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Abstract

Patients' perceptions of hospital care and quality policy development for health

care in developing countries: a case study from Yemen

Khaled M. Al-Surimi

Background

In this thesis the process of improving health care quality in Yemen is addressed at
three levels; the first is the policy making level, the second is the implementation
level where the strategy and the quality management components for bringing about
quality improvements are developed, and the third is the level of monitoring quality
in health services. The first level was studied by reviewing relevant policy
documents and conducting interviews with senior policy makers about quality of
health care. The second level was studied by a questionnaire survey for managers
and health professionals in hospitals. The third level was tackled through patient
surveys at out-patient and in-patient settings in four hospitals in Sana’a, the capital
city of Yemen. Often, there is a wide gap between the quality policy development
level and the implementation at facility level. This thesis, therefore, considered a
framework on how these two levels can be studied to move from policy development
to real quality improvements that are observable at the health facility level. This
study looked at the whole process in Yemen as a case study, with the hope that a
similar approach could be adopted in studying the process in other Middle Eastern

countries that now see quality of care as an important issue in their health sector
reform process.

Aim and objectives

The overall aim of this study was to provide a framework and evidence base to
inform policy makers and health providers in Yemen to develop a quality policy and
strategy for introducing quality improvement initiatives in a health care facility, more
specifically, the study had the following primary specific objectives:

1. To explore the extent of quality policy development at national health policy
level,

2. To assess the existence of the quality management system components to
implement any quality policy at hospital level, and

3. To identify the patients’ perspective on quality of hospital care in Yemen

Methods

The study used both quantitative and qualitative methods; quantitative methods to
1dentity patients’ perspective on quality of hospital care, and to assess the existence
of quality management system from the health care managers and professionals’
point of view, and the qualitative method for exploring the situation of quality policy
development at national level, i.e. Ministry of Health. Data were collected by four
Instruments: two structured interview questionnaires for identifying patients’
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perception of quality of hospital care, including both out-patient and in-patient
settings, one self-administered questionnaire for assessing the existence of

developing a quality management system in the hospital from the professionals’
point of view, and a semi-structured interview guide for conducting in-depth
interviews with key informants on quality policy development at the Ministry of
Health. SPSS for Windows Version 12 was used for both entering and analysing the
quantitative data. Descriptive statistics were produced; factor analysis using principal
component analysis (PCA) was used to identify the quality component dimensions of
patient quality perception of hospital care, and multivariate analysis (regression)
were used also to identify the probable determinants of the overall quality rating of
hospital care. The transcripts of the qualitative data were analysed using the
framework approach and principle of grounded theory.

Results

The study findings revealed that patients were dissatisfied with many aspects of care
provision in Yemen hospitals. The overall quality rating scores of hospital care,
including both out-patient and in-patient settings, were 54 and 64 respectively. The
availability of drugs and continuity for care at out-patients, and quality emergency
services and food services for in-patients were amongst the main patient quality
concerns. Overall, patients were more dissatisfied with the quality of technical
aspects of hospital care than with interpersonal aspects at both settings. The patient
perception of quality of hospital care were found to be multi-dimensional; four
quality component dimensions for out-patients, namely, ‘technical care quality,
‘availability of services’, ‘continuity of care’, ‘doctor’s behaviour’, and nine quality
component dimensions for in-patient care classified under two main group clinical
aspects (five quality components) and non-clinical aspects (four quality
components). At policy level, the development of quality policy at national level was
questionable and no quality policy has yet been put into practice. Likewise, the
indicators of existing quality assurance system components at hospital level were
missing and no quality assurance system has been introduced into Yemen hospitals.

Conclusion

Ensuring the provision of good quality health care at facility level requires much
more than quality policy development. The managers and health professionals who
are charged with the responsibility for quality need to know and understand what the
policy 1s and there needs to be an effective quality improvement strategy at facility
level that is reflected in a quality management structure. Monitoring of quality at
health facilities 1s required for demonstrating that quality improvements have been

achieved and using a patient’s perspective on quality of the health services is a useful
means for doing this.

This study suggests a framework for policy makers and health providers on how to
fill the gaps between developing a quality policy at national level, developing quality

assurance system at facility level, and the use of patient perceptions and satisfaction
tools for monitoring and assessing health care quality performance.
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Chapter One: Introduction

1. Overview

This chapter introduces the thesis study through three sections; Section 1.1 describes

the study background and justification, Section 1.2 presents the overall aim of the
study and specific objectives and the research questions, and Section 1.3 gives an

outline of the thesis structure.

1.1 Background

The quality in health care is increasingly becoming a central health policy issue in
both developed and developing countries health care systems (Shaw and Kalo, 2002,
Ovretveit, 2004). In Middle East (ME) countries quality of health care has received
an upsurge of interest in the past decade. To some extent this is due to the vast global
increase in attention given to quality, which has built on the work of Donabedian,

Ovretveit and many others, coupled with the development of national and

international organisations dedicated to improving health service quality.

In developing countries the influence of donor funding has also concentrated
attention on the quality of the health services that governments provide, especially
when compared with the private sectors in many developing countries. This

increased attention has been taken up in the Yemen and this thesis is one of the first

attempts at studying how far and how well this attention to quality of health care has

been taken in Yemen.

Interest in quality of health care has been driven by political and financial
imperatives, including resource limitations, rising medical costs and increasing

consumer expectations. Health reforms in many countries have also contributed to



more attention being given to quality and efficiency of health service policy 1n both
developed and developing countries, and recognition of existence of quality
problems in health care delivery systems and the realisation of the need for a

systematic approach for analysis and improvement of the quality problems (Bassett

et al., 1997a, Reerink and Sauerborn, 1996, Shaw, 1993, Satia and Dohlie, 1999).

Increased concern for health care quality is reflected at two levels; one is the policy
making level where this increased attention is reflected in policy documents that are

dedicated to the vision and strategy for improving quality, and the second level is

the implementation level where the practicalities of how to bring about quality
improvements are dealt with. Often, there is a wide gap between the policy

development level and the strategic implementation at facility levels.

This thesis therefore has considered a framework for how these two levels can be
studied by identifying the various steps through which a country must go to move
from policy to real quality improvements that are observable at the health facility
level. This study looks at the whole process in Yemen as a case study, with the hope

that a similar approach can be adopted in studying the process in other ME countries

now taking quality of care as an important issue.

In Yemen, quality of health care has been a central issue in statements of many
policy documents and a key objective of the health sector reform policy (GoY, 2003,
MoPHP, 1998, WorldBank, 2006a). However, the quality assurance of health care is
still in 1ts infancy 1n all levels of health system, although it has been reported that

quality of health care provided is poor (Attal, 2003b, Al-Serouri, 2004).



To date no studies have been done on quality policy development at national level
and quality management at facility level; and no research has been done to assess

patient perception of quality of hospital care.

The study starts with a consideration of the quality of care policy in Yemen, looking
at both documentation and views of the senior policy makers and health service
decision makers. At policy level, whilst quality has been a key issue in the health

sector reform policy for country health care systems (Hermida, 1999a, Ross et al.,

2000, MoPHP, 1998, Haran, 1998), experience has shown a great deal of

disconnection between developing quality policy, making quality improvement

strategy, quality organization and the quality assurance methods used (Whittaker et

al., 1998, Zanten, 1996).

The study then looks at the extent to which such policy on health care quality, as can
be 1dentified, has been developed into strategic plans for implementation. Then the

views of health care managers and professionals are looked for whether they are
aware of and have been involved with the implementation of strategic plans for
quality improvement in their own facilities. Finally, the patient views on the quality
in hospitals in Sana’a were assessed as a means of measuring the success of the

implementation of policy and strategic plans for quality improvements.

In summary, this study attempts to provide a framework and evidence base to inform
policy makers and health providers to devise quality policy and strategy for
introducing quality improvement initiatives in health care. The study tried to bring

together the situation of quality policy development at national level and quality

management at facility level in addition to assessing the patients’ quality perception

of hospital care.



1.2 Study overall aim and objectives

1.2.1 Overall aim

The overall aim of this study was to provide a framework and evidence base to

inform policy makers and health providers in Yemen to develop quality policy and

strategy for introducing quality improvement initiatives in a health care facility.

1.2.2 Research hypothesis

The overall aim can be expressed in a research hypothesis as “The policy and

management of quality in health care in Yemen could be improved by systematic
response to patients’ view, using a patient perception survey as a practical tool for
monitoring quality performance and in identifying quality improvement
opportunities, and link the quality policy development at national level with quality
management system at facility level”. This hypothesis is predicted on the following
two propositions:
1. "There 1s a gap between quality policy development level and quality
management level which needs to be filled by linking quality improvement
policy with quality management system at the facility level".

2. "Assessing quality patient perception is a practical means for monitoring

quality performance to identify quality improvement opportunities".



1.2.3

Statement of objectives

The following objectives were developed to address the above overall aim:

Primary objectives:

1.

3.

To explore the extent of quality policy development at national health policy
level,

To assess the existence of the quality management system components to
implement any quality policy at hospital level, and

To 1dentify the patient perspective on quality of hospital care in Yemen.

Secondary objectives:

1.

1.2.4

To descnibe the quality policy development at national health policy and

hospital level,

To 1dentify the quality dimensions of hospital care from the patient’s

perspective,

. To assess the relationship of individual quality dimensions to the overall

patients’ quality rating of hospital care, and

To assess the association between respondents’ characteristics and services
features and the overall quality rating of hospital care.

Research questions:

. What 1s the situation of quality policy development at national level?

Are there any indications of developing a quality management system at

hospital level?

. How do patients perceive quality of hospital care?

What are the quality issues of hospital care from the patient’s perspective?

. What are the quality dimensions affecting patients rating of the overall

quality of hospital care?



1.3 Thesis structure

The thesis is presented in seven chapters. Chapter one, the introduction, describes the
study background and rational of conducting the research, concluding with the study

objectives and research questions. Chapter two, the literature review, has five
sections, including describing the source and method of the literature review and
presenting the reviewed literature findings on the quality concept and quality policy
development, quality improvement strategies, quality management and quality
organisation, quality monitoring and assessment methods. The chapter concludes 1n

summarising the key findings of the literature review. Chapter three presents the
country study profile of Yemen, and gives a general background about the study
country, summarises the socio-economic development and challenges, describes
Yemen health care system including discussing the health policy environment,
particularly the health policy reform and quality policy development. Chapter four,
study methodology, presents the study methods used, including the qualitative and
quantitative methods. Each method is described separately in detail. Chapter five
gives the study results in two main sections. Section one presents the quantitative
findings of the patient perception survey and health care managers and professional

views survey. Section two presents the qualitative findings of the policy makers’
views of quality policy development at national level. Chapter six, the discussion
chapter, describes the quality assurance measures of data including the validity and
reliability of the study methods. The study findings are interpreted within the context
of previous study findings. The chapter concludes with highlighting the study

findings development implications. Chapter seven, conclusions and

recommendations, presents the study conclusions together with recommendations

according to the study objectives.



Chapter Two: Literature Review

2 Overview

This chapter presents a review of the literature relating to the development of quality

policy, quality assurance methods (QA) and monitoring and assessment of quality in

health care. The objectives of conducting the literature review are primarily to

1dentify and describe quality policy development, quality improvement strategies and

monitoring and assessment methods, giving more attention to patients' perception

and satisfaction approach.

This review provides a conceptual framework for the study so that the conclusions

and recommendations from the study could best inform policy makers and health

providers in devising a quality policy and strategy for introducing quality

Improvement strategies or initiatives in health care in developing countries.

The chapter is presented in five sections:

Section one describes the source and method of literature review.

Section two presents the review of literature on the quality concept and

quality policy development.

Section three reviews literature on quality improvement strategies, quality

management and quality organisation.

Section four reviews the literature on quality monitoring and assessment

methods based on patients’ perception and satisfaction with quality of health

care services.

Section five summarise the key findings of the literature review.



2.1 Source and methods of literature review

Databases such as PubMed, Medline/Ovid, ScienceDirect, Scopus, and other

electronic databases were searched for finding the relevant research articles on the

research topic. The search period covered from 1990 through to 2006, using the
following key words (in individual or combined format) “health care quality”,
“quality assurance”, “quality management”, “quality improvement”, “quality
policy’”, “quality strategy”, “hospital quality strategy”, “patient perceptions”,
"patient satisfaction"’, “patient views”, “hospital care” and *“developing
country/countries”. In addition, a manual search for relevant articles from the
reference lists was undertaken, and sources such as web sites, publication lists
(especially WHO, USAID/quality assurance project) were also consulted.

All selected articles and relevant materials were critically appraised and their

findings were summarised. Finally, all references had been entered into an

automated references database (Endnote 8.2 version).

2.2 Quality in health care - concept and policy development.

Research has shown significant preventable and avoidable patient injuries occurring

In health care organisations, particularly in hospitals, increasing medical care cost,
and emergence of the adverse events (Leap, 1994). Other authors argue that poor
quality of health services wastes the limited resources of health care that could be

used to provide health care for those who are most in need (Ovretveit, 1992).

Nowadays, it 1s evident that the users of health care have become more critical,

they have raised expectations and demand better health services quality (Sitzia and
Wood, 1997b, Donabedian, 1980, Elias, 1997, Donabedian, 1992). By the same

token, health stakeholders, including politicians, policy makers, health service

providers, and patients have become more concerned about health care quality due



to an increase in medical errors, poor health services and increasing patient
expectations in addition to a growing general belief that there might be effective
quality methods for assuring quality and safety in health care. As a result, improving

quality of health care and ensuring safety of patients and personnel has become

priority for health care systems in both developed and developing countries alike

(Ovretveit, 2003).
A different view is taken by the WHO working group on quality assurance which
discusses the different rationales behind improving quality of health care, including

economic, social, political, and professional. In 1998, WHO resolution of Health
For All in the 21* Century continued to emphasise on quality improvement at global,
regional, and national levels (WHO, 1998). The following section discusses the
concept of quality in health care and the development of quality policy.

2.2.1 The concept of quality in health care

There is no overall consensus on a single definition for the quality of health care.
Nonetheless, there is general agreement that ‘quality’ is a multi-dimensional concept.
Donabedian, for example, defines quality as "The application of medical sciences
and technology in a way that maximises its benefits to health without
correspondingly increasing its risk". According to his definition, quality services are
those which aim to provide the most favourable balance of risks and benefits.

However, this definition has been criticized as it maintains professional control over

health care and there is no provision for patients' view on quality in addition to
reflecting of the individualism in quality assurance (Vuori, 1991).

It has been emphasised that the goal of quality assurance is not simply to improve
technical and professional performance but should include “meeting the needs of

the customers™ (Ovretveit, 1992). Roemer and Aguilar (1988) defined quality as



“Proper performance, according to standards of interventions that are known to be

safe and affordable to the society in question, and that have the ability to produce an

impact on morbidity, mortality, disability, and malnutrition”. This definition

broadens the quality concept to include both the process of care interventions and its

outcomes.

Ovretvelt points out that some authors had tried to define quality in terms of

evaluating the features of services which might be useful for deriving critena for a

quality assessment (Ovretveit, 1998). For example, Maxwell (1984) provides six

criteria to be used for evaluating quality dimensions. These criteria are:

Access to services

Relevance to needs (appropriateness)
Effectiveness of care

Equity (fairness)

Social acceptability

Efficiency

Along the same lines, the Joint Committee on Accreditation of Healthcare

Orgamsations (JCAHO) lists quality criteria with accompanying questions to further

elucidate what is being covered:

Efficacy (1s the intervention useful?)

Appropriateness (is it right for this patient?)

Accessibility (if right can this patient get it?)

Acceptability (if right and available, does this patient want it?)
Effectiveness (s it carried out well?)

Efficiency (1s it carried out in a cost-effective way?)
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= Continuity (did it progress without interruption, with appropriate follow up,
exchange of information and referral?).
However, Ovretveit argues these definitions, which are based solely on service

features, miss the idea of customer responsiveness that, thus, should be central to the

quality approach. He goes on to stress that quality should address the perspectives of

all stakeholders of health care, including managers, professionals and patients. This
requires a fine balance of attention and emphasis is placed on different aspects such
as specification, measurement, attitudes and relationships, increasing productivity,

reducing cost and raising customer satisfaction.

Thus, Ovretveit suggests that quality management can be regarded as “an umbrella
for a co-ordinated set of staff and organisational development activities” that aims to
enable staff to use new methods to improve quality in a systematic way. Such an
approach should be built on existing strengths and good practices as well as
introducing new methods.

In short, quality in health care is seen as a multi-dimensional concept with some
definitions that appear to regard quality as attributes or properties of health care
services whilst others see quality according to the perceptions and priorities of the
person who receives those services. It is not surprising, therefore, that there is

difficulty in achieving consensus on an appropriate operational definition of quality

and thus has handicapped the development of effective QA methods (WHO, 1985).

11



2.2.2 Quality policy development
It has been emphasised that quality improvement in health care is basically a

strategic decision that should be taken at policy level. However, its success depends

highly on senior management commitment, the co-operation of the middle
management level and a proper understanding of the implementing process at first
management level (Nwabueze, 2001). Furthermore, middle management should take
the responsibility of the monitoring and assessing process and authorise the decision-

making authority of change to first-line management level (Kaluzny et al., 1992).

However, at the initial stage of implementation, the success of quality management 1s
dependent not only on the top management commitment but also on a proper and

effective implementation strategy as championed by middle management and

involvement of the workforce and showing a domino-effect across the whole
organisation (Nwabueze, 2001, Whittaker, 1999).

The quality approaches of health care quality improvement reflect both
organisational structure and the policy options available in different contexts (WHO,
2003b). There are two distinct kinds of quality approaches; one might be termed as
the comprehensive quality approach and the other as a specific problem-oriented
approach (Brown et al., 2001). The comprehensive approach requires a wide-ranging
information system and is, therefore, considered unsuitable for use in developing
countries. It also needs substantial buy-in and commitment from senior management
and leadership in terms of political support, not to mention that it is also resource-
intensive in terms of both financial and human resources. In contrast, the problem-
oriented approach concentrates on practical and small-scale quality related activities
that leads to incremental quality improvement. This approach can be more easily

implemented at facility level where local teams can focus on specific problems that

12



are more prioritized for them. Thus, over time, the problem-oriented approach can be
expanded to become similar to the comprehensive approach.

2.2.3 Quality improvement strategies, quality management and quality
organisation

There is a growing recognition that quality is not just a matter for medical
professionals but is also an organisational matter (Ellis and Whittington D, 1994).
Quality improvement strategies will be short-lived if they are not integrated within
the general management process (Kagan, 1984). The WHO working group on the

principles of quality assurance as earlier stated that an effective quality improvement

strategy must be seen as an agent of organisational change, and quality assurance
staff need to acquire skills of identifying the causes of resistance to change and
develop the strategies and tactics of organisational change (WHO, 1985).

Hence before any quality initiative can take place, there are a number of pre-
requisites such as quality mission, quality policy and strategy, not to mention the
proposed quality management structure. There is a need for some development of
what has come to be known as a “culture of quality” - that is getting staff involved in
quality activities (Donabedian, 1996a). By the same token, Ovretviet asserts "there 1s
a need to sell services quality" to staff before to convince external customers.

Training needs should be assessed and all staff should have the opportunity for the

development of quality knowledge and skills (Ovretveit, 1992).

2.2.3.1 Quality management

The quality management literature indicates a variety of models suggesting for
developing quality management systems which, for most of them, have been

influenced by the work of quality gurus such as Deming, Juran, and Crosby. These
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models usually describe a sequence of ‘steps’ to be undertaken in the pursuit of
quality improvement (Nwabueze, 2001).

Much of the research shows that success of quality management is dependent not
only on the top management commitment but also on a proper and effective
implementation strategy which is championed by middle management and,
crucially, involving the workforce in the rationale and in the development of quality
improvement activities (Nwabueze, 2001, Reerink and Sauerborn, 1996).
Furthermore, Donabedian emphasised the importance of contextual and operational
factors in quality management. These factors include, for example, leadership,
culture and ownership of quality improvement initiative (Donabedian, 1996a).

Claus (1991) argues that quality management is essentially a matter of organizational
change and advocates five steps to quality management implementation, including
organising for change, preparing the environment, empowering employees, focusing
the environment and engaging the environment. Other authors point out that an
organisation needs to take into account at an early stage of introducing and
implementing a quality improvement initiative, there will be existing barriers and
obstacles such as hostile culture that may jeopardize the implementation of the
quality improvement process (Claus, 1991, Thompson, 1996, Whittaker, 1999).
Hillman (1991) stresses the importance of the effective communication that provides

a free flow of communication and information for everyone in the organization to

know and understand the mission, planned improvement, customer requirements,

success stories, feedback and what still needs to be done (Hillman, 1991). It is worth

mentioning that in health care settings, the effective communication is flawed as

patients move horizontally across hospital functions whilst the communication within

the hospital 1s vertical (Nwabueze, 2001).
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James (1992) cited in (Ellis and Whittington D, 1994) identified eight components
for health care quality management system:

1. Demonstrable top management commitment

ii. Securing the support of professionals (especially clinicians)
i11. Developing quality culture and empowering statf

iv. Training capacity building

v. Customer sensitivity

vi. Process for continuous quality improvement

vii. Quality specification (qualitative and quantitative standards)

vill.  Effective communication

Thus, quality management involves deploying resources, including human and

material resources, to develop effective quality assurance systems through
continuous planning, implementation and evaluation of quality assurance methods to

improve quality of health care. This process can be represented as a cycle, as shown

below:

Figure 2-1 Quality management cycle

Develop quality mission
and commitment

. N

Devel lity strat
Review overall quality cvelop QUality Straicgy
system and strategy

| l

Implement quality Develop quality systems
systems and procedures and structures
\ Prepare for quality /
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2.2.3.2 Quality organization

There are two extreme positions for organising QA functions and activities. One 1s
that all QA functions should be built into the ongoing organizational structure with

direction provided by the line manager, and the other extreme position 1s that QA
functions could be organized and managed in a separate QA unit (Hermida, 1999b,
Franco LM et al,, 2002). The selection of quality organization type depends on the
circumstances and local conditions such as having a clear management philosophy

and organizational structure for the health care system and its organisations. Once a

health organization considers the quality management approach as an integral part of
1t’s management philosophy, then almost all QA activities and functions can be
easily incorporated into the routine management structure activities. However, in a
situation where there is no clear management approach philosophy and quality
management 1n particular introducing QA methods could gradually improve both
management quality and quality of services.

In bnief, assigning quality responsibility will rest heavily on the selected quality
organisational structure and the responsibility of any overlooked quality activities
which might be taken up by line managers or be given to the director of the QA unit.
Hence, each organization needs to decide on the suitable structure for organizing
quality activities and the appropriate way for designating responsibility.

Another important factor for successfully organizing quality activities is the
availability of competent leadership that believes in the importance of QA methods
as managerial tool for improving health system performance (Donabedian, 1996a,
Silimperi et al., 2002). This leadership should demonstrate political commitment and

managerial support for spreading quality culture and allocating resources needed for

implementing QA activities.
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Several studies in industry and health care settings have revealed that leadership 1s

the most important factor which leads to achieving high quality product and service
(Manaf, 2005b, Ennis and Harrington, 1999, Penland, 1997, Habib et al., 1997).

Having periodical monitoring and assessment of performance at all levels 1s also an
essential catalyst for improving quality of health care because monitoring quality

performance may lead health care professionals and managers to recognise any
shortcomings in the current situation and develop strategies and opportunities for
improving quality performance. Likewise, there is a need for spreading culture of
quality among health politicians, professionals, lay people, training institutions and
other partners who are interested in improving quality of health care. In addition,
promoting professional ethics and commitment to quality health services are critical
elements for sustaining quality assurance management (Brown, 1995).

In developing countries, the sustainability of quality activities remains a real and
critical challenge for any quality improvement strategy, especially when the initial
funding and technical assistance are funded by donors and there is a risk of stopping
or withdrawing of such funds. Brown et al. (2001) summarised the most important

key activities for organising QA initiative as follows:

* (Conducting a preliminary review of QA-related activities
* Developing the purpose and vision for QA

* Determining level and scope of initial QA activities

* Assigning responsibility for QA

* Allocating required resource for QA management.

= Developing a written QA plan

" Strengthening QA skills and critical management system

* Disseminating QA activities

* Managing change
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2.2.3.3 Quality improvement strategy

As quality policy is usually developed to answer the question of why QA 1s needed,
quality improvement strategy should answer the question of how to improve quality.
Ovretveit suggests that quality strategy should be part of the general business
strategy and quality management should be integrated within the existing
management systems. He also warns from what is called 'quality over saturation’, 1.e.
when senior management insists on detailed specifications and standards for quality

procedures before involved staff have had time to come to terms with quality

(Ovretveit, 1992). Over-saturation is also a danger where large numbers of 'off the

shelf' techniques are recommended with little consideration for local needs or where

actual standards and specifications are adopted from somewhere else.

Over the last few decades, many quality improvements strategies have emerged in
the literature. These strategies refer to both external and internal quality
improvement assessment (Ovretveit, 1994, Shaw, 2001, Ruiz, 2004). The following

section will shed light on quality improvement strategies as follows:

* Increasing resources - this refers to increasing health care inputs such as the

financing, personnel, facilities or equipment used in a hospital or health system,

aiming at treating more patients or treating the same number of patients faster,

better and at lower cost-per-person.

* Reorganization reform - seeking primarily for making changes in the structure
of a hospital or health system so as to facilitate better decision-making or use of
available resources. This choice may incur changes in financing and management
style, and strengthening the management capacities by increasing management

responsibilities and authority or competencies as a way of improving quality.

¢
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Standards and guidelines - including formulating standards of what is expected
from health providers, communicating standards to users and providing training

in and monitoring and evaluating to enforce using the standards in practice. Most

medical and clinical audits belong to this category as well as some approaches
called “quality assurance” (Shaw, 1993). An example of this method 1s the
clinical practice guidelines for various health conditions such as Zambian

national technical standards (Bouchet et al., 2002).

External quality assessment - There are a number of quality assessment

systems; the best known i1s the European Foundation for Quality Management
(EFQM) which is based on the American Baldridge Award (Shaw, 2001). Other
well known external quality assessment including licensure, certification, and
accreditation systems. The accreditation systems differs in which aspects of
hospital operations are assessed and whether quality outcomes are considered in
the assessment (Ovretveit, 2001). Some quality experts argue that hospital
accreditation programmes are not a good use of limited resources in low-income
developing countries (Ovretveit, 2002a).

Total quality management (TQM) and continuous quality improvement (CQI) -
TQM 1s a set of principles and methods which are applied in many different ways
and onginating from organisation-wide industrial quality programme. It is based
on a view that quality problems are more often due to poor organization than to

individual faults (Berwick et al, 1990). This strategy aims at developing
personnel performance and providing the best patient experience and outcomes.

Quality management system - defines quality responsibilities and puts into

place the structures and systems to ensure it. The components of such a system

are interpreted differently from country to country in the absence of over-arching
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standards (Ovretveit, 2003). This strategy might include developing ‘quality
indicator comparison’ seeking to motivate patients, clinicians and others to use
information about quality performance in order to make improvements. In
practice, this strategy can be used by one hospital taking part in a comparative

data gathering programme (Thompson et al.,, 1997), or as a voluntary or
compulsory strategy for hospitals in an area to collect and report the same data.

Some comparison systems are public and promoted to encourage both patients

and providers in taking action to improve quality. Further, some institutions use a
benchmarking strategy which refers to having comparative information about
best quality performance with additional methods to help providers decide on
how to improve quality. It is worth mentioning that nowadays there is a growing
Interest in introducing patient safety strategy in health care. This strategy often
includes risk management that aims at identifying high risk procedures or
situations that put the hospital at financial risk from patient litigation claims,

using a wide range of methods from other industries for collecting and analysing

adverse events and situation.

Patient empowerment and rights - this method aims to give patients a voice
through, for example, a complaints systems or conducting patient satisfaction
surveys as well as publicizing what patients have a right to expect, such as the
United Kingdom’s “Patients Charter” (DoH, 1992). There might be other

schemes contributing to strengthen patient power such as including patient health

care rights 1n the national constitution and laws.
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In summary, it is worth mentioning that all these quality improvement strategies
indicated above have been developed in western developed countries that have

sufficient resources available to address the quality problems and commitment to

prevent unnecessary patient suffering. In contrast, in developing countries and, in
particular, the low income countries, the quality improvement efforts is still in its
infancy stage and is severely limited due to the lack of available resources and
adequate knowledge of quality methods. Hence, for the purpose of this thesis,

the patient perception and satisfaction will be the focus of this study as a tool for

QA in monitoring and assessing quality of hospital care. Further, a clear
preference has been observed, at a universal level, for adoption of quality
assurance principles in the field of health care (Theodorakioglou and Tsiotras,
2000) due to QA is a planned and systematic assessment of the actual level of

quality services provided plus improving the provision of those services (Black,

1990).

2.2.3.3.1 Quality assurance (QA) as a means for quality improvement

In the health care literature, no single and universal definition for QA was found.,

For instance Donabedian defines QA as “All the arrangements and activities that are
meant to safeguard, maintain, and prompt the quality of care’”. Palmer (1983), a QA
expert in U.S. ambulatory care, defines QA as A4 process of measuring quality,
analyzing the deficiencies discovered, and taking action to improve performance
followed by measuring quality again to determine whether improvement has been
achieved” (Palmer, 1983). Ruelas and Frenk, who had conducted extensive QA

work 1n Mexico, defines QA as “A systematic process for closing the gap between

actual performance and the desirable outcome” (Ruelas and Frenk, 1989). Berwick,

a US-based clinician, who is working to apply the principles of continuous quality
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improvement (CQI) to health services, defines QA as 4 systematic managerial
transformation designed to address the needs and opportunities of all organizations
as they try to cope with increasing change, complexity, and tension within their
environment” (Berwick, 1991).

The Australian Council on Health Care Standards (ACHS) defines QA as “The
planned systematic approach to monitoring and assessing the care provided, or
these services being delivered, which identifies opportunities for improvement and

provides a mechanism through which action is taken to make and maintain these

improvement” (ACHS, 1990).
It 1s clear that these definitions of QA have a number of common elements, as all

view QA as a systematic, ongoing process which looks for opportunities to improve

performance and uses data to monitor the process of quality improvement and
evaluate the outcomes of improved quality. However, Brown et al. assert that in
order to raise services quality, the quality approach should be oriented toward
meeting the needs and expectations of patients and the community, focusing on
process and system, using data to analyse services delivery and encouraging team
approach to problem solving and quality (Brown et al., 2001).

In principle, WHO states that introducing QA system is to assure public
accountability, protect the public from inappropriate, substandard and harmful care
and stimulate interests of critical mass of interested health stakeholders, such as
health professionals, policy makers, managers, and patients in order to create a

suitable supportive environment for change (WHO, 1989).

In practice, QA is a quality management tool for identifying quality problems and

opportunities, identifying solutions and taking corrective action (Overtveit, 1992).

For example, applying QA methods would demonstrate the differences among
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professionals performance that may lead in stimulating their intellectual cunosity
toward improving their performance in addition to facilitate in exchanging
benchmark information within and among health institutions. Assuring public

accountability i1s another principal objective of any QA initiative because there are
substantial proportions of health services that have been or are still financed from
public sources, especially in developing countries. So, it is critical that quality

assurance methods should provide evidence that funds are being spent both

efficiently and effectively.

2.2,3.3.2 QA methods

In the middle of the nineteenth century, Florence Nightingale, a British nurse, was
the first person to introduce QA standards and nursing care standards into modern

medicine. This intervention led dramatically to a decrease in mortality rates in
hospitals during the Crimean war (Ellis & Whittington, 1994). Later in the 1950's,

QA was introduced into hospital care in North America and Europe, and it was
further extended to involve ambulatory care/primary care. Consequently, growing
quality assurance methods such as regulations, licensure and accreditation have

emphasised for assuring quality of health care and not using quality improvement
methods as an end in itself but as a managerial means for improving health service.
Furthermore, the importance of having such regulations, formulating peer review
committees and implementing studies and pilot projects is to improve quality of
health care provided and its outcomes such as patient and personnel satisfaction

(WHO, 1989). Nonetheless, Kaluzny, et. al. argues that despite increasing uses of

quality assurance methods, the applications of these methods lag behind 1n the
process of providing health services in the public sector (Kaluzny et al., 1992).

Overtveit pointed out a need for developing a conceptual framework and strategy for
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introducing quality methods and ensuring that these methods are being used across

the services (Overtveit, 1992). Moreover, although introducing quality assurance
methods might provide such a framework and a strategy for quality improvement,
managing quality of health care requires involving different quality perspectives.
These perspectives should reflect the needs and desires of patients, managers and
health professionals involved in the health care process (Kaluzny et al., 1992). By
the same token, it has been documented that most quality problems in the health
services organisations are not merely the results of individual error but are due to the
failure of the system in which all personnel can function in performing the task
adequately. Hence, it is obvious that there is no universal specific recipe for QA
approach. It 1s obvious that QA methods should be introduced gradually through a

carefully planned and systematic approach aimed at monitoring, assessing and

improving quality of health care services, especially for a health system or an

organization with a rudimentary management system.

2.3 Quality monitoring and assessment methods (how can
we monitor quality?)

2.3.1 Patients’ perceptions and satisfaction approach

Monitoring and measuring customers’ perceptions of services quality has become
an important topic in service quality literature (Brady, 2001). In health care settings,
the patient’s perceptions of quality of health care have influenced their satisfaction
and health seeking behaviour (Williams, 1994a, Vuori, 1991). It has also been
argued that the effectiveness of clinical outcomes is determined, to some degree, by

patient satisfaction as patients willingness to comply with treatment has often been

related with the satisfaction level (Gilson et al., 1994).
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Thus, patient satisfaction has come to be seen a legitimate health care goal and
therefore a pre-requisite of assuring quality care (Donabedian, 1996b, Vuori, 1987).

For some researchers, patients’ quality perception represents a comparative balance

between the patient's perceptions of the service they have received and their
expected standards for the service (Aharony and Strasser, 1993). These standards
may represent what is ideally expected, what patients believe they deserve to receive,
what they believe is minimally acceptable or what they have received during prior

encounters (Pascoe, 1983, Thompson and Sunol, 1995b).

The literature provides ample evidence that there is link between patient perceptions
of service quality and patient behaviour, such as seeking medical care, changing
providers, and complying with recommended treatment (Vom Eigen Ka et al., 1998,
Willson and McNamara, 1982). Satisfied patients are more likely to comply and
adhere to doctors' instructions and treatment plan (Williams, 1994a), whilst
dissatisfied patients are more likely to distrust the provider of care, miss their
appointments and switch providers (Pascoe, 1983). Hence, patients' perception of
quality of care has gained a greater interest amongst health care providers and policy
makers (Sitzia and Wood, 1997b, Loker and Dunt, 1978, Donabedian, 1980).

The perception of service quality has been described as an attitude formed as a
function of some combination of attributes that an individual considers to be the
components of the quality (Carman, 2000). These attributes are found to have a role

in forming the client’s attitude towards the service provider when the service fails to

meet consumer values and expectations (Newsome and Wnight, 1999).

Likewise, Brown and Swartz state that satisfaction is evident when health care

outcomes meet or exceed the client's expectation whilst dissatisfaction appears when
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a negative discrepancy is present between the client's anticipated outcome and the

actual outcome (Brown and Swartz, 1989).
Carman suggests that these attributes could be grouped into two sets: functional, such

as provider attentiveness that describes how service is delivered; and technical, such
as outcomes that describes the quality of what is delivered. In health care literature,
the former has been referred to as "process"” attributes and the latter has been referred
to as "outcome" attributes. However, some authors argue that attention has been

given to the attributes that may make up the perceptions of service quality than

exploring the way in which these attributes are combined and this can affect the

overall perceptions of quality (Carman, 2000). Other authors view the perception of
service quality as the difference between expectations and actual experiences on all

of the quality attributes that concern the users of services as far as expectation 1s

concerned (Murray et al., 2001).

Thus, the patients’ perception of the service quality is the outcome of the gap
between the service they expected and their experience of the service they actually
received (Ovretveit, 1992). However, although there is a relation between patient
expectations and satisfaction, it has been suggested that expectations and values

could only account for between 8% to 10% of the variance in satisfaction with
service received (Newsome and Wright, 1999). In addition, there is little evidence

suggesting that satisfaction is the direct result of fulfilled expectation and values.

Nonetheless, expectation has an independent effect on satisfaction (Linder-pelz,

1982b, Linder-pelz, 1982a, Rao et al., 2000).

Although satisfaction and perception of quality are generally a subjective personal
evaluation of health care services and providers (Ware et al., 1983), it is important to

recognise that perception of service quality is a multi-dimensional construct
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reflecting patients' expectation, values and experiences with health care quality
(Linder-Pelz and Struening, 1985, Sitzia and Wood, 1997b). In addition, patient
satisfaction surveys reflect at least three factors, including patient’s personal

preferences, patient's expectation, and the actual quality of care received.

However, it is important not to view feedback from patient surveys as the whole
measure of health care quality as the patient surveys themselves may need to
emphasise different aspects of services delivery according to the weight given by the

patient to these different aspects (Ware et al., 1983).

In summary, thus far patient satisfaction and quality perception has gained
widespread recognition as a measure of a quality and quality indicator of health care
delivery systems performance (Newsome and Wright, 1999). The attention given to
patient perception is linked to the drive for greater public accountability that has led
to several significant implications for examination of patients' perceptions of quality
(Sofaer and Firminger, 2005). Moreover, other authors claim that a real improvement
in health care quality can not take place unless the patients are involved and an
evaluation of health care will not be satisfactory if it focuses only upon measures of
clinical effectives and economic efficiency without including patients views
measures (Thompson and Sunol, 1995a). Also, it has been argued that identifying
patients' priorities among different quality dimensions could lead to allocating the

limited health resources more efficiency and effectively (Choi et al., 2005).
Thus, measuring patient perception of quality and satisfaction is a significantly

valuable source for providing feedback on quality performance and identifying areas
and opportunities for improvement (Wensing et al.,, 1994, Abd Al Kareem et al,,
1996). The findings of patient perceptions studies could be used to facilitate

identifying areas that need improvement, in guiding the strategic decision making
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(Sower et al., 2001) and in managing the expectations of patients (Mawajdeh et al.,
2001) in addition to considering patient perception as a measure of quality

outcomes in terms of to what extent are patients satisfied with quality of care,

particularly the inter-personal aspects of care (Donabedian, 1988, Donabedian,

1980).

2.3.2 Quality dimensions of patient perception and satisfaction.
There 1s no consensus on the number of the components underlying patient

satisfaction and quality perception. Hall and Doman (1988) conducted a meta-
analysis of 221 studies in quality of health care, and the review showed that a
quarter (25%) of the studies used only one dimension (although using multiple 1tems,
all referring to that dimension), 46% of studies used two to four dimensions, 32% of
studies tapped five to seven dimensions and only 6% tapped eight or more
dimensions (Hall and Dornan, 1988a). Taking into account that potential
shortcomings of multi-dimensional measures of patients' perception of quality of care
and satisfaction fails to consider all aspects of satisfaction important to patients
(Ware et al., 1978) and 'it is wrong to equate all information derived from patient
survey with patient satisfaction’ (Ware 1981).

One of the few experimental studies designed specifically to identify the important

dimensions of quality from the patients’ perspective was conducted with out-patients

at an urban hospital in the United States of America. In this study, the patients were

asked to rate both the absolute and relative quality of six dimensions of health care

quality. The most important dimensions were found to be 'the behaviour of doctors
and nurses', followed by clinical outcome, the extent to which services offered
matched perceived needs, the attitude of ancillary staff, accessibility of the facilities

and, lastly, waiting times (Pascoe and Attkisson, 1983).
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In the UK, (Williams and Calnan, 1991) also attempted to assess the relative
importance of various dimensions of satisfaction in a number of U.K. health care
settings including general practice, dentists and hospital. Irrespective of the medical

context, the most important criteria were professional competence and the nature and
quality of the patient-professional relationship. An international study conducted
amongst different European countries asked primary heath care patients to prioritise
38 1tems of health care. The findings revealed that the top ten items reported by

patients were related to access, the patient-doctor relationship, communication,
competence, courtesy, and privacy (Grol et al., 1999). Bowers et al. (1994) suggested
that a useful way to organise the findings from these different studies in developed
countries on the underlying dimensions of quality is to divide them into two rather

distinct categories, ‘quality of technical care’ and ‘quality of interpersonal care’

(Bowers et al., 1994).

Hence, these differences in the relative importance of satisfaction construct and
quality perception might be attributed to satisfaction models used and, in particular,
the study instrument used. Some authors have claimed that the contents of these

Instruments are biased towards issues that concern the providers of health care rather
than the users (Calnan, 1988). This view is supported by the findings of a meta-
analysis study (Wensing et al., 1994) which concluded that patients were relatively
often asked to assess aspects like accuracy, informativeness and availability, whereas

aspects such as professional competence and empathy were less frequently included

and aspects such as effectiveness were hardly included at all.
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2.3.3 Patient satisfaction and quality perception in developing countries.
In developing countries the literature on patient quality perception and satisfaction 1s

limited compared with the volume of research that has been published in developed

countries (Bernhart et al., 1999). However, although there are limited studies on
patient satisfaction and quality perception in developing counties, the available
literature showed that patients’ perception of health service quality is a multi-
dimensional concept (Haran et al., 1993, Haddad et al., 2000, Yildiz and Erdogmus,
2004). For example, Haran (1993) conducted a study among an out-patient

department of two hospitals in the Eastern province of Ghana, which aimed at
identifying the quality factors as perceived by the patients. The main factors that the
patients perceived as influencing the quality of care were 'availability of a doctor,
'the availability of medicine' and 'the availability of information on diagnosis', In
addition to the relationship between patient's perception of the quality of service
received and their sense of satisfaction with the services (Haran et al., 1993).

Tengilimoglu et al. conducted a study to measure patient satisfaction in a public
hospital in Ankara, Turkey, and three composite factors were identified including
'accessibility and availability of services' perceived quality of patient care', and
'organisational and administrative issues’ (Tengilimoglu et al., 2001). Another study
conducted in Riyadh city, Saudi Arabia, to identify which main aspects of public
hospitals services are important to patients and had an influence on satisfaction. The
findings showed 11 statistically significant items. These items were 'cleanliness of
the hospital' nutrition services', 'perceived nurses quality', 'perceived physicians
quality', 'staff kindness', 'availability of medicine', 'hotel services', 'simplicity of
admission procedure', 'availability of advanced medical technology', and 'availability

of recreation facilities' (Al-Omar, 2000).
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In 2004, a nation-wide survey covering 1,100 patients in 31 hospitals was conducted

in Turkey (Yildlz and Erdogmus, 2004). The findings showed seven factors
responsible for explaining patient satisfaction with quality of hospital care. These

factors are 'physician care', 'nursing care', 'nutritional care', 'room cleanliness', 'room
atmosphere’, 'the procedure of incoming patients', and 'other serving factors'.

In the United Arab Emirates (UAE), a study comparing quality of private and public
hospitals care using the SERQUAL model identified five factors explaining the

variance in the hospital care quality. These factors were 'empathy', 'tangibles’,
'reliability’, 'administrative responsiveness', and 'supporting skills' (Jabnoun and
Chaker, 2003). Another study conducted in UAE investigated the relationship
between service quality dimensions in UAE hospitals using SERVQUAL scale
dimensions of  tangibility, assurance, responsiveness, reliability, and empathy
(Jabnoun and AL Rasasi, 2005). The findings from the analysis of 242 patients and
201 hospital employees revealed that hospital service quality was positively
associated with all dimensions of service quality.

In 2003, a study conducted in Egypt on patient satisfaction with primary health care
services in two districts in lower and upper Egypt using exit interview showed high
patient satisfaction with accessibility, waiting area conditions and performance of

doctors and nurses, but low satisfaction with the availability of prescribed drugs and

laboratory investigations and lack of privacy during clinical examination (Gadallah
et al.,, 2003). Another Egyptian study on patient views of hospital care quality
employed the SERVQUAL mode and three factors explained 67% of variation 1n
patient satisfaction. These factors have been labelled as “human performance
quality”, “human reliability”, and “facility quality”. It is interesting to note that In

this study the author argued that the results do not support the five-component
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structure  of the SERVQUAL scale (Mostafa, 2005). In 2006 (Zineldin, 2006)
conducted a study to examine the major factors affecting patients' perceptions of

cumulative satisfaction among hospital patients in Egypt and Jordan. The results of

analysing 224 in-patients' completed and usable questionnaire revealed five quality
dimensions. These dimensions were 'quality of object, 'quality processes', 'quality of
infrastructure', 'quality interaction', and 'quality of atmosphere'. In Jordan, a patient
satisfaction study was conducted among community and university health centres to

identify the influence of factors representing quality dimensions on patient

satisfaction. The study results revealed that dimension of quality included client-
provider relationship, information exchange, continuity of care, and the availability
of services had a significant effect on patient satisfaction (Mawajdeh et al., 2001). In
South Korea, a study was conducted to investigate the relationship between service
quality dimensions and out-patient satisfaction. The findings revealed four
dimensions of quality relating to patient satisfaction, including 'physician concemn,
'staff concern', 'convenience of the care process', and ' tangibles dimension' (Chot et
al., 2005). Similarly, in South Africa, a satisfaction survey conducted among diabetic
out-patients' clinics at two hospitals revealed that attributes of providers and setting

characteristics were the major components of the patient satisfaction. These

components referred to interpersonal and organisational dimensions of patient

satisfaction study (Westaway et al., 2003).

Thus, this review of patients’ perceptions of quality of care in developing countries

suggest that the quality dimension categories of ‘quality of technical care’ and

‘quality of interpersonal care’ are equally applicable in developing countries.
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2.4 Methods of measuring patients’ perception and
satisfaction

There are several approaches for measuring patient perceptions of health care

quality. These approaches can be grouped primarily into quantitative and qualitative
methods including, for example, counting and categorising complaints, examining
critical incident and adverse events and satisfaction surveys (Bowling, 2002, Sofaer,

1999). The most widely used approach to assess patient perception 1s to assess

patient satisfaction (Williams, 1994a, Crow et al., 2002). Several instruments have

been developed to assess patient satisfaction (Castle et al., 2005, Tijhuis et al., 2003,
van Campen et al., 1995, Beattie et al.,, 2002).These instruments nearly all ask
patients to evaluate services received on either global level ( e.g. overall satisfaction

with care) or a service-specific level (e.g. satisfaction with nursing care ).

The evidence in the literature s\uggests that asking about overall satisfaction gives a
high level of satisfaction (83%-97%) and provides an over-optimistic evaluation of
patients' experience of health care. A different picture emerged when patients were
asked to report or evaluate specific aspects of their experience of care (Jenkinson et
al., 2002b, Williams and Calnan, 1991). Commonly, the measurement scale used was
the Likert-type scale, either “quality rating” that ranges from ‘excellent’ to ‘poor’, or

"satisfaction scale” ranging from ‘very satisfied’ to ‘very dissatisfied’, or a

“declarative scale* ranging from ‘strongly agree’ to ‘strongly disagree’ (Rosenthal

and Shannon, 1997).
There are also different approaches for measuring patient perceptions which focuses
primarily on assessing elements that shape the judgement of patient satisfaction. For

example, (Cleary et al., 1991a) developed an instrument oriented problem based on

problems that were identified from patient and fafnily focus groups. The main aim of

this Instrument type is to minimize the subjectivity of assessment and the
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confounding effect of patient's prior expectations. Similarly, early in 1988,
(Parasuraman et al., 1988 ) developed a 22-item SERVQUAL scale to measure the
quality in services and retail industries. This scale was later adapted to health care
(Babakus and Mangold, 1992) and included questions about patients’ perceptions of
actual services delivery and expectations of the health care delivery systems for
providing these services.

Thus, the review above showed that several frameworks exist for measuring patient
perceptions. Although each examines patient perceptions from a different conceptual
perspective, it is likely that measurements based on these alternative frameworks
would be reasonably correlated (Cleary et al., 1992, Rosenthal and Shannon, 1997).
Castle et al (2005) conducted a comprehensive review (1980-2003) of survey
instruments used for assessing patients’ perception of hospital care. This review
covered studies done in U.S. A., Europe, and the Middle East. The review reported
that there are many instrument being used for measuring patients’ perception of
hospital care. These instruments are different in terms of the instrument domains,
mode of administration of the instrument to respondents and characteristics of

Instrument performance, especially psychometric properties.
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2.5 Summary of key findings of the literature review

There is no universal consensus definition for quality, but there is a general
agreement that quality is a multi-dimensional concept; this dimensionality

includes at least three perspectives: professional quality, management quality,
and patient quality. Thus quality is not just a matter for the medical professional

but it is also an organisational matter and patient concern as well.

There are many quality approaches that have been reported in the quality

literature. These approaches, in principle, are client-oriented, focussing on
process and system improvement, data driven, and encouragement using
teamwork approach. Nevertheless, quality policy development is basically a

strategic decision requiring political commitment and managerial support from

leadership at the top management level.

To organise quality improvement activities, there are two main approaches,
namely, the comprehensive approach, which requires a wide range of
information system that could not be suitable for use in developing countries as it

needs substantial buy-in and commitment from senior management leadership,

not to mention it is also resource-intensive in terms of both financial and human
resources, and the problem based approach, which gives attention to practical and
small-scale quality activities leading to incremental quality improvement. Hence,
each organisation should find a suitable structure for organising quality activities
and the appropriate way for designating quality responsibility, taking into
account the contextual and operational factors in quality management.

The patient perception and satisfaction survey is a common method widely used
in developed countries, as a quality indicator for health care services and a tool

for identifying quality improvement opportunities. In contrast, the patient
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perception and satisfaction survey is limited to being used in developing

countries, especially in low income developing countries

Patient perceptions and satisfaction with health services are important methods
for monitoring and assessing health care quality. Patient views represent
significant measures that provide feedback to health care providers on the quality
care performance in addition to in helping to identify quality problems and
opportunities that need improvement. Thus, patient perceptions have become a
major indicator in the evaluation and quality improvement policy in health care.

Research shows that patient satisfaction surveys that look at particular aspects of

the service as well as the overall satisfaction provide a useful means for

monitoring and assessing quality improvements.

Patient perception of quality of care is a multi-dimensional concept consisting of
several dimensions. These dimensions are of an individualistic, dynamic and
specific context. So any quality dimensions findings from developed countries
may differ from the dimensions in developing countries, in addition there 1s no

one standardised number of quality dimensions.

The main concerns about quality perceptions in developing countries are the
services availability and organizational aspects of care including the technical
aspect, whilst in developed countries the patient perception of inter-personal

aspects of care 1s more important than the technical aspects of care.

Position of recipients of health care in developing countries is different from

those in developed countries in terms of importance of eliciting their views about

quality of care.

There are a limited number of quality perceptions and satisfaction studies of

public health services in developing countries.
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Chapter Three: Country study profile, Yemen

3 Overview

This chapter consist of five sections which highlights the country profile of the study.
Section 3.1 presents a general background of the country. Section 3.2 summarises the
socio-economic development and challenges. Section 3.3 describes the health care
delivery system. Section 3.4 discusses the health policy environment, in particular
the health reform policy and quality policy development. Finally, section 3.5 presents

the key findings.

3.1 General background

The Republic of Yemen (ROY) is a Middle Eastern country with an area
555,000km®. It is located in the southern west comer of the Arabian Peninsula,
bordered by the Kingdom of Saudi Arabia in the north, the Arabian Sea and the Gulf
of Aden in the south, Sultanate of Oman in the east and the Red Sea in the west (see

Figure 3.1). It has various topographical areas with mountains, plateaus, islands,

coast, and a desert called Al-Rub-Alkhali (CSO, 2003)

According to the latest population census conducted in 2004, Yemen's population
reached 19.7 million, distributed over 21 governorates including the capital city,
Sana’a. Administratively, each governorate consists of a number of districts, which
reach in total 333 districts, and each district is divided into small villages.

Strikingly, about half of the entire population (43%) is concentrated only in four
governorates namely: Taiz (12.2%), Al-Hodeidah (11%), Ibb (10.8) and Sana'a city
(8.9%). The vast majority of the population (75%) live in the rural areas and about

half of the population are under fifteen years of age (CSO, 2004).
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Politically, Yemen used to be divided into two separate countries; one in the North
called the “Yemen Arab Republic (YAR) and one in the South called The People's
Democratic Republic of Yemen (PDRY). In 1990, the two countries were unified as
the Republic of Yemen (RoY). The political system of the new RoY country is a
multi-party democratic system, with an elected president and parliamentary system.
As a result, many political parties have emerged since the unification. The most
influential political parties are the Yemen General Congress (YGC), the Ruling
Party, the Yemeni Congregation for Reform Party (Islah), and the Yemeni Socialist
Party (YSP), the opposition parties.

Figure 3-1 Map of Yemen
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Figure 3-2 Yemen's location in the Middle East map
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3.2 Socio-economic development and reform program

Since the early 1990s, the Yemeni socio-economic development has coped with

several shocks. As a matter of fact, these shocks have had a negative effect on the

soclo-economic development momentum. For example, the Gulf war in 1991 had
forced at least 800,000 Yemeni workers to leave the Gulf States (GoY, 2003) . As a

result, Yemen’s economy has lost the migrant remittances and employment

opportunities in the Gulf States and accommodated the return of this huge number of

people. A few years later in the summer of 1994, a civil war in Yemen added another
pressure to the fragile socio-economic development.

In 1995 following the civil war, Yemen embarked on the Economic-Financial-
Administrative Reform program (EFARP) in order to make a structural adjustment in
the national economy. This program has been supported by several donors, including
the World Bank, the International Monetary Fund (IMF) and others. The EFARP has
adopted policy changes such as economic-market oriented, public expenditure
rationalization, and the privatization of public enterprises. The impact assessment of
EFARP revealed that it had a positive effect on the macro-economic growth and a

negative effect of the socially vulnerable groups, especially people with a limited

source of income (GoY, 2003).

The Houschold Budget Survey (HBS) (1998) revealed that the socio-economic status

of people was getting worse. The real GDP per capita declined from US$ 701 in
1990 to US$ 302 in 1998, about 42 %(6.9 million) of the population live under the
national poverty line, and 18% (3 million) live under the poverty food line'.

Hence, under this current fragile economy and absence of sustained growth in per

capita income, the World Bank indicated that a sizeable part of the Yemeni

! Foqd poverty line refers to “insufficient income to meet the basic essential food
requirements”, that is, YR 2101 per person per month (GoY, 2003).
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population is economically vulnerable and more susceptible to live near the poverty

line. In addition, it is doubtful that poverty in Yemen can be eradicated 1n the

absence of a sustained growth economy and an improvement in the human
development indicators (WorldBank, 2002).

In 2000, GoY realized that there was a need for a long-term strategic development
vision. Therefore, the GoY worked on developing a strategic development vision for
25 years, aiming primarily at achieving three targets. The main targets included
average annual GDP growth of 9% in the next coming 25 years, reducing population
growth rates and increasing diversity of economy productivity. This strategic vision
stresses strongly on poverty reduction as a main human development challenge
through adopting strategies for creating and encouraging an investment environment
for the private sector, improving human resources development and living standards
indicators and making improvements in the social services, especially in health
services and education in addition to raising income per capita to the levels of the

middle-income countries (GoY, 2000).

In 2001, the Second Five-Year Plan (SFYP) (2001-2005), as a first step 1n
implementing the 25 year strategic vision was developed. The SFYP had specific
targets such as achieving an average GDP growth rate of 6.5%, raising the
contribution of non-oil sectors in GDP from 71% to 75% by 2005, and an annual
growth rate of 6.7% for agriculture and 8% for the services sector, while the growth
rate of industrial value-added was set at 3.0%. However, achieving these targets were
thought to be a challenging task pragmatically (WorlBbank, 2002).

Recently, in 2006, the Third Five-Year Plan (TFYP) (2006-2010) was developed.

The TFYP has been entitled as a “reducing poverty plan”. The major strategies of the

plan include diversifying the economy, encouraging the tourism investment, and
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rationalization using scarce resources, especially water (MOPIC, 2006). It has been

thought that the financing for implementing the TYFP is expected to be highly
supported by international donors. Accordingly, Yemen has convened a meeting for

international donors in London in November 2006. The donors pledged a $4.7

billion economic support package to enable Yemen to implement the TFYP and

overcome the development challenges.
3.2.1 Current development challenges

Yemen is one of the least developed countries in the world due to it's limited
institutional and human resources development (UNDP, 2005, GoY, 2003). The
Human Development Report of 2005 ranked Yemen at 151 out of 177 countries 1n
terms of human development indicators, with Human Development Index (.48). As

of 2003, Yemen has a per capita GDP of US$ 565 and people living in poverty 1s at

42% (UNDP, 2005). The following section will attempt to shed some light on the

current human development challenges.

3.2.1.1 Poverty challenge

Poverty in Yemen is a growing economic and social problem, challenging the
government, society, and donors alike. According to the 1998 HBS, 17.6 percent of
the Yemeni population live under the food poverty line and more than forty percent
of this populace are incapable of obtaining all of their food and non-food
requirements’ (the national poverty line). Further, poverty is more concentrated 1n
rural areas and it varies between governorates ranging between 10.1% in Sana'a city

and 38.8% in Hadramout (GoY, 2003). The Human Development Report (2005),

* There are two type of poverty: the food poverty line which refers to insufficient income to
meet the basic essential food requirements, and the national poverty line which refers to

insutficient income to meet the food and non-food requirements. Their value has been
estimated at YR 2,110 and YR 3,210 per month respectively.
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ranked Yemen as 77" out of 103 developing counties in relation to the Human
Poverty Index (HPI) (UNDP, 2005).

Poverty and its development are not just seen through poverty lines alone, but also
through the different social and economic indicators. There is a relationship between
poverty and education level; about 87% of the poor are among the 1lliterate group or
have incomplete primary education. Similarly, 86% of the poor families are rural
dwellers that are headed by an illiterate individual (GoY, 2003). As for poverty and

health services, there are significant differences regarding the availability of health
services for the poor and non-poor populace. The percentages of access to hospitals
services constitute 22.5% for the non-poor families compared to 14.2% for the poor

families. Similarly, the primary health units (36.2% for the non-poor family versus

15.6% for the poor families) (GoY, 2003).

In conclusion, although the social services, especially education and health are basic

requirements for socio-economic development and an instrument for poverty

alleviation, most indicators still reflect a pressing need for escaping the limitation of

access to these basic services for both poor and non-poor alike.

3.2.1.2 Population challenges

Population in terms of growth, structure and distribution is the observable population

challenges to the development process. During the last three decades, the population
s1ze has grown remarkably. It has increased from 12.8 million in 1990 to 19.7 million
in 2004, with a huge young age structure below 15 years of age that constitutes about

46.5 percent of the whole population. Moreover, the Yemeni population live

predominantly in rural areas, and are scattered among 129,299 small rural villages

and 3,642 urban centres (MoPHP, 2006). All these factors are seen as major
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challenges for the national economy and social development, particularly in terms of

providing more basic services, especially for education and health care.

3.2.1.3 Human development challenge

Over the last three decades, although there has been a noticeable improvement in
human development indicators, significant human development challenges still
remain. For example, life expectancy has increased from 42 years of age 1n 1970 to
61 years of age in 2003, the adult literacy rate has increased from 14.2 to 49 percent,

in addition to the significant increase in basic education enrolment from 3 million 1n

1996 to 4.1 million in 2004 (UNDP, 2005). All these improvements, by all standards
considered, are poor when compared to human development indicators in other
developing countries. For example, the life expectancy and adult literacy rate in
developing countries have reached 65 and 76.6 years of age respectively in 2003
(UNDP, 2005).

In summary, there are still many constraints facing human development in Yemen.
The population growth and fertility rate are two of the highest rates in the world,
with 3 percent per annum and 6.5 births per woman respectively (MoPHP, 2003) in
addition to the high morbidity and mortality rates. Moreover, more than sixty five

percept of the population are illiterate and there is poor enrolment in basic education

(57%), especially for girls whose enrolment has not exceeded 38 percent (GoY,

2003).

Hence, all these factors discussed above and others not mentioned are still major

challenges for human development in particular and socio-economic development in

general.
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Table 3-1 shows Yemen human development indicators compared with the MENA

countries and the Least Developing Countries (LDC). At a glance, all the indicators

show that Yemen falls behind the average development indicators in the MENA

countries and close to the situation in LDC, with the exception of a better life

expectancy rate.

Table 3-1 Indicators comparing Yemen with MENA and LDC countries

Annual population growth (% )
Life expectancy at birth “

Infant mortality rate (per 1000 live births) -m
Under 5 mortality rate (per 1000 live births) - 156

' Adult Literacy rate (% ages 15')

GDP per capita $565 $2241 | $580

Source: World Bank: World Development Indicators 2006; Republic of Yemen at a
Glance 2005, Human Development Report 2005.

3.2.2 Role of health sector in development

It is not surprising to mention that improving the population health status would
contribute significantly to poverty reduction and strengthen the socio-economic

development. In other words, having a healthy and productive human capital 1s a
basic input in economic growth development and increasing capital investment.
Shown another way, reducing the burden of diseases such as malaria, malnutrtion

and other public health priorities in addition to an efficient use of public health care
and available resources would lessen the burden on the economy. The following

section will refer to the health care system development.
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3.3 Health care system

This section describes the health care system within the context of socio-economic

development and challenges as discussed earlier. It is intended to provide a basis for

understanding the Yemeni health system within the context of the Middle East and

North Africa countries. The section is divided into five subsections, including

‘health status and healthcare’, ‘health delivery system’, ‘health system resources’,

‘health sector reform policy’, and “‘quality policy development’.

3.3.1 Health and health care

The health status of the Yemeni population is poor, and Yemen has been ranked at
141 out of 191 countries worldwide for the level of health (WHO, 2000). The health
indicators show the population still suffer from high morbidity and mortality rates
and a low percentage of population health services coverage. The latest Family
Health Survey findings revealed that the infant mortality rate is 75 per 1000 live
births, the under- five mortality rate is 102 per 1000 live births, and the maternal
mortality rate is 365 per 100,000 live births (MoPHP, 2003). Moreover, although
comprehensive data on low birth weight is lacking, a community-based survey

showed that 19% of newborns have low birth weight, 46% of children are

moderately or severely underweight, and 25% of women have a high nutritional

deficit (WHO, 2003a).
Yemen 1s still in the early stages of an epidemiological transition as the morbidity

and mortality rates from communicable diseases dominate that from non-

communicable diseases. The most prevalent conditions are diarrhoeal diseases,

malnutrition, complications of pregnancy, acute respiratory infections, and malaria

(MoPHP, 2006, MoPHP, 2000a). According to WHO estimates (2003), one-third of

all deaths amongst Yemeni children under-five years happen because of vaccine-
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preventable diseases. In addition Yemen has one of the highest disease burden for
measles and neonatal tetanus in the Eastern Mediterranean Region (WHO, 2003a).
The overall health service coverage is fifty percent of the population. It is higher 1n

urban areas (80%) and lower in rural areas (20%), although three quarters (75%) of
the population live in rural areas (MoPHP, 2006). This low health service coverage
In rural areas might be due to several factors such as the rugged topography,

inefficient management of public health resources, the limited resources allocated
for primary health care, insufficient community participation, and the strong bias of

health resources in favour of urban areas, especially for doctors and paramedics

(Nasher, 2000).

3.3.2 Health delivery system

The health care delivery system in Yemen is a public and private mix with regards
to financing and providing health care services (MPH&P, 2006). The public sector
remains the main provider of health care at all health care system levels. Although
the MoPHP runs most of the public sector facilities, the Ministries of Defense and
Interior Affairs run their own hospitals and two self-controlled tertiary hospitals,
namely, Al-Thawra and Al-Kuwait hospitals which are funded directly from Ministry

of Finance (MoF).

The health care delivery system has been built traditionally into three levels,

including primary, secondary, and tertiary levels. The primary level refers to the

primary health care (PHC) which includes the public health programs services such

as immunization, MCH, among others. The PHC services are usually delivered

though the health centers and health units in addition to conducting community

outreach services.
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The secondary level is the level of health care services which are provided at district

and governorate levels. These health services are hospitals based which distinguish
them from the PHC services.The bed capacity of the hospital range from 40-60 for

the district hospital and 100-200 for the governorate hospital. At the secondary level,
hospitals provide mainly four major specialties, including general medicine, surgery,
Obs. & Gyn., and pediatrics, taking into consideration the different levels of the
specialties between the district and governorate level.

The tertiary care level is the top level of care. This level of care is delivered at the
tertiary hospitals at national level. These hospitals are highly specialized in terms of
having highly trained cadre and highly technological equipment. In addition to
tertiary hospitals serving community, it provides a teaching and training setting for
medical students and postgraduates. Most of these hospitals are in Sana'a and Aden

city. On average, the hospital bed capacity is 500 beds each.
In addition to the public sector, there is a sizeable private health sector. It has been
estimated that there are about 8,000 private health facilities and most of them are

located in the major cities. Sixty percent of the population have access to the private
sector facilities (MoPHP, 2006) but, the quality of health care in the private sector is

questionable because of the absence of the government regulatory role in protecting

the public and ensuring that the private sector provides quality of care up to

standards (MoPHP, 2000a).
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3.3.3 Health system resources

This subsection discusses the types and distribution of the health facilities and health

manpower in addition to the sources of health financing and levels of expenditure.

3.3.3.1 Health facilities network

The number of health care facilities network has increased remarkably over the past
three decades. For example, between 2000 and 2005, the number of hospitals have
increased from 121 to 178 in 2005 (47% increase), health centres increased from 688

to 895 (30% increase), the health units increased from 1,818 to 2,730 (45.1%
increase), and MCH centres increased from 241 to 460 (90% increase) (MOPIC,
2006). However, despite these noticeable increases in the numbers of facilities, there
1s a shortage of drugs, equipment, and manpower (see Table 3-2). Twenty six percent
of the public facilities are without drugs and equipment while seventeen percent do
not have an operational budget. As a result, on average, the existing public facilities
provide only fifty percent of the health services required with the exception of the
immunization, which is currently 84 percent (MoPHP, 2006).

Table 3-2 Shortages in the public health facilities

Indicator, 2003

Facilities without drug

Facilities without equipments

Facilitates without operational budget

Facilities without cadre

Average availability of health service

Source: (MoPHP, 2006)
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3.3.3.2 Health personnel

There are currently 42,000 employees working in the public health sector 1n Yemen,
and there are a total of 6,739 physicians and 1,3506 nurses in the health sector which
represents a national ratio of 3.3 and 6.5 per 10,000 population respectively (see
Table 3-3). The distribution of health personnel is disproportionate between urban
and rural areas and between or within governorates; about 42 percent of physicians
are concentrated in three governorates only (Sana'a, Taiz, and Aden). In Aden
governorate for example there i1s one physician per 500 population and one nurse per
700 population, whilst in Aljawf and Amran governorates there is one physician per
40,000. Similarly, there is an even distribution among urban and rural areas to the
disadvantaged of rural areas. Although the number of the health facilities in the

urban areas constitute only twenty percent of the public health facilities, they have

more than eighty percent of the available human resources (MoPHP, 2006).

Table 3-3 Health system resources

Year
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Source: WHO: World Health Statistics, 2006. *MoPHP (2006)
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3.3.4 Health sector financing and expenditure

There are three sources for financing the health sector, including the government
which represents the public health expenditure, private source which represents
patient out of pocket payment, and foreign assistance(Nasher, 2000). Strikingly, the
private payment constitutes the highest contribution (75%) in the health care costs as
compared to only 25% from the government, taking in consideration that 10% of the
government's contribution i1s from foreign assistance (MoPHP, 2000a).

In 2004, the total health expenditure was estimated at 1.4 percent of GDP and 3.5
percent of the government budget. Moreover, the overall health expenditure per
capita was US $ 32, and the contribution of MoPHP expenditure per capita was only
US $7 (MoPHP, 2006). Strikingly, the Yemeni patients bear more than 75% of the
health costs, while the MoPHP contributes only 25% of the medical costs, taking
into consideration that 10% of the health expenditure is from foreign assistance
(MoPHP, 2000a). This situation means that Yemen has the highest share of private
out of pocket expenditure on health in the MENA region countries.

Table 3-4 below shows the health expenditure levels in the MENA region as a

percentage of the GDP in 2002. Yemen is the lowest (3.7%) spender on health
compared to all the individual MENA countries, and the average health expenditure
In the lower-middle income countries (5.8%). Likewise, concerning the public health
spending, Yemen spends only one percent of GDP compared with public health
spending in MENA regions and lower-middle income countries (2.9 and 2.5%

respectively). Moreover, the health expenditure per capita in MENA regions is

around $89, and in lower-middle income countries it is around $75, whereas in

Yemen 1t is only $23 (WorldBank, 2006b).
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Table 3-4 Health expenditure in MENA countries

Health expenditure Health expenditure
0
Country Yo of GDP (USS per capita)
Public | Private | Total
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Lower-middle-income countries
Source: (WorldBank, 2006b)

3.4 Health sector reform policy

In1998, the MoPHP launched a health sector reform (HSR) program in response to
serious challenges facing the government's health system. These challenges included
lack of quality, efficiency, and accessibility of the present health care system. As a
result, the long-term goal articulated in the HSR program to make the necessary
changes in the existing system in meeting the health care needs of the Yemeni people
(MoPHP, 2000a). In general, the HSR strategy concentrates basically on three inter-
related policy areas, including improving effectiveness and efficiency of the
management systems, decentralization of management and financial functions to
district level, and redefining the role of MoPHP from provider services to a stronger

policy and regulatory role. Box 3-1 below shows a brief description of the key

components of the HSR program.
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Box 3-1 Health sector reform policy objectives and reform elements

LLONG TERM OBJECTIVES:

1. Adequate/universal access to health care services

2. Equity in both the delivery and eventuality the health care financing

3. Improved allocating and technical efficiency of the service delivery system

4. Improved quality of health services

5. System’s long term financial sustainability

Key ELEMENTS:

* Decentralization of planning, decision making, and financial management.

» Redefining role of MoPHP, with a stronger emphasis on policy, regulation roles, and
the smaller role as service provider for public health and preventive services

* District health system approach

*  Community co-management of health systems

* Cost sharing

Essential drugs policy, and realignment of the logistics system for drugs and medical
supplies

Decentralized, outcome-based management system from the central to the community
level

Hospital autonomy and eventual basic health facility autonomy

Inter-sectoral co-operation

Encouragement of responsible participation by the private sector and NGOs through
appropriate policy design regulation

Encouragement of innovation

Sector wide approach to donor funding and programming

Implementation of the HSR strategy has two phases. Phase one is called the

initiation phase that aims to test the feasibility of HSR components and learn from

the practical experiences. In this phase the key aspects of the reform have been

initiated, such as passing the key legislation, introducing the district health into 40

percent of districts, revising the financial system and bringing the major actors on

board. Phase two is a five year consolidation phase in which the lessons learned in

the 1nitiation phase can be fashioned into long term systems, policies and regulations,

and the remainder of the districts are brought into the health district system.

However, the HSR strategy may be seen as too ambitious if some factors are taken

into consideration. The World Bank commented on the HSR as follows:

The proposed MOPH HSR program is evidently very ambitious. For example the

period of the initiation phase was completed with little achievement. The program’s

long-term objectives are broad, the time frame of the phases is unrealistic, and the
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key reform elements are all-inclusive with a lack of prioritization. In terms of
feasibility, there was little consideration in the capacity required to implement,
manage, and monitor the program. As for affordability, there was no reflection on
the financial requirements and implications. The MOPH reform program would need
to be scaled down to a more realistic and feasible level that takes into account the

constraints in management capacity and financial resources within the country's

political, economic, and social context (Worldbank, 2000).

Moreover, in 2004 the HSR program had been reviewed to evaluate the progress of
the HSR. The review concluded that the HSR faced several constraints, and the most

important of these constraints were that the MOPHP has been unable to turn the
concepts of HSR document into an action plan. There was a weak ownership and
commitment towards the reform program, the health authorities at governmental and
district levels lacked the power to implement the regulatory role, and government
health facility managers performed poorly because they lacked the authority to
manage their health facilities autonomdusly. Hence, while the HSR program
depends, to large extent, on donor support, especially the World Bank there was
found to be a need for rethinking of the HSR program in terms of the affordability
for translating the reform agenda into practice, otherwise the HSR will not achieve
Its long term objectives.

3.4.1 Quality policy development

In principle, the health rights of Yemen people are granted<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>