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ABSTRACT 

Safety and quality management run through every aspect of the health system including 

clinical care, where concerns are to the effect that, service utilisation has quadrupled after 

the introduction of the National Health Insurance Scheme (NHIS) without any knowledge 

of the corresponding rise in the safety and quality, especially that the Upper West Region 

houses the country's poorest people. The study assessed the state of safety and quality of 

healthcare in two primary hospitals focusing on four main areas: management systems, 

clinical practices, patients' safety, and client-centred care. A cross sectional observational 

and descriptive study design was adopted using both qualitative and quantitative research 

methods. A two-stage Multi-stage sampling was used in which two hospitals, 43 service 

areas, and 44 respondents were assessed. Data were collected using record reviews, direct 

observation and interviews. Data analysis was done manually and electronically (using 

computer software Microsoft excel), described and interpreted. Safety and quality 

management was found to be low (38.4%; 99/258) in hospitals because: the management 

systems (36.3%; 371102) were observed to be of poor quality, highly centralised, with little 

initiatives at the base; clinical practices were below safety standards (33.3%; 24/72) wholly 

influenced by professional negligence; and health care was found not to be client-centred 

(26.7%; 8/30) as no efforts were made to get the inputs of client communities. However, 

there was equity in the distribution of healthcare, whilst patient safety was measured up to 

standard (55.6%; 30/54). It is recommended that healthcare authorities adopt a bottom-up 

management approach to strengthen and decentralise leadership, develop professionals to 

improve their competence and initiatives, and re-focus health care to be more client-centred 

to produce more satisfied clients both at health facilities and beyond. 
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DEFINITION OF TERMS 

Accessibility of care - care that is timely, geographically reasonable and provided in a 

setting where skills and resources are appropriate for medical need 

Adverse events - a group of events that cause or have the potential for causing harm to the 

client in the process of health care 

Availability of care - an aspect of access of healthcare assessed by its physical presence 

Medical errors - any error, intentional or otherwise, in the process of care that carries risk 

or potential harm to clients 

Primary hospital - a hospital (usually in rural and peri-urban settings) that serve as 

referral point for lower level facilities. For instance, district hospitals 

-, 

Quality of Care - the best combination of input, process and outcome strategies in the 

production of health care, which reduces harm and produces satisfied clients 

Healthcare Safety - the absence of harm (or risk of harm) in the production of health care 

Structure of Care - the inputs (health resources) needed or used to produce healthcare. 
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CHAPTER ONE 

INTRODUCTION 

1.1 Background of the Study 

There is no universally agreed definition for the directly related terms 'quality' and 

'safety.' These two concepts directly influence each other as well as patient care outcomes. 

Raleigh & Foot (2010), Hasin, et aI., (2011), and Mordoh (2011) all see the term quality as 

a vague, complex and highly subjective term, making a convergence on a central meaning, 

a difficulty. In the words of Adindu (2010), the term quality can be seen as 'something that 

satisfied one's expectations, and used as standard for assessing and measuring future 

experience with similar product or service.' The reason is that, expectations vary, and 

experiences are influenced by so many factors including emotional state, and so Langley, 

et al., (2009), were not wrong when they saw quality to be 'the measure of how well a 

product or service matches a need.' The need-based assessment of quality is important 

given that, the client is generally regarded as the final judge as far as quality is concerned. 

In this case, quality is based on what prompts its assessment. This understanding of quality 

is important for the understanding of the concept of quality of healthcare and safety. 

The Institutional Care Division of the GHS (2007), defines quality of healthcare as 'the 

proper performance of interventions that are known to be safe, affordable to society and 

impact positively on morbidity, disability and mortality.' This definition is in conformity 

with Gavin's definition quoted in Atinga (20l3) that, quality describes 'adherence to 

standards and high performance.' The above definitions have illustrated an important 

factor in the definition of quality healthcare, that is, the setting of the appropriate 

standards. But an equally important question in the domain of healthcare quality stands 
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clear: who sets the standards and for whom? It is clear that healthcare has many players - 

policy makers, implementers or health workers and the beneficiaries or the customers - 

some of whom have conflicting stakes in the product called healthcare. In this regard, there 

cannot be a unique standard of measurement because the standards set by policy makers, 

are usually not the same as those set by the policy implementers, making quality in 

healthcare an issue of concern. 

Both the GHS (2007) and Gavin quoted in Atinga (2013) agreed that quality healthcare 

interventions are ones known to be safe. One can therefore state that, a key dimension of 

healthcare quality is safety. The Institute of Medicine, quoted in Groene, et al., (2014) 

defines patient safety as 'the prevention of harm caused by errors of commission and 

omission.' In other words, health care safety relates to the prevention of medical errors, 

which is the direct responsibility of healthcare practitioners. Healthcare safety, like quality, 

could be technical or non-technical (Donabedian, 1997; WHO, 2000; Donabedian quoted 

in Adindu. 2010; Wanjau, Muiruri & Ayodo, 2012). The technical component concerns the 

application of science and technology by health professionals, and the non-technical or 

functional is the social and environmental interactions that prevail during the care process 

between clients and health system. In simple terms, technical safety is about the practices 

of the healthcare professionals whereas the non-technical safety relates to the acceptability 

of healthcare by the clients. Since clients would accept healthcare that does not cause 

harm, non-technical safety relates to the satisfaction of the clients from their interaction 

with the health system. 

So, like quality, safety runs through the entire health system from entry to exit if not 

beyond. This is to say, safety issues are involved from the health inputs, through clinical 

practices to the health outcomes. According to the ACSQHC (2011), 'safety and quality 
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care require the vigilance and cooperation of the whole healthcare workforce.' This is 

because, the important question to be answered by the health system in reference to 

healthcare safety is: how can the system reduce risk and potential harm to the client? To be 

able to measure safety and quality, base-lines are established so that improvements are 

evident. 

From whichever perspective one looks at safety and healthcare quality, one thing stands 

clear, and is carried by the various definitions. The idea carried by the various definitions 

is that, safety and health care quality can be measured and their measurement is necessary. 

This applies to health care regardless of whether it is rendered for prevention of illness or 

for the treatment of sickness. It must be noted that, 'healthcare (safety) and quality are 

inextricable, therefore to provide healthcare (services) without concern for quality is 

unprofessional and potentially deadly' (Adindu, 2010). In clinical care, and for the sick 

person, safety and quality care represent the differences between life and death and options 

in clinical decision making may be limited from client's perspective. 

One of the management strategies used to monitor standards, and that influence quality and 

safety is quality assurance. In quality assurance - often referred to as quality monitoring - 

a set of agreed standards are compared with current practices in service delivery (WHO, 

2000 & 2003, GHS, 2007; Atinga, 2013) for evidence of adherence to the set standards. 

Quality assurance is the baseline for continuous improvement since the achievement of 

agreed standards becomes the baseline for setting new (and higher) standards for facilities 

that buy the idea of continuous improvement. 

Hospitals are the primary units or the main providers of curative health services to sick 

clients (Inclusion-Ghana, 2013). A hospital is a healthcare facility licensed by the 

respective regulator (ACSQHC, 2011). They are classified as primary, secondary and 
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tertiary (NHIA, 2009b). Primary hospitals are found in rural and peri-urban areas and serve 

as referral points for lower facilities such as Community-based Health Planning and 

Services (CHPS) compounds, health centres, clinics and polyclinics. According to the 

NHIA, what differentiates a primary from a secondary and tertiary hospital is the kind of 

service rendered. Primary hospitals render services relevant to all the lower level facilities 

in addition to advanced diagnostic services such as ultrasound, x-ray and basic imaging 

services (NHIA,2009b). 

A hospital, whether primary, secondary, or tertiary is an organised system. A system is 

defined as 'a group of interrelated parts which function together as a whole' (Atinga, 

2013). Every hospital is divided into service areas such as departments (in-patient and out 

patient), units (laboratory, medical records etc.) and administrative groups (nursing, 

medicine, pharmacy etc.). All these function together to be called a hospital, as none is 

capable of operating alone as a hospital. The hospital therefore qualifies as a system since 

it is made up of interconnected units which collaborate to produce healthcare. Another 

characteristic of a system is that, it has an order. In every system, inputs, process and 

outcome interact in an environment to produce an output (Atinga, 2013), which in the 

hospital situation, is healthcare. An understanding of the 'Systems Model' is therefore 

important for understanding the work of hospital. For instance, the influence of hospital 

management on healthcare - which is usually overlooked - can be seen as the environment 

for producing healthcare. 

There is equally a commonality between the System Model and the key standard of 

measure of healthcare quality and safety in the hospital, called Quality Assurance. In the 

hospital system, the concept of quality assurance is run on four key principles 

management systems, clinical practice, patient safety, and client-centred healthcare 
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which are consistent with the pillars of an operating System (GHS, 2007; Atinga, 2013). 

According to both concepts (systems model and quality assurance), management systems 

and client-centred care are concerns of quality management whereas patient safety and 

clinical practices are concerns of healthcare safety (GHS, 2007; Atinga, 2013). 

Management system illustrates the provision and utilisation of health resources and client 

centred care is concerned with how these resources are used to produce healthcare that 

meets the needs of the clients. Their measurement is for adherence to the set standards. 

Patient safety concerns the presence or otherwise of direct or physical harm to the clients, 

and thus concerns non-technical harm, whereas clinical practices, which is relevant in the 

process of care is about the presence or otherwise of medical errors or technical harm to 

clients. Thus, patient safety and clinical practices are direct concerns of healthcare safety. 

The QA system allows for evaluation of the care delivery system by facility inspection, 

record review and interviews for standard of performance. This is to say that, just as the 

QA approach is able to measure standard of care in the hospital; its principles can equally 

aid the measurement of the performance of a system, which in this study is the hospital 

system. The main weakness of the QA approach in measuring hospital care is the fact that 

it does not look at the hospital as a system, because it measures performance in specific 

service areas. 

In Ghana, hospitals have another standard of measure that is considered superior to QA 

concept. This is the accreditation process or criteria - now called credentialing (NHIA, 

2009a). It is the standard, especially for measuring quality and safety of clinical care in 

hospitals. The QA strategy, like the accreditation process, prepares hospitals to adopt 

quality improvement strategies by continuously monitoring for positive improvement in 

performance. The accreditation criteria is considered superior to the QA approach because 
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it is an external assessment and demand action by hospital management, since they can 

lose a major source of funding should they lose their accreditation. The quality 

improvements from these processes are important because they are the desired goal of the 

Universal Health Coverage (WHO, 20l3). 

The NHIA accreditation process has twelve (12) models, out of which five (5) are core. 

The core models include: range of services, staffing levels relevant to service, organisation 

and management, safety and quality management, and care delivery. For a facility to be 

fully accredited, and considered safe and of acceptable quality for patients, the facility 

should score a minimum of 50% in all these core areas (NHIA, 2009b). The accreditation 

criteria are recognised as the highest level of health care quality by institutions (MOH, 

2007a; GHS, 2007) in Ghana. 

It is now obvious that measuring the safety and quality of healthcare is a necessity 

throughout the African continent, (WHO, 2003; OECD, 2010; Adindu, 2010). This is 

because, in Africa, poor health indices in most countries have challenged healthcare 

systems to provide safe and quality healthcare to the citizenry (Adindu, 2010). In Ghana, 

like other African countries, safety and quality healthcare concerns have been as old as the 

healthcare itself, having started in the post-independence era (GHS, 2007). In 2012, the 

focus of health care quality and safety was shifted to clinical care in a landmark presidential 

call for action on quality improvement. The specific issues on healthcare safety and 

management are however unknown. 

1.2 Research Problem Statement 

The provision of safe and quality healthcare is a primary goal of every healthcare 

institution in clinical care. Safety of healthcare includes initiatives to reduce errors, that is, 

healthcare that benefits without harming the client. In clinical care, errors can be reduced 
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In Ghana, there are evidences of over-utilisation of health services which increases the risk 

of unsafe healthcare. According to the NHIA (2011), clinical healthcare utilisation in 

recent years has increased by over four folds (6.6million in 2005 to 25.5million in 2011) 

by its 50.9% membership. But the corresponding rise in health care safety and quality is not 

known. A study by Boateng & Awunyor-Vitor (2013) revealed that, a majority of the 

NHIS enrolled memberships did not renew their membership after expiry, citing the safety 

and quality of the care they received as their reasons for non-renewal. 

by adhering to professional standards. Unfortunately, health care is often observed not to be 

delivered in accordance with commonly agreed professional standards. According to the 

OECD (2010), unsafe healthcare harms tens of thousands of people every year. 

The consequence of providing unsafe and poor quality healthcare is wastage. The WHO 

(2006) suggested that, the reason most low income countries (including African countries) 

are having difficulties achieving their MDGs is because of poor quality or unsafe 

healthcare which result in economic losses. In Ghana, about 6.4% of GNP in productivity 

is lost due to ill health (Jha, et al., 2005). This is not only from waste of economic 

resources on healthcare, but also from diversion of funds from other sectors to healthcare. 

This deprives the national economy of the needed growth. 

In its holistic assessment of the health sector, the Ghana's Ministry of Health (MOH) 

observed that two regions (Central and Upper East Regions) with extra budgetary support 

were generally performing well in most healthcare safety indicators. On the other hand, 

two more regions (Northern and Upper West Regions) with the same budgetary support 

were not performing up to expectations on the same indicators (MOH, 2013). The Upper 

West Region has the lowest regional population (2.8%), and of the same economic 

standing as the Upper East Region yet underperforming in healthcare quality. Even more, 
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the specific clinical care safety indicators are not known, let alone to question of whether 

they are isolated issues or a systemic ones. 

In 2012, a Clinical Care Quality Assurance Conference was organised to identify gaps in 

clinical care in Ghana for intervention (MOH, 2012b). The report however, was silent on 

the state of clinical care safety and quality in the Upper West Region. This leaves the true 

state of the safety and quality of clinical health care unknown in the region. It is said that: 

'To be silent about quality (and safety) of healthcare is to support the untimely death of 

millions of people every year' (Adindu, 2010). Pertinent questions then arise: with already 

poor indicator performance, how are primary hospitals in the Upper West Region fairing in 

the isolated issue of safety and quality management with regard to the quality of clinical 

healthcare on the accreditation criteria? 

1.3 Research Questions 

1. What is the state of the quality of management systems practised in primary hospitals? 

2. What is the state of the quality of clinical practices in primary hospitals? 

3. How safe are patients who patronise primary hospitals? 

4. How client-centred is healthcare in primary hospitals? 

1.4 Research Objectives 

1.4.1 General Objective 

To assess the state of healthcare safety and quality management in primary care hospitals 

in the Upper West Region of Ghana 
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1.4.2 Specific Objectives 

1. To assess the state of the quality of management systems in primary hospitals. 

2. To evaluate the state of quality of clinical practices in primary hospitals. 

3. To determine the state of patients' safety in primary hospitals. 

4. To appraise the state of client-centred healthcare in primary hospitals. 

1.5 Significance of the Study 

This study was necessitated by the fact that the practice of safety and quality management 

which is a key pillar of healthcare quality is low in health facilities, especially during 

accreditation and renewal by the NHIA. It is particularly important because, reports had it 

that, patronage of primary hospitals has almost quadrupled since the introduction of the 

NHIS in the UWR. Yet, little is known about the safety of these clients in these hospitals. 

This study therefore adds value to current research and to society in variety of ways: 

First of all, the study is an addition to financial security in hospitals. This is because, the 

study concept - safety and quality management - is core model for credentialing hospitals 

by the NHIA, which reports indicates that most hospitals struggle to make a pass mark. 

The findings of the study would inform hospital management of what adjustment they need 

to make, so that they do not lose a major source of funding from the NHIA. 

Secondly, the study would identify gaps in healthcare to be filled. This is a direct 

contribution to the achievement of Universal Health Coverage in the post MDG era 

because healthcare quality and safety form major pillars in the concept. When health 

practitioners cover the identified gaps in current practices, universal coverage would be 

achieved. 
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Thirdly, the study is an evaluative one. The study evaluates the performance of healthcare 

systems including institutions, organisations, and professional bodies in clinical care. The 

study largely evaluated how health care institutions and professional bodies adhered to set 

standards for health care safety and management. From the findings of this study, Ghana 

Health Service, the NHIA, the CHAG, the Nurses' association and even the medical 

association would be able to tell how they are living their missions, visions, and core 

values rooted on quality and safety. 

Fourthly, this study would contribute directly to the achievement of the health related 

MDGs. This is because the quality and safety of healthcare is indicated to influence the 

achievement of the MDGs (WHO, 2006) where the Upper West Region is already off track 

to achieving MDG 4 and 5. This is because, clinical healthcare is highly patronised by 

mothers and children, who also influence the achievement ofMDGs 4 and 5. 

The study would contribute to policy development and policy directions, either now or in 

the future. The review of the performance of institutions would throw lights on difficulties 

they are facing in implementing these policies and would be corrected during subsequent 

ones. The findings would equally inform policy makers of policy direction on safety and 

quality. For instance, the need to adopt a bottom-up approach to management, would 

inform policy directions. The study also directly evaluates Ghana's Ministry of Health 

quality assurance policy and strategic plan in primary hospitals. Client advocates can also 

use the findings in this study to advocate for changes in policy direction in clinical care. 

1.6 Conceptual Model 

This conceptual framework explains the theoretical under-pinning of the research strategy 

involving concepts, principles and models for the study. It was constructed to be consistent 

with the understanding of Reichel & Ramey, quoted in Azongo (2014) of a conceptual 
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framework as 'a set of broad principles taken from relevant fields of enquiry and used to 

structure a subsequent presentation.' It was developed to provide a deeper insight and 

understanding of the concepts of healthcare safety and quality management to help give a 

clear meaning to the study. 

Healthcare safety and quality management are the two broad areas of this study. The study 

made an assessment of these broad concepts using the quality assurance strategy of the 

GHS (2007). The study assessed the quality assurance principles - management systems, 

patient safety, clinical practice, and client-centred services - as its objectives. These 

principles were adopted because they are also the key principles of ensuring safety and 

quality of care in Ghana (Atinga, 2013; GHS, 2007). These are also pillars of a standard 

healthcare system (Atinga, 2013) and since the study was conducted in hospitals, which are 

established systems, they were deemed appropriate. 
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Waste Resource 
Open Days Management 
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Improved Quality of life 

Figure 1.1: Conceptual Model 

Source: Researcher's own construct 

As in the framework, patient safety and client-centred healthcare are healthcare safety 

issues, whereas management systems and clinical practices are quality of care issues. 

Under patient safety, the study assessed the possibility of causing harm to the patient in 

three thematic areas - clinical safety, environmental safety and medical waste management 

- to measure the presence of non-technical harm to clients. The other aspect of health care 

safety had to do with client-centred healthcare, which basically looked at the satisfaction of 

the final consumer of healthcare. 
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The health care quality side of the study looked at health governance as in management 

systems (administrative governance) and clinical practices (clinical governance). 

Management systems was considered here because, it forms the environment for rendering 

healthcare and thus becomes the first concern of healthcare quality. This is because, 

whatever management does will trickle down to the clients. Management systems concerns 

the management of human and non-human resources used to render healthcare. Clinical 

governance was limited to three themes - clinical procedures, monitoring practices, and 

recording and records-keeping. This assessment was for the adherence to technical 

standard so as to avoid medical errors to clients. The overall goal was to ensure that, 

hospitals would render the highest quality of safe healthcare in the region to increase the 

quality of life of the citizens. In absence of quality in clinical care, hospitals will be death 

traps as Adindu (2010) cautioned. This means that, in hospitals clients will have to be 

treated right the first time to ensure speedy recovery. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Introduction 

The literature review chapter is a collection, analysis and interpretation of relevant 

secondary data that addresses the subject matter. The chapter is an analysis of healthcare 

safety and quality management issues citing scholarly works, organisational working 

reports, policies and papers. The search was done through manual and electronic search 

engines for key words such as healthcare safety, quality healthcare, quality management, 

clinical care and assessment, hospital care, quality assurance and improvement, etc. The 

review identified standards set for the hospitals' systems and compared that with studies 

conducted from within and without the health system in Ghana. The overall objective of 

the literature review would be to serve as a useful guide in conducting the empirical aspect 

of this study. 

2.1.1 Quality and Safety in Healthcare and Management 

Health, as 'a universal human right' of everyone, encompasses the right to healthcare in 

broad terms. It is a right that must be available, accessible, acceptable and safe for all 

persons (Inclusion-Ghana, 2013). If healthcare must be provided, it must be safe and of 

high quality because the health sector is one of the service sectors that involve the most 

risks. So, accuracy and adequacy in measurement are necessary because a compromise on 

any of the extremes increases the risks. Some healthcare researchers (Raleigh & Foot, 

2010; Hasin, et a.I., 2011; Mordoh, 2011) suggest that healthcare quality and safety issues 

are more complex, and measuring them are more difficult because indicators vary. 

Rendering high quality and safe healthcare involves doing things right the first time, and 
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then to keep improving the standards till excellence is attained (GHS, 2004). When 

excellence is attained, then healthcare is considered 'safe, affordable, and reduces deaths, 

illness, disability, and is patient-centred,' (Institute of Medicine quoted in Tomson & 

Berwick, 2006). Healthcare safety runs through the entire healthcare system from the 

health inputs, through the processes of care, to the outcome of care. That is, it has to be 

holistic. Holistic care meets standards. 

The highest standard for measuring healthcare quality and safety in Ghana, and the world 

over, is accreditation (now called Credentialing in Ghana). This is done by the NHIA in 

Ghana. The tool used by the NHIA is comprehensive, holistic, and specific, and thus, 

avoids vagueness. The tool divides services into twelve (12) models, such that each can be 

assessed in its own right (NHIA, 2009b). The healthcare safety and quality management is 

not just one of twelve models, but also among the five core models for accreditation. 

Accreditation is an external assessment of facilities and services, and as such, puts pressure 

on hospital management to improve all aspects of their work to improve quality (safety) of 

care (Groene, et al., 2014). 

For accreditation to be successful, healthcare has to be understood by the many players in 

it. It is said that health care is produced from the interaction between the health resources 

and the receiver or client (WHO, 2000a; Adindu, 2010; Dean & Lang, quoted in Wanjau, 

et al., 2012). The clients - internal or external - are the major players to this effect. They 

must accept healthcare for it to be considered rendered. The acceptability of healthcare 

directly correlates to the satisfaction of clients. It is influenced by the culture of people 

(WHO, 2000b). According to Adindu (2010), there is no best approach to assessing safety 

in health care as it largely depends on context, resources, and priority. 
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2.1.2 Definitions of Healthcare Safety and Quality Management 

Healthcare Quality has been defined differently by different authors and there seem not to 

be an agreed upon definition. According to Donabedian (2005), quality healthcare is 

nothing more than value judgments applied to several aspects, properties, ingredients or 

dimensions of a process called medical care. So, the health inputs, process, and outcome all 

come together to define health care quality. The Institute of Medicine quoted in Adindu 

(2010), defines healthcare quality as 

The degree to which health services for individual or population increase the 

likelihood of desired health outcomes, and consistent with current professional 

knowledge, ' (Adindu, 2010). 

Offei et al quoted in Adindu (2010) are of the view, consistent with the Institute of 

Medicine, that healthcare without harm is 'safe, affordable and reduce deaths, illness, and 

disability.' The various definitions focus on the quality of health resources, outcome of 

care, and to a lesser degree the process. They all convey the idea that health care must have 

more benefits rather than harm to the patients, to be considered safe and of good quality. 

From these definitions, quality healthcare can be equated to safe healthcare as they both 

focus on harm reduction. 

Quality healthcare management on the other hand is about enhancing the satisfaction of 

healthcare players. The healthcare players include patients, doctors, nurses, suppliers, and 

other supporting bodies (AI-Ali, 2014). It is best achieved by creating the enabling 

environment for the parties to interact. Creating an enabling environment involves 

'identifying, assessing and taking actions to maintain and improve the quality of care 

processes. A special focus is placed on the client, since his expectation is to receive good 
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quality of safe healthcare. So, quality management includes quality planning, controlling, 

assuring and improving work within the health system. Hospitals quality management is 

determined by the quality of health structures, procedures (process), data base, and 

monitoring systems (Groene, et al., 2014). Quality management must therefore be looked 

at as a mixture these concepts that target a satisfied client. 

The ideas expressed by the various definitions outlined the scope of safety and quality 

management, however, this study adopts the definition by Langley, et al., (2009) that, 

quality management, "is the measure of how well a product or service matches a need." 

The need here refers to the set of standards. The standards, in Ghana, are those set by the 

quality assurance strategic plan and the credentialing tool (GHS, 2007; NHIA, 2009a). 

Since nothing can ever satisfy everyone or situation in healthcare, standards are the 

ultimate limits. Healthcare is equally a right, and its standards would be defined by its 

availability, accessibility, acceptability and safety (WHO, 2006; NHIA, 2009; Inclusion 

Ghana, 2013; AI-Ali, 2014). These ingredients also qualify healthcare to be safe and of 

high quality throughout the health care system. 

Healthcare Availability means that healthcare facilities, programmes, goods and services, 

are in sufficient quantities and are functioning (Witter, et al., 2000; WHO, 2008; 

Donabedian, quoted in Mordoh, 2011). When healthcare is available, it has to be brought 

to the attention of the service users. According to the NHIA (2009a), health facilities' 

available services have to be displayed as range of services including opening hours, 

visiting hours, etc. to the client population. Availability of healthcare equally helps to 

measure the state of health resources, or inputs by their physical presence or the 

reachability that meet a minimum standard. For instance, when medical devices or services 

are available, they can be observed to be in adequate numbers, strategy or in records 
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(NHIA, 2009b). Thus, basic equipment, health workforce, and guidelines for treatment can 

be directly measured for their availability. 

Healthcare Accessibility is usually seen to be the blanket of geographical, cultural and 

even economical reachability. As an ingredient of healthcare quality, it refers to care that is 

timely, geographically reasonable and provided in a setting where skills and resources are 

appropriate for medical need (WHO, 2006; Inclusion-Ghana, 2013). It involves non 

discriminating service delivery, physically usable service, one that is affordable, or service 

with adequate information. In its true sense, accessibility would measure the usability of 

services provided in the process of care. Thus, issues of waiting time, interpersonal 

relationships etc. are largely issues of access to healthcare. Inclusion-Ghana, (2013) 

investigated the status of access to health care in Ghana, and concluded that, numerous 

obstacles such as culture, social environment, communication barriers and lack of training 

of health professionals increased the risk of health care especially to persons with 

intellectual disabilities. 

Healthcare acceptability refers to the state in which all health facilities, goods and services 

respect medical ethics and are culturally appropriate, that is, sensitive to gender and Iife 

cycle requirements (NHIA, 2009a; Inclusion-Ghana, 2013). There is an association 

between patient-centred care, and service that is acceptable since it addresses the cultural 

needs and standards of a community (Witter, et al., 2000, WHO, 2006). Acceptability 

takes into account the preferences and aspirations of individual users and the cultures of 

their communities and thus affects the utilisation of health service. The safety of health care 

and resources affects its acceptability. 
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2.1.3 The Systems Model of Assessing Healthcare Quality and Safety 

A system is a group of interrelated parts which function together as a whole (Atinga, 

2013). There are many players in a system, so that, 'the whole is better than the sum of its 

parts.' In a system, the manager establishes linkages with all stakeholders, monitoring the 

operations of institutions (the parts). For instance, the resources, policies, processes and 

procedures are organised, integrated, regulated and administered to accomplish objectives, 

(ACSQHC, 2011). The systems' resources are its inputs or structure (Donabeiden, 2005; 

Atinga, 2013). These are human or non-human. The human resources include service 

providers, and stakeholders such as patients, suppliers, board members, government, who 

take concerted efforts to render health service. 

A system is run by processes that is, the use of procedures, protocols or policies and 

strategies. A procedure is 'a set of instructions used to make policies and protocols 

operational and are specific to an organisation' whereas protocols are 'an established set of 

rules used for the completion of tasks or a set of tasks' (ACSQHC, 2011). Healthcare is 

considered a system because it uses processes to render care to clients. There are policies 

and programmes that guide the processes of health care. Policies, broken down to protocols, 

provide the theoretical groundings for the implementation of programmes, projects, and 

strategic plans, as in Levine quoted in Kuganab-Lem (2008). The processes of monitoring 

care therefore involve assessing progress reports, reviews, and surveys of the specific 

interventions. The aim of these is to measure adherence to agreed protocols, guidelines 

usage, and supportive decisions. 

Another characteristic of a system is its ability to use its environment to predict the kind of 

services needed at any time by consumers. Healthcare management provide this 
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environment in which care is rendered. Management has the responsibility to make the 

health systems responsive to the numerous stakeholders and their activities that impact on 

service delivery for appropriate outcomes (Atinga, 2013). The systems approach is thus, 

applicable to the healthcare given that, System Model is akin to the Structure-Process 

Outcome framework of Donabedian, a benchmark model for assessing quality and safety 

of care. They are both founded on three components - Structure, Process, and Outcomes - 

with each component having a direct influence on the next, as they interact in an 

environment (Atinga, 2013; Ibn EI Haj, et aI., 2013). 

2.1.4 Approaches to Studying Quality and Safety in Health Facilities 

Records available in many countries around the globe, as noted by Baker and Dunn, 

ACHS, and the HIQA, quoted in Greenfield & Braithwaite (2009), showed that 

'accreditation' has been accepted as an important driver of quality and safety in healthcare 

organisations. In accreditation, a status is conferred on an organisation or an individual 

after assessment shows that they have met particular standards. In healthcare, 

'accreditation' is a compulsory procedure for public and private hospitals of all types, 

where their states are systematically assessed against explicit standards, (Harant, et aI., 

2000; NHIA, 2009a). It is an important driver for safety and quality improvement. It uses 

standards, and sets an agenda on how an organisation should perform. Health facilities 

then try to maintain these standards in readiness for accreditation. In Ghana, accreditation 

is the tool used for approving, establishing and paying for services provided by existing 

healthcare providers (MOH, 2012). This makes professionals to be totally committed to 

quality improvement. Accreditation increases public confidence in and recognition of 

facilities and services provided. Accreditation makes use of a variety of data including 

facility census, resources audit, client-provider observations reports and client exit 
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interviews data, obtained during direct observation, record review and interviews (WHO, 

2008; NHIA, 2009a). Direct observation involves inspecting the physical structures, 

equipment, logistics and the processes of care delivery (NHIA, 2009b; Adindu, 2010). This 

technique addresses the weakness in the system caused by poor documentation. During 

observation, a team of professionals explores how responsibilities are allocated, reviews 

documents of departments, for evidence-based clinical practice using guidelines 

disseminated to clinical staff. Professionalism is also measured for initiatives on improving 

quality of care, maintaining professional competence, and fulfilling professional 

responsibilities (Groene, et al., 2014). 

Interviews involve throwing questions at patients, staff or management members for 

aspects of care that are not immediately measureable. When it applies to the patient who 

has just received care, it is termed patient exit-polls. Exit polls are the widely used methods 

of interviewing patients for their expectations and satisfaction with healthcare (GHS, 2004; 

Dalinjong & Laar, 2012). Record review is another method used during accreditation. 

They are used to assess organised data in books, minutes of meetings, medical records, 

duty rosters etc. for minimum standards of procedures. The assessment is for evidence 

based healthcare. Evidence-based healthcare can be seen as healthcare delivered according 

to either empirical evidence or formal standard established by health authorities. According 

to Harant, et al., (2000) evidence-based health care is practiced in only one fifth of all the 

health activities carried out by health care professionals. The biggest challenge in the view 

of Greenfield & Braithwaite (2009) against the use of accreditation for measuring quality 

and safety is that, the research protocols are not published and their findings, both positive 

and negative, are not peer-reviewed. 
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2.1.5 The Scope of Safety and Quality Health Management 

The scope of health care Safety and quality management is broad but can be grouped into 

two: health care governance, and client-centred services (ACSQHC, 2011). Healthcare 

governance describes the framework required for health facilities to implement safe 

systems. Healthcare governance includes management systems, and clinical practices. This 

can be termed clinical governance. It is largely the responsibility of leadership to provide 

the environment and motivate clinical staff to render care. Clinical governance in hospitals 

involves the interaction of resources, patients, processes, leadership, policy and strategy, 

society, and performance results (AI-Ali, 2014). Clinical managers coordinate these to 

produce healthcare. Client-centred services describe systems and strategies used to create a 

consumer-centred health system. Client-centred service is about involving the clients in the 

development and design of healthcare quality strategies to ensure client safety and good 

consumer relations. This involves the delivery of health care responsive to the needs and 

preferences of patients (ACSQHC, 2011). Client-centred care includes strategies for 

patient satisfaction, and safety. Patient satisfaction is assessed by how informed and 

involved clients are, about the process of their healthcare, whereas patient safety involves 

strategies to ensure that the patient avoids harm in the process of care. This gives four 

dimensions to health care safety and management as: management systems, clinical 

practices, patient safety, and client-centred care (GHS, 2007; Atinga, 2013). 

In Ghana, safety and quality management in healthcare are the concerns of quality 

assurance (GHS, 2007). In 2007, a five-year strategic plan was drawn 'to provide a 

framework for developing, promoting, and working towards good quality clinical care in 

all Ghana Health Service facilities from 2007-2011.' The plan of Ghana's QA strategy was 

built on four strategic objectives: management systems, patient safety, clinical services, 
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and client-focused services (MOH 2007b; Atinga, 2013). These strategic objectives are not 

only subject to evaluation, but also fit into the Systems Model of structure or inputs, 

process and outcome in a defined environment. 

2.2 Quality of Management Systems 

Hospitals form the core of health facilities providing clinical care to patients, involving 

complex medical procedures. Management systems can be used to improve the delivery of 

such healthcare. Quality management involves 'a set of interacting activities, methods and 

procedures used to direct, control and improve the quality of care' (Groene, et al., 2014). 

In hospitals, the major role of management is arguably the provision of resources for 

service delivery, so the availability of such resources can be an indication of management 

efficiency. Health resources needed for service delivery, are collectively called the 

structure or inputs of healthcare (Atinga, 2013), which include both human and non 

human, (Mordoh, 2011; Raleigh & Foot, 2010). 

According to Donabedian quoted in Raleigh & Foot (2010), health resources are the 

machinery required to produce the particular good or service. These include the members 

of staff, their leadership, staff development, and staff roles and responsibilities. The major 

role of human resources in care delivery is the supervision and utilisation of medical 

devices and services, and workplace safety (GHS, 2007). When health resources are 

adequate, there is likely to be maximum output from healthcare. The optimum use of 

resources avoids waste and management is deemed efficient. According to the MOH 

(2007a) health leadership covers 'the capacity at all levels of policy and service delivery to 

provide direction, align people, mobilise resources and attain goals.' Research suggests 

that, in hospitals where leaders are committed to quality, better health outcomes are 
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reached (Groene, et al., 2014). In these facilities proactive monitoring of quality and 

safety, and early interventions were leadership strategies used. This makes decisive 

leadership the most influential even in determining professional competence and 

dedication. 

Non-human (material) resources are basically of two categories - tangible and intangible. 

The tangible resources include health infrastructure, amenities, equipment whereas the 

intangible resources include health policies and programmes needed for care delivery. The 

role of management here is in their provision, as well as in monitoring for their physical 

states, adequacy, type, and condition (Adindu, 2010). The decision to deploy health 

resources in a particular way is a managerial decision. It is also the role of management to 

provide policy documents, and create the enabling environment for implementing health 

programmes (MOH, 2007b; GHS 2007). The deployment of non-human resources paves 

the way for the development and adherence to quality standards using guidelines for 

evidence-based. 

In clinical care, a major determinant of the process and outcome of care is the availability 

of resources since 'quality process is impossible in the absence of basic materials needed to 

provide services' (Adindu, 2010). In healthcare safety and management, both Human 

Resource and Non-human resource management directly influence the safety and quality 

of healthcare rendered. 

2.2.1 Quality Human Resource Management 

Some studies have labelled human resources, as the single most important input for health 

service delivery. As stated in Ghana's MOH Human Resource policy, the aim of human 

resources for health is to improve and sustain the health of the population by supporting 
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appropriate human resource planning, management and training, to perform effectively and 

efficiently (GHS, 2007; MOH, 2007b; Kuganab-Lem, 2011). Coincidently, the planning, 

training and deployment of human resources are key issues that influence safety and 

management of healthcare. According to the GHS (2007), there is a direct correlation 

between the quality of human resources and the quality of care rendered. Thus, it confirms 

the fact that the quality of human resources is the most important determinant of health care 

quality and safety. The specific ingredients that add to the quality of human resources are 

their availability, adequacy, skills, development, and motivation, because they directly 

influence quality. 

Human resource adequacy is a global challenge. There are no adequate numbers of any 

categories of health human resources in any country. According to the WHO, only 3% of 

the global health workforce of 59.2 million is in Africa, coping with 25% of the global 

disease burden, and only two-third of that provides health services. In Ghana, like the 

world over, the numbers are generally short of supply and tend to be better in the public 

service than private sector (GHS, 2007). In the private sector in Ghana, health institutions 

are unable to employ high calibre staff to match the increased public health-sector salaries 

and benefits (MOH, 2012b). As a result, quality of care is presumed to be higher in the 

public than in the private sector in the direction of human resource numbers. 

It is worthy of note that, a key factor that influence the number of staff in primary hospitals 

is the deployment or distribution. Naturally, primary hospitals are located in rural and peri 

urban areas where higher calibre staffs are not attracted to. This apart, the management of 

primary hospitals in Ghana do not even have control over staff deployment as in 

recruitment or distribution because these are centrally done at the headquarters (GHS, 

2007). However, management have control over staff numbers in the areas of retention. 
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The ability to develop, train or retrain, mentor, assign, and plan for succession with clear 

career pathways, have been indicated to increase the ability to retain staff (GHS, 2007). 

This means primary hospitals' leadership must have the ability to identify staff needs, 

delegate responsibilities, and develop its staff to be able to retain them. 

At the institutional level, managers of primary hospitals have the direct roles of assigning 

and appointing its staff. The appointment of staff is into teams, workgroups or as focal 

persons for healthcare actions, since healthcare in Ghana, is organised around individuals, 

groups and teams. Also, as systems, hospitals have sub-systems that is, sub-divisions in the 

form of units, departments and programs (Atinga, 2013) which require leaders. 

Appointment is a means of getting people to occupy these sub-systems, that is, delegating 

and decentralising leadership in hospitals. In healthcare safety and management, specific 

appointments are in the directions of service areas, and programmes such as Infection 

Prevention and Control, Quality Assurance, and Clinical care. The appointments here are 

either as teams, committees or focal persons. 

Healthcare in Ghana is grounded on teamwork, because the 'Act' that established the 

Ghana Health Service and the Teaching Hospitals Act 525 (Paliament of Ghana, 1996), 

mandates every hospital to form committees to advice healthcare managers on critical 

issues such as quality assurance and infection prevention. The Ghana Health Service 

equally has teamwork as one of its core values, and so is applicable to healthcare safety 

and management. According to the QA policy, all health facilities are to form inter 

disciplinary QA teams to co-ordinate the implementation of the QA policy (GHSIMOH, 

2002; GHS, 2004). The QA team in a hospital is made up of the medical superintendent, 

the DONS, all unit heads, QA coordinator and a community member (GHSIMOH, 2002). 

The QA team draws the QA action plan, mapping out strategies for the implementation. 
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They identify an action area, break this action area into tasks or activities, set targets and 

put in place various activities to the specific task. Assignments are then given to the most 

appropriate persons, to take responsibility, to avoid overburdening one person or few 

people in the team. 

In the case of IPC, the membership includes the medical superintendent, Health Services 

Administrator (HSA), biomedical scientist, representative of nurses, disease surveillance 

officer, IPC nurse and coordinator, pharmacist, environmental health officer, biomedical 

engineer, head of catering services, and other co-opted members where necessary (MOH, 

2009). 

Other safety and management-related teams include clinical care, mortality audit, incident 

planning, and client complaints. The team members, leaders or focal persons are appointed 

either as prequalified by policy definitions or selected at the discretion of management. 

Though most teams may have specific tasks, they usually have the overlapping roles of 

coordinating activities, organising meetings and trainings. These help them to create 

awareness on the standard or task, conduct baseline studies, draw-up action plans, 

implement actions, as well as monitor and evaluate interventions (GHSIMOH, 2002; GHS, 

2007). The evaluation is by record review where meetings and trainings reports are 

verifiable (GHSIMOH, 2002; NHIA, 2009a). 

Teamwork is also an appropriate strategy for a system's thinking that the whole is better 

than the sum of its parts (Atinga, 20 l3). In a system, complex problems are simplified and 

solved as various experts (professionals) bring their knowledge into the whole (Brown and 

Duguid, quoted in Wanjau, et al., 2012). Effective teams produce enormous results across 

the healthcare system. When Manser (2008) studied factors contributing to critical 
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reduction of incidents, there was an association between teamwork and the causation and 

prevention of adverse events. 

Another management strategy aimed at deploying human resources is action planning. 

Planning is about forecasting as in ensuring 24-hour service coverage to clients. Action 

planning informs the staff of what to expect from the health care system especially in the 

areas of activity and programme implementation and monitoring. Duty rosters, action and 

incident plans are all evidence of action planning (NHIA, 2009a). One of the activities that 

call for planning is 24-hour security of the clients and staff of facilities. According to the 

GHS (2002b), the security of the client upon entering the health facility is the 

responsibility of the facility. This is the reason hospitals have a mandate to ensure 24-hour 

security for its clients during the period they are in the facility. To ensure this, all hospitals 

must draw duty rosters and ensure that security officers adhere to such rosters. The 

adherence to such rosters is verified by the availability of duty rosters, professional 

registers and physical presence of the officers (WHO, 2008; NHIA, 2009b; RAND 

Corporation, 2010). This is necessary because the above health authorities saw 

inadequacies in the use of single methods such as registers, as they alone did not usually 

tally with the facility's actual inputs. 

Action plans are management tools that guide the delivery of and monitoring of the day-to 

day activities of units or service areas. For instance, the QA action plan outlines activities 

and targets for implementation. They are focused plans that outline specific tasks, a time 

frame to accomplish them, resources needed, and a monitoring strategy (MOHIGHS, 

2002). Both managers and clinical workers make use of these plans. Action plans foster 

interaction between the departments and management, informing management of what to 

actively pursue in the various departments (Groene, et al., 2014). 
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An incident is an event or a circumstance that results or could have resulted in unintended 

and/or unnecessary harm to a person and/or a complaint, loss or damage (ACSQHC, 2011). 

It is a risk management strategy that puts in place steps to address unintended harm from 

falls, blood products reactions, pressure ulcers, natural disasters (fire outbreak, quarrels, 

mass accidents, flood, etc.) to clients. A team is put in place to take actions in the unlikely 

events. The team or person must have the ability to: recognize, record, report, analyse, and 

use the information to improve safety systems (NHIA, 2009a; ACSQHC, 2011). 

In effective hospitals, where planning is effectively done, safety ideas are built into a 

'safety culture.' In a safety culture, all risks for harm are identified, put together as an 

action plan, and brought to the attention of staff through training. For instance, staff 

training on patients' identifiers is shown to be safeguard against medication errors 

(ACSQHC, 2011). A positive safety culture, according to Colla, et al., (2005), is associated 

with shorter lengths of stay, fewer medication errors, and lower bloodstream infection 

rates. 

Staff training is another management strategy that is useful for skills development, career 

progression, and staff retention. It is a way of managing inadequate staff numbers. Training 

greatly influences healthcare safety. It is either on-the-job or in-service training (GHS, 

2007). An on-the-job is a competency-based training that places emphasis on what a 

person can do in the workplace as a result of completing formal training (ACSQHC, 2011). 

On-the-job training is used as strategy for providing equal opportunities to address human 

resource challenges and to reduce 'job and qualification mismatch' in order to improve 

quality of care (GHS, 2005a; Kuganab-Lem, 2011). 
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Structured in-service trainings are need-based trainings which facilities use to cover a 

deficit in service delivery such as infection prevention and control, customer care, quality 

assurance, and findings from incident registers (GHS/MOH, 2002; MOH, 2009; NHIA, 

2009a). A facility's in-service training program spells out training needs, frequency, and 

areas of training and is an effective strategy for implementing lPC in Ghana according to 

the MOH (2009). 

The training of members of staff on QA is in stages. An initial training is for the team 

members, then the members of staff, who are taken through the concepts and processes of 

QA in order to enable them to identify professional and managerial areas that will help 

enhance quality (GHSIMOH, 2002). Further trainings are for updates or as retraining using 

a facility's programme of work for members of staff. Retraining is for need based and new 

entrance. All members of a facility's members of staff need to be trained periodically on 

QA in primary hospitals. 

Vesel, et al., (2012) shed lights on the need for training staff in a study which sampled 30 

doctors and 44 medical assistants, nurses, and midwives who were managing new-born 

illness in four main district hospitals. They realised that none of the doctors in the 11 focus 

facilities had attended ENC training, whereas 55% of medical assistants, nurses, and 

midwives had. Ajlouni (2006) observed that hospitals generally do not organise training 

courses for their staff. In all hospitals studied in the Jordan, none of the hospitals had 

regular in-service or on-the-job training for their personnel. 

2.2.2 Quality of Non-Human (Material) Resources 

Non-human health resources are the infrastructure, amenities and equipment needed to 

render healthcare. They also include the intangible resources like health programs and 

policies. Healthcare is delivered in a defined place or a physical infrastructure or building, 
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(NHIA, 2009a). Being the physical 'whole,' the building is the first safety point from entry 

to exit. The safety can be against natural disasters such as fire. Therefore, all service areas 

need to have functioning smoke detectors in the wards and the Out Patient Departments 

where patients usually crowd (NHIA, 2009a). 

For this reason also, all service areas of the hospital are expected to display a 'no smoking' 

sign either in bold writing or picture to enforce the smoking ban in public places since the 

hospital is one of such areas (NHIA, 2009a). This strategy also helps to prevent the 

outbreak of fires in service areas by reminding clients to act responsibly as required by the 

Patient Charter of the GHS (2002b). As a risk management strategy, all hospitals, like 

other public buildings, are to keep fire extinguishers in all service areas for the unlikely 

event of fire outbreak. 

Another aspect of safety in health facilities concerns the safety of the staff and patients in 

times of disaster. The availability, adequacy and appropriateness of emergency-exits help 

to increase survivors' rate during disasters, or escape during attacks in service areas and 

offices. Emergency exits are marked in clear writing, or with picture or an arrow, and is 

available in times of need, that is, not blocked (NHIA, 2009a). 

Studies on health infrastructure are varied. According to the MOH (2012a) health 

infrastructure in private health facilities are inadequate and of poor quality which affect 

patronage. However, Alhassan, et al., (2013) observed that, infrastructural investment 

when improved could motivate health workers to deliver good quality health services and 

that private facilities were better positioned than public facilities to provide the needed 

infrastructure to motivate their staff. 
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Health amenities are the other non-human resources that influence quality and safety. 

Health amenities in the hospital relevant to safety and management are restricted to 

departments that directly influence safety such as laundry and Central Sterile Supply 

Department (CSSD). As a service area, the laundry serves as the first point of contact with 

dirty linens where processes to reduce facility-based infections start. Laundering or 

washing is done to remove organic soil and render the linens incapable of causing disease 

(MOH, 2009). In the laundry, linens are sorted, washed, dried, ironed, and packed. These 

activities are done in separate rooms including the clean, dirty, washing, ironing and staff 

changing rooms (NHIA, 2009a; MOH, 2009). The principle of linen handling is one of 

'clean management' though standard precautions are followed. The members of staff are at 

risk of infections and need to protect themselves with Personal Protective Equipment 

(PPEs). PPEs use in the laundry include elbow level utility gloves, indoor attire, face 

masks, rubber apron, goggles and boots (GHS, 2005a; MOH, 2009; NHIA, 2009a). Sorting 

of soiled linen is done in the laundry (not at the service area) to be able to contain the 

infection. At the service area, the officers keep records of work done in a register 

containing dates of receipts and issues. 

With these life-saving activities, the MOH (2006) in its capital investment plan, did not 

even make mention of the states of equipment, such as a washing machine, in the laundry. 

Studies also presented mixed findings. According to the GHS (2007), 54% of its facilities 

had only gloves in all relevant service areas in Ghana. The WHO (2008) recommendation 

is that all health facilities must all have protective clothing in all service areas. Therefore, 

any health facility that does not have all recommended protective clothing is short of the 

required standard. 
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The Central Sterile Supply Department (CSSD) is a department that ensures patient safety. 

A substantial number of patients suffer from infections acquired in hospitals. It is estimated 

that more than 20% of patients acquire infections from hospitals in resource-poor settings 

(WHO, 2007). Medical devices that are re-usable are good sources of infections when 

transferred from one patient to the other. The treatment of these devices for reuse is vital 

for reducing infection. Medical devices are processed by cleaning, decontamination, 

sterilization or high level disinfection, (WHO, 2008; GHS, 2005a). 

As a specialised area, the CSSD is made up of clean and dirty areas, autoclaving area, and 

a changing room for staff (NHIA, 2009). The department requires good ventilation, and an 

adequate source of lighting to be effective. In every unit of the department, basic 

equipment and logistics including functioning autoclaves, trolleys, fire extinguisher, 

washing equipment, autoclaves tapes, packaging material that are clean, are needed 

(NHIA, 2009a). The most critical is the presence of autoclaves tapes for checking the 

sterility of the equipment. 

A last category of non-human resource management relevant to safety is the health 

equipment. These are sometimes termed medical devices and include tools and 

instruments, whose state and availability have safety implications. This is because they 

border on occupational health and healthcare efficiency. They are grouped into three: 

critical, semi-critical and non-critical, according to their risk for transferring infections 

(MOH, 2009). Critical equipment penetrates the body and comes into contact with blood. 

Semi-critical are in contact with intact mucous membrane, and non-critical mayor may not 

come in contact with the patient. To ensure safety, medical device are treated by various 

means such as decontamination, sterilisation or disinfection for reuse. The type of 

treatments to adopt depends on the group into which equipment belongs (MOH, 2009). 
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Decontamination involves the removal or destruction of most micro-organisms to render 

the surface or object safe to handle immediately after a procedure (MOH, 2009). It is the 

first step in the treatment of instruments for reuse. All critical equipment must be 

decontaminated before sterilisation. To effectively decontaminate equipment, a facility 

needs gloves, covered containers, and rightly prepared disinfectants. The instruments are 

totally submerged in the disinfectants for at least 10 minutes. The recommended 

disinfectant is 0.5% hypochlorite or bleach (NHIA, 2009a; GHS, 2005a). 

The appropriate use of equipment, their availability and their user-friendliness have safety 

concerns in healthcare (MOH, 2007a; GHS, 2007) because the right tool is needed by the 

right person for the right job to ensure safety. 

Hand hygiene instruments are noncritical instruments since that hardly come in contact 

with human beings. They however aid in preserving safety of staff and patients. These 

include hand washing basin or Veronica buckets (for supplying running water), soap, 

antiseptic, alcohol hand sanitizer, single-use cotton towel or disposable papers, towels or 

hand drier (GHS, 2005a; NHIA, 2009a). They are used to enhance hand antisepsis or 

hygiene which is thought to be the best strategy for reducing these infections during the 

process of care. Studies show that their states and practice are unacceptably low (WHO, 

2007), increasing the risk of hospital-acquired infections. 

The categories of hospital equipment that are given little attention are the security 

equipment such as bell, whistle, and baton. According to the Patient Charter of the Ghana 

Health Service, 'the patient is entitled to personal safety and reasonable security of 

property within the confines of the healthcare facility.' Security equipment helps in calling 

for or mobilising for support in disasters, or during emergencies. Their presence is a 
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guarantee that clients are secured. They help inform caretakers of visiting, medication 

times, etc. for compliance. 

Generally, health equipment are thought to be obsolete in the private health sector which 

results in poor quality of care (MOH, 2012a). In its capital investment plan, the MOH 

(2006) observed the availability of medical equipment to vary according to service areas. 

In a study, about 60% of devices needed at the OPD were available, 30% in minor theatre, 

25% in the ward/inpatient, 30% in maternity and only 3% in accident and emergency units. 

According to the GHS (2007) there have been persistent shortages, over the years, of 

equipment, which 'undermine facility functioning, and damages reputation. 

2.3. Quality of Clinical Practices 

Clinical practice refers to the set of activities that lead to accurate care for the client, for 

instance, diagnosis and successful treatment of illness presented by the patient (GHS, 

2007; Atinga, 2014). In other words, they are 'a set of causes and conditions that 

repeatedly come together in a series of steps to transform health inputs into outcomes,' 

(Deming, 2000). This is the stage of health care where health resources interact to produce 

healthcare. The interactions involve providing and receiving care, monitoring of the 

various activities and providing opportunities for interventions. 

Good clinical practice correlates with clinical effectiveness. According to the Institute of 

Medicine, clinical effectiveness refers to care provided in line with evidence-based 

standards of care (Groene, et a/., 2014). Clinical standards are designed as guidelines, 

strategies and interventions or protocols for professionals use and training. A key feature 

that determines the effectiveness of clinical practice is professional competence (GHS, 

2007; Groene, et a/., 2014). This is because professionals directly influence care quality, 
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by the provision of appropriate care, using good infrastructure. Also, the best non-human 

resources will not guarantee safety in practice if the professionals are of poor quality. 

Clinical practices can be observed from performance of clinical procedures, clinical 

monitoring, or from medical records or documents. 

2.3.1 Quality of Clinical Procedures 

Clinical procedures are structured protocols that guide the delivery of healthcare in all 

service areas. They are the activities designed in response to specific client conditions. In 

healthcare safety and management, procedures that target reducing the risks of harm: 

treatment of medical instruments (HLD), hand hygiene practices, protocols for continuity 

of care, and patient education are important clinical procedures (MOH, 2009). 

The first important clinical procedure is hand hygiene practices. Hand hygiene practices 

are the most effective measures or actions for ensuring Infection Prevention and Control 

(IPC). IPC measures prevent the spread of pathogens between people in a healthcare 

setting. It describes how health care related infections can be prevented in patients within 

the healthcare system and to manage infections effectively when they occur in order to 

minimise the consequences (MOH, 2009; ACSQHC, 2011). The aim is to reduce disease 

transmission in health facilities and the communities since it is the single most effective 

methods of preventing the spread of infections (GHS, 2005a). 

Hand hygiene, any action of hand cleansing, is recommended before and after a procedure 

(GHS, 2005a; MOH, 2009; NHIA, 2009a). It is grounded on the widely held view that, the 

hand is the commonest vehicle for transmitting infections. They are of three types: social 

or routine hand washing, hygienic hand washing or hand disinfection, and surgical scrub 

(GHS, 2005a; MOH, 2009). These procedures reduce the number of potential infection- 
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Social hand washing is hand washing with soap and running water for at least 10 seconds. 

This has to be done on arrival at the facility, before and after any procedure. During social 

hand washing, the officer wets the hands and wrist under a stream of water and applies a 

hand wash agent (soap). The officer then, rubs the hands to make lather in the palms to the 

dorsum, massages the fingers, thumbs, wrist and back of hands (GHS, 2005a; MOH, 2009; 

NHIA, 2009a). Hand washing does not kill the organisms in the hand but only helps 

remove them. So, the hands have to be rinsed thoroughly under the running waters, and 

dried with the recommended materials. 

causing micro-organisms on the hand and thus, reduce the incidence of facility-based 

infections by the removal of dirt or germs from the hands. 

Hygienic hand wash, also termed hand disinfection, involves using antiseptic detergent to 

remove and inhibit the growth of microorganism. It is done within 10-15 seconds using 

alcohol-based agents to disinfect hands (GHS, 2005a; MOH, 2009). This procedure is used 

when hand washing is not possible or practicable. It removes transient micro-organisms 

and soil, and kills or inhibits the growth of resident micro-organism (MOH, 2009). About 

3-5mls of alcohol hand-rub solution is required for this procedure. This solution is poured 

into the palms, and rubs with both hands until they are dry (GHS, 2005a; NHIA, 2009a). 

After 6-10 application of alcohol hand rub, a social hand wash must be done. Surgical 

scrub is a specialised procedure and thus beyond the scope of this study. 

Findings of studies around this area of care are not so encouraging. For instance, the 

availability of amenities is not consistent. The GHS (2007), found soap to be available in 

70% of service delivery areas in Ghana, whilst other studies (Vesel, et al., 2012; GHS, 

2007) confirmed that water supply to health facilities was inadequate. This followed an 
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urban-rural divide, in which only 39% of rural facilities had water all year round. The 

WHO (2007) facility levels guidelines on hand hygiene in healthcare recommended that, 

all facilities rendering clinical care need to have facilities for hand hygiene, and also 

perform the procedures before clients and educate them to adopt those practices. So, for 

hand hygiene practices to be done effectively, all requirements must be present, because 

the presence of these facilities (sink and soap) in health facilities does not even guarantee 

the practice (ACSQHC, 2011). 

Continuity of care is clinical procedure that influences both healthcare quality and safety. It 

aims to ensure 24-hour service availability or consistent care to clients. One aspect of 

continuity of care is that clients know and receive care from their regular service providers 

for specific health issues, (GHS/MOH, 2002; Bowling, et al., 2012). This ensures 

confidentiality and to a lesser extent, privacy. The other aspect is about ensuring 24-hour 

availability of appropriate care. Clinical procedures that help ensure continuity of care or 

24-hour availability of care include referral, handing over shifts, changes in medicine, and 

the use of appropriate nursing or midwifery procedures (NHIA, 2009a). Documentation as 

in legible notes is an all-encompassing issue in all continuity of care procedures. 

Documentation is guided by the appropriate guidelines or protocols and standards for 

professional competence in the service areas. 

Referral is the medical, internal or external, transfer of a client from one service area to the 

other. Clients are referred when: appropriate care is no more available, the condition of the 

client gets critical, or diagnosis happens to change (GHS/MOH, 2002). Internal referral is 

transfer from one service area to the other, for instance, from consulting area to diagnostic 

units, pharmacy, specialised units or inpatient care. External referral is one done to other 

facilities, especially between hospitals. As continuity of care procedure, referrals are 
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guided by guidelines. The referring officer correctly fills a form, indicating date and time 

of referral, identity of patient, history, physical exams, diagnosis, investigations, and 

treatment given (NHIA, 2009a). This informs the receiving facility as to where to continue 

from. A copy of the referral form is left at the referring facility as evidence of work done, 

as well as adherence to policy guidelines (GHS, 2007; NHIA, 2009a). 

A study by BASICS II & GHS (2003) on the status of referrals in three districts in Ghana 

revealed a low adherence to referral at a rate of 0.9% (against the 10% standard). The study 

concluded that health facilities were under referring and thus most children may not have 

had access to holistic or appropriate care. 

Handing over of shifts is a continuity of care strategy that influences service quality. This 

specifically ensures that there is 24-hour service availability by the presence of staff. The 

National Patient Safety Agency (APSA) defines clinical handover, as 'the transfer of 

professional responsibility and accountability for some or all aspects of care for a patient, 

or group of patients, to another person or professional group on a temporary or permanent 

basis' (ACSQHC, 2011). The transfer of responsibility has safety issues especially in area 

of omission and commission of therapy. This is to say there can easily be a clinical 

misconduct during or after handing over. According to the Ministry of Health, all facilities 

providing clinical care, are to ensure 24-hour service availability and steps taken to 

monitor care to avoid harm to clients (GHS, 2007). According to Wong quoted in the 

ACSQHC (2011), handovers are critical, given that, practices vary and are largely 

unreliable and that information is lost during transfer from person-to-person. An essential 

aspect of handing over is effective clinical communication. This reduces the risks to the 

patient especially when unique patient identifiers are used. Two parties are involved in 

handing over: the handing-over team and the taking-over team. The handing-over team or 
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officer introduces the patient and condition, other important information like allergies, 

treatment, nursing care plan, while ensuring confidentiality to the taking-over staff. 

Handovers can be oral (face-to-face or telephone) or written (protocols and records). 

• 

Ward changes is an important component of continuity of care. It takes the forms of 

change of shifts and change in therapy for patient. The most frequently changed therapy is 

drug therapy after medical rounds. During ward rounds, doctors visit their clients to review 

their conditions, for progress, conduct examination, review treatment and care plan (GHS, 

2005a; NHIA, 2009a). Changes in medicines are recorded and monitored especially by 

new members during change of shifts . 

. The Appropriateness and continuity of nursing or midwifery procedures are measured by 

the use of Nursing or Midwifery Care Plan (Smeltzer, et al., 2010). Nursing or Midwifery 

Care Plan involves a communication between nurses or midwives and their clients, which 

leads to the identification of clients' care issues. The nurse or midwife then plans to assist 

the client solve these identified issues within the shortest time permissible. Care plans are 

unique to every client and are operated under the premise that every client is unique and 

has unique problems and so needs a unique care plan. 

Another category of clinical procedures are the disinfection procedures. Disinfection 

involves the use of a chemical agent to kill or destroy most disease causing micro 

organism on non-living objects such as instrument or surfaces (MOH, 2009). Disinfections 

are in three levels: high, intermediate and low levels. High level disinfection kills all 

micro-organisms except bacteria spores and can be done by boiling, steaming and using 

chemicals (chlorine). It is appropriate when sterilisation is not available or feasible. 

According to the MOH (2009) all facilities must adopt HLD to use as backup to 
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• 
sterilisation in the unlikely events of equipment breakdown or when electricity is not 

available. All medical instruments must be decontaminated before HLD. Also, instruments 

for HLD must be completely submerged to achieve disinfection. In the case of boiling, the 

instruments are submerged in the water after it starts to roll boil and timed 20 minutes. A 

facility using chlorine, 0.5% soaks the instruments for 20 minutes to be disinfected. After 

whichever method, the instruments are then placed in a HLD tray or container in a low 

traffic area. The instruments are dried and stored in a covered container for up to a week. 

In Ghana, studies on HLD and sterilisation revealed that 67% of health facilities have 

functioning equipment whereas 51 % have both equipment and staff who knew the correct 

processing time (GHS, 2007). Studies have also found an association between health 

facility infections and increased patient use of out-patient services, increased workload per 

average consultation for a clinician, extended length of stay, and increased bed occupancy 

rate (ACSQHC, 2011). 

Patient education is key pillar of clinical procedures in health care in all service areas in all 

hospitals. It is about providing accurate information in relevant areas of health care peculiar 

to specific clients (GHS/MOH, 2002). A general area that all clients need information on is 

the Patient Charter (GHS, 2002). The Charter is a collection of patients' rights and 

responsibilities. According to the Charter, the patient has the right to an easily accessible, 

equitable and comprehensive healthcare of the highest quality within the resources of the 

country. It includes the need to respect the patient as an individual with a right of choice in 

the decision of health care plans, protection from discrimination, and the responsibility for 

personal and communal health. 

Another aspect of client education in major clinical procedures regarding clients' rights, 

relates to hospital rules and responsibilities. The Patient Charter includes both rights 
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responsibility that needs to be understood by clients. Patients' rights are what clients 

expect when they enter a healthcare facility for treatment. Records however shows that 

most clients are either ignorant of their rights and responsibilities or do not insist on their 

rights or carry out the responsibilities expected of them (Inclusion-Ghana, 2013). 

The clients' responsibilities are what clients are expected to do to assist the healthcare 

providers render efficient healthcare. These are not usually highlighted, though they 

represent the health professional and the institution's rights. According to the GHS (2002), 

the patient is responsible for providing the pieces of information that would make the care 

process efficient. Specifically, these include: the provision of complete and accurate 

medical information about client's health, complying with prescribed treatment as well as 

anticipated problems, obtaining all relevant information, recognising the effect of lifestyle 

on personal health, and maintaining safe and hygienic environment. Apart from this, the 

patient needs to treat the hospital staff, other patients, and visitors with courtesy, respect 

and protect the properties of the health facility. 

An informed client takes part in his therapy. The informed consent is one of the strategies 

for producing informed clients and can thus be used as a proxy for a client whose rights are 

upheld. ACSQHC (2011) indicated that other studies have found significant benefits in 

educating and upholding clients' rights. Some of these include decreased mortality, 

decreased re-admission rates, decreased rates of facility-acquired infections, reduced 

length of stay, improved adherence to treatment regimens, and improved functional status. 

This is useful given that clients' rights are alleged not to be upheld. For instance, the GHS 

(2007) found that, some clients did not receive adequate explanation on their drugs, which 

denied such clients the right to full health information on the therapy. When a facility 
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respects the rights of its clients, it will have committed and loyal clients and that will boost 

its staff morale to increase productivity. 

2.3.2 Quality of Clinical Monitoring Practices 

Clinical monitoring practices, a category of clinical practices, also influence healthcare 

quality. Monitoring can be seen as a process of carefully observing and analysing the trend 

of implementing or rendering care. In clinical care, the standard of professional practices, 

privacy for patients, adverse events, and quality initiatives are to be monitored as they 

directly influence the quality care rendered to clients. 

Every healthcare professional has a standard to adhere to. In the hospital, nurses, doctors, 

and pharmacists are professionals who need to perform according to standards. These 

professional standards and practices need continuous monitoring, usually is in the form of 

professional audit. Professional audit is a process in which the output of human resources 

are observed, tracked and appraised. According to the NHlA (2009a), professional audits 

are best done using clinical conferences, mortality audits, committee or team meetings etc. 

The aim is for professionals to improve their performance. Auditing is done on the 

assumption that professionals will improve their performance when feedback demonstrates 

deficiencies in process or outcomes of care. Professional standards and practices are 

monitored daily and periodically depending on the strategy adopted. Clinical audits are 

audits carried out to assess the level and content of quality in details by systematically 

collecting and evaluating healthcare information (Harant, et al., 2000). Clinical audits 

produce some reports or minutes that can be used to improve healthcare. 

Owusu-Ansah (2012) studied the effect of clinical monitoring on quality of care and 

observed that, there had been increasing trends of clients' satisfaction in a government 
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hospital. In the said hospital, clinically oriented reports had been reviewed and used to 

modify care by instituting best practices such as awards for best 'customer care' facilities, 

teams and health worker. Between 2010 and 2012, client satisfaction increased from 38% 

to 48%. Even greater was the specific case of staff attitude which improved from 30%, to 

62%. 

Another clinical monitoring involves providing privacy to clients. This can be assessed by 

direct observation or from the outlook of the healthcare environment. It is a key pillar of 

quality assurance and client satisfaction. Privacy to client is a right in the patients' charter. 

The GHS (2002) stated emphatically in the Patient Charter that: 

'The Patient has the right to privacy during consultation, examination and 

treatment. The healthcare provider, the doctors, nurses and other healthcare 

professionals will protect the patient's privacy as much as possible', (GHS, 2002). 

Privacy to clients ensures that inhumane treatment - unnecessary exposure - is not given to 

any client on the basis of such client's vulnerability. Inhumane treatment will make the 

patient feel intimidated, and act defensively, and tends to hide useful information needed to 

get the treatment right the first time. The evidence of a facility'S readiness to provide 

privacy to its clients includes the availability and use of screens and curtains during 

physical examinations, and in-between clients on admission. The professionals attending to 

one patient at the time by avoiding the use of extra seat in service areas such as consulting 

rooms indicates adherence to privacy protocols (NHlA, 2009a). 

Adverse Events are clinically risk-prone areas and need monitoring. In fact, all aspects of 

healthcare, from the health resources to the process of care, are risk-prone. However, the 

risk of harm increases in clinical care. In clinical care, the major cause of adverse events is 
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medical errors. Medical errors can result from the health professionals or the devices they 

use. The Institute of Medicine, quoted in Jerak-Zuiderent (2012), explained that 'medical 

error' is: 

'the failure of a planned action to be completed as intended or the use of a wrong 

plan to achieve an aim. Among problems that commonly occur during the course of 

providing healthcare are adverse drug events and improper transfusions, surgical 

injuries and wrong-site surgery, suicides, restraint-related injuries or death, falls, 

burns, pressure ulcers, and mistaken patient identities', (Jerak-Zuiderent, 2012) 

Jerak-Zuiderent, (2012) found that medical errors could be associated with communication, 

training, sense of urgency, attitude of professionals and responsibilities. One of the most 

prominent medical errors within clinical care setting, according to the National 

Coordinating Council for Medication Error Reporting and Prevention, quoted in ACSQHC 

(2011) is a medication error. This is a 'drug response that is noxious and unintended, and 

which occurs at doses normally used or tested in humans for the prophylaxis, diagnosis or 

therapy of disease, or for the modification of physiological function.' Medication errors 

can be in the form of giving the wrong drug, giving the right drug through the wrong route, 

and giving the right drug through the right route incorrectly. 

In a review of medical studies, Harant, et al., (2000) discovered serious medication errors 

in healthcare in about 10 out of every 100 patients. In one of those studies by the Harvard 

Medical Practice, over 30,000 hospital records were reviewed in New York State, which it 

found injuries from care itself to occur in about 4 % of hospital admissions, over half of 

which were preventable and about 14 % of which led to deaths. The study concluded that 

over 100,000 Americans die each year as a result of preventable errors in their hospital 
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care. Research equally demonstrated that almost every loth patient suffers from 

preventable harm and adverse effects related to their care (Harant, et aI., 2000). 

Addressing adverse events is a risk management strategy since the degree of risk to be 

avoided is unknown (Harant, et al., 2000). So, a system needs to be in-place to monitor 

such events, document them in registers, and report to appropriate authorities (NHIA, 

2009a). The analysis of data in the registers helps to develop strategies and make 

recommendations to management for the appropriate actions (GHS, 2007; NHIA, 2009a; 

ACSQHC, 2011). For instance, the use of the WHO surgical checklist will reduce the rate 

of wrong side surgeries in primary hospitals (NHIA, 2009a; Smeltzer, et al., 2010). 

Adhering to the seven rights of drug administration - right drug, patient, time, route, 

amount, to refusal, to know (GHS, 2005b) will reduce medication errors. In general, 

quality improvement activities reduce the risk of patient harm attributable to the teamwork 

(GHS/MOH, 2002). 

A quality initiative in health care can be seen as units, departments, and/or health facilities 

adopted practices that help them implement safety practices. This is from the 

understanding that a health initiative is about taking the first step to performing an activity 

without being asked to do so. Activities can qualify as initiatives if they fall within the 

norms of health sector activities but upheld uniquely in a service area. Departmental 

initiatives lead to organisational growth and excellence since systems first grow in parts. 

This unit-based initiative is illustrated by 'the collaborative model' based on the idea that 

healthcare organisations can learn from one another more efficiently through active sharing 

of best practices and comparison of the results of tests of change (Tomson & Berwick, 

2006; NHIA, 2009a). According to Groene, et al., (2014), systemic improvement is 

positively related to quality initiatives (activities) at departmental level, and these are 
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positively related to patient satisfaction. This means, for quality healthcare to be adopted as 

organization-wide initiative, it must first be adopted in the smaller units. According to the 

GHSIMOH (2002), units within the hospital are regarded as quality action teams which 

would identify, and solve problems at the unit level. Monitoring unit-level activities 

ensures that they conform to quality standards and contribute to client satisfaction. 

Initiatives are important because, the Ghana Health Service has 'innovation' as one of its 

core values. As critical thinking activities, initiatives would lead to innovations leading to 

high quality performance of facilities. Initiatives can be a new way of doing an old thing, 

or a modification of an old way of doing things. It has been noted all over the world that, 

less than 1 % of hospitals failed to gain accreditation when initiatives were taken to identify 

faults at unit-levels, and the hospitals take steps to rectify them, (Tomson & Berwick, 

2006). Tracy, (2002) in a review of management studies found that, the differences 

between high and low performing managers was in the quality of their initiatives. Whilst 

low performers performed their daily routines as initiatives, high performing managers 

defined initiatives as doing something well above and beyond the call of duty, that is 

taking risk, trying new things, moving out of the comfort zones, working longer hours, and 

volunteering for task. The review concluded that, a quality initiative manager is one who 

gets the job done in a newer way, faster than normal, easier, better and more convenient. 

This state is appropriate for healthcare quality. 

2.3.3 Quality of Recording and Records-Keeping Practices 

Recording and records-keeping practices are the third category of clinical practices that 

influence healthcare quality management. Records-keeping is both a safety and 

professional competence issue in healthcare because records of work-done are key 

indicators of quality of care. Health records refer to both recording done at the service 
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areas by professionals (medical recording) and already made documents (strategic 

documents). Medical recording are pieces of information about patient care held in hard or 

soft copy (ACSQHC, 2011). A medical recording refers to the prompt and chronological 

documentation of accurate medical treatment and care delivered to a patient by 

professionals of the healthcare team (Ajlouni, 2006). The strategic documents in the views 

of Ajlouni (2006) and NHIA (2009a) come in various forms including manuals and forms, 

policies, procedures, organizational chart, job descriptions, payroll, building drawings, 

forms and log books, ward census report, hospital census report, daily admissions 

discharges list, and medical consent forms. According to Groene, et al., (2014), both 

clinical and managerial healthcare operate on supportive policies which reflect 

organisation's missions, implemented to support quality improvement activities. 

Health records can serve as a medium of communication among health professionals, legal 

documents, and as well as tools for medical research and training. They define the 

standards for evaluating the quality and appropriateness of medical care. A review of 

documentation is important given that, poor documentation is still the leading finding in 

health reviews in Ghana (GHS, 2011). 

In health care safety and management, the relevant strategic documents include the 

Infection Prevention and Control guidelines, the Quality Assurance Manual, Quality 

Assurance Strategic Plan, and the Patient Charter. The Patients' Charter is a collection of 

patients' rights and responsibilities. It is a guide for clients against abuse by health 

professionals as well as healthy behaviours expected from the clients. They guide the 

conduct of both professionals and their clients during their interaction in the process of 

care and/or redress (GHS, 2003). 
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The Infection Prevention and Control manual is a clinical care policy document and 

guidelines that spells out strategies for training staff on how to eliminate facility-based 

infection of clients, as well as preventing patients and the health worker from facility-based 

injuries. It outlines options available for treating facility-based infections. 

The healthcare Quality Assurance Manual (GHSIMOH, 2002) from which the Quality 

Assurance Strategic Plan (GHS, 2007) was drawn, outlines various activities that facilities 

must undertake to ensure client safety and improve the quality of care especially client 

satisfaction. Strategic documents are reference materials and need to be available in all 

service areas in print, and have to be distributed or displayed at all service areas (GHS, 

2007). 

Clinical records are documentations made in the process of rendering care to patients. 

Clinical documentation is necessary for other numerous reasons: they contain the client's 

health information and guides health decision made about the client, as well as describe 

activities and instructions professionals give their clients. They described how procedures 

were executed and are the evidence that work was done according to standards or clinical 

protocols as they serve as the basis for comparison (Harant, et al., 2000). 

Most registers in services areas - compliant, adverse, incidents, laundry - serve this 

purpose. An adverse events register is used to record all unanticipated events such as drug 

reactions that occur during care delivery. The particular interest is on laundry because of 

the role this service area plays in safety and quality management. According to the NHIA 

(2009a) laundry register contains receipts and issues of service areas with appropriate 

dates. The register helps to monitor the movement of linen from and to the laundry. 

Clinical records need to be accurate, integrated and readily accessible and available to the 
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clinical workforce at the point of care (NHIA, 2009a; ACSQHC, 2011). In a study in the 

public sector in Jordan, Ajlouni (2006) found that only three of the eleven hospitals studied 

had essential documents in place. 

2.4 Patient Safety 

The safety of the patient is the direct responsibility of management, and is paramount in 

medical care (Atinga, 2013). This is because health professionals are executing delegated 

roles of their employers whereas managers represent the employers. The process of 

ensuring the safety of patients is therefore a managerial process because safety issues go 

beyond the practices of professionals. That notwithstanding, the burden of prove for safety 

and quality healthcare is on the clinical workforce as they define systemic improvement. 

Therefore to ensure safety, the clinical workforce must understand their broad 

responsibility for safety and quality in healthcare and management. Assuring safety 

involves implementing safety and quality procedures, supervising and educating other 

members of the workforce, and participating in the review and performance of procedures 

(ACSQHC, 2011). The Institute of Medicine, quoted in Groene, et al., (2014) defines 

patient safety as 'the prevention of harm caused by errors of commission and omission.' It 

stands to reason that patient safety strategies are about implementing care pathways that 

reduce the risk of harm to clients. According to the GHS (2007), the biggest challenge to 

ensuring patients safety is about taking initiatives to reduce medical errors, which results 

from failure or weaknesses of the systems. 

This challenge is big as patient safety runs through the entire healthcare system from health 

infrastructure facilities, through amenities and equipment, to the facility environment. For 

instance, minor incidents such as falls from slippery floor can result in major safety issues 
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as fractures, just as dirty instruments can expose clients to infections. The only way patient 

safety can be achieved is if everyone knows what one needs to know, and does what one 

needs to do to either eliminate or reduce medical errors. This is because insufficient 

knowledge or poor execution, are the reasons for poor safety in healthcare. Safe practices 

may require creativity, innovations and responsiveness for each medical event. Safety in 

health care can be from the practice (clinical or professional safety), or the facility and its 

surrounding (environmental safety, medical waste). 

2.4.1 Clinical Safety 

Clinical safety can be looked at in two domains: professional competence and practical 

safety. Professional competence is about the skills and knowledge of professionals which 

is beyond the scope of this study under this theme. Practical safety refers to the practices of 

professionals that influence the risk potentials. According to the WHO (2006) safe 

healthcare is 'any care that minimizes risks and harm to service users.' Harm can be 

physical injury or microbial invasion. The clinical strategies that are used to minimise the 

potential for infections are cleaning and sterilisation. Cleaning is recommended for wide 

range of hospital resources, including the environment, the equipment and the facilities 

used by the patients. According to the MOH (2009), environmental cleaning can be manual 

or mechanical, and recommended for surfaces that are likely to be contaminated because 

they are frequently handled. For instance, bed rails, bed tables, doorknobs, light switch 

need to be disinfected regularly (MOH, 2009). Since the cleaner is equally at risk of 

infection, it is advisable for them to wear protective clothing such as heavy duty or 

domestic utility gloves, plastic apron, mask etc. while cleaning. Unit supervisors are to 

draw up cleaning schedules for the different areas and pasted at vantage points for staff 
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concern to closely follow. Though daily cleaning is recommended, the potential risk post 

by facilities should determine the frequency of cleaning. 

The use of quality controls in the Central Sterile Supply Department is to practically 

influence clinical safety. The aim is to constantly supply sterile packs to service areas to 

prevent infections. For this to happen, autoclaves need to be functional all the times. Thus, 

planned maintenance of medical devices is needed for the continuous functioning of 

equipment like autoclaves to prevent break-downs. A precaution to observe during 

sterilisation is sterilising according to the type of equipment, that is, whether the items are 

metals, plastics, or clothing. Packed instruments are labelled with their content, the unit of 

origin, and date of delivery to the Centre (NHIA, 2009a). 

Quality controls measures at the sterilisation centre include clear labelling of sterile and 

unsterile packs, the dates of sterilisation, and the use of autoclave tapes to determine the 

sterility of a device. The continuous monitoring of these clinical areas ensures clinical and 

patient safety. 

2.4.2 Environmental Safety 

In healthcare, environment safety is broad but limited to the prevention of physical injury 

to the patient in this study. The health facility's environment comprises all the physical and 

intangible things and happenings such as flow of work, lightening system, the ground, 

water supply, security etc. The focus however is on slippery or wet hospital floor, 

unmarked steps that lead upwards, signals of injury-prone areas either in writing or 

pictures (NHIA, 2009a). The prevention of physical injuries is particularly important in 

facilities taking care of the aged as they are predisposed to injuries. The aged are 

predisposed because they usually have poor eyesight, balance, muscle strength, bone 
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density and often misuse medicines (Melgosa, 2012). Health facilities must therefore 

provide walkways with side-rails, directions, and warnings, as In safety signs (NHIA, 

2009a; ACSQHC, 2011). 

Another aspect of the environment that directly influences safety is the availability of 

medical sharps. Sharps are generated as part of service provision. They threaten the safety 

of patients because of their potential for causing injuries. The health facility has the 

responsibility of preventing contacts between sharps and people. According to the MOH 

(2009), sharps are collected into containers. The container of interest is a 'puncture-proof, 

leak-proof, covered, one-away entrance, biohazard labelling' and should not be more than 

three-quarters full (MOH, 2009; NHIA, 2009a). Adequate sharps handling is important 

because sharps-related injuries are responsible for about 2.5% of HIV and 30% new cases 

of hepatitis B Virus infections among health workers (MOH, 2009). 

In a study, Khatab quoted in Abbas, et al., (2008) concluded that, in most facilities safety 

management system is insufficient. One of the reasons for this finding was the presence of 

needle-stick injuries, in which only 36% of relevant measures were implemented in health 

facilities. The study also found that the equipment to handle these sharps were insufficient 

hence the frequent hazards to patients. 

To lessen the rate of injuries, medical waste is segregated at the point of generation into 

sharps, infectious, or general waste using colour coded bins (MOH, 2009; NHIA, 2009a). 

Segregation allows for careful handling of sharps. Since general medical wastes are similar 

to domestic waste, they are not so harmful, and so are collected into black bins. Infectious 

wastes are generated by in-patients and out-patient activities, and are collected into yellow 

containers. Sharps are medical waste with pointed edges and are capable of puncturing 
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even their containers and pose a health hazard. Sharps are also collected into yellow 

puncture resistant containers. 

2.4.3 Safety of Medical Waste Management 

Waste is generated at almost all service points in hospitals. Clinical waste is defined as 

waste generated in healthcare facilities during investigation or treatment of patients (MOH, 

2009). The generation, collection, segregation, handling, transportation, storage and 

disposal of clinical waste are potential hazards to staff and clients. According to the MOH 

(2009), proper waste management in health facilities is critical, given that, 10-25% of 

health facility waste is hazardous and requires special arrangement. Medical waste 

management is an important aspect of the hospital's risk management system that aims at 

preventing infections and injuries to clients, since it uses risk management principles in its 

operation (ACSQHC, 2011). 

All clinical wastes are sources of infections, including re-infecting the sick clients. As such 

they are segregated into easily identifiable bins for the necessary precautions to be taken. 

Medical wastes are collected into non-transparent, leak-proof, close fitted lids with 

sufficient strength for handling. This prevents children from seeing and coming in contact 

with them. Infectious waste are put into waste containers that are leak proof, covered, 

plastic lining, pedal operated, with biohazard labels (NHIA, 2009a). 

The only time waste is deemed safe is when it is finally and properly disposed-off. 

According to the MOH (2009), proper treatment and disposal of healthcare-waste is 

necessary to ensure that, the impact on health workers, the waste collectors, the general 

public and the environment as a whole, is minimised or eliminated. Final disposal depends 

on the type of waste - general waste is treated as domestic waste, sharps by incineration - 
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but basically by controlled disposal. An incinerator, pit, public dumping site or complete 

burying, are possible areas (NHIA, 2009a). Final waste disposal sites are made 

inaccessible to unauthorised persons using fences. 

2.5 Safety of Client-Centred Health Services 

According to AI-Ali (2014), a variety of studies have come to the conclusion that providers 

and patients add dimensions to measuring safety in hospitals. Public opinions playa vital 

role in giving providers the opportunity to become aware of problems and safety 

characteristics from the view point of patients. Healthcare is produced out of an agreement 

between clients and service providers regarding the medical intervention in harmony with 

professional standards and protocols applied within the organization (AI-Ali, 2014). 

Understanding the 'client' is the best strategy to rendering client-centred care. A client, 

either internal or external, is 'the one who uses our (health) services' (GHS, 2004). The 

health staff of a facility are its internal clients because they provide and receive services 

(GHS, 2004), and define the 'organizational culture' necessary for safety and quality 

improvement (Hasin, et al., 2011). According to Mannion quoted in Groene, et al., (2014), 

the attitudes, experiences, beliefs and values of an organisation constitute its organisational 

or corporate culture, which is directly related to its performance. Thus, the individual 

values, beliefs and attitudes of an institution's staff constitute its corporate culture, which 

directly influence the institution's performance. 

The external clients define the upper limits of quality health services with their 

expectations. The patients, their relatives and anybody who seeks the services from without 

the facility, are the external clients (GHS, 2004). Meeting the expectations of external 

client determines the service utilisation of a facility. A good interpersonal relationship 
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'healthcare that establishes a partnership among practitioners, patients, and their 

families to ensure that decisions respect patients' wants, needs, and the preferences 

and that patients have, the education and support they need to make decisions and 

participate in their own care', (Groene, et al., 2014) 

between internal and external clients is needed for expectations to be met (GHS, 2004; 

WHO, 2008). Building a good interpersonal relationship with the client is the idea behind 

the concept of client-centred care. 

Hurtado quoted in Groene, et aI., (2014), defined patient-centred care, as 

It is deemed practiced when care providers listen to what their clients say, explain things 

clearly, show them respect and provide care from a usual source of care. Measuring client 

centred care is important to the extent that: clients are the definers, evaluators, co 

producers, informants, and contributors to quality of care, best positioned to tell their 

expectations and what quality means to them (GHSIMOH, 2002; GHS, 2004). 

Client-centred care is about helping the client to make informed decisions, and make 

meaningful inputs into the operations of the healthcare system (GHS, 2007). The training 

of health staff on customer relations, upholding the Patient Charter, and involving the 

client in the healthcare system greatly influence the delivery of client-centre care. This is 

because client-centred services must be designed with the perceptions and expectations of 

the client in mind (Atinga, 2014). Client-centred care is about 'being fair or just' to all 

clients - a key pillar of Universal Health Coverage (Witter, et al., 2000; WHO, 2013). 

Fairness is about 'value judgement' that is, treating people with the same needs equally, 

and those with unequal needs unequally (Witter, et al., 2000). Generally, healthcare is 
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considered client-centred, when clients are satisfied with both facility and community 

based services of health facilities. 

2.5.1 Safety of Facility-Based Client-Centred Services 

Primary hospitals, like any other health facility, have scope of operations. It is the 

responsibility of the hospital to bring to the notice of the public, its range of services, either 

in print (leaflets) or in bold writings (posters). According to the NHIA (2009), primary 

hospitals are entitled to rendering general outpatient care, maternal and child care, 

management of infectious and non-infectious diseases, surgical therapies, specialised 

services, diagnostic services, pharmaceutical services, catering and diet therapies. 

The scope of operations also includes the opening hours, visiting hours, charges for 

services or all forms of anticipated expenditures, and mode of payments (GHSIMOH, 

2002). A clear communication of these to clients - prior to treatment - is a quality of care 

measure because hospitals need the understanding and cooperation of the external clients 

to implement their policies successfully. The patient is entitled to all relevant information 

regarding the policies and regulations of the health facilities he attends. The patient can 

also request for summarized list of charges as directed by the Patient Charter (GHS, 2002). 

Another facility-based initiative that enhances client-centred care is the availability of 

hospital's rules and responsibilities. The provision of rules and responsibilities of hospitals 

is a legal requirement of the Patient Charter (GHS, 2002), because abiding by these rules 

and regulations is the responsibility of the patient. For instance, complying with the No 

Smoking policy, respecting the visiting policies and protecting the properties of the 

hospital, are the direct responsibilities of the external clients. Showing respect to other 
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clients and health staff in order to ensure their comfort, are health facility rules and 

regulations that must be respected. 

Compliance with treatment needs the mutual understanding of both clients and service 

providers if healthcare is to improve (ACSQHC, 2011). It involves impacting on clients as 

partners of health service, as well as soliciting their involvement in decision making. When 

clients have access to information about options and agreed with treatment plans, they are 

most likely to abide by the facility's rules and regulations. 

Monitoring clients' complaints at the facility is also an indicator of client-centred care. A 

complaint is an expression of dissatisfaction or unhappiness by a customer about services 

provided by the organization when expectations are not met (GHS, 2007). Clients' 

expectations are influenced by their belief systems, norms and values, as well as their 

knowledge of rights and responsibilities and shaped by previous experiences (Bowling, et 

al., 2012). According to Edvardsson quoted in Wanjau, et al., (2012) clients' experiences 

influence their expectations, perception, and responses to the quality of service. Studies 

(GHS, 2007; Turkson, 2009; RAND Corporation, 2010; Hasin, et al., 2011; Bowling, et 

al., 2012) have identified a correlation between complaints and interpersonal relationship, 

promptness of attention (waiting time), lack of fairness, miscommunication, abuse of 

rights, and lack of privacy. Health resources are limited, and clients' expectations are never 

fully met by the health care organisations (Harant, et al., 2000), but a responsive health 

system addresses client immediate needs and values using the functional and technical 

competence of the health professional. 

In Ghana, the health system is designed to target producing a satisfied client by using 

satisfaction surveys, analysing health data, utilising health information, to evaluate care to 
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improve the quality of care (GHS, 2007). According to the GHS (2007) taking stock of 

complaints and suggestions of clients is a direct way of measuring their satisfaction and 

this provides a basis for developing effective customer care programmes. 

Clients' complaints can be addressed in two ways: suggestion box and compliant centre 

(GHSIMOH, 2002; GHS, 2007; NHIA, 2009a). A suggestion box is a box situated in a 

conspicuous location for clients to express their dissatisfaction on services rendered. The 

box is clearly labelled as suggestion or complaints box, with pen and paper by it. A person 

assigned to empty the box, analyse its contents, and report findings to management. This 

serves only the literate population and promotes anonymity. 

Alternatively, a customer complaint desk or centre is established. This is a place sited 

where clients can easily have access to, and be given a listening ear, that is, non 

judgemental information to address their complaints (NHIA, 2009a, Bowling, et al., 2012). 

The weakness of the person-to-person interface needs to be addressed by assigning a well 

trained staff with excellent interpersonal skills to manage the centre. The interpersonal 

relationship, the relationship between care providers and clients or communities, and 

between health mangers and their staff, (GHS, 2004), must be characterised by respect, 

empathy, confidentiality, courtesy, and responsiveness (Brown, et al., quoted in Turkson, 

2009). 

The health system must support the workforce to recognise and appreciate complaints 

when they are reported. Then, record the complaints, and collate these complaints in a 

register. The focal persons or committees then analyse the complaints, and makes 

recommendations for appropriate actions to be taken. A feedback is provided to the parties 

involved after the implementation of such action. Actions include training on customer 
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care, counselling, conflict resolution, and disciplinary actions (NHIA, 2009a; ACSQHC, 

2011). 

Client complaint system is a patient right, because the patient has the right to know about 

hospital procedures and pieces of information. So if these are evident in the care process, 

then clients must express their dissatisfaction. The complaint system helps to resolve 

problems and questions about care received from health facilities. Practices in this 

direction are however to the contrary. The GHS (2007) observed that in facilities providing 

clinical care, clients' complaints (suggestion boxes) were either abandoned or 

inappropriate discretions were used to decide which complaints to deal with and which 

ones to ignore. 

2.5.2 Safety of Community-Based Health Services 

At the community, the health system's ability to monitor its clients' satisfaction is a major 

determinant of client-centred healthcare. Generally, clients are satisfied when their 

expectations are met. This means, monitoring clients' satisfaction involves monitoring or 

measuring their expectations. Studies have consistently identified service areas that clients 

derive satisfactions from as timeliness, communication, interpersonal relationship, fairness 

(absence of favouritism), etc. 

At the community level, clients use waiting time, which manifest in delays, to evaluate 

healthcare. Waiting time is the time the patient experiences after arriving at the facility. 

This is important because it determines when the client returns home or otherwise. 

According to Bowling, et al., (2012), there is an association between waiting time and 

anxiety or fidgety levels. Delays are either imposed or unavoidable. The issue of delays is 

a controversial one. Is it a good thing to wait for a short or longer time? A short waiting 
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time is linked with better clinical results (Hall, et aI., NO), but a clinic that provides poor 

quality service, will have few patients visiting and thus short waiting time. Long waiting 

time is also associated with high quality of care because 'high quality hospitals attract 

more patients which then lead to higher waiting times' (Hall, et al., NO; Gaynor, et al., 

2010). There is no standard measure on waiting time that is considered normal but studies 

(Turkson, 2009; Hall, et al., ND) suggest three to four hours wait at the largest clinics is 

considered reasonable. The important point to note is what is expressed by Murray & 

Frenk quoted in Turkson (2009) that' individuals value prompt attention because it might 

lead to better health outcomes, allaying fears and concerns that come with waiting for 

diagnosis and treatment'. When long waiting time is unavoidable, emotional management 

is encouraged at waiting areas. Clients expect waiting areas to have sound environment 

that is, comfortable, friendly, having an appropriate temperature, clean and tidy with 

comfortable seats and having activities that they could take part in - reading materials, or 

children's toys (Bowling, et aI., 2012). Where unnecessary delays exist, a policy change 

usually leads to a sharp decrease in waiting times for all procedures and across hospitals 

(Gaynor, et aI., 2010). 

Interpersonal relationship, which influences clients' satisfaction, refers to the relationship 

between care providers and clients or communities, or between health managers and their 

staff, (GHS, 2004). It is characterised by the respect, empathy, confidentiality, courtesy, 

and responsiveness, (Brown, et al quoted in Turkson, 2009). In rural Bangladesh, clients 

valued interpersonal relationship (provider attitude or behaviour) than the technical 

competence of the provider, (Aldana et al quoted in Turkson, 2009). The value of good 

interpersonal relationship is that it leads to trust and credibility. Poor worker attitude has 

consistently been a key finding in health research. In many studies, (Turkson, 2009; GHS, 
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2007; etc.), some health workers have been perceived to be rude, unfriendly, 

unapproachable or impatient, or not respecting their patients. However, according to the 

GHS (2003) code of conduct, any attitude, act, or signs of rudeness to clients constitute 

misconduct and is punishable. Research done in various parts of the country (GHS, 2004) 

shows that clients want services that: 

'are delivered on time by friendly and respectful staff; are safe, produce positive 

result and that they can afford, provide them with adequate information about their 

condition and treatment, provide them with all the drugs they need, and give 

privacy', (GHS, 2004). 

Communication is an important aspect of the service delivery (Wanjau, et al., 2012), vital 

for alleviating feelings of uncertainty in patients. Payne quoted in Wanjau, et al., (2012), 

links communication challenges with the ability to: obtain consent, ethical obligations, 

diagnostic testing, avoid medical errors, adhere to patient follow-up, and ensure patient 

safety. According to Helman quoted in Azongo (2014), doctors and their patients, 

perceived ill-health in different perspectives because of worldviews differences and this 

often results in a communication gap during doctor-patient interactions. This means major 

clients complaints could be a result of miscommunication. 

Favouritism was observed to be practised during care delivery. In a study of 150 medical 

and nursing students, Adindu (2010) identified corruption (38.6%) as a major factor that 

affects patient care in Nigeria, denying the poor, healthcare (22%), leading to lack of 

equipment (14.6%), and sudden death of some patients (10%). The study recommended 

that for safety to thrive, corruption in the health system must be tackled at all levels. In the 

view of Dalinjong & Laar (2012), favouritism is skewed towards' abled' uninsured clients 
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during physical exams. About 94% of the uninsured outpatients In the Builsa District 

responded "yes" to being physically examined by providers compared to 78% of the 

insured outpatients. 

According to the GHS, client satisfaction is an on-going activity that has to be monitored at 

both in and out-patient levels, disseminate findings or reports to staff within 12 months and 

actions taken to address shortfalls (GHS, 2004 & 2007; NHlA, 2009a). An independent 

review of the health sector in Ghana observed that, half of the district hospitals had QA 

teams in place but with too limited scope of the activities especially for assessing patient 

perceptions. 

Health workers, by their delegated roles, are duty-bearers and must provide a platform to 

render accounts of what they have done on the health of the clients they serve. 

Community-provider interaction is about being accountable to the right-owners (the client 

community) of health. Provider-community interactions take the forms of open-days or 

durbars with community or clients; radio programme (NHlA, 2009a). Accountability to 

clients is thus a civic responsibility of service providers. 

Accountability also means that the service rendered is acceptable. Acceptability of service 

is the 'socio-psychological dimension' of care as this can make people to stay away from 

the facility because of socio-cultural barriers (WHO, 2008). When a platform is provided 

for interaction, there is the potential for drawing people closer to service to make them get 

involved. 

Health authorities see community representation in facility advisory boards which ensure 

their involvement in such activities as annual performance reviews, open day, community 
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or clients durbars, radio programme, as good accountable service provision. This leads to 

provider-community interaction and serve as documented useful guides. 

The literature on the Systems Model has uncovered an important focus of healthcare. It 

stands to reason that, all the health resources, healthcare practices and goals are all geared 

towards producing a satisfied client. This shows a great strength of the systems Model as a 

comprehensive model for assessing care safety. However, the safety and quality 

management has fewer indicators for assessing client satisfaction. Also, as a model it 

borrowed ideas from sister models, and thus equally borrowing some of the weakness as 

well. These need to be watched when adopting the model for health studies. 
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METHODOLOGY 

CHAPTER THREE 

3.0 Introduction 

In this chapter, the strategies for undertaking the empirical study, from data collection to 

analysis are discussed. The data were collected and analysed in relation to management 

systems, clinical practices, patient safety, and client- centred services. The study focused 

on health care 'safety and quality management' which coincide with one of the core models 

of the NHIA credentialing tool, so the research strategy, population and data management, 

as well as quality controls, were conducted to conform with the NHIA accreditation 

methodology. The research strategy included the research design and study characteristics 

such as study area and units. Data management centred on the design of data collection 

tools, the techniques, and the framework for the data analysis. Quality controls explained 

measures taken to ensure validity and reliability, whereas research ethics illustrated how 

the research avoided harm to study subjects. 

3.1 Study Area 

The Upper West Region was the location for this study, where two primary hospitals were 

assessed for their states of safety and quality management. The Upper West Region 

comprises ten (10) administrative districts and a municipality: Jirapa, Lambusie-Karni, 

Lawra, Nadowli, Sissala East and West, Wa East and West, Nandom, Daffiama-Busia 

Isser (DBI) and Wa municipality are the administrative zones (Ministry of Local 

Government, 2014). The region is bordered to the South by the Northern region, to the 

North and West by Burkina Faso, and to the East by the Upper East Region. 
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The Upper West Region, situated in the north-western part of Ghana, lies between 

longitude 1° 2S" Wand 2° 4S" and latitudes 9° 30" N and lioN. With an area of 18,476 

km", the region's population density stands at 40 persons per square kilometer. The Sissala 

East, Wa East and parts of the Nadowli districts (in the eastern parts of the region) have 

nucleated communities that are far apart, with a resultant population density of 13 persons 

per square kilometer. The geographical area of 18,476km2 constitutes 12.7 percent of the 

total land area of Ghana, (GSS, 2012). 

The region has an estimated population of 702, II 0 representing 2.8% of Ghana's total 

population according to the 2010 PHC (GHS, 2008; GSS, 2008; 2012). There are more 

females than males in the region on the average of Sl.4% to 48.6% in all districts, except 

the Wa East district which has more males than females (GSS, 2012). 

The climate is tropical with an average minimum temperature of 22.6°C and maximum of 

40.0°C. There is one rainy season from May - October with an intensity of 100-IIS 

em/annum with humidity ranging between 70- 90% but falling to 20% in the dry season. 

During this time from November to March, the cold dry and dusty wind, the harmattan, 

blows from the Northeast across the region (GHS, 2008; Ministry of Local Government, 

2014). 

The predominant activity is farming. The long dry season means that many people are idle 

for so many months each year resulting in a lot of seasonal migration to the southern parts 

of the country especially to the Brong-Ahafo, Ashanti and Eastern regions. The emergence 

of Galamsey (illegal mining activities) activities currently in Nadowli, Wa East, and 

Sissala East districts poses an increasing risk of respiratory related health problems as well 

as sexually transmitted diseases (GHS, 2008). 
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The health sector in the region is headed by the Regional Director of Health Service 

(RDHS) who reports to the Regional Minister and the Director General. The RDHS is 

assisted by three deputies, one of which is the Deputy Director of Clinical Care (DDCC) 

who heads the Regional Clinical Care Unit (RCCU). The RCCU (institutional care 

division) is responsible for clinical service mcnitoring and supervision, developing and 

implementing QA, clinical governance especially IPC, developing standards and protocols 

to ensure quality, effectiveness and efficiency ir: service delivery (MOH quoted in GHS, 

2007; GHS, 2008). 

The Region has a total of nine (9) primary hospi . six government-owned, two mission, 

and one wholly private hospital. The Ghana Health Service is the largest agency with 48% 

of health facilities and 62% of staff and is the leading agency in quality and safe healthcare 

issues (GHS, 2007). The study was conducted in two primary hospitals. 

3.2 Study Type/Design 

Study design refers to the logical model which guided the investigator on how to collect, 

analyse and interpret observations (Biggam, 2008). The study design in this study was a 

descriptive, observational, cross-sectional survey that utilised qualitative and quantitative 

research methods. This design was chosen to suit the study context, and setting. The reason 

is that, the study was basically an observational study done in hospitals which have 

complex systems. 

In the observational study, the study units were observed and analysed. No study unit was 

manipulated for results in first phase of the Multi-stage study. Observation was used to 

assess the availability, adequacy, efficiency, safety, and evidence-based practices of 

healthcare in primary hospitals. Observation was useful in all objectives in the first phase. 

67 

www.udsspace.uds.edu.gh  

 

 

 



.• 

• 
In the second phase, observation was implemented during FGDs and In-depth interviews 

for the nonverbal communications during data collection. 

For observations to be understood, they have to be described. Descriptions are useful for 

understanding 'patterns of occurrence of health related events' (Degu & Yigzaw, 2006). 

All data were described especially during literature review and in both phases of the 

empirical study, to help organise them into meaningful and manageable sizes. 

The first phase of study that involved research concerned with quantifiable data. According 

to Biggam (2008), this is a quantitative research. During this phase, the data collection put 

quantitative measures on indicators according to the performance of the hospitals, and was 

consistent with the NHIA (2009a) accreditation of hospitals under its mandate. The 

measurement was on a four (4) point rating scale (0, 1, 2, and 3) and calculated as scores 

for various service areas in percentages. Other variables such as bed complement, length of 

stay, daily OPD attendance and admission were equally quantitative. 

Qualitative study was employed in the second phase of the study, where the researcher 

intended to answer the 'why' questions by studying. Scholars are of the view that when a 

study is attempting to make sense of phenomenon in terms of the meaning people bring to 

numbers, it is qualitative study (Biggam, 2008; Tannor, 2011). The qualitative research 

sought to find answers to certain portions of the quantitative study that had shortfalls 

(deficits) through Focus Group Discussions (FDGs), Key Informant Interview (KII) and in 

depth interviews, which when filled will lead to UHC. 

One of the methods that were adopted related to the research strategy was a survey. 

According to Biggam (2008) a survey is defined as 'a representative selection from a 

population of a particular type.' Since the study sought a representative view, a survey 
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method was adopted as it (survey) is a tried and tested means of collecting representative 

views. The direction of the study relative to time was cross sectional, in which case the 

month of March 2015 marked the data collection period. 

3.3 Study Population 

The study population refers to the people that the researcher is interested in for the data 

collection. According to Freeman quoted in Owusu-Ansah (2012), a study population 

refers to 'the group the researcher wants to study into, from which the study sample would 

be drawn.' In this study, the people living in the Upper West Region of Ghana formed the 

population of the study. The workers of primary hospitals (first referral point hospitals) and 

their catchment area community members formed the target population. The communities 

were selected from communities that had good patronage of hospital services (from 

registers). The health workers were of two categories: RGNs who were unit heads or 

programme coordinators were used for the FGDs and Administrative managers were used 

for In-depth Interview. 

3.4 Sample Size 

In this study, two hospitals and 44 individuals were selected for the study. Their selection 

was basically determined by the resources of the researcher and the extent of the problem. 

The study borders on the assessment of health resources in which case all health resources 

are managed by the same region, fairly distributing them to all hospitals. The researcher 

assumed all hospitals were fairly served and so a random selection and assessment of one 

could reflect the states of the others. But mission hospitals also have another source of 

funding (from CHAG) that could confound the study. This is the reason the researcher 

chose the two hospitals. For the human subjects, the techniques used and resources of the 
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researcher determined the numbers. In-depth interview and KII is done one-on-one. Focus 

Group discussion is done with people of between 8 and 12 (Degu & Yigzaw, 2006). These 

influenced the selection of22 people per hospital and their communities. 

In the first phase, the two hospitals were selected at random from strata of geography (peri 

urban and rural) and ownership (private, government). The polyclinics, health centres and 

CHPS compounds were excluded because primary hospitals contain more units and render 

a higher form of clinical care than them. The primary hospitals were also used because 

their services could be used as a proxy for all other facilities. Once a hospital was selected, 

the research team assessed all the 43 indicators listed in the NHIA (2009a) accreditation 

tool, for safety and quality management in primary hospitals. 

During the second phase, there were three In-depth interviews with Administrative 

managers, and KII with QA coordinators. There were two FGDs of 10 community 

members each, and 8 clinical managers (RGNs) of each hospital. The RGNs were selected 

because they formed the link between the administrative managers and the other clinical 

staff as well as the core of the ward in-charges group. In each hospital, 22 human 

respondents were studied. This gives a total of 44 human subjects studied in the entire 

study. 

3.5 Study Units 

A study unit is defined as the unit of measure of the objects or participants that form the 

subject of the study. This helps in narrowing down the specific objects of the subject 

matter of the investigation (Owusu-Ansah, 2012). The units on which the observations 

were collected in this study included selected community members, and clinical managers. 

The respondents were between the ages of 18 (the beginning of adult years) and 70 years. 

70 

www.udsspace.uds.edu.gh  

 

 

 



People above the age of 70 were excluded because older people have lower expectations of 

healthcare and may over-rate their satisfaction of care (Bowling, et al., 2012). Also, 

community members in transit that is, travel-in from different regions or districts not 

selected for the study, were excluded. Staff of hospitals who were community members (or 

residing there) were excluded from the FGDs to reduce the possibility of bias and ensure 

confidentiality for the other community members. 

Only females were selected from the communities because they usually form the majority 

of the hospital clients (GHS, 2011) as well as the assumption that females are the usual 

care givers even if a man falls sick. It can therefore be said that women have more 

experience about the health system than men, and can express these experiences more 

reliably. This was evident in the consulting room registers where more than 80% in both 

hospitals were women and children. Also during data collection, men were hardly found in 

their communities, because the data collection time (March) was their migration period. 

3.5 Sampling Technique 

The sampling technique involved both probability and non-probability techniques in a 

Multi-stage Sampling. Multi-stage sampling, also termed two-phase sampling, was used 

because there was insufficient information on the safety and quality management model of 

the NHIA credentialing tool, that cause the low ratings of hospitals to allow for 

interrogation as Aditya (ND) described. This study adopted the safety and quality 

management model of NHIA credentialing tool because it was known that it usually rated 

lowest during accreditation but little was known about the performance of individual 

components of the model. As such, it was necessary to screen all health resources for 

probable deficits. This could only be done in phases: mixing probability and non 

probability techniques during each phase. 
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3.5.1 Phase One Sampling 

During the first phase of this Multi-stage study, both probability and non-probability 

sampling methods were used. Probability sampling is done when samples are randomly 

selected such that every sampling unit has a non-zero chance of being selected (Gorard, 

2004). This is appropriate for selecting representative samples. Generating representative 

samples was a focus of this study in the UWR. The choice of primary hospitals for the 

study was by stratified sampling because it was important that the sample included specific 

characteristics - ownership and location, (Degu & Yigzaw, 2006). The stratification 

assisted in understanding the geographical distribution of services by different owners. The 

hospitals were put into two strata - peri-urban versus rural and government versus private. 

The first draw was government hospital in a peri-urban location, and by stratification the 

second draw was to be mission or private hospital in a rural area. The mission hospital in a 

rural area was selected. In each case, the draw was by simple random sampling (hand 

picking). This was further necessitated by the fact that equity is a core component of URe 

and representative view would have to look at the variations (Degu & Yigzaw, 2006; 

Gorard, 2004). A peri-urban hospital referred to any hospital apart from the regional 

hospital nearer to the regional hospital. The definition for a rural hospital was any hospital 

in a newly created district or farther away from the regional hospital. 

The aim of data collection in the first phase was to screen all the indicators of the safety 

and quality management model of the NHIA accreditation tool, adopted for this study. The 

data was collected from the entire model, to increase precision, and reduce cost in the next 

phase. This technique was purposive, since the model already existed for safety and quality 

management in the accreditation tool (NHIA, 2009a). The screening was to identify 

deficits in care for interrogation in the next phase. 
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3.5.2 Phase Two Sampling 

In the phase two, the data collection required greater efforts as they were qualitative in 

nature. For this reason, smaller subsample was needed. The qualitative study was to help 

understand why deficiencies existed in the data collected in the first phase. The qualitative 

data also added meanings to the numbers generated in the phase one as numbers do not 

have meanings. The indicators selected for the second phase were based on the fact that 

they rated low (0, or 1) in the first phase. The identified indicators were grouped into two 

categories - general or critical. A general deficit referred to a low rating common to both 

selected hospitals, whereas critical deficits were those low ratings found in only one of the 

two hospitals. The second phase identified subthemes relating to hospital environment, 

equipment, staff, management and clients that guided the discussions. 

The selection of communities, as well as human subjects in the communities was by 

systematic sampling in which every 14th woman met upon entering the community was 

recruited for the discussion. The 14th was determined by the average daily admissions of 

the two selected hospitals. The number 14 was picked from a random sample that range 

from 1 to 26 (the average daily admissions). The hospital clinical managers were to be 

selected by the same method, but management complaint that they were not having 

adequate numbers ofRGNs for such selection. 

Non-probability sampling is generally considered a weaker technique, but an alternative 

when it is impossible or inappropriate to use the probability techniques (Gorard, 2004). 

The respondents for the key informants, in-depth interview, and staff FGD were 

purposively selected. The purposive technique was ideal because the selected people had 

relevant knowledge in areas that resources were deficient and reasons were needed for 

their state. 
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3.6 Research Variables 

The study assessed the state of the healthcare safety and quality management in primary 

hospitals through four objectives. The objectives were framed into research questions 

which contained the study variables. The characteristic of a person, object, or phenomenon 

that can take on different values is referred to as a variable (Degu & Yigzaw, 2006). The 

variables were measured on all four objectives including demography. Variables are 

grouped into two - dependent and independent. The dependent variables are used to 

describe or measure the problem under study, whereas independent variables are used to 

describe or measure the factors that are assumed to influence ( or cause) the problem (Degu 

& Yigzaw 2006). 

3.6.1 Independent Variables 

These indicators centred on the hospitals' facilities and were useful in the first phase of the 

study. The variables of interest were: the type of hospital (peri-Urban, rural), ownership 

(public or private), Bed complement (in numbers), Average OPD attendance, Average 

Daily Admission (in numbers), and Length of stay in the hospitals (in numbers). These 

were measured by the checklist. 

3.6.2 Dependent Variables 

The dependent variables were measured according to the appropriate objectives. All four 

objectives measured a number of variables. In management systems, 17 variables were 

measured for human and non-human resource management using themes such as staff 

assignment, planning and training, hospital infrastructure, amenities (laundry, CSSD), and 

safety equipment. The variables in clinical practices were grouped into clinical procedures 

(hand hygiene practices, continuity of care, and HLD), monitoring (adverse events, privacy 
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professional standards, and quality initiatives) and records-keeping (IPC and QA 

guidelines, patient rights strategy, and recording). 

Patients' safety was measured in three themes: clinical safety (cleaning, and quality 

controls), environmental safety (safety signs, sharps, and infections), and waste 

management (waste handling, segregation and disposal). For client-centred care, two 

themes were measured: facility-based services (service availability, information, client 

complaints) and community-based services (client satisfaction, provider-community 

interactions). 

3.7 Data Management 

The data collection was for the availability of health resources to ensure safety and quality 

management. This is because the availability of health resources (and their management) 

puts a health facility in a position to render high quality healthcare. This section focused on 

the techniques, and tools that were utilised for the data collection. 

3.7.1 Data Collection Techniques 

The techniques used to collect data in this study included observation, interviews, FGDs, 

and record review. They were all used at various stages of the study since none had any 

limitation in any of the phases of the study. In order to evaluate healthcare using evidence 

based practices, it was imperative to study the hospitals' structures, processes and outcome 

of healthcare in a natural interactive environment. This made it possible for different 

techniques to be combined to mutually re-enforce one another. The techniques - direct 

observation, interviews and record reviews - involved forward and backward movements 

and were suitable in the hospital research, given that, hospitals have interconnected units, 

where data cannot be collected at only one service area. 
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Observation was employed more during the first phase of the study. The researcher 

followed Degu & Yigzaw (2006) understanding of observation, and only 'observed and 

analysed' the study units with no intention to manipulate. A non-participant observation 

was utilised as the research team did not take part in rendering care during the study. 

Observation was however a direct one, in that, authorities were aware of what the study 

was about before the start of the team's work. Observation was used to assess for presence 

or absence of health resources, evidence-based practices of health officers and client 

satisfaction with the care provided. Observation was also implemented in the second phase 

during FGD and interviews for the nonverbal communications during data collection. In 

this case little bit of indirect observation was used, since the participants did not know that 

their non-verbal communications are being read. 

Interviews were more useful in the second phase for collecting data from human subjects. 

All interviews were supported by interview guides. The development of the interview 

guides was after the data collected in the first phase were analysed. The variables selected 

for this phase qualified as either critical or general issues with score of zero or one. The 

interviews were related to the reasons for the ratings and the challenges, innovations and 

their overall impact on healthcare safety and quality. 

Another data collection technique that was utilised was Focused Group Discussion. 

According to Krueger quoted in Azongo (2014), a focus group discussion is 'a research 

strategy which involves intensive discussion and interviewing of small groups of people, 

on a given 'focus' or issue, usually on a number of occasions over a period oftime.' In this 

phase, the 'focus' were on the deficits in management systems for administrative 

managers, deficits in clinical practices and patient safety for clinical managers, and deficits 

in client-centred services for community members. Focused Group Discussion was 
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important in utilising group dynamics in order to study the breadth of the issues and 

maximising the variation of answers with adequate depth (ibid). 

The primary data of the hospitals were reviewed for evidence-based practices and their 

correspondence to standards set in the checklist. This included review of organised data in 

registers, such as out-patient, admission and discharge books, minutes of meetings, duty 

rosters, and medical records including electronic data where necessary. Record review 

identified the accuracy of documentation in facilities and was consistent with the technique 

adopted for use by the NHIA (2009a) during facility accreditation. 

3.7.2 Data Collection Tools 

Two basic tools were used in this study: observation checklist, and interview/discussion 

guides. These were supported by audio recorders and writing instruments including field 

notebooks, pens, and pencils. They were used in both phases of the study. 

Observation checklist was on a four-point rating scale, and was suitable for use in the first 

phase of the study. An observation checklist was adopted for this study because the first 

phase aimed at screening primary hospitals for deficits in safety and quality management 

in healthcare. Screening is important because, UHC is built on equity and demands that 

there should be fairness in the availability and distribution of all health resources. It (UHC) 

indirectly seeks to guarantee 24-hour service availability and adequacy everywhere. As 

hospitals and healthcare already existed, observation was justified as a method of assessing 

them for their state and whether or not they contributed to quality and safety. In using the 

scale, the variables were assessed and rated with a four-point rating scale (0 to 3) as: zero 

(0) - If criteria were not met at all, one (1) - If less than half of the criteria were met, two 

(2) - if half or more, but not all the criteria were met, and three (3) - If all the criteria listed 
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have been met. Adopted from the NHIA accreditation tool for health facilities, the tool 

defined standards for safety and quality management (GHS, 2007). All the indicators 

studied have been captured under the dependent variable section. 

The interview guides were developed according to the individual groups to be interviewed. 

There were two FGDs (community members and clinical managers), in-depth interview for 

administrative managers and KII for QA coordinators. In-depth interviews targeted 

administrative managers of hospitals and centred on quality of management strategies of 

the hospitals. The FGD for community members focused on the availability and 

acceptability of safe healthcare. The FGD for hospital staff sought to identify the 

availability and adequacy of clinical and safety practices implemented. These tools were 

designed according to the study objectives and based on findings of the first phase. After 

the first phase, it was realised that the deficits in safety and quality management were 

many and could not be interrogated individually, so they were reclassified into four areas: 

healthcare inputs, processes, outcome and the environment while aligning them to the set 

objectives. The findings on the health inputs and the healthcare environment centred on 

smoke detectors, no smoking signs, emergency exits, laundry, CSSD PPEs, and security 

equipment, whilst issues on healthcare processes included quality initiatives, client 

education, incident and adverse events. The healthcare outcome run through all the issues 

identified, but the lamb-light was on the provision of acceptable healthcare. 

3.7.3 Framework for Data Analysis 

Data were analysed according to the phases of the study. In the first phase, data generated 

were quantitative, and were summarised into descriptive statistic using Microsoft Office 

Excel 2010 version. The data were then organised into tables, and summary statistic such 

as mean, mode, and median. The data were next inspected for observed differences since 
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Table 3.1 Framework for Data Analysis 

study was largely an observational one. This helped to identify the general and critical 

issues for further interrogation in the next phase. 

Type of Description Analysis Interpretation 
Phase Objectives 

data of data (type of test) of synthesis 

Management 

systems 
Summary 

Clinical practices Statistics - Observed 
Ordinal 

Phase 1 tables, differences 
Patient Safety data 

frequencies, and deficits 

Client centred 
percentages Triangulation 

care or Cross 

referencing 
KII Transcription, 

Nominal- Thematic, 
Phase 2 Tables, 

FGD ordinal Uniqueness 
frequencies 

Nominal- Summary 
Phase 1 Demography Comparative 

interval statistics 

In the second phase, qualitative data was generated. The audio taped data were transcribed 

verbatim into a field notebook. The responses were coded manually, organised and 

described by frequencies, uniqueness of responses, and common themes, relevant to the 

objectives. This was useful for the findings of both KII and the FGDs. 

The next level of analysis involved an interpretation of the empirical data in both phases of 

the study by comparing and contrasting themes, cross referencing, and comparing 

synthesis with findings in the review of literature. This method of analysis is termed 
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triangulation which is defined by Thurmond, in Azongo (2014) as 'using a combination of 

at least two or more theoretical perspectives, methodological approaches, data sources, 

investigators, or data analysis methods in a single study.' Triangulation is when the 

researcher intends to decrease, negate, or counterbalance the deficiency of a single 

strategy, and thus increasing the ability to interpret the findings (ibid). Using this measure 

ensured comparison and the identification of the interrelationships between variables and 

concepts that were meaningful. The details of the analysis are in table 3.1. 

The analysis plan (Table 3.1) started with a review of the research phases and objectives in 

the first two columns. The third column stated the type of data that were collected on the 

objectives, which generally ranged from nominal to interval data. The next column showed 

the appropriate description for various data collected. The next two columns showed how 

the analysis and the interpretation were done. 

Generally, data were described and analysed according to thematic areas (using a group of 

variables), and along the objectives of the study. The mode was the focus of nominal data. 

Ordinal data were organised into tables for percentage differences and deficits in 

healthcare. But Opoku (2006) cautioned that percentage differences may look big in the 

sample population but may not be significant in the real population. The data generated in 

this study could not be subjected to statistical testing because they were by observation. 

However, when the observed deficit was common to the two hospitals, it was also assumed 

to be a significant observation. 

At synthesis, the interpretation was by triangulation for commonalities (of the two phases 

and with the literature) and differences (gaps in performance). 
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3.8 Quality Controls 

Various literatures say, it is extremely important that the data we collect is of good quality, 

that is, valid and reliable to prevent false or misleading conclusions (Oegu & Yigzaw, 

2006). A research that has validity is acceptable to the research community (Biggam, 

2008). This means the research strategy, data collection tools and techniques are properly 

implemented. 

Concrete steps were taken to ensure validity of this research. The study adopted a tool that 

an institution with track records and valid operations in the clinical healthcare has 

designed. The rating scale for the observation checklist was adopted from the accreditation 

criteria used by the NHIA for accrediting health facilities to render clinical services. The 

completed tool (the rating scale) was given to health leaders in the region to edit before 

administration. A pre-test of the final data collection tool was done in a hospital in the 

region to identify difficult areas for rectification. 

Apart from these, all research assistants were trained on how to interpret the study tools 

efficiently in order to elicit the right responses or states of healthcare. All individuals, 

groups and authorities involved in the study were made to verbally consent to the study. 

This enabled the study to elicit accurate and honest responses especially where human 

subjects were involved. Errors were minimised during data collection by ensuring the 

process was uniform and moved at a pace so as to correct errors instantly. For instance, 

data collection did not go beyond the NHIA (2009a) recommended duration of six hours a 

day during the first phase of the study. 

Reliability on the other hand, refers to the concept of 'trust.' This emphasises the need for 

prove of record of work done, relating to the research site subjects (Biggam, 2008), and 
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thus bringing the issue of bias into the lamplight. To avoid this, Yin quoted in Biggam 

(2008) suggested that, researchers must make as many steps as operational as possible and 

to conduct the research as if someone were looking one's (the researcher's) shoulder. It is 

said that there has never been a strategy, data collection technique or data analysis that has 

no significant level of bias (Philip & Pugh in Biggam, 2008). Consequently, steps were 

taken to minimise bias in this study. 

For facility assessment, which was exclusively by observation, a senior clinical hospital 

staff and an independent person were made part of the team, so that findings would be a 

fair representation of the true state. The three members of the team held a pre and post 

survey meetings to compare notes to fill one form for each hospital at the end of the 

assessment. A facility was given a rating based on unanimous score (all three rated the 

same way), majority score (two out three rated the same way) or average score (all three 

rated differently and could not agree on a stand) of all three members. In this way 

individual bias was almost non-existent. Before leaving the facility, a copy of the summary 

of findings was left with hospital authorities to respond to the ratings. The data was 

thoroughly checked for errors before entering was done. 

3.9 Limitations of the Study 

Observational studies are characterised by a high degree of bias, because observations are 

usually subjective. During the final rating of a hospital, majority view rather than highest 

or lowest rating was used to help minimise bias. Secondly, in-depth interviews, FGDs, and 

KII served as a check on the observational study. 
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The use of teams with representation from the hospitals and NHIA, instead of an individual 

was a safeguard against the information bias because the other team members did not have 

prior knowledge to this information. 

Stratified sampling was one of the methods used to select the hospitals. Stratification was 

used to address issues of confounders and biases by matching facilities. The study was 

done in only two primary hospitals. 

Inadequate staff numbers (Registered General Nurses) affected the second phase of the 

study because the plan was to randomly select the clinical practitioners for the FGD, but in 

both hospitals, one could hardly find two of them on duty. The researcher changed the 

method to purposive in which service area in-charges (usually RGNs) were selected for the 

study. Clients were usually afraid of witch-hunting initially, thinking that what they would 

say could be used to deny them healthcare in future. When assured of confidentiality they 

usually became relaxed. 

Adopting the Multi-stage was to ensure that few indicators were selected for the second 

phase, but at the end of the first phase, the deficits were more than the strengths. First, it 

was difficult to investigate all deficits into details, because respondents usually looked 

fatigued in the process. 

3.10 Ethical Considerations 

The part of the study that involved human subjects did not involve invasive procedures. 

This notwithstanding, authorities involved in curative healthcare, that is, the Regional 

Director of Health Services through the Deputy Director for Clinical Care, and Medical 

Superintendents of selected hospitals were formally written to. The RDHS and hospital 

medical superintendents granted permissions in writing, before the study could start. 
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All other individuals, groups, and authorities who directly or indirectly were involved in 

the study, were made to verbally consent that they were not under any pressure to 

participate in the study, that is, they were voluntarily participating in the study and could 

exit at any time. All participants were provided with adequate information on the purpose 

of the study before participation. Finally, views expressed were only used for this 

academic work, and did not influence current or any future health services rendered to 

respondents. 
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RESULTS 

CHAPTER FOUR 

4.0 Introduction 

All statistics presented in this chapter were generated from data collected on the four 

objectives: Management systems, Clinical practices, Patient Safety and Client-focused 

services. Results are presented according to the two phases of the study (quantitative and 

qualitative), but both answering the same research questions. The results are presented 

according to the objectives, phases, and themes of the study. 

4.1 Indicators of Service Utilisation 

In the first phase, two sets of data that influence service utilisation were measured: 

qualitative, and quantitative. The qualitative measures were on the district of study, 

ownership of facilities, and category of facility, whereas the quantitative measures were on 

facility's bed complement, average OPD attendance, average admission, and length of 

stay. The two primary hospitals were made up of a government and a mission hospital, 

located in a peri-urban and rural settings respectively. Healthcare utilisation statistics 

within the past twelve months of the study are shown in Table 4.1. 

Table 4.1 Indicators of Service Utilisation 

Indicator Government Mission 

A verage daily OPD attendance 108 135 

A verage daily admissions 25 37 

Bed complement 110 211 

A verage length of stay (days) 2.2 4.0 

Table 4.1 shows that, the selected primary hospitals in the region, attend to an average of 

122 clients daily at the OPD level. The hospitals admit an average of26 clients a day, with 
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an average bed complement of 161 beds. The average length of stay in these hospitals was 

3 days. The mission hospital had higher statistics in all service areas than the government 

hospital. These indicators of service utilisation could have influenced healthcare safety and 

quality management. 

The second phase involved human subjects, in the category of clinical practitioners, 

healthcare managers and community members. The respondents were between the ages of 

18 to 70 years. Both males and females were included in the health workers category, but 

the community members involved only females. 

4.2 Quality of Management Systems 

In management systems, two broad areas were measured: human and non-human 

resources. Human resources were measured for their availability, adequacy and 

appropriateness. The areas included staff appointments and assignments, action planning 

and staff trainings. Staff appointments and assignments were assessed for the presence of 

health teams, focal persons and committees. Action planning was measured for the 

presence and use of duty rosters, action plans, and incident plans, whereas staff training 

was assessed for training in QA, and IPC. The individual variables were scored from a 

range of zero to three for hospitals, as presented in table 4.2. Total expected score is 21. 

Table 4.2 Quality Human Resource Management 

Category Indicator Government Mission 
Staff assignment and QA team/focal person 2 1 
appointment IPC team/person 2 1 

24 hour Security I 2 
Planning QA action plan 0 1 

Incident plan 0 0 
Staff training QA and patient safety 0 1 

IPC 2 1 
Totals 7121 (33.3%) 7/21 (33.3%) 
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Table 4.2 shows the HRM performance of the hospitals in three of the thematic areas. Both 

hospitals scored 33.3% (7 out of 21) of the total score in the three areas, but with 

differences in the thematic areas - staff teams (66.7% to 33.3%) and planning (11.1% to 

33.3%) - for the government and mission hospitals respectively. The rating was also the 

same in staff training (33.3%) for both hospitals. For indicators under staff assignment and 

appointment, the mission hospital did not meet the standard in both indicators, that is, QA 

and IPC teams and focal persons whilst the government hospital did. Thus the mission 

hospital could not meet the standard in both indicators under staff assignment and 

appointment. 

In the second phase, the researcher set out to investigate these deficits of HRM from both 

administrative and clinical managers. Though not entirely limited to the mission hospital, 

evidence of teamwork was particularly lacking in areas of QA and IPC. The mission 

hospital had no persons or teams in place for QA and IPc. The people alleged to be in 

charge of these teams were either not aware they had such responsibilities or were absent. 

When administrative managers were informed that no teams existed, they expressed shock 

at this state of affair. So, the researcher tried to elicit what managers' constraints could be. 

The first constraint was that the appointing role of management was limited by the fact that 

most teams came with predefined membership and management could not alter that. So, 

when there were instances that managers were supposed to appoint, they felt the existing 

teams were enough to do all the work. This is illustrated in the response below: 

'We have put clients' complaints issues under the clinical committee so that when issues 

come up, on weekly basis we can compile and give feedback', (Health Services 

Administrator, Government Hospital). 
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Sometimes too, managers did not get the right people to appoint into some teams because 

they did not meet their preference. According to the administrative managers, if they have 

to appoint, they would look at: the background of the staff, potentials to contribute to the 

team, and the special interest of the staff. A few members of staff had these qualities, so 

few people were usually engaged all the times, so that team work was limited to some 

people. The absence of these people brought work to a haul. 

In the government hospital, the major human resource issues that did not meet standard 

and limited to it alone, was 24-hour security. The hospital had no fence wall, so could not 

control who went into the facility (unlike the mission hospital). The state of security 

staffing was inadequate as only one officer worked for morning shift and two for the 

evening duties. On the day of the study the team could not find any security officer on 

duty, but sources said they usually sat at the garage. An administrative manager however 

said the officer was 'on patrol.' The said officer of the hospital remarked: 

The officer stations at where activity is more concentrated, usually the OP D. So once the 

core areas are protected, we can say there is efficient security but if we have more, why 

not. The problem with recruiting security is that government doesn't pay them. It is the 

facility that does', (Health Services Administrator, In-depth Interview, Government 

Hospital). 

The other side of this security issue was that, the clinical managers complained that they 

usually have problems controlling crowds at service areas, and that one officer could not 

solve their problem. 

In the thematic planning, both hospitals scored below average that is 11.1 % to 33.3% for 

the government and mission hospitals respectively. The core areas included 24-hour 

security planning, action planning, and QA action plans. In the provision 24-hour security, 
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In the second phase, the researcher tried to elicit the reasons for these deficits. The 

reactions to the absence of QA action plans findings were mixed. The clinical managers 

unanimously agreed that, action plans for QA were absent, but the administrative managers 

said people have been appointed and assigned, committees existed and definitely plans 

existed. The researcher then asked for records of such plans but, there were no records of 

action plans in both hospitals. Many of the hospitals' respondents were of the view that 

planning was generally poor in their hospitals and attributed this state to management 

irresponsiveness which equally negatively influences safety to as explained by a 

respondent as follows: 

it was the mission hospital that met the standard as against the government. In the QA 

action plans, only the mission hospital scored lout of 3, whilst the incident plan was 

completely absent in both hospitals. This made the two indicators generally deficient. 

'Managers do not respond to our problems on time. Sometimes when you request for 

something, they will wait till you have a crisis, then they will run helter skelter buying on 

emergency basis which also inflate cost', (Ward In-Charge, FGD, Government Hospital). 

Other administrative managers agreed that planning was a challenge and associated their 

inability to plan to resource constraints, but generally disagreed that it was a management 

failure. They said sometimes they usually have the plans to execute but were usually 

constrained by the delayed payment system ofNHIS. 

Another HRM factor that was identified as a general problem was incident planning. Both 

sets of managers did not see its need partly because they did not have adequate knowledge 

about it and also because the concept is not 'a crisis management issue.' In the FGD, most 

ward in-charges confirmed they had always come across situations (incidents) needed 

actions, but did not know what to do about them. For instance, most clinical in-charges 
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reported events that needed recording: patients falling, fire outbreaks, mothers missing 

treatment of their children, blood transfusion reactions, aggressions from patients etc. One 

of such opportunities was an incident narrated by a participant as follows: 

There was an instant where a relative came (to the ward) to arrange with a nurse to kill a 

patient who was in coma. When the nurse disagreed, the relative added her to the 'wanted' 

list to be killed. The relative succeeded in killing the patient because he was seen coming 

out from the patient's room one morning when the nurses realised the patient suddenly 

died', (Ward In-charge, FGD, Government hospital). 

These incidents were not documented because there was 'nowhere to document.' In 

another case a unit in-charge confirmed that they were still treating a client who had an 

injection abscess, and though the member of staff who gave the injection was known, they 

could not document it because it would serve as a way of reporting a colleague. From other 

clinical managers' perspectives, some incidents had never occurred in their units so the 

officers did not see the need to monitor them. Another argument to this challenge was that 

registers such as medication sheets were already available and adding others such as 

injection registers would lead to duplication of work. When the researcher interrogated 

further, some officers confirmed that, those sheets (medication) are usually filed at medical 

records whereas the registers are left at the service areas. The discussions largely 

concluded that incidents have been occurring in all four-hospital contact areas: the 

environment, the equipment, the staff, and management and needed regular monitoring. 

Agreeing with the above, the administrative managers argued that monitoring, supervision 

and evaluation was their biggest roles in HRM in this response by an administrative 

manager: 
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'Our business as managers is to keep monitoring and ensuring that where there are 

problems, we promptly handle them. This is why we organise frequent meetings with unit 

in-charges (clinical managers) to interact with. This provides opportunities to give and 

take feedback from staff. In this hospital, the DDNS, the Medical Director and the 

Administrator do daily monitoring in all service areas in the morning to interact with staff 

and assess logistics before the beginning of official work', (DDNS, In-depth Interview, 

Government Hospital). 

The third thematic area was staff training on QA and IPe, in which both hospitals scored 

two out of a possible six points. The scores of both hospitals in the QA training were below 

standards. However, the government hospital (2 out of 3) met the standard in IPe training 

whilst the mission hospital (1 out of 3) did not meet the standard. So, by the researcher's 

operational definition, QA training was a general deficit whilst the IPe was critical to the 

mission hospital. 

During the second phase of the study, the administrative managers argued that these 

trainings had been organised but could not provide evidence in the form of attendance list, 

minutes or training reports. When all the sixteen clinical managers in the FGD were asked 

whether they had been trained in the last twelve months in these areas, they responded to 

the contrary. When the researcher wanted to know as leaders, if they were to train some 

staff, what they would look for, clinical managers mentioned qualities such as 

qualification, willingness to learn, performance on assignment and appraisals, need and 

ability. These findings concluded the human resource aspect of management systems. 

The other broad area of management systems that was assessed was non-HRM. Non-HRM 

divided into three thematic areas. These included health infrastructure, health amenities 

and health equipment. The hospitals infrastructure (building) was assessed for the presence 
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of disaster readiness inputs such as smoke detectors, emergency exits and no smoking 

signs. 

The amenities included specialised departments such as the laundry and CSSD and their 

activities. Equipment assessed included those for hand washing, decontamination, and 

security. These were assessed for their availability, adequacy and safety as indicated in 

Table 4.3. Maximum score is 30. 

Table 4.3 Quality Non-Human Resource Management 

Category Indicator Government Mission 

Hospital Smoke detectors 1 1 

Building Emergency exits I 1 

'No smoking' sign 1 0 

Laundry Appropriate units 0 1 

PPEs 1 2 

CSSD Appropriate units 0 0 

Adequate equipment and logistics 2 2 

Safety Decontamination instruments 2 2 

equipment Hand hygiene facilities 3 2 

Security equipment 0 1 

Total 11/30 (36.7%) 12/30 (40%) 

Both hospitals, in Table 4.3, scored below standards in all three indicators relating to the 

hospital building, that is smoke detectors, emergency exits and 'no smoking' sign. Though 

the government hospital (33.3%) was slightly ahead of the mission hospital (22.2%), all 

three qualified as general deficits. All the disasters-readiness indicators of the hospital 

buildings were below standards. 

In the second phase, the researcher enquired for the reasons for the low standards of the 

disaster-readiness facilities. According to the clinical managers, the provision of health 
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resources was the prime responsibility of the administrative managers whilst that of the 

clinical managers involved the utilisation of these resources to produce healthcare. They 

defined resources to include funds, staff development, equipment and infrastructure. On 

the other hand, administrative managers associated the non-availability of resources to the 

inadequacy of funds. The clinical officers who called this 'no funds syndrome' argued it 

had always been the sheath of administrative managers when it came to the provision of 

resources, questioning where the funds generated by the hospitals usually go. The clinical 

managers explained that, to the best of their knowledge, delayed payment by NHIS was not 

the same as no-payment. The clinical managers expressed frustrations about the state of 

resources in the hospitals. In the FGDs, clinical managers revealed that, health resources to 

render care were inadequate and management needed to improve. An officer stated: 

'Management has to provide the needed resources to stop us from begging for items, 

provide funds for ward initiatives, train our staff in the relevant areas and motivate the 

staff to deliver the service, then we can be assured of safety (quality)' (Ward In-Charge, 

FGD, Mission Hospital). 

Generally, clinical managers were more personal about the absence of emergency exits 

though they looked more secured. This is because most service areas had at least an 

additional door, though not created purposively for use as emergency exits. The absence of 

emergency exits created fear and panic in terms of threats of disaster, according to the 

clinical managers. In the case of the administrative managers, no opportunities for 

emergency preparedness existed in their offices. In only one instant was there a smoke 

detector in an administrative manager's office, but clinical managers said they were 

worried about the state of emergency preparedness in the following submission: 
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'A number of the sockets occasionally catch fire. On one particular day, while I was on 

duty, we saw smoke coming out from behind a wardrobe. When we pushed the wardrobe 

away, we saw the socket in flames. We had to put the main switch off to contain the fire. In 

another ward, people had to run for their lives because of a similar incident', (Ward In 

Charge, FGD, Government Hospital). 

The next thematic area of the non-human resources was health amenities. Health amenities 

here referred to specialised units and their services in the hospitals assessed. These 

included laundry, and CSSD. In this thematic area, the mission hospital (41.7%) out-scored 

the government hospital (25%) but the physical structures in each case were below 

standards in both hospitals (absent or improvised). In the case of the services rendered, 

both hospitals met the standards in CSSD services (2/3) but the government hospital did 

not meet the standard (1/3) for the presence and use ofPPEs for the laundry. 

The findings here were not different from the infrastructure where the clinical and the 

administrative managers disagreed with one another, and administrative managers blaming 

everything on funds. These were regarded as 'capital intensive' asserts which needed 

funding, may be from outside IGF, to execute. 

PPEs were critical to the government hospital. The officers in the laundry were expected to 

use elbow level gloves, indoor attire, rubber apron and goggles. In the hospital where a 

laundry did not exist, gloves and a rubber apron were seen in an improvised washing area. 

As compared to the mission hospital where more than half of these were found, the 

government hospital did not have up to half of them. Administrative managers explained 

that PPEs were available, but could not prove their availability, whilst the clinical 

managers confirmed that their absence was the true state. When asked why the hospital did 
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not have basic equipment such as personal protective equipment for laundry etc., an 

administrative manager remarked: 

'As a growing hospital, we lack a lot. At least, for the basic ones we have a good number 

that can ensure service delivery, but we need more', (Health Services Administrator, In 

depth Interview, Mission Hospital). 

The third of the thematic areas under the non-human resources assess health equipment. 

These were in the category of decontamination instruments, hand hygiene equipment and 

security equipment. Both hospitals met the minimum standards required for hand hygiene 

and decontamination equipment (at least 2 out of 3) but not security equipment. The scores 

for the thematic area put together equally met the minimum standard (55.6%) for both 

hospitals. So, under this theme, security equipment became the only general deficit. 

Administrative managers argued that most of the equipment were available except 

essential ones like autoclave tapes used to measure the level of sterility of the instruments. 

In fact, even the community members in the FGD saw that the lack of instruments was a 

cause ofthe delay as expressed by one of them as follows: 

'The things they always put in our armpit (thermometers) are usually cleaned with some 

drugs, so we know they are clean but they are not many so we waste a lot of time', 

(Community Member, FGD, Mission Hospital). 

Specifically on the states of amenities, another community member added: 

'The beds that are used for those admitted to the hospital are always neat, sometimes 

neater than those we use at home. But in some wards, sometimes we don't get beds to 

sleep, so we sleep on the floor', (Community Member, FGD, Mission Hospital). 
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A ward in-charge recounted the effect inadequate equipment was having on the 

performance of clinical procedures in the same hospital as in the following complain: 

This problem of in-adequacy of equipment has made the performance of some procedures 

impossible. For instance, we need a pack each to dress every patient's wound, but we can 

only make one at a time, so what do we do? " (Ward In-Charge, Mission Hospital). 

So, the overall effect of non-human resources showed that mission hospital (12/30) was 

slightly ahead of the government (11/30) whilst there were no observed differences in the 

HRM (7/21). In this case, in management systems, the mission hospital (37.3%) had the 

urge over the government hospital (35.5%) but none of the hospitals could meet the 

minimum standard required. 

4.3 Quality of Clinical Practices 

Clinical practice is a study objective with three sub-themes: clinical procedures, clinical 

monitoring practices, and recording or records-keeping. Clinical procedures involved 

observations made on practices or demonstrations (in the absence of a practice), or records 

of practices, of health staff on procedures such as hand hygiene, continuity of care, 

disinfection of medical devices and patient education. Two categories of Hand hygiene 

practices were measured. These included social hand washing and hand disinfection. 

Social hand washing involved the use of water and soap, whereas hand disinfection 

involved the use of hand sanitizers. The results are contained in Table 4.4. 
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Table 4.4 Clinical Procedures 

Category Indicator Government Mission 

Hand hygiene Social hand washing 2 2 

practices Hand disinfection 2 1 

Continuity of care Referral, handing over, changes 2 1 

HLD Boiling 2 0 

Education Patient charter 0 1 

Total 8/15 (53.3%) 5/15 (33.3%) 

As Table 4.4 showed, the government hospitals met the minimum standards in all but one 

of the indicators under the clinical procedures whereas the mission hospital met the 

requirement in only one of them. Social hand washing was well done in both hospitals as 

they both met the minimum requirement (66.7%). However, they both failed to meet the 

minimum standard in patient education on the Charter (0% to 33.3%). The mission hospital 

missed the standard in hand disinfection (33.3%), continuity of care (33.3), and HLD (0%). 

In this theme, the government hospital (53.3%) scored more than the mission hospital 

(33.3%). Therefore, patient education became a general deficit, whilst hand disinfection, 

continuity of care, and HLD were critical deficits to the mission hospital. 

The study subjects were interrogated on why patient education was a general deficit. Since 

patient education directly relates to professional practice, in-depth interviews and FGDs 

were used. In both In-depth interviews and FGDs, it was generally revealed that, for 

professional practices to be safe and good quality, the personnel needed to be adequate 

both in quantity and quality. The quantity of staff referred to the numbers and types of 

staff, whereas the quality refers to skills, knowledge and attitude of the staff. 

Education of the client on the patient charter was generally inadequately practiced. Apart 

from the posters of the Patients' Charter, there was no evidence of the practices in any 
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service area. When the two managers' groups were asked about the state of this practice, 

two contradictory answers were given. The administrative managers argued that it was 

impossible to create a separate platform to educate clients on their rights, so the service 

was integrated into the routine services of health education in all service areas. 

Administrative managers saw their role in enforcing the Charter to be one of monitoring 

staff-client relationship. 

The clinical officers however were emphatic that the service did not exist in their hospitals. 

Their reason for not promoting the service was that, the Patient Charter concerned the 

patient and the nurse had nothing to do with it. They explained that so many people were 

into patients' rights education - and never their responsibilities - and the clinical officers 

would have to concentrate on the other services. A respondent remarked: 

'The patients only know that they have rights, but never think of responsibility. So, 

virtually the nurse is not having any say in the Charter', (RGN ward In-Charge), FGD, 

Government Hospital). 

When clients were asked at FGD whether they knew they had rights as patients, they 

responded in the affirmative. They were then asked to list some of them, and a number of 

the responses were as follow: 

'The hospital is supposed to take complete care of me. They are supposed to take care of 

the critically ill patients first. They are supposed to give me drugs and if I am not fine I will 

come back. They are supposed to show me directions to where I can get help', 

(Community Members, FGD, Mission Hospital). 

'The hospital is supposed to provide healthcare to all patients. The workers are to be 

humble and take care of us. They have to tie mosquito nets at the wards. When I am 
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admitted, they should give me drugs', (Community Members, FGD, Government 

Hospital). 

A remarkable finding was that there were no differences in the responses of community 

members in the two hospitals' communities. There were however differences in the 

responses of members within the same groups. This was age related. The older females 

stated their rights in pleading if not begging tones, whereas the younger one stated theirs in 

demanding if not commanding tones. When the researcher mentioned some of their rights 

as in the Patient Charter, the younger ones agreed with them as rights, but the older ones 

did not comment. 

Hand disinfection, as a clinical procedure, was assessed for both presence of the 

requirements as well as performing the procedure itself. There were antiseptics for hand 

disinfection, and so officers were made to demonstrate the procedure. The quantity most 

officers used was too little for the procedure, though could be blamed on scarcity of 

resources. The officers did not demonstrate the knowhow. In all cases, rubbing the hands 

till they were dried was not done. Also, evenly spreading the lotion to cover vital contact 

areas was limited to only the palms. 

Another clinically practical area that was deficit was continuity of care. Among all the 

procedures assessed, the vital service areas could only produce evidence for referral. 

Referral is a national focal area and could be the reason why, because other equally 

important ones like handing over notes, nursing care plans, medicine changes books and 

others were absent. In the FGD, clinical managers could not explain the reasons for their 

absence. The only important reason given was that staff reshuffling for the New Year had 

just been done and most clinical managers were new to their units. 
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The mission hospital relied on a central sterilising unit in the theatre for the supply of its 

sterile packs. As a result high level disinfection (HLO) was not done at all. There were no 

boilers or autoclaves at essential service areas. In actual fact, there were no departmental 

initiatives to address sterilisation issues because of the central supply system in the theatre. 

According to the clinical managers, even for dressing to be done, they have to send packs 

to theatre for sterilization. 

Clinical monitoring, another thematic area of clinical practices, involved the assessment of 

activities (not necessarily procedures) that needed closer monitoring by hospital (clinical) 

leaders. These included adverse events, privacy for patients, professional standards and 

quality initiatives. Privacy for clients involves the avoidance of undue exposure of clients 

during examination such as attending to one client at a time, the presence and use of 

screens or curtains in service areas when examining clients etc. Quality initiatives include 

unique department-specific practices and innovations that enhance client safety and could 

be shared with other departments for adoption. The maximum expected score is 12. 

Table 4.5 Clinical Monitoring Practices 

Indicator Government Mission 

Privacy for patients 2 2 

Professional standards 2 2 

Adverse events 1 1 

Quality initiatives 0 0 

Total score 5/12 (41.7%) 5/12 (41.7%) 

Adverse events were assessed for wrong side surgery, medication error, an incident desk, 

and register, with a person or committee to take action. Professional standards are 

monitoring tools that managers use to assess the adherence of clinical practices to 
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standards including clinical conferences, morbidity and mortality audits etc. A summary of 

the findings are presented in table 4.5. 

In this thematic area, there were no observed differences between the two hospitals in any 

variable under clinical monitoring, but two each rated high (privacy and professional 

standards at 66.7%) and low (adverse events, 33.3% and quality initiatives, 0%). As a 

result there were no critical deficits but two general deficits in quality initiatives and 

adverse events were recorded. 

In the second phase, health managers were asked about their readiness for adverse events. 

Out of the numbers of steps to take, both hospitals only had improvised forms which did 

not meet the WHO surgical checklist for wrong side surgery. Basic registers (injection, 

dressing, pressure sores, blood transfusion) to be used as a proxy, were also absent. The 

managers' stand here was same as in the case of the incident plans for managers. 

In both hospitals, no department immediately showed initiatives that targeted enhancing 

safety or quality management. The clinical managers mentioned normal ward or service 

area routines as departmental initiatives, but did not mention any specific activity at their 

units that enhance safety, that other departments and units could learn from. They said this 

was hard because they take orders from above. The Children's ward of the mission hospital 

was however still able to initiate as the In-Charge declared: 

'We realised our mothers moved to town to bath their babies because they bath their 

babies with warm water and what is at the hospital is cold. So we use our impress to buy 

fire wood and provided a place for them to boil the water and bath the babies. The practice 

of going to town has since stopped. The babies don't miss medication as a result of the 

mothers' absence', (Ward In-charge, FGD, Mission Hospital). 
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An understanding to this state was sought from administrative managers using the in-depth 

interview. An administrative manager in a government hospital explained as follows: 

'As much as we would want our staff to initiate and innovate, we normally would 

encourage them to go according to laid down 'standards' because if you emphasise so 

much on innovation and initiation, people would do things outside basic standards, for 

instance, treating a patient outside the standard treatment guidelines. We only encourage 

innovation when there is a gap', (DDNS, in-depth interview, Government Hospital). 

Clinical records assessment was the third thematic area of clinical practices. Clinical 

records were assessed for the presence of documents (policies, guidelines etc.) that guide 

service delivery, whereas recording assessment identified clinical activities that needed 

documentation. The findings are presented in table 4.6. The maximum expected score is 

12. 

Table 4.6 Recording and Records-Keeping 

Indicator Government Mission 

IPC guidelines 0 0 

QA strategy 0 0 

Patient Charter 1 2 

Laundry register 0 0 

Total score 1112 (8.3%) 2/12 (16.7%) 

The scores on recording and records-keeping in the two hospitals showed no difference 

between them in availability of guidelines (IPC), manuals (QA) and registers (laundry) 

because these were absent (Table 4.6). For the Patient Charter, the mission hospital (2/3) 

scored slightly higher than the government hospital (1/3). Recording and records-keeping 

was the poorest thematic area. The mission hospital (22.2%) was better than the 

government hospital (11.1 %). There were three general deficits, that is, IPC policy, QA 
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guideline, and laundry register. There was also a critical deficit of patient charter in the 

government hospital. 

In the government hospital the strategic document on the 'Patient Charter' was absent. The 

hospital only had a photocopied poster of the Patient Charter pasted at only the OPO, not 

visible to everyone (in fact we had to look for it specifically). The font was not large 

enough (like the original version). At the other service areas, no such documents could be 

found. The administrative managers explained that: 

'The policy document is supposed to be given to nurses, not patients. If you look at the 

policy document, it is virtually the same as it is pasted on the wall. There is nothing more 

than what is printed. We just lifted it', (QA Coordinator, KII, Government Hospital). 

After confirming the finding that the policy document did not exist, the researcher asked 

the clinical managers whether they were given copies of the Patient Charter to enable them 

educate their clients. It was realised that none of the eight clinical officers had any copy. 

Majority actually confirmed they had never seen the strategic document itself apart from 

the poster on the wall. 

The strategic documents such as IPC and QA policies and guidelines were missing in both 

hospitals' service areas. In the first phase, these documents were not found, but in the 

second phase some administrative managers produced photocopied documents. A cross 

check was made with relevant service areas during the FGOs with clinical managers and 

practitioners who still confirmed their absence. 

The recording of laundry services did not exist in both hospitals. In the mission hospital, 

though a room was used as laundry, the extent to which they were working could not be 

measured. An administrative manager hinted in an in-depth interview, that some of their 
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sheets were getting missing for no reason. In the government hospital, the officer 

(manager) confirmed that they only turned some of their orderlies into the laundry 

personnel and did not give them such training as recording. 

Overall, clinical care as an objective rated low for both hospitals but generally favoured 

the government hospital (33.9% to 30.8%). 

4.4 Patient Safety 

Patient safety sought to assess primary hospitals for activities that influence risks to clients, 

that is, the level of, or potential for harm. It had three sub-themes: clinical safety, 

environmental safety and waste management. 

In assessing clinical safety, the intangible harm to clients that is, contacts with surfaces and 

inanimate objects were observed. Thus, cleaning and quality controls were assessed. 

Quality control systems stresses on sterilising medical devices, especially the use of 

autoclaves tapes to check the level of sterility of medical equipment and labelling them 

with dates and content of packs. The environment was assessed for physical harm from 

falls, sharps etc. whereas waste management was assessed for possibilities for contacts 

with infections and injuries. The findings are outlined in table 4.7. The maximum expected 

score is 24. 
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Table 4.7 Patient Safety 

Category Indicator Government Mission 

Clinical Safety Cleaning schedules 2 2 

Quality controls 0 2 

Environmental Safety signs 0 0 

safety Sharps handling 2 3 

Waste segregation 2 2 

Waste Non-sharp handling 2 2 

Management General waste handling 2 2 

Final disposal 3 2 

Total score 13/24 (54.2%) 15/24 (62.5%) 

There were differences in inter-hospital scores in all three thematic areas of patient safety 

(as in the Table 4.7) in a mixed fashion. The differences largely favoured the mission 

hospital (62.5% to 54.2%). The mission hospital had the advantage in clinical safety 

(66.7% to 33.3%) and environmental safety (55.6 to 44.4%) but not in waste management 

(66.7% to 77.8%). All thematic areas met the minimum standards as they all scored above 

the 50% minimum. Two indicators - environmental safety signs and quality control- were 

rated differently. The environmental safety signs were lacking (deficit) in both hospitals, 

whilst quality control system was lacking (critical deficit) in the government hospital. 

Clinical managers in the FGD looked at the environment in a broader sense of the flow of 

work in the service areas (crowds), the lighting system, the ground, water supply, and 

security. They then argued that environmental safety signs should not be limited to just 

slippery areas. A number of reasons were cited. For instance, the flow of work would 

prevent unnecessary movements that could result in falls. A good lighting system would 

enhance the work-side efficiency and ease of movement, and the nature of the grounds 

would influence the movement of patients between service areas. During the observational 

study, none of the facilities had any systems in place for preventing patient falls from 
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slippery or wet floors. In the FGD (In-charges group), the government hospital was found 

to have other environment-related problems: control of crowds, grounds not levelled for 

client movement across service areas, and open defecation on the hospital premises. In the 

mission hospital, the absence of smoke detectors, poor lighting system and sharps disposal 

system were safety issues. With all these, there were no safety signs for clients' precaution. 

When administrative managers were asked to respond to the absence of environmental 

safety signs the response was: 

'We have not got there yet', (Health Services Administrator, In-depth Interview, Mission 

Hospital). 

4.5 Safety of Client-Centred Health Services 

Client-centred services measured client satisfaction both at the facility and in their 

communities. Facility-based services centred on how clients readily got information on 

services available, how hospital communicated its rules and regulations to its clients, and 

systems in place to handle clients' complaints. At the community level, the monitoring of 

clients' satisfactions, and provider-community interactions were assessed. Indicators of 

provider-community interactions included holding open days, community durbars, and 

radio programmes. The findings are as in the Table 4.8 with a maximum expected score of 

15. 
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Table 4.8 Client Focus Services 

Category Indicator Government Mission 

Facility-based Range of services 2 1 

services Hospital rules and regulations 0 0 

Client complaint 1 1 

Community-Based Client satisfaction 2 0 

services Provider-community interaction 0 1 

Total score 5/15 (33.3%) 3115 (20%) 

The facility-based services as a thematic area had three indicators. All the indicators were 

deficient in one hospital or the other. Two of these indicators were general deficiencies (in 

both hospitals), that is, dissemination of hospital rules and regulations, and clients 

complaint system, whilst the third was a critical deficit of the mission hospital, that is, 

information on range of services. The government hospital (33.3%) rated slightly higher 

than the mission hospital (22.2%) in this theme. 

In phase two, a further probe was made into these deficits. In probing range of services 

which was critical to the mission hospital, it was observed that the facility and its 

departmental working hours, visiting hours, and charges for services rendered, which were 

supposed to be displayed for the consumption of the clients, were not. During the study, 

most officers did not know, and did not have any reference document on the charges of any 

of the services they were providing because billing was centrally done. They did not 

display their services available at the department level including working and visiting 

times because this was done at the main gate. Compared with the government hospital 

these were available in almost every service area for client education and referencing. The 

administrative managers said it was 'an oversight' whilst the clinical managers were not 

even aware it was to be done that way. 
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The provision of information on hospital's rules and regulations was absent in both 

hospitals. In the FGDs with community members, the researcher wanted to know whether 

community members knew the rules and regulations governing hospitals in their 

communities as hospitals have the mandate to make clients (internal and external) know 

their rules and regulations. In both hospitals, the rules mentioned were mostly related to 

OPD services. In the government hospital, the rules mentioned were related to their 

treatment areas whereas in the mission hospital, rules were more related to payment. A few 

are listed here: 

'You are to keep your small card (OPD) well and bring it anytime you are sick. You are to 

cooperate with the service providers. You are to provide information about yourself to 

them and when you are admitted, you are not to roam', (Community Members, FGD, 

Government hospital). 

'We are not allowed to take our folders outside the hospital because some people will run 

away with the folders when they don't have money to pay for their drugs. When we come 

here and we are to urinate or defecate, we will have to pay', (Community Members, FGD, 

Mission Hospital). 

In both hospitals' communities, the members confirmed they got the rules of their hospitals 

from the staffs who usually attend to them. Clinical officers said their managers did not 

give them specific hospitals rules governing them and their patients. Some administrative 

managers could not readily come out with their hospitals specific rules and regulations. In 

the case of the government hospital, the managers concluded that as a facility of larger 

'Service' they do not make different rules and regulations, given that, these had been 

handed down to them by the 'Service' in the form of the code of conduct, the Patient 

Charter and so on. For the mission hospital, managers generally were emphatic on the fact 
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that they do not allow abortions to be done in their facility, but could not provide a formal 

communication that was made to staff to adhere to. A manager said: 

'Because we have continuously emphasised these laws to staff at meetings and gatherings 

we have come to believe that all our staff know these laws. That is why we are reluctant to 

put them on paper', (DDNS, In-depth Interview, Mission Hospital). 

The discussion also covered clients' responsibility to the facility. With a bit of hesitation, 

initially, during the FGD the clients mentioned few of them as: 

'1 am to respect the other patients who come to the hospital, not to talk about their sickness 

to others', (Community Member, FGD, Government Hospital). 

'When I come here, I am to obey all rules and regulations of the hospital, what they say I 

should do including queuing for the service' (Community Member, FGD, Government 

Hospital). 

The next issue that was investigated was that of the clients' complaints. This was the most 

actively participated part for community members in the FGDs. Opening the discussion, 

the researcher asked for issues that would make community members complain or 

dissatisfied or expectations not met, about healthcare. Here, respondents went deep into 

issues citing specific ones in each case. The salient points included: delays (long waiting 

time), jumping queues (protocol treatment), staff attitudes (insults, puffing, criticism, 

abuse, style of communication, no attention, etc.), out-of-pocket payment etc. A few 

illustrations are listed: 

'Sometimes you give your complains and the nurse tells you, you are lying, I get angry. 1 

can remember when 1 had a miscarriage, it suddenly came, and I was rushed to the 

hospital. When 1 told the nurse it started suddenly, she told me I was lying, maybe because 
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I was having children I did not want this one. Meanwhile I struggled before I had that 

pregnancy', (Community Member, FGD, Mission Hospital). 

'One day a woman was at the hospital taking care of a patient. For the whole night, the 

woman did not sleep till early morning. When the nurse came and saw her asleep, she used 

a needle to tickle her ear and when the woman got up, the needle pierced her ear and it 

was bleeding. When we wanted to report to the boss, one of the nurses said if we report, 

they will sack her, so we stopped', (Community Member, FGD, Government Hospital). 

A remarkable finding about the issue of complains was that, the respondents from the 

government hospital community were more vocal and cited specific examples and were 

ready to even mention names than was done in the mission hospital. The clinical officers in 

both hospitals generally agreed with the reasons cited by their clients in their communities, 

but added that most also complained because of their ignorance and misconceptions. 

The researcher next wanted to know how complaints were handled. Most clients in the 

FGD immediately would want to report any abuse by staff, but were always afraid of one 

thing - the person losing his/her job. Others thought that by reporting the person they 

would be denied quality healthcare. So what do they do? Patient - contain the hurt or react 

(insult back, pick a quarrel, beg for forgiveness). Clinical practitioners in their responses, 

especially from the government hospital cited instances of assaults from patients' relatives 

on nurses which posed security threat at night. There were generally no structures in place 

at service-areas to handle clients' complaints apart from suggestion boxes for both literate 

and illiterate clients. The boxes were sited in crowded area, and looked dusty, mostly 

confined to OPD, except the mission hospital. Administrative managers explained that 

frequent meetings were held with staff to enlighten them on these issues, and so did see the 
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need to put in place committees for the complaints clients give, since there were other 

committees that met regularly. Specifically, it was said: 

'We have put clients' complaints issues under the clinical committee so that when issues 

come up, on weekly basis we can compile and give feedback', (Health Services 

Administrator, in-depth interview, Government Hospital). 

The clinical managers suggested that, the next time they would hear a complaint from a 

client, they would: record the complaint, investigate it, report it where necessary, and/or 

take an action in the form of counselling the people involved, reassuring the offended, 

training or holding meetings with the staff group. 

The second theme of client-centred services was community-based services. The scores 

were not different from the facility-based ones. The government hospital (33.3%) still had 

the advantage over the mission hospital (16.7%). The thematic area had two indicators, that 

is, monitoring clients' satisfactions and provider-community interactions. Each of the 

indicators was deficit in at least a hospital. The provider-community interaction was absent 

in both hospitals whereas the client satisfaction was absent only in the mission hospital. 

Client satisfaction and provider-community interactions were therefore investigated further 

in the second phase. In the past twelve months, no satisfaction survey was conducted in the 

mission hospital's communities. The administrative managers confirmed that the last time 

it was done was in 2013. During the FGD with community members in the hospital's 

catchment area, clients expected a clean environment, adequate instruments (they 

commended the hospital for no more using one needle to inject them), and well-motivated 

staff to treat them with humility. At the service areas, clients were satisfied as long as 

queues were formed and followed, drugs were in stock for them (and they don't have to 

pay for them), as well as adequate supply of water. A community member lamented: 
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'I was admitted there (hospital) for one week. I did not get water to bath. If you have to 

drink or bath water, you have to buy', (Community Member, FGD, Mission Hospital). 

To the clinical practitioners, when a client does not grumble, praises the worker, shows a 

kind outlook, and expresses him/herself freely, it meant the client was satisfied. 

The question of whether providers created a platform for a one-on-one interaction with 

their community members was inadequately done in both hospitals. Of all the indicators - 

open day, community durbars, and radio programme - it was the mission hospital that 

confirmed that some engagement was done through the local radio station. This was done 

by the staff of Public Health Unit (who was not available), so it was not clear as whether 

the engagement included clinical issues, and whether the staff had the experience to make 

community members understand how certain things were done. There were also no records 

of work done in minutes or report to help assess that. At the FGD with community 

members, none of the groups confirmed any engagement with the hospitals in their 

communities. They rather valued such activities that were done at religious worship sites. 

The overall effect of client-centred care showed that the government hospital (33.3%) did 

better than the mission hospital (20%). The objective also represented the lowest rating for 

both hospitals compared with the other objectives. 
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Table 4.9 Summary of Findings 

Objectives Government Mission 

Management systems 35.3% 37.3% 

Clinical practices 35.9% 30.8% 

Patient safety 54.2% 62.3% 

Client-centred care 33.3% 20.0% 

Total 38.8% 38.0% 

So, what is the state of health care safety and quality management? A summary of the phase 

one results is presented in Table 4.9. In all, each hospital was supposed to score a 

maximum of three points from the 43 indicators to give an overall score of 129 points (or 

100%) rating. However, the government hospital scored 50 out of the possible 129 points 

(or 38.8%). The mission hospital also scored 49 out of the 129 points (or 38%). 

In Table 4.9, only one objective, (patient safety) met the minimum standard of the 50% 

pass mark. Both hospitals showed variations in services ratings, but the inter-hospital 

scores were quite close, with each hospital having the advantage in two out of the four 

objectives. 
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DISCUSSION 

CHAPTER FIVE 

5.0 Introduction 

The discussion of study findings is a synthesis of the empirical study and the literature 

reviewed. Done by triangulation, a comparison is made of the findings in the literature, 

quantitative (phase 1) and qualitative (phase 2) studies. Discussions are also done relative 

to techniques, that is, the findings in the in-depth interviews, FGDs, and record reviews. 

The study covered safety and quality management in primary hospitals, that is, all areas of 

healthcare where the 'hospital' and client interact. The hospital here refers to the 

environment, its equipment or devices, staff and management. 

5.1. Quality of Management Systems 

Two areas about management systems were studied: HRM and non-HRM. These were 

focused because they collectively formed the health inputs needed to render healthcare 

(Atinga, 2013; Donabeiden in Raleigh & Foot, 2010). At the quantitative study, human 

resources rated average 33.3%, whereas the non-human resources rated an average of 

38.4%. When put together, a score of about 36.3% was achieved, thus failing to make the 

minimum of 50% considered as optimum requirement of safety and quality management 

standard in primary hospitals as required by the NHIA credentialing tool (NH1A, 2009a). 

HRM involves managing people and what they do. In healthcare, management manifests in 

health leadership which has a direct influence on quality and safety. The assignment or 

appointments of staff, planning, and training are indicators of leadership efficiency. This is 

because effective leaders are able to delegate, organise people into teams and plan and 

implement actions with them. A leader who is committed to safety is committed to team 
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goals and is proactive in planning and monitoring for desired outcomes as Groene, et al., 

(2014) explained. The low ratings in the HRM indicators can directly be attributed to 

leadership failure, because their act of omissions caused them. The low ratings in HRM 

were both intra and inter-hospitals because no hospital could score all indicators and none 

had a better score that met optimum ratings. If key people like the QA and IPC 

coordinators were appointed (maybe formally) and assigned to relevant teams, human 

resource actions (planning and training) would have been evident and the loss of valuable 

points would have been prevented. 

The state of affairs in primary hospital violates the QA policy because the appointment of 

key persons to vital roles is a key requirement for implementing the QA policy in Ghana 

(GHS/MOH, 2002). The interdisciplinary teams in the QA and IPC work in close 

collaboration towards the achievement of their respective goals. Appointments are meant 

to serve as formal contracts that are binding facility management to the appointed members 

of staff for effective and efficient performance. In the case of the IPC, apart from 

appointing a coordinator, a hospital needs to appoint an IPC nurse on full time basis for 

every 250 beds (MOH, 2009). From the study, it appeared managers did not exploit 

teamwork to its fullest, as hospitals lost points in all indicators involving constituting teams 

to execute projects or implement programmes. Even where teams existed, the work was 

piled on 'just some people' such that their absence brought work to a halt. This is against 

the QA team formation principle that, tasks should not be assigned to one or few people 

only (GHSIMOH, 2002). This was evidenced when the annual leave of some members of 

staff meant services had to be closed down. 

Apart from that, managers had preferences if they would want to appoint and delegate. 

This means hidden talents would lie unutilised because they are not the manager's 
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favourite or desired talents. In this case, it can't be said that the whole is not better than the 

sum of its parts in primary hospitals, as only the favourite are part of the 'parts' if not the 

whole. This, in simple terms, means primary hospitals are not likely to be working as 

systems because teamwork is lacking. When Manser (2008) studied effective hospitals, it 

was found that team work played a vital role in preventing adverse events and incidents 

and that promoted quality of care. 

The story was not different in the cases of planning and training. As general deficits in 

management, hospitals did not have QA action plans, or held trainings for their staff on 

QA and safety. The QA plan is the only guarantee that a facility is implementing QA 

policy which seeks to protect the patient from harm. The incident plan, like the QA plan, 

seeks to prevent harm from injury-related events such as falls, injections related-injuries, 

pressure sores, transfusion reaction, etc. This is what the ACSQHC (2011) refers to as 

building a safety culture for the prevention, effective and appropriate management of harm. 

This, too, was completely absent. Primary hospitals did not build systems to detect risks 

and address as they were observed (from the clinical managers) to be engaged in the 'fire 

fighting' kind of management. The absence of safety systems meant that patients had 

suffered from avoidable harm. An old adage says 'he who fails to plan, plans to fail.' In 

this case, the leadership of primary hospitals could be heading toward failures with the 

crisis management approach. The aim of administrative managers' monitoring and 

supervision was to handle problems when they occurred through 'emergency buying.' This 

means systems were not in place to prevent problems from occurring as in risk 

management. An efficient leader is one who is proactive and planning is a cardinal sign of 

proactive leadership. This was lacking in the primary hospitals' leadership in the domain of 

QA and IPc. As long as there is an association between the institution of safety culture and 
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patient harm in hospitals, where Sexton et ai, quoted in Colla, et al., (2005) associated 

positive safety culture to shorter length of stay, fewer medication errors, and lower 

infections, then it means there are multiple harms caused to patients since the relevant 

hospital statistics are already pointing to that direction. 

It was revealed in the study that only 33.3% of hospitals' members of staff were trained in 

relevant areas required, and can be extrapolated to mean that only this percentage of 

facilities are likely to train their staff. With the obvious shortage of some calibre of staff, 

one would wish that managers took staff training in essential areas like QA and IPC more 

serious than identified. The two guiding policies of this study - Healthcare Quality 

Assurance and Guidelines for IPC - have both stressed the need to continuously plan and 

train staff of at least once every two years to update their knowledge and practices. This 

finding in the primary hospitals confirmed Ajlouri's (2006) study in the Jordan that 

hospitals do not organise in-service training for their personnel. 

The hospitals scored an average of 38.3% in the management of non-human resources, 

which is slightly higher than the human resource rating of about 33.3%. The resources 

were in category of health infrastructure, amenities, and equipment. This, in simple terms 

means that less than 40% of health infrastructure, amenities, and equipment are available, 

adequate and safe for use towards UHC. The hospital building did not have adequate 

facilities (27.8%) such as smoke detectors, emergency exits, no smoking signs etc. The 

hospitals, especially the government hospital, did not have enough evidence of providing 

24-hour security. In the said hospital, there was no fence wall for human traffic control, 

with only three security officers. This means the hospital cannot control the kind of people 

who go into its environment. The hospital's clinical staff reported incidences of threats on 

their lives by patients and relatives. This indicates that such hospitals are not safe for use 
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by patients as the wrong person could be attached. It equally explained why clinical 

practitioners said they were always in a state of panic at the least provocation. In all these, 

managers felt little could be done in these directions, because of lack of funds. One of the 

roles of management is motivating the staff. Providing 24-hour security could be the 

biggest motivator. It can even be said that the government hospital had no security because 

no officer was found on duty on the day of the study. This is because health authorities' 

(WHO, 2008; RAND Corporation, 2010) advice that, the staff availability should be 

assessed by the proportion of health workers present on the days of assessment. That apart, 

the provision of security to clients is a key requirement of the Patient Charter in Ghana 

(GHS, 2002) and needs to be upheld. Overall, primary hospitals' physical infrastructure 

were not disaster prepared and as well as security assured. 

The state of amenities as in the availability of departments - CSSD and Laundry - that 

ensure microbial safety in hospitals were absent. Their availability together with their 

equipment was rated at an average of 33.3%. The equipment in the laundry were 

inadequate in the government hospital. This is far lower than the GHS (2007) finding that, 

the availability of PPEs in its facilities was 54%. Another equipment state was that of 

security. Only one out of six security equipment was present. When compared with the 

MOH (2006) assessment of the availability of medical equipment in health facility of25% 

in wards and 60% in OPD, then the availabilities of medical devices and amenities post a 

safety threat in primary hospitals. The findings were also not consistent with the MOH 

(2012) assessment that, health infrastructure was inadequate only in private facilities. In 

actual fact, the mission hospital generally did better (37.3% to 35.3%) than the government 

hospital in the measurement of nonhuman resources in which health infrastructure was a 

key measure. In this case, it would be prudent to rather affirm findings of Alhassan, et al., 
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(2013) that, private hospitals were better positioned to provide adequate infrastructure than 

the public facilities as this study demonstrated. 

In the qualitative study, managers generally agreed that non-human resources were a 

challenge and did not look ready to solving the problems because they largely blamed 

NHIS for the state of being. However, one would wonder how true that can be when 

simple planning was also not done. Secondly, managers did not even see the provision of 

health resources as their core responsibility, rather than monitoring and evaluation. At this 

point one will also want to question the value of the monitoring and evaluation since it did 

not lead to planning and prevention of future occurrences. 

Management systems, which concern the provision of health resources - the machinery 

required to produce healthcare, can be said to negatively influence safety and quality 

management since the process and outcome of care would be built on this. The negative 

influence could be linked to the poor or no planning, inadequate training, poor teamwork, 

absence of disaster readiness facilities and inadequate infrastructure, security and its 

equipment. 

5.2. Quality of Clinical Practices 

The general practices in clinical setting was poor (33.3%) and was so because all clinical 

practices, that is, procedures, monitoring, and recording and records-keeping, were poor. 

There were wide variations between the government and the mission hospitals. The 

government hospital was better in the performance of clinical procedures (53.3% to 

33.3%), with no difference in clinical monitoring (41.7% each), whereas the mission 

hospital was better in records-keeping (16.7 to 8.9%). It can be argued that the government 

hospital was better in clinical practices because it scored better in team work since team 

work increases worker morale. This is also because there were no differences in training 

119 

www.udsspace.uds.edu.gh  

 

 

 



which could also influence practices. Generally, the problem areas in clinical practices 

were clinical monitoring and records-keeping where no hospital made a pass-mark. In the 

case of clinical monitoring, the deficits were the lack of quality initiatives and the 

monitoring of adverse events. In the records-keeping, all documents, except the patient 

charter were absent in service areas. 

The issue of initiatives, which was poor, was grossly misunderstood by managers. It 

looked as if initiating (or even innovating) meant doing something outside the scope of 

work by staff, and so administrative managers would insist that their staff go by the 'status 

quo.' The effect was that staff would rather wait for instructions than do anything so as to 

avoid blames. As a result, service delivery was observed to be stagnant and centrally 

controlled (especially in the mission hospital). The culture of self-initiative has not been 

communicated to the staff, so they basically identified the service area routines as 

initiatives, and most could not be linked to safety and quality of care. For instance, the 

provision of warm water to mothers is not outside the scope of practice of the hospital, 

because water is an essential amenity that has to be provided to all clients and boiling it, is 

a value addition and qualifies as an initiative. Unless the culture of unit-based initiatives is 

communicated to staff, the hospitals will remain death traps as Adindu (2011) foresaw. 

Apart from that, primary hospitals would benefit more when their units take initiatives, as 

studies show that in hospitals where departments initiate, less than 1 % of them failed to get 

accreditation, because issues are identified for management to act on (Tomson & Berwich, 

2006). This state of healthcare also conforms to Tracy's (2002) review of management 

studies in which the differences between low and high performing managers was in their 

quality and safety of initiatives. Whilst low performers performed their daily routines as 

initiatives, high performing managers defined initiative as doing something well above and 
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beyond the call of duty, that is taking risk, trying new things, moving out of the comfort 

zones, working longer hours, and volunteering for task. This meant that high performers 

got their jobs done in newer ways, faster than normal, easier, better and more convenient. 

As it stands, it means primary hospitals might be training their staff to be low performing 

managers. These hospitals need to improve their quality of initiatives beyond routine 

duties, and can best be done if leadership is decentralised to the basic levels for a bottom 

up management approach, instead of the centralised leadership currently practiced. It can 

even be said that the Ghana Health Service may not be living its core value of 'innovation' 

since initiative (a step lower than innovation) is poorly practiced. 

Recording and records-keeping registered the poorest score for a thematic area in the 

study, and can be assumed to influence overall poor ratings of the study. The provision of 

evidence for practice was a key factor that led to loss of rating points in both hospitals. 

Recording as in documentation, was what actually affected the mission hospital in its poor 

rating in clinical practices, staff training and the client satisfaction. Records-keeping, the 

availability of recorded or strategic documents was satisfied in less than 20% of all 

situations. In the first phase of the study, lack of evidence for work done was the main 

negative influence of rating since some members of staff confirmed that those services 

existed. When managers were given the opportunity to vet the findings especially the poor 

ratings, most of the supporting documents they brought forward were photocopied ones 

that were previously not there. It was difficult to tell whether they were just 'gaming' to 

score cheap points or the document existed genuinely but were not distributed to the 

service areas. Raleigh & Foot (2010) observed 'gaming' in facilities that requested for 

accreditation but did not meet the criteria. Recording and records-keeping are the only 

evidence that work was done, and done according to standards and therefore the only 

safeguard against law suit, which are reported to be on the rise in Ghana (GHS, 2007). For 
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instance, if a hospital does not have the Quality Assurance Manual, on what grounds can 

that hospital say it had trained its staff in QA, especially if the training reports are not 

written? This finding on records-keeping is thus consistent with Ajlouni (2006) study in 

which only three out of eleven hospitals had essential documents in place. This means 

recording and records-keeping has always been taken for granted. The implications are 

numerous and largely disastrous. First, if any client should sue a primary hospital, such a 

client is likely to win because the hospital will not be able to produce evidence to the 

contrary. Management may not have credible data to make informed decisions with and so, 

patient lives will always be at risk. The GHS (2011) reported that poor documentation is 

the leading challenge of health facilities in health sector is a true state in this study. 

The only evidence of educating patients on the Patient Charter in primary hospitals was the 

posters of photocopied Charter. This means about one out of ten clients may get access to 

information on the Patient Charter. Given the demographics, it will not be wrong to 

presume that primary hospitals are patronised by more illiterates than literates since the 

literates form less than 40% of the region's population (GSS, 2008). The next question is 

how many of the literate patients have the time to read notices on the boards? This could 

be reason why the community members seem not to know their rights and responsibilities. 

After correctly diagnosing the problems of the few patients 'who felt they knew their 

rights,' without the accompanying responsibilities, clinical practitioners thought there was 

nothing they could do about it because the Charter was about the 'patient' and not the 

worker. 

This was surprising, as it did not suggest to the officers that such patients could have been 

misinformed by the wrong people. If the clients were informed of the fact that every right 

had a corresponding responsibility, they would not go to the hospital with 'rights' ideas. 
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Secondly the Patient Charter has addressed issues concerning healthcare for both worker 

and client, so one wonders why it is labelled as the Patient Charter, and why is 

communicating such information relegated to the background? In the patient's rights are 

the health-workers' responsibility and the vice versa. Thus, neither the client nor the 

healthcare provider wholly owns the charter as they need each other to uphold it. Maybe a 

change of name (to 'Health Services Charter') may be necessary to effect adherence by 

both parties. Until this is done, the benefits (reduced length of stay, improved adherence to 

treatment, decrease health facility infections, improved functional status) that comes with 

respecting the rights of the patient may never be achieved (ACSQHC, 2011). As patients 

expect health workers to treat them with humility it has to be communicated to the 

community of clients, that the best way to receive humility is to first give it by stopping the 

attacks on the workers. 

Adverse events are health hazards (like natural disasters) which health facilities need to be 

ready for at any time. Some of these include medication errors, blood transfusion reactions, 

wrong-side surgery, and other clinically oriented hazards that can complicate patient's 

conditions if the appropriate actions are not taken. In the case of the primary hospitals 

surveyed, only a checklist for wrong-side surgery was found. The rest were not put in 

place though clinical managers knew of their importance. They complained they did not 

just know where to document incidents any time they occurred (may be because the 

managers did not tell them where and how to document). The other difficulty was that, as 

clinically oriented events incidents usually involved a colleague staff, so documentation 

would be a form of reporting such a staff. The other reason was that, there were so many 

things to document already, and the addition of more registers would rather make the 

problem worse. Though the researcher generally agreed with these assertions, they have to 
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be looked at as two sides of the same coin. First, what if an incident becomes legal and the 

hospital is asked to provide prove. Second, what if some members of staff naturally have 

knowledge deficit and need either on the job or in-service training? What if the problem is 

with the medicinal product instead of the staff? The absence of measures to check these 

errors made primary hospitals hazardous as medical errors are inevitable. In a review of 

medical studies, Harant, et al., (2000) discovered serious medication errors in the care of 

about 7 out of every 100 patients. The Harvard Medical Practice found injuries from care 

itself to occur in about 4 % of hospital admissions, over half of which were preventable 

and nearly 14% of which led to death. The study concluded that over 100,000 Americans 

die each year as a result of preventable errors in their hospital care. If these were the 

findings in countries with advanced medical practice, what can one say in the case of the 

primary hospitals in the Upper West Region? 

The case of High Level Disinfection was a matter of practice, that is, a complete absence 

of it in the hospital. The managers explained that they had a well-functioning autoclave at 

the theatre that takes care of sterility related problems and that the system had moved away 

from boiling, but the problem was more than that. The clinical managers complained that 

they were unable to perform some procedures according to standards because of the 

centralised sterilisation system. This exposed patients in the hospital to threats of infections 

from contamination. These were evident in the safety statistics (admission, OPD 

attendance, length of stay, and bed complements rates) which were higher than average 

and suggestive of threats to safety. If the hospital is then not performing procedures 

according to standards, the risk to clients would double. According to the GHS (2009) all 

facilities must have HLD to use as backup when the centralised sterilizing equipment 

breakdown, or when the hospital runs out of electricity. As at the time of the study, there 
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were no provisions for the other methods of disinfections - steaming and chemical - for 

the unlikely event of a break-down. In this study, the availability of HLD was completely 

absent in the mission hospital. This is a deviation from the available statistic in this area of 

care, that in Ghana, 67% of facilities have functioning equipment for High-Level 

Disinfection or sterilisation, and 51 % have both the equipment and staff who knew the 

correct processing time (GHS, 2007). 

5.3 Patient Safety 

Patient safety comprised activities that involve reducing direct harm to the patient. As the 

only area with the highest rating for each hospital, the ratings generally favoured the 

mission hospital (62.5% to 54.2%). There was a general deficiency in environmental safety 

in the area of the availability of safety signs and a critical issue of quality controls in the 

CSSD in the government hospital. 

Environmental safety is about preventing the patient from direct physical injuries. Direct 

injuries can result from falls from uncontrolled patient flow, slippery floors, and 'raised' 

grounds especially for the elderly. The environmental readiness for safety is evidenced 

when a facility puts in place warning signs against slippery and wet floor, steps and 

sidewalks (NHIA, 2009). These were not seen in any facility and a manager saw these to 

be for advance countries with the remark that 'we have not reached there yet.' As an 

extension of incident planning, it is not so surprising that primary hospitals had general 

deficits, because one cannot implement what was not planned though these are life-saving 

initiatives that should not be missing from a health facility of the status of a primary 

hospital. 

Quality control was adopted in this thematic area because of its influence on infection 

prevention in clinical areas. It was found out in the government hospital that, there was no 
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planned maintenance for the safety equipment though their importance cannot be over 

emphasised. Taking insights from the mission hospital, which depended on the autoclave 

for sterile packs for the whole hospital, it stands to reason that these machines are over 

used and not being maintained. What if the machine breaks down, in which case the source 

of producing sterile packs would be out of reach especially? This is critical because both 

hospitals did not have autoclave tapes to measure the level of sterility of instruments and 

packs. The culture of planned maintenance could be the solution to potential danger to 

safety. 

5.4. Safety of Client-centred Services 

The satisfaction of the client is important both at the facility and thereafter. Client-centred 

services looked at how services were organised in these directions. The outlook was the 

poorest (26.7%) with a slight difference between government (33.3%) and mission (20%) 

hospitals. It was rather surprising to note that the government hospital scored higher when 

their community members were rather bitter about alleged dissatisfactions during their 

discussions. Generally, little was done at clients' communities (25%) as compared to the 

facilities (33.3%) in terms of satisfying them. As such, all indicators in both thematic areas 

under this objective had deficits either as general or critical ones. Dissemination of 

hospitals' rules and regulations, client complaints systems, and community-provider 

interactions, were general deficits whereas clients' satisfactions and availability ofrange of 

services were critical to the mission hospital. 

Client centeredness of care run through the system of health care but basically concerned 

the outcome of care. As the centre of attraction of healthcare, the client needs to know 

everything concerning his/her healthcare, including hospital's rules and regulations. The 

provision of rules and responsibilities of hospitals is a legal requirement of the Patient 
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Charter (GHS, 2002), as abiding by all of them are the responsibilities of the patient. 

Managers had a hard time explaining their states, not only because the service was absent, 

but also because they did not know what exactly to communicate to their clients as rules 

and regulations. This is because rules and regulations are handed down to hospitals by the 

MOH in the form of numerous policies (patient charter, code of conduct, professional 

standards etc.) which are available everywhere. This, the researcher agreed with, except 

that primary hospitals did not make the attempt to formulate easily communicable 

guidelines that locally address the specific messages of the MOH, since the latter's policies 

are usually broad guidelines that do not take care of local needs. This is similar to the 

findings in Helman's quoted in Azongo (2014), that there is always a communication gap 

between service providers and their patients, because of differences in perspective. The gap 

in communication of managers and clients in this study was one of non-communication, 

because managers thought clients knew the rules already. 

Another perspective to this deficit in communication was that clinical managers managed 

to find rules and regulations, and communicated them to their patients during service 

delivery which clients expressed during the FGDs. For instance, clients were told to be 

ready to buy everything they would use while on admission even including water for 

drinking and bathing. As a result, a patient had to stay a whole week without bathing. This 

is a classic case of miscommunication. The question to answer is who really controls the 

messages given to clients? Was it a hospital policy or individual initiative? Whereas 

managers from the mission hospital saw the failure as an 'over-sight,' and mentioned the 

particular case of the prohibition of abortions as a hospital policy, the government side did 

not see it that way. When there is a gap in communication, everyone finds a way to fill it. 
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A client complaints system is an avenue to receive expression of alleged abuse of rights of 

patients and to help put a system in place to address them. Apart from the suggestion 

boxes, nothing was in place to handle complaints. Operating a suggestion box would mean 

at most one third of the complaints would be heard if patients were to patronise it to the 

fullest. The result of not monitoring clients' complaints might have led to the mismatch in 

opinions between clinical practitioners' perception of patients' expectations and the 

community members' actual expectations. One of the reasons why clients complain is 

when their expectations are not met (GHS/MOH, 2002). There was an agreement on what 

would make a client complain - delays (long waiting time), jumping queues (protocol 

treatment), staff attitudes (insults, puffing, criticism, abuse, style of communication, no 

attention), out-of-pocket payment, which are consistent with what several studies (GHS, 

2007; Turkson, 2009; RAND Corporation, 2010; Hasin, et aI., 2011; Bowling, et al., 2012) 

had identified. However, there was still this danger of clinical practitioners thinking that 

most of the complaints could actually be due to ignorance and misconceptions which 

increased the probability that clinical practitioners would ignore such complaints when 

there could be real abuse of rights. 

Some administrative managers explained how they intended to put clients' complaints 

under the clinical conference committee. But the listed possible complaints had little to do 

with clinical competence, why would a clinical committee, and not QA team be made to 

take the responsibility of clients' complaints, as the latter is legally mandated to do so 

(GHS/MOH, 2002). This is because addressing most issues of clients' complaints usually 

would need a local facility policy change - outside the scope of the former. According to 

the GHS (2007) taking stock of complaints and suggestions of clients is a direct way of 
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measuring their satisfactions and this provides a basis for developing effective customer 

care programmes. 

It is said that for quality issues to be achieved, management must take active part In 

implementing it (GHS/MOH, 2002) but managers in this study relegated their role to 

monitoring and evaluation. As there was no system to handle clients' complaints, some 

patients begun taking the laws into their own hands (pick quarrels, insult back, etc.), and so 

the earlier managers sit-up, the better it would be for healthcare. The qualitative study also 

revealed clients whose emotions were being suppressed because clients feared being 

denied needed services and/or the recalcitrant members of staff losing their jobs and one 

wonders how long this can happen. So, the findings of the GHS (2007) that, facilities 

providing clinical care abandoned their clients' complaints (suggestion boxes) or used 

inappropriate discretion to decide which complaints to deal with and which ones to ignore, 

could still be accurate even at the time of this study. 

At the community levels, clients' satisfactions were equally not monitored through 

interactions and surveys by hospitals. At best, a quarter of clients would have had their 

level of satisfaction monitored. When clients get the opportunity to verbally express 

themselves, it gives them a great deal of satisfaction. It is clear from the discussions that 

clients were not satisfied with healthcare, not just because clients' satisfactions were not 

monitored by hospital authorities, but also because the healthcare providers and recipients 

had different perceptions of clients' expectations which needed to be met. Clients 

satisfactions in this study were consistent with other study findings (GHS, 2004) that, 

clients want services that 'are delivered on time by friendly and respectful staff, are safe, 

produce positive result and that they can afford, provide them with adequate information 
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about their condition and treatment, provide them with all the drugs they need, and give 

privacy.' 

Community engagement (open day, community durbars, and radio discussions) is a way of 

rendering accountability to community members since healthcare is a right. Accountability 

means that the service rendered is acceptable to the clients, which the WHO (2008) calls 'a 

socio-psychological dimension' of care because it can make people to stay away from the 

facility because of socio-cultural barriers. 

5.5 The Strengths of Primary Hospitals 

The findings pointed out gaps (deficits) in care delivery relative to safety and quality 

management. These negative findings do not suggest primary hospitals do not have 

strengths. A few are illustrated according to general (both hospitals) and critical (specific) 

hospital strengths. Generally, primary hospitals had strength in equipment (sterilisation, 

disinfection, and hand washing), procedures (social hand washing), clinical monitoring 

practices (privacy practices, professional standards), clinical safety (cleaning schedules), 

environmental safety (sharp handling and waste segregation), and waste management (non 

sharp waste, general waste and final disposal of waste). The critical deficits of the 

government hospital were the critical strengths of mission hospital and the vice versa, since 

only two hospitals were studied. Though these were not rated as 100%, they could easily 

be enhanced to excellence. 

A critical look at the strengths would show that most of the findings were achieved by 

supporting staff instead of the core professional practitioners. This brings the competence 

of the core professionals into question since most deficiencies were from their practices. 

For instance, waste is usually managed by hospital orderlies and labourers, and this had 

the highest rating. 
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CHAPTER SIX 

CONCLUSIONS AND RECOMMENDATIONS 

6.0 Introduction 

This chapter is divided into two sub-sections: a presentation of major findings and future 

directions. Each one builds on the next. The findings are presented according to the 

objectives of the study. The future direction presents a list of recommendations that can 

help solve the research problems. It also identifies areas that need further scrutiny (study) 

on the subject matter. 

6.1 Conclusion 

6.1.1 Main Findings 

The credentialing tool adopted for the study did not suit the system approach to 

measurement. So the researcher reorganised the model into the systems model of structure, 

process and outcome in an environment, which suited the hospital as a system. It was 

immediately realised that the safety and quality management model put so much weight on 

management systems (the structure of healthcare) to the detriment of the process, and 

outcome. For instance, almost 40% (17 out of 43) of model indicators were about the 

structure of healthcare as against five indicators for the outcome of care. This clearly 

shows that the model was not having a balance grounding to measuring safety and quality 

management, because, safety and quality are measured equally and adequately using the 

inputs, process and outcome. So the model itself has gaps that need to be filled. 

1. In management systems, the study found health resources to be inadequate, and 

inappropriate for healthcare. The management systems were weak, and highly 
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centralised, where staff received and implemented orders, with little initiatives in order 

to avoid blames. This was because: 

a. There was poor teamwork among professionals because of poor or no delegation. 

b. The training on quality and safety related issues (IPC and QA) were inadequate 

for staff. 

c. Planning (the availability of QA action plans, incident plans, and security) of 

quality related work was poor. 

d. Essential safety related departments (laundry, CSSD) were absent. 

e. Primary hospitals did not have facilities for detecting and managing potential 

natural disasters. 

f. Primary hospitals did not have guarantee 24-hour security for their clients 

2. Clinical practices were below good quality standards in most areas wholly 

influenced by professional negligence such as recording of work-done. The study 

found that practices in clinical procedures, monitoring and recording/records 

keeping were below safety standards because: 

a. Quality initiatives among professionals were absent. 

b. Recording (documentation) and records-keeping were poorly done 

c. Patient education on the Patient Charter was absent and seen as needless. 

d. Adverse events were not monitored (recorded and reported) and seen as 

professional insecurity. 

e. High level disinfection techniques were poorly done in selected service areas. 

3. In patient safety, the study, surprising though, recorded good ratings except that: 

a. The hospitals' immediate environments were not safety ready against injuries. 

b. The level of sterility of medical devices could not be monitored. 
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4. Healthcare was not client-centred as no efforts were made to get the inputs of the 

client communities into healthcare. The study recorded the worse ratings because: 

a. Primary hospitals never communicated their rules and regulations to their clients. 

b. Clients' complaints were not monitored 

c. There was no system for hospitals and their clients to interact. 

d. The satisfactions of clients were not monitored. Clients expressed signs of 

dissatisfactions during interactions especially perceived favouritism (protocol 

treatment). 

6.2 Recommendations 

6.2.1 To The MOHIGHS/CHAG, Ghana 

1. Adopt the bottom-up approach to management in primary hospitals: administrative 

managers should encourage their clinical managers to take initiatives from the 

service areas and forward to them for consideration. 

2. Reemphasise the essence of team-work: Administrative managers must stop 

focusing their attention on the vital few and encourage group works so that 

members of staff can make use of the strengths and weaknesses of one another to 

breed efficiency. In the service areas, clinical managers should be encouraged to 

train all staff efficiently as they must as a group. 

3. Planning with and training of all staff in primary hospitals: in management 

systems that operate on the bottom-up, planning and training needs are first 

identified by the staff for implementation by managers. Staff training equips them 

with relevant knowledge to take health care actions such as the QA and IPc. 

4. Reemphasise the essence of Documentation: healthcare operates on evidence-based 

practice and this should not only be seen as clinical records-keeping. 
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5. Strategic planning: all primary hospitals should be made to draw strategic plans for 

the next five to ten years. This will stop the fire-fighting approach as it will outline 

resources needed for healthcare within the period. 

6. Professional competence: It may be important to add the practical performance of 

clinical procedures to professional monitoring standards like the appraisal process, 

and the renewal of professional licence, to keep professional standards up to date. 

The current use of using only records to monitor professional standard may not be 

very effective and professional standards could be falling. This is evident in the low 

rating of clinical practices. 

6.2.2 To the Research Community 

7. Areas for future research: this study did not have the capacity to answer some 

pressing issues though they consistently appeared to influence the findings. So, 

further studies are needed in the following areas: 

• Factors influencing recording and records-keeping in health facilities In 

Ghana 

• The fitness for use of the accreditation criteria as a systemic measurement 

of quality of care 

• The efficiency of professionals in the process of care in health facilities in 

Ghana 

• The influence of management on professional conduct and output in 

healthcare 
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Bed complement: . 

APPENDICES 

Appendix 1 

Observational Guide 

DEMOGRAPHY 

Name of facility: . 

Ownersh i p (Government/pri vate-m i ssion) 

Category (Peri-urbanIRural) 

Average OPD attendance: . 

Checklist 

Mode Of Assessment: (i) Direct Observation; (ii) Interview; and (iii) Record Review 

District: . 

A verage Length of stay: . 

Average Daily Admission: . 

RATING SCALE: 

• 0 - Criteria is not met, 

• I - Less than half of the criteria are met 

• 2 - Half or more, but not all the criteria are met 

• 3 - All the criteria listed have been met 
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MGT SYSTEMS AND STRATEGIES Mode Ratin Comments 
g / 

observatio 
n 

Quality Human Resource Management 

1 There is a functioning QA team and/or focal person with ii+iii 
evidence of training, and minutes of meeting. 

2 There is a trained Infection Prevention and Control team, ii+iii 
coordinator or focal person: 

3 There is a 24-hour security services (with duty roster and i 
officers at post) 

4 The hospital has major incident plan, for which staff are ii+iii 
aware, trained and rehearsed 

5 There is a plan for implementing the QA action plan ii+iii 

6 The staff are trained on quality assurance and patient ii+iii 
safety 

7 The staff have been trained on Infection Prevention and ... 
III 

Control 

Total 

Quality Material Resource Management (Tangible) 

8 There are functioning smoke detectors in all service areas 1 

(wards,OPD) 

9 There are emergency exits in services areas marked by 1 

clear writing, picture or arrow, which are not blocked 

10 There are visible and appropriately sited 'No smoking' i 
signs in all service areas (departments and units) 

11 There is a laundry area with clean, dirty, washing, ironing 1 

and staff changing areas. 

12 There are personal protective equipment for laundry: i or ii 
elbow level gloves, indoor attire, face mask, rubber apron, 
goggles 

13 There is a central sterile supply department that is well 1 

ventilated, adequately lid, with separate clean and dirty 
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areas, autoclaving area, changing room for staff 

14 The central sterile supply department have equipment and I 

logistics: functioning autoclaves, trolleys, fire 
extinguisher, washing equipment, autoclaves tapes, 
packaging material, that are clean 

15 There are facilities for properly decontaminating medical i or ii 
instruments: utility gloves, covered containers, rightly 
prepared disinfectants, right time for totally submerging 
instruments for at least 10 minutes 

16 There are facilities for hand hygiene: hand wash basin or I 

Veronica bucket, running water, soap, antiseptic, alcohol 
hand rub, single-use cotton towel or disposable papers 
towels or hand drier 

17 There are security equipment: bell, whistle, baton i+iii 

Total 

CLINICAL PRACTICES 

Clinical Procedures 

18 There are hand hygiene practices for procedures involving I 

contact with body fluids (social hand washing) that are 
accurate: use of soap or antiseptic agent, running water, 
right duration (at least 10 seconds), proper hand drying 
before and after procedure 

19 There are hand hygiene practices for procedures not i 
involving contact with body fluids (hygienic hand 
washing) with use of plain soap or alcohol hand rub, right 
duration. 

20 There is a system for ensuring continuity of care: i+iii 
guidelines available on internal and/or external referral, 
content of handing over shifts by nurses, nursing or 
midwifery procedures (Nursing care plan) to be done, 
changes in medicine and other clinical procedures, legible 
notes 

21 There is provision for high level disinfection: boiling (at i or ii 
boiling point for at least 20 minutes) proper storage in 
high level disinfected container and labelled with dates. 
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22 There are systems for educating patients on the charter i+ii 

Total 

Clinical monitoring practices 

23 There is a system to monitor adverse incidents or events: 111 

wrong side surgery, medication error, designated place in 
the facility to report incidents, incident register, person or 
comm ittee to act on incidents or records of actions taken. 

24 There are provisions for ensuring privacy for patient: I 

screens or curtains used in examination areas, avoiding 
undue exposure of patients during exams, attending to one 
patient at a time 

25 There is a system to monitor professional standards and ... 
III 

practices: clinical audits or conference or meetings, 
maternal death audits, other mortality audit 

26 There are quality initiatives in department or units: reports ii+iii 
on quality monitoring activities in at least one department, 
with evidence of sharing of departmental experience 

Total 

Recording and Recordkeeping practices 

27 There is an Infection Prevention and Control guideline or ii+iii 
training manual of which staff are aware. 

28 The hospital has a quality assurance policy or strategy in ii+ iii 
place 

29 There are documents on patients' rights: patient charter, i 
posters on patients' rights and responsibilities 

30 There is documentation of laundry service: register for I 

receipts and issues with dates 

SUB TOTAL 

PA TlENT SAFETY 

Clinical safety 

31 There are cleaning schedules for service areas (OPD and 111 

wards) that are adhered to (with evidence). 

• 
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32 The quality control systems in central sterile supply 1 

department are monitored: use of autoclaves tapes, 
labelling of packs with dates of sterilisation, content of 
pack 

Environmental Safety 

33 There are other safety signs: slippery, wet floor, or marked 1 

steps 

34 There is a system for handling sharps (puncture-proof, 1 

leak-proof, covered, one-way entrance, biohazard 
labelling) not more than % full 

35 There is a system for segregating waste into sharps, 1 

infectious, general with colour-coated bins 

Total 

Waste Management 

36 There is a system for handling non-sharp potentially 1 

infection waste as well as general waste: waste container 
(leak proof, covered, plastic lining, pedal operated, 
labelled) not more than three quarters full 

37 There is a system for handling general waste: a waste 1 

container ( a leak-proof covered, plastic lining, pedal 
operated, labelled) not more than 314 full 

38 There is a facility for final disposal of waste: incinerator i 
or pit or public dumping site or complete burying, area 
fenced or not accessible to unauthorised person 

SUBTOTAL 

CLIENT FOCUSED SERVICES 

Facility-Based Services 

39 Information on the ranges of services provided especially i+iii 
on opening hours, visiting hours, charges for OPD 
services are displayed or available (written or pamphlets 
)to clients. 

40 There are pieces of information on hospital's rules and i+ii 
responsibility, with a system for making staff and patients 
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! 

aware of these rules and regulations 

41 There is a client complaint system: a designated place or i+iii 
use of suggestion box or a person in the facility to receive 
complaints, complaints register, person or committee that 
acts on complaints, records of actions taken 

Total 

Community-Based Services 

42 There is a system for monitoring client/patient i+ii+ 
satisfaction: in/out-patient survey done within the last 12 ... 

III 

months, survey reports disseminated to staff, evidence of 
actions taken (or plan) to address shortfalls. 

43 There is a provider-community interaction: open day or iii 
durbars with community or clients, radio programme, 
documented by reports or minutes 

Total 

Grand total 

End of Checklist 
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Appendix 2 

Key Informant Interview 

(For DDCClHospital Medical Superintendent! QA Coordinator) 

GENERAL ISSUES 

1. The QA strategic plan was built on four key areas - management systems, clinical 
practices, patient safety and client centred care. How are these monitored and evaluated? 

2. What is the scope of quality management and what strategies are in place for ensuring 
this in primary hospitals? 

What basic rules and regulations govern primary hospitals? 

How are these communicated to its clients (staff and patients)? 

Who is responsible for providing health resources in primary hospitals? How is it done? 

3. How do the following clinical practices influence safety in primary hospitals? 

• a. Adverse Events 

b. Incident planning 

c. Infection Prevention and Control 

d. Quality Assurance 

4. How can healthcare be organised to ensure patient safety? 

5. How can the components of hospital care influence safety? 

a) The Environment 

b) The Equipment used 

c) The Staff 

d) Health management 

6. In what ways can the patient get information on the Charter? 

How does tile hospital measure the satisfaction of its clients? 

What systems are in place to handle client complaints in a primary hospital? 
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Appendix 3 

FGD 1& In-Depth Interview: Clinical Practices (Clinical Ward In-Charges) 
General Issues (applicable to both hospitals) 

1. When you hear about healthcare safety and quality management, which areas of our care 
immediately come to mind? 

2. The following have been identified in the first phase to be either absent or inadequate, 
can you confirm or disagree: QA action plan, training on QA, QA policy/strategy, smoke 
detectors, no smoking signs, laundry, CSSD, quality initiatives, adverse /incident plan? 

How do the states influence safety? 

3. What do you know about the QA policy? 

Are you trained in QA? 

What initiatives/ innovations has your unit designed to ensure patient safety? 

Are there teams and committees in your hospital and do they influence safety and 
health management? 

How do you identify the training needs of your subordinates? 

4. Can the following hospital resources influence safety and how? 

The Environment; The Equipment used; The Staff; Health management 

5. How do you tell if clients are satisfied with your services? 

What do you think will make clients complain in your unit? 

How do you address complaints from clients? 

How do clients get to know hospital rules and regulations? 

Critical Issues (applicable to specific hospitals) 

7. The following have been found to be either absent or inadequate. How do they affect 
your work and healthcare safety? 

Government hospital: (24-hour security and security equipment; Personal protective 
equipment; Patient charter). 

Quasi Mission hospital: Client satisfaction survey; Outline of range of services; 
Continuity of care procedures (NCP, handing over notes); Hand disinfection; IPC team and 
training 
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Appendix 4 

FDG2: - Client Safety and Client Focus Care 

For Clients and Community Members 

1. Which hospital rules and regulations do you know? 

2. What kind of right are you entitled to as client of this hospital? 

3. What kind of responsibilities do you have as client of this hospital? 

4. What do you expect from the hospital any time you attend this hospital? 

5. What will make you complain in the process of receiving care? 

How do you handle your complaints? 

6. What makes you satisfied with care rendered by this hospital? 

7. Have you ever been engaged by this hospital to interact to improve care? 
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