QUALITY
ASSURANCE

Quality Assurance
in a Rehabilitation Service

ABSTRACT: Aim: The aim of this study was to develop, implement and

evaluate a Quality Assurance (QA) programme for use by nine rehabili-

tation departments in the Midlands province ofZimbabwe.

Methodology: A participatory methodology was implemented to:

1. Define and implement the parameters of quality for a rehabilitation
Service.

2 Desigin standardised assessmentformsfor the different conditions r_nana?_eq. _ o .

3, De(\j/e op, pilot and evaluate a QA measuring instrument to use in defining the QA profile ofa rehabilitation service,
an

4, Determine patient satisfaction with the rehabilitation service. Administering a simple questionnaire, whose design
was based on the Zimbabwe Patients Charter, accomplished this. _

Results: The process of developing, implementing and evaluation ofthe QA programme took smg_ears._ One year after

implementation of the QA, all (J00%) patients coming into contact with the service had a rehabilitation record. The

?A profilefor the Midlands province rosefrom 55% In 1994 to a record high 0f92.1% in 1998, and 89.4% in 1999,
he patient satisfaction grofll_efor each indicator also demonstrated a linear increase with areas such as satisfaction

with service risingfrom 86% in 1997 to 100% in 2000, and satisfaction with benefitfrom the service risingfrom 76.6%

in 1997 to 100% in 2000. Other qualitative benefits not depicted bi/w the QA measuring instrument or the patient

satisfaction instrument, but which were observed and expressed by rehabilitation staffas measures of success of the

(A programme are discussed. o o o

Conclusion: This paper concludes that significant improvements in clinical documentation arising from the QA

programme, translated to an overall increase in the service providers- professional skills and knowledge base, and

ultimately rehabilitation outcomes. The success of this process is attributed to its participatory and empowering nature.
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INTRODUCTION

The Midlands province is one of eight
Frqvinces in Zimbabwe and has a popu-
ation of L3 million (Central Statistics
Office, 1998). Gweru is the provincial
capital of the Midlands province and is
situated 300km southwest of Harare, the
capital city of Zimbabwe. The Midlands
province Is made up of eight admini-
strative districts. Of these, Gweru and
Kwekwe are two of the five large cities
found in Zimbabwe and are largely
urban. The remaining districts are
Gokwe North, Gokwe South, Mvuma,
Mberengwa, Zvishavane and Shurugwi
have largely rural populations.,

The rehabilitation service described
here s set principally in the Gweru
district in the Midlands province of
Zimbabwe, but was subsequently
extended to the remaining eight districts
in the Midlands province. Gweru
Provincial Hospital is a 300-bed, referral
hospital with a bed occupancy rate of

94.5% (Midlands Annual Profile, 1997).
The Midlands annual profile (1997)
established the daily attendance rate as
224.7. Ancillary departments servicing

the hospital include radiology, occupa-
tional therapy, physiotheraFy, rehabili-

tation, dentistry and ophthalmology.

Rehabilitation Service Delivery Development
In 1980 the rehabilitation department
was one of the newest departments in
the hospital, staffed by one theraﬁist,
who was subsequently joined by three
rehabilitation technicians. Between
1980 and 1987 initiatives were taken
to establish and develop the rehabilita-
tion service.

By 1990 the department was running
the following services:

* In and out patient services

* Qutreach services

« Community based rehabilitation
Services

Rehabilitation here includes the
provision of occupational therapy, phy-
siotherapy, speech therapy and rehabi-
litation services.

In all these areas, the rehabilitation
department in Gweru Hospital was the
nucleus for activity. It functioned as a
referral and facilitation centre for the
Midlands province, and as such had to
be exemplary in all its functions. Eight
new departments situated in districts
within the Midlands province were
opened under the guidance of the Gweru
Provincial Rehabilitation department
and the Frovincial therapist. In addition
to developing rehabilitation services,
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the core function of the Gweru depart-
ment remained that of supporting the
clinical work.

Quality Assurance (QA)

Quality assurance is “.. .all the processes
and sub-processes of planning for
?uallty, the development of objectives
for qualltr, settlnF standards glnclud-
ing guidelines, policies, protocols etc),
actively communicating  standards,
developing indicators, setting thres-
holds, coIIecting data to monitor compli-
ance to standards and applying solutions
to improve healthcare” (Paeger, 1997).
Quality assurance in the health field is a
“process where the ultimate objective is
to improve the outcome of all healthcares,
functional ability, patient well-being and
consumer satisfaction” (Reerink, 1999).
Quality assurance is driven by “cus-
tomer demands, financial burdens and
professional demand for quality”
(Blumenthal, 1997). Health services in
general, and rehabilitation services in
particular are no exception to the grow-
Ing need and recognition of QA.

Statement of the Problem

An annual performance review conducted

in the Midlands province for all eight

districts, in 1993 revealed that one of the

major problems was the varied quality

of clinical work. This was attributed to:

a) The different cadres providing the
service - physiotherapists, occupa-
tional therapists, rehabilitation tech-
nicians and orthopaedic technologists;

b) Thdeir varied training backgrounds
an

¢) A lack of standardisation of clinical
procedures.

To resolve this anomaly a quality
assurance programme for improving and
ensuring high quality patient manage-
ment was commenced.

Quality Assurance Development

A three-step process commencing in

1993 was undertaken in order to formu-

late the objectives of the QA programme.

These were as follows:

L Introduction of the qualitg assurance
approach to all staff members.

2. |dentification of problems in patient
management using the problem

analysis method - Objective Pro-
gramme Planning ﬁZOPP - GTZ,
1992). The ZOPP analysis elicited the
following problems:
* Non-standardised approach to clients
* Poor recording of assessment, treat-
ment, results and outcomes
Poor treatment outcomes
Poor perception of services by clients
High non return rate of clients
High turnover of staff resulting in a
lack of consistency.

3. Once staff understood the methodology
in implementing QA, they formulated
the following objectives for the QA

rogramme:

* To design standardised assessment
forms for the different conditions
managed

* To ensure that every client undergoes
an assessment

 To ensure consistent recording of
information in agreed categories

* To ensure that all clients visits are
recorded and followed up.

* To obtain the clients views on the
quality of service

METHODOLOGY

Participants:

The ZOPP was conducted during the
Midlands annual planning meeting.
Each district in the province is repre-
sented at this meeting. Participants were
therefore drawn from each rehabilitation
department in the province and consti-
tuted 5 therapists and 16 rehabilitation
technicians.

Participants engaged in brainstorm-
ing sessions and group discussions.
Based on their professional opinions and
experiences on areas of breakdown in
patient mana?ement, participants agreed
on the areas for QA as;

* The need to make a record for each
client attending rehabilitation

* The need to ensure a high degree of
completion of each patient record

* The need to ensure a high level of
patient satisfaction with the service
provided by the rehabilitation depart-
ment.

Further, it was agreed that the patient
record should contain the following
categories:
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- Demographic data

- Assessment findings

- Problem list

- Treatment plan

- Progress notes

- Reassessment where needed.

The procedure for carrying out the pro-
ramme was as follows:

peer review group was convened
every three months and a review sche-
dule set up. Each member of staff was
involved. The peer review group
assessed each record for new patients
seen during the quarter under review.
The assessment involved allocating a
percentage to the degree of completion
on an agreed rating schedule. A mean for
the department per (iuarter and per
annum was then calculated to obtain a
QA status. A report was compiled, and
each member of staff received feedback
on the strengths and weaknesses of their
recordings.

Only one or two rehabilitation staff
manned all districts. In such instances
support was made available by borrow-
ing staff from other districts around the
province to conduct the peer review.
One such district - Mberengwa benefited
from this arrangement, but on the whole
it enabled the QA programme to develop
at a relatively equal pace in all districts
and subsequently to define a provincial
QA status.

Finally, a standard questionnaire
was developed to provide feedback on
clients’ perception of the quality of the
rehabilitation service. This question-
naire was administered to all new clients
for a period of three months.

Process of Developing the QA Instrument
Two major sources of expertise were
used to establish a rating scale for the
completion of the physiotherapy record.

A review of the literature (McRae,
1983; Cash, 1984) facilitated a defini-
tion of the sections that were considered
an essential part of the physiotherapy
record and needed to be included. It also
became evident that the objective and
physical examination was the most
Important part of the physiotherapy
record in terms of determining progress
and outcome, as well as assisting in the
monitoring.



The second source was based on
articipants” professional opinions. A
elphi approach was used to define sec-
tions of the record most commonly rated
highly. Such factors as; where staff felt
the greatest proportion of their time in
assessment lay, as well as aspects of the
record that miﬂht improve the wider
application of their work were put for-
ward as justification for rating of the
sections. For instance, in_itiallty partici-
pants justified a high rating for demo-
graphic data because of the problems
they experienced in following up patients.

|t was noted that the high weighting
given by the staff for the different areas
recorded such as demographic data and
assessment findings were consistent
with the literature. For examFIe, the
assessment findings and problem list
were imﬁortant for the clinical outcome,
hence these were rated highest. The
categories of assessment were thus
defined and rated as follows:

Demographic data: 25%
- Assessment findings &

problem list; 35%
- Treatment plan &

progress notes: 30%

- Reassessment and

discharge notes

(where applicable): 10%
To formulate standardised assessment
forms, participants engaged in a consen-
sus building process for all categories
of patients managed, within the depart-
ment. Thus, standardised assessment
forms were developed for orthopaedic,
adult neurology, paediatric neurology,
general paediatric, general adult and
psychiatry conditions.

Pilot of the QA Instrument
Prior to the introduction of the QA
programme, not all patients had an
assessment record filled out. The prac-
tice in the department at the time was
to complete rehabilitation records for
patients with chronic conditions such as
cerebral palsy and cerebrovascular acci-
dent. All other patient categories had no
specific rehabilitation record, or had a
rehabilitation progress summary written
in the medical record.

After implementation of the QA
programme all (100%) patients had a
rehabilitation record.

This first draft of the QA instrument was piloted in Gweru. The QA results
obtained are shown in Table 1

TABLE 1. Gweru Rehabilitation Department - QA Status 1994 - 1996.

Number of Patient Records Reviewed QAStatus
1994 2159 55%
1995 2680 75%
1996 2723 75.2%

Alinear increase in the degree of completion was observed from inception of the QA
programme to 1996. During this time the number of records with a higher degree of
completion and more categories (such as demographics, assessment findings etc.)
filled in, increased. The problem of follow up diminished with the improvement in
recording of patient demographics.

Review of the QA Instrument
After three years of use of the QA instrument, rehabilitation staff expressed the need
to review the QA instrument.

This need was mainly borne out of a realisation that the initial problems in quality
assurance within the province had been dealt with i.e. a) Each client now had an
assessment and treatment record and b) the problem of following up patients had
improved significantly. Staff felt that the programme should now focus on a new set
of quality problems.

Hence during brainstorming and problem solving sessions, staff indicated that in
the process of improving the degree of completion of the patient record, they had
identified their areas of clinical weakness. This enabled the planning and execution
of relevant and specific in-service training. Subse?uently, the effort and quality of
clinical assessment and recording improved and staff members found the current QA
ratings now inappropriate. They expressed the need thus to:

1 Increase the assessment findings and problem list allocation and rating and
2. To further desegregate the categories so as to improve the sensitivity of the instrument,

Staff members found they were spending more time on the physical assessment and
said they could see the direct benefit of this process to clinical outcomes and patient
satisfaction. This new shift in focus reflected a move from concern with
clerical type recording to clinical data recording and staff could more easily translate
the importance of the rehabilitation record to clinical outcomes.

As a result the review came up with new ratings outlined in Table 2.

TABLE 2. Post - Review QA Ratings Per Assessment Category
meDemographic data 15%
Past and present medical and social history 15%
Assessment Findings and problem list 50%
Treatment aims and plan 10%
Progress, notes 10%

After the review the new instrument was used first in Gweru district alone, and then
in the other eight districts in the Midlands province to obtain a provincial QA profile.

TABLE 3. Gweru QA Status after the QA Instrument Review 1997 - 1999.

Number of Patient Records Reviewed QAStatus
1994 2688 90%
1998 2876 91.2%
1999 2064 89.4%
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The QA status rose by over a 15% margin between 1996 and 1998. It became evident
that a sense of ownership of the programme had taken root. The value of QA was
now more readily accepted and appreciated, as one member of staff commented,

“I now see that it is not a witch hunt.”

The decrease in patient records in 1999 is attributed to the introduction of user
fees. This saw a fall in the number of patients attending rehabilitation. The marginal
drop in the QA status also evident in 1999 is attributed to a loss and change of
rehabilitation staff including the substantive provincial therapist through whose
office most QA monitoring was planned and directed. (See Table 3.)

FIGURE 1. Midlands Q.A. Status 1995-1998

The average Quality Assurance status for the province was calculated at the end of
each year as part of the annual report. All eight districts with operational rehabilita-
tion departments were included and the total number of records reviewed in 1994
was 6381 while the average for 1995-1999 was 8565. (See Figure 1)

Patient Satisfaction

Patient satisfaction was considered an
important component of the quality
assurance programme. The client’s per-
ception and view of the service and its
delivery were sought.

Methodology

For 3 months of the year (first quarter =
January to March), each new patient
attending rehabilitation was asked to fill
in a questionnaire or interviewed to
determine the satisfaction with the reha-
bilitation service. The simple question-

TABLE 4. Patient Satisfaction

Number of clients

Waiting time <5 minutes

Satisfaction with availability of information

Satisfaction with reception
Satisfaction with rehabilitation service

Satisfaction with staff politeness

Satisfaction with benefit from rehabilitation service

naire was made available in English,
Shona and Ndebele, and was based on
the Zimbabwe Patients Charter. This
charter describes the rights of patients
and the obligations of health service
providers to patients,
Thus indicators of satisfaction were
defined as:
- Waiting time
- Availability of information e.g. Expla-
nation of diagnosis, treatment etc..
- Reception - Friendliness of staff
- General satisfaction with service
- Areas that clients felt need improvement

N=60 N=76 N=26
41.3% 46.8% 65.4%
75.2% 92% 92.1%
86.7% 89.5% 100%
86% 90.7% 96.2%
88.3% 89.5% 96.2%

76.7% 83% 100%

10 SA Journal of Physiotherapy 2001 vol 57 No 1

Two QA areas which clients constantly

identitied as needing improvement

included:

1. An increase in the number of attend-
ing staff

2. A decrease in user fees

The patient satisfaction results demon-
strate a linear increase in the degree of
satisfaction, which is consistent with the
development of the QA programme.

Secondly it attests that clients are an
important force in QA. (See Table 4.)

|t is worth noting that the Q.A.
process continues to develop. In the first
quarter of the year 2000, refining of the
patient satisfaction instrument is already
underway as 100% targets are being met.
For instance the section on benefiting
from the service has been broken down to
specify the type of benefit e.g. physical or
information on condition.

Qualitative Results of QA Review:

Rehabilitation Staff
Although tangible and objective results
had been obtained to define the QA
status for the Midlands province from
the service record and client satisfaction
points of view, staff often expressed
other benefits that had not been demon-
strated within the defined parameters of
the QA instrument or patient satisfaction
uestionnaire. Group discussions during
%A reviews were convened to identify
these benefits.

Four themes emerged from the reha-
bilitation service providers as areas,
which demonstrated the success of the
QA programme.

« Staffs’ clinical skills and knowledge
improved compared to 1995

o Staff could easily detect problems
that had not been apparent previously

o Staff felt that the QA programme
made it easy for them to plan for
clinical work

+ Staff accepted and valued peer
review sessions as a tool to facilitate
their own professional development.

As aresult of these positive outcomes
the QA outline was adapted and included
in the standard procedures manual for
the Midlands rehabilitation departments.



DISCUSSION OF RESULTS

The simple QA methodology outlined
above solved problems that had heen
identified through the ZOPP analysis
method.

It must be noted that the QA status for
Gweru was higher than the QA status for
the whole province. This difference was
a result of:

1 Gweru’s proximity to better-qualified
rehabilitation and medical staff.

2. Larger numbers of rehabilitation staff
members

3. As a result of the above two factors
Gweru had closer monitoring systems

4, Access to more frequent and timely
in-service training.

Further, in spite of the heterogeneity of
the rehabilitation service providers, the
variations in training levels and back-
grounds, and differences in working
experience the QA status achieved was
extremely high. It is thus the submission
of the authors of this paper that QA is
implementable in a variety of situations
even when the professionals involved
have different backgrounds. The unify-
ing factor to providing a quality service
came through a common understanding
and insight into the programme objec-
tives. This was best achieved by partici-
pation of the different professionals in
the process of problem identification,
analysis and in working out solutions.
The QA programme once developed
was used as a tool and became instru-
mental in the whole process of moni-
toring quality.

The staff themselves expressed
greater confidence in managing condi-
tions they previously felt unsure of and
lacked in confidence. The effect of the
programme therefore did not just
Improve the qualltg of patient records
but had the added benefit of raising the
standard of assessment and clinical
skills of those involved. Furthermore,
the staff said they found it easy to iden-
tify problems and outcomes required in
the plannin(]; process at an individual,
departmental and programme level.

Deming (no date) outlines five factors
in the process of QA programme devel-
opment

- Defining the desired output (through
analysis);

- Identifying the value creation process
in the organisation;

- Modifying the existing system to get
desired change;

- Committing top management to
chan%e process;

- Developing change concept.

Further one must acknowledge the
components necessary for successful
rehabilitation. These include, “a problem-
solving interaction between client and
therapist, based on systematic assess-
ment, realistic goal settinﬁ, appropriate
use of resources, and intelligent evalua-
tion of outcomes...”(Bauer, 1989).

The process that led to the develop-
ment of the Midlands Q.A. instrument
and QA programme, demonstrates all of
Demming’s and Bauer’s factors as out-
lined above. It also highlights the impor-
tance of understanding and committing
to this change process by all stakeholders
at every stage.

CONCLUSION

The success of the Midlands QA instru-
ment development and the QA pro-
gramme implementation is attributed to
the participatory nature of the whole
process. Although members initially
viewed the process as a threat and only
conformed in response to coercion, they
developed a better understanding by
participating in the programme. This
resulted in a sense of ownership and
professional gain.

Finally, it 1s important to realise that
QA is one of the essential in?redients
involved in the philosophy of a total
approach to rehabilitation. As Bauer
(1989) summarizes, “The focus is on the
accountable delivery of a holistic ser-
vice to people with problems; the
emphasis Is on the process rather than on
the technical practice.”

Clearly, rehabilitation service pro-
viders, rehabilitation patients and rehabi-
litation funding agencies stand to henefit
from implementing QA programmes
within rehabilitation services.
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