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Preface

Quality is an integral part of health care in every country and at all time in the history of health care,
Quality improvement remains a major focus. This has become more important with the growth of
knowledge and technologies in health care, as well as growing awareness and public pressure for
improved services.

Like many other health systems, health sector in Bangladesh is committed to provide quality
healthcare to its citizens. As part of its efforts, it has been implementing different initiatives to improve
the quality of care. After adoption of the Health Care Financing Strategy (2012-2032)- roadmap to
achieve the Universal Health Coverage (UHC) - the issue of quality has become more important as
UHC requires optimizing the resource use and expanding coverage with quality care. It essentially
necessitates that the process of quality improvement should be based on practical and sound strategy
so that the best possible outcomes are achieved.

This Strategic Planning on Quality of Care sets the basis for a focused and coordinated framework for
implementing quality improvement activities. It is equally significant to the decision makers and to the
health providers as it is designed to guide their actions.

This Planning has been developed through a collaborative and participatory process. Based on the
available and updated literatures, documents and discourses; and taking the experiences of previous
quality assurance initiatives into active consideration, a draft document was prepared. A core
committee comprising the main stakeholders of health and population services worked on the draft
document for quite some time. It was then put in the web site to reach out to a range of stakeholders
for comments.

The Planning has attempted to address the issue of quality from both the technical and service oriented
perspectives. It suggests combined and continuous efforts of everyone in the system to make the
changes that will lead to better patient outcomes, better system performance and better professional
development. This approach is based on the premise that healthcare will not realize its full potential
unless change making becomes an intrinsic part of everyone's job, every day, in all parts of the system.
This approach of quality improvement involves a substantial shift in idea of the work in healthcare and
suggests the use of a wide variety of modern tools and methods.

Drawing everyone actively into the process of change, presumes that everyone will develop a basic
understanding of the standards of their work, as well as the skills they need to make changes in their
work towards achieving the common goal. The strategy also recognizes that making improvement
happen also requires leadership that enables connections between the aims of changes and the design
and testing of those changes. It also underlines the requirement of linking the performance to the
policies and practices of reward and accountability.

The strategy will be implemented throughout the health population nutrition sector, in phases over
time, both in public and private sector.

RN
o/ Y
Syed Monjurul Islam
Secretary
Ministry of Health & Family Welfare
Dhaka, Bangladesh
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Executive Summary

This Strategic Planning for Quality of Care is developed with the dual purposes of promoting the focus
on quality in healthcare and health systems; and guiding the policy makers, planners and providers of
care with an opportunity to improve quality in their respective parts in order to enhance the impact on
outcomes. This initiative combines and synergizes all the quality improvement and quality assurance
efforts in health, population and nutrition sector in Bangladesh and attempts to synchronize with the
targets of achieving universal health coverage by 2032 with affordable and quality health care to all

citizens

This plan has taken into account all the dimensions and determinants of quality and attempted to
address the issue of quality from both the technical and service perspectives. Based on the experience
in implementing quality assurance program in Bangladesh health services, and the comparative
advantages among different approaches, this plan has adopted the 'Quality Improvement Approach' and

thus, has made a paradigm shift from its earlier pattern of quality assurance program.

This document has taken a comprehensive stance on the issue and included both conceptual and
practical aspects including the organizational framework for implementation. It is organized over six
parts including an introduction which focuses on the vision, mission, purpose and approach that have

been adopted in the plan.

The second part describes the strategic framework of the Quality Improvement Plan. The strategic
framework comprises five major strategic objectives and three intermediate objectives. Each
intermediate objective has several indicators which are set to guide the services and performance at
different level of public and private service settings to have quality of care. However, each
implementing unit will need to spell out additional details depending on the local situation (availability
and expertise of QI team, financial resources, previous experience with the defined cluster of indicators
etc). The development of standards guidelines and policies will be done at the national level but

division and districts will be responsible for training, dissemination and monitoring compliance.

In third part, based on the strategic framework, an action plan matrix is developed with summary of
activities, baseline status, indicators, output and responsibility. Facilities will be responsible to develop

their own action plan based on the national implementation plan.

Part four describes the organizational setup for effective implementation, monitoring & supervision of
the Quality Improvement (QI) activities accrose the country which is organized in a cascading pattern
starting from national level through division, districts, up to upazila level. In addition, there will be

Quality Improvement Committees at all level of service delivery.

The whole process of implementation will be facilitated by Quality Improvement Secretariat (QIS)

which will coordinate the activities with Line Director, Hospital Service Management & Line Director
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Essential Service Delevery of DGHS & Line Director Maternal & Child Health of DGFP for effective
implementation, monitoring & supervision. The National Steering Committee (N-QISC) is headed by
the Secretary, MOHFW, will provide the overall policy directives for QI activities. The facility level
committee will play the direct role for QI implementation with the help of different organization level

committees.

Implementation modality is described in part five which includes among other things, adaptation of
strategic planning, training and capacity building, formation of different facility level team, internal
assessment, conduct patient satisfaction survey, development of key performance indicators, conduct
clinical audit, introduce Standard Operating Procedure (SOP), External Quality Assessment etc.

Part six deals with the incentive issue and how this can be best utilized for improving the performance.

Finally, The strategy takes in view that bulding a culture of quality needs consistent efforts and
investments. It has focused on one of the key initiative for building Quality culture and motivation
which through 'rewards and recognition' and continuing handholding support from the central &

district administration.
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Part-One:
Concept of Quality

Quality in health care is commonly agreed as the delivery of timely, safe and effective care acceptable
to the service recipients. The Institute of Medicine (IOM) has defined quality of health care as "the
degree to which health service for individuals and populations increase the likelihood of desired health

outcomes and are consistent with current professional knowledge (2001).

This document has taken into account all the dimensions and determinants of quality and also the
subsets of it that has been put forward by the World Health Organization (WHO). Among other things
considered are the dimensions of quality identified by the Quality Assurance Project (QAP) (Franco et
al. 2002), i.e., technical performance, access to services, effectiveness of care, efficiency of care,

interpersonal relations, continuity of services, safety, physical infrastructure/ comfort, and choice.

Besides, this has reflected on all the six determinants of quality care, e.g., staff motivation, staff
competence, adequate resources, appropriate content of care, good flow and organization of care and
participation of client/ community in the process of care, which must be available at the point of

service delivery.

The planning has also attempted to address 7~ ~N
the issue of quality from both the technical WHO defines quality of healthcare services in
and service oriented perspectives as the terms of the following six subsets:
former is an input that determines outcome 1. Patient-Centeredness
and end result of the services, e.g., infection 2. Equitability
control; clinical protocols; emergency care; 3. Accessibility
’ p ’ gency ’ 4. Effectiveness
reduction in morbidity, mortality and 5. Safety
disability limitation; investigation reports are 6. Efficiency
available on time, drugs are available in the
dispensary' and patients are getting cured . S

without delay.

The other perspective -service quality on the other hand, is related to patient satisfaction, e.g., provider
behavior, choice to select provider, access to social support, promptness of service provision, dignity
and autonomy, basic amenities, privacy, confidentiality, harmlessness and safety, good effect of

service, affordability, clean and inviting atmosphere and personalized approach etc.
1.1 Quality Assurance Program in Bangladesh health sector:

The issue 'quality' is quite old and there have been a number of initiatives to address this important
aspect of health care in Bangladesh. "Quality Assurance Project (QAP)" was piloted for sometimes in
the health system (1994-1998) and some SOPs were developed and piloted in some hospitals
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(Munshigonj District Hospital and Nilphamari District Hospital Shirajdikhan Upazilla Health
Complex, Munshiganj, Jaldhaka UHC, Nilphamari).

Later, utilizing the experience of this pilot project, QA program was included in the Health and
Population Sector Program (HPSP 1998-2003) of the Government, to ensure quality healthcare in
every sphere of health service delivery. Subsequently, QA continued its activities during 2003-2010
under the Health, Nutrition, and Population Sector Program (HNPSP). During this period, QA Program
of DGHS was mainly involved in awareness building among health care providers and managers of
govt. health sector. Around 600 persons were developed as trainer and 332 Upazilla and District level

service centers had been covered.
1.2 Strategic Approach:

Like any other quality strategy, this document focuses on defining quality, measuring quality and
improving quality as the core activities. However, based on the experience in implementing quality
assurance program in Bangladesh health services and the comparative advantages among different
approaches of quality development programs, this strategic plan has adopted the 'Quality Improvement
Approach' of the process and thus it has made a paradigm shift from its earlier pattern of quality

assurance program.

Quality improvement (QI), also known as the total quality management (TQM) has been increasingly
need in health care. QI, developed and extensively used in industry with great success, combines a
scientific methodology with a management philosophy of improving the processes continuously. It is
based on the knowledge that statistical methods can be used to analyze quality related data,
characterize a process and ultimately limit the inappropriate variation that exists in it. This
methodology is known as statistical process control. The second component of QI is the quality
management, or 'plan, do, check, act' (PDCA) cycle originally described by Shewhart. With this cycle,
processes can be continuously revised and improved on the basis of the data derived from them, as
described above. Thus the 'two fundamental principles of QI are the elimination of inappropriate

variation and constant effort to reduce waste, repetition in work, and inefficient processes.

Quality Improvement (QI) is a method of management by fact, which offers physicians data without
blame. This stimulates curiosity and learning, making Continuous Quality Improvement educational
rather than punitive. Its objective is to continuously improve health care processes that will lead to
improved outcomes, rather than to focus on the outcomes alone. Because QI deals with process, its
focus is on the whole group, not just the statistical tail, leading to the philosophy of quality being what
is "the best possible," as opposed to QA's philosophy of accepting what is "good enough." The most
effective way to improve quality is to prevent quality failures before they happen by building quality
into the process rather than adding it on at the end. Adding quality on at the end is analogous to relying

on terminal inspection to improve manufactured products as they come off an assembly line.

QI is being widely adopted in health care organizations and facilities as it has clear edge over the
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earlier practiced QA approach. The
customary approach to hospital QA is to
have an individual, group of individuals,

or a committee assesses quality in a s

Requirement,
Specification or Target

treatment or procedure against a standard
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which is based on local historical data,

(Quality Assurancs)

data derived from the literature or
consensus among experts. An individual

provider, group of providers, physicians,

(Quality Improvement)

Source: Robert Lloyd, Ph.D

or hospital whose performance fails to meet the standard is identified, and then action is taken to

improve performance.

QA activities based on this approach have resulted in modest improvements in health care quality. In

many cases the standards or thresholds are inherently arbitrary and tend to become artificial quality

floors or ceilings. As such, they establish a statistical tail, and improvement efforts are concentrated

within that tail. QA hence cannot be the last word. A typical QA review for example, might likely

conclude, based on certain level of quality of care
(QoC), that nothing needed to be done. Another
aspect of quality concern may, on the other hand,
go further. Quality Improvement (QI) endeavors to
improve the process further. This means, while
quality assurance ends at what is "good enough,"
QA is what is 'the best possible'.

1.3 Guiding Principles:

This Strategic plan for quality improvement in
health care services is anchored in a core set of
principles shared by all stakeholders and derived
from the core documents that guide the whole
health sector program. The main principles are:

L People centeredness and public
engagement, including understanding and
valuing patient preferences, will guide all

improvement efforts.

II.  Equity in health care provisions

III.  Uniformity in health care standard across
the sector (both in public and private)
IV.  Primary care will become a bigger focus,
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Paradigmshift:

QI management needs to shift their
present paradigm. It requires that: (i)one
reduces the size of one's ego to increase
the importance of all others, (ii) it is not
only external customer alone but both
external and internal customers, who need
nurturing, (iii) marketing assignment
should first assess customer's needs and
then go for satisfying them, (iv) workers
are hand and feet of an organization. The
feelings and brains have to be told what to
do, (v) people do not like to work or
produce, but enjoy working and producing
good quality. They will, if trained
properly and given responsibility, do as
much as possible; provided they are
treated with respect, (vi) quality is
although
principally of producers (Concept of

TQQ).
_/

everybody's responsibility,




with special attention toward the challenges faced by vulnerable populations, including
children, older adults, and those with multiple health conditions.

V. Quality improvement will be driven by supporting innovation, evaluating efforts around the

country and disseminating evidence about what works.

VI. Consistent national standards will be promoted, while maintaining support for activities that

are responsive to local circumstances.

VII. Coordination among clinical, behavioral and other aspects of health care services and building

blocks of health systems will be enhanced to ensure it takes a comprehensive approach.

VIII. Providing patients, providers, and payers with the clear information they need to make choices

that are right for them will be encouraged.
1.4 Challenges:

Improvement of quality in health services is a formidable challenging task, specially given the cultural
and resource poor context under which our health system operates. Despite efforts to improve quality
of care over the past decades several challenges remain, e.g. users routinely complain of: abusive and
humiliating treatment by health providers, long waiting time, poor communication with patients, lack
of privacy, poor autonomy, inadequate basic amenities, unaddressed patients dignity, high cost of care
and illegal charges. Health providers describe working conditions as difficult and demoralizing.
Shortage of equipment, consumable supplies and some essential drugs undermines facility functioning,
damages reputation, inflates out-of-pocket costs to patients and fuels a spiral of distrust and alienation.
Poor coordination between different parts of the health care delivery system (even in the same health
facility) continues to be a major hindrance to efficient service delivery and poses inconvenience to
clients as they shuttle between different departments. Virtually, there are numerous challenges in the
journey towards improving health care quality pertaining to capacity, health systems issues,
accountability framework, human resources, finance and leadership. The training imparted to improve
the professional competence of health care providers and compliance with guidelines on basic patient
care, workplace safety and staffs working have met with limited success.

Referral systems are weak or non-existent even within the same hierarchical health facilities. This
compounds the poor coordination between different levels of care, which further compromises care of

seriously ill patients.

Given the overall context, implementation of the strategic plan on Health Care Quality will require
substantial and strong leadership support, involvement, consistent commitment to continuous quality
improvement. The inevitability of resource demands associated with changing process require senior
leadership to ensure adequate financial resources, and facilitate and enable key players to be actively
involved in the change processes.
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Quality Assurance of the Family Planning Program of Directorate General of
Family Planning DGFP

The government of Bangladesh has started clinic based Family Planning Program in early 60’s and
later expanded throughout the country in later 60’s. The program has been revised to include the
broader definition of sexual and reproductive health according to the United Nations International

Conference on Population and Development (Cairo, Egypt, 1994).

Family planning service delivery differs from health service delivery as contraceptives are provided to
apparently healthy eligible couples. Therefore quality of care is a vital issue to make the program

acceptable and sustainable.

To ensure the quality of the program, The Directorate General of Family Planning (DGFP) has created
a Sterilization Surveillance Team (SST) in 1982 as a part of the voluntary sterilization program which
was reorganized as Family Planning Clinical Supervision Team (FPCST) & Quality Assurance Team
(QAT) in 1986. From 1994, FPCST & QAT also look after the quality of MCH services delivered by
the DGFP.

At present, there are ten regional FPCST &QATs working in Dhaka, Mymensing, Chittagong, Comilla,
Sylhet, Rangpur, Rajshahi, Faridpur, Jessore and Barisal regions. They work under the guidance of
Line Director, CCSDP and report to him on administrative and technical matters related to clinical
family planning services (sterilization, IUD, Implant) and also report to Director, MCH services &
Line Director, MCRAH on technical matters related to EOC-RH services.

The Directorate General of Family Planning also puts emphasis on other elements of quality of care.
To provide option in choosing FP methods, the DGFP has introduced new contraceptive in FP program
(different types of implants, non-scalpel vasectomy, laparoscopic tubectomy, oral contraceptive pills,
emergency contraceptive pill etc.). To assure service provision by the skilled service providers, DGFP
often conducted the basic and refresher trainings on different topics related to the service delivery. The
training manuals on different subjects, Standard Operating Procedures (SOP) on FP methods,
UH&FWC and MCWC Operation Manual have been developed to ensure comparable servicedelivery

and quality care.
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Part-Two:
Strategic Framework

Vision: Universal Health Coverage with Quality Health Care by 2032

Mission Statement: Achieving an effective health system which provides the highest Quality of Care
by Quality Improvement approach.

Purpose: To implement and promote better Quality of Care through developing a strategic framework

Core Strategic Objectives:

The strategic plan comprises five major strategic objectives and three additional objectives. These
objectives have intermediate objectives under each category with several indicators. Implementation at
all facilities and service delivery points will be guided by these indicators so that there is a
standardized approach to the quality improvement programme. However each implementing unit will
need to spell out additional details depending on the local situation (availability and expertise of QI
team, financial resources, and previous experience with the defined cluster of indicators, etc). The
development of standards, guidelines and policies will be done at the national level but divisional and
district level will co-ordinate for training, dissemination and monitoring compliance with additional
support from the national level.

Strategic Objective 1: Introduce consumer and patient-centered services

The use of the word patients is considered to underrate the status of the individual, as it implicitly
creates a hierarchy. Owens and Batchelor (1996) suggest that the patient should be defined as a
consumer, a rationale that originates from the emphasis on the market mechanism. Sitzia and Wood
(1997) argue that the term consumer dignifies the professional/patient relationship in a way that the
traditional term patient with its association of powerlessness against the medical establishment does
not. Using the word client, customer or service user similarly moves away from the idea of the user of
medical services being passive and dependent.

“Consumer / Customer (or client) care” is used to describe the process of taking care of consumer
/customers or clients in a positive manner. The term may be used in place of complaint handling and is
a reminder that consumer care is a priority. A well -functioning programme, patient involvement in its
design is prime concern. It is not a simple undertaking, especially in the current environment of a
public sector social service with limited experience in consumer care, and it requires that marketing
and management expertise be engaged to help set up the programme.

Intermediate Objective 1.1: Introduce a ‘Consumer Care’ programme and ‘patient-centered service’in
health facilities

The primary aim of this objective is to promote patient /consumer satisfaction. Complaint is an
expression of dissatisfaction by a consumer. It is therefore useful to design ways of finding out clients
complaints and their suggestions about the services provided. This provides a basis for developing an
effective consumer care programme. The set of resources, procedures and outputs put in place to
enable service providers find out and address clients[ | complaints constitutes a feedback system.

Indicator: Number of health facilities with consumer care programme and patient-centered service
introduced
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Intermediate Objective 1.2: Establish a system of accountability in all facilities

This intermediate objective contributes to the improvement of patient focused services by giving
patients an active role in service provision. The intention is to enable patients and the general public to
participate in the improvement of patients-centered services through provision of appropriate
information on service providers and representation in the management of health services.

Indicators: Numbers of facilities establish accountability system

Intermediate Objective 1.3: Ensure that facilities have systems for informed-consent for medical &
surgical procedures

Informed consent is a requirement of a well-functioning health services. It ensures that the patient is
adequately informed about his/her conditions and can participate in discussion and choice on
appropriate interventions. This level of participation can alleviate patient anxieties and can improve
care and subsequent healing. Informed consent may also be an ethical and statutory requirement and
provides a safeguard against legal suits.

Indicators: Number of health facilities using standardized informed consent forms

Strategic objective 2: Improve patient safety:

Patient safety is an integral part of quality of care and includes initiatives designed to reduce medical errors
thus making healthcare safer. Patient safety is also an important indicator of quality of services.
Furthermore good patient safety will enable management to avoid preventable deaths, unnecessary injuries.

The objective is to raise awareness on patient safety, establish national patient safety standards, system
of monitoring and documenting unsafe events and introducing interventions to continuously reduce the
incidence of such events during the plan period.

Intermediate objective 2.1: Develop patient safety standards

Patient safety as a discipline began in response to evidence that adverse medical events are widespread
and preventable, and as noted above, that there is “too much harm.” The goal of the field of patient
safety is to minimize adverse events and eliminate preventable harm in health care.

Patient safety must be an attribute of the health care system. Patient safety seeks high reliability under
conditions of risk. Illness presents the first condition of risk in health care and patient safety applies to
the second condition: the therapeutic intervention.

Patient safety demands design of systems to make risky interventions reliable. Two tenets of
complexity theory apply: First, the greater the complexity of the system, the greater is the propensity
for chaos. Second, in open, interacting of the culture among people operating in the system.

Indicator: Number of health facilities introduced patient safety standards

Intermediate objective 2.2: Establish standardized adverse events management system that also
capture near-miss events

An adverse event is an unintended injury or complication caused as a result of health care activity
rather than the disease which a patient originally present. It may lead to prolonged stay in hospital, in
disability or death. A patient safety reporting and learning systems is primarily intended to enhance
patient safety by learning from failures of the health care system. Most problems that occur are not
random but are provoked by weak system. When adverse events are reported, analyzed and actions are
taken to prevent re-occurrence patient care is improved.
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Indicators: Number of heath facilities with established adverse/near-miss event management system
Intermediate objective 2.3: Introduce Safe Surgery Checklist (WHO)

Surgical care has been an essential component of health care worldwide for over a century. WHO has
undertaken a number of global and regional initiatives to address surgical safety. The Global Initiative
for Emergency and Essential Surgical Care and the Guidelines for Essential Trauma Care focused on
access and quality.

The checklist identifies three phases of an operation, each corresponding to a specific period in the
normal flow of work: Before the induction of anesthesia (“sign in”), before the incision of the skin
(“time out”) and before the patient leaves the operating room (“sign out”). In each phase, a checklist
coordinator must confirm that the surgery team has completed the listed tasks before it proceeds with
the operation. This Safe surgery checklist needs to be customized in our perspective.

Indicator: Number of facilities that use safe surgery checklist
Intermediate Objective 2.4: Establish Risk Management system in facilities

Clinical risk management is an approach to improving the quality and safe delivery of health care by
placing special emphasis on first identifying circumstances that put patients at risk of harm and then
acting to prevent or control those risks. Such events are monitored and analyzed to identify strategies
that will minimize risk to patients. A key element in managing risk is developing within the health staff
an attitude that prompts them to be continuously on the look out for actual and potentially dangerous
situations or procedures to and to their clients and themselves.

Indicators: Number of health facilities where risk management system introduced
Intermediate Objective 2.5 Strengthen Infection Prevention and Control (IPC) system in clinical service

Health care associated infections affect many patients every year. These infections may cause serious illness
leading to prolonged hospital stay and long term disability. In addition they lead to unexpected health care
costs for patients and their families and an increased financial burden on the health system. Hand hygiene is
the primary measure for reducing infections. In addition to improve hand hygiene standards and practices
the strategic plan also emphasizes waste management and sterilization of equipment.

Indicators: Number of facilities established IPC system in clinical service
Intermediate Objective 2.6: Establish effective Medical waste management system

Medical Waste has been defined as all waste generated from health care or health related facilities.The
management of waste poses to be a major health problem in Bangladesh like developing countries,
especially the hospital waste. It also invites serious health problem. Healthcare wastes pose a serious
public health problem. The main purpose of any health care institution is to provide health care services
to prevent the diseases and also to cure people who are suffering from various kinds of illness. When
visiting health care facilities, patient should not become more ill then they already are. Hence it is very
important to ensure patient safety by keeping the health centre clean and environmentally sound. On the
other hand the service providers safety during providing health care also to look at meticulously.

Indicators: Number of health facilities practice standard MWM system and use the selected colour bins.

Strategic Objective 3: Improve clinical practice

Good clinical practice involves a set of activities that lead to the correct diagnosis and successful
treatment of illness presented by a patient. The first part involves making the right diagnosis through
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history taking, physical examination and laboratory investigation and interpreting the information
obtained to reach a correct diagnosis. The second part involves the treatment and care of the patient;
this includes referral of the patient to a health facility or level of care that can best deal with his or her
needs. Worldwide, clinical practice has well-developed standards and guidelines. Good clinical
practice also depends on availability of good infrastructure, equipment, drugs and supplies. This
strategic objective focuses first on selected health problems contributing significantly to the poor
health indices presented in the situational analysis, and second on a set of essential management
practices (e.g. auditing and in-house supervision) that lead to improved clinical care.

Intermediate objective 3.1: Improve knowledge and skills of clinical staff on patient management

This intermediate objective covers the necessary skill which can only achieved by the determined and
concious efforts of the clinical staff who have the appropiate support of their organization to deliver
best practice by utilizing guideline and protocols. They have to need continious quality improvement
which is the route to clinical excellence. Clinical exceleence can only be achieved by having efficient
& effective system of communication with staff and patients.

Indicators: Number of facilities practicing standard clinical management guidelines and tools
Intermediate Objective 3.2: Establish clinical/death audit systems

This is a quality improvement process that seeks to improve patient care and outcomes through a
systematic review of care against standards. If well conducted clinical and death audits are able to
identify underlying reasons for unacceptable outcomes of clinical management; e.g. death. It enables
the health team to avoid similar events in future not only on case by case basis but also provides a basis
for defining or adapting policies for over all improved patient care. To be effective it must be
conducted regularly as integral part of patient management and should involve all members of the
health team and should avoid the danger of being a fault-finding or finger-pointing exercise. There
should also be a commitment by management to correct problems that emerge from the audit.

Indicators: Number of facilities with established clinical/ death audit system
Intermediate Objective 3.3: Improve structured referral system.

Referral is a set of activities undertaken by a health care provider in response to its inability to provide
the necessary intervention to meet the patient’s need. It requires a two-way system i.e. from the
community to the appropriate level of care (upward) and back ( downward). It includes both direct
patient care and the support services to provide the appropriate care at the right facility, e.g. transport.
The health referral system is weak as a result of absence of standard procedures for referral, non-use or
non-enforcement of existing forms and standards, delays in referral, poor reception of patients and lack
of feedback. Service providers may be poorly-trained and ill-equipped to provide effective referral
services. This has resulted in patients seeking direct care at secondary and tertiary health facilities and
often leading to congestion and work overload at these facilities, under-utilization of first level
facilities and increased cost to both the patient and the health service.

Indicators: Number of facilities practicing standard referral guidelines, protocols and tools
Intermediate Objective 3.4: Establish use of Standard Operating Procedures for support services in facilities

Standard operating procedures (SOP) are a detailed explanation of how a policy is to be implemented.
The SOP may appear on the same form as a policy or it may appear in a separate document. An
effective SOP communicates who will perform the task, what materials are necessary, where the task
will take place, when the task shall be performed, and how the person will execute the task

Indicators: Number of faclities practise SOPs for support services
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Intermediate Objective 3.5 Develop and introduce standards, SOP for laboratory and imaging services

Over the years there has been rapid expansion in the various branches of health care services. As part
of this expansion process and explosion of scientific medical knowledge, laboratory diagnosis has
gained tremendous importance in today's practice. Through the use of quality control (QC) the
laboratory can ensurethat the results being issued by it are reliable enough to allow decisions to be
takenwith confidence. Incorrect laboratory results may lead to wrong management decisions with
possible fatal results. The reliability of laboratory results is therefore most important. It is not sufficient
to ‘think’ that ‘my’ results are satisfactory. This has to be proved with scientific evidence

Indicators: Number of health facilities introduce Standards, SOP for lab services

Strategic Objective 4: Improve Leadership Management systems

Management in this context refers to the processes used to improve the quality of clinical care. The key
components are planning, organizing (i.e. mobilizing and allocating human and other resources for
assigned tasks), leading and supervising; and, monitoring, evaluating and correcting deviations.

At the national level responsibility for some of these processes and the resources involved lie with
other divisions and departments of the health service. For example leadership and supervision, in-
service training, staff performance appraisal system, and workplace safety are responsibility of Human
Resources Development.

Intermediate Objective 4.1: Introduce Total Quality Management (TQM) approach in health facilities

Total Quality Management is a strategic management appraoch also a strategic thinking which is
description of culture, attitude and organization of a health facility that strives to provide clients with
services that satisfy their needs. The culture requires quality in all aspects of facility operation, with
process being done roght the first time, defects and waste eradicated from operations. Strong
navigation process for implementation of TQM is mandatory. Navigation through 3 steps( 5S-CQI-
TQM) process should be used for change management, team building and Kaizen(CQI). The new
participatory stepwise approach 5S-CQI-TQM will be the norms of gradually developing positive
mindset, team building & organizational culture. TQM approach will create the leadership from bottom
to top level by team building, which is also known as bottom up approach. This approach is very much
effective for team building & developing organizational culture in health service delivery.

Indicators: Number of facilities practice 5S-CQI-TQM tool
Intermediate Objective 4.2 Strengthen clinical supervision and monitoring within all facilities and at all levels

Supervision& Monitoring are central component of effective human resource management. Policy
level attention is crucial to ensure a systematic, structured process that is based on common
understandings of the role and purpose of supervision&monitoring. This is particularly important in a
context where the majority of staff are mid-level for whom regulation and guidelines may not be as
formalized or well-developed as for traditional staff, such as doctors& nurses. Supervision needs to be
adequately resourced and supported in order to improve performance and retention at the district level.

Indicators: Numbers of facilities use composite clinical supervision and monitoring tools

Intermediate Objective 4.3: Improve use of health information for quality improvement within an
integrated HMIS themselves to other health centers

Indicator: Number of facilities conducted yearly survey for service provider’s satisfaction
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Strategic Objective: 5: Improve public health & preventive services

Public Health covers the active collaboration between facilities (Both PHC facilities & Hospitals) and with
relevant healthcare and other organizations and with local communities to ensure an integrated and effective
health care system. The aim is to ensure the design and delivery of programme to promote, protect and improve
health; and which will protect health inequalities and help people to live healthy and independent lives.
Intermediate Objective: 5.1: Promote, protect the health of the community, reduce health inequalities and
improve accessibility to achieve UHC

Indicator: Policy guideline to promote, protect the health of the community, reduce health inequalities and
improve accessibility to achieve UHC

Intermediate Objective 5.2: Strengthen partnership and co-ordination of facilities with other
ministries/departments & communities in the development, implementation and evaluation of health programme

Indicator: Strategic action plan for partnership and coordination in place
Intermediate Objective 3.3: Introduce and implement outbreaks, epidemics, Disaster management activities in facilities
Indicator: Management plan in place to deal with outbreaks, epidemics, disaster

Strategic Objective 6: Ensure all necessary inputs for quality improvement

The facility input means facility infrastructure, physical safety for infrastructure, adequate qualified health
workforce, drugs and consumables necessary equipment & instruments etc

Intermediate Objective 6.1: Ensure standard infrastructure for delivery of quality services Sound
infrastructural maintainance plan should be achieved by the mobilizing proper resources. Maintainance fund
should be kept for timely action taken

Indicator: Infrastructure Maintenance plan in place

Intermediate Objective 6.2: Ensure physical safety and maintenance of the infrastructure

Indicators: Physical safety and maintenance plan in place.

Intermediate Objective 6.3: Ensure adequate qualified, trained staffs required for providing the assured services
Indicator: Plan for required training of service providers in place

Intermediate Objective 6.4: Ensure adequate and essential drugs and logistics in facilities

Indicator: Number of facilities with no stockout of essential drugs and equipments

Strategic Objective 7: Ensure all necessary Support services

The facilities will have a plan for inspection, testing, calibration, storage & inventory management, provide
safe & comfortable environment to the service providers & patient, alternate power supply, dietary services,
clean linen to patients, etc.

Intermediate Objective: 7.1: Ensure system for inspection, testing and maintenance and calibration of equipment
Indicator: Logistics maintenance plan in place

Intermediate Objective 7.2: Establish defined procedures for storage, inventory management and dispensing
of drugs in pharmacy and patient care areas

Indicator: SOP for storage, inventory management and dispensing of drug in place

Intermediate Objective 7.3: Ensure safe, secure and comfortable environment to staff, patients and visitors
Indicator: Safe & comfortable environmental plan in place

Strategic Objective 8: Develop effective outcome measure system for QI
Intermediate objective 8.1: Ensure system to measure KPI and endeavors to reach National Benchmark.
Indicator: Facility report on KPI indicator in place

11



Part-Three:
Implementation Plan

Remarks/
Narrative summary Baseline Indicator Out put Responsible
Strategic Objective 1: Introduce consumer and patient-centered services
) o Number of health Consumer care
Intermediate Objective 1.1: Introduce a facilities with programme and
‘Consumer Care’ programme and patient- Nil consumer care patient-centered
centered service in health facilities programme and service
patient-centered established in
service introduced health facilities
. i<Facti Facility
1.1.1 Assess patient satisfaction and -Patient satisfaction | ¢nsumer Care QIC/Div-
. . survey tool
consumer care needs in sampled Nil C survey report QIC/D-
o -Consumer care :
health facilities survey tool published QIC/Uz-
QIC/QIS
1.1.2 Design and test a consumer -Document of a
care programme and guidelines for Consumer care Tools and
patient feedback system using survey - programme guidleine QIS
results -A patient feedback | devleopd
guideline
1.1.3 Develop IEC materials (display QIS/
board, poster, leaflets, video tapes Nil Irjlg?clgg:f IEC IEC materials N-QITC/
etc) for awareness of the public about developed N-TFC
the patient feedback system.
1.1.4. Develop a system for receiving .
. . . . Grievance
and responding to in-patient and out- Grievance : QIS/N-
. > . . . mechanism
patient complaints (e.g: Grievance Nil mechanism document QITC/N-
mechanism. information desks, boxes document TFC
S developed
etc) at all facilities
1.1.5 Establish a system for Number of facilities Facilit
receiving and responding to in- established a Grievance Y
; : : . system for . QIC/ Div-
patient and out-patient complaints Nil L. mechanism
. Gri hani receiving and t QIC/D-QIC
(e.g. rievance mechanism. responding to in- system
information desks, boxes etc) at all patient and out- developed
facilities patient complaints
Number of facilities
received the CCP N-
1.1.6 Printing and distribution of dop(;lr?ent, Documents arc TFC/Div-
CCP document, guidelines for patient - guidelines on - . QIC/D-
. . patient feedback, available in
feedback grievance mechanism : I QIC/Uz-
! grievance facilities s
document, IEC materials mechanism QIC/facilit
document, IEC y QIC
materials
. - Capacity Facility
1.1.7 Train staff on the CCP and Number of facilities 1 .
: . e building of QIC/ Div-
patient feedback system Nil where training has . .
been conducted service providers | QIC/D-QIC
completed N-TFC
1.1.8 Provide resources including — -
. Facility
space, communication gadgets . Resource Ensure resource .
. . Nil . s QIC/Div-
(telephones), registers and stationery distribution plan availability QIC/D-QIC

for the information desks to function
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Remarks/

Narrative summary Baseline Indicator Out put Responsible
1.1.9 Monitoring & supervision plan M & E tool for g/tlaile]i:ongl QIS
CCP and patient feedback system Nil CCP and patient P
feedback system
Number of facilities
where staffs are
trained on M&E M&E Facility
1.1.10 Establish a system for tools on CCP and mechanism for QIC,Div-
monitoring of CCP and patient Nil patient feedback CCP and patient | QIC,D-
feedback system system feedback system | QIC,N-
established TFC
Number of facilities
providing M& E
reports
1.1.11a Conduct surveys to assess CCP survey tool ;(t:i}s,fi t}i)g]?ent g}g}g}l’v_
CCP & patient satisfaction in health Nil Patient satisfaction
facilities twice a year survey tool survey report QIC/D-
published QIC/QIS
Community Survey Facility
tool QIC/Div-
1.1.11b. Conduct community surveys Nil Community QIC/D-
: . QIC/QIS
on service delivery annually survey report
regarding client expectation status published
Number of facilities .-
Intermediate Objective 1.2: Establish establish ;A;](;igslmablhty
aflasc}i/lsii?gsl of accountability in all Nil :CZt(;li:lltablllty established in all
Y health facilities
Facility
1.2.1 Institutionalize use of name Use of name ta QIC/Div-
tags /ID cards for all staff - Administrative & 1D g QIC/D-
identification through repeated order for using ID institutionalised QIC/Uz-
administrative directives QIC/N-
TFC
Number of facilities Code of I%Il:“C/Div-
1.2.2 Printing and distribution of . Ethics/citizen
: o - received the Code QIC/D-
Code of Ethics/citizen charters to all : . charters are
g of Ethics/citizen : - QIC/Uz-
facilities available in o
charters s QIC/facilit
facilities
y QIC
Number of facilities Facility
1.2.3 Train staff on the citizen where training on Trainine has QIC/D-
Charter/Code of Ethics and Code of - citizen charter/ been CO%n leted QIC/Div-
Conduct at all health facilities. Code of Ethics is P QIC/ N-
done TFC
1.2.4 Ensure accountability to . Committee | Number of
facility management committee with Management .
- - s formed Managmeent 2 Facility
community representation for health : . committee
facilities to improve accountability to by the committee Meetng | g nctional QIc
mp Y MOHFW | held
the communities.
1.2.5 Conduction of regular annual Annual
. Annual
performance reviews of health - erformance review performance Facilit
facilities including community plan in place review reoprt QIC y
representation P P published
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Remarks/
Narrative summary Baseline Indicator Out put Responsible
Intermediate Objective 1.3: Ensure Consent Num.b.er ot health System e Wi
o facilities using informed
that facilities have systems for taken for .
- . . standardized consent form
informed-consent for medical & operational | .
. informed consent developed and
surgical procedures procedures :
forms implemented
1.3.1 Review and develop a standard Standard informed Standard
. . Consent . Informed
informed consent form for medical form consent form in consent form QIS
and surgical procedures place devloped
N-
TFC/Div-
Number of facilities isrfaflgrcrlzcr;(ii QIC/D-
1.3.2 Printing and distribution of - received standard consent forms QIC/Uz-
standard informed consent form informed consent . . QIC/facilit
form are available in y QIC
facilities
1.3.3 Train staff on the standard Number of facilities Cap acity Fac111ty.
. . .. building of QIC/ Div-
informed consent form Nil where training has . .
been conducted service providers | QIC/D-QIC
completed N-TFC
S .. M & E tool for use M&E Tool
1.3.4 Monitoring & supervision plan . developed QIS
Nil of standard consent
for standard consent form
form
Number of facilities M&E . .-
where staffs are mechanism for Facility
trained on M&E CCP and patient | QIC,Div-
1.3.5 Establish a system for Nil tools on use of feedback system | QIC,D-
monitoring of standard consent form established QIC,N-
standard consent TEC
form
Strategic Objectives 2: Improve patient safety
Intermediate objective 2.1: Develop ?Iuﬂﬂ.b.er (.)f lezldh Psilteit Sl
el STy STl Nil acilities introduced | standard
P patient safety developed &
standards implemented
Patient safety
. . . Draft Patient safety standard doc
géi-él l;zgg:; d8$L gglc‘ﬂggg?e patient patient standard document finalised and QIS/N-TFC
ty safety doc | in place made
available .
Number of facilities patlednt csiafety N'Tl/:]g/ Div-
2.1.2 Printing and distribution of _ received patient (Sitgélu r?lre rft are 8%8 /U;-
patient safety standards document fla(l)%ltgn sét;ltndards available in QIC/facility
facilities QIC
Capacity -
e S Facility QIC/
2.1.3 Train staff on the patient safety . Number O.f fa0111tles bull(.hng of Div-QIC/D-
Nil where training has | service
standards document . QIC
been conducted providers
N-TFC
completed
L .. M & E tool for use M&E Tool QIS
2.1.4 Monitoring & supervision plan Nil of patient safety developed

for patient safety standards document

standards document
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Remarks/

Narrative summary Baseline Indicator Out put Responsible
M&E
mechanism on
Number of facilities | patient safety Facility
2.1.5 Establish a system for where staffs are standards QIC,Div-
monitoring of patient safety Nil trained on M&E developed QIC,D-
standards document tools on patient QIC,N-TFC
safety standards
Number of heath Adverse/near-
Intermediate objective 2.2: Establish facilities with miss event
standardized adverse events . established
Nil : management
management system that also capture adverse/near-miss svstem
near-miss events event management ystem
established
system
. 1
2.2.1 Conduct baseline survey to Q
review and identify various types of _ Survey tool Survey _S(/)/IDC?IIJ(,Z:{DIV
adverse/near-miss events in heath Y completed QIC/Facilit
facilities committees
. - Policy
2.2.2 Develop policy guidelines on Er?lzl;(:l}\// g;;g}ig;f_s guideline on QIS
adverse /near-miss events - - adverse/near-
management miss event miss event
management
developed
Adverse event
2.2.3 Develop adverse events register - Adverse event /1n91den¥1 Faclity
Jincident register register/incident register has QIC/QIS
register in place been
developed
Adverse/near- | N-TFC/Div-
Number of facilities | miss event QIC/D-
2.2.4 Printing and distribution of received policy QIC/Uz-
adverse/near-miss event policy h adverse/near-miss guidelines, QIC/facility
guidelines, registers event policy registers are QIC
guidelines, registers | available in
facilities
Capacity -
2.2.5 Train staff on the adverse/near- Number of facilities | building of E?\C/I-th%,C(/)]g?/
miss event policy guidelines, Nil where training has | service QIC
registers been conducted providers N-TFC
completed
2.2.6 Monitoring & supervision plan M & E tool adverse g/é&e]%nggl QIS
for adverse/near-miss event Nil /near-miss event velop
management management
Number of facilities | M&E Facility
. where staffs are mechanism on | QIC,Div-
22T Bl e e Wi | vanedon ME | patentsater, | QICD:
event mal%a ement tools on standards QIC,N-TFC
g adverse/near-miss developed
event management
S chekig | Number of checdise
Intermediate Objective 2.3: Introduce facilities that use :
. some introduced &
Safe Surgery Checklist (WHO) safe surgery E .
selected checklist implemented in
facilities health facilities
2.3.1 Review WHO Safe Surgery WHO Safe surgery check Safe Sgrgery
. . . check list QIS/N-TFC
check list Check list | list in place finalized
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Remarks/

Narrative summary Baseline Indicator Out put Responsible
safe surgery N-TFC/Div-
2.3.2 Printing and distribution of safe - Number of facilities check list are QIC/D-
. received safe . . QIC/Uz-
surgery check list . available in o
surgery check list e QIC/facility
facilities QIC
Capacity i
. Number of facilities | building of | Facility QIC/
2.3.3 Train staff on the safe surgery . .. . Div-QIC/D-
. Nil where training has service
check list . QIC
been conducted providers
N-TFC
completed
QIS
. .. M & E tool on safe | M&E Tool
2.3.4 Monitoring & supervision plan . .
. Nil surgery check list developed
for safe surgery check list use -
in place
Number of facilities | M&E Facility
2.3.5 Establish a system for where staffs are mechanism on | QIC,Div-
monitoring of safe surgery check list Nil trained on M&E safe surgery QIC,D-
use tools safe surgery check list use QIC,N-TFC
check list use developed
Risk
Number of health .
Intermediate Objective 2.4: Establish Maga.gement facilities where risk IRs e ZEn bii lentl
Risk Management system in facilities Sl management system o
peloctoc system introduced il
facilities L/
QI
2.4.1 Conduct baseline survey to S ; S//DQIC/DIV
assess risks and its management in - Survey tool Eg%ézpor -QIC/Uz-
health facilities P QIC/Facility
QIC
2.4.2 Develop policy ,guidelines & tools Policy guideline & Policy
(i.e, incident register, risk identificatiof - tools on risk Guideline& IS
report formatpn risk management management in tools Q
based on survey findings place developed
Number of facilities | Risk QIS/N-TFC
_ received risk management

2.4.3 Printing & distribution of risk

management guidelines and tools management guidelines and
g gu guidelines and tools available
tools in facilities
Facility QIC/
- Capacity Div-QIC/D-
Number of facilities | {yildine of QIC
2.4.4 Train staff on risk management _ where orientation serviceg N-TFC
guidelines and tools of staffs has been .
conducted providers
completed
itori g M & E tool risk M&E Tool
2'4'5. Monitoring & SUpervision p lan Nil management in developed QIS/N-QITC
for risk management in facilities place
Number of facilities
. where staffs are M&E . Facility
2.4.6 Establish a system for trained on risk mechanism on QIC. Div-
monitoring of risk management in Nil management risk QIC’D-
facilities . management ’
Number of facilities developed QIC,N-TFC

providing M& E
reports
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Remarks/

Narrative summary Baseline Indicator Out put Responsible
Intermediate Objective 2.5: ugl’eclin Number of facilities Ir;gi(:;(t)ir(l)n &
Strengthen Infection Prevention and & ’ established IPC P
T Hand DO control(IPC)
Control (IPC) system in clinical hvei system in clinical
service ygiene service system
guideline established
IPC
2.5.1 Review & finalise existing _ IPC gulde} 1ne. guldehne.s,
. o Hand hygiene hand hygiene QIS
Hand hygiene guideline A L
guideline in place guidelines
finalized
2.5.2. Develop IEC material, video .
clip, poster, and booklet on hand B Numb@r of IEC IEC material QIS/N-TFC
’ material developed.
hygine programme
Number of facilities | IPC QIS/N-TEC
2.5.3 Printing & distribution of IPC - received IPC guidelines and
guidelines and tools guidelines and tools available
tools
254 Conducqon of bagehqe survey ) Survey report QIS facility
to assess hospital acquired infection Survey tool .
published QIS
occurrence
Number of facilities | C2P3IY | Facility QIC/
2.5.5 Train staff on IPC guidelines - where orientation serviceg Div-QIC/D-
and tools of staffs has been oviders QIC
conducted prov N-TFC
completed
. .. monitoring
2.5.6 Monitoring & supervision plan
for IPC guidelines and tools use in Nil M & E tool plan plan and QIS/N-QITC
o and tool necessary
facilities ;
tools in place
Number of facilities
where staffs are M&E Facilit
2..5.7 Establish a system for trained on use of mechanism on QIC D}i/v-
monitoring on use of IPC guidelines Nil IPC guidelines and | IPC guidelines QIC,D—
and tools in facilities tools and tools Q1 C’N—TF C
Number of facilities | developed ’
providing M& E
reports
2.5.8 Conduction of annual survey to Survey report QIS/Facility
assess hospital acquired infection B Survey tool published QIC
occurrence
Esatblished
Intermediate Objective 2.6: Establish Nufn.b.er @it heglth Medical
effective Medical waste management Liliticniniachive Waste
MWM doc | standard MWM
system Management
system and uses the .
selected colour bins Systemnicach
" | health facility
2.6.1.Review & finalise MWM MWM guideline in MWM
e - guideline QIS/N-QITC
guidlines and tools place -
finalized
Number of facilities | MWM QIS/N-TEC

2.6.2 Printing & distribution of
MWM guidelines and tools

received MWM
guidelines and
tools

guidelines and
tools available
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Remarks/
Narrative summary Baseline Indicator Out put Responsible
2.6.3 Introduce colour-coded waste Numbfr Orf fa;ll(litles Col?u;‘i(r:loded
bins in facilities - use FoIout CodeC wasieons N-TFC
medical waste bins available in all
as per guideline facilities
Number of facilities gj‘ﬁgiﬂtyo . Facility QIC/
2.6.4 Train staff on MWM guidelines where orientation serviceg Div-QIC/D-
and tools - of staffs has been roviders QIC
conducted p N-TFC
completed
2.6.5 Monitoring & supervision plan M & E tool plan nizglgr)gng
for MWM guidelines and tools use Nil and tool p Eecessa QIS/N-QITC
in facilities — in?)ylace
M&E
Number of facilities | mechanism on
where staffs are MWM L
trained on use of uidelines and Facility
2.6.6 Establish a system for MWM euidelines tgools QIC,Div-
monitoring on use of MWM Nil and toolgs developed QIC,D-
guidelines and tools in facilities Number of facilities P QIC,N-TFC
providing M& E
reports
Strategic Objective 3: Improve clinical practice
Number of facilities | Skills and
Intermediate objective 3.1: Improve }glri?fitézllng it léﬁg?gelds%:f(f)sf
knowledge and skills of clinical staff —— improved
on patient management gui de%ines and P
tools
List of
existing
3.1.1 Review and list (stocktaking) of | protocols/S .
available OP/guideli | Tool for data Stock taking
i g . report
protocols/SOPs/guidelines/EBM nes/monito | collection blished QIS
dul - publishe
modules ring tools
/EBM
modules
Plan finalized
3.1.2 Identify need for developing _ Number of rf](;rwdevelop
new protocols/SOPs/EBM or worksho rotocols/revie QIS/N-
reviewing availble ones P SV available TFC/N-QITC
ones
3.1.3 Review and update of existing ZtriESx/ef:r dOfro tocol Finalization of | QIS
protocols SOP,EBM & Develop new - Number o?‘ new required
protocols/SOPs/Guidelines developed protocol protocols
e Clinical
3.1.4 Printing & distribution of E‘ég}szg (glfgfc:;lillt 168 protocols/guid QIS/N-TFC
Clinical protocols/guideline, SOP - rotocols/euideline/ eline, SOP
&EBM P & &EBM
SOP &EBM .
available
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Remarks/

Narrative summary Baseline Indicator Out put Responsible
Number of facilities Eai‘fgf;tyo . Facility QIC/
3.1.5 Train staff on Clinical - where orientation sclzlrviceg Div-QIC/D-
protocols/guideline, SOP &EBM of staffs has been coviders QIC
conducted P N-TFC
completed
. .. Monitoring
3.1.6 Monitoring & supervision plan
for Clinical protocols/guideline, SOP Nil I;;I](;&tilt ool plan Ei];:;d QIS/N-QITC
&EBM use in facilities sary
tools in place
M&E
Number of facilities | mechanism on
where staffs are Clinical
. trained on use of protocols/guid | Facility
f’m]nzl tﬁ;ﬁ‘;ﬁ‘ ?1ssey?)tfercnlii(1)ircal Clinical cline.SOP&E | QIC.Div-
A Nil protocols/guideline, | BM developed | QIC,D-
Efof;(gﬁi?é%mdelme, SOP &EBM use SOP &EBM QIC.N-TFC
Number of facilities
providing M& E
reports
3.1.8 Introduce Clinical Indicators .Ch‘mcal Tool in place to Cllplcal Facility
indicator indicators
for different areas(OPD, IPD, measurethe clinical | . . QIC/N-
Emergency, OT, ICU, CCU etc.) of HSM, indicators introduced in TFC/QIS
geney, ’ ’ ) DGHS all units
Death audit ..
system in | Number of facilities (Cki:tl}llc:]llg;
Intermediate Objective 3.2: Establish some with established svstem
clinical/death audit systems place( clinical/ death audit ystem .
established in
HSM, system [
DGHS) facilities
Clinical audit tool Clinical/death | QIS
3.2.1 Review and develop clinical Death audit | '™ P lace 323212?)215 and
&death audit guidelines, tools tools Death audit tool in finalized
place
Number of facilities | Clinical/death
3.2.2 Printing & distribution of received audit QIS/N-TFC
Clinical/death audit guidelines, - Clinical/death audit | guidelines,
necessary tools guidelines necessary
necessary tools tools available
Number of facilities | 2Pacity Facility QIC/
3.2.3Train staff on clinical/death _ where orientation sélrviceg Div-QIC/D-
audit guidelines, necessary tools of staffs has been - QIC
providers
conducted N-TFC
completed
. .. Monitoring
3.2.4 Monitoring & supervision plan
for clinical/death audit guidelines, Nil M (f‘tcifo"l plan EL“C‘;:‘S‘;d QIS/N-QITC
necessary tools used in facilities sary
tools in place
Number of facilities | M&E
where staffs are mechanism on
- trained on use of clinical/death oy
3.2.5 Establish a system for .. . . Facility
monitoring on use of clinical/death Chﬁig%lr/lg:ath audit au?(itelines QIC,Div-
audit guidelines, necessary tools in Nil ﬁlelcessa tools ﬁgcessa > QIC,D-
facilities Ty fools ry QICN-TFC
Number of facilities | developed

providing M& E
reports
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Remarks/

Narrative summary Baseline Indicator Out put Responsible
3.2.6 Estabhsh a coqﬁdentlal audit National Audit _ .
committee at the national level . National audit
. . - committee . QIS/NQTIC/
(identify members, define clear TOR, e committee
. . composition and NTFC
provide secretarial support, and other . formed
TOR in place
resources)
3.2.7 Annual review on clinical/death - Annual Review Q;l\r]lil;li] QIS/N-
audit system in facilities plan QITC/N-TFC
completed
Number of facilities DI it
. L Referral S standard
Intermediate Objective 3.3: Improve practicing standard
system Ca Referral system
structured referral system. . referral guidelines, . .
exist established in
protocols and tools o
facilities
3.3.1 Define and identify levels of A document of Level of care QIS/N-
care and mix of services for each - level of care in document QITC/N-TFC
type of facility place available
ferral QIS/N-
3.3.2 Review existing referral - - referra QITC/NT-
S . Referral guidelines | guidelines o
guideline and update as required FC/Facility
updated QIC
3.3.3 Printing & distribution of - Number of facilities ref.czirr?l d QIS/N-TFC
referral guidelines and tools I‘CC.CIV?d referral guidetines an
guidelines and tools | tools available
Number of facilities ga.ffg.c“y . Facility QIC/
3.3.4 Train staff on referral - where orientation s:rlvicl:lelg ° Div-QIC/D-
guidelines, necessary tools of staffs has been - QIC
P d providers N-TFC
conducte completed B
. .. Monitoring
3.3.5 Monitoring & supervision
plan for referral guidelines, necessary Nil M & E tool plan plan and QIS/N-QITC
. T and tool necessary
tools used in facilities
tools devloped
Number of facilities ijﬁanism on
where staffs are referral
. trained on use of S Facility
3.3.6 Establish a system for S guidelines, f
.. referral guidelines, QIC,Div-
monitoring on use of referral . necessary
I . Nil necessary tools QIC,D-
guidelines, necessary tools in tools
facilities developed QICN-TFC
Number of facilities P
providing M& E
reports
Facility
Intermediate Objective 3.4: SOP in Number of faclities ?rilta});stlalfiirihe
Establish use of Standard Operating some practise SOPs for 5 fg OP for
Procedures for support services places support services
support
services
SOPs for
3.4.1 Develop new and review - Number of SOPs support QIS
available SOPs for support services. for support services | services
developed
e SOPfor
3.4.2 Printing & distribution of SOP Number of facilities support QIS/N-TFC
P f - received SOPfor -
or support services . services
support services !
available
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Remarks/

Narrative summary Baseline Indicator Out put Responsible
Capacit o
Number of facilities buirl) din Y of Facility QIC/
3.4.3 Train staff on SOP for support _ where orientation cng Div-QIC/D-
services of staffs has been service QIC
conducted providers N-TFC
completed
Monitoring
3.4.4 Monitoring & supervision plan and
plan for implementation of SOP for Nil xcﬁilt(ml plan necessary QIS/N-QITC
support services tools
developed
Number of facilities
where staffs are M&E . o
trained on use of mechanism on | Facility
3.4.5 Establish a system for SOP for support use of SOP for | QIC,Div-
monitoring use of SOP for support Nil services support QIC,D-
services service is QIC,N-TFC
Number of facilities | developed
providing M&E
reports
Intermediate Objective 3.5: Develop N“?“.b.er (.)f 5 pandancl
. facilities introduce SOP are
and introduce standards, SOP for Draft SOP
laboratory and imaging services Standarsis, SIOIE o fieveloped &
lab services introduced
Laboratory
3.5.1 Review and develop standards .Labqratory a.nd and imaging N
& SOP for laboratory and imaging B 1Maging Service. Service QIS/N-
services standards, SOP in standards & QITC/N-TFC
place SOP
developed
S standards &
Number of facilities
3.5.2 Printing & distribution of received standards | PO tor | QISNTEC
standards & SOP for laboratory and B & SOP for imagin 4
imaging services laboratory and servgicef
imaging services available
Number of facilities g airl)gic;lty £ Ea;chti/C(/)]I)C/
3.5.3 Trainstaff on standards & SOP _ where orientation uriding o v ;
. . . service QIC/
for laboratory and imaging services of staffs has been .
conducted providers N-TFC
completed
3.5.4 Monitoring & supervision R/ll;);lltr(;gng QIS/N-QITC
plan for implementation of standards Nil M & E tool plan ﬁ ecesasa
& SOP for laboratory and imaging and tool tools Ty
services
developed
Number of facilities M&E .
mechanism on
where staffs are
. use of
trained on tandards &
monitoring use of SS OP for Facility
3.5.5 Establish a system for standards & SOP laboratory and QIC/Div-
monitoring use of standards & SOP Nil for laboratory and imaein Y QIC/D-
for laboratory and imaging services imaging services EINg QIC/N-TFC
services
developed

Number of facilities
providing M& E
reports
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Remarks/

Narrative summary Baseline Indicator Out put Responsible
Strategic Objective 4: Improve Leadership Management systems
Intermediate Objective 4.1: Introduce TQM Number offioilitic. J RO
. programme | practice 5S-CQI- programme
Total Quality Management ; 1 blished i
(TQM)approach in haelth facilities 1¥1.7. QAL 0w esta 1saed i
facilities all facilities
TQM strategic TQM strategic
4.1.1 Review TQM strategic document documents,
documents, action plan QI- ,trainin - action QIS
> p > g o plan,training
manuals TQM training manuals
manual finalized
o o Number of facilities | TQM strategic QIS/N-TFC
4.1.2 Printing & distribution of TQM - received TQM documents &
strategic documents & action plan strategic documents | action plan
& action plan available
Number of facilities Ca}fa?lty . Facility QIC/
4.1.3 Train staff on 5S-CQI-TQM where orientation building o Div-QIC/D-
i iliti ) fstaffs has been | oot QIC
tool in all facilities of sta providers
conducted completed N-TFC
4.1.4 Form facility QIC and WIT & Number of health 1 1.\, Facility QIC/
X . _ facilities forming . X
assign QIT focal person in all health facility QIC and committees Div-QIC/D-
facilities y developed QIC/QIS
WIT
Monitoring
4.1.5 Monitoring & supervision plan . M & E tool plan plan and
for TQM implementation activities Nil and tool necessary QIS/N-QITC
tools in place
Number of facilities M&E .
mechanism on
. o where staffs are
4.1.6 Capacity development training trained on TFQM ] -
of the service provider on monitoring monitoring of TQM implementatio | Facility
and evaluation. implementation n activities QIC,Div-
Nil activities developed QIC,D-
QIC,N-TFC
Number of facilities
providing M& E
reports
4.1.7 Annual review on TQM Annual
. . N . . QIS/N-
implementation activities in Annual review plan | Review
s QITC/N-TFC
facilities completed
Intermediate Objective 4.2: Bumbero fac111t1es Establish good
. - use composite o
Strengthen clinical supervision and . L. .. monitoring &
o i e Nil clinical supervision ..
monitoring within all facilities and at - supervision
and monitoring .
all levels mechanism.
tools
Guidelines for
4.2.1 Review available clinical Guidelines for Clinical
guidelines and develop new _ clinical supervision | supervision QIS/N-
guidelines for clinical supervision and monitoring in and TFC/N-QTIC
and monitoring place monitoring
finalized
Number of facilities g;légce;;nes for QIS/N-TEC
4.2.2 Printing & distribution of received guidelines vision
guidelines for clinical supervision - for clinical :11;1216 VIsIo
and monitoring all facilities supervision and S
PR monitoring
monitoring .
available
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Remarks/
Narrative summary Baseline Indicator Out put Responsible
e Capacity Facility QIC/
4.2.3 Train staff on guidelines and Number 9f fac.lhtles building of Div-QIC/D-
tools for clinical supervision and B where orientation service QIC
L of staffs has been -
monitoring conducted providers N-TFC
completed
4.2.4 Monitoring & supervision plan Monitoring
for 1mpl§:mentat10n of cl}mcal Nil M & E tool plan plan and QIS/N-QITC
supervision and monitoring and tool necessary
guidelines tools in place
Number of facilities | M&E
where staffs are mechanism on
trained on clinical
4.2.5 Establish a system for monitoring on supervision Facility
monitoring on implementation of implementation of and QIC,Div-
S - . . clinical supervision | monitoring ’
clinical supervision and monitoring Nil L P QIC,D-
videlines and monitoring guidelines QIC.N-TFC
g guidelines developed ’
Number of facilities
providing M& E
reports
Intermediate Objective 4.3: Improve Plan i Health
. g 2 information system Integrated
use of health information for quality HMIS .
: o . . for quality HMIS
improvement within an integrated functioning | . s - d
HMIS 1r;1provement in evelope
place
4.3.1 Assess needs for periodic Training QIS/D-
training in patient records keeping, . Periodic training completed and | QIC/Div-
data management and provide plan report QIC/Facility
training to address those needs published QIC
4.3.2 Continually assess the Efficiency & QIS/N-
efficiency and effectiveness of the - offec tiver?ess Quality data QITC/N-
MIS to generate data that is useful produced TFC/ Facility
for monitoring quality of care assessment tools QIC
4.3.3 Provide regular and timely -
Regular Facility
1%3212 ack of aggregated data to all - Feedback plan feedback QIC/N-
completed TFC/N-QITC
‘f‘oi .;’lfr?rfi?l;rZEZ l(llseii(;iforsliigllgncgta - Database in place Reliable data QIS/N-
produced QITC/N-TFC
4.3.5 Supervise and monitor Monitoring QIS/N-
adherence to guidelines - Monitoring tools report QITC/N-TFC
published
Intermediate Objective 4.4: Ensure Number of health Eea;llglmcl;re
that all facilities meet the national Nil facilities practice standards has
health care standards NHCS :
implemented
National
4.4.1 Develop new and review National health care | health care
available National Health Care - standard guidelines | standard QIS/N-QITC
Standard guidelines in place guidelines
developed
Number of facilities | National QIS/N-TEC
4.4.2 Printing & distribution of received National Health Care
National Health Care Standard - Health Care Standard
Guidelines Standard Guidelines
Guidelines available
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Remarks/

Narrative summary Baseline Indicator Out put Responsible
Number of facilities glfifl’gic;tyo c Facility QIC/
4.4.3 Train staff on National Health - where orientation serviceg Div-QIC/D-
Care Standard Guidelines of staffs has been roviders QIC
conducted E ompleted N-TFC
o .. Monitoring
4.4.4 Monitoring & supervision plan
for implementation of National Nil I:;fl(;&t(ilt()()l plan g leaclé f;d QIS/N-QITC
Health Care Standard Guidelines ssary
tools in place
Number of facilities
where staffs are M&E
gﬁgﬁgﬁgg on mechanism on
4.4.5 Establish a system for implementation of Ezzt;l(t)llll%are g‘r}(élg}ilv_
monitoring implementation of Nil National Health Standard QI C’D-
National Health Care Standard Care Standard Guidelines QIC’N-TFC
Guidelines in facilities Guidelines developed ’
Number of facilities
providing M& E
reports
. Hospital
: S— . HOSpltB:I : Accreditation
Intermediate Objective 4.5: Develop . Accreditation
hospi A= Nil . system
ospital accreditation system system in place. ol
implemented
4.5.1 Formation of a core committee _ Core committee in gc?tfmittee N-QISC/QIS
for hospital Accreditation system place formed
Document on t Standard for
. o Standards for Hospital
4.5.2 Develop Hospital Accreditation - Hospital Accreditation QIS/N-TFC
standards o
Accreditation document
finalised
4.5.3 Formation of assessor team - Assessor team in Assessor team QIS/N-TFC
place formed
4.5.4 Formation of Hospital _ . HA board
Accreditation board HA board in place formed NSC/QIS
_ Number of hospital | HA system HA
4.5.5 Introduce HA system accreditated establised board/QIS
Collaboration
Intermediate Objective 4.6: mechanism
Collaborate with the various established
regulatory & professional bodies to Nil with different
ensure that all staff are of good regulatory
standing on yearly basis bodies
Collaboration Collaboration QIS/Regulato
4.6.1 Develop collaboration policy - policy document in | policy bodi egs
place developed Y
4.6.2 Introduce collaboration Collaboration QIS/N-
mechanism with professional _ .

. T Task team in place mechansm TFC/Regulat
regulatory bodies and associations by introduced orv bodies
task team y

Number of facilities Service
Intermediate Objective 4.7: Establish conducted yearly o
system for assess and improve survey for Service Is)atis faction
Service provider’s satisfaction providers status assessed
satisfaction
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Remarks/

Narrative summary Baseline Indicator Out put Responsible
4.7.1 Survey to assess Service _ . Survey report Facility
provider’s satisfactions Survey tool in place published QIC/QIS
Strategic Objective 5: Improve public health & preventive services
Policy guideline to Community
Intermediate Objective 5.1: Promote, promote, protect health
protect the health of the community, the health of the improved.
reduce health inequalities and community, reduce | Health
improve accessibility to achieve health inequalities equalities
UHC and improve ensured
accessibility to
achieve UHC
d . QIS N/i\l
5.1.1 Conduction of survey to assess _ Report QITC/N-
community needs and demands Survey tool published TFC/aciliy
QIC
5.1.2Develop communication Communicatio
strategy to promote, protect the Communication n strategy QIS/N-
health of the community, reduce - strategy guidelines | guidelines QITC/N-TFC
health inequalities and improve in place printed and
accessibility to achieve UHC distributed
Number of facilities | Communicatio | QIS/N-TFC
5.1.3 Printing & distribution of _ received n strategy
Communication strategy guidelines Communication guidliene
strategy guidelines available
5.1:4. Regular awareness program in _ Awareness plan in Awareness N-TFC/QIS
facilities place developed
5.1.5 Prepare strategic plan for . .
diseases prevention and health - Strtetgic plan in Strategy N-TFC/QIS
. place implemented
promotion programme
5.1.6 Train staff on communication Number of facilities Ca.pa.c1ty Fqcﬂlty QIC/
strategy to promote, protect the . . building of Div-QIC/D-
. - where orientation .
health of the community and service QIC
. . . of staffs has been .
strategic plan for diseases prevention providers N-TFC
. conducted
and health promotion programme completed
5.1.7 Monitoring & supervision plan
for implementation community Monitoring
strategy guidelines, strategic plan for . M & E tool plan plan and o
diseases prevention and health Nil and tool necessary Facility QIC
promotion programme and tools in place
awareness programme
Number of facilities | M&E
where staffs are mechanism
trained on developed for
monitoring on implementatio
5.1.8 Establish a system for 1mplemeptat10n of nof . Facility
. . community strategy | community f
monitoring implementation of - ; QIC,Div-
. S . guidelines, strategic | strategy
community strategy guidelines, Nil lan for diseases videlines QIC,D-
strategic plan for diseases prevention P & : QIC,N-TFC

and health promotion programme

prevention and
health promotion
programme
Number of facilities
providing M& E

reports

strategic plan
for diseases
prevention and
health
promotion
programme
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Remarks/

Narrative summary Baseline Indicator Out put Responsible
Intermediate Objective 5.2:
Strengthen partnership and co- Strategic action Partnership &
ordination of facilities with other plan for collaboration
ministries/departments & partnership and established
communities in the development, coordination in among the
implementation and evaluation of place ministries and
health programme community
Policy
5.2.1 Develop policy guideline on Policy guideline on ig;l(iﬁ:hne on QIS/N-
inter-ministerial co-ordination to B inter-ministerial co- e
T ministerial co- | QITC/N-TFC
promote health programmes ordination in place L
ordination
developed
Community . D-QIC/ Div-
5.2.2 Develop the Community _ participatory plan COIl'.ll'I.lunl.ty QIC/Uz-
s participation o
participation plan devloped at local landeveloped QIC/Facility
level prandevelop QIC/QIS
Intermediate Objective 5.3: Management plan Public health
Introduce and implement outbreaks, in place to deal protected
epidemics, Disaster management with outbreaks, during
activities epidemics, disaster | emergency
5.3.1 Develop guidelines and tools - Guidelines
. . . _ Guidelines and
for outbreaks, epidemics, disaster - and tools
. e tools in place
management in facilities developed
Number of facilities ﬁ;loliiself?res and
5.3.2 Printing & distribution of received guidelines outbreaks, QIS/N-TFC
A - and tools for . .
guidelines and tools for outbreaks, epidemics,
. . . outbreaks, -
epidemics, disaster management . . . disaster
epidemics, disaster
management max_lagement
available
s Capacity Facility QIC/
5.3.3 Train staff on guidelines and Number of facilities |y i14ing of | Div-QIC/D-
. . - where orientation .
tools for outbreaks, epidemics, service QIC
. of staffs has been .
disaster management providers N-TFC
conducted
completed
5.3.4 Monitoring & supervision xgﬁgﬁgng
plan for implementation of . M & E tool plan :
guidelines and tools for outbreaks, Nil and tool ?(fglz ssary QIS/N-QITC
epidemics, disaster management developed
Number of facilities M&E .
mechanism on
where staffs are
trained on use of R
uidelines and tools SOPs, guidelin Facilit
5.3.5 Establish a system for & es and tools Y
. L for outbreaks, QIC,Div-
monitoring guidelines and tools for . . . . for outbreaks,
. . . Nil epidemics, disaster . . QIC,D-
outbreaks, epidemics, disaster epidemics,
management - QICN-TFC
management disaster
management

Number of facilities
providing M&E
reports
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Remarks/

Narrative summary Baseline Indicator Out put Responsible
Strategic Objective 6: Ensure all necessary inputs for quality improvement
Good
Intermediate Objective 6.1: Ensure Poor Infrastructure ;rrllfsrlzlirs:("iu::(t)ure
standard infrastructure for delivery infrastructu | Maintenance plan meet the
of quality services re plan in place prevalent QI
norms
Facility
6.1.1: Ensure adequate space among - Ecl:ggi (Eﬁm to Sgggiti;or QIC,Div-
departments within facilities. workloa dg ]gnsure d QIC,D-
QIC.Uz-QIC
Patient Facility
6.1.2 Ensure Patient amenities as per - List of standard amenities QIC,Div-
patient load. amenities ensured QIC,D-
QIC.Uz-QIC
6.1.3: Ensure appropriate layout and Facility
_ Plan QIC,Div-
demarcated areas among departments Layout plan implemented QIC.D-
within facilities QIC.Uz-QIC
6.1.4: Ensure adequate circulation Adequate galcélg}ilv_
and open spaces among departments - Layout plan circulation QIC,D—
within facilities ensured QIC.Uz-QIC
) Safety of
Intermediate Objective 6.2: Ensure r};}:la}i,rslltZ?llafliietyl;;l?n ngz;fi:r &
physical safety and maintenance of Nil p prov
: place. service
the infrastructure 7
recipient
ensured
6.2.1 Ensures the seismic safety of _ Sseszgslircl:r?tf ety Seismic safety facility QIC
the infrastructure of facilities checklist ensured y
6.2.2 Ensures safety of electrical _ Electrical safety Electrical facility QIC
establishment in facilities checklist safety ensured Y
Intermediate Objective 6.3: Ensure Plan for required Skilled health
adequate qualified, trained staffs Training T gervice care
required for providing the assured plan exists e oL workforce
: providers in place
services ensured
o Number of Adequate facility
gf&tfs:;lrigjgzggi? SF:\S;;E?: - specialist doctors specialist QIC/QIS /N-
p p ) against requirement | ensured QITC
6.3.2 Ensure adequate general duty Number of general [z(fegg??u facility
doctors as per service provision and - duty doctors against %oc oS ty QIC/QI S/N-
work load. requirement QITC
ensured
6.3.3 Ensure adequate nursing staff Number of nurses Adequate facility
as per service provision and work - against requirerment | HUISes QIC/QIS /N-
load. g qa ensured QITC
6.3.4 Ensure adequate lab {igﬁ:l ?sirazg/la:rame ggﬁg}l;;en /lab facility
technicians/paramedics as per - di ANs’p di QIC/QIS /N-
requirement. ics against paramedics QITC
requirement ensured
Number of support | Adequate facility
gf'soir/lsgf]zg{es(g?;e - staff against support staff QIC/QIS /N-
pportg . requirement ensured QITC
Servi facility
. . . ervice QIC/Div-
6.3.6 Ensure required training/skill - Training plan providers QIC/D-
of service providers gp received QIC/Uz-
training. QIC/N-TFC
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Remarks/

Narrative summary Baseline Indicator Out put Responsible
Facility has
6.3.7 Reviewjob description and - JDs in place JDs for facilit
ensure their availability in facilities services by QIC /les
staffs
] - Number of facilities | Supply of
Intermediate Objective 6.4: Ensure with no stockout of | essential drugs
adequate and essential drugs and Drug list essential drugs and | and logistics
logistics in facilties equipments ensured in the
facility —
il Updated drug Essential actiy.
(61;[&1. ISE?Slgi?’l ?g%lllglélhty of adequate - inventory register drugs are 8%8;81_\/'
gsatp : in place available QIC/QIS
facility
6..4.2 Ensure adequate consumables . List of available acx?;ls:t?ill?l) les QIC/Div-
at point of use. consumables ensured y QIC/D-
QIC/QIS
: Emergency e
6..4.3 Ensure maintenance of r%};%gl}gnioer of drug tray 8&1:1}8’ iv-
emergency drug trays at each point - d regular 1C/D
of care emergency drug maintenance Q T
tray ensured QIC/QIS
Strategic Objective 7:Ensure all necessary Support services
Intermet(}ia'qe Objective 7.1: Enst(lire Logistics 1Sysfcegn for
system for inspection, testing an : ogistic
maintenance and calibration of Nil ?ﬁanll;ggance plan maintenance
equipment p ensured
Logistic/equipm
g . ent maintenance
7.1.1 Establish system for _ hz%;igg;%%glgg?m system facility
maintenance of logistics/equipments in place established in QIC/QIS
p health facilities
Staffs are aware
7.1.2 Ensure availability of operating Operating and g%%?;a;ﬁlal facilit
and maintenance instructions with - maintainance mgjntenance of | QIC /515
the users of equipment. instruction in place logistic and
equipments
SOP
: ot . : SOP .
e Tostorage nventor | Iplmened o
inventory management and nil zimaéréa%ﬁmg?ﬁld inventory
dispensing of drugs in pharmacy and ; HSpl 5 ci 8 8 management
patient care areas p arf{(ér(lilispensmg
of drugs
) ] facility
and indenting drugs and oo Une - Forecasting planin | OIGHHEe | G160
consumables. place established QIC/Uz-QIC/
QIS
facility
Drug p
7.2.2 Ensure system for - Drug Procurement procurement 8%881‘/'
procurement of drugs. guideline uideline
QIC/Uz-QIC/
ollowed QIS
facility
QIC/Div-
7..2.3 Ensures proper storage of - Storage guideline in Driliigelsitr(l)éage QIC/D-
drugs and consumables. place U QIC/Uz-QIC/
ollowed QIS
facil/ity
. . QIC/Div-
7.2.4 Ensure management of expiry - Ekfel:)clg n(ér;logol sin El?e%nk}llndmtgols QIC/D-
and near expiry drugs. place follow Q%C/UZ-QIC/

QIS
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Remarks/
Narrative summary Baseline Indicator Out put Responsible
| Inventory anf(ljl /it g
: : nventory management iv-
ZriiﬁSaEeSrtg}:)rllltst}::g Isltierlrllegor mventory - management plan mechanism QIC/D-
g ques. in place system QIC/Uz-QIC/
established QIS
Intermediate Objective 7.3: Ensure safe, Safe & comfortable ngsé?n flio
secure and comfortable environment to nil environmental plan safety and
staff, patients and visitors. in place Secensunup ety
Plan to identity facility
Adequate p
7.3.1 Ensure adequate illumination at _ Zri)arsogfiea(tle ﬂlllmeqlnaﬁon 8}8;81‘7'
patient care areas. illl)umlnations in ?:cmm QIC/Uz-QIC/
place } QIS
Patient safcty facility
1Z.Z'.Z Ensure provision of visiting _ Visilting time plan infection and 8%8;81%
ours in place appropriate ~
envirnment 8%(S:/UZ QIC/
ensured
facility
7.3.4 Ensure security system in - Security plan in Security system 8%8?81‘/'
place at patient care areas. place ensured OIC/Uz-QIC/
SOP practiced QIS
prac
7.3.5 Ensure orientation on SOPs by p and safety oy
staff for ensuring safety measures - SOP in place ensured by auders facility QIC
service provi
] ] facility
7.3.6 Ensure system to display work _ Work instruction in gg\;ﬁ%ucuon 8%8’81‘/_
instructions at Point of use. place service prozlzidets QIC,UZ-QIC
QIs’ '
Strategic Objective 8: Develop effective outcome measure system for QI
Intermediate Objective 8.1: Ensure - Facility KPI
system to measure KPI and Nil Fﬁﬁliﬁ%irceﬁgﬁgn ensured as per
endeavors to reach National S e national
Benchmark. p benchmark
List ofKPIin place
8.1.1Develop list of KPI and _ Tool for ﬁgigﬁgr}gﬁtfor QIS
measurement tools measurement in developed
place P
Number of facilities | list of KPIand QIS/N-TEC
8.1.2 Printing & distribution of list - received list of KPI, | tools for
of KPI, tools for measurement tools for measurement
measurement available _
Number of facilities | Capacity ]l;alsll_lth%/C%I)?/
8.1.3 Train staff on KPI and - where orientation building of QIC
measuring tools of staffs has been service providers N-TEC
conducted completed
facility
Regular .
8.1.4 Estlablish system for measurig - El%zlssufgin ent in measurement on 8%8;8“"
KPI in alt t rt KPI .
in alternate quarters place ensuggg[ess 8ig/UZ_QIC/
8.1.5 Establish system for measuring . .
compliance of KPI with National Nil Compliance plan of | Compliance QIS/N-TFC
Benchmarks KPI report published

Note: Activities of the implementation plan will be implemented by Director Hospital & Clinics & Line
Director HSM, Dirctor Primary Health Care & Line Director ESD of DGHS, under the supervision of
Quality Improvement Secretariat (QIS). QIS will be responsible mainly for development of guidelines,
protocols, standards & other necessary tools for Quality Improvement & monitoring of the activities.
Line Director HSM will be responsible for implementation of the activities in the secondary, tertiary level
&Line Director ESD will be responsible for primary level. Director MIS, DGHS will provide technical
assistance for developing web based monitoring & supervision framework for QIS.
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Part-Four:
Organizational Framework

Section A: Overview of the committees

The committees that are set up for QI initiatives and activities are as follows:

A.

ii.

ii.

iv.

Organizational level committees:

At national level, there is one central committee (National QI committee) and there supporting
committees (National QI Steering committee, National QI Technical committee, & National Task
Force Committee). The primary role of the committees at the national level is to provide overall
guidance, mentoring and monitoring of QA efforts all over country.

National Steering Committee (N-QISC) consists of representatives from MOHFW, DGHS,
DGFP, with Secretary of MOHFW as the chair.

National QI committee (N-QIC) consists of representatives from MOHFW & different line
directors of DGHS, DGFP, Nursing Directorate, BMA and other professional stakeholder.

The QI secretariat housed within the Health Economics Unit (HEU) of MOHFW serves as a
formal management body of National QI committee. The Secretariat supports to accomplish QI
initiatives across the country and strengthen and coordinate QI activities in health sector both
public and private.

National Technical Committee (N-QITC) consists of representatives from DGHS, Professional
bodies, DPs and other organizational bodies, with the DG, DGHS as the chair.

The National Task Force Committee (N-TF) consists of representatives from DGHS and
Director hospitals as the chair person.
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B. Facility level committees:

The facility level committees are organized at different tiers of health facilities and serve as means of
carrying out the quality initiatives at individual facility level. The following table summarizes the
committees by level :

Different QI committees at a glance

Administrative Committees by organizational level Committees by 'facility level
levels (public)
MOHFW a. National QI Steering committee (N- a. Specialized Hospital
(National) QISC) Committee (SPH-QIC)
b. National QI Committee (N-QIC) b. Medical College
Hospital Committee
QI Secretariat (QIS) (MCH-QIC)
DGHS a. National QI Technical committee
(National) (N-QITC)
b. National Task Force Committee
DGFP (N-TFC)
(National)
Division Divisional Quality Improvement committee
(Div-QIC)
District District Quality Improvement committee District Hospital QIC
(D-QIC) (DH-QIC)
Upazilla Upazila Quality Improvement Upazilla Health Complex QIC
Committee(Uz-QIC) (UHC-QIC)

Private Health Facility Quality Improvement Committee (PQIC)
*QIC at Private Specialized Hospital, QIC at Private Medical College Hospitals, QIC at Private
Hospitals/Clinics)

Reporting mechanism and co-ordination of Organizational Level Committees

The national level committees are liable to update and report to the N-QIC/QI secretariat on their
routine activities. There will be scheduled co-ordination meetings among national committees as
follows:

e Bi-annual review meeting between N-QIC & N-QITC &N-TFC
e  Quarterly review meeting among N-QIC & N-TFC

Moreover, the national level committees will conduct their internal review meetings bi-monthly on
progress and updates whereas the divisional and below committees will conduct monthly internal
review meetings. Apart from these, the divisional committee (Div-QIC) will arrange a quarterly co-
ordination meeting involving the district and upazila committees.

The committees will follow web-based reporting mechanism and regularly report to higher bodies as
per the following plan:

31



N-TFC &N-QITC Div-QIC D-QIC Uz-QIC

Quarterly Monthly Monthly Monthly
reporting reporting reporting reporting
NQIC/QIS e« Naic/als ¢ N-TFC eN-TFC
e N-TFC b DiV'QIC .D_QIC

+Copies to be given to H-

OIc; 01 «Copies to be given to

FI-CHC/ CRIS

Fig: Reporting channel of Organizational Level Committees

Similarly, facility level committees are to submit a monthly report to higher reporting bodies and will
receive a feedback as per need. These committees will also conduct internal review meeting on a
monthly basis to share the feedbacks and address the needful interventions.

* NQIC/QIS

Specialised Hospital Committee
SPH-QIC

Medical Collecge Hospital « NQIC/QIS
Committee

MCH-QIC

District Hospital quality e N-TFC
improvement committee s Div-QIC
DH_Q|C * “Copies to be sent to NOIC/TS

Upazila Health complex Quality EH\Eide
improvement committee « D-QIC

] HC—Q'C . =“Copies to he be sent to NQIC/ QIS

Fig: Reporting channel of Facility Level Committees
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In general, monitoring and supervision visits will be made in line of chain of command. The higher
level will conduct supervision and monitoring of lower level as external assessors. At district and
upazila level, managers and service providers will plan for monthly field visits following structured
checklist of monitoring and supervision. As external assessors, there will be quarterly visits by the
divisional authority. Similarly, the divisional field supervision and monitoring visits will be done by
the divisional managers as well as service providers. As external assessors, the national team (N-
QIC/N-TFC) will accompany on a quarterly basis. Every quarterly, field finding will be thoroughly
reviewed and appropriate actions will be taken based on the findings.

Section B: Organizational Level Committees

National QI Steering committee (N-QISC)
This is the highest level committee at the ministry level to provide policy guideline and support to the QI Program.

/Composition of N-QISC \

Chairperson: Secretary, MOHFW
Member Secretary: Program Manager, QA Program, DGHS
Members:
. Director General, DGHS
. Director General, DGFP
. Joint Secretary (Development), MOHFW
. Joint Secretary (Hospital), MOHFW
. Joint Chief Planning, MOHFW
. Director PHC, DGHS
. Director Hospital, DGHS
. Director MIS, DGHS
. Director Planning, DGHS
. Line Director, IST, DGHS
. Director CMSD
. Project director, Community Clinic, MOHFW
. Director (MCH-Services), DGFP
. Director MIS, DGFP
. Line Director, Clinical Contraception, DGFP
. Chief Health Officer, Dhaka City Corporation
. Project Director, UPHCP (urban PHC)
. Director, Nursing
. Representative from Dhaka Medical College Hospital
. Representative from CMMU
. Director, Bangladesh Medical College
. President, BMA
. President, Bangladesh Nursing Association

\ . President, Private Clinic Association /

Terms of references for N-QISC
* Actas a top management advisory body for QI Program
*  Enhance top management commitment to QI of health services
*  Approve the products developed by the QI Program
*  Follow up the progress of QI program implementation and impact
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National Quality Improvement Committee (N-QIC)

The main role of the NQIC is to co-ordinate among national committees, monitor and review
organization and facility level committees.

/ Composition of N-QIC \
Chair person: Joint Secretary/ DG HEU
Member Secretary: Deputy Director-HEU / Focal Person SSK Cell
Members:
e ADG, Planning
. Director PHC, DGHS
e  Director Hospital&Clinics, DGHS
e  Program Manager, QA, DGHS
Director MCH DGFP
Director NIPSOM
President/ Secretary General, BMA
President/ Secretary General, BPMPA
President, BMDC
Director, Nursing, BNC
CHO, Dhaka City Corporation

Director Drug Administration
President/ Secretary General Clinic owners associatior/

o

Terms of References for N-QIC:

Support to harmonize and improve the Quality of Care in performing both the
clinical and managerial responsibilities of the HPN workforce.

Ensure quality practices in health facilities (both govt.& private), ensure
professional accountability, develop organization culture.

Provide guidance & necessary direction to QI secretariat.

Coordinate among organizational & facility level QI committees.

Ensure the P4P in each facility level.

Responsible for update the QI strategy in regular interval.

Co-opt any member in the committee.

Modalities of internal review meeting

The N-QIC will meet quarterly for internal reviewing.

The Member Secretary will issue meeting notice at least 7 days before the scheduled date of
meeting with the approval of the Chairperson/ Vice Chairperson.

While every attempt should be made to ensure that the Chairperson and/or the Vice-
Chairperson are able to attend the meeting, however, in the absence of the Chair, the Member
Secretary shall have the right to convene the meeting and conduct it according to the set
agenda. Under such circumstances, the minutes of the meeting should be sent to all
members before finalization.

The Member Secretary will ensure the preparation of the agenda and notes for the meeting,
minutes of the last meeting and Action Taken Report (ATR), which will also be circulated in
advance to all committee members, at least seven days before the scheduled date for the
meetings.

An attendance by at least one-third of the Committee members will constitute the quorum
required for a valid meeting.

Member Secretary will ensure follow-up actions with responsibilities and time lines for the same.
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QI secretariat

Since the NQIC itself may not have the sufficient time to accomplish all these responsibilities, it
establishes a formal management office known as QI Secretariat. QI Secretariat has full-time staffs
reporting to the NQIC.

ﬁomposition of QI Secretariat: \

Director-1

Deputy Director-1

Assistant Director-2
Coordinator/Focal Person-1
Consultant-2

Medical Officer-4

Aadministrative officer/ Accountant-1
Data operator/ Computer operator-3

Q/ILSS—4 /

Terms of references for QI Secretariat:

Provide administrative support to the N-QIC & perform tasks under the guidance and
supervision of N-QIC

Develop a coordination mechanism nationwide among organization and facility level
committees to ensure attainment of standards doe quality of care.

Develop a supervisory and monitoring plan to be implemented by committees to oversee the
quality improvement activities and ensure its functionality

Monitoring and supervision of QI activities in both the public and private facilities with
specific attention to conduct supervision and monitoring visits to be arranged jointly by N-
TFC and N-QIC

Ensure attainment of standards for Quality of Care by the facilities with coordination of
organization & facility level committees.

Perform task on quality initiatives in coordination with DGHS & DGFP (LD,
HSM/ESD/MCH)

Review periodically QI activities for both public & private facilities.

Review QI related protocols, guideline, SOP, tools & Indicators in co-ordination with DGHS
Organize meeting according to the TOR of national committees

Organize ongoing review of standards and proposed updating as per need

Develop new tools, guidelines, SOPs, standards

Develop KPI and other indicators

Ensure quality of surveys (monitor the survey standards, review reports)

Support Quality Improvement training and orientation of the facility staffs

Conduct research on quality issue
Disseminate the Quality strategy with clarification as needed from health care facilities or

different QI committees

Develop a framework for regular client satisfaction survey to be conducted by the facility at
regular interval and orientation of the staffs

Yearly client satisfaction survey

Provide and/or support training courses (including printing) on national standards.
Support process for acknowledgement of the best performer among the service providers.
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National QI Technical Committee (N-QITC)

Primary responsibility of this group is to provide technical guidance and support to the QA Task Group

Composition of N-QITC

Chairperson: Director General, DGHS
Co-chair: Director General, DGFP
Member Secretary: Program Manager, QAP

Members:
e Director, Administration, DGHS
e Director PHC, DGHS
*  Director Hospital, DGHS
e Director MIS, DGHS
*  Director, Planning, DGHS
e Line Director IST, DGHS
*  Director CMSD
*  Director (MCH-Services), DGFP
*  Line Director, Clinical Contraception, DGFP
*  Chief Health Officer, Sylhet City Corporation
e Director, DNS
*  Representative from JICA
*  Representative from GIZ
*  Representative from UNICEF
*  Representative from UNFPA
*  Representative from WHO
*  Representative from Smiling Sun Clinics
*  Representative from Engender Health
*  Representative from Private Clinic Association

Terms of references for N-QITC

*  Guide and support the Task Group for priority setting and action plan development

* Coordinate the quality management issues with various stakeholders including the
development partners

*  Oversee the activities of the QA Task Group

*  Approve the plan and activities of the QA Task Group except for policy issues

*  Recommend the QA Task Group activities to the higher level committee (National Steering
Committee) as and when required
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National Task Force Committee (N-TFC)

The primary responsibility of the Task Force Committee is to develop/adopt/update the guidelines,
check lists and SOPs etc for the QAP and to monitor the activities in the field.

/ Composition of N-TFC \

Chairperson: Director, Hospitals & Clinics, DGHS
Co-chairperson: Director PHC, DGHS
Member Secretary: DPM, Quality Assurance Program
Members:

*  Program Manager, QAP, DGHS

*  Deputy director, Administration, DGHS

*  Deputy Director, PHC, DGHS

*  Deputy Director, MIS, DGHS

*  Deputy Director (training), IST, DGHS

*  Asst. Director (Coordination), DGHS

*  Deputy Director, MCH, DGFP

*  Deputy Director, Clinical Services, DGFP

*  DPM (Training), Hospital, DGHS

DPM, EOC, DGHS

*  Representative from JICA

*  Representative from GIZ

*  Representative from UNICEF

*  Representative from UNFPA

\ *  Representative from WHO /

Terms of references for N-TFC

e Map out the current quality management mechanisms and initiatives within public, private
and NGO health services

e Review and update the existing standard operating procedures (SPOs), checklists and
guidelines etc. covering the primary, secondary and tertiary health care service facilities

e Develop the QA work plan with specific roles and responsibilities
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Divisional Quality Improvement committee (Div. QIC)

The broad responsibility of this committee is to introduce, strengthen and oversee QI activities in all
health facilities under the purview of the divisions. The committee is also responsible for the quality
Improvement activities in accordance with the national guidelines and regular and accurate reporting
of various key indicators.

/ Composition of Div- QIC \
e  Chair Person: Director, Divisional Health
e Member Secretary: AD- Divisional health
e  Members
o Divisional directorFP
e Deputy director of MCH
e  Medicine Specialist-1
e  Surgery Specialist -1
e  Gynae& Obs Specialist 1
e  Anesthetist-1
e  Metron-1
e  Representative from medical professional bodies e.g. BMA
e Representatives City corporation

e Representatives from private hospitals/ Clinics
\ e Representatives from private diagnostics lab /

Terms of Reference for Div-QIC

—_—

Implement QI strategy & Guidelines in all health facilities at divisional level and below

2. Ensure attainment of the Standards for Quality of Care by Public & Private Health Facilities in
division
3. Monitor and mentor health facilities at divisional level

Necessary support for implementation of QI initiatives at divisional facilities

Support and ensure hospital administrator/managers/service providers to mentor motivate and
encourage quality improvement teams

Monthly supervisory visits to divisional health facilities

Ensure regular training and orientation of the QI teams

Ensure functioning of the QI teams in health facilities

4. Specific mentoring of district and upazila level units

Conduct quarterly routine supervisory and monitoring visits to the district and upazila facilities
Provide necessary support to establish a functional mechanism of QI activities at the district
and upazila facilities including training and orientations

Establish a regular reporting system from the district and upazila QI facilities to divisional
level and necessary feedback

Quarterly divisional co-ordination meeting with district and upazila facility level committees
Ensure ‘quality initiatives’ as an agenda in district and upazila monthly meeting

5. Regular reporting to higher level on divisional update on QI activities and share feedback in the
internal review meeting
- Monthly reporting to the NQIC/ N-TFC

Upload reviewed monthly report at divisional health website
Sharing of report in internal review meeting as well as with district and upazila committees and
other stakeholders
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9.

Periodic Review of the progress of QI activities

- Conduct divisional quarterly co-ordination meetings with district and upazila committees
- Conduct monthly internal review meetings

- Set targets, roadmaps and site example for best practices

- Review Quality scores attained by different categories of Public Health Facilities.
- Provide support for necessary corrections as per need

Support quality improvement process

- Organize yearly QI festival

- Recognize good performance by the facilities on QI activities

View and assess key performance indicators of quality

- Encourage to follow national key indicator chart

- Identify champions as model to encourage others

Co opt any member as per requirement

Modlalities to conduct Divisional Co-ordination meeting

a.

b.

f.

The Divisional Quality Improvement Committee will arrange Divisional co-ordination meeting
quarterly involving the district and upazila committees

The Member Secretary will issue meeting notice at least 2 weeks before the scheduled date of
meeting with the approval of the Chairperson/ Vice Chairperson. The district and upazila
participants will be notified even earlier.

While every attempt should be made to ensure that the Chairperson and/or the Vice-Chairperson
are able to attend the meeting, however, in the absence of the Chair, the Member Secretary shall
have the right to convene the meeting and conduct it according to the set agenda. Under such
circumstances, the minutes of the meeting should be sent to all members before finalization.
The Member Secretary will ensure the preparation of the agenda and notes for the meeting,
minutes of the last meeting and Action Taken Report (ATR), which will also be circulated in
advance to all committee members, at least seven days before the scheduled date for the
meetings.

An attendance by at least one-third of the Committee members will constitute the quorum
required for a valid meeting.

Member Secretary will ensure follow-up actions with responsibilities and timelines for the same.

Modalities to conduct Divisional Internal Review meeting

a.
b.

The Divisional Quality Improvement Committee will meet once in every month.

The Member Secretary will issue meeting notice at least 7 days before the scheduled date of
meeting with the approval of the Chairperson/ Vice Chairperson.

While every attempt should be made to ensure that the Chairperson and/or the Vice-Chairperson
are able to attend the meeting, however, in the absence of the Chair, the Member Secretary shall
have the right to convene the meeting and conduct it according to the set agenda. Under such
circumstances, the minutes of the meeting should be sent to all members before finalization.
The Member Secretary will ensure the preparation of the agenda and notes for the meeting, minutes of
the last meeting and Action Taken Report (ATR), which will also be circulated in advance to all
committee members, at least seven days before the scheduled date for the meetings.

An attendance by at least one-third of the Committee members will constitute the quorum
required for a valid meeting.

Member Secretary will ensure follow-up actions with responsibilities and timelines for the same.
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District Quality Improvement Committee (D-QIC)

ﬁomposition of D- QIC \

Chairperson: Civil Surgeon
Member secretary: DCS/MO, CS

Members

e DD, Family Planning

e UHFPO Sadar

e RMO/RP/RS

e Public Health nurse

e BMA

e Representatives from NGO

K e Representatives from private hospital & diagnostics /

Terms of references for D-QIC

1.
2.

3.

Implement QI strategy & Guidelines in all health facilities at district level and below

Ensure attainment of the Standards for Quality of Care by Public & Private Health Facilities in

district

Monitor and mentor health facilities at district level

- Necessary support for implementation of QI initiatives at district facilities

- Support and ensure hospital administrator/managers/service providers to mentor, motivate and
encourage quality improvement teams

- Monthly supervisory visits to district health facilities

- Ensure regular training and orientation of the QI teams

- Ensure functioning of the QI teams in health facilities

Specific mentoring of upazila level units

- Conduct quarterly routine supervisory and monitoring visits to the upazila facilities

- Provide necessary support to establish a functional mechanism of QI activities at the upazila
facilities including training and orientations

- Establish a regular reporting system from the upazila facilities to district level and necessary
feedback

- Ensure ‘quality initiatives’ as an agenda in upazila monthly meeting

Regular reporting to higher level on district update on QI activities and share feedback in the
internal review meeting

- Monthly reporting to the N-TFC/Div-QIC

- Upload reviewed monthly report at district health website

- Sharing of report in internal review meeting as well as with upazila committees and other
stakeholders

Periodic Review of the progress of QI activities

- Conduct monthly internal review meetings

- Set targets, roadmaps and site example for best practices

- Review quality scores attained by different categories of Public Health Facilities.

- Provide support for necessary corrections as per need
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- Review quality scores attained by different categories of Public Health Facilities.
- Provide support for necessary corrections as per need
6. Support quality improvement process
- Organize yearly QI festival
- Recognize good performance by the facilities on QI activities
7. View and assess key performance indicators of quality
- Encourage to follow national key indicator chart
- Identify champions as model to encourage others
8. Dissemination of QI policy and guidelines: The DQIC will be responsible for disseminating the
QI guidelines to service providers and stakeholders.
9.  Co opt any member as per requirement

Modalities to conduct internal review meeting

a. The district quality improvement committee will meet once in every month.

b. The Member Secretary will issue meeting notice at least seven working days before the scheduled
date of the meeting with the approval of the Chairperson.

c. While every attempt should be made to ensure that the Chairperson is able to attend the meeting,
however, in the absence of the Chair, the Member Secretary shall convene the meeting. Under
such circumstances, the minutes of the meeting should be sent to the Chairperson for information
and ratification

d. Member Secretary will ensure the preparation of agenda notes, and action taken reports, which
will be circulated in advance to all committee members preceding the DQIC meetings.

e. An attendance by at least one third of the Committee members will constitute the quorum
required for a valid meeting.

f.  Member Secretary will ensure follow-up actions with responsibilities and timelines for the same.

Upazilla Quality Imrpovement committee (Uz-QIC)

/ Composition of Uz- QIC \

Chairperson: Upazila Health& Family Planning
Officer

Member secretary (Selected by UHFPQO): Medical
Officer

Members:

«  Upazila Family Planning Officer

« MO, MCH

*  Health Inspector

. FPI

+ SACMO

+  Representatives from private
hospitals/clnics

+  Representatives from private diagnostic

lab

. /
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Terms of References for Uz-QIC

[

Implement QI strategy & Guidelines in all health facilities at upazila level and below
2. Ensure attainment of the Standards for Quality of Care by Public & Private Health Facilities in
upazila

3. Monitor and mentor health facilities at upazila level

- Necessary support for implementation of QI initiatives at upazila facilities

- Support and ensure hospital administrator/managers/service providers to mentor, motivate and
encourage quality improvement teams

- Monthly supervisory visits to upazila health facilities

- Ensure regular training and orientation of the QI teams

- Ensure functioning of the QI teams in health facilities

4. Specific mentoring of facilities at union level facilities and below
- Conduct quarterly routine supervisory and monitoring visits to the union facilities and below
- Provide necessary support to establish a functional mechanism of QI activities at the union
facilities and below including training and orientations
- Establish a regular reporting system from the union facilities to upazila level and necessary
feedback

5. Regular reporting to higher level on upazila update on QI activities and share feedback in the
internal review meeting
- Monthly r eporting to the N-TFC/Div-QIC
- Sharing of report in internal review meeting

6. Periodic Review of the progress of QI activities
- Conduct monthly internal review meetings
- Set targets, roadmaps and site example for best practices
- Review Quality scores attained by different categories of Public Health Facilities.
- Provide support for necessary corrections as per need

7. Support quality improvement process
- Organize yearly QI festival
- Recognize good performance by the facilities on QI activities

8. View and assess key performance indicators of quality
- Encourage to follow national key indicator chart
- Identify champions as model to encourage others

9. Co-opt any member as per requirement

Modalities to conduct upazila internal review meeting

a. The Upazila Quality Improvement Committee will meet once in a month.

b. The Member Secretary will issue meeting notice at least seven working days before the scheduled
date of the meeting with the approval of the Chairperson.

c.  While every attempt should be made to ensure that the Chairperson is able to attend the meeting,
however, in the absence of the Chair, the Member Secretary shall convene the meeting. Under
such circumstances, the minutes of the meeting should be sent to the Chairperson for information
and ratification

d. Member Secretary will ensure the preparation of agenda notes, and action taken reports, which
will be circulated in advance to all committee members preceding the DQIC meetings.
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a.

b.

An attendance by at least one third of the Committee members will constitute the quorum
required for a valid meeting.
Member Secretary will ensure follow-up actions with responsibilities and timelines for the same.

Section C: Facility level committees

QIC at Specialized hospital (Public & Private)

/ Composition of QIC at Specialized Hospital \

Chairperson: Director/Super/CEO
Member secretary: DD/AD-1
Members:

e  Senior level specialist-3

RP/RS-1

Medical officer-1

Nursing In-Charge/Nursing Supervisor-1
Lab-Manager-1

- /

Terms of References for Specialized Hospital Committees (SPH-QIC)

1.

Ensure adherence to the clinical protocols & quality standards:

Through regular internal assessments, audits, reviews etc the hospital QI committee members

should ensure that the protocols, guideline & standards set are being met. Corrective action plans

should be initiated for identified gaps.

Regular monthly reporting to the NQIC/QIS and sharing of feedback of report in internal review

meeting

Ensure implementation of QI strategy & guidelines at hospitals to attain quality of care

Monitoring and mentoring QI teams

- Regular inspection, review of QI activities and planning for continuous improvement-Provide
support for activities of quality improvement teams

- Ensure regular training and orientation of the QI teams with support from National Task force

- Ensure interdepartmental coordination through liaison with various departments within the
facility for effective implementation of QI activities.

Periodic Review of the progress of QI activities:

- Conduct monthly review meetings.

- Set targets, roadmaps and site example for best practices
- Review Quality scores attained by teams

- Provide support for necessary corrections as per need

Support quality improvement process:
- Organize yearly QI festival
- Recognize good performance by the facilities on QI activities

View key performance indicators of quality:

- Encourage to follow national key indicator chart

- Develop and maintain facility level indicators chart
- Identify champions as model to encourage others
Co-opt any member as per requirement
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Modalities to conduct monthly internal review meeting

a. Once the Specialized hospital (facility) QI committee is formed, areas for an initial
assessment need to be identified in the first meeting.

b. For achieving the standards, the committee will undertake the process of filling the
check list, scoring the measurable indicators, summing up area wise and services wise
gaps.

c. Assessment to be carried out and based on its findings follows up actions to be taken.

d. Monitoring of the follow up actions has to be done in the subsequent meetings. A
regular monthly meeting will be conducted

e. Assessments should be followed by time bound action plans along with person
responsible for each action shall be prepared.

f.  Facility in-charge and hospital manager should do daily rounds to supervise the QI
activities and sustain the motivational level of the staff.

QIC at Medical College Hospital (MCH - QIC)
f Composition of QIC at Medical College Hospital \
Chairperson: Director/ Super/CEO
Member secretary : DD/AD
Members:

Prof Medicine —1
Prof Surgery — 1
Prof Gyne- 1
Prof Anasthesia-1
Prof Pediatrics- 1
RP/RS-1

Nursing Supervisor

\ Administrative Officer J

Terms of References for QIC at Medical College Hospital (MCH - QIC)

1. Ensure adherence to the clinical protocols & quality standards:
Through regular internal assessments, audits, reviews etc the hospital QI committee members
should ensure that the protocols, guideline & standards set are being met. Corrective action plans
should be initiated for identified gaps.
2. Regular monthly reporting to the NQIC/QIS and sharing of feedback of report in internal review
meeting
3. Ensure implementation of QI strategy & guidelines at hospitals to attain quality of care
4. Monitoring and mentoring QI teams
Regular inspection, review of QI activities and planning for continuous improvement
Provide support for activities of quality improvement teams
Ensure regular training and orientation of the QI teams with support from National Task force
Ensure interdepartmental coordination through liaison with various departments within the
facility for effective implementation of QI activities.
5. Periodic Review of the progress ofQI activities:
e Conduct monthly review meetings.
o Set targets, roadmaps and site example for best practices
e Review Quality scores attained by teams
e Provide support for necessary corrections as per need
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1.

Support quality improvement process:

e Organize yearly QI festival

eRecognize good performance by the facilities on QI activities
View key performance indicators of quality:

eEncourage to follow national key indicator chart

e Develop and maintain facility level indicators chart

eIdentify champions as model to encourage others

3. Co-opt any member as per requirement

Modalities to conduct monthly internal review meeting

a.

b.

&0

Once the Medical College QI committee is formed, areas for an initial assessment need to be
identified in the first meeting.

For achieving the standards, the committee will undertake the process of filling the check list,
scoring the measurable indicators, summing up area wise and services wise gaps.

Assessment to be carried out and based on its findings follows up actions to be taken.
Monitoring of the follow up actions has to be done in the subsequent meetings.

Assessments should be followed by time bound action plans along with person responsible for
each action shall be prepared.

Facility in-charge and hospital manager should do daily rounds to supervise the QI activities
and sustain the motivational level of the staff.

QIC at District Hospital (DH - QIC)

Composition of QIC at District Hospital \
Chairperson: DD/AD/Superintendent
Member Secretary: AD/RMO

Members:
e  Surgery Consultant-1

e  Medicine Consultant -1
Gynae & Obs Consultant-1
Anesthesia Consultant-1
Pediatric Consultant-1
Emergency Medical Officer-1
Nursing Supervisor-1
Medical Technologist-1
Administrative Officer-1

\ e  Ward Master-1 /

Terms of References for QIC at District Hospital (DH - QIC):

1.

s

Ensure adherence to the clinical protocols & quality standards: Through regular internal
assessments, audits, reviews etc the hospital QI committee members should ensure that the
protocols, guideline & standards set for a district hospital are being met. Corrective action plans
should be initiated for identified gaps.

Regular reporting to N-TFC/Div-QIC

-Monthly reporting to the N-TFC/Div-QIC. A copy of the report will be set to N-QIC/QIS.
-Sharing of feedback of report in internal review meeting

Ensure implementation of QI strategy & guidelines at hospitals to attain quality of care
Conduct formal training for the staff of facilities with support from the National Task force
Monitoring and mentoring QI teams

e Regular inspection, review of QI activities and planning for continuous improvement

e Provide support for activities of quality improvement teams

e Ensure regular training and orientation of the QI teams
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10.

11.

Ensure interdepartmental coordination through liaison with various departments within the
facility for effective implementation of QI activities.

Periodic Review of the progress of QI activities:

Conduct monthly internal review meetings.

Participate in divisional co-ordination meeting at quarterly interval
Set targets, roadmaps and site example for best practices

Review Quality scores attained by teams

Provide support for necessary corrections as per need
Dissemination of QI policy and guideline to service providers
Support quality improvement process:

Organize yearly QI festival

Recognize good performance by the facilities on QI activities
Viewing Key performance indicators of quality:

Encourage to follow national key indicator chart

Develop and maintain facility level indicators chart

Identify champions as model to encourage others

Co-opt any member as per requirement

Modalities to conduct internal review meeting

a.

b.

Once the district hospital (facility) QI committee is formed, areas for an initial assessment need

to be identified in the first meeting.

For achieving the standards, the committee will undertake the process of filling the check list,

scoring the measurable indicators, summing up area wise and services wise gaps.
Assessment to be carried out and based on its findings follows up actions to be taken.

d. Monitoring of the follow up actions has to be done in the subsequent meetings.

Assessments should be followed by time bound action plans along with person responsible for

each action shall be prepared.

Facility in-charge and hospital manager should do daily rounds to supervise the QI activities

and sustain the motivational level of the staff.

46



QIC at Upazilla Health Complex (UHC-QIC)

ﬁ)mposition of QIC at Upazila Health Complex \

Chairperson: UHFPO
Member secretary: RMO
Members:

Gynae&Obs Consultant-1
Surgery Consultant-1
Medicine Consultant -1
Anesthesia Consultant-1
Emergency Medical Officer-1
Medical Technologist-1
Administrative Officer-1

\ Nursing supervisor-1 /

Terms of References for QIC at Upazilla Health Complex (UHC - QIC)

1. Ensure adherence to the clinical protocols & quality standards:
Through regular internal assessments, audits, reviews etc the hospital QI committee members
should ensure that the protocols, guideline & standards set for a district hospital are being met.
Corrective action plans should be initiated for identified gaps.

2. Regular monthly reporting to the N-TFC/D-QIC and sharing of feedback of report in internal
review meeting

3. Ensure implementation of QI strategy & guidelines at UHC to attain quality of care

4. Conduct formal training for the staff of facilities with support from the district
committees/divisional committees

5. Monitoring and mentoring QI teams
e Regular inspection, review of QI activities and planning for continuous improvement
e Provide support for activities of quality improvement teams
e Ensure regular training and orientation of the QI teams

6. Ensure interdepartmental coordination through liaison with various departments within the

facility for effective implementation of QI activities.

7. Periodic Review of the progress of QI activities

Conduct monthly internal review meetings.

Participate in divisional co-ordination meeting at quarterly interval

Conduct quarterly review meetings.

Set targets, roadmaps and site example for best practices

Review Quality scores attained by teams

Provide support for necessary corrections as per need

F@m oA o

8. Support quality improvement process:
Organize yearly QI festival
e Recognize good performance by the facilities on QI activities

9. View key performance indicators of quality:
e Encourage to follow national key indicator chart
e Develop and maintain facility level indicators chart
o Identify champions as model to encourage others
10.  Co-opt any member as per requirement
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Modalities to conduct internal review meeting

a.

e o

Once the Upazila Health Complex QI committee is formed, areas for an initial assessment needs
to be identified in the first meeting.

. For achieving the standards, the committee will undertake the process of filling the check list,

scoring the measurable indicators, summing up area wise and services wise gaps.
Assessment to be carried out and based on its findings follows up actions to be taken.

. Monitoring of the follow up actions has to be done in the subsequent meetings.

Assessments should be followed by time bound action plans along with person responsible for
each action shall be prepared.

Facility in-charge and hospital manager should do daily rounds to supervise the QI activities and
sustain the motivational level of the staff.

QIC at Specialized Hospital (DGFP)

4 I

Chairperson:Superintendent/Director: 1
Member Secretary:Deputy Director/JuniorConsultant: 1
Members:

a. Senior consultant: 1
b. Junior Consultant: 1
c¢. Jr. Matron

d. FWV: 1

\Terms of Reference & modalities will be same for QIC at Specialized Hospital (Public & Privay

QIC at District(MCWC)

/ Chairperson: MO (Clinic)-1 \

Member Secretary:MO (MCH-FP)-1
Members:

a. FWV-2
b. Store-keeper-1

Terms of Reference & modalities will be same for QIC at District Hospital

QIC at Upazila (MCWC)

/ Chairperson: MO (Clinic)-1 \

Member Secretary: MO (MCH-FP)-1
Members:

a. FWV-2
b. Store-keeper-1

Terms of Reference & modalities will be same for QIC at Upazila Health Complex

N _/
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Quality Improvement initiatives for Private Health care facilities

Private Health Care facilities Quality Improvement Committees (P-QIC) will be formed at different
tiers. Each registered Private Clinic/ General Hospital/ Medical College hospital/ Specialized hospital
will form QI committee (5-7 members, similar to public facility committee) and implement the strategic
objectives of Quality of Care with the special emphasis on patient centered service in their facilities.
Similar to public facilities, the private facilities at district and upazila level will be monitored and
mentored by divisional/district quality improvement committees.

Terms of References for Private health facility Quality Improvement Committee (PQIC)

1. Ensure adherence to the clinical protocols & quality standards:
Through regular internal assessments, audits, reviews etc the hospital QI committee members
should ensure that the protocols, guideline & standards set are being met. Corrective action plans
should be initiated for identified gaps.
2. Regular monthly reporting to similar to that of the public facilities and sharing of feedback of
report in internal review meeting
3. Ensure implementation of QI strategy & guidelines at hospitals to attain quality of care
4. Monitoring and mentoring QI teams
e Regular inspection, review of QI activities and planning for continuous improvement
e Provide support for activities of quality improvement teams
e Ensure regular training and orientation of the QI teams with support from National Task force
e Ensure interdepartmental coordination through liaison with various departments within the
facility for effective implementation of QI activities.
5. Periodic Review of the progress of QI activities:
e Conduct monthly review meetings.
o Set targets, roadmaps and site example for best practices
e Review Quality scores attained by teams
e Provide support for necessary corrections as per need
6. Support quality improvement process:
e Organize yearly QI festival
e Recognize good performance by the facilities on QI activities
7. View key performance indicators of quality:
e Encourage to follow national key indicator chart
e Develop and maintain facility level indicators chart
e Identify champions as model to encourage others
8. Co -opt any member as per requirement
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Part-Five:
Implementation Modality, Monitoring & Supervision

Director, Hospital & Clinics and Director, Primary Health Care of Director General of Health Services will
be responsible for overall implementation for Quality of Care in the facilities according to implementation
plan for Public Health Facilities. Quality Improvement Secretariat will act as a central monitoring body for
Quality Improvement in Health Care Service Delivery.

Set-up Organizational & facility level committees for Quality Improvement

Committees are to be formed following standard framework at all levels. These committees will follow the
specific TORs and remain functional by implementing required set of recommended activities.

Adoption of QI standards

National Quality Improvement strategic planning has been finalized taking into consideration the
existing relevant quality standards through a consultative process with experts and stakeholders by
reviewing of global best practices. The facilities need to adopt the set standards and adhere to the
developed guidelines, tools

Capacity Building

Successful implementation of quality improvement programme requires training of the service
providers on a regular basis. The service providers (doctors, nurses, para-medical staffs & others)
require trainings on clinical protocols, clinical/death audits tools as well as necessary other tools,
checklist for improving quality of services. Moreover, support services also need to be strengthened
through appropriate orientation, training of the relevant staffs. All implementation activities need to be
monitored and supervised on both the internal and external basis. Training on supervision and
monitoring tools and guidelines also need to be conducted.

Implement Quality Improvement initiatives

Quality improvement is a continuous, comprehensive and cyclic process. The following set of
activities needs to be undertaken to improve quality at the facility level:

a. Formation of facility QIC and WIT: Facility QIC committee is the pre-requisite of initiation
of all quality related activities in a facility. Individual WIT (work improvement team) needs be
formed comprising of staffs at various levels area wise. This team approach modality for QA
implementation will enhance quality initiatives. The team should meet periodically to discuss
the status of quality initiatives in their area of work. All these activities will have to be under
guidance of the facility manager.

b. Internal Assessment through surveys: Facility requires conducting a regular process of
internal assessment at fixed interval in all critical departments. The assessment will essentially
guide through identifying gap and deciding on subsequent activities such as: resource
allocation for each gap, designating a person/team responsible for the corrective action and
specific timeframe for completion of the task. Patient satisfaction survey is one of the very
important surveys.

c. Measuring KPI and compliance: Critical data from various departments of the facility will be
gathered and analysed as per the national standards of KPI. This is a critical review and will
guide through a continuous process of improvement.

d. Rapid Improvement Events: Rapid improvement event is quality improvement methodology
where one or more areas of hospital are chosen for a more focused quality interventions with
specific problem solving tools. Every facility would choose one focused area for Rapid
improvement event for every assessment cycle.

e. Clinical & Death Audits: Under quality improvement programme all facilities should
establish procedure for death and clinical audit. While death audits should be conducted for all
deaths happening at the facility, clinical audit needs to be done on a representative sample
drawn from medical records.

f.  Compliance with standards: Following orientation on guidelines, SOPs the clinical and
management process needs to be strengthened through appropriate supervision and monitoring
within the facility.

50



Using PDCA (Plan-do-check-act) cycle for continuous improvement

PDCA is a cyclical process of improvement. ‘Plan’ is to determine the process to identify the
problem, set objectives and develop necessary plan for improvement. ‘Do’ is to implement the plan on
a test basis and find out whether the execution of plan improves the scenario. ‘Check’ is to assess the
plan if it is working and the goal is achieved or not. ‘Act’ is to institutionalize the improvement and

continue the cycle with identification and solving new problems.

Monitoring & Evaluation Apart from periodic monitoring internally, the external monitoring is to
be done from higher level. National team (N-QIC/N-TFC) as external assessors also will monitor
through quarterly visits. Moreover, different components of quality initiatives will be assessed not

frequently, but once or twice a year with guidance from the QIS.

Implementation modality

Set-up Organizational & Facility level committees for Quality Improvement

Adoption of QI standards

Training and Capacity Building

Implement Quality Improvement initiatives

( N\
Formation of WIT &

L Introduction of 55-CQI-TQM )
( N\
Internal Assessment

[ Rapid improvement event

[ Clinical & Death Audits

& J
4 1\
Measuring KPI [ Compliance with standards
. J
4. Act — 1.Plan

3. Check 4

Using PDCA (Plan-do-check-act) cycle for continuous improvement:
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Monitoring & Evaluation

Monitoring Quality involves evaluating current performance, including service-user perspectives,
against a standard or expected level of performance. This consists ofdefining indicators, developing
information systems and the analysis and evaluation of results.

The ability to monitor and report on quality is accepted as a basis for the improvementin the delivery
of healthcare. Monitoring and reporting on quality assists health care providers improve performance
through benchmarking, empowers consumers to make informed decisions and facilitates system-wide
quality improvement by informing national policies. KPIs can be used for monitoring and reporting on
performance through bench marking, to identify areas for detailed attention in the assessment process
and may even prompt risk-based assessments.

Monitoring is a continuing function that uses systematic collection of data on specific indicators to
provide the management of an ongoing intervention with indications of the extent of achievement of
objectives and progress.

According to Donabedian, healthcare quality can be assessed & monitored using a three-part
modelbased on the structures, processes and outcomes of the healthcare system. This divisionof
healthcare has allowed the identification of data across the full spectrum ofhealthcare that contributes
to monitoring the quality of the various constituents ofhealthcare delivery.

Structure relates to the resources of the healthcare system that contribute to itsability to meet the healthcare
needs of the population. Structural indicators refer tothe resources used by an organization to deliver
healthcare and include buildings,equipment, the availability of specialist personnel and available finances.

Process relates to what is actually done for the service user and how well it is done.Process indicators
measure the activities carried out in the assessment andtreatment of service users and are often used to
measure compliance withrecommended practice, based on evidence or the consensus of experts.

Outcome relates to the state of health of the individual or population resulting fromtheir interaction
with the healthcare system. It can include lifestyle improvements,emotional responses to illness or its
care, alterations in levels of pain, morbidity and mortality rates, and increased level of knowledge.

Five key domains that can be used for monitoring the health care Quality:

Safety: The service protects the health and welfare of service users; it minimizes the risk associated
with delivering care; it prevents adverse events, minimizes their impact when they occur and learns
when things go wrong.

Effective: Care that delivers the best achievable outcomes through the evaluation and use of available
evidence.

Patient-centred: Care that centres on the needs and rights of service users,respects their values and
preferences and actively involves them in the provision of their care.

Equitable: The service enables fair access to care which is delivered based on need. It also addresses
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identified health inequalities of the population served.

Efficient: The service manages and develops its available resources sustainably to deliver and
maintain the best possible quality of care.

Indicators: An indicator is a quantitative or qualitative variable that allows changes produced by an
intervention relative to what was planned to be measured. It provides a reasonably simple and reliable
basis for assessing achievement, change or performance. An indicator is preferably numerical and can
be measured over time to show changes. Indicators, which are determined during the planning phase of
a project, usually have the following components:

1. What is to be measured? (What is going to change? e.g. Responsiveness & Patient satisfaction )

2. Unit of measurement to be used (to describe the change, e.g., percentage)

3. Pre-program status (sometimes called the “baseline”, e.g., 40 per cent in 2007)

4. Size, magnitude or dimension of intended change (e.g., 75 per cent in 2008)

The Strategic Planning on Quality Improvement has been developed for implementing quality
improvement activities. Measuring quality of health care activities at health facilities is crucial to
understand change of quality. This document therefore tries to attempt to develop a generic monitoring
system that could be applicable commonly for a health facility irrespective of its size, nature, location
or specialty.

As we proceed to design monitoring system it is important to identify patients’ basic first line
expectations towards a facility /hospital. Such as:
1. Health System Responsiveness & Patient satisfaction i.e. Dignity, Autonomy, Privacy,
Communication, Cleanliness, Waiting time, Consultation time, basic Amenities etc
2. Improved outcome including timeliness
3. Low cost ( Less out of pocket expenditure)

These are practically the basics but there are other things, for example, infection prevention, knowing
about health condition, right to choose service (Informed consent) etc that contribute largely to
produce patient satisfaction.

Further to these there are some ancillary things too to contribute final quality like laboratory services,
supply services, laundry services, diet services, referral services etc. that directly or indirectly
influence patient satisfaction.

Methods of monitoring and improving quality:

Monitoring performance is a key element of quality improvement. The activity of monitoring assists
organizations to bench mark performance against identified targets or expectations in order to identify
where there is room for improvement. There are anumber of methods through which the performance
and quality of health care organizations can be monitored and improved and in practice monitoring is
often acombination of methods, including:

Regulatory inspection

Surveys of consumer experiences

Third-party assessments

53



Key performance indicators

In regards to quality issues we will designate most important quality issues as Key Performance areas
and thus to identify Key Performance indicators (KPIs). KPIs cannot improve quality, however, they
effectively act as flags or alerts to identify good practice, provide comparability within and between
similar services, where there are opportunities for improvement and where a more detailed
investigation of standards is warranted. The ultimate goal of KPIs is to contribute to the provision of a
high quality, safe and effective service that meets the needs of service users.

Rest of the quality issues will be considered as additional quality issues and the indicators on these are
to be used at facility level, i.e Facility level indicators additional to KPIs, which means Facility will
work on all indicators but will have obligation to report KPIs to National body i.e. NQIC, QIS etc.

Therefore, at a glance the monitoring system will have:

1. Key Performance Indicators (KPI): Key Performance Indicators are common & general indicators.
All health facilities (primary, secondary and tertiary) must stick with these, be it public or private,
across the country. KPI will be developed by QIS with the consultation of related stake holders.

2. Facility level indicators: These indicators are mainly facility specific additional to KPIs. Facilities
will have freedom to choose their indicators as fit for their QI initiative out of a list of indicators
provided by QI Secretariat.

Mechanism Of Monitoring

As we know Quality Improvement Process always needs to be associated with constant and close
monitoring at all levels and at frequent intervals. Monitoring will conducted internally i.e. within
facility, externally i.e. from outside and 3rd Party independent review

Internal Monitoring :

Monitoring to be done by the Quality Improvement Committee (QIC) by using the monitoring tools/
checklist which will be developed by Facility committee & QI Secretariat, jointly. They will
summarize the data and will report to higher level and also make presentation at progress review
conference.

External Monitoring :

A third eye view is important as long as ‘Quality’ is concerned. Monitoring would be done by teams of
four kinds like:

a. National QI Monitoring Team

b. Divisional QI Monitoring Team

c. District QI Monitoring Team

d. Upazila QI Monitoring team

Independent Review :An independent review team will be developed by QIS with the aim to appraise
the facility level & KPI indicators.
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Part-Six:
Pay for performance (P4P)

Quality culture can be built up with consistent efforts and investments. It is not something which is
inherent and cannot be changed. One of the key initiative for building Quality culture is through
‘rewards and recognition’ and continuing handholding support from the central & district
administration. Both the monetary and non-monetary incentives can be provided at three levels:
Institutional, Team and Individuals.

A. Financial Incentives:
Financial incentives can be rewards for individuals and quality team. A percentage of incentive
money may be used for improving infrastructure and amenities for the staff and patients. Incentive
money can be given to the health facility that succeeds in getting the National Certification. The
amount should be proportionate to the size of the facility (Number of Beds). National Steering
Committee will fix the amount of financial incentives. QIS will administer this financial
incentives provision. However, this fund will not be spent on those activities for which support
from the state’s regular budget is available.
The incentive amount can be used for following purposes:
- 25% of fund can be spent on financial incentives for the staff, who have been active
participants of quality assurance programme.
- Remaining 75% of such fund can be spent in improving working condition at the health facility.

Examples of few activities where this fund can be used are as follows:

i.  Welfare activities like organising recreation event (e.g. annual retreat, cultural function, etc.).

ii.  Strengthening of staff canteen/ rest room (e.g. Purchase of microwave for heating of food
by duty staff).

iii. Library with books, journals, periodical for doctors, nurses and paramedical staff.

iv. Improvement in amenities in duty rooms.

v. Health insurance for contractual employees and for those employees, who are not covered
by any other scheme.

vi. In organizing functions for recognition of staff, who were instrumental in promoting and
sustaining quality assurance programme at the health facility.

B. Non- Financial Incentives

1. There can be many approaches for Non-financial incentives. Creating a sense of pride in being a
part of the quality team would go a long way in sustaining such efforts. N-QIC will administer
this non financial incentives provision

2. Facility getting external certification & national Certification should be facilitated atnational
level function. The certificate should be displayed at the facility. In addition, facility in charge &
Quality team could be given certificates of appreciation.

Achievements are published in local media, and government publication.

4.  Staff of the quality certified hospital should be encouraged for higher education/training in
reputed institutions.

5. While undergoing appraisal, due consideration should be given to those personnel, who worked
actively in attaining the certified status and thereafter maintaining the quality status.

6. MOHFW will provide logo for quality accredited facility. Such logo can be displayed at the
facility and can also be used on hospital stationary.
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1. A national level Quality Excellence award can also be given by MOHFW to best performing
facility (scoring the highest marks) in each category: Medical College Hospitals, Specialised
Hospitals, District Hospitals & Upazila Health Complex, which is separate from the certification
and given to exceptionally well performing health facility in the country.

2. Other non financial incentives such promotion, posting, appreciation and similar would be given
for the better performance.

There should also be provision that any facility which is quality certified, which loses its quality
certificate in a subsequent year would require thorough investigation and ‘root-cause’ analysis , and
corrective and preventive actions are taken. If a number of facilities lose their certification, the
Quality Assurance Committee at district and divisional levels must fix responsibility for whose action
or non-action led to loss of certification and corrective actions is initiated on priority.
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