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Abstract
Background: There is increasing awareness of the need to implement quality assurance programs 
in developing countries. Healthcare staff are the primary drivers of improving the quality of care, 
but little is known about how they perceive quality assurance programs in resource-limited 
settings. This study aims to evaluate healthcare workers’ perceptions of the organizational 
quality assurance program (OQA) at Angkor Hospital for Children (AHC), Cambodia. The OQA 
involves regular data collection and monitoring of quality indicators, to assess whether agreed 
quality standards are being met. 
Methods: This qualitative study consisted of four focus group discussions (FGDs) with 29 
hospital staff (convenience sampling) from medical, nursing and non-medical departments. Staff 
members’ understanding of quality assurance and perceptions of the strengths and weaknesses 
of the OQA were explored. Thematic content analysis was used to identify key themes.  
Results: Participants emphasized that quality indicators must include physical and psychological 
well-being. Strengths of the OQA included shared understanding amongst all groups of 
participants of its goals, committed leadership, that it was locally-relevant and that target 
indicators were developed from a “ground-up” approach. On-going challenges included that 
there was a gap in understanding of the OQA processes and overall running of the OQA across 
the organization between managers and staff. 
Conclusion: The introduction of the OQA at AHC has been well-received by staff members. 
Overall, the program is perceived to be valuable. Healthcare provision in resource-limited 
settings increasingly needs to demonstrate quality assurance. The model of OQA developed at 
AHC is one way to achieve this. 

Article History:
Received: 11 Apr. 2018
Accepted: 20 May 2018
ePublished: 7 July 2018
 

Keywords:
Quality assurance, Quality 
of care, Provider perception, 
Resource-limited setting

† These authors contributed 
equally to this work.

*Corresponding Author:
Hiroko Henker,
Email: hih10@pitt.edu

ARTICLE INFO

Citation: Henker H, Fox-Lewis S, Tep N, Vanna D, Pol S, Turner C. Healthcare workers’ perceptions of an organizational quality assurance 
program implemented in a resource-limited setting: a qualitative study. Health Promot Perspect. 2018;8(3):179-186. doi: 10.15171/
hpp.2018.24.

Original Article

Introduction
Quality assurance is defined as “activities that are carried 
out to set standards and to maintain and improve 
performance so that the care provided is as effective and 
safe as possible.”1 In developing countries, the focus of 
healthcare provision has traditionally been on the delivery 
of healthcare services. Increasingly, there is a shift in 
developing countries towards quality assessment and 
assurance of healthcare services provided.2 In developing 
countries there may be a gap between current practice and 
best practice, highlighting the potential of quality assurance 
programs.3 There is an increasing evidence base for the 
feasibility and efficacy of such programs in developing 

countries. However, much of the evidence in healthcare 
has come from vertical programs involving single units 
or specific areas, focusing on targeted outcomes.3 There is 
a lack of reported data on the development of healthcare 
organization-wide quality assurance programs. 

Quality assurance programs must themselves be 
evaluated for success, to determine whether they meet 
their desired goals. One aspect of measuring the success of 
quality assurance programs is to determine the perceptions 
of the program, from the perspective of key stakeholders.4

Hospital employees (clinical and non-clinical) play 
essential roles in quality assurance programs.5 Their 
perceptions of the programs are important aspects of 
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determining program success.4 There is little reported 
literature exploring hospital employees’ perceptions about 
quality assurance programs and their success in resource-
limited settings.

Organizational quality assurance program at Angkor 
Hospital for Children
The Angkor Hospital for Children (AHC) organizational 
quality assurance program (OQA) was launched in January 
2016, with the aim of establishing measurable quality 
indicators and standards, and ensuring a coordinated 
approach to the delivery of high quality care. The program 
was based on a model devised by the Institute of Medicine 
and uses the pneumonic “STEEEPS” (Safe, Timely, 
Efficient, Effective, Equitable, Patient and Staff) to focus 
key priorities of the program (Figure 1).6 

The OQA program consists of 3 main activities: 
on-going data collection of routine hospital activities 
(number of inpatients and outpatients, bed occupancy 
rate, length of stay); activities and data collection for 
specific targets areas (Box 1); and the establishment of 

Figure 1. The conceptual schema for the organizational quality 
assurance program at Angkor Hospital for Children.

Examples of organization-wide indicators
1. Medication errors 
2. Infection prevention and control

a. Hand hygiene surveillance
b. Healthcare associated infections

3. In-hospital deaths
4. Patient satisfaction
5. Staff accidents on site
6. Waiting times
7. Patients leaving without being seen by a healthcare 

worker
8. Number of patients turned away because of limited 

doctor numbers
9. Number of patients sent to another facility due to lack of 

available beds at AHC
10. Discharge planning

OQA: Organizational quality assurance program, AHC: Angkor 
Hospital for Children.

Box 1. Examples of organization-wide indicators in the OQA

Examples of key performance indicators

Medical
• The number of patients given oral health education
• The effectiveness of interventions at the intensive care 

department
• The number of radiology reports produced on time

Nursing
• Waiting time in the outpatient department
• Infant body temperature measurement
• Procedural errors using standard guidelines (e.g. suction)

Non-medical
• Financial indicators
• The number of expired supplies
• Employees’ turnover rate

Box 2. Examples of key performance indicators

Process of implementing the OQA
1. Inclusion as an organizational strategic priority
2. CEO led
3. Literature review
4. Review of other organizational models
5. Model and objectives drafted by CEO and discussed by 

executive committee
6. Name discussed and given to program
7. Presentation to the Board of Directors for approval
8. Organization wide meeting (representatives from all units) 

to discuss quality, its meaning, and measurement
9. Formation of the OQA committee and working groups
10. Monthly reports of routine hospital activities and 

specifically targeted areas discussed with senior 
management to identify abnormal or worrying trends and 
action plans devised and carried out

OQA: Organizational quality assurance program, AHC: Angkor 
Hospital for Children, CEO: Chief executive officer.

Box 3. The process of implementing the OQA at AHC

the OQA committee. The OQA committee is responsible 
for implementing the OQA. It is made up of 3 working 
groups (medical, nursing and non-medical). Each 
working group comprises a number of units (e.g. nursing 
surgical unit, medical surgical unit etc). Each unit was 
required to develop one or two quality indicators, called 
key performance indicators (KPIs). Examples of KPIs are 
illustrated in Box 2.

The OQA, therefore, consists of organization-led 
organization-wide targets (Box 1) in addition to unit-
driven targets (KPIs). Data collected on the OQA activities 
is reported regularly to the hospital data management 
team. They in turn produce reports for the AHC executive 
committee. The process of implementation and on-going 
running of the OQA is shown in Box 3.

Based on the abovementioned background, this study 
aimed to explore the perceptions of hospital staff on 
the OQA at a Cambodian pediatric hospital. This study 
explored the perceptions of hospital staff, with regard to 
strengths and weaknesses of the OQA, and whether staff 
felt that the OQA appropriately met the needs for quality 
improvement for the setting. 
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Materials and Methods
Study design 
This qualitative study used focus group discussions (FGDs) 
to explore the perceptions of hospital staff regarding the 
OQA at AHC, to determine which aspects of the program 
have been successful and where improvements could be 
made.

Participants and procedures
Setting
AHC was established in 1999 and is a non-governmental, 
non-profit pediatric referral hospital in Siem Reap, 
Cambodia. The hospital provides free health care to all 
children under 16 years of age, and includes outpatient, 
inpatient and community outreach services. AHC’s vision 
statement is that “all Cambodian children have access to 
high quality, compassionate care wherever they live and 
whatever their ability to pay.”7

Sampling
Participants in the FGDs were selected by convenience 
sampling within 3 employee groups at AHC (medical, 
nursing and non-medical), and 3 different roles in the 
OQA (department manager, OQA committee member, 
and non-committee member). Sign-up sheets were put up 
on bulletin boards at different departments for potential 
participants to indicate their interest. Senior management 
staff also announced the study at staff meetings. Potential 
participants were approached by the study team and given 
detailed information about the study. Written informed 
consent for participation in the study was obtained prior 
to participation. 

A total of 29 participants took part in 4 FGDs. The 
details of participants’ demographics are presented in 
Table 1. The median duration of the FGD was 36 minutes 
(range 33-37 minutes).

Data collection
Four FGDs were conducted in July 2017. The discussions 
were conducted primarily in English. If they preferred to, 
participants could express their views in Khmer (national 
language of Cambodia), with translation offered by 
Khmer-speaking members of the study group. An iterative 
topic guide was used to facilitate the discussions, exploring 
participants’ understanding of the OQA and their views 
on its strengths and weaknesses. The FGDs were audio-
recorded, and field notes were made by the study team. 
After each FGD, the study team discussed the findings 
and revised the topic guide as needed. Data collection 
continued until data saturation was reached.

Data analysis and trustworthiness
The audio-recordings were transcribed, translated (where 
needed) and checked. The transcripts and field notes 
were imported into NVivo version 11 (QSR international, 
Victoria, Australia) to aid thematic content analysis of the 
data. An inductive data-driven approach, with no prior 

assumptions, was applied in order to identify key themes 
within the data.8 Key themes were discussed, revised and 
agreed upon within the study group.

Results 
The key themes emerging from the data are presented 
below; participants’ understanding of the OQA, strengths 
of the OQA and weaknesses of the OQA. Within “strengths 
of the OQA” the subthemes are: appropriateness of the 
OQA, measurement of the quality of care provided, 
standardizing and improving practice and success of the 
OQA. Within “weaknesses of the OQA” the subthemes 
are: difficulty in assessing compassionate care, additional 
work of the OQA and strain on resources. 

Participants’ understanding of the OQA
Managers stated that the OQA was an overarching 
mechanism to improve and strengthen the quality of care 
provided by AHC. They described that their activities 
for the OQA were to establish plans to address quality 
issues and to coordinate teamwork between and within 
departments to achieve the goals of the OQA. 

Table 1. Demographics of participants

Variables N = 29

Age, No. (%)

21-25 1 (3.4)

26-30 4 (13.8)

31-35 11 (37.9)

36-40 5 (17.2)

41-45 5 (17.2)

46-50 2 (6.9)

Unknown 1 (3.4)

Gender, No. (%)

Male 16 (55.2)

Female 13 (44.8)

Department, No. (%)

Medical 8 (27.6)

Nursing 12 (41.4)

Non-medical 9 (31.0)

Length of service, No. (%)

Less than 4 years 4 (13.8)

4 to 6 years 8 (27.6)

7 to 9 years 2 (2.9)

10 to 12 years 6 (20.7)

13 to 15 years 1 (3.4)

More than 15 years 4 (13.8)

OQA committee membership, No. (%)

Manager 8 (27.6)

Member 6 (20.7)

Non-member 15 (51.7)

OQA, Organizational quality assurance program.
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In contrast, some participants from the OQA 
committee and non-committee members saw the OQA as 
synonymous with the KPIs. They described the OQA as 
consisting of activities to find and improve weak points 
and mistakes in the quality of care provided within their 
units. These participants did not view the OQA as a wider 
quality assurance endeavor, viewing it much more as local 
departmental activities. As such, they felt that the OQA 
program has succeeded because the KPIs that they were 
currently working on had reached their targets. 

“I think our activities are good based on the KPI results. 
Because the KPI result was better than our expectation.” 
(Medical, Non-committee member) 
A minority of participants had very limited 

understanding of the OQA, for example, they did not know 
what the abbreviation “OQA” stood for. One participant 
was not familiar with either the OQA or the KPI.

“Actually, I don’t know about OQA, I don’t know KPI.” 
(Medical, Non-committee member)
Managers acknowledged this gap in the understanding 

of the OQA across hospital staff. One manager 
emphasized the importance of sharing information and 
the involvement of all hospital staff in the OQA program, 
in order to address this gap.

“This is the gap, which we could not reach everybody in 
the hospital. All should be involved. [...]All information 
about the OQA should be provided to all staff. We should 
be responsible for this.” (Non-medical, Manager)

Strengths of the OQA
Appropriateness of the OQA
Participants reported that providing good quality care 
involves several dimensions. For many participants it 
meant providing good health results to patients. Some 
participants added that patients should reach this goal 
without suffering harm due to the treatments provided. 
Participants also mentioned that the psychological well-
being of patients and their families was important.

“I think the quality of care, if I had to define it in one 
phrase, is combining everything to make patients 
feel comfortable, to make the families of patients feel 
comfortable, and to help patients get better from sickness 
and make them feel happy as well.” (Non-medical, 
Manager)
Participants recognized that the target indicators within 

the OQA aimed to assess these various dimensions.
Furthermore, several participants pointed out that 

evaluation of the quality of care delivered should be done 
in a locally specific context, as is the case with the OQA, 
which was developed specifically for the context of AHC.

“The quality of care also depends on the place, the 
hospital, or the country where those services are 
delivered”. (Medical, Committee member)

Measurement of the quality of care provided
Participant said that they were proud of the quality of 
care provided at AHC but did not know how they could 

measure this or compare it to previous years, or to other 
hospitals. Participant perceived the OQA as filling this 
gap, and providing demonstrable measures of the high 
quality of care provided at AHC.

“Before we implemented the OQA program, we knew 
that AHC provides high quality of care. But how did we 
know it was high quality? There were no measurements. 
KPIs and OQA are to measure quality so that you can 
compare to the other facilities and the other countries. 
So in this way, we can know that we provide high quality 
care, because we can see the results of the KPIs.” (Medical, 
Non-committee member)
Participants placed great value on providing high quality 

care, despite the resource constraints they practiced 
within. Participants were clear that a lack of resources 
should not be a deterrent to providing high quality care 
within the means available.

“We know how to treat patients, but we have the lack of 
resources. So what we need to do is just set some goals 
that we can achieve at this point. So it may not really be 
the very best treatments, but we need to focus on what 
we can do with the resources that we have.” (Nurse, Non-
committee member)

Standardizing and improving practice
Participants reported that the OQA provided a method for 
standardizing hospital practices, and maintaining them at 
an agreed high standard. 

“Because the standard that we set in our hospital is like 
the international standard. If we apply and provide our 
services following those, patients can get high quality 
care” (Non-medical, Non-committee member)
Participants reported that this resulted in improved 

knowledge and skills, therefore resulting in improved 
practice. 

“The nurses need to train to have the knowledge to 
provide care to patients, skills, and competencies. So 
those all are necessary qualities. So for high quality care 
nurses need to be trained and increase their knowledge 
to provide good quality care.” (Nurse, Non-committee 
member)
The participants also pointed out that the KPIs 

increased their awareness of their performance and played 
a role as a reminder of the agreed standards. For example, 
one of the KPIs for the nursing department was the 
standardized procedure for suctioning (suctioning is used 
to remove excessive oral fluid secretions from patients). 
The indicator assessed how accurately nurses performed 
suctioning based on the procedural guideline. One of 
nurse participants mentioned that the KPI reminded 
nurses of the necessary steps they were expected to 
perform during suctioning.

“It is like a reminder for the member to suction correctly 
based on the procedure… When we apply this KPI at 
the unit, the staff who take care of the patient will be 
aware that there are people watching him/her. So they 
know that they have to know all the steps of suctioning.” 
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(Nurse, Non-committee member)
Standardization in non-medical hospital services was 

also considered to be crucial. Participants from non-
medical departments mentioned that even though it does 
not have a direct impact on patients’ health, organizational 
well-being allows the smooth-running of hospital services, 
as well as the satisfaction of hospital staff. 

Success of the OQA
The majority of participants reported that the 
implementation of the OQA had been successful. 
Managers pointed out that since the OQA has only been 
operational for one year, it is too soon to determine its 
impact on healthcare provision. However, they were 
pleased with its operational progress and implementation.

“Because everyone knows that when talking about quality 
it is not a ‘one-day’ task to achieve improvement. That’s 
why we continue working on quality improvement.” 
(Nurse, Manager)

Weaknesses of the OQA
Difficulty in assessing compassionate care
Participants reported that not all aspects of the OQA 
worked as well as others. One aspect in particular that 
proved challenging, according to participants, was 
measuring compassionate care. 

Providing compassionate care is a key principle 
underlying AHC’s activities. For almost all participants, 
the most important factor in delivering good quality care 
was compassion. Participants described that providing 
compassionate care meant to treat a patient as their 
own child. Participants saw good communication and 
empathy-driven staff motivation as components of 
delivering compassionate care:

“When doctors have good communication with parents 
and explain the problem to parents so that they can 
understand, then they accept our explanation, which 
makes them feel comfortable.” (Medical, Manager)
When asked how to measure compassionate care, the 

participants listed several methods, one of which was 
the patient satisfaction survey that had been done by the 
Young Persons Advisory Group at AHC.9 One participant 
mentioned regular patient satisfaction surveys could be 
used to see progress in providing compassionate care. 
Other suggestions included obtaining feedback from all 
stakeholders (e.g. patients, families, communities and 
the government), peer evaluation, observation of patient 
behaviors, and anecdotal episodes. 

“I have heard from my friends, some friends who took 
their children to AHC, they are happy to come to AHC 
because doctors and nurses are providing compassionate 
care.” (Non-medical, Manager)
However, some participants disagreed with the 

measurability of compassionate care, claiming that results 
from such measurement methods would not be reliable 
because the definition of compassionate care was subjective 
and because responses from patients and families may be 

biased because they had received free services.
“Because we cannot ask the patient how is our treatment 
here because its treatment is free. Patients would have 
difficulty in saying that a doctor is bad. I think this is 
not an accurate way to measure compassionate care.” 
(Medical, Non-committee member)

Additional work of the OQA
The main challenge for the OQA committee members and 
non-committee members was that performing activities 
for the KPIs sometimes represented additional work and 
interfered with their on-going routine duties. 

“So the staff do not only work for the OQA activities. 
They have a lot of things to do, their main job to do.” 
(Nurse, Committee member)
This was reported more by medical and nursing 

participants rather than non-medical participants. 
However, one manager described no challenges in his 
department because the tasks for the KPIs did not require 
any additional work than routine tasks. 

“The reason is the tasks. The tasks for the OQA activities 
are similar to the tasks we are doing daily.” (Non-
medical, Committee member)
Ground staff also felt it was difficult to follow the 

standardized steps of procedures set out in the KPIs 
because of interruptions due to emergency cases and a lack 
of human resources. In addition, they listed insufficient 
equipment supply as another reason that they could not 
follow the standards.

“It is really difficult because we work with patients, we use 
supplies and equipment, but sometimes the equipment is 
not working properly.” (Nurse, Non-committee member)

Strain on resources
The OQA committee members said that their activities for 
the KPIs were not well coordinated because the committee 
members could not assemble or discuss easily due to 
scheduling difficulties. They felt this impacted their OQA 
activities and meant that the OQA was not implemented 
as well as it could be. They could not manage supervision 
of the KPIs in a timely manner, delaying evaluation of the 
KPIs. Other OQA committee members said that they had 
excessive demands on their time and felt that more human 
resources were needed to achieve the OQA goals.

“We set the goal of two staff to prepare medicines for 
dispensing. But now we have more jobs, such as preparing 
chemotherapy, drug mixing, and only one staff available 
to prepare medications. That’s why the KPI result was 
decreased.” (Medical, Committee member). 

Discussion
This study explored hospital staff members’ perceptions 
of the OQA, its strengths and weaknesses, at AHC, a 
resource-limited healthcare setting in Cambodia. 

The majority of participants were familiar with the 
OQA and their role within it. Managers had a good 
understanding of the structure of the OQA; some other 
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staff viewed it as synonymous with KPIs. Managers 
recognized there was a need to improve communication 
with all staff around OQA activities.

One major strength of the OQA at AHC was the shared 
belief in the need for the program and its value, at all levels 
of leadership and staff. This resulted in greater ‘buy in’ 
to it at all levels. As shown in this study, all participants 
believed in providing high quality compassionate care, 
echoing AHC’s vision. Sharing this common goal was 
fundamental to the success of the OQA.

A key feature of the OQA was its strong leadership. This 
study found that the managers were aware of their roles as 
leaders and have taken the responsibility for running the 
OQA throughout the hospital. From their point of view, 
the OQA has been smoothly implemented, although at 
this early-stage evaluation it is not yet possible to comment 
on its impact on healthcare outcomes. 

Key strengths of the OQA included that it was seen 
as contextually appropriate, and consisting of indicators 
that reflect how participants viewed “high quality care”. 
The ability to measure the quality of care provided was 
important. Staff could visualize their efforts towards the 
improvement in the quality of care provided, which could 
encourage their involvement and commitment to the 
OQA.

Fundamental to this commitment was that the KPIs 
were developed from a ‘ground-up’ approach, with each 
department identifying areas to target and designing 
activities to address them. The OQA committee members 
worked with ground staff to identify areas that needed 
to be improved. Participation in decision-making is 
associated with job commitment10; therefore, this manner 
of developing the KPIs could increase hospital staff 
members’ commitment towards completing the KPIs.

Participants also reported that the OQA allowed more 
standardization in practice, and improved practice, 
because the KPIs reminded staff of the necessary 
procedures to follow. Overall, all groups of participants 
viewed the OQA as a successfully implemented program. 

Previous studies have reported that a lack of human 
resources was the main barrier to providing high quality 
of care, regardless of economic conditions.11,12 Whilst this 
was mentioned as a barrier, in this study participants felt 
that it was very possible to deliver high quality care within 
the constraints of the resources available. For participants 
in this study, the main barrier to implementation of the 
OQA was difficulty in the operational processes of the 
OQA. Participants valued the OQA, but in some instances 
found that it interfered with their routine tasks. Further 
streamlining of processes to measure, record and report 
OQA targets, within and between departments would 
improve the smooth-running of the program. 

Participants also raised the point that measuring 
compassionate care is difficult. Whilst patient satisfaction 
surveys are the current standard for this, participants 
noted that they might not be truly indicative of patients’ 
views. The concerns regarding the validity of the survey 

included that the provision of free healthcare may results 
in biased responses from patients and their caregivers.

Participants did not feel that the OQA incorporated 
the assessment of patients’ psychological wellbeing at 
present. One reason for this may be that the majority of 
staff (not involved with the development of the OQA) saw 
it as synonymous with KPIs. Therefore, since the KPIs 
do not include targets to measure patient satisfaction or 
compassionate care, these staff felt that further activities 
were needed. However, one of the OQA activities 
does include the patient satisfaction survey conducted 
by the Young Persons Advisory Group.9 Participants 
also mentioned the need to have greater patient and 
community engagement, which is also part of AHC’s 
activities.9 These findings highlight that whilst conducting 
activities to improve the quality of care in a holistic manner 
is essential, equally important is communicating this to all 
staff. In this way, hospital staff can better appreciate the 
overarching reach of the OQA. 

As discussed above, all staff share a common 
understanding of the goals of the OQA. However, as noted 
in the above example of measuring compassionate care, all 
staff do not have a complete understanding of the OQA 
itself. There appeared to be a gap in understanding, in 
which managers understand the activities of the OQA and 
see it as the way to achieve the AHC’s goals. However, for 
the majority of non-committee staff, the OQA means KPIs. 
They have a fragmented understanding of KPIs across the 
organization and do not see the overarching activities of 
the OQA as a whole. Improved communication of the 
whole OQA program and its targets and results could 
improve staff understanding of it.

The aspects of the OQA discussed fit into the framework 
proposed by the World Health Organization (WHO). The 
WHO suggested that “a process for building a strategy for 
quality” is a circulatory process, including seven elements 
which fall into 3 categories: analysis, strategy, and 
implementation (Figure 2).13 This framework depicts the 
processes involved in the design and implementation of 
the OQA, from the initial situational analysis involving key 
stakeholders and defining standards together, to choosing 
interventions and assigning appropriate targets. The 
onward implementation and monitoring is an on-going 
process. In this resource-limited setting it was feasible 
to implement such a strategy, using the key concepts of 
leadership, recording reliable data on indicators and 
the sharing of information, employing regulations and 
standards, and doing so within the locally-specific models 
of care and the organizational capacity.

There are several limitations of this study. This study 
was conducted at a single non-governmental site in 
Cambodia. The context of the OQA here may, therefore, 
be different to other facilities. However, the importance of 
a locally-contextualized OQA has been discussed, and the 
findings of this study, with regard to the key strengths and 
weaknesses of an OQA, would be applicable to a range of 
settings. Readers could implement and modify their OQA 
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programs based on the successes and difficulties discussed 
in this study. Study participants were recruited by 
convenience sampling, which may have resulted in some 
participants who wished to be involved not being able to 
do so. This pragmatic sampling method was necessary in 
order to respect participants’ duties to the hospital.

Conclusion
The AHC OQA has been implemented for one and a half 
years. Although it is too soon to evaluate the impact of the 
OQA on the quality of care provided by AHC, participants 
viewed its implementation as successful. An OQA is seen as 
necessary in standardizing, improving and measuring the 
quality of care provided. Improved communication and 
streamlining of OQA activities are necessary challenges 
to address. The incorporation of both management-led 
and ground-up development of quality improvement 
targets is essential in ensuring the relevance of, and staff 
commitment to, the OQA.

Ethical approval 
The study was approved by the Institutional Review Board of 
Angkor Hospital for Children, in Siem Reap, Cambodia (0870/17 
AHC), and by the Institutional Review Board of the University of 
Pittsburgh, in Pittsburgh, Pennsylvania, USA (PRO107505312). 
After a full explanation of the study was provided, and prior to 
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Building the strategy: 
Choosing inter ventions 
for quality

The second part of the cyclical process is concerned with the development of 
new strategies in response to analysis, the selection of appropriate interven-
tions, and planning for their implementation. This process is divided into two 
elements.

Element 4. Development of quality goals 

With health goals and priorities confi rmed, and a situational analysis complet-
ed, the ground is prepared for new quality goals to be negotiated and agreed. 
This will lead to the selection of quality interventions. 

The choice of quality goals will be driven by the agreed health goals, and will 
relate to the different dimensions of quality. The questioning process in relation 
to the health goal will be to ask the following.

What are the defi ciencies in effectiveness?
 What are the defi ciencies in effi ciency?
 What are the defi ciencies in accessibility?
 What are the defi ciencies in acceptability?
 What are the defi ciencies in equity?
 What are the defi ciencies in safety?

In answering these questions, the evidence gathered in the situational analy-
sis should be invaluable. In particular, the situational analysis should inform 
judgements about the signifi cance of general evidence for a particular health 
issue. For example, there may be a general perception that access to health care 
is reasonable. There may also be evidence that delays in access to health care 
are affecting outcomes for particular populations.

▪
▪
▪
▪
▪
▪
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Figure 3 presents such a map. It identifi es six domains which are generic in 
nature, and which are interrelated. They are intended to help policy-makers 
address quality issues at a more strategic level. 

These generic domains are not hypothetical. They draw heavily on the strate-
gies for quality improvement applied in many health systems over many dec-
ades. Many countries heavily emphasize only one domain (e.g. regulation) in 
their work on quality. The process in this document suggests that it is necessary 
to follow a more comprehensive approach across the several domains shown in 
the map.
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Figure 3: The six domains of quality interventions

A. A process for building a strategy for quality

B. Six domains of quality interventions

Figure 2. The framework for quality assurance interventions suggested 
by WHO.13

Reproduced from quality of care: a process for making strategic choices 
in health systems 2006.
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