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Health care quality gaps

In 2016, approx. 8.6 million people died due to 
causes amenable to healthcare in LMICs (Kruk, 

Gage, Joseph, et al., 2018):

• 5 million due to poor-quality care 

• 3.6 were due to non-utilization of health care 
services 

• Economic loss = USD$ 6 trillion



The global healthcare quality chasm

Fuente: Kruk et. al, 2018



A growing epidemic of diabetes 



Some numbers…
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- 41 million adults are living with DM2 in Latin 

America

- 25-50% patients remain undiagnosed

- Only 60% of patients receive regular, long-term 

treatment

- Only 10-25% of patients receiving treatment are 

under clinical control



The Opportunity
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Source: Kruk et. al, 2018





Quality and Safety as a cross-cutting theme

Source: Adapted from OMS, 2007; Kruk et al., 2018
Quality, Safety and Equity



High-Quality Primary Care Framework
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Source: BMJ Glob Health. 2018; 3(Suppl 3): e001020.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6169658/


The Opportunity
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Primary care clinics
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Quality 
Improvement Teams

Background

Implementing 
Partners



Our approach: Building QI capacity to strengthen systems
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Aim:
- Improve clinical outcomes for 

patients with DM2 across 
participating primary care facilities



Enable people to change on ”their own terms”
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Focus on priority conditions and 

populations

Build inter-sectoral collaboration 

to address SDH

Adopt a people-centered 

approach

Supply chain strengthening

Adoption of task-sharing approaches

Establish community partnerships

Partner with other Ministries and NGOs

Adoption of learning systems and use of 
data for improvement

Build clinical capacity

Improve health

and wellbeing

for ALL

Build a culture of continuous 

learning and improvement 

Ensure minimum infrastructure 

for care delivery (staff, stuff and 

space)

Ensure clinical process 

reliability and continuity of care

Improve workflow

Identify and prioritize health conditions 
with the highest burden of disease**

Identify and prioritize health system needs

Build QI capacity and capability

Promote adherence to clinical best 
practices (protocols, guidelines, 

algorithms)

Provide accompaniment and supervision

Promote effective teamwork and 
communication

Actively communicate with and engage 
leadership

Build provider-patient/family partnerships

Co-design and co-produce with patients, 
families and communities

Promote shared-decision making

Adapt health literacy and education 
approaches to local context

Standardize clinical processes
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By December 2018, 

we will increase the 

percentage of 

patients with 

diabetes in clinical 
control (HbA1c <7) 

by 50% across 15 

primary care clinics 

of Ecuador

Timely and 

convenient 

access to care

Follow-up

Patient self-

management

Awareness

Increase health literacy

Access to transportation

Attendance to follow-up 

appointment

Screening of at-risk population groups

Culturally sensitive and linguistically appropriate 

education programs

Multi-disciplinary teams and support

Linkage to transportation services (i.e. Lyft)

Call patients 24 hours before next appointment

Linkage to care

Referral pathways 

Follow-up with patients after clinical visit to review 

medications

Treatment adherence 

Medication card, patient information leaflet, adherence 

aid

Diabetes screening

Provide group sessions

Access to healthy food Partnership with local supermarkets

Integration and coordination 

of services 

Access to primary care, specialized care

Development of self-management plans together with 

patients and their families

Access to medications 

Support and accompaniment

Quality 

Improvement 

infrastructure

Leadership buy-in

Capability building

Active leadership involvement (i.e. regular huddles, 

meetings)

Quality improvement trainings

Access to subject-matter experts

Identifying and 

addressing 

social 

determinants 

of health



1. Active case finding in clinic

4. Improved access to diagnostic tests

Active screening 

and early detection
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2. Active case finding in the community

3. Prioritary scheduling for high-

risk/uncontrolled patient 4. Accompaniment through CHWs
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Attendance to follow up 

visits

1. Identification of patients with

highest no-show rates

2. Prioritary scheduling (i.e. assigning

appointments based on patients’ availability)

3. Appointment reminders (calls, texts, home 

visits)
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Building QI capacity within systems 

provides an opportunity to help re-orient 

processes and to enable the effective use 

and optimization of limited resources to 

unlock the untapped potential of systems to 

achieve better care and better health for 

ALL.



Q&A



For more information, contact:

jarrieta@ihi.org

@arrieta_jafet


