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Chapter 7
The Business Case for Quality in Health 
Care

Nicole Spieker

Abstract The Constitution of Kenya gives the government an oversight role in set-
ting and enforcing quality standards for health services. While the Kenyan Ministry 
of Health has numerous policy documents and legal frameworks to enforce quality 
care, its capacity to perform inspection visits and enforce licensing requirements 
has been limited. To help support the institutionalization of a regulatory framework 
to promote quality health care, PharmAccess, a Dutch nongovernmental organiza-
tion, launched a strategic collaboration with the Kenya Ministry of Health and the 
National Hospital Insurance Fund (NHIF) to embed accredited clinical and business 
quality standards into a national quality assurance system and to introduce the stan-
dards and quality improvement methodology into the contracting process of health- 
care providers by the NHIF. This case focuses on the introduction of medical and 
business quality standards at St. Patrick Health Care Center, a private provider in 
Nairobi. The program has helped the facility to attract financial loans to improve the 
scale, scope, and quality of their services and to generate extra income by securing 
a contract with the NHIF to provide health-care services to NHIF members in addi-
tion to other private insurers.

Keywords Accreditation · Kenya · National Hospital Insurance Fund · Quality 
improvement plan · Quality standards · Stepwise certification

 Background and Regulatory Framework

The Constitution of Kenya gives the government the responsibility for ensuring the 
realization of the right to health—meaning equitable, affordable and quality health 
services for all citizens—as well as an oversight role in setting and enforcing quality 
standards for health services. Kenya has numerous policy documents and legal 
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frameworks to support the national goal of health for all.1 Although quality of health 
services is implied in all these documents, as of 2019, they are still being reviewed 
to clarify how these policies should be implemented and are therefore not fully 
operationalized. Despite national and county governments motivated to make a dif-
ference, as in many low- and middle-income countries, ensuring quality health care 
in Kenya remains a major challenge. The capacity of government to perform inspec-
tion visits and enforce licensing requirements has been limited, and inspectors are 
often faced with the risk of having to close down facilities that are perhaps the only 
possibility for patients to receive care in a region. Importantly, the same enforce-
ment mechanisms do not always apply to both public and private facilities, creating 
disparities in the health sector.

With weak enforcement of a regulatory framework to measure and enforce 
adherence to quality standards, patients and funders of health care face uncertainty 
regarding the availability and quality of services in the health sector (Ruelas et al. 
2012; Das and Gertler 2007; Das and Hammer 2014; Øvretveit 2004; Peabody et al. 
2006; Smits et al. 2014; Mate et al. 2013). This uncertainty hampers investments in 
the health sector, since patients are not willing to prepay for health care through risk 
pooling. Low utilization of health services and a lack of reliable income refrains 
health-care providers from investing in the quality, scope, and scale of their ser-
vices. This results in a vicious cycle of poor supply of and poor demand for 
health care.

Transparency about the quality of care and care delivery is crucial to break this 
vicious cycle. Patients need to know what quality of care they can expect at a certain 
facility. Funders need data on quality and risk to assess the medical, financial, and 
accountability risks when considering long-term investments. Insurance companies 
need data to determine which providers their customers can use and to assure value 
for money. At a policy level, data on quality and risks assist governments and donors 
in their choices about how to best allocate their scarce resources to improve quality 
and lay the groundwork for a regulatory framework (Scott and Jha 2014). Data col-
lected during facility inspections on size, scope, and quality of health-care services 
can support all these objectives across the sector and stakeholders.

To help create transparency of care provision and lay the basis for institutional-
izing a regulatory framework, in June 2013, PharmAccess, a Dutch nongovernmen-
tal organization (NGO) dedicated to improving access to better health care in Africa, 
launched a formal, strategic collaboration with the Kenya Ministry of Health, the 
National Hospital Insurance Fund (NHIF) and the Health in Africa Initiative of the 
International Finance Corporation. The key objectives of the collaboration are to 

1 Including the Kenya Health Policy 2012–2030, the Kenya Vision 2030, the Kenya Quality Model 
for Health, the draft Health Bill 2012, the draft health financing strategy, and the Kenya National 
Health Sector Strategic Plan III for 2013–17.
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embed accredited2 clinical and business quality standards into a national quality 
assurance system and to introduce the standards and quality improvement method-
ology into the contracting process of health-care providers by the NHIF. Use of 
uniform quality standards will create transparency on the size, scope, and quality of 
care of health-care facilities in Kenya and allow for benchmarking between facili-
ties and regions. The results could be used to guide improvement within a facility 
but also for decision-making on NHIF insurance contracting, pay for performance, 
reimbursement based on quality of care, health system management, policy devel-
opment, and access to credit.

PharmAccess’ approach for this initiative has focused on public and private 
health-care facilities at the “bottom of the pyramid,” such as dispensaries and health 
centers, which are the primary health-care distribution channel in low-income set-
tings and often struggle with patient safety and quality demands. The program 
offers a stepwise certification process complemented by technical assistance 
whereby a facility pursues explicit levels of quality based on explicit criteria by 
implementing improvement plans to work toward the next level. Where financing 
for improvement is needed, facilities, through the Medical Credit Fund, can get 
access to affordable loans with local banks (PharmAccess Group). The Medical 
Credit Fund facilitates loans to clinics to stimulate growth and encourage new ways 
of financing health care.

Each quality level is recognized by a formal certificate. This creates an improve-
ment path that offers positive incentives for health-care providers to enhance quality 
and ultimately qualify for accreditation when the highest level has been achieved. 
Whereas the latter objective might remain out of reach for many providers for some 
time to come, a pathway to work toward that objective can boost client, investor, and 
regulator confidence in the motivation and capacity of health-care providers to 
steadily enhance their performance.

 Designing and Organizing the Improvement Effort

Universal Health Coverage, one of the Sustainable Development Goals, has been 
adopted as an important national priority in the Constitution of Kenya in 2010 and 
part of the “Big Four” agenda of President Kenyatta. One of the drivers for Universal 
Health Coverage in Kenya is the National Hospital Insurance Fund (NHIF). The 

2 The PharmAccess health-care quality standards program, known as SafeCare, has been accred-
ited by the International Society for Quality in Health Care. SafeCare (http://www.safe-care.org/
index.php?page=safecare-standards) is a collaboration between PharmAccess and the accredita-
tion bodies Joint Commission International (United States) and the Council for Health Service 
Accreditation of Southern Africa (South Africa) designed to apply International Society for Quality 
in Health Care-recognized clinical standards that are realistic for resource-restricted settings. 
SafeCare dissects the improvement process of health-care providers in surveyable, measurable 
steps (Johnson et al. 2016).
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NHIF is a publicly owned insurance corporation that provides insurance to adults in 
Kenya working in the formal sector but also offers the so-called SupaCover for the 
informal sector. For the NHIF to expand its insurance packages to all Kenyans, 
improving and ensuring the quality of care delivered by hospitals and clinics con-
tracted by NHIF are critical. In order to expand coverage for its members, the NHIF 
developed and implemented an accreditation system for contracting providers. The 
management of NHIF, however, wished to have a system more aligned with interna-
tional accreditation standards used by other countries, such as South Africa, 
Australia, the United States, Canada, and the Netherlands, based on International 
Society for Quality in Health Care-accredited clinical standards and evaluation pro-
cesses. The system should also be part of a continuous improvement process for the 
facility and not just contracting. However, international accreditation standards 
such as those set by the Joint Commission International—globally considered the 
gold standard of health-care accreditation—are generally acknowledged as difficult 
to implement and maintain in settings where resource constraints hamper compli-
ance. Few health-care facilities in low- and middle-income countries can afford the 
accreditation process, and once achieved, there are not enough incentives for facili-
ties to make the investment worth it. In Kenya, as of 2019, only the Aga Khan 
Hospital and Gertrude’s Children’s Hospital in Nairobi have achieved Joint 
Commission International accreditation. For NHIF, therefore, the stepwise approach 
offered by PharmAccess was a better match as a basis to introduce international 
standards and yet support facilities to meet those standards by making structured, 
incremental improvements in quality.

PharmAccess built the capacity of the NHIF for a more structured quality system 
and to incorporate internationally recognized health-care quality and business stan-
dards into the NHIF’s health-care facility contracting structure. For sustainable 
quality improvement, having the certification methodology embedded within the 
NHIF and used for contracting provides much-needed financial incentives for pro-
viders, as it provides them a regular income through the capitation system for out-
patient services and fee-for-service for inpatient services the NHIF uses.

 Inception of the Collaboration

The quality improvement (QI) program began with the formation of a Steering 
Committee—consisting of the senior NHIF managers (the Chief Executive Officer 
and the Manager for Benefits and Quality Assurance), the Kenya program lead of 
the Health in Africa Initiative, and PharmAccess leadership—convened to discuss 
the strategic direction of the engagement and to draft a Memorandum of 
Understanding that described the overall objectives of the partnership. Against this 
framework, more detailed operational plans were designed to achieve the agreed 
objectives. The Steering Committee was also responsible for overseeing the imple-
mentation of the operational plans. Progress was discussed during regular meetings.
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Drafting and implementing the operational work plan were the responsibility of 
the Technical Working Group, which organized monthly meetings. These meetings 
were attended by quality managers and assessors from each organization (NHIF, 
International Finance Corporation, and PharmAccess) who could steer the process 
of developing an operational plan and report back to the Steering Committee as well 
as their own staff when further input was needed. The Technical Working Group 
addressed capacity building of NHIF quality assessors, planning of the quality 
assessments, the quality and business standards that would be applied in the assess-
ments, and embedding the assessments in the overall NHIF structure of contracting 
health-care providers. They developed an annual training schedule, list of training 
participants, meeting dates, plans for software implementation, and the organiza-
tional structure to support standards-based quality assessments and stepwise certifi-
cation by the NHIF through its regional managers, who were responsible for 
implementation. The Technical Working Group provided the implementers with 
practical details about how the implementation of the standards and certification 
process should take place.

 Capacity Building at the National Hospital Insurance Fund

The NHIF, the Council for Health Service Accreditation of Southern Africa, and 
PharmAccess Foundation organized several five-day quality assessor trainings for 
NHIF Quality Assurance Officers from the 15 NHIF regions. The Quality Assurance 
Officers, drawn from various medical professions, including clinical officers, 
nurses, laboratory technologists, and public health officers, would be responsible 
for doing the actual assessments using the standards. The NHIF selected them based 
on their performance regarding quality assurance and their motivation and ability to 
drive quality improvement in each region and champion the process. The selection 
of the top performers in each region to serve as quality assessors would ensure that 
there would be adequate buy-in at the regional level. Pre- and post-tests were done 
to establish participants’ knowledge and understanding of the standards and assess-
ment process prior to and after the training. In addition to presentations and training 
materials, the participants discussed case studies, conducted a mock survey using 
the standards at three facilities, and developed a quality improvement plan using the 
supporting software system.

To become a qualified quality assessor, participants also needed to successfully 
complete two mentored quality assessments. Experienced assessors from 
PharmAccess accompanied the trainees to a health facility to evaluate their work 
during an assessment. This entailed conducting a full assessment in which the expe-
rienced assessor and the trainee both gathered data independently and then cross-
checked their scores, incorporating peer-to-peer learning. Through discussion and 
comparison of his or her assessment with that of one of the surveyors, the trainee 
would identify areas of scoring that were not clear. These topics were then discussed 
between trainee and mentor, consulting scoring guidelines.
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Next, five NHIF regions (Nairobi, Rift Valley, Nyanza, Eastern, and Central) 
were selected to start rolling out the quality assessments in their area. These regions 
conduct two assessments per month with the support of PharmAccess staff, result-
ing in 30 assessments in 3 months. By working together in assessment teams of two 
people to conduct assessments and review data at the regional level, the regions built 
internal capacity and became more efficient at conducting assessments and provid-
ing quality improvement support. Quality officers from the Ministry of Health 
joined several of the training sessions and field visits to ensure that they were 
involved in these activities and that the activities were aligned with national policies.

 Improving Care at a Nairobi Health-Care Provider

St. Patrick Health Care Center, located on a commercial road in Nairobi’s densely 
populated Kayole area, is one of the go-to health-care facilities for the mainly poor 
and low-income population residing in the area. The facility is owned and managed 
by a woman who is a trained nurse by profession. The private, for-profit facility has 
17 staff members and 26 beds and is open 24  hours a day, 7 days a week. The 
patients visiting the facility are mostly self-employed in retail activities, handicrafts, 
or personal services, like barbers and taxi drivers.

St. Patrick joined the stepwise certification program in early 2012. At the start of 
the QI program in March 2012, the facility signed a participation agreement and 
received a one-day, on-site training for the key staff (managing director, matron, and 
department leaders). This was done to ensure that the team understood the quality 
and business standards. An external assessment was then conducted by PharmAccess 
staff, which resulted in the development of a quality improvement plan outlining 
areas for improvement. The program provided quarterly monitoring and support 
visits to help St. Patrick’s quality team and follow-up assessments in 2013 and 2016 
to evaluate overall improvement. A short overview of the process is depicted in 
Fig. 7.1.

 Assessment Standards, Scoring, and Certification

The health-care quality and business standards included in the quality assessment 
cover the full range of clinical services and management functions, divided into 13 
service elements grouped in four areas:

• Health-care organization: (1) Management and leadership, (2) human resource 
management, (3) patient and family rights and access to care, (4) management of 
information, (5) risk management

• Patient care: (6) Primary health-care services (Outpatient care), (7) inpatient care
• Specialized services: (8) Operating theater and anesthetic services, (9) laboratory 

services, (10) diagnostic imaging services, (11) medication management
• Ancillary services: (12) Facility management services, (13) support services
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Adherence to standards is measured by assessing each service element against a 
number of scoring criteria, which are measurable elements that define specific 
requirements. Each criterion is marked as “not compliant,” “partially compliant,” or 
“fully compliant”; a mark of “not applicable” is given if the service measured by the 
criterion is not provided at a given facility. PharmAccess experts then review the 
results and scores and assign a certification level based on a proprietary algorithm. 
This certificate is awarded to acknowledge the provider’s progress on the quality 
journey. The program recognizes five levels of improvement, with the highest (Level 
5) indicating a provider’s readiness to apply for international accreditation.

The first quality assessment at St. Patrick was conducted in June 2012 to measure 
the level of quality of health services delivered by the facility and identify priorities 
for quality improvement. The assessment team, who had all successfully completed 
the assessor training, included a nurse, a laboratory technician, a pharmaceutical 
technician, and a business advisor. The assessment exercise took a day to complete. 
The data were reviewed by PharmAccess reviewers who discussed discrepancies 
identified, unclear comments, and ambiguous scores in the assessment data with the 
team leader, who then made the necessary adjustments to improve the quality of the 

Fig. 7.1 Timeline of SafeCare program activities at St. Patrick
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assessment data. The data review and approval process took 2 weeks to complete. 
After the baseline assessment, St. Patrick Health Care Center achieved Level 2 cer-
tification, which indicated that “The facility is starting to operate according to 
structured processes and procedures, some of which are captured in written guide-
lines and standard operating procedures. However, health care quality is still likely 
to fluctuate.”

 Initiating the Improvement Process at St. Patrick

An essential part of implementing the improvement process is the creation of a 
quality team within the facility that includes the facility’s clinical leadership, usu-
ally the medical director and department heads, with a team lead among the staff 
spearheading the implementation process. The quality team lead at St. Patrick was 
a nurse who had attended various trainings on infection prevention and risk manage-
ment. Other staff on the newly formed quality team included the human resources 
manager, sales manager, laboratory in-charge, pharmacy in-charge, nurse in-charge, 
kitchen supervisor, and support staff team supervisor. This multidisciplinary 
approach aimed to demonstrate that quality within the facility was every depart-
ment’s responsibility. Having a quality team is also in line with the national policy 
in Kenya that requires all facilities to have one. A simple policy and procedure 
document was drafted and adopted by the team, which outlined management of the 
team and general expectations of the team, to facilitate its effectiveness.

The health facility received a quality management training by the quality officers 
of PharmAccess, both in a classroom setting and at their workstations. The team 
leader presented a draft quality improvement plan (QIP) developed by PharmAccess 
to the facility’s quality team to discuss the proposed activities and their distribution 
across the implementation period as well as assigning responsible persons for each 
activity. The draft QIP was developed based on a proprietary algorithm of 
PharmAccess that identifies noncompliant areas that are either high risk to patients, 
to staff, or to the business performance of the provider. During the meeting, inputs 
and activities suggested by the facility management and staff were incorporated. 
The team leader made subsequent adjustments and presented the revised QIP to the 
PharmAccess quality officer for review and approval. The purpose of this process is 
to ensure both local ownership of the plan and that essential gaps in quality are 
addressed and that the QIP is ambitious enough.

The team leader then proceeded to share the findings of the approved assessment 
and the QIP with the entire facility to encourage adoption of all the actions in the 
QIP. The facility-wide meeting provided an opportunity for all staff to hear the find-
ings of the assessment and discuss the proposed activities as presented in the 
QIP. Slides highlighting departmental performance drew particular attention. The 
use of pictures taken during the assessment to show gaps and emphasize good prac-
tices resonated well with the staff, causing those present to accept and own the 
report. The approach that was taken was nonpunitive, to stimulate an open, learning 
environment.
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Each of the members of the quality team then coached the implementation pro-
cess in their respective departments. Activities varied from the introduction of stock 
management tools and job descriptions to redesigning the patient flow process (see 
Table 7.1). Thereafter, the quality team met on a monthly basis to discuss progress 
on improvement activities in the different departments. The team lead kept the facil-
ity manager informed about progress and funding needs. All meeting discussions 
were documented in the quality team file. As a result of this consultative process, the 
staff at St. Patrick quickly embraced the quality improvement process.

The facility received technical assistance from PharmAccess quality officers, 
who visited the facility approximately every quarter to measure the extent to which 
the quality improvement plan was being implemented. These visits aimed to assist 
the facility quality team to identify bottlenecks and provided support to find solu-
tions. The facility also had access to an online library with guidelines, checklists, 
protocols, and other materials developed by PharmAccess to help meet the pro-
gram’s quality standards.

Addressing quality gaps is not only about improving structures and procedures; 
financial investments in equipment and infrastructure are needed. The program has 
helped providers to unlock investments as they help the owners think about their 
work as a business. Shortly after joining the program, St. Patrick obtained a loan, as 

Table 7.1 Detailed improvements made at St. Patrick in human resources, pharmacy, laboratory 
services, and patient records management

Human resource management:
High health-care staff turnover is a challenge in Kenya, and St. Patrick’s situation is no 
different. On average, over one-third of their personnel leaves every year, although staff 
retention has now improved. The owner has completed and updated their personnel files, 
drafted job descriptions, and now facilitates continuous medical education every week
Medication management:
Improvements to the pharmacy included privacy, efficiency, and inventory management. The 
dispensing window was moved so that clients can consult the pharmacist out of earshot of the 
waiting room, and there is a separate room for sensitive cases. Medicines are now stored in a 
locked cabinet. Hazardous and flammable materials are stored separately. The pharmacy now 
serves up to 200 people a day
Laboratory services:
St. Patrick upgraded the lab 2 years ago, moving it to a larger room, installing separate sinks for 
staining and handwashing, and purchasing more equipment, such as TB and HIV testing kits. 
They monitor services with performance reports and have installed a standard operating 
procedure for every test, a tracking chart for expiration dates, and guidelines for the maintenance 
of lab equipment. There is also a visible price list with the expected report time for results. The 
number of lab tests has more than doubled, from 400 to about 850 per month. The lab generates 
a lot of income and has become the financial backbone of the facility
Patient records management:
The facility management team procured computers and installed a hospital management system 
in all relevant areas. Digitalization of this key function not only improved management of 
records by providing privacy of patient information, but it also increased efficiency in storage 
of patient’s data and overall communication across departments
An important aspect of this development is the ability of the facility to utilize the collected data 
by conducting monthly data analysis, hence making key decisions based on informed analysis
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well as business training, through the PharmAccess Medical Credit Fund. With a 
Kenya shilling (Ksh) 500,000 (USD 5000) loan, they purchased computers, installed 
a computerized management system, internal phone lines, and a closed-circuit tele-
vision system (a TV system primarily used for surveillance and security purposes). 
They also invested in having an external auditor check their financial accounts and 
made minor infrastructural improvements. The business training helped the facility 
to prepare for a larger loan qualification, draft a business plan, and prioritize its 
investments.

The initial assessment report was an eye-opener for them. “We were not running 
the facility in the right way,” the owner explained. “We had no administration office, 
no systems. We used to work from our pockets, writing on patient cards, and count-
ing the shillings at the end of the day. SafeCare helped us to establish our gaps and 
set in motion interventions to improve ourselves. Now, our record keeping is accu-
rate, and we have audited accounts and a digital client history that can be accessed 
at any time. The system has also helped minimize fraud and track the expiration 
dates of drugs in our pharmacy.”

The experience they gained in qualifying for their first loan through the Medical 
Credit Fund was instrumental in building a financially sound organization. Through 
the training and on-site support, they learned how to draft a business plan and which 
documents to deliver to the bank. Financial records were now neatly in place. They 
repaid their first loan within 6 months. Their track record and improved financial 
management enabled them to secure a Ksh. five million (USD 50,000) loan from a 
bank to invest in their laboratory and expand the facility.

“It was difficult sometimes in the beginning because SafeCare requires a new 
way of thinking, both for us and for our staff,” the owner says. “It’s about account-
ability, transparency, and establishing procedures – in all departments, from the 
cleaners to the medical personnel. But now that our staff has seen what the program 
can do, they are fully on board and committed to continue to improve our quality.”

For instance, in the beginning, St. Patrick’s quality team felt that improving the 
facility’s documentation required additional work for which they did not have time. 
After some initial encouragement, they realized the benefits of their time invest-
ments; fewer insurance claims (both NHIF and commercial) were rejected, thanks 
to the improved documentation. The facility also implemented some very visible, 
patient-focused improvements; for example, the renovation of the waiting room, 
previously a crowded room that was the cause of complaints. The redesign process 
was easy to implement; it involved various departments and was considered “low 
hanging fruit,” as it did not involve complex processes, training sessions, or issues 
that could be considered political, such as nonperforming staff. The renovation not 
only resulted in better patient flow but also elicited positive responses and compli-
ments from the patients, which encouraged the staff members to continue on their 
improvement journey and experience pride in the results. Table 7.1 provides illus-
trative examples of improvement activities instigated at St. Patrick that contributed 
to overall better performance of the facility and compliance with the certification 
standards.
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 Technical Support for Improvement

During the implementation process, one quality assurance officer from PharmAccess 
visited St. Patrick quarterly to monitor progress, identify bottlenecks, and support 
the quality team in finding appropriate solutions. The NHIF quality assurance man-
ager accompanied the PharmAccess officer on two visits but had too many other 
responsibilities to provide regular support to specific facilities. St. Patrick Health 
Care Center was also encouraged to call the PharmAccess quality officer anytime if 
they needed specific assistance with any of their improvement activities.

During one quality team meeting, facility staff expressed the need to improve on 
the level of waste management and infection control in the facility. The main chal-
lenges in the facility included lack of color-coded bags for waste bins, lack of proper 
waste segregation at the point of generation, lack of proper storage of generated 
waste in the facility, and lack of a documented policy to guide staff on waste man-
agement and infection prevention. In addition, the facility was struggling with pro-
viding clean running water, soap, and hand-drying towels in key areas, such as the 
laboratory.

The quality team lead prepared a short presentation on waste management prac-
tices in the facility, using pictures and demonstrations (e.g., on proper hand washing 
techniques and waste management). This was then followed up by drafting of a 
quick plan of action that detailed what was required for improvement (e.g., procure-
ment of coded bins, procurement of hand-drying towels, documentation of policies 
and procedures) and indicated the respective staff assigned to complete each activ-
ity, the budget required (if any), and finally, the period of completion for each speci-
fied activity.

 Results

St. Patrick Health Care Center began the improvement work at Level 2 certification 
(based on their baseline assessment scores), but achieved Level 3 certification 
within 6  months through changes implemented to improve quality of care. St. 
Patrick’s significant progress in implementing their QIP qualified the facility for a 
third follow-up quality assessment in November 2016.

After the third assessment, the facility achieved a Level 4 certificate, making it 
one of the highest-performing facilities in terms of quality in Kenya. Level 4 certi-
fication means that “The facility is regularly monitoring the implementation of treat-
ment guidelines and standard operating procedures through internal record reviews 
and (clinical) audits. Most high-risk processes and procedures are controlled.” 
After the third assessment, a new QIP was prepared to guide the facility in continu-
ing to improve quality to advance to an even higher certification level.

Figure 7.2 shows the improvement in assessment scores achieved by St. Patrick 
over the three assessments. While the facility demonstrated an increase in most 
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service elements, as is common with improvement trajectories, scores fluctuated 
somewhat with an overall positive trend. As St. Patrick does not have surgery ser-
vices, this service element was not scored.

The next step is installing an operating theater. The facility is eager to continue 
improving quality of care to reach Level 5. “SafeCare needs a lot of commitment, 
but you feel like you’re in another world. It makes you feel like a professional,” said 
the owner.

 Achieving National Hospital Insurance Fund Contracting

During previous inspections by the NHIF of St. Patrick, the facility was unsure what 
was expected of them and what were the standards against which they were evalu-
ated; as a result, St. Patrick failed to meet the criteria for NHIF accreditation. There 
was no manual or checklist used by the NHIF assessor, and St. Patrick was not 
offered advice on how to improve on shortcomings that prevented their NHIF 
accreditation. After the introduction of the program, the facility received a clear 
overview of what they were evaluated against and how to introduce the necessary 
changes to adhere to these standards. As a result, St. Patrick became NHIF- 
accredited in November 2012, ensuring a larger client base and income flow. Patient 
visits have risen, and the facility has also managed to contract with corporate clients 
and private medical insurance companies. In turn, the more regular income and cli-
ent base from serving insured patients have been key to financing and sustaining the 
quality improvement work, apart from PharmAccess technical support.

Fig. 7.2 St. Patrick quality assessment scores by service element. Note: Diagnostic imaging was 
introduced only before the third assessment
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 Scaling Up and Sustaining the Certification Program

Introducing international standards, stepwise certification, and a transparent rating 
and improvement program to health-care providers in Kenya has proven to be a suc-
cessful approach toward sustainable quality assurance. The combination of using 
this approach in conjunction with NHIF contracting and embedding it in the frame-
work of the national quality policy of the Ministry of Health offers both the incen-
tive and the enforcement mechanism to encourage providers to participate in quality 
improvement initiatives. The case study of St. Patrick Health Care Center gives 
insights into the actual activities that are needed within a facility to meet adherence 
to the standards. These activities require both committed management and commit-
ted staff. In addition, financial means/access to credit, such as through the Medical 
Credit Fund, are also helpful.

Data on the overall effectiveness of the program in Kenya show that 84% of the 
participating facilities have improved their quality scores between the initial and 
second assessments, suggesting that the stepwise approach is, for many facilities, an 
efficient and effective approach.

In 2017 and onward, quality system coverage continues scaling up under NHIF 
ownership. Scaling up has also come with challenges and exposed gaps in the sys-
tem. The NHIF Senior Manager for Benefits and Quality Assurance at the national 
office states, “The national office led the discussions for the strategic partnership 
and involved the regional managers through internal strategic meetings. These dis-
cussions were held in the wider context of the NHIF quality assurance program and 
the proper integration in the NHIF annual work plans implemented by the regions. 
Some of the challenges the regional mid-level Claims and Quality Managers face 
are competing priorities within the NHIF, compounded by staff who perform both 
claims and quality. These issues have influenced our decision to start with a few 
regions with selected staff to get results and learn lessons that can be used to 
scale up.”

A key learning during implementation of the program is that much more engage-
ment with facilities on issues of quality is needed. The providers need supportive 
supervision and guidance, rather than just inspections and enforcement. Facilities 
which have been contracted by the NHIF recently need to be regularly visited 
because they need to be taken through NHIF processes as well as be guided on how 
to carry out their quality improvement meetings. It is recognized that for the NHIF, 
this need can compete with other needs and demands, and policy discussions should 
be encouraged to determine whether in the future this role should remain with 
NHIF, or whether an independent quality improvement and assurance institute 
should take up this role.

In the beginning, facilities find the quality improvement process very demand-
ing, but as they go along, they find it easier to work with the process. Most of the 
facilities which have fully embraced the quality improvement process find a lot of 
benefit in it, since they are able to plan and budget well for the facility, monitor 
goods and supplies, have good bookkeeping allowing them to track their finances, 
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and have a structured patient management process which improves client satisfac-
tion. Another key motivator for facilities is that the NHIF can pay out their claims 
much faster as a result of improved bookkeeping and patient documentation. As the 
NHIF Regional Benefits and Quality Assurance Officer states, “Our regional Claims 
and Quality Assurance Managers appreciate the stepwise accreditation standards 
and quality improvement methodology, since it makes their work easier, and they 
receive fewer complaints. Before the introduction of the stepwise accreditation stan-
dards, our work consisted of conducting inspections to see whether facilities com-
plied with our quality and financial regulations. At the time, the NHIF concentrated 
more on fraud management than on quality issues.” He also advises that in order to 
introduce a quality program in an institution like the NHIF, it is important to study 
the organization well and understand its internal structures and how it relates exter-
nally. Such programs should always aim to build the capacity to develop home-
grown strategies, and the process should be long term. Quality improvement 
programs must be institutionalized and driven by the facilities.

 Reflection

A main barrier to large-scale adoption of any quality program is the relatively high 
cost of quality assurance, currently funded primarily by donors. First, the focus 
should be on how to build sufficient local capacity to ensure local ownership and 
low costs; next, on how to embed the methodology within the health-care system to 
provide both enforcement and incentive strategies that guide facilities toward 
improvement.

“Although quality improvement is seen as important, more work needs to be done 
to convince facility owners to bear some of these costs themselves,” adds the 
PharmAccess Country Director for Kenya. One way of promoting co-financing is to 
strengthen for health facilities the linkage between achieving a higher accreditation 
certificate and benefitting both financially (more patients and better contracts) as 
well as socially (awards and recognition among peers). For example, facilities in the 
neighborhood of St. Patrick have also asked to be in the program, and the owner of 
St. Patrick has been invited to talk about their experience and results at conferences 
and stakeholder meetings.

By requiring a minimum level (for example, Level 2) to participate in NHIF 
contracting and rewarding facilities that continuously show improvement with 
higher medical pay-outs, both enforcement and incentive mechanisms can be in 
place to sustain improvement. NHIF, PharmAccess, and the International Finance 
Corporation continue discussing possibilities of linking quality to the reimburse-
ment of claims. A proposal has been made in the Health Financing Bill of Kenya to 
link quality to financing.

“It takes time for quality to improve, and for those improvements to be sustained,” 
says a policy officer at the Health in Africa Initiative of the International Finance 
Corporation. “It involves behavioral change in addition to increased motivation, 
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knowledge, resources, and organizational management. Long-term strategies need 
to be deployed for quality improvement, designed to go beyond the project life cycle. 
It should be ensured so that the results achieved are not lost. Linking quality 
improvement to pay-for-performance mechanisms motivates the health facilities to 
invest in improvement and sustain this work.”

Establishment of an independent accreditation body has now been endorsed in 
the health improvement policy, the draft health bill, and in the health financing strat-
egy (currently under development). With policy implementation and regulation, 
quality improvement can be further encouraged in both the private and public sec-
tors. The standards presented in this case study have been recognized as a key meth-
odology for accreditation, and with franchises, private clinics, and the NHIF 
adopting parts of the methodology, a firm basis has been laid for 
institutionalization.

 Author’s Reflection

To strengthen health systems in low- and middle-income countries, it is important 
that national governments step up their role as supervisor. They need to integrate 
licensing, transparent quality standards and benchmarks, and accreditation into 
health policies and to enforce compliance. Better data will help governments to 
allocate their scarce resources more efficiently to invest in quality improvement. 
Improvements in health-care quality can yield numerous benefits to populations, 
bringing increased access to health services that are safe, effective, and 
patient-centered.

The adoption and incorporation of the SafeCare standards by the NHIF and vari-
ous other health system actors in Kenya build a platform to support increased trust 
and transparency in the system. The SafeCare methodology is embedded in a health- 
financing model that aligns incentives and gives regulators and insurers leverage to 
ensure sufficient quality in the health-care services that are procured. The partners 
in this program have developed and implemented a set of quality standards and a 
scalable assessment and scoring methodology that assist in laying the foundation 
for a sustainable, Kenya-owned quality monitoring system.

–Nicole Spieker, Director Quality, PharmAccess Foundation, August 2017
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