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Abstract

The quality of care is one of the problems that have led to reform attempts within the current system in
Turkey. The major concept of the proposed system is separation of the financing from the provision of
services. This separation is expected to promote quality by introducing competition in service provision.
Therefore, it is reasonable to assume that in the near future, new competitive pressures will force hospital
administrators to improve efficiency by implementing quality management programs. In this paper, 1) the
Turkish health care system and quality improvement activities in the Turkish Ministry of Health hospitals;
2) current literature on what quality improvement is, what the components of continuous quality
improvement are (identifying opportunities for improvement, intervening to improve performance,
measuring quality, and repeating the cycle for continuous improvement), the role of clinical practice
guidelines in quality improvement, and the experience in other countries are described, and 3) a quality
management program for the Ministry of Health hospitals in Turkey (including mission, vision, goals, and
objectives of the quality management program, initial activities and next steps) is proposed following the
guidelines of a strategic planning process. The focus is on the Ministry level activities because the Ministry
needs to take a leadership role in quality for the country.
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I. Background

I. A. The Turkish Health Care System

In Turkey, The Ministry of Health (MOH) is responsible from the development and implementation of
health policy. There were 1180 hospitals in 1998. The number of hospital beds per ten thousand population
was 25.5 with an average mean length of stay of 6.0 days and bed occupancy rate of 59.0 %. The MOH
owns more than half of the hospitals (61.6 %) and almost half of the hospital beds (49.8 %). Social
Insurance Organization (115), universities  (40), other public and private organizations are also running
hospitals. The percentage of private hospitals is 18.0 and private hospital beds is 6.1 (Sa�l�k
Bakanl��� Tedavi Hizmetleri Genel Müdürlü�ü, 1999: 55,83,87). In the MOH hospitals, centralization
is felt in every area of management, mainly in personnel and budgeting (Republic of Turkey Ministry of
Health Health Project Coordination Unit, 1993: 51).

In 1996, health expenditures in Turkey constituted 3.7 % of GDP, and health expenditures per capita were
$ 108. Total health expenditures were financed through taxes (43 %), insurance premiums (25 %), and out-
of-pocket payments (32 %). Seventy-one percent of this expenditure was public sector spending. Sixty five
percent of the population has social insurance while 35 % has not (T.C. Sa�l�k Bakanl��� Sa�l�k
Projesi Genel Koordinatörlü�ü: 7,67,72,79).

The infant mortality rate was 44.2 per 1000 live births; life expectancy at birth was 70.5 years for females
and 65.9 years for males in 1996 (Republic of Turkey Ministry of Health Research Planning and
Coordination Council, 1998: 5).

The problems of waste of resources, the poor quality of care, and lack of cost control have led to reform
attempts within the current system since the beginning of the 1990s. Three major draft laws have been
prepared by the MOH and have been made ready to be submitted to the Parliament. The major concept of
the proposed system is separation of the financing from the provision of services. This separation is
expected to promote efficiency through cost-consciousness and control of expenses from the insurance
point of view and promote quality by introducing competition in service provision (Republic of Turkey
Ministry of Health, 1997: 4-50,4-53).  Therefore, it is reasonable to assume that in the near future, new
competitive pressures will force hospital administrators to improve efficiency by implementing quality
management (QM) programs.

I. B. Quality Improvement Activities in the Turkish Ministry of Health Hospitals

A quality management division has been established recently in the MOH to make policies and determine
standards related to quality in its hospitals. The MOH applied an in-service training program to the medical
directors of some hospitals to introduce total quality management (TQM) for improvement of the quality of
services. A training program was also initiated to improve communication and care in nursing (T.C.
Sa�l�k Bakanl���, 2000).

There is a growing interest in TQM/continuous quality improvement (CQI) in Turkey. TQM has been
implemented in some university hospitals and private hospitals. A nation-wide symposium on quality
improvement has been held annually, and attracted a significant number of participants (Çoruh, 1996: 84).

There are some norms for licensure of hospitals set by the MOH. The MOH also licenses for professional
practice (medicine, nursing, pharmacy, etc.). New regulations were made related to patient rights in equity
in access, consent, security, confidentiality, continuity, and so on.
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There is no hospital accreditation system in Turkey. However, some MOH hospitals and private hospitals
have received ISO 9001 certification, and many others have been preparing to receive.

Health Project Coordination Unit of the MOH has planned to improve minimum medical equipment
standards and minimum physical infrastructure standards for hospitals in order to increase efficiency and
quality of hospital services (T.C. Sa�l�k Bakanl��� Sa�l�k Projesi Genel Koordinatörlü�ü, 2000).

Some specialty associations, for example the Turkish Cardiology Association, have adapted international
clinical practice guidelines for Turkey (Türk Kardiyoloji Derne�i, 2000). The Turkish Medical
Association and the MOH have also initiated some activities to prepare guidelines (TTB Merkez Konseyi,
2000).

II. Current Literature

II. A. What is Quality Improvement?

There are two approaches to the problem of improving quality: quality inspection and CQI. The first
approach relies on inspection to improve quality. It may be called the Theory of Bad Apples, because those
who subscribe it believe that quality is best achieved by discovering bad apples and removing them from
the lot. The view is that problems of quality are caused by poor intentions. The bad apple is to blame. The
cause of the trouble is people – their venality, incompetence, or insufficient caution.

According to the Theory of Continuous Improvement, on the other hand, real improvement in quality
depends on understanding and revising the production processes on the basis of data about the processes
themselves. The focus is on continuous improvement throughout the organization through constant effort to
reduce waste, rework, and complexity. When one is clear and constant in one’s purpose, when fear does not
control the atmosphere (and thus the data), when learning is guided by accurate information and sound
rules of inference, when suppliers of services remain in dialogue with those who depend on them, and when
the hearts and talents of all workers are enlisted in the pursuit of better ways, the potential for improvement
in quality is nearly boundless. Translated into cultural norms in production systems and made real through
sound statistical techniques, these lessons are at the core of the Japanese industrial revolution. They have
proved their worth (Berwick, 1989: 53-54).

What is perhaps radical vis-à-vis past health care improvement efforts is a willingness to examine existing
health care processes and rework these processes using state-of-the-art scientific and administrative
knowledge and relevant data-gathering and analysis methodologies. Many health care processes have
developed and expanded in a complex, political, and authoritarian environment, acquiring the patina of
science. The application of data-based management and scientific principles to the clinical and
administrative processes that produce patient care is what CQI is all about (McLaughlin and Kaluzny,
1999: 5). In this text, CQI and TQM are used interchangeably.

II. B. What are the Components of Continuous Quality Improvement?

CQI may be viewed as a cycle of identifying opportunities for improvement, intervening to improve
performance, measuring quality, and repeating the cycle for continuous improvement.

II. B. 1. Identifying Opportunities for Improvement

Improving the quality of health services begins with identifying quality problems and finding opportunities
for improvement. Although some argue that this step lies outside the improvement process, it is the only
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way to start. Quality improvement looks beyond “problems”: it applies to improvement opportunities in
situations which have not become crises but could be improved. For example, a recent increase in clinic use
has been accompanied by a gradual increase in client waiting times. Early attention to monitoring patient
flow and to identifying and redesigning potential bottlenecks could prevent a crisis.

What constitutes a quality-related problem or area for improvement? A quality-related problem has been
described as the gap between what is and what is desired. An opportunity for improvement need not stem
from a major deficiency. It may represent simply a desire to improve a process that is operating in a
satisfactory manner in order to reach a higher level of acceptable quality (Franco et al., 1997: 1-5).

Opportunities for improvement can be identified by structured problem solving, from results of monitoring
or measurement, or by sentinel events.

II. B. 1. a. Structured Problem Solving

According to The Quality Assurance Project (QAP), there are six steps to solving quality problems and
improving processes. The QAP is funded by the United States Agency for International Development to
assist Ministries of Health and other groups to develop and implement mechanisms for monitoring and
improving the quality of health services.

The objective of the first step, identifying problems and selecting opportunities for improvement, is to select
a specific problem or process on which to focus. It is important to select carefully where to focus quality
improvement efforts. Quality improvement is most attainable when those involved are enthusiastic about it
and when it has a positive effect on patients and their community. Accordingly, managers, clients, and staff
should select a problem which is important.

Identifying and selecting problem areas or opportunities for improvement can be thought of as a two- (or
more) stage cyclical process, each stage comprising three substeps:

Stage One: Selecting a service, care process or area on which to concentrate, e.g., outpatient care, surgical
services, patient assessment, medication prescribing, and billing: (1) reviewing the areas/services that are
presently being provided, (2) agreeing on criteria for selecting an area on which to work and the process for
making this choice, (3) selecting an area on which to concentrate.

Stage Two: Within the area of concern, selecting a specific problem or opportunity for improvement, e.g.,
postoperative infections and outpatient waiting time: (1) Identifying specific problems or improvement
opportunities, (2) agreeing on criteria for selecting an area on which to work and the process for making
this choice, (3) selecting a problem or specific process on which to work.

To identify potential areas for improvement, it is essential to consider sources of information that can
explain the current situation. Several sources can be used to identify specific areas for improvement. These
can be formal sources, such as surveys or sampling of existing records, or more informal methods, such as
interviewing staff or clients. Flow-charting a process that needs improvement can also reveal specific
problems.

Managers often find that they can work on only a few problems at a time. When several problems have
been identified, choices must be made based on clear reasoning. It is essential that the selection criteria in
the quality improvement process be clearly stated. All involved must recognize the importance of the
selected problem and agree that the time spent is worth the effort. Quality improvement takes time and is
most effective when focused on the “vital few”, e.g., what people consider to be important and effective.
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Each group or team should develop its own selection criteria, but the following list of commonly applied
criteria can be used as a guide: The problem is important, support for change exists in this area, the project
has emotional appeal/visibility, there are risks associated with not addressing this area, the project is within
the sphere of influence. For initial quality improvement efforts, some additional criteria are suggested: The
effort should address a small problem and one that can be dealt with quickly. If quality improvement is
focused on a specific process, that process should be a permanent one: there is no need to work on a
process that will eventually be eliminated.

Expert decision, voting, and matrices may be used as tools for guiding decision making based on previously
agreed upon criteria (Franco et al., 1997: ix, 1-5–1-10).

II. B. 1. b. Results of Monitoring and Measurement

Monitoring is the routine collection and review of data that helps to assess whether program norms are
being followed or whether outcomes are improved. By monitoring key indicators, managers and supervisors
can determine whether the services delivered follow the prescribed practices and achieve the desired results.
Quality assurance involves a new process orientation that has profound implications for monitoring and
collecting data in less developed counties. Outcome measures alone, or other service statistics that are
generally part of monitoring systems of these countries, offer limited guidance in problem solving. Detailed
assessment of processes through special comprehensive studies or routine assessment can provide useful
information about specific service delivery problems.

Designing (or redesigning) a monitoring system requires translating statements about expected quality into
measurable indicators. It also demands setting performance thresholds, selecting information sources,
designing a system for collecting data and compiling results, and carrying out monitoring activities (Brown
et al.: 19).

Observing a single event permits only an isolated quality judgment. To measure the quality of care patients
receive, it is necessary to devise an instrument –the performance measure- that, like a ruler to measure
length, will reveal an amount, or rate, of “quality” of care given to a population of patients. Since quality
cannot be observed directly, an event that is evidence of quality of care is selected. Such events or
processes are specified in the medical review criteria derived from a practice guideline; medical review
criteria are thus a key component of a performance measure for evaluating conformance to the guideline
recommendations.

A performance measure is a tool for producing a quantitative measurement of quality of care expressed as
a performance rate. However, simply knowing a rate does not reveal whether or not it is acceptable. A
judgment of the acceptability of a performance rate must be made in relation to the purpose for which it
will be used. Thus, the final stage in measuring health care quality is applying a standard of quality that
embodies some concept of the acceptability of a particular performance rate for a specific purpose (U.S.
Department of Health and Human Services et al., Volume 2, 1995: 12,14).

An effective, ongoing quality improvement system depends upon a management and health information
system that routinely monitors important service quality indicators. Such a monitoring system provides
timely data that can point to existing or emerging problems and potential areas for improvement (Franco et
al., 1997: 1-7).
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II. B. 1. c. Sentinel Events

A sentinel event is an unexpected occurrence involving death or serious physical or psychological injury, or
the risk thereof. Serious injury specifically includes loss of limb or function. The phrase, “or the risk
thereof” includes any process variation for which a recurrence would carry a significant chance of a serious
adverse outcome. Such events are called “sentinel” because they signal the need for immediate investigation
and response.

In support of its mission to improve the quality of health care provided to the public, the Joint Commission
on Accreditation of Healthcare Organizations (JCAHO) includes the review of organizations’ activities in
response to sentinel events in its accreditation process, including all full accreditation surveys and random
unannounced surveys.

According to the JCAHO standards relating to sentinel events, when a sentinel event occurs in a health care
organization, it is necessary that appropriate individuals within the organization be aware of the event;
investigate and understand the causes that underline the event; and make changes in the organization’s
systems and processes to reduce the probability of such an event in the future. The leaders are responsible
for establishing processes for the identification, reporting, analysis, and prevention of sentinel events and
for ensuring the consistent and effective implementation of a mechanism to accomplish these activities
including: determination of a definition of sentinel event that is approved by the leaders, and communicated
throughout the organization; creation of a process for reporting of sentinel events through established
channels within the organization and, as appropriate, to external agencies in accordance with law and
regulation; creation of a process for conducting thorough root cause analyses that focus on process and
system factors; determination of a risk reduction  strategy and action plan that includes measurement of the
effectiveness of process and system improvements to reduce risk (JCAHO, 1999).

II. B. 2. Intervening to Improve Performance

After opportunities for improvement are found, performance or process is intervened to improve by the
steps of defining the problem operationally, identifying who needs to work on the problem, analyzing and
studying the problem to identify major causes, developing solutions and actions for quality improvement,
implementing and evaluating quality improvement efforts (Franco et al., 1997: x).

An operational definition of a problem or quality deficiency expresses the difference, in specific and
observable terms, between the current and desired state of affairs. There are three steps to defining the
problem operationally: describing what the problem is and how you know it is a problem, determining the
boundaries of the problem: where the problem begins and end, and checking to see that the statement does
not assign any blame or include an implied cause or solution.

Quality improvement efforts work best when those who are involved in the process take part in the analysis
and development of solutions. Determining who should work on the problem involves identifying who needs
to take part and in what capacities (team members, ad-hoc members, consultants, etc.), convening the team,
and defining the team’s working procedures.

Choosing a solution can be a formal or informal process. The next three paragraphs describe a formal
process.

The first objective of a formal process is to identify the problem’s major causes in order to choose an
appropriate solution. Given the diverse nature of problems, there is no single method for analyzing them.
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Yet the following steps will help the team to stay focused: reviewing the problem statement and clarifying
what is already known about the problem: who, what, where, when, how often; understanding the process
in which the problem occurs; developing hypotheses about the causes of the problem; testing the hypotheses
and determining the major cause(s); examining the cause and determining if the makeup of the team needs
to be modified.

Improving quality means eliminating the problem’s root cause. Once the problem has been located
specifically, it is time to develop hypotheses about the causes. Methods such as flowcharting, cause-and-
effect analysis, tree diagram, and force-field analysis can be used to reveal the cause(s). Determining
causes should be based on facts (data), not opinions or assumptions. Data must be analyzed and the results
presented in a way that translates them from mere facts into information. Data presentation tools such as
bar charts, pie charts, Pareto charts, line graphs, run charts, control charts, histograms, and scatter
diagrams are visual displays of data that make it easy to see what is happening, and they help teams to
interpret the variation that is present in the data. There are a few guidelines for knowing when the major
cause identified: no other causes were verified by data, the group members agree on the cause and feel
motivated to fix it, the cause explains the existence of the problem from all points of view, the cause is
logical and dispels confusion, and the cause is something the group can influence, control, or deal with.

The second objective of a formal process is to develop a solution that solves the problem by eliminating its
cause(s). Choosing and designing solutions entails several substeps: listing all potential solutions, selecting
criteria to find which solution is best, choosing a solution to implement, and stating the solution in a
practical, feasible manner. Benchmarking combined with brainstorming can be a valuable way of
stimulating creativity in finding potential solutions. Several possible criteria for choosing a solution can be
used. The team can develop its own or choose from the suggestions below: affordable to implement, free
from negative impact on other processes or activities, feasible to implement, management support,
community support, efficient, addresses root cause, timely. These criteria can be applied by using one of
the decision-making methods: expert decision-making, voting, or matrices.

An informal process for choosing a solution often uses brainstorming. Brainstorming can be used to
consider alternative solutions and address resistance to change (Berwick, et al., 1990: 179).

Quality improvement depends on effectively implementing the appropriate solution. Even a well-chosen
solution will not resolve the problem if it is poorly planned, implemented, and monitored. This final step is
commonly known as the PDCA cycle: Plan (planning implementation of the solution), Do (implementing
the solution), Check (following up to determine if the solution has had the intended results), and Act
(making decisions about whether to expand implementation, to modify the solution, or to choose another
solution to test). It is designed to ensure that the solution is properly implemented.

Planning for solution implementation should involve the following tasks: reviewing the objective of the
solution, reviewing the solution’s design, identifying potential resistance, determining the prerequisites to
implementation, developing a step-by-step list to lay the groundwork, assigning responsibility for each
activity, determining what information is needed to follow up the solution. Putting the implementation plan
into action involves carrying out the ordered steps outlined, implementing the change itself, and collecting
the information that will indicate how well it went (Franco et al., 1997: 1-12, 1-48).

II. B. 3. Measuring Quality

The quality improvement process does not end with implementation of a remedy. The reason is simple:
Even after effective improvements have been found, processes tend to regress to their prior levels of
performance unless specific steps are taken to hold the gains. Breakthroughs in result- the real motivation
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for quality improvement efforts- do not come from short-lived increases in levels of performance; they
come from permanent changes: “once and for all” improvements. To make breakthroughs durable, the
quality improvement process must include checking the performance of the new process, and monitoring
the control system. Measurement is essential in quality control. It requires two types of measurements:
measurement of the results- the key quality characteristics of the process, and measurement of process
variables- monitoring intermediate steps in the process (Berwick, et al., 1990: 134, 136).

After implementation the team should determine what can be learned from the implementation process.
Using the data collected and any other information obtained during the implementation phase, the team
should answer the following questions: Did we meet our criteria for success? Did the solution have the
desired results? What did people think of the change? What aspects of implementation went well? What
aspects were difficult? Did the solution create unforeseen problems for others or other processes? What
kind of resistance did we encounter? Based on what was learned from evaluating solution implementation,
the team must decide what action to take. Just because a solution was chosen and implemented does not
mean that it must be adopted. Referring to the results obtained in the follow-up, it should be determined
whether it was successful as implemented, whether it merits modifications, or whether it should be
abandoned altogether and another solution tried. If modifications are to be made, they should be tested as
well.

To ensure that gains are sustainable, the team will need to look for opportunities to standardize the
improvement and make it permanent such as changing job aids and manuals, inserting new material into
pre- and in-service training, and getting official policy statements. Additionally, sustainability requires
vigilance: the team should think about what indicators it will continue to monitor to assess whether the
solution continues to be successful, i.e., that the problem does not reoccur (Franco et al., 1997: 1-48- 1-
49).

II. B. 4. Repeating the Cycle for Continuous Improvement

In continuous quality improvement, the focus is on continuous improvement throughout the organization
through constant effort to reduce waste, rework, and complexity, as stated earlier (Berwick, 1989: 54). The
gains achieved through a quality improvement project can echo through an organization in several ways
that extend and multiply their value. In the end, the whole quality improvement effort achieves its most
powerful results not through the success of any particular project, but rather through the cumulative gains
of many projects over time and through the spread of quality improvement methods and attitudes through
the daily life of the organization (Berwick, et al., 1990: 141,142)

II. C. What is the Role of Clinical Practice Guidelines in Quality Improvement?

Clinical practice guidelines are systematically developed statements to assist practitioners’ and patients’
decisions about health care to be provided for specific clinical circumstances (U.S. Department of Health
and Human Services et al., Volume 1, 1995: 11). There are three major reasons for developing and
implementing a clinical guideline: To control practice variation, to decrease cost, and to map the approach
to an uncommon problem. Cutting cost is only one reason for controlling variation; a more compelling
reason is improving quality (Margolis, 1999: 22). Good clinical practice guidelines provide clear
recommendations for what should be done for particular patients, and related medical review criteria are
used to determine whether particular patients received the recommended care.

II. D. What is the Experience in Other Countries?
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Worldwide interest and initiatives in health care quality vary in (1) scope, from individual to organizational
to national; (2) setting, from hospital to ambulatory (primary) to long term care and beyond; (3) focus,
from clinical to managerial; and (4) orientation, from quality assurance to quality improvement (Donahue
and Yen, 1997: 71).

Quality assurance- the term is used broadly to mean any activity for systematically monitoring quality and
taking action to prevent poor quality- has a long tradition in most countries in Europe. (In the United States
the term refers to external inspection, standard setting, and controlling compliance).

Since 1990 many European governments have focused their interests on quality in five areas. First, the
United Kingdom, France, Sweden, The Netherlands, and Norway have enacted laws or regulations that
require professionals and hospitals to take responsibility for quality and undertake quality assurance.
Second, many governments have encouraged quality activities through financial support of professional
associations and other organizations and through the establishment of independent national quality
organizations. The National Organization for Quality Assurance in The Netherlands have served as a
model for such organizations in Belgium, Germany, Italy, France, and Spain. Third, governments have
sought to respond to public “consumer” criticism of health care by introducing service guarantees such as
maximum waiting times and documenting patient rights. Fourth, governments are becoming more interested
in accreditation [or certification] of health care organizations, through the International Standards
Organization (ISO; Geneva) norms, for example, or voluntary organizational audits. Fifth, governments
have expressed interest in total quality management and CQI as approaches to reducing costs and improve
quality, which also hold promise for solutions to other health care issues (Øvretveit, 1997: 10-11).

Government financing for piloting quality initiatives in hospitals has generally been coordinated and
evaluated by non government organizations, such as universities and professional associations. For
example, in France the National Agency for the Promotion of Medical Evaluation (ANDEM) was
mandated by the Ministry of Health to set up a national demonstration project based on quality assurance
and CQI methodologies. The program was designed to identify the key success factors for implementing
such programs within hospitals (Maguerez, 1997: 34). Other examples are the national TQM programs in
Spain, the United Kingdom, and Norway (Øvretveit, 1997: 13).

In a national survey of US hospitals, 69 percent of hospitals reported active involvement in CQI/TQM
activities (Shortell, 1995: 207). According to another survey carried out in 1995, American and Canadian
hospital executives have embraced the concept of CQI and are committed to further expand CQI efforts in
the future (Chan and Ho, 1997: 541). According to the National Hospital Quality Improvement Survey,
93% of the responding 1928 hospitals were using CQI or TQM methods in 1998. But the survey,
sponsored by the American Hospital Association and Arthur Andersen, also revealed that only 35 % of
hospital staff members-and 22 % of doctors- were trained in CQI or TQM methods. Hudson states that
with hospital quality programs, the reach is broad, not deep (Hudson, 1999: 32).

In Taiwan, several hospitals have adopted CQI/TQM theories in different clinical and administrative
departments for improvement of the quality of services (Huang, 1996: 80). The ZdravReform (Health
Reform) Program in Russia, which began in 1993, included the goal of improving the quality and cost-
effectiveness of the health care system. Work on introducing CQI, evidence-based practice guidelines, and
indicators of quality were conducted in 1995-1996 (Tillinghast, 1998: 281). In Finland, the government
reduced its regulatory power and issued only recommendations and guidelines on health policy, including
quality in the 1990’s. Consequently, the application of TQM/CQI has been a municipal responsibility
(Brommels et al., 1997: 31). In Germany, hospitals must prepare and submit data on performance to the
payer organizations- the pension funds or an institution established for this purpose by the sickness funds.
More than a few hospitals in Germany have implemented or have started to implement quality management
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systems according to the International Standards Organization (Paeger, 1997: 39). In 1994, with the
introduction of case-based and fee-for-service financing, quality guidelines were established for some
procedures (Wu and Johansen, 1999: 320).

Clinical guidelines have become a key issue in the US health care system, even though in the past they were
not embraced widely. In contrast to European systems, where such initiatives usually are controlled by one
administrative agency- e.g. the ANDEM in France- in the US, there is a pluralistic approach: many kinds
of guidelines coexist, initiated by health professions, managed care organizations, state or federal agencies,
hospitals or insurers (Huttin, 1997: 212). Several clinical guidelines were developed in France (Durieux
and Ravaud, 1997: 215), Switzerland (Graz et al., 1996: 273), the Netherlands (Klazinga et al., 1998:
241), Germany (Birkner, 1998: 453), Brazil (Noronha and Rosa, 1999: 440), and other countries.

A survey of medical quality assurance programs in Ontario hospitals revealed that many of the hospitals
were conducting a wide variety of quality assurance activities including criteria audits, indicators inventory,
occurrence screening and reporting, utilization review and management (Barrable, 1992: 153). Hospital-
wide medical indicators were also developed and formally introduced into the accreditation process in
Australia (Collopy and Balding, 1993: 511). These indicators have stimulated an increase in quality
assurance in Australian hospitals (Collopy, 1994: 331).

Quality management in health care is also being introduced in the Middle East and North African counties.
For example, some health care organizations have implemented model quality management projects to
improve both clinical and nonclinical processes in Egypt, Israel, Jordan, Morocco, and Palestinian
authority (Habib et al., 1997: 66). It has been shown that a surgical audit can be safely undertaken in Saudi
Arabia (Ashoor et al., 1995: 61).

Since the early 1990s more hospitals in the United Kingdom and Nordic countries have been using quality
award frameworks and “organizational audits” to make a global assessment of their quality. The European
Quality Award and the Norwegian and Swedish Awards are both based on the Malcolm Baldrige National
Quality Award in the United States, and a version of the Swedish Award for health care is now being used.
In the United Kingdom, peer review organizational audit is the more popular approach, with a framework
adapted from accreditation practices in Australia and elsewhere and using a peer review process. The
independent agency conducting the organizational audit program first decided to offer accreditation in
1995, but the audit itself is still voluntary. Versions of this program have been evaluated in Sweden and
Finland. The third approach is the ISO quality system. An ISO standard for services was introduced in the
early 1990s in response to the criticism that it had been too manufacturing oriented. This system is popular
in Norway and to a limited extent in the United Kingdom, especially for support services, but is not liked
by some clinical service staff and managers who have tried it because of the extensive documentation and
because it does not appear to be a cost-effective way to improve clinical quality  (Øvretveit, 1997: 13).
Quality prizes also exist in Brazil (Noronha and Rosa, 1999: 440) and in Japan (Takahashi, 1997: 64).

Interest in accreditation of hospitals and other health care organizations is growing internationally. The
factors behind this growing interest in accreditation are varied: the self-motivated desire to improve among
health care professionals worldwide; the desire to improve population health; the trend toward privatization
of health care in many countries; the concerns about the value received for health care expenditures in light
of the growing costs of health care; the increasing availability of information on quality of care issues over
the global Internet; and the interest of multinational companies in providing safe and effective health care
for their employees who are located in many countries around the globe (Schyve, 1998: 467).

There are four possible purposes for accreditation. First, that it creates the right environment for clinical
practice. Second, it can be used as a monitoring tool for safety and the success of hospital organization.
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Third, that the output of the accreditation system can be used to inform the public and purchasers about the
accreditation status of their hospital or local health services, to provide reassurance that all possible
precautions about safety are being taken. Fourth, the status can be graded in such a way as to provide
comparative information to the public and purchasers about how well a hospital is doing compared with
others, to assist choice or to encourage local pressure to be put on health services to improve (Scrivens,
1995; 180).

Accreditation is well established in a handful of countries, including the USA, Australia, Canada, Spain,
and the United Kingdom (Hayes and Shaw, 1995: 166). But it has also been developed or is being
developed in Taiwan (Huang, 1996; 78), the Latin American region (Arce, 1999: 425), Poland
(Nabialczyk, 1997: 439), Russia (Tillinghast, 1998: 283), Slovenia, Sweden (Wu and Johansen, 1999: 320,
324), South Africa, New Zealand, the Czech Republic, Israel, Japan, and many others (Scrivens and
Heidemann, 1995: 161).

III. A Quality Management Program for the Ministry of Health Hospitals in Turkey

The critical success factors required for smooth TQM [or CQI] implementation include: a clear vision, the
organizational capacity for change, a managed threshold for change, and, most important, a plan for change
(Gaucher and Coffey, 1993: 111).

The development of a quality plan should follow the guidelines for any strategic planning process. First, the
executive group should develop broad organizational goals and the means to achieve them. Second, assign
responsibility and create the resources to meet the responsibilities. Third, develop the educational
curriculum to support the required changes and create a reward and recognition process to reinforce the
new behaviors. Finally, establish an evaluation process to review performance against the goals (Gaucher
and Coffey, 1993: 109).

III. A. Mission, Vision, Goals, and Objectives of the Quality Management Program

What follows is a plan for a Quality Management Program for the Ministry of Health in Turkey. The focus
is on the Ministry level activities because the Ministry needs to take a leadership role in quality for the
country. The Ministry activities will involve MOH hospitals and will provide a role model for individual
hospitals that wishes to undertaken quality management programs.

First, a Quality Management Council (QMC) including the directors of the relevant MOH departments,
some representatives from the MOH hospitals, and faculty or consultants from universities should be set up
to assist with the planning and implementation of the quality management program in the MOH hospitals.
It is important to note that there must be a leader who sees the potential for organizational transformation
and is a skilled change agent.

One of the first tasks of the QMC is to write the mission, vision, goals, and objectives of the program to
help guide the process. The mission statement, identifying what and for whom the program do, might be
like this:

"The mission of the quality management program is to improve clinical care, patient satisfaction, employee
satisfaction, and the efficiency of the MOH hospitals through the application of quality improvement
processes and techniques. In addition, the quality management program will support the education of future
academic and practice leaders of the health care professions and foster research that will benefit present
and future patients. We are committed to modeling the quality improvement skills to involve and empower
employee."
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A vision statement, compelling, conceptual image of the desired future, might be like this:

"The MOH hospitals will achieve excellence in delivering high-quality, patient-centered, process-oriented,
and resource-efficient services. They will be the first place where people want to go when they need health
care. They will be the place where people prefer to work."

Principles or the core values and philosophies that describe how the program conducts itself in carrying out
the MOH mission might be like the following:

- Our first priority is to satisfy our customers- MOH hospitals, patients and employees. -
- We recognize the worth, quality, diversity and importance of each other, the people we serve, and the

hospitals.
- We are honest and forthright and meet the highest ethical standards.
- We work together to be the very best in everything we do.
- We do the right things right the first time.
- We do the right things even better the next time.
- We manage by fact.

The goals of the Ministry’s Quality Management Program might be identified as:

1. To build organizational structures, both within the Ministry and outside of the Ministry in MOH
hospitals, to carry out quality improvement.

2. To first build a Ministry-level capacity to guide and conduct quality management activities, and then
build a hospital-level capacity.

3. To improve clinical quality in MOH hospitals.
4. To increase patient satisfaction in MOH hospitals.
5. To increase employee satisfaction in MOH hospitals.
6. To increase efficiency of the MOH hospitals.

Studies related to clinical quality, patient satisfaction, employee satisfaction, and efficiency of the hospitals
are limited in Turkey. A health services utilization survey representative for the whole country was carried
out in 1992 and revealed that (Ministry of Health Health Project General Coordination Unit, 1995):

- The average waiting time to see the doctor at the State Hospitals is 88.1 minutes, and 56.4 % of the
patients think that this duration is too long.

- The average examination time at the State Hospitals is 17.5 minutes, and 45.5 % of the patients think
that this time is insufficient.

- Forty seven point two percent of patients who applied to the State Hospitals are not satisfied with the
information given by doctor.

- Twenty eight point nine percent of patients who applied to the State Hospitals are not satisfied with the
examination at all (overall satisfaction).

- According to the patients who attended State Hospitals, the most important problems are cleanliness
and lack of courtesy.

- Twenty four percent of patients have experienced difficulty in admittance.
- Twenty seven point five percent of inpatients of the MOH hospitals feel not cured after having received

hospital services; 20 % observed shortage of medical supplies; 66.3 % obtained medicine by
themselves while 4.3 % could not buy.
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In an organizational culture survey of the MOH, the levels of; unity of goals, adequacy of communication,
participation of the employee in decision making, effective utilization of human resources, organizational
integrity, morale of the employee, institutional autonomy, adequacy of problem solving, innovativeness,
openness and adaptation to change were found to be “average” (Özdemir and Yal�n, 1998).

In a utilization review survey carried out in a MOH hospital, it was found that for 36 % of the patients
having inappropriate patient days, there was a delay in performing the work-up or treatment for which the
patient was hospitalized. The physician or hospital was responsible for almost all of the remaining
inappropriate days on which the medical purpose of hospitalization had been accomplished or could be
addressed in a less acute setting (Kaya et al., 2000).

Taking these findings into account, objectives- representing intermediate achievements necessary to realize
goals- might be identified as:

1.1.  To set up a QMC at the MOH level within 2 months.
1.2.  To set up QM Councils at the MOH hospitals within 3 months.
2.1. To design QM training programs for the QM Councils at the MOH level and at the MOH hospitals

within 12 months.
2.2. To implement the QM training programs within 2 years.
3.1. To facilitate and oversee the process of developing priority clinical practice guidelines within 2 years.
4.1. To give sensitivity training as a part of the training programs within 2 years.
4.2. To reduce delays and waiting times by 50 % within a year.
4.3. To increase time spent with doctor by 50 % within a year.
4.4. To improve appointment scheduling and access by 50 % within a year.
4.5. To improve patient relations (communication) within a year.
5.1. To increase employee involvement and empowerment within 2 years.
5.2. To design appropriate reward and recognition strategies within 2 years.
6.1.  To design a utilization management program for the hospitals within a year.

III. B. Initial Activities

There are four critical success factors that the Quality Management Council must take into consideration
as an organization such as the MOH begins its quality journey. If these tasks are not accomplished, there is
a great probability of a stalled or failed process. Critical success factors are; customer focused vision,
capacity for change, threshold for change, and plan for change.

The type of broad organizational change required for TQM implementation will not happen without a
support system that provides people with the capacity and capability for change. Organizational capacity
and capability are enhanced by a strong educational curriculum (Gaucher and Coffey, 1993: 103-106).

Successful implementation of a quality improvement effort depends on strong, customer-responsive QM
training programs. For this reason, the initial activities of the QM program should be to design and
implement QM training programs after setting up QM Councils at the MOH level and at the MOH
hospitals (Objectives 1.1-2.2.). The customers in this case are the directors of the MOH and managers,
physicians, and other employees within the MOH hospitals.

The focus of a TQM educational program should be to increase sensitivity, knowledge, and skills to meet
and exceed customer requirements. The components of the program should include; reason for change,
TQM philosophy, examples, quality improvement process, analytical tools, techniques and skills, people
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skills, case studies and practice, use by management, and relation to previous programs (Gaucher and
Coffey, 1993: 247-252).

Gaucher and Coffey states several lessons that have been learned through their experiences at the
University of Michigan Medical Center and the experiences of their colleagues at other healthcare
organizations and in other industries. These lessons are:

- Implementing TQM requires broad cultural change. This cultural change requires substantial education
and training, but that is not enough. Behaviors, especially of administrative and clinical leaders, must
change. Accomplishing those behavior changes requires practical educational experience closely linked
to recognition and reinforcement for changes in behaviors on the job.

- People skills delay TQM more than analytical skills. Failures and delays of TQM implementations are
almost always due to a lack of education and behavioral changes related to people skills, not analytical
skills. The caution is that any TQM education and implementation must have a balance of people skills
and analytical or task content, with an emphasis on actual behavior change, not just knowledge.

- Timing and sequence of education important. Leaders should personally go through training addressing
"why", "what", and 'how", and then practice TQM, before asking their staff to do so.

- Involvement of line management. Line management must be personally and visibly involved in
educational programs to communicate personal and organizational commitment to TQM.

- Resources required to support plans and expectations. Resources should be made available to support
education and implementation of quality improvement efforts.

- Adult education principles. TQM educational and training programs should take into account adult
education principles. In particular, people need to see practical examples and be involved personally in
the process to fully understand and become committed to TQM (Gaucher and Coffey, 1993: 274-276).

Learning from these lessons, a training program might be designed and implemented for the QMC at the
MOH level with the assistance of external mentor(s). The external mentor(s) might be valuable to challenge
the MOH management concerning the reasons for change, the vision, goals, and other topics that are
difficult for internal staff to raise. The external mentor(s) might also assist to design and implementation of
the training programs for the MOH hospitals.

The MOH might select some pilot hospitals for quality improvement activities before working on these
activities with a national scope. This allows the MOH to modify and adapt the QM strategy before wider
implementation. At the pilot hospitals, QM Councils might be set up from the top managers of the hospital:
medical director, nursing director, hospital administrator, and their associates. These councils might choose
the first quality improvement teams.

For the MOH hospitals, the QM training might be provided at four levels:

- Training of the QMC.
- Team leader/facilitator training.
- Team member training.
- Orientation program for all employees.

The major barrier to quality improvement at the MOH hospitals may be the organizational culture that was
already mentioned. A working description of word culture is, “the way we get things done in our
organization”. Every organization has a culture created by the shared beliefs, values, norms, and
expectations of the workforce. The stronger and more established a culture is, the more difficult it will be to
change it. The first step in changing a culture is an assessment of the current one. The second step is to
define what people would like to see changed. When both the existing and the desired cultures are
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understood, plans can be developed to create the new culture and TQM can serve as the catalyst to achieve
it (Gaucher and Coffey, 1993: 149, 155, 162). Therefore, it is necessary to assess the organizational
culture of the MOH and its hospitals to obtain the information on which the plan to change the current
culture will be based.

The centralized structure of the MOH hospitals, which does not allow empowerment of the employees, is
another barrier to the quality improvement activities. Empowerment includes authority (the freedom to do a
job the way the person thinks is the best way), knowledge (the appropriate tools and information to do the
job and make sound decisions), importance (the tasks must accomplish something that is meaningful), and
feedback (appropriate information about how they are doing the job) (Gaucher and Coffey, 1993: 164). If
proposed health reforms are legislated, hospitals will be decentralized in Turkey. The autonomy of
hospitals will be achieved by giving the public hospitals an autonomous status and turn them into health
enterprises (Republic of Turkey Ministry of Health, 1997: 4-51). This decentralization may be a positive
force for the employee empowerment.

The quality management division recently established at the MOH, and the growing interest in TQM are
the current positive forces for the QM at the MOH hospitals. Obviously, the MOH should ensure that
sufficient resources are allocated to the QM activities- for external mentor(s), QM infrastructure, reporting
structures, a system of incentives, etc. Regulations might be needed for national implementation of QM to
avoid fragmentation and promote adherence to acceptable standards and values.

III. C. Next Steps

After organizational structures and capacity are built, the MOH may initiate other QM activities. For
example, to reduce delays and waiting times and increase access, the MOH may use one or more of the
following strategies based on the basic dynamics that cause delays and access problems at the MOH
hospitals: redesigning the system, shaping the demand, and matching capacity to demand (Nolan et al.,
1996: 32-33). The MOH has already readjusted the current capacity of the outpatient services provided at
the MOH hospitals to match the demand by extending the service hours from 4.00 pm to 12.00 am to
increase access (T.C. Sa�l�k Bakanl��� Tedavi Hizmetleri Genel Müdürlü�ü, 2000). In developing a
more effective reward and recognition program, the first step is to analyze the current environment. As
discussed before, the culture may need to be adjusted to create the appropriate climate for innovation,
creativity, and teamwork.
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