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Assessing quality of care in the integrated tuberculosis
control programme in Surkhet District

David Weaklinm ! Neil Hamiet 2

The Department of Health Services adopted a policy of integration in 1987,
and the previously vertical Tuberculosis Control Programme was integrated
into the primarvy health services. One year after the practical application of
service integration of the Control Programme in Surkhet District by the
supporting NGO (International Nepal Fellowship Tuberculosis Project) a
study was undertaken to evaluate the quality of programme activities at the
health posts, An investigative framework was developed to assess the
programme struciuere, process and owteome, Analysis was based on
understanding the relationship between these different aspects. The process
of care was assessed by structured observations of activities on 'TB clinice
days’. 'Essential patient care' crileria were used to measure health worker
performance. Struciure and outcome indicators were measured with data
collected through interviews with Lluberculosis patients and healih personnel,
and from documentary sowrces. OQutcome indicators showed decline in
performance following integration. Case-finding at the health posts fell
and therve was an increase in default episodes. This reflected a decline in the
quality of the process of care, Health workers performed well during
observalion of patient consultations but relatively poorly when dispensing
drugs. Struciural guality was sustained due to improved accessibility and
availability of care. A framework based on assessing siructure, process and
oulcome provided a composite measure of the quality of care and an
understanding of the programme sirengths and weaknesses. This approach
may be particularly uscful for evaluating tuberculosis programmes in Nepal
during this peviod of change in orpanisational and technical policy.
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INTRODBUCTION

Taberculozly 14w mujor disease Lurden 11
Nupal With an estimuted average annual risk
of infection of 2.1%, iU may he responsible for as
many as 16,500 deaths per annu S Tuber-
(:ulm;is control was established through verlics!
]_mn;;rammos' by the Ministry of Health and
soveral non-governmental orgunisations in the
1960s. The programme is now coordinated by
the National Tubereulosis Cenlre (NTC) and
follows the  globully accepted approach to
control of case-finding and case-treatment with
{argets ol T0% 857
Fallowing a change in govermment policy 1
1a57. health have
gradually been integrated into the prinary care

» :
and respectively .

vertical programics
services al peripheral health posts (HI's). In
integrated programmes tuberculosis contraol
activities are carried out by health post stall
rathor than specialist tuberenlosis purn-medical
workers (PMWsg), and digtriet programmes
become the responsibility of the Distriet Health
Office (DHO

Under agreement with the Ministey  aof
Health, the Inlernational Nepal Fellowship
(INF; Project
counterpart ageney for tuberculesis control in

Tuberculosis has been w
the mid-western region of Nepal since 1986, In
1941, the exizting vertical programme in Surkhet
disirict wis practically integrated at {icld level.
There were nine inteorated health posts in the
diztrict and most tubereulosis control activities
took place there on TB clinic days' held onve
cach month, Disgnosis was usually by gputum
amear microscopy ond treatment consisted of
INF eontinued to
located at the district

cight moniths chemotherapy.
run u referral elinic.
centre but also =erving five surrounding
diztriets, mainly {or the diavnosis of suspects

and management of complicated cuses,

A study was nndertaken in 1992, one year
after the iaregrotion training and  imple-
mentation process was completed, 1o evaluste
the integrated tubereulosis control activities m
Surldiet distrdet, Tus purpose was Lo asseas the
quatity ol care at the hiealth posts and whether It

hadd changed since integration,

Assessing Quality of Care
"But an honest concern ahoul quality,
howrver genuine, ie not the come s
methodological asscssment based on
reliable cvidence,'
In the last deeade increasing attention has
The

failure of expansion of basic health services to

been focused on quality ef health care.
achieve experted gaing in health impoct has
raised concerns abour  the quality of these

services.? Additionally, severe cconomic

constraints have brought preszure to use scarce
resources maore efficiently and the donor
community increasingly requires evaluations
that can demenstrate value for money.® Quality
of care ig now a key Issuc in debates about
health sector reforms such as= decentralisation

and alternative mechanisms for {financing

health services,

Debate
investipation of health

the
care guality usually

about what to assess in

revolves around the classic triad of siructure,

process and outcome, and particularly the

rclative merits of outcome
8.4

Drocess vVersus

mMeaslures. Evaluationsg have traditionaliy
focused on culcomes because objectives {or cure
arc normally defined in these terms. However,
the last decade has scen a substantial ghift in
emphasis towards process assessments. 1011
Guidelines have been developed for more
comprehensive appreaches but are not often
uscd because of the large amcounts of data and
expertise vequired.’® The use of inulti-
dimensional methodolegies has typieally only
been reported in large evaluative studies using
exporienced conanltants. 1314 There iz stull an
unmet need for suttable tool: and methods for
comprehensive assessment of quality of care in
developing countries, The exponse and
complexily of existing standard routine data
collection methods his been identified as an
additional res=on for requiring such tools in
15

tubereulosis contral programmes For this

study  a methodelogical framework  was
deveinped for asseszing the Surkhet district

tubcerculosis progravune comprohensively but

also rapldly and with dnafed rezourees.

ANMA: TE Special, Jan=Mar, 1926; 34
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METHODOLOGY
The study was carried sut in eight weeks

Letween June and August 1992 and asddressed

two study questions:

_  Whatis the quality of taberculosis control
aetivitics at the health posts in Surkbet
district?

What change has occurred in the quality of

tuberculosis contrel activities at these

health posts since the programme was
integrated?

A frumework based on the ‘struciure-
process-outcome’ approach to health care
evaluation was developed.  The
inelnded all things which must be 1n place for

‘sfructure’

Uie fuberculosis programme Lo function at the
health

laboratory

pusts, i.e. lacilitics, trained staff,
supplics,

The
'mrocess' consisted of the health post activities

equipment, medical

management and support systems.

directly reluted to tuberculosis control, including
any interaction belween stalf and patients. The
outeome' wag the effectivencss  in achieving
programine objeclives.

Quality of care was interpreted more
hiroadly than just the process of care su as to
fuke account of the structural aspects, which
had changed with integration. All dimensions
and interpretation was based on considering the
relationship between them. Changes in culcome
were betler understood by considering them n
refation to changes in structure and/or process.
This relationship was delined in the framework
as STRUCTURE + PROCESS = OUTCOME
{(Figure 1), Data was cotlected by direet
obhservation at health posts, interviews with
Lealth personnel and putients, and using
secondary datn. A sample of five health posts,
which together treated over D0% of all patients
in Lhe distriel, was selected and these were

cticlied on their monthly T3 clinic days.

. STRUCTURE
: + Fongnesnnt ’

; A \/)“ ‘L/,_ » %
| T PROCESS,
D e

Figure 1. 'Structure, Frocess, Outcome' adapted
the tuberculosis control programme at health posts in
Surkhet district.

Observation Data

Health worker performance was assessed
using 'essentiel patient care eriteric' as the
standard and comparing actual performance
level (APL) with expected performance level
(EPL). The pumber of essential tasks which
were performed was expressed as a percentage
of the EPL which by definition was 100% of
tasks.
performance for

This provided a profile of overall
patient management,
recording und dispensing activities.

The cuesential patient care criteria were
developed by identifying the key activities
necessary for case finding and casc holding.
Task analysis of each activity was undertaken
using available training manuals, consultation
with INT* DProject. stafl, and observation at the
Surkhet tubereulosis referral clinie. Frem this
the mosl critical tasks were identified and
'egwentinl patient care criteria’ established. These
were then pre-tested and reflined. Separate
checklists were created for consultations with
tubereulosis suspects, patienls on treatment, and
the dispensing of drugs as shown before.

JNMA: T Special, Jan-Dlar, 1996; 34
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Table L Checklist for observation of drug dispensing to TB patients

Flealth Pest: . . e - Date: . ____ ____. -
Name, e S e Ager (vears)
TR registrationno. - _____..__ Sext
Tyvpe of TH: a) pulmonary spulum +ve: o
b pulmonary sputum -ve: e
¢) pulmonary sputum net examined: .
di extra-pulmonary: o
Stage of treatment:
2 starting intensive phase o
I continuing intensive phase _
¢1 starling continuouz phase __
d’) continuing continuous phase
Advice and instruction given re treatment:
al treatment must continue for eight months Y N
b1 drugs must be tnken every day YN
i vou must take drugs in AN before food WY\ NI
ditake drugsin cvening afler meal R & O
¢i urine, tears and sweat will become red _ (YN
f11f you lose vision stop Rx and return to " (Y,N)
i if you develop jaundice stop Rx and return to HP YN
hiif serious skin redness ceeurs stop Bx and return to HP YN,
i1 fever oecurs stop Rx and return to HP Y N
fiuzks patient to repent how s/he will take druys YN
krwritez on wrapping how many tablets to take (YN
I; tells patient when to retur Y N

Fifty percent of all consultations and 257 m-g__runisatic..n_u of the clinie, availability of medical
af all dispensing episodes at each Lealth post and adminizirative supplics, and drug Jogistics,
were observed followed by observation of drug
dispensing. Structured and opportunistic
ohservations were also made of other varhles
relovant to the process of care, including the

presence of irained staff, staff atttode,

JINMA: TR Special, Jan-Mar, 1996; 34
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Interviews with flealth Personnel and
*atienis

Heelth personnel from the District Health
Office, National Tuberenlosis Centre, INT', and
the health posts were interviewed, In addition,
ute of tuberguiosis patients who attended on
days interviewed, Questions

study werd

covered their satizfnction with treatment,
perception of health workers' attitude, and
knowledge of their treatment courze (how to
Lake the drugs, side-clfeets, course duration,
return date). This data complemented the
abservation findings and Lielped overcome
observer bing as patients interviewed were
different [rom those obsarved in the clinie.
Patients' knowledge of treatment was compared

wilh the observations,

Study of Secondary Data

{fram
INF
structural

gathered
NTC
the

charncteristies of the programme and the

data was
Health,
outlining

Secondary
Ministry of and

documentation

pature of the integration process in rejation to
tuberculosis services. ifectivencss of control

activities was measured using routinely

collected trentment centre data (table
RESULTS

Quality of Structlure

Accessibility to care improved following
integration as a result of the extension of
services from five to all nine integrated health
posts in the district and the proportion of
patients receiving ireatment al the health posts
(rather than the referral centre) increased from
n2g Lo D2%. However, accessibility remained
poor in absolule tenns as the nearest health post
is up Lo two days walk from some villages. All
patients interviewed expressed a preference to
be Lreated atl their local health post because it
was noarer. This suggested that aocinl sligma
and palient's desire to conceal their diagnosis
and treatment of tubereulosis is a lesser coneern
than aceess to care.
recently trained 1n tuberculosis, indicating

improved availability of care. Only four out ol

felt

and most expressed a need for

nine intervieweoes thoeir training was
adeguate
refresher courses.

Limited integration ol management and
gupport [unctions had actually geeurred due to
the Hanited capacily of the DHO. Supervision
done by Districl Health Otfice based

[Nt stadf, whose capacity may have been

waus still
weakened by lack of delegated  authority,
Monitoring of healtl posts remained relatively
woak, mainly hecause there was no formal
monitoring gystem. INT had provided basic and
refreshor training to at least 1wo gendor stadl at
a1 health posts, though several of them had
cince been transferred te another district.
Laboeralory analysis of sputum smears had been
integrated into the work of Lhe DO and quality
of testing had not deteriorated significantly. INF
continued Lo provide all tuberculosis drugs and
supplies. The number of INEF para-medical
workers attending the health posts on TB clinic
days had not changed though their role was

now a supporlive one.

Table 11

tuberenlosis control activities

Indieators of elfectiveness of

Case-finding indicators

e Number of gputum smears examined at
healih posts
Number of positive sputiumn sinears
. Ouality of reading of sputuin smears [rom
hoalth posts
e Reported incidence of smear +ve
tuberculosis

[ Fstimated case finding rate

(ase treaiment indicators

All hoalth pusts had stalt

e  Treatment rogularity of patients at health
pusts

* Percentage of patients having default
episodes

® Proportion of jate palients conlacted by
letler

[ Proportivn of late patients receiving home

visity

JNBA, 1B Special, Jan-Mar, 996; 31
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(puality of Process

Tubercnlosta clinies were well organised
sstration consuitation and dispensing of
outl. separately from the

mhres
heing earvied
Aviivities were performed by

cr['-l‘,u]';ll paticnts.
:1t\'.‘-l‘ﬂ}_)!‘i;i??f]_\’ trained perzons except In two
clinies where drugs wire (i=peased by & health

One INIE

WiE present

worker with no tuherculosi= training.
(:;ﬂ';i—lﬂp(}irull (PAWY
ng all corsultations and sometines a second

WOrKer
Gt

isted with dispensing of drugs.  Their

tieipation varied botween the health posts.

I'JLLI'
Thie vongultation was nzually initiated by the

health post staff who aid most of the recording,

ilowever. they froquently exhibited
Lnertainty in decision malking about patient
pianagemertd and relied on the INF PMW for
curdance. The PAMW played the greater role in
cusuring that sputwm was checked when
indicated, advice was given abaut treatment,
and recording was completed correctly, There
was litfle indication that the health post ataif

sing gauality of cure in the inleprated tuberealosis,.

Y]

would perforin effeetively without the exinting
level of support from [NF.

Fighty zix consultations werc observed
(lable 111, Performance in recording activities
was good with 9% of easential activities being
carried out. Patient manzgement tasks were
less well completed, In more than one third of
consultations no enquiry was made about the
patient's wellbeing and in 109 of cases health
warkers emitted to arrange scheduled follow up
sputum tests, While clear delineation of general
responsibilitios was observed, il was not always
apparent which tasks were part of the
consultation wnd which of dispensing. Advice
about how 1o luks drugs, their side-effects, and
when Lo return were done variably during
either, Loth or sumetimes neither activity.
[Tealth education about behaviour to prevent
spreading infection was never given at the
expense of more inportant advice about how to
carrectly take treatment.

JAAIA,TH Special, Jan-Mar, 906; 54
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Table 1. Observations of patient consultiations and drug dispensing

No. of No. of Tasks
Essentiad Care Criteria Observations Performed (%)

(= EPL )* (= APL *
® Muanagement { N . 86)
enquires about patient well-being 85 H2  (61.2%)
prescribes correct drug regimen 86 B6 (100.0%:}
arranges sputum smear if indicated 42 38 90.5%)
(due this or next month)
refers patient if indicated 1 1 (100.04%)
(relapse/treatment failure/reactions)
adviges patient to retarn if problems 8 8 (100.0%)
(completed treatment)
TOTAL 222 185 (83.3%)
® Recording (N = 86)
records in T treatment card 86 85 (D8.8%)
records in patient take-away card 85 85 {100.0%)
records in paticnt medicing book 79 79 (100.0%)
records in TB register 11 10 (90.9%)
(starting or completing treatment)
TOTAL 241 239 (99.2%:)
® Dispensing (N =41)
advises time of day to take drugs 41 300 (73.29)
adviges of drug side-effects 14 8 (57.1%:
fif starting new drug)
checks if paticnt knows how te take drugs 16 9 (5G.3%)
(if patient during intensive phase)
tells patient date to return 41 28 (68.3%)
TOTATL 112 70 {(G7.0%)

* HPI/APL = Expected/Actual Performance Level
Dispensing of drugs to forty one
patients was observed.  Staff dispenged drugs
without the help of INF PMWa at two Lealth
posts. One stail distributed drugs without
giving any instruction  whatsoeever.
Performance scores were lowoer than for the
consultations, with only two thirds of cssential
tazks carried oul tFigure 2). However, of Lhirly
six patients interviewed, over 90% corrcclly

knew how to take their drugs and all of the 12
patients taking 3 or 4 diflerent drugs during the
intensive phase of treatment knew how many of
each to take (table TV

Three pationts (8%) did not know al whatl time
of day to take their drugs. Knowledge of side-
cffects was relatively poor and only 57% knew
aboud important, gide-effects,

JNMA, TB Special, Jan-Mar, 1996; 34
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Essertial Tasks

0% 20

0%,

M performance Level

Figure 2.

Performance profile for tubereulosis contrel activities

Table IV: Krowledee of paticnts about thetr treatment

Patient Knowledge Variables

No. of responses No.of correct

responses {7)

Time of day to take drugs 36 33 (91.70
How many of eacli tablet to take 36 36 {100.0%)
Side-effeets of drugs 21 12 (57.1%
Al in first 4 montiiz of courses

What to do if side-effeets oceur 21 14 (66.7%)
Duration of total course of treatment 32 27 (84 .4%)
Wit date to retarn to health poat 34 23 {97150
TOTAL 150 155 (86.1%)

There wae o good attitude towards  ranged between 2.5 and 4 hours and throughput

tubereulosia  patients and an apparent  of patients averaged ten per hour. Tuberculosis

willingness to treat them.  Nonethelezs, health
pust stafl were noticeably less enthusinstic thuan
the INF PAIWs who showed greater interest in
their work, took more initlative and paid more
atfention to detail in carrying out tasles. All staff
mentioned the gereral dissatigfaction among
heolth workers with high workload and low
ont of 26

exprossed dizsatisinetion with the aititude of the

Only one

rentineration. pattient
health warkers,

Patient flow was efficient at all clinies and
tuberculosis patients were handled at least as

uickly az the generat potient=. Clinic duration

drigs were in stock at all health posts and stored
gsecurely. Materials for making sputum smears
Smears were
prepared by the bealth post staff and sent to the
DHO. The ttme taken to recelve results ranged

were available at all clinics.

belween one and three weeks compuared with
one month before integration,

QUALITY OF OUTCOME

Casce-Finding
One hundred and elghty three new cases of
smear +ve tuberculosis were diagnosed in

JNAA, TR Special, Jun-Mar, 996; 34
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Surkhet district in the twelve months following
indezration. This represents a ense-linding rale
of 1197 of the estimated annual ineidence (a
result of greater than 100% is possible because
prevalence is greater than incidence). This wus
the highest level achieved since the pregramme
started and was well obove the target of T0%.
However, only 74 of these new cases were
dingnosed al the health posts, the rest at the
roferral elinie. This low Tevel of case-finding at
health posts is particuiarly important because it
is the major tuberculosis control activity carried
out in the absence of support and supervision by
the INF PMWs. It is due to two factors, » low
amount of sputum sampling of suspeets (193
putivnts) and a low preportion (7%) of positive

sputum results (Figure 3).

89-90
Year

B 1o, of smears taken . - No. of +ve smears

Fig 3:
tuberculosis at health posts.

Case finding of smear positive

One reagon sugrested for the former 1s that the
wtadl do nob like the "dirty work" of handhng
sputum. The low percentage of positive results
is unlikely to he due to an ever-cautious
approach 1 investigating tuberculosis suspuecls
the
prepared was  low.

because overall  number of  smears
The likelihood of many of
the resulls being false negatives was also
excluded by the guality contral carried out at
the DO

explunation is that spulum smears preparcd hy

lahoratory. A more prohable
the Lealth workers are of poor qualily, a view
supported by the 110 laboratory assistanl.

'ase-holding/treatment

Regularity of monthly attendance for
treatment was high (687%) and had not changed
ginee integration. However the number of
defnult episodes, (patients who had not collected
{reatment for two months following last return
date), had increased from 19% of patients per
year lo 26%. Patients who fail to altend the
clinic are clagsed ns 'late’ and are followed up
either by home visit or by sending a letter. The
number of follow-up actions fell as a proportion
of the patienls attending the health posts. More
importantly there was a shift in method of
follow-up from home visiting te sending lellers.
This occurred because follow-up was no longer
the responsibility of INI® and health post staff
had not arranged for village health workers to

visit homes of late patients.

Overall Qualily of Health Post Activities

Quality of structural aspects of the

programme  either remained constant or

iproved following integration (Lable V).

ANMA, T Special, Jan-Mar, 1996; 34
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Tuble Vi Summary of Quality of Structure, Process and Ouicome of tuberculosis activitics
able Vis anr 3

at health posis

_!-“—-_f—‘-_-— - N b
“Quality Indicators Result Change Sinco
‘ Integration*®
CSiruclural Quality
soeaiiability of care TR trained health workers at ali HPs .

Adequate physical factlities
Adequate equipraent and supplies
Most elfective treatment available 15CC)

Phvsical Poor but gimilar to other basic services

Aeeessibility

Care provided at all HPs

Qervices free to patients

Feonomic .
Accessibility Travel costs less to T than referral clinde
Acceptahility Arnbutatory care available at local HP -
wustainability 1D stafl trained in ease finding and treatment “r
Dependent on present level of NGO support
Adequacy of Adequate budget and management personnel <
Aanagement Monitoring weak
Adequacy of Good level of supervision “
Supporl Reliable supply system
(Giood laboratory service
Process Quality
Health worker Good performance when PMWs present at HEP <
performance (Giood organisation of TH clinics
Pilicient handling of TB patients
licalth worker HE stall feel overwerked and poorly paid .
Motivation Gaood attitude to patients observed
Patient satisfaction (3ood level of satisfaction with care *
Patients prefer to be treated at HP
Outcome Quality
(luge finding Low case finding at HP's -

Case-finding rate in district 80/100,000
{119% of estimated annua! incidence’

Cuse-holdingfreatment 879 regalarity of monthly attendance HP .
265 of patients have default episodes

Follow up by letter instead of home visits

= guality improved: . = quality disimproved; <* = guality unchanged

This reflocts the benefits of integration for thut while overall district performance has been

service accessibility and availability, coupled
with the fact that INTF continued to carry out
support

maintained it has deteriorated at the health

posts.  The implication is that dectine In
o .y PN £ o " g wa

: - ormance is melion o anges :

many of the management and performance 1s & i D f‘Lh‘ ges an the

functions, Despite this, outcome indicators show process of care, Observation findings indicate

JNAA, TB Special, Jan-Mar, 1906; 34
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that adequate technical performuance can be
achieved as long as INJ provides supervisory
support. Case-finding and patient follow-up
were identified as weak areas. Tt is signifieant
that these activities were mainly done on non-
TH clinic days when INF PMWs were not
Neither requires
technical expertise and poor performance points

present. activity much
to Jack of motivation rather than lack of skill as
the primary cause. An important contributory
factor appeared to he the increased staffl
workload without extra remuneration which
followed vertteal

has integration  of

Programimes.

DISCUSSION

Integration was found to have some
henefits for the programme but outcome
measures suggested an overall decline in quality
of care. It was clear that INF needs to menitor
the process cautiously and to sustain a high level
of support. Improving motivation among health
workers at the health posts is a priority for
maintaining and improving guality of care. In
the absence of any realistic possibility ef
improving financial incentives te health
workers, the scope for improvement may be
limited to supporlive supervision, refresher
training which emphasises the technical

eagentials, and a system for programme

menitoring which includes & mechanism for
giving feedback to health posis. There is also a
need for clearer assignment of tasks at the

health posts,

Important issues have been raised
pertaining to the effect of integration on the
quality the
conlinuing role o¥ the NGO. An earlier study in
Dhading and Chitawan districts was somewhat

more optimistic in concluding that targels could

of tuberculosis control and

be achieved 1n an integrated control programmoe
with short course therapy.l® However, these
district
provide the level of close patient supervision
which was identified as vitally important to
achieving high cure rate. The participation of an
international organisation (Japanese Advisory
Team? was important but that makes it difficult,

health programmes were unable to

as in this study, to generalise findings to non-
NGO
participation, especially by local NGOs, may e

supported districts. Community
an alternative means of providing adequate
supervision. Whatever the context we need to
develop appropriate models of integratien that
address 1he key issues of heaith worker
motivation through supportive supervision and
concern for human relationships, 17

The limitations and pitfalls of adopting a
narrow approach to assessing quality of care
can be seen from this study. An evaluation
based on measurement of cutecome alone would
have been inadequate. Some outcome measures
were misteading, such as the high districl case-
the poor
performance at the health posts. Secondly, it
was not enough to know that casc-finding or
ase-treatment had deteriorated at the health
posts without also knowing something of why it

finding rate which masked

happened. The outcome measures f{ailed to
convey an understanding of how integration
had affected the delivery of cure, what were the
reasons for changes in performance, or what
could be expected of future performance. It has
further been shown that using outcomes as
indicators of everall quality may not always be
valid, and the dangers of management by
targets have been reported ¥ This is the case
the
organisational rather than technical, as with
of the
programme in Nepal. Although often put

particularly where interventions are

integration national tuherculosis
forward as such, a standardised system of
recording and reporting which focuses on
outcome is not a sufficient means for quality
asgurance in tuberculosis programmes, 19

These limitations of outcomes have

stimulated much of the reeent change of
emphasis in health care evaluations. Most of the
recently published studies of quality of health
care in developing countrics have focused on
process and/or structural dimensiong 202122
Such approaches assume that elements of
structure or process can be identified that are
oulcome, 2

determinants  of successful

However, demonstrated correlations are

lacking and restricting gquality assessment {o

JNMA, TB Special, Jan-Mar, 1946; 84
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dimensions faits Lo give a complete

pronare. 24 131 thiz tuberculosia programme study,

the

qenalvais of prograuune structure alone would
huve led to the misleading conclusion that
inteeralion was overall beneficial to tuberculosis

control in Surkhet  Many of the process
findings would have been similarly misteading
if interpreted in tsolation. A good level of
{echnical performance waz cbserved and

patients were salisfied with their treatment. Yet

jupartant weakuesses of case-finding and
follow-up were present which would have been
overlooked without a broader assessment.
Having identified the need for a holistic
approach the challenge wuas to develop 4
suituble methodology without compromising
feasibility, This study demonslrates that a
comprehensive approuch can be feasible and
nsviul for « tubercelosis control programine
where time and expertize are Limited. The
structure-process-outcome {ramework that was
used is simple conceplually and need not be
difficult to fmplement. The first step is to
broadly identify what is contained in ecach of
these dimensions. Programie managers can
then decide what needs Lo be assessed {rom each
dimension in their particular context and
develop appropriate measures and indicators,

The planning process ts a valuable part of the
evialuation and can give a sense of ownership
which will encourage future usc of the results.
In seleeting and developing indicators it may
help to refer to commenly used attributes of
structure, process and outcome such as those
study. Such comprehensive
built into the routine
lnfurmalkion svstem by incorporating structural

used in this

wsxvssment can Lo

and process data collection inte supervision

o R
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In this wayv quality of care can be
monitored without having to resort to special
sUrveys.

The emphasis on process within the
framework is approprinte as it has been found
by others to be the most relevant component for
planning purpeses.?® This is the most difficult
disension to assess because it is essentially
qualitative. Direct observation uveging checklists
i proposcd, especially for

s now widely

measuring clinical and manageria
performance. £72% A good degree of validity and
reliability can be achieved by selecting criteria
which are measurable using a straightforward
checklist of whether or not tasks are carried out.
A performance profile can then be constructed
which shows the pattern of performance and
hightights the areas of deficiencv.?® The
difficulty of weighting different tusks wus
solved by focusing exclusively on essentinl
tazks, and establishing ‘essential patient care
criteria’, a method which has been uszed

previously in developing eountries, 3¢

CONCLUSION

The structure-process-outcome framework
developed and applied to the tuberculosis
control project in Surkhet distriet provided
valuable insights into the quality of care after
inteoration of the programme. The main lesson
from this study is that quality assessment needs
to be comprehensive and should not be confined
to measurement of outcome indicators of case-

finding and case-holding.

“The work was carricd out i 1952 by the principal
authur iDavid Weakliamo in partial fulfilment of the degree
of Master of Community Health at the University of
Liverpool (Scheol of Tropical Medicine) in the United

Kingdom.)

REFERENCES

1. NTC. Natoual
Puticy. Natisnal Tuberculssis Centre, Bhaktapue, 19732

2 WEHO,
World  Hes
Gavernnient,

3 WO, Tuberoulos!
Primary Heualth Care.
Gueneva, 1G4

4 Muaxwell B Quality as
Medical Journal 1954, 258:147

Tuberculosiz Centrol Programme

Nutienal Tuberculesis Programme Review,

nization and Iliz Alajesty s

da, 1081

Control as ar Integral Pare of

World Health €

rpanization,

Britizh

5. Forsberg B, Barros F Victora O Develsping countrics
need more guality assurance: now health faeility
surveys caot contribute. Health Policy and Planning
1udh2; Vil 93186,

6 Crackne? B Evaluuting develspment assstance: a

review o the llerature, Public Administration and
Development 1988, 5:73-83

7. World B:
Report 1:

g in Heal:h. World Developmens
i, Oxfora University P'ress, 1993,

. Invest
New Yo

JNAMA, TB Special, Jan-Mar, 1996; 34



sl

17

190

Weukliam & Hamlet: Assessing quality of eare in the inteprated tubereulosis. .. o

Hoemer M, Montsyvo-Apwilar €0 Quality Assessment

and Assurance  in Primary Healih Care. Offset
Fublication Ne. 105, Geneva, World  Health
Organization, 1958,

Lohr K. Quteome measurement: concepts and

guestions, Inquiey 1458; 25:37-50.

Nicholas DI, Heiby JR, Hatzell TA. The quality
assurance project. introducing quality hmprovement  to
primacy  health care in less developed countries,
Guality Assurance in Health Care 1891, 3(3):147-165
Hryeed, Toole M, Waliinan R, Veigt A Assessing the
quadity of facility-hased child survival services, Health
Policy and Planning 1992; 7(2)-155-163.

WIIO), Primary Health Care Reviews: Guidelines and
Methods. Geneva, World Healkth Organizaiion, 1992
DS, Hewlth Needs and Health Services in Rural Ghana.
108 Health Group Ghana Oxford, Pergamon Press,
1981,

Fngelkes K. Process evaluadion in a Colombinn primary
health care programme, Healih Policy and Planning
1980; 514)-327-335.

Lee T, Price M. Indicators and research melhods for
rupid nssessment of a tubereulosiz control programme:
case study of a rural arca in South Africa. Tubercle and
Lung Dizease 1945, (761441449

Omezaki ], Shakya TM. Feasibility study of a district
tuberculosis contral programme with an 8-month short-
course chemotherapy repimen utilizing the integrated
bealth service netwaork under fisld conditions in Nepal.
Tubercle and Lung Disease 1995; T611:65-T1.

Hetlberg H
or integration?
Thili1-3.

Tuberculosis programmes: [ragmentation
Tubercle and Lung Discase 1995;

T.ever P, I\Iane’igl‘mvnt by targets: is coverage an
adequate mensure for health care? Health Policy and
Planning 1959, 4448 356-354.

Frarson DAL
Tuberculosis
Tuherculosis
Disea=e 1995;

Against
National

The International Union
Lung Discase model

Tuberele

and

Programmes. and lung

THILLUS-DY,

20,

23,

29,

30,

Bruce J. Fundamental elements of the quality of care;
a simple framework. Studies in Family Planning 1980;
2102161-91.

Garner I, Thomason J, Donaldson D. Quality
asgessment  of  health facilities in rural Papua New

Guinea. Health Policy and Planning 1990; 5(1143-59,
Thomason J, Fdwards K. Using indicaturs to assess
quality of hespital services in Papua New Guinea
International Jouarnal of Health
Muanagement 1991; 6:309-324.

Van Norren B, Ties Boerma J, Sempebwu K. Simplifying

Planning  and

the pvaluation of primary health care programmes.
Sueial Science and Medicine 1989, 28(10»:1091-1097.

Buck ¢, McWhinney 1. The assessment of gquality, in

Frv J, ed. Primary Care Trowbridge
Redwood Burn Lid., 1880: 266-278.

and Esher,

Arnadottir Th. Assessment of tubereulosis: is ‘rapid
assessment' needed?. Tubercle and Lung Disease 1895,
T6(5):375-376.

Engelkes E. What are the lessons from evaluating PHC

projects? A personal view. Health Policy and Planning
1943; 8(1k72-77.

PRICOR, 'rimary Tlealth Care Thesaurus: Volume 1
and [1, United States, Primary Health Care Operations
Hescarch, Center for Human Services, 1988,

Aga Khan Iealth Services. Primary Health Care
Management Advancement Programme (PHCMAP),
Washington, Aga Khan Foundation USA; and Genevy,
Aga Khon Foundation, 1993,

Katz ¥, 8Snow R. Assessing Health Workers'
Parformance, Geneva, WorldHealth Organizuation,
1950,

Armonoo-Lartson R, Alpaugh-Ojermark M, Neumann
A An approach to evaluating the quality of Primary
Health Care in rural  clinies in Ghana
Tropieal Pacdiatrics 1885; 31:2H2-285,

Journal of

JNMA, TR Special, Jan-Mar, 1006; 34




