oof th Fodiomes obm indiien of o woinedd sloaoo SA
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An online database will be used to track the nrogress of all the guality improvement
interventions and the remedial actions taken to ensure compliance with the standards. This
ZijFaus
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information will be critical to the roil-out of the programme to ensure that learning and good
practice are shared.

8.5 Self-assessment and External Evaluation

Once the quality and learning centres have been established and are running well the
programme will be rolled out across the provinces. To be cost effective, we recommend that
a self-assessment mechanism be agreed upon, whereby facilities can submit an online self-
assessment and may then undergo a random onsite survey. The support from the quality and
fearning centres to ensure that health establishment teams are well equipped and able to
implement the standards and quality improvement activities, will be critical. This is to enable
all healthcare personnel to understand the importance of internal quality assurance and to be

able to implement continuous improvement to optimise patient care and safety. External

evaluation is necessary to give an objective assessment of the standards and quality and to
ensure consistency across the country.

The facility must first comply with the Norms and Standards for Heaith Establishments,
certified by the OHSC. Then there will be four levels of achievement within the NHI
accreditation; Progress Eniry, intermediate and Fuil as tllustrated in Figure 8 below. The NHI
wit permil the de ver*y of specific services at each levei of compliance. Facilities that achieve
full compliance will be permitted to provid t, e complele range of servicas offerad in the NHI

ATt ARG W DT WV USTe WARTTT TG Wy LT N .

Figure 8

The intention of the programma is to ensure that all haalth astahlichmonts firaf mant the

minimum regulatory requirements and then move along a trajectory towards excellence and
sustained high, quality.as shown in Figure 9.

22|Page
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The Trajectory Towards Excellence

4. Accreditation: The performance of an organisation, system or
programme is assessed against pre<etermined reguirements set
o a out in standards that provide a service witde approach to quality
. B improvement, All reguirements of 1,2 & 3 are met

3. Certifieation: The performance of an organisation, system, programme or person is
assessed against pre-determined requirements set out in standards, guidelines,
indicatore nr othor measures which may address more than lagal requirements

-
-

2. Regulation: component of a regulatory framework, to enforce behaviour of an
organisation or persons, as described by law. Pre-determined requirements are

designed to protect public health and safety. May or may not be minimum requirements
L J

1. Licensing A component of a regulatory framework. Pre-determined

requitements set out in a legal framework, Minimum reguirement for health care
organisation to operate

Figure 9
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9 Work plan for each Quality and Learning Centre

We propose that an eighteen-month programme be developed to establish the Quality and

Leaning Centres.

National

Strategic Meeting
» Approve and issue national framework

e Strateqgic oversight

Province

Strategic Introduction of the programme with representatives from all Quality and
Learning Centres, located within one province.

« Clarify roles and responsibilities for province, districts and facility personnel

* ldentify tearn to lead and drive the process at provincial level and within each
Quality and Learning Centres

* Enabling role of provinces

* Monitoring and oversight

Quality and
Learning Centres

« Phase 1: Standards Interpretation, quality improvement and assessor training
workshop for appropriately skilled personnel from each of the participating
organisations defiverad over three days at each of the Quality and Learning
Centres. Initial joint session, then separate workshops for hospital, clinic,
Family Practitioners and Emergency Service teams.

All hospitals
within each
Quality and
Learning Centre
(including two

— A

central hospilais)

sPhase 2: Alt hospitals conduct self-assessment against the accreditation
standards over four weeks

* Phase 3: Baseline Evaluations carried out by external team (Five days on site).

» Phase 4 - Baseline data used to identify shortcomings and develop QIP which
wili be supported with training and capacity building in facilitation and coaching
skills. Training on the information system will be done. This wili take piace
jointly with all facilities in each Learning Centre (three days on site).

s Phase 5 - After two months, review progress made, provide support and
coaching to identified service leads (champions) to continue with programme,
until necessary capacity is reached (three days on site).

= onase § - Alter a further two months, review progress made, provide support
and coaching to identified service leads to continue with programme, unti

necessary capacity is reached. (three days on site).

» Phase 7 - After a further three months, review progress made, provide support
and coaching to identified service leads to continue with programme. untif
necessary capacity is reached. (three days on site).

* In between the review phases, the facilities carry out self-evaluation and
submit data electronically

» Build support structures in Quality and Learning Centres.

e
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H

I
1

Draft National quality improvement plan




L S A O RS N A S OO OO O 0 Y O | O O OO N O MO A D

+ Phase 8 External Evaluation for accreditation

Ciinics & Health
Care Centres

ePhase 2 - the PHCs and CHC conduct self- assessment against |
accreditation standards over four weeks

¢ Phase 3 - validated baselines in the facilities with personnel that were train
PHC (two days on site).

» Phase 4 - Using baseline data to identify shoricomings and develop Q

supported with training and capacity building in facilitation and coaching sk
Trammn an the information e\m’rpm will he r‘!nnp This will take nlaca mmﬂu \,

e pep v s s P

all fac;!ltles in each Learning Centre {three days on site).

«Phase 5 - After two months, review progress made, nrovide support a
coaching to identified service ieads to continue with programme, u
necessary capacity is reached. (two days on site).

» Phase 6 - After a further two months, review progress made, provide supp
and coaching to identified service leads to continue with programme, u
necessary capacity is reached. (two days on site).

e Phase 7 - After a further three months, review progress made, provide supp
and coaching to identiﬁed service leads to continue with programme, u

Prp— oyl fEraam sdeaneen aen o mibesy Yo g e
ilc\lcaaaiy \:apauu’y IC’ Ll oItV H l\tVVU WO Yyo Wil oIl ), Hi EVAWIR L Awiwd I s.ilU I\..lvl

phases, the facilities carry out self-evaluation and submit data electronically

» Build support structures in Quality and Learning Centres.

ePhase 2 - Practices conduct seif- assessment against the accreditati
standards over four wesks

= Phase 3 - Validated baselines in practices with above staff on site (one day

s Phase 4 - Using baseline data to identify shortcomings and develop Q

au;.')pﬁs't&‘d with traimng and capac:;y uu:}umu in facilitation and CoaClIIIIB sk
Training on the information system will be done. This will take place jointly w
el Fmmilibina in sl | o mmvsmimes S oamdes (Hlaraes Ao e sibnd
i ICJ\JlIILILr-D i wacauli I_L'GIIIIEIH WAL T |I.IHUD CIV\J i \Jll\-.rl'
Family
Practitioner e Phase 5 - After two months, review progress made, provide support a
Practices coaching to identified service leads fo continue with programme, u
necessary capacity is reached. (one day on site).
¢ Phase 6 - After a further two months, review progress made, provide supp
and coaching to identified {one day on site).
« Phase 7 - After a further three months, review progress made, provide supp
and coaching to identified service leads fo continue with programme, u
necessary capacity is reached. (one day on site).
 In between the review phases, the practices carry out self-evaluation 8
submit data electronically
b L (o Y,
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» build support structures in Quality and Learning Centres.

» Phase 8 External Evaluation for acereditation

Emergency
Medical Services

»Phase 2 - EMS Stations conduct seif-assessment against the accreditation
standards over four weeks

*Phase 3 - Validated baselines in EMS stations with above staff on site (two
days onsite).

» Phase 4 - Using baseline data to identify shortcomings and develon QIP,

e

supported with training and capacity building in facilitation and coaching skitls

Training on the information system will be done. This will take place jointly with
all facilities in each Learning Centre (three days on site)..

*Phase 5 - After two months, review progress made, provide support and

coaching to identified service leads to continue with programme, until
necessary capacity is reached. (one day on site).

* Phase 6 - After a further two months, review progress made, provide suppori
and coaching to identified service leads to continue with programme. until |

LI E e | TR I VEEUT TWO R BRI S, WTT

necessary capacity is reached. (one day on site).

[ ] -7 A . .
= Phasa 7 - After a further three month

o rouvisug nrasoaracc o e el e sman e aed
s il|Uiii.li|J, i 3

VIewW progress made, provide SUpport
and coaching to identified service leads to continue with programme, until
necessary capacity is reached. (one day on site).

, N
in hetween the review phases, the faciliies carry out scif svaluation and
 aatat] (1]
submit data clectronically

» build support structures in Quaiity and L.earning Centres.

» Phase 8 External Evaluation for accreditation

Province and

« Strategic review of progress made and challenges faced with representatives
from all Quality and Learning Centres. (Two days on-site)

» Identify actions requiring province or district intervention

¢ Regular feedback to provincial authorities

| * Action plan developed for Province and districts

b 7 %
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