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Health care quality gaps

mm-nn m Crossing the Global Health Care Quality Chasm
A Key Component of Universal Health Coverage
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5 million due to poor-quality care
e 3.6 were due to non-utilization of health care
services

Economlc loss = USD$ 6 trillion

Comm«ss»on on

High Quality Health Systems
in the SDG Era

ission

High-quality health systems in the Sustainable Development @ ®
Goals era: time for a revolution

Mesgaret E Kruk, Anna D) Goge, Catherine Arsenault, Keely Jordan, Hannch M Leslie, Sanom Roder-DeWon, Olsol Adeyl, Perre Borker, m

@Mnn‘.‘: @m“w 0»%(:0 Bernadette Dodenans, Swethana V Doubova, Mike Englsh, Ezequiel Garoia Dlornia, Frederico Guanais, Oye Gueeje, Lisa R Hirschham, Lixin fang,
Edhword Kelley, Ephvemn Telde Lemango, Jerker Lifiestrand, Address Malata, Tarya Moechant, Malebona Precious Matsoso, John G Meara,

Manoy Mohanan, Youssouphe Ndiaye, Ofe F Norhern, K Snnath Reddy, Alexander K Rowe, Joshuo A Salomen. Gogan Thapa,
Nora A ¥ Twum-Danso, Mubammaod Pate




The global healthcare quality chasm
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Figure 5: Deaths from Sustainable Development Goal conditions due to poor-quality care and non-utilisation
in 137 low-income and middle-income countries™

Fuente: Kruk et. al, 2018



A growing epidemic of diabetes

North America Middie East
& Caribbean & North Africa Europe

2045
increase increase 67"\11“0“

46million 39 million 110% 58million

2017

increase

16%

WORLD

“ag% 1

425 milion

82 million

2017

26mlllion lricéesavT 16mll 'f-l‘l

East Asla

0

\ increase 183million

Squth & Cenwal / 15% 159[nilli':-n
America 2017

N\
~— *. International -—
/ ) Diabetes Western
17 Federation Pacific




Some numbers...

: R
- 41 million adults are living with DM2 in Latin 1
America 1

- 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




Primary care
Evidence-based care
« 35% and 54% average adherence to dlinical guidelines
for the management of childhood illnesses and the
provision of antenatal care across primary care facilities
in nine LMICs (appendix 2).
Competent systems: safety
+ 32% mean compliance with appropriate infection prevention practices in
primary care facilities in Kenya, ranging from 2% for hand hygiene to 87% for
injection and blood sampling safety.***

Competent systems: prevention and detection

» 48% of adults across six LMICs are up to date with preventive exams (blood
pressure and cholesterol check).**

+ 20% of women aged 50-69 years across six LMICs had a mammogram in the
past 3 years (appendix 2).*°

Competent systems: continuity

+ 66% of respondents across six LMICs report that their regular doctor knows
important information about their medical history (appendix 2).***

* 40% of patients across six LMICs report assistance from their primary care
doctors in coordinating their care (appendix 2).4*

User experience

« 23% effective access to primary care in Haiti, defined as the proportion of the
population living within 5 km of a primary care facility of good quality.***

+ 49 min average waiting time in primary care facilities in a simulated patient
study in Nairobi, Kenya.**

+ <5 min mean primary care physician consultation length across studies in
18 LMIGs, covering about 50% of the world’s population.**

Impacts: bypassing

» 44% of patients across six LMICs used emergency rooms for conditions that
could have been treated at the primary care level (appendix 2).4*%

+ 40% of people in a study in Ethiopia sought routine maternal and child care
(including antenatal care, family planning, and vaccinations) from hospitals.**
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Figure 2: Adherence to evidence-based guidelines and diagnostic accuracy

Dots represent country-specific means, vertical bars indicate median performance across countries, and boxes
delineate the IQR. Indicator definitions are shown in appendix 1, and country specific means are shown in appendix 2.
(A) Data are from Service Provision Assessment (SPA) surveys done in ten countries (Ethiopia 2014, Haiti 2013,
Kenya 2010, Malawi 2013, Namibia 2009, Nepal 2015, Rwanda 2007, Senegal 2015-16, Tanzania 2015, and

Uganda 2007) and baseline facility surveys of Results-based Financing impact evaluations (RBF) in eight countries
(Burkina Faso 2013, Central African Republic 2012, Cameroon 2011, Republic of the Congo 2014, Democratic
Republic of the Congo 2015, Kyrgyzstan 2012-13, Nigeria 2013, and Tajikistan 2014-15). (B) Data are from dinical
vignettes from the Service Delivery Indicators surveys done by the World Bank, in cooperation with the African
Economic Research Consortium and the African Development Bank in Kenya (2012), Nigeria (2013), Tanzania (2014),

Figure 9: Quality of care across health system platforms in low-income and middle-income countries (LMICs) Togo (2013), and Uganda (2013) and from the Service Pravision Assessment survey in Ethiopia (2014).
DALYs=disability-adjusted life-years. HDI=Human Development Index. References can be found in appendix 1.
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Quality and Safety as a cross-cutting theme
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High-Quality Primary Care Framework

Resources of strong Processes that transform resources into Functions of high-quality
primary health care high-quality primary health care primary health care
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Source: BMJ Glob Health. 2018; 3(Suppl 3): €001020.



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6169658/
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Our approach: Building QI capacity to strengthen systems

What are we trying to accomplish?

Aim: e o mprovement? |
- Improve clinical outcomes for Whatﬂ-ltpr;:;llr;ilmk
patients with DM2 across
participating primary care facilities Act | Plan
Shudy Da

Plan for Holding
Pre-work call Mar .13 * Jul ‘18 *Nnv ‘18 * the Gains

KE‘T’ lllllllllllllllllllllllllllllllllllllllllllllllll h

LS = Learning Session 12 months

AP = Action Period Monthly calls + Ongoing Support:
Coaching calls, in-person visits, online support, leadership engagement
Continuous data collection, analysis and feedback H

B Fianning and Preparation Phase
- # (Ongoing support
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Enable people to change on "their own terms”

Value stream map
System diagram

Driver diagram System
> (55
A3 planning
Gemba walk "

1HI Psychology of Change Framework

Directed creatIVIty Unleash Intrinsic Motivation
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Adapt in Action Co-Design People-
Driven Change
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Kaizen event

Distribute Power Co-Produce in
Authentic Relationship
People can contribute
Control charts P gen ookt SN

commit to one another.

Develop-test-
implement sequence
: Run charts
BTS collaboratives

DMAIC (from 60) Pareto charts

Linkage of process
PDSA Histograms Social network th

eory System

Toyota Production
System

Reliability theory

Evaluation
Models

Model for 3 QI Measurement

Kaizen

) ) Statistical process control
Design of experiments




Supply chain strengthening

Ensure min.imum infrastructure Adoption of task-sharing approaches
for care delivery (staff, stuff and
space) Improve workflow

Establish community partnerships
Build inter-sectoral collaboration
to address SDH Partner with other Ministries and NGOs
Identify and prioritize health conditions
with the highest burden of disease**

Focus on priority conditions and
populations Identify and prioritize health system needs

Adoption of learning systems and use of
data for improvement

Build a culture of continuous Build QI capacity and capability
Improve health learning and improvement Promote effective teamwork and

and weIIbeing communication

Actively communicate with and engage
for ALL leadership

Standardize clinical processes

Build clinical capacity

Promote adherence to clinical best
practices (protocols, guidelines,
algorithms

Provide accompaniment and supervision

Ensure clinical process

reliability and continuity of care

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

Adopt a people-centered
approach




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

Identifying and
addressing
social
determinants
of health

Quality

Improvement
infrastructure

Diabetes screening

Linkage to care

Integration and coordination
of services

Access to medications

Attendance to follow-up
appointment

Treatment adherence

Awareness

Increase health literacy

Support and accompaniment

Access to transportation

Access to healthy food

Leadership buy-in

Capability building
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Screening of at-risk population groups

Access to primary care, specialized care

Referral pathways

Follow-up with patients after clinical visit to review
medications

Call patients 24 hours before next appointment

Medication card, patient information leaflet, adherence
aid

Provide group sessions

Culturally sensitive and linguistically appropriate
education programs

Multi-disciplinary teams and support

Development of self-management plans together with
patients and their families

Linkage to transportation services (i.e. Lyft)

Partnership with local supermarkets

Active leadership involvement (i.e. regular huddles,
meetings)

Quality improvement trainings

Access to subject-matter experts H



3. Prioritary scheduling for high-
risk/uncontrolled patient

3. Appointment reminders (calls, texts, home

2. Active case finding in the community visits)

2. Prioritary scheduling (i.e. assigning
appointments based on patients’ availability)
1. Identification of patients with

highest no-show rates

1. Active case finding in clinic

Active screening Attendance to follow up

and early detection Visits
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% patients with DM2 who receive effective* care
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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.
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For more information, contact:

jarrieta@ihi.org
, @arrieta_jafet




