
Global trends in the 
quality of healthcare 

Peter Lachman 

Inspiring and driving improvement in the quality and safety of healthcare worldwide through 
education and knowledge sharing, external evaluation, supporting health systems and 

connecting people through global networks.



Global theme 1

It is about the person 
not the patient 





What really matters

http://www.health.org.uk/public/cms/75/76/313/4772/Measuring%20what%20really%20matters.pdf?realName=GuxZKx.pdf

Personalised
care 

Coordinated,  
Safe and 

Effective care

Enabling care 

Dignity and 
compassion 



What matters to you 
as a healthcare provider?



Better 
patient 

experience

Better 
health and 
outcomes  

Great staff 
experience 

Lower cost

Consider the meaning of it for the people

Reference IHI

The Quadruple Aim: care, health, cost and meaning in work 
R Sikka,  Je M Morath,  L  Leape BMJ Qual Saf



Global Lesson 2 

More spending helps 
but it does not necessarily
lead to better outcomes 



E. C. Schneider, D. O. Sarnak, D. Squires, A. Shah, and M. M. Doty, Mirror, Mirror: How the U.S. Health Care System 
Compares Internationally at a Time of Radical Change, The Commonwealth Fund, July 2017.
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GDP refers to gross domestic product. Data in legend are for 2014.
Source: OECD Health Data 2016. Data are for current spending only, and exclude spending on capital formation of health care providers. 
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E. C. Schneider, D. O. Sarnak, D. Squires, A. Shah, and M. M. Doty, Mirror, Mirror: How the U.S. Health Care System 
Compares Internationally at a Time of Radical Change, The Commonwealth Fund, July 2017.
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Note: Health care spending as a percent of GDP.
Source: Spending data are from OECD for the year 2014, and exclude spending on capital formation of health care providers.
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Global Lesson 3 

Be selective as to 
where you look for answers



E. C. Schneider, D. O. Sarnak, D. Squires, A. Shah, and M. M. Doty, Mirror, Mirror: How the U.S. Health Care System 
Compares Internationally at a Time of Radical Change, The Commonwealth Fund, July 2017.
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Health Care System Performance Scores

Eleven-country average

Note: See How This Study Was Conducted for a description of how the performance scores are calculated.
Source: Commonwealth Fund analysis.
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E. C. Schneider, D. O. Sarnak, D. Squires, A. Shah, and M. M. Doty, Mirror, Mirror: How the U.S. Health Care System 
Compares Internationally at a Time of Radical Change, The Commonwealth Fund, July 2017.

AUS CAN FRA GER NETH NZ NOR SWE SWIZ UK US

OVERALL RANKING 2 9 10 8 3 4 4 6 6 1 11

Care Process 2 6 9 8 4 3 10 11 7 1 5

Access 4 10 9 2 1 7 5 6 8 3 11

Administrative 
Efficiency 1 6 11 6 9 2 4 5 8 3 10

Equity 7 9 10 6 2 8 5 3 4 1 11

Health Care Outcomes 1 9 5 8 6 7 3 2 4 10 11

Health Care System Performance Rankings

Source: Commonwealth Fund analysis.



The answer is 
in Africa
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Under-5 Mortality Rate in 134 Hospitals Across Seven Regions
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Post-Neonatal Infant (1–11 Months) Mortality Rate in 134 Hospitals Across Seven Regions
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Tracking patients in Maputo 



Global Lesson 4 

Look at the 
challenges you face in 

your community



What is the problem?

The reality is straightforward. 
The power of existing interventions is not matched by the 

power of health systems to deliver them to those in greatest 
need, in a comprehensive way, and at an adequate scale.

Margaret Chan
Former Director General

World Health Organization



The Issue of Quality in Healthcare

South Asia
East Asia & 

Pacific
Europe & 

Central Asia
Middle East & 
North Africa

Sub-Saharan 
Africa

IM CM MMIM CM MMIM CM MMIM CM MMIM CM MM IM CM MM

Latin America & 
Caribbean 

Source: World Bank 2015

IM- Infant Mortality
CM- Child Mortality
MM- Maternal Mortality

MDG Progress: Goal 4 +5 - reduce child, infant and maternal mortality



Do we need a system redesign based on 
current needs rather than those of the past?



What is the problem
The enormous investments that have been made 
in global health should have led to what we might 

have called a science of implementation and 
execution…

…We have just not focused on the enormous 
complexity of delivering health care in a way that 

keeps people healthy  
Jim Kim 

President
World Bank

20



Lesson 5 

Go back to basics to start



Much has happed in QI

p Powerful methods for improving healthcare exist

p Some improvements have been taken to scale

p Improvements happened across a range of 

socioeconomic and cultural contexts

p Significant expertise in improvement has been developed

p Access to methods and tools for improvement

Thanks to Rashad Massoud



“It’s not enough to do your best 
you must know what to do 

and then do your best” 

W Edwards Deming



Know the Domains of Quality 
CROSSING THE QUALITY CHASM: A New Health System for the 21st Century INSTITUTE OF MEDICINE NATIONAL ACADEMY PRESS

Person 
centred

• What 
matters to 
me as a 
clinician 
and what 
matters to 
people we 
see 

Safe 

• Do we 
harm 
people?

Effective 

• Do we 
give the 
right 
treatment 
every 
time  all 
the time?

Equitable 

• Are the 
services 
and 
outcomes 
equal for 
all

Timely 

• Is there 
good 
access?

Efficient

• Do we get 
value?



Have a framework for quality

Quality planning

Quality control

Quality 
management

Quality 
improvement

Juran



Have a theory and 
method to improve 

Demystifying theory and its use
in improvement
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ABSTRACT
The role and value of theory in improvement
work in healthcare has been seriously
underrecognised. We join others in proposing
that more informed use of theory can strengthen
improvement programmes and facilitate the
evaluation of their effectiveness. Many
professionals, including improvement
practitioners, are unfortunately mystified—and
alienated—by theory, which discourages them
from using it in their work. In an effort to
demystify theory we make the point in this paper
that, far from being discretionary or superfluous,
theory (‘reason-giving’), both informal and
formal, is intimately woven into virtually all
human endeavour. We explore the special
characteristics of grand, mid-range and
programme theory; consider the consequences
of misusing theory or failing to use it; review the
process of developing and applying programme
theory; examine some emerging criteria of
‘good’ theory; and emphasise the value, as well
as the challenge, of combining informal
experience-based theory with formal, publicly
developed theory. We conclude that although
informal theory is always at work in
improvement, practitioners are often not aware
of it or do not make it explicit. The germane
issue for improvement practitioners, therefore,
is not whether they use theory but whether they
make explicit the particular theory or theories,
informal and formal, they actually use.

INTRODUCTION
Initiatives to improve quality and safety
in healthcare all too frequently result in
limited changes for the better or no
meaningful changes at all, and the few
that are successful are often hard to
sustain or replicate in new contexts.1

Many of the difficulties of securing
improvement lie in the enormous com-
plexity of healthcare delivery systems,
including their challenging technical,
social, institutional and political con-
texts.2 But some challenges can be attrib-
uted to the persistent failure to take full

advantage of informal and formal theory
in planning and executing improvement
efforts.3 It is of course possible to achieve
high levels of quality and safety on the
basis of intuition derived from experience
alone, with little evident help from
formal theory. The few successful exam-
ples that exist do not, however, help to
build a science. In this article, we join
others in arguing that the explicit applica-
tion of theory could shorten the time
needed to develop improvement inter-
ventions, optimise their design, identify
conditions of context necessary for their
success, and enhance learning from those
efforts.4 –9 The need for more effective
use of formal theory in improvement is
increasingly pressing, because personal
intuition is often biased, distorted and
limited in scope10 and the application of
formal theory enables the maximum
exploitation of learning and accumulation
of knowledge, and promotes the transfer
of learning from one project, one
context, one challenge, to the next. We
are concerned in this article with demysti-
fying the nature of theory and making
clear its many and various roles in carry-
ing out and evaluating improvement, not
with the place of theory in the vast (and
often contentious) body of literature on
the philosophy of science.

THE USERS OF THEORY
We begin by noting that the users of
theory form a complex mix of constitu-
encies with differing interests, both con-
trasting and complementary. Put
simplistically, improvers—practitioners,
managers and others at the sharp end—
are interested in theory to the extent that
it can help them do their work better. If
they want theory at all, it is for its poten-
tial in helping them design and imple-
ment interventions with the greatest
possible impact in their particular
context, which is often small and local.

RESEARCH AND REPORTING METHODOLOGY

Davidoff F, et al. BMJ Qual Saf 2015;0:1–11. doi:10.1136/bmjqs-2014-003627 1
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System 
where you 

work 
Variation in 
the system 

Psychology 
- the 

people

Theory of  
knowledge

Theory to improve



Do you have the habits 
of an improver?



http://www.health.org.uk/publication/habits-improver



Make Safety our Business

We also 
promote health diagnose, manage 

and treat people



Understand context 



Global Lesson 5

Search for the 
success stories 



Examples from ISQua



https://bcpsqc.ca http://www.cec.health.nsw.gov.au

http://www.cfhi-fcass.ca
http://www.acsc.org.br





Final global lesson

Join the WHO initiatives  
and other programmes

A few examples 



Medication Without Harm

WHO Global Patient Safety Challenge

http://www.who.int/patientsafety/en/

http://www.who.int/topics/patient_safety/en/



WHO’s Conceptual framework for integrated 
people-centered health services



The challenges we need to solve together 
p Understand how to measure improvement

p Look at quality from the eyes of the person (patient) 

p Define a methodology and how to describe it

p Learn how to scale up and spread

p How to facilitate Equity of care 

p Moving from disease management to healthcare and 

prevention 



ISQua and Africa in the future

pQI network

pQI community of practice 

pCape Town 2019

pMore partnership work 



Quality is never an accident; it is always the 
result of high intention, sincere effort, 

intelligent direction and skillful execution; it 
represents the wise choice of many 

alternatives.

William Foster 



Email: plachman@isqua.org

@peterlachman


