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Foreword

It is my pleasure to launch this National Healthcare Quality Strategy 
(NHQS) for the period 2024-2028. This strategy covers the seven qual-
ity dimensions in healthcare and will contribute towards our journey to 
attain Universal Health Coverage (UHC) and other Sustainable Devel-
opment Goal (SDG)3 targets. 

In this new strategy, we focus on addressing key quality issues across all 
the seven quality dimensions to ensure that everyone who needs qual-
ity health care can have it at all times and without enduring financial 
hardship. 

This goal will be achieved by our collective efforts across all the level of 
care in Liberia through evidence-based Primary Health Care approach 
to deliver the Essential Package of Health Services (EPHS) II. 

The Ministry of Health (MoH) remains committed and determined to 
guide and transform the health sector to deliver effective, equitable 
and quality health services and move towards attainment of Universal 
Health Coverage (UHC) and other SDG 3 targets. 

I count on our partners, private sector, academia and the Liberian peo-
ple to support the implementation of the interventions to achieve the 
targets set out in this costed strategy. 

Finally, I would like to acknowledge the support of our development 
partners who supported the development of this strategy and our ef-
forts to deliver quality healthcare to the Liberian people. I am confident 
that we can achieve the goal and objectives of this strategy to improve 
the quality of health services for the people of Liberia.

_______________________________
Dr. Catherine T. Cooper
Deputy Minister/Chief Medical Officer
Ministry of Health, Republic of Liberia
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Executive summary

Introduction 
In 2016, the MoH developed the NHQS (2017-2021) to facilitate the at-
tainment of quality of care (QoC) and patient safety goals outlined in 
the 2011-2021 National Health Policy and Plan (NHPP). The document 
was developed after the establishment of the HQMU within the MoH in 
2015 to lead all quality and patient safety efforts. The strategy provided 
a medium-term framework to address and improve quality and patient 
safety related issues in the Liberia health systems. 

Since the NHQS expired in 2021, the MoH and partners decided to re-
view its implementation and develop the next one for the period 2024-
2028. This process was aligned to and part of the overall NHPP review 
and development of the next national health policy 2022-2031 and 
health sector strategic plan 2024-2028, as well as other key policies 
and strategies that had expired in 2022. The review of the NHQS took 
stock of its implementation to determine achievements and document 
lessons learnt and recommendations that informed and guided the de-
velopment of the next strategy (2024-2028). 

The NHQS review and elaboration process 
The process to review the NHQS (2017-2021) and elaborate the NHQS 
(2024-2028) was led by MoH and supported by multiple stakeholders. 
It involved technical consultations with all the relevant stakeholders 
across all the levels of the health systems in Liberia, desk review and 
primary data collection from Key Informants, and visits to selected fa-
cilities. The following stakeholders were consulted; MoH (national and 
sub national levels, development partners (i.e., WHO, UNICEF, UNFPA, 
US-CDC, USAID-STAIP, Jhpiego, Last Mile Health), training and aca-
demic institutions, private health sector (faith-based, self-financing), 
patients and community members. 

Primary data was collected via key informant interviews with selected 
stakeholders and facility visits to further enrich the situation analysis. 

Extensive desk review was conducted to analyse/review secondary data 
using key national, regional and global health quality and patient safety 
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documents including the latest WHO handbook on development of na-
tional health quality policy and strategy. A five-day technical consulta-
tive workshop with key stakeholders from all the 15 counties and across 
all the levels of the health system (i.e., national, county, district, and 
facility) was conducted. The 5-day workshop was also used to validate 
the initial draft of the situational analysis report and to further gath-
er insights on the state of quality and the extent of implementation of 
the NHQS (2017-2021) and recommendations. Insights from these data 
collection culminated into the development of a situational analysis re-
port.

In addition to the situation analysis, there was drafting of the various 
sections and components of the NHQS based on the WHO guidelines by 
TWG led by an international Consultant seconded by WHO. The teams 
that supported the drafting of the document consisted of MoH (national 
and sub national) and partners including the three levels of WHO, US-
CDC, UNICEF, LMH, UNFPA and Jhpiego.

The following eight essential elements (WHO) guided and informed the 
strategy development process. National health priorities, local (Libe-
ria) definition of quality, mapping and engagement with stakeholders, 
situation analysis, governance and organization structure (all levels of 
health care), improvement methods and interventions (what actions 
and how), HMIS and data systems, quality indicators and core measures.

The seven quality dimensions were included and covered during the re-
view and elaboration of the strategy. They will inform the basis of im-
plementation as well.

Situational analysis 
Key Findings, policy and strategic recommendations

The key findings from the situational analysis, organized around the six 
WHO health systems building blocks are outlined below.

1.	 Leadership & Governance 
	 Although the HQMU was established at national level, the Qual-

ity Management Teams (QMTs) were not established in all the 
facilities as envisioned, where they exist, most of them were 
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sub-functional. Similarly, the national HQMU is not current-
ly fully functional due to funding, capacity and resource con-
straints. Policy environment: although there was a NHQS (2017-
2021), a few of the key stakeholders noted that they had not seen 
a copy and they were not aware of its existence. There was also 
no existing quality policy to guide and direct interventions con-
cerning QoC and patient safety prior to the elaboration of this 
strategy.  

	 Key policy and strategic recommendations included, building the 
capacity of directors and heads of units in healthcare quality to 
facilitate the effective implementation of the NHQS (2024-2028) 
and integrate/mainstream quality into all programs and units of 
the MoH, and ensure that planning for service delivery reflects 
all the quality dimensions (i.e., safety, timeliness, equity, effi-
ciency, effectiveness, people-centeredness and integrated).

	 Coordination of quality improvement (QI) and patient safety 
efforts at national and sub national levels was not fully func-
tional. The following recommendations were made establish a 
multi-stakeholder National Healthcare Quality Technical Work-
ing Group (NHQTWG) and/or National Healthcare Quality Advi-
sory Board (NHQAB) to oversee the implementation of the NHQS 
(2024-2028).

	 In terms of Regulation,  there are health regulatory bodies re-
sponsible for the regulation of health care workers practice, 
functioning of facilities as well as ensuring that all health prod-
ucts and medicines in Liberia are safe and efficacious and meet 
required standards. They have capacity and resource limitations 
to accredit, licence, renew, monitor, supervise, enforce and pro-
vide technical support and guidance to improve quality and pa-
tient safety. The regulatory bodies were not implementing some 
of their interventions to protect the population and ensure that 
healthcare meets the required quality and standard.

	 Key policy and strategic recommendation to MoH and partners 
is to strengthen the health regulatory bodies by the provision of 
logistics and human resources to facilitate the planning, imple-
mentation, and monitoring and their core functions.

2.	 Health Information Systems, including Monitoring & Evaluation
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	 Although there are core monitoring & evaluation (M&E) indica-
tors for the health sector, most   of quality indicators that cover 
all the quality dimensions (i.e., safety, timeliness, effectiveness, 
efficiency, equity, people centeredness, and integrated) to mon-
itor, track, and report on quality and patient safety in the health 
system are not being captured. 

3.	 Financing NHQS 
	 Each year, the MoH and partners develop an annual operation-

al plan (national and county) to deliver health interventions in 
Health Sector Strategic Plan (HSSP). However, contrary to mo-
bilizing/allocating resources for QI efforts from Government of 
Liberia (GoL) as envisioned by the NHQS (2017-2021), funding of 
QI projects and programs across the various levels of the health 
system were mostly donor dependent. Like most of the other 
programs within the MoH, there was no specific budget provi-
sion for quality improvement activities within the GoL allocation 
to health. 

4.	 Access to essential medicines, vaccines, diagnostics and 
technology 

	 Access to essential medicines and other supplies play a critical 
role in the quality of the services provided as well as patient safe-
ty. Key gaps identified during the implementation of the NHQS 
(2017-2021) included frequent stock outs especially for essen-
tial medicines and infection prevention and control (IPC) sup-
plies such as gloves that affect quality of the services delivered, 
irrational and wide usage of antibiotics, which predisposes to 
Antimicrobial Resistance (AMR), and unnecessary costs to the 
sector. The Antimicrobial Stewardship Program and efforts to 
control the spread of AMR are still weak and need to be strength-
ened at national and sub national levels across the facilities. The 
post-market surveillance and pharmacovigilance systems are 
also very weak and need further strengthening. From the service 
availability and readiness assessment (SARA) survey 2016 and 
2018, there was also inadequate and limited diagnostic capaci-
ty with most laboratories unable to do very basic and essential 
diagnostic tests such as haemoglobin (Hb), malaria test, blood 
glucose, urine glucose, and urine protein tests. The public sup-
ply chain management (PSCM) system needs to be strengthened 
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including the review and elaboration of the supply chain man-
agement plan (SCMP), essential medicine list (EML), standard 
treatment guidelines (STGs), among other efforts. 

5.	 Human Resource for health 
	 There have been investments aimed at improving the human re-

source for health situation in Liberia, which is evidenced by the 
improvement in the core health workforce density from 8.6 per 
10,000 population in 2015 to 12.8 per 10,000 population in 2020. 
The human resource challenges include inadequate numbers of 
core/key skilled-HR, inequitable distribution, and lack of flexi-
bility with the staffing criteria. Furthermore, it was reported that 
some staff are practising without current or valid licences.

6.	 Delivery of quality essential health Services 
	 Delivery of quality essential health services was assessed using 

the seven dimensions of quality i.e., safety, effectiveness, time-
liness, equity, efficiency, effectiveness and people centred care. 
The following observations were made: Clinical audit programs 
exist but for maternal and perinatal audit and it is not being im-
plemented in all the main facilities. Although there are protocols, 
standard operating procedures (SOPs), guidelines, and check-
lists available for many programs/activities they do not cover all 
conditions, and their adherence by providers is suboptimal. For 
instance, the surgical safety checklist was not available and in 
use in all operating theatres in the country. There was no com-
prehensive occupational health and safety program for members 
of staff across all the levels of the health system. There were no 
systems for documenting and acting upon staff incidents. Ad-
verse event/incident reporting systems are not available for both 
staff and patients. For example, no adverse event/incident list, 
register, and no SoP/guideline on adverse event/incident report-
ing. There was no specific emphasis of equity and people-cen-
teredness in the NHQS (2017-2021). Efficacy and timeliness in 
the provision of health care is affected by the frequent stock out 
of essential medicines and supplies.

In summary, the goals and objectives of the NHQS (2017-2021) were not 
fully implemented and achieved mainly because of major health sys-
tems barriers and bottlenecks that significantly affected its operation-
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alization, implementation, coordination and monitoring and evalua-
tion. The recommendations outlined below defined key priorities that 
were identified through desk review, stakeholders’ consultations and 
interviews with key informants. The recommendations form the basis 
for the goal, strategic objectives, and interventions for the next NHQS 
(2024-2028). 

Priorities for the new NHQS:

a.	 Extensive distribution and implementation of the document and 
its content

b.	 Regulation (HR, Facilities & Medicines); accreditation/creden-
tialing and licensing 

c.	 An elaborate M&E or performance indicator framework aligned 
to the national M&E framework

d.	 An elaborate Patient Safety program/agenda consistent with the 
Global Patient Safety Plan (2021-2030)

e.	 Should comprehensively address all the 7 dimensions/domains 
of quality

f.	 Meticulous documentation of change packages

g.	 The quality governance arrangements and its level of effective-
ness including arrangements & coordination with County/Facili-
ty QMTs

h.	 Capacity of frontline staff QI methods and the application of ba-
sic QI tools to identify and solve problems

i.	 Role of community members and opinion leaders in driving the 
demand side of quality

j.	 Sustainability issues must be considered

	

Goal of NHQS
Improved health quality and safety for better health outcomes for the 
population in Liberia
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Strategic Objectives
Strategic objective 1

SO1:  	 To strengthen health systems governance, organization, and 
management to deliver quality essential services (systems en-
vironment improvement)

Strategic objective 2

SO2: 	 To improve clinical effectiveness 

	 All health facilities (HFs) and community health workers 
(CHWs) will ensure that the most appropriate treatments, 
interventions, support, and services are provided at the right 
time to everyone who will need and will always benefit from it. 
This will be done in the most cost-effective and safe manner. 
All HFs and CHWs will also work to improve upon their care 
outcomes such as the mortality and morbidity rates. 

Strategic objective 3

SO3: 	 To ensure patient and/or provider safety

This 	 SO focuses on ensuring that there will be no avoidable harm 
or injury to clients/patients who receive healthcare, and to 
healthcare workers who are providing care; and an appropri-
ate, clean and safe environment will be provided for the deliv-
ery of healthcare services at all times. 

Strategic objective 4

SO4:  	 To deliver People-centered Care, engage and empower pa-
tients, families and communities.

	 All HFs will work towards developing a mutually beneficial 
partnership between our clients, their families and relations 
that will be based on respecting their individual needs and val-
ues, and which demonstrates compassion, continuity, clear 
communication and shared decision-making. There will be ef-
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forts made to improve the provision of care for the whole path-
way of care for patients with specific conditions by engaging 
with all the relevant partners and stakeholders in health and 
social care to deliver more effective care.

Strategic Interventions (aligned along the following broad areas)
1) System environment 

2)  Improving clinical care 

3) Reducing harm 

4) Engaging and empowering patients, families and communities.

Financial implication
The implementation and sustainability of the interventions in this 
strategy would require financial resources estimated at USD 61, 873,090.
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1.0	 Introduction and Background

In 2016, the MoH developed the NHQS (2017-2021) to facilitate the 
attainment of QoC and patient safety goals outlined in the 2011-2021 
NHPP. The document was developed after the establishment of the 
HQMU within the MoH to lead all quality and patient safety efforts. The 
strategy provided a medium-term framework to address and improve 
quality and patient safety related issues in the Liberia health systems. 

Further, there are a number of policy and strategic documents such as 
the EPHS I (2011-2021)(3), the National Health and Social Welfare Policy 
and Plan (2011-2021)(2), the Investment Plan for Building a Resilient 
Health System (2015-2021)(4) and the UHC Roadmap for the Pro-Poor 
Agenda for Prosperity and Development (PAPD)(5) that have stressed 
the importance of quality and patient safety in health service delivery 
in the country. 

1.1	 Organization of Healthcare delivery systems in Liberia
Liberia’s health system is described as pluralistic with a variety of direct 
service providers including government and private sector (i.e., self-fi-
nancing, faith-based and NGO-owned). Administratively, the health sys-
tem is organized at 5-levels including the central MoH, County Health 
Teams (CHTs), District Health Teams (DHTs), Health facilities and 
Communities. The central MoH is responsible for setting policies, stra-
tegic direction, stewardship and guidelines, monitoring, evaluation and 
supervision. The CHTs oversee program implementation in each coun-
ty, while the DHTs oversee and supervise district and HF and commu-
nity health programs operations. The HFs provide both preventive and 
curative services under the supervision of the district while Communi-
ty Health Volunteers (CHVs) and Community Health Assistants (CHAs) 
provide selected health services in communities targeting specific pop-
ulations (6). 

There are 3 main tier system for  health service delivery in Liberia i.e., 
primary (consists of community and facility-based services in clinics), sec-
ondary (consists of all aspects of primary healthcare plus 24-hour care for 
most hospitalizations, emergency, diagnostic, comprehensive emergency ob-
stetrics care, emergency surgical services) delivered at PH centres and coun-
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ty/district hospitals and tertiary (consists of specialized consultative care, 
teaching and learning oriented but will not divert excessive resources from the 
primary and secondary levels of care). Each level uses a defined criterion 
to screen patients. Written referrals (except emergencies) are required of 
clients who require care at the higher levels from referring facilities.

LEVEL OF                                 Service Delivery Points SDP) & HEALTH 
SYSTEMCARE                                          FACILITIES                                               
ORGANIZATION

PRIMARY

   CHAs, CHSS
   Non-permanent SDP

Clinic

C
O

M
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IT
Y
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IS
TR

IC
T
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U
N

TY

R
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N
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L

N
AT

IO
N
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L

SECONDARY

Health Center

District Hospital

                                County Hospital

TERTIARY

                                
                                 Regional Hospital
                                  
                             
                           National Referral Hospital

Figure 1: Levels of the Liberian health system

1.2 Quality of healthcare and patient safety
Quality healthcare has been highlighted as a precursor for UHC and 
health security. This implies that as countries including Liberia com-
mit to achieving Health for All, it is an imperative to ensure that health 
services provided meet the seven quality dimensions. That means the 
services are effective, efficient, equitable, safe, timely, integrated and 
people centered. 

Improved Population Health Outcomes
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Box 1: the seven dimensions of quality and their definitions

1.	 Effectiveness: the extent to which the right care is provided ev-
ery time guided by the available evidence

2.	 Efficiency: the extent to which care is provided without wastage 
of available resources

3.	 Equity: the extent to which care is provided with fairness and 
without discrimination

4.	 Timeliness, Accessibility and Affordability: the extent to 
which care is provided without harmful delays and need-
less waits. People receive care when they need it. Reduc-
ing financial risks for service users and any other access 
barriers; and promoting care that can be afforded by them 
.

5.	 Safety: the extent to which service users and healthcare provid-
ers are protected from avoidable/preventable harm from the care 
that is meant to help them

6.	 People-centered care: the extent to which care is provided to 
service users in a manner that treats them with dignity, respect 
and compassion; and ensuring that the values, preferences and 
needs of patients guide all clinical decisions

7.	 Integrated: the extent to which care is provided in a “one-stop-
shop” i.e., continuity and transition without fragmentation in 
the care process

The global Covid-19 pandemic has modified the healthcare delivery 
landscape and revealed the vulnerabilities of health systems especially 
in Lower-Middle-Income Countries (LMIC) including Liberia. Notwith-
standing this, it is important to note that QoC is an important aspect of 
preparedness and response to COVID-19 and any other future pandem-
ic or health threat. It is therefore necessary to focus on strengthening 
the health systems even during public health crises or emergencies. In 
its NHP (2022-2031) and HSSP (2022-2026), the Liberia MoH has pri-
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oritized four policy/strategic objectives to improve access to and utili-
zation of quality essential health services towards UHC; strengthening 
the capacity of the health workforce; sustaining the current commu-
nity health program; and implementing the International Health Reg-
ulation (IHR) 2005. These are all in its quest to ensure the delivery of 
quality health services across all levels of the health system and ensure 
health security.

To build a resilient health system, and from lessons learnt from the 
2014-2016 Ebola Viral Disease (EVD) outbreak in Liberia, the institu-
tional capacity for healthcare quality was established and the NHQS 
(2017-2021) was developed. The former included the creation of the 
Healthcare HQMU within the MoH in 2015 and other governance struc-
tures for quality as part of recommendations from the Investment Plan 
for Building a Resilient Health System (2014 -2021). 

1.3 Rationale for revision of the NHQS (2017-2021) and 		
       elaboration of the NHQS (2024-2028)

Since the NHQS expired in 2021, the MoH and partners decided to re-
view its implementation and develop the next strategy for the period 
2024-2028. This process was aligned to and part of the overall NHPP 
review and development of the next national health policy (2022-2031) 
and health sector strategic plan (2022-2026) as well as other key pol-
icies and strategies that had expired in 2022. The review of the NHQS 
took stock of its implementation to determine achievements, lessons 
learnt, challenges, and recommendations that informed and guided the 
development of the next strategy (2024-2028).  Careful review of the 
achievements, lessons learned, and challenges from implementation of 
NHQS (2017-2021) was undertaken. The findings informed and guided 
the NHQS (2024-2028).

The purpose of this NHQS (2024-2028) is to facilitate the institutional-
ization of the culture and practice of quality across all the levels of the 
health system, irrespective of ownership. This strategy seeks to further 
ensure that quality along all its dimensions (i.e., safety, timeliness, effi-
ciency, equity, effectiveness, people centeredness and integrated) is pursued 
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in our quest to achieve UHC, including ensuring the aversion of pre-
ventable harm to service users and providers of the health system.

1.4 Review of NHQS (2017-2021) and NHQS (2024-2028) 
development process
The process to review the NHQS (2017-2021) and elaborate the NHQS 
(2024-2028) was led by MoH and supported by multiple stakeholders. 
It involved technical consultations with all the relevant stakeholders 
across all the levels of the health systems in Liberia, desk review and 
primary data collection from Key Informants and visits to selected facil-
ities. This NHQS (2024-2028) was developed closely and in consultation 
with key stakeholders from the MoH, development partners (i.e. WHO, 
UNICEF, USAID, US-CDC, Jhpiego, Last Mile Health, regulatory bodies (Liberia 
Medical and Dental Council, Liberia Nursing and Midwifery Board, Pharma-
cy Board, Physician Assistants Board), training and academic institutions, 
private health sector (faith-based, self-financing), patients and com-
munity members. The process was led by the NHQTWG with technical 
guidance from a WHO NHQS Consultant. Colleagues in the WHO offices 
(Country office, Africa region and Headquarters) supported and made 
inputs into the document via regular calls and virtual meetings.

There was an extensive stakeholder engagement process and data col-
lection from both primary (key informant interviews, health facility vis-
its and stakeholder workshop) and secondary sources (review of the NHQS 
(2017-2021) and other national policies, plans, strategies and reports relevant 
to quality healthcare in Liberia and the Africa region), which culminated 
into a situational analysis report of the current state of healthcare qual-
ity in Liberia. The primary data collection assessed the extent of reach, 
effectiveness, adoption/uptake, implementation, and sustainability of 
the NHQS (2017-2021). Both data collection methods also looked at the 
enablers and barriers to the implementation of the NHQS (2017-2021); 
lessons learnt, what should be done differently, what changes and 
strategies should be introduced in the NHQS (2024-2028) to ensure its 
successful implementation and accelerate the efforts at institutional-
ising the culture and practice of quality in the Liberian healthcare sys-
tem. In addition, the primary data collection sought to understand the 
leadership and function of healthcare quality in Liberia.  
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The finding of the situational analysis was validated at a 5-day work-
shop with key stakeholders: national level policy makers, technical of-
ficers (including program coordinators), county health team members 
(including County Health officers and county clinical supervisors) and 
partners.

Finally, the process was iterative with the Consultant working closely 
with the HQMU in the MoH to prioritize the strategic interventions and 
key actions. The prioritization was guided by the findings from the sit-
uational analysis including the stakeholder workshop and desk review 
of key national documents, such as the NHP, the EPHS to ensure align-
ment and synergy. Various versions of the draft document were shared 
with the HQTWG members and other key stakeholders by the HQMU 
via mail. A shared drive was also created to harvest inputs from WHO 
colleagues in AFRO & HQ.  

Figure 2: Stakeholders’ consultative workshop 



7

2.0 State of healthcare quality and patient safety in 
Liberia (Situation Analysis)

2.1 Overview of Liberia Health Systems Performance
There are 962 health facilities of different levels spread across 
15 counties with public facilities accounting for 49.62% (477) 
and these include 41 hospitals, 64 health centres and 857 clinics3 
. 

However, physical access (population living beyond 5km radius or 
1hour walk) is still a challenge for about 30% of the total population. 
For instance, about a fifth of the 15 counties have 50% of their popula-
tion living beyond 5km or an hour walk to reach a health facility (2, 6). 
The country has a health facility density per 10,000 persons of 1.95 per 
10,000 persons, an increase from 1.7 per 10,000 in 2016 but this varies 
significantly across the counties. 

Despite this, accessibility is still a challenge and is affected most-
ly by the geographical location of the facilities, deplorable road net-
works, limited referral facilities, and unavailability of an efficient 
public transport system. In 2006, as part of the efforts by the govern-
ment to ensure equitable access to healthcare, user fees were abol-
ished. Less than 15% of the total population aged 15-49 years have 
health insurance. Only 7% of men and 4% of women have health in-
surance. It is instructive to note that most (5% men and 3% wom-
en) of the insurance is employer-based. The percentage of Liberi-
ans who do not have insurance have remained the same since 20134 
. There are consistent reports about informal payments at ser-
vice delivery points by patients, relatives and the communities5 
.

2.2 Review of the Implementation of the NHQS (2017-2021)
The NHQS (2017-2021) had 7 strategic goals organized around 
the six-WHO Health Systems Building Blocks i.e., 03 broad 
objectives organized around the dimensions of quality6 
. The national definition for quality was “the degree to which health ser-
vices for individuals and populations, and all components of the health system, 
increase the likelihood of desired health outcomes and are consistent with 
current professional knowledge, standards, and health structures”.
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This section outlines the key findings from the review of the NHQS 
(2017-2021) implementation and the state of QoC and patients’ safe-
ty in Liberia. The analysis was conducted along the six health systems 
building blocks. It was also guided and informed by the results frame-
work of the NHQS (2017-2021) including analyzing the extent to which 
its stated goals and objectives were implemented and achieved. The re-
sults framework of the NHQS (2017-2021) was also organized and an-
alyzed according to the six building blocks of the health system. The 
analysis used a mixed approach and methodology and consisted mainly 
of extensive desk review (secondary data and information), stakehold-
ers’ consultations (technical and their perceptions/options) and in-
depth interviews with selected key informants and direct observation 
during visits to some facilities (primary data collection). The findings 
were presented and further validated during stakeholders’ consultation 
workshops with key participants from national and sub national levels.

2.3 Current state of Quality in Liberia
The review revealed that the implementation of the first NHQS empha-
sized the establishment of quality governance structures such as the 
HQMU and QMTs at all levels of the health system, and on improving 
infection prevention practices at the HF and community levels. Inter-
ventions also focused on primary healthcare facilities. However, there 
were weaknesses in all the components of the health system building 
blocks especially leadership/governance, human resource and financ-
ing, which posed significant barriers to the successful implementation 
of the strategy. An analysis of the extent to which the 12 illustrative 
activities of these objectives were achieved revealed that 42% were 
achieved and 33% was not achieved, while 25% of activities were being 
implemented (ongoing). Details of this are presented separately in the 
Situational Analysis Report of the NHQS (2017-2021).

It can be inferred from the above that the existing health systems build-
ing blocks are extremely weak and create little room and incentive to fa-
cilitate and support the provision of quality healthcare. Any successful 
quality strategy will have to be hinged on improving the robustness of 
the components of the health system and particularly aim at address-
ing barriers related to human resource, leadership/governance, medical 
products/technology and finance in this order as shown in Figure 3.  
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Figure 3: The health systems building blocks and the extent to which they influenced the 
implementation of the NHQS (2017-2021)

Some words that were used to describe the current state of quality by 
participants at an NHQS (2017-2021) review workshop via a Mentimetre 
poll were: substandard, inadequate, weak, struggling etc. Further de-
tails are presented in Figure 4.

In ONE word, describe the current state of healthcare quality in Liberia.

Figure 4: Participants’ description of the current state of quality via a Mentimetre poll
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2.4 Desired State of Quality in Liberia
The desired state of quality in Liberia was described by participants at 
a workshop to review the NHQS (2017-2021) via a Mentimetre poll as: 
equitable, excellent, good, etc. Other descriptions are presented in Fig-
ure 5 below. 

In ONE word describe the desired state of healthcare quality in Liberia

Figure 5: Participants’ description of the desired state of quality via a Mentimetre poll

2.5 Key Health Systems issues that affected Quality and 
Patient Safety (implementation of the NHQS (2017-2021))
2.5.1	 Leadership & Governance
The regulatory systems are generally inadequate and sub functional for 
all the health regulatory bodies: 

1.	 Inadequate oversight of health professionals.

2.	 License renewal for most cadres is mostly via the payment of fees 
without any competency assessment or CMEs/CPDs.

3.	 Regulatory bodies are mostly working in silos with no schedules 
for regular meetings among themselves or with the MoH.

4.	 The regulatory bodies are saddled with capacity and logistical 
challenges making inspections and monitoring less effective.
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5.	 The Liberia Medical & Dental Council (LMDC) is playing a dual 
role of personnel and facility regulation.

2.5.2	 Quality Governance
1.	 QMTs are not available in all the over 900 health facilities as en-

visioned, where they exist, most of them are less functional.

2.	 Facility QMTs exist and were functional (i.e., meeting regular-
ly per their schedule with evidence of minutes) in the selected 
facilities visited except the private. However, there was no ev-
idence of documented QI projects nor adoption of any change 
packages. This is so even for IPC that takes 100% of QMT activi-
ties in facilities.

3.	 QMTs have a very broad membership in the facilities and discuss 
a broad range of issues that affect QoC. 

4.	 There are IPC focal persons in most facilities who are expected to 
play a dual role to include quality but that does not happen. 

5.	 There is documentation of IPC meetings in some of public facili-
ties visited but limited in the private facilities.

6.	 The quality program is mostly focused on IPC other than some 
other key quality domains. This probably is so because of the his-
tory and antecedents particularly with Ebola.

2.5.3	 Human Resource
There are some human resource challenges across all levels of the 
health system that are also affecting the implementation of a national 
quality program:

1.	 Weak and in some instances absence of accountability systems 
and measures and this makes people get away with anything 
(lack of accountability).

2.	 High levels of attrition which have generally been blamed on 
poor working environments and conditions.

3.	 Very committed but poorly incentivized health workforce.
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2.5.4	 Medicines, Vaccines & Technology
1.	 Availability of medical supplies and consumables is also chal-

lenged. There are frequent stock outs for medications and IPC 
supplies especially gloves that are affecting quality service deliv-
ery. In one facility, it was observed that health care providers in 
an ER were dressing wounds with bare hands. In another facility 
labor room, health workers indicated they had to use their own 
money to purchase gloves or ask the patients to purchase them 
for use. These undermined all the IPC efforts.

2.5.5	 Service delivery 

2.5.5.1	Clinical effectiveness
1.	 There is absence of quality measures/metrics that are being 

tracked across all the facilities except in Performance Based Fi-
nancing (PBF) implementing facilities. Even in these facilities 
(i.e., PBF implementing), these indicators are only for MNCAH 
and do not include the other areas of care.

2.	 Though protocols are available for most clinical procedures, their 
adherence is suboptimal.

2.5.5.2	Quality & Patient Safety
1.	 Adverse/incident reporting systems generally do not exist. There 

are no adverse events lists for the health system that must be 
reported except for maternal deaths.

2.	 There is a general culture of non-disclosure and people wanting 
to cover up when things go wrong. This, according to providers, 
is as a result of the culture of blaming, naming and shaming.

2.5.5.3	Provider safety
1.	 There is no system of documenting staff-related incidents.

2.	 There are suboptimal IPC practices including hand hygiene, 
waste management, etc.
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3.	 Availability of the requisite logistics and conducive work envi-
ronment is lacking in most facilities. 

4.	 There is an absence of occupational health and safety for mem-
bers of staff.

2.5.5.4	Transfusion safety
1.	 There is no system for hemovigilance including a system for doc-

umenting AEs related to transfusion when they occur and capac-
ity building. 

2.	 Blood grouping and cross matching is basic with types. One other 
facility indicated the use of tubes but did not find (from litera-
ture, interviews or facility visits) any using immunoglobulins or 
water bath.

2.5.5.5	Medication safety
1.	 The pharmacovigilance (PV) system is weak and, in most cases, 

does not exist. There have been only 240 qualified PV reports 
since 2013.

2.	 Appropriate storage of medications is also challenged. 

3.	 Availability of emergency medicines for all care areas was a chal-
lenge. In most instances, prescriptions are given to relatives of 
patients to buy.

4.	 The AMR efforts and the program are also weak.

2.5.5.6	Surgical safety
1.	 The surgical safety checklist was in use at one of the secondary 

facilities visited. However, in other facilities visited, this was not 
the case. 
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2.5.5.7	Waste segregation
1.	 This is ongoing in many facilities for sharps but not for the other 

types of waste. Further, waste segregation is not happening at 
the final disposal sites. 

2.	 There were no pedal-operated bins in health facilities.

3.	 There is a National Waste Management Guidelines (2022) that is 
yet to be fully implemented.

2.5.5.8	Data management and use
1.	 Data use in the facility by providers was weak and, in some in-

stances, non-existent. It was observed that data was routinely 
collected but transmitted through the system without any use of 
it at the facility level. In one facility, partographs and consent 
forms were completed and stashed in files.

2.5.5.9	People-centered care
1.	 There are no systems for collecting client (i.e., patients, provid-

ers, and relatives) feedback and integrating same to improve the 
quality-of-service delivery. It does not happen.

2.5.6	 Health financing
1.	 The free healthcare is also challenged and not happening as ex-

pected. In most instances, a prescription is given to patients to 
go and get their medications and consumables before they are 
treated. This affects the efficacy of treatment and timeliness to 
the provision of care.

2.	 There is also the absence of a dedicated funding/allocation to 
support the HQMU in implementing its activities.



15

2.5.7	 Partners
1.	 There is some support for various quality-related programs by 

partners, such as WHO, UNICEF, UNFPA, Jhpiego, US-CDC, US-
AID, GIZ, GF, WB, LMH, CHAI etc.

2.	 Some Partners provide incentives to selected frontline health-
care workers to facilitate their program activities. This is not 
sustainable in the long term.
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3.0 Key National Health Priorities that guided and 
informed the NHQS (2024-2028)

According to the NHP (2022-2031), the overall goal of the health sector 
is “to Improve the health and wellbeing of all in Liberia”.  

1.	 Strengthen Governance, Leadership and management at all lev-
els of the health care delivery system and devolve management 
responsibilities, resources and authority  to the lower levels in 
line with the Local Government Law and National Policy on De-
centralization and Local Governance

2.	 Ensure the availability and retention of highly skilled and 
well-motivated health workforce for the sector, including 
strengthening pre-service health education systems and ab-
sorption and retention to close workforce gaps.

3.	 Improve access to and utilization of quality essential health ser-
vices at all levels of care to all persons, regardless of gender or 
social status through standardized, integrated and  sustainably 
financed  health programs including community health, quali-
ty essential medicines and vaccines supplies, and diagnostics. 

4.	 Ensure   that health security is guaranteed through National 
Frameworks aligned with IHR 2005.

These priorities are expected to accelerate the efforts of Liberia to at-
tain UHC and health security to significantly improve the health of the 
population. 

At the same time, the health sector must become more efficient by:

a.	 Allocating resources to counties and health facilities according to 
their population size, disease burden, workload, and utilization.

b.	 Decentralizing health system management to the appropriate 
levels based on their capacity.

c.	 Creating the culture of data use and analysis for programming, 
planning, and decision making.

d.	 Improving the coordination of all efforts to support the delivery 
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of quality affordable and universal health services, eliminating 
fragmentation, duplication, and minimizing gaps and, 

Creating a culture at all levels of the health system that values and en-
deavours to do more for the population within available resources.
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4.0 National Health Quality Strategy (2024-2028)

4.1  National Quality definition
In Liberia, quality shall be known and defined as: 

“The degree to which health services for individuals and populations, 
and all components of the health system, increase the likelihood of 
desired health outcomes and are consistent with current professional 
knowledge, standards, and health structures” (NHQS (2017-2021))

4.2	 Scope 
This NHQS (2024-2028) will pursue improvement in healthcare quality 
across all the levels of healthcare in Liberia. It will also cover every pro-
vider of healthcare and/or social welfare service irrespective of own-
ership. Further, it covers all the quality dimensions of effectiveness, 
efficiency, equity, timeliness (including accessibility and affordability), 
safety, people-centeredness and integrated.

4.3  Guiding Principles for NHQS development and its        	
         implementation
The guiding principles that informed the elaboration of the NHQS as 
well as its implementation included:

1.	 Client (People) focused/centered:  relationship will be a shared 
purpose informed by what matters most to the service users/
clients and a departure from a provider-driven approach to im-
proving care, trust, openness, an ability to respectfully listen to 
one another and willingly confront any power imbalances among 
actors.

2.	 Partnership: this will focus on ensuring that partnership will be 
built between providers and service users (patients and families) 
as well as among MOH and key stakeholders in quality and pa-
tient safety in Liberia. We will seek to engage and involve those 
who are closest to an issue being addressed or are affected/im-
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pacted. Service users and providers will be empowered to make 
the necessary transitions. 

3.	 Responsiveness of health services: the NHQS focuses on ensur-
ing that the services are responsive to preferences, needs and 
values of individuals, and ensure that all clinical decisions are 
guided and informed by them.

4.	 Integration of services, systems, and processes: this will focus 
on integration of efforts and services ensuring alignment and 
synergies of all the interdependent groups of people or processes 
working together to facilitate the attainment of the desired goals 
and objectives.

5.	 Existing evidence (use of data and information): we used existing 
data (quantitative and qualitative) and information to guide and 
inform the elaboration of the NHQS. Similarly, the implementa-
tion will focus on the use of data in measuring our efforts at im-
proving the quality of healthcare along all the dimensions. Mea-
surement is necessary for us to assess the outputs, outcomes, 
and impacts of our interventions and efforts against the set im-
provement objectives. We will seek to measure the changes that 
are occurring as we test our interventions so that we can refine 
them over time in response to the data.

6.	 Safety culture: Instil a safety culture in the design and delivery of 
health care.

7.	 Contextualization: Based on policies, strategies, and interven-
tions/actions that fit Liberia (local) health care context and set-
tings.

4.4  Core values
The core values to guide the implementation of the NHQS (2024-2028) 
were generated by participants during the stakeholders’ consultative 
workshop via a Mentimeter poll.

What one core value would you recommend guiding the NHQS 2024-
2028 implementation?
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Figure 6: Core Values of the NHQS 2024-2028

4.5  Goal, strategic objectives, and interventions 
This section espouses the goal(s) and strategic objectives that will be 
pursued by the NHQS (2024-2028) in contributing to the overall health 
sector “to improve the health and wellbeing of all people in Liberia”. 
These quality goals and strategic objectives are designed to address the 
gaps identified in the situational analysis and to facilitate the attain-
ment of the desired state of quality in Liberia. These goals, strategic 
objectives, strategies, and strategic interventions were informed by the 
stakeholder analysis and 5-day-stakeholders’ meeting held to review 
the implementation of the NHQS (2017-2021). It has taken into consid-
eration the key issues that were identified and offers appropriate strat-
egies to facilitate improvement in the outcomes of care and the larger 
health system over the next five (5) years.

4.5.1  Goal
The goal of the NHQS (2024-2028) is to ensure improved healthcare 
quality and safety for better health outcomes for the population in Li-
beria



21

4.5.2  Strategic Objectives
Four strategic objectives will guide the implementation of the NHQS. 
These four strategic objectives provide the necessary focus that will 
guide all the strategic interventions towards the delivery of quality care 
to people of Liberia.

4.5.2.1  Strategic objective one:  To strengthen health 
systems (HS) governance, organization, and management 
to deliver quality essential services (systems environment 
improvement)

4.5.2.2   Strategic objective two: To improve clinical effectiveness 
All health service delivery points (facilities and communities) will en-
sure that the most appropriate treatments, interventions, support, and 
services are provided at the right time to everyone who will need and 
benefit from it at all times. This will be done in the most cost-effective 
and safe manner. All health facilities will also work to improve upon 
their care outcomes such as the mortality and morbidity rates. 

4.5.2.3.  Strategic objective three: To ensure patient and 		
                  provider safety
This SO focuses on ensuring that there is zero avoidable harm/injury to 
clients/patients who receive healthcare, and to healthcare workers who 
are providing care in health facilities or communities. It also emphasiz-
es the provision of an appropriate, clean and safe environment for the 
delivery of healthcare services at all times. 

4.5.2.4  Strategic objective four: To deliver People Centered 	
                Care, engage and empower patients, families and 	
                communities 
All health facilities will work towards developing a mutually beneficial 
partnership between clients, their families and relations based on re-
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specting their individual needs and values, whilst demonstrating com-
passion, continuity, clear communication and shared decision-making 
along the continuum of care. 

4.5.3  The Quality Framework Driver Diagram
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Figure 7: Liberia Quality Framework Driver Diagram
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Strategic objective 1: To strengthen health system 
governance, organization, and management to deliver 
quality essential health services

Strategic Interventions 1.1

Build and strengthen the national and sub-national institutions and 
health facilities, mechanisms and quality governance structures at all 
levels of the health system to improve QoC in the health sector.

Activities

1. 	 Create awareness on healthcare quality services at national and 
sub-national levels.

2.  Establish, reactivate, and strengthen QMTs at national and sub na-
tional levels.

3.  Conduct healthcare quality management training at national and 
sub-national levels.

4. 	 Conduct quarterly review and supervision of the healthcare quality 
management implementation at national and sub national levels.

5. 	 Mobilize resources for healthcare quality management system at 
national and sub national levels.

6. 	 Establish a ministerial, multi-stakeholder NHQAB to oversee the 
implementation of the NHQS (2024-2028).

Strategic intervention 1.2

Establish and strengthen monitoring, evaluation, and learning mech-
anisms for the improvement of QoC at all levels of the health system.

Activities

1. 	 Conduct healthcare quality management training for national and 
county monitoring and evaluation staff.

2. 	 Train facility QMTs in monitoring and evaluation of health care 
quality service and reporting.

3. 	 Support data collection, reporting, and data quality improvement.

4. 	 Implement periodic QI program performance reviews including 
clinical audits.
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5. 	 Document and share best practices in health care quality and pa-
tient safety.

Strategic intervention 1.3

Build and strengthen capacity of health care workers for QI and care 
at all levels of the health system through in-service and pre-service 
training.

Activities

1. 	 Engage healthcare training institutions to include QI methods in 
health care in their curriculum.

2. 	 Adapt, integrate, and roll out Global Patient Safety curriculum for 
pre-service and in-service capacity development.

3. 	 Advocate for the integration of the health service quality and resil-
ience training package into pre- and in-service training programs.

4. 	 Conduct in service training in healthcare quality and patient safety 
for professional health workers at all levels of the health system.

Strategic intervention 1.4

Strengthen the health system regulatory bodies’ capacity to regulate 
healthcare service delivery (without necessarily compromising their 
independence).

Activities

1. 	 Collaborate with Liberia Medical & Dental Council (LMDC) to devel-
op and roll out the health facility accreditation standards.

2. 	 Collaborate with health regulatory bodies to integrate occupational 
health and safety standards guidelines into the national accredita-
tion standards.

3. 	 Establish a coordinating committee to review and update health fa-
cility accreditation standards.

4. 	 Collaborate with health professional bodies to improve quality of 
care at all levels.
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Strategic intervention 1.5

Establish mechanisms across all levels of the health system that incen-
tivizes, recognizes, and rewards delivery of quality healthcare.

Activities

1. 	 Develop criteria/guideline or SoPs for recognition of excellence 
among health facilities and health workers.

2. 	 Institutionalize excellence by integrating recognition-based moti-
vation system into regular performance review processes.

Strategic intervention 1.6 

Strengthen collaboration between actors within the health sector (in-
cluding the private sector) to support quality improvement efforts.

Activities

1. 	 Support meaningful engagement between HQMU-PSE/MoH and key 
private sector actors (Healthcare Federation of Liberia (HFL), CHAL 
etc) to improve the quality of care.

2. 	 Support the implementation of the Private Sector Engagement 
Strategy to enhance quality of care.

Strategic objective 2: To improve clinical effectiveness and 
care outcomes 

Strategic intervention 2.1

Develop and/or strengthen existing data systems to integrate quality of 
care measures/indicators and use data for improved care.

Activities

1. 	 Develop and print priority registers and ledgers (SoPs, Job aids, 
treatment charts, algorithms, occupational health and safety, Ad-
verse Events reporting etc) and collaborate with the Health Infor-
mation System (HIS) to ensure that performance indicators related 
to quality of care are captured.



29

2. Integrate the healthcare quality improvement routine reporting 
(where applicable) into the HMIS/DHIS2.

3. 	 Conduct regular clinical audits.

Strategic intervention 2.2

Ensure that essential medicines, IPC supplies, logistics and other req-
uisite consumables are available and accessible at all levels for service 
delivery. 

Activities

1. 	 Procure and distribute essential medicines and supplies to health 
facilities in a timely manner.

2. 	 Improve monthly, quarterly, and annual ordering and forecasting 
of essential medicines and supplies using supply consumption data 
(using the eLMIS).

3. 	 Support measures to reduce and address AMR.

Strategic intervention 2.3 

Improve clinical competencies and skills of health care workers. 

Activities

1. 	 Organize periodic post-supervision feedback sessions to dissemi-
nate findings from JISS.

2. 	 Establish an accountability mechanism to follow on recommenda-
tions from the post-supervision sessions. 

3. 	 Conduct mentorship and on-the-job coaching using QI methodolo-
gies (such as Plan-Do-Study-Act (PDSA) cycle).

4. 	 Trainings of health care workers on QI to improve competencies and 
skills.

5. 	 Promote and strengthen the implementation of Liberia CPD frame-
work.
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Strategic intervention 2.4 

Improve the process of care (including clinical processes) across all the 
levels of the health system to ensure that they are beneficial to patients 
(e.g. reducing waiting times, hospital length of stays, use of triage, etc).

Activities

1. 	 Support innovative approaches (e.g., bring husband jump queue in 
ANC) in service delivery.

2. 	 Conduct QI review meetings to identify gaps in care processes and 
propose mitigation measures.

3. 	 Promote the use and adherence to Standard Treatment guidelines 
(STGs) during patients care and consultations.

Strategic objective 3: To ensure patient and/ or provider safety

Strategic intervention 3.1

Develop and sustain a quality & “Just culture” that promotes learning 
and accountability other than blaming and retribution across all the 
levels of the health system.

Activities

1. 	 Develop and implement MoH guidelines and SOPs to promote and 
reinforce “just culture” in all health facilities.

2. 	 Train health care workers on patient safety (including “just cul-
ture”) in all health facilities.

3. 	 Commemorate World Patient Safety Day and other related national 
events to sensitize and increase awareness of the public on the “just 
culture.”

4. 	 Advocate for administrative and legal processes to protect those 
who raise concerns about the safety of services and/or report ad-
verse events/incidents.

Strategic intervention 3.2

Put mechanisms in place to ensure that the provider documents all 
clinical procedures and treatment and ensure the safety and confiden-
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tiality of the medical records.

Activities

1. 	 Develop and roll out SOPs & guidelines on charting, filing, and stor-
ing of clients’ medical records.

2. 	 Establish Electronic Medical Records (EMR) governance structure to 
manage patient electronic records.

3. 	 Provide standard electronic or manual patient registry that main-
tains confidentiality of patient information and records.

Strategic intervention 3.3 

Disseminate and implement a Patients’ Rights Charter and Profession-
al Code of Ethics.

Activities

1. 	 Print and roll out Patients’ Rights Charter and Professional Code of 
Ethics.

Strategic intervention 3.4

Put mechanisms/systems in place in all health facilities that can ob-
jectively assess and categorize patients according to their severity (i.e., 
triage) including training of health care workers.

Activities

1. 	 Strengthen existing triage systems/mechanisms in all health facili-
ties. 

2. 	 Train health workers on the use of triage to assess the severity of 
patient illness and guide management.

2. 	 Establish a client feedback system (e.g. suggestion box, patient exit 
interviews).

Strategic intervention 3.5  

Implement strategies to enhance medication safety, pharmacovigi-
lance, and ensure systems in place to report adverse events.
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Activities

1. 	 Develop, update, and regularly publish list of accredited suppliers of 
medicine in Liberia.

2. 	 Capacity building to supply chain/clinical teams on the safe trans-
portation, handling, storage, and administration of essential medi-
cines.

3. 	 Monitor the prescription patterns of essential drugs to ensure ad-
herence to the National Standard Treatment Guidelines (NSTG).

4. 	 Collaborate with Liberia Medicines and Health Product Regulatory 
Authority (LMHRA) to implement post-market surveillance (PMS) 
for essential medicines.

5. 	 Train relevant staff on SOPs/guidelines on Adverse Drug Reporting 
(ADR) and PV.

6. 	 Strengthen the implementation of the Antimicrobial Stewardship 
Program in health facilities.

Strategic intervention 3.6 

Improve and strengthen the referral practices between health facilities 
and enhance the referral systems and feedback mechanisms.	

Activities

1. 	 Develop and roll out national SOP/ guidelines for the referral of pa-
tients from one facility to another and feedback mechanisms.

2. 	 Institute a counter-referral feedback system.

3. 	 Monitor compliance to the ambulance/fleet management policy.

4. 	 Provide targeted training for ambulance teams on safe referral prac-
tices.

5. 	 Equip health facilities with standardized tools for referrals and 
feedback mechanism.

Strategic objective 3.7  

Strengthen implementation of guidelines on patient safety (surgical 
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safety, blood transfusion, laboratory safety procedures) in all health 
care facilities.	

Activities

1. 	 Develop, print, and roll out guidelines/SOPs on patient safety, such 
as surgical safety, blood transfusion and laboratory safety.

2. 	 Monitor adherence and usage of patient safety guidelines.

Strategic intervention 3.8  

Design health care settings, environments, and practices to provide the 
safest circumstances and equipment for health workers (occupation-
al health safety) ensuring IPC measures in place minimizing health-
care-associated infections.	

Activities

1. 	 Develop and implement national SOP/ guidelines on Occupational 
health safety 

2. 	 Provide health facilities with standardized tools, equipment and 
guidelines for Occupational health safety. 

3. 	 Train health workers on national SOP/ guidelines Occupational 
health safety, IPC guidelines and monitor implementation and in-
stitute in health institutions training curriculum.

Strategic objective 4.0: To deliver People-Centered Care, 
engage and empower patients, families and communities.

Strategic intervention 4.1

Empower clients, family relations, and communities to speak up and 
take responsibility for their health outcomes.	

Activities

1. 	 Conduct awareness raising on health literacy through community 
engagement programs.

2. 	 Carry out peer support and patient expert group discussions.
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3. Conduct client satisfaction survey to access the level of quality care 
provided to the community.

Strategic intervention 4.2 

Encourage patient-provider dialogues to share care plans, identify gaps 
in care, and assess the extent to which reasonable progress has been 
made to enable decision-making.

Activities

1. 	 Provide education to clients on clinical care processes and disease 
conditions, including options for management.

2. 	 Develop/adapt patient self-management tools/technologies that 
will be used to manage health issues outside the formal health facil-
ity.

3. 	 Conduct clients exit interviews to assess knowledge gaps in per-
son-centered care.

Strategic intervention 4.3 

Establish functional client (patient, provider and relative) information 
and feedback (complaints, compliments and suggestion) system (e.g., 
suggestion boxes, client experience centres, client experience teams 
who will be integral part of the facility QMTs) in all health facilities and 
use of routine information management system.	

Activities

1. 	 Set up information systems to collect patient feedback on the qual-
ity of care in the health facility.

2. 	 Support operationalization of the Citizen Feedback Mechanism 
(CFM) www.libtalk.gov.lr in targeted facilities.
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5.0  Implementation matrix, roles and 	    	      	
         responsibilities, and logical framework

The MoH shall lead and coordinate the implementation of the NHQS 
(2024-2028) with the support of key stakeholders and partners. The 
implementation of this NHQS (2024-2028) will be aligned and inte-
grated with other health sector policies and strategies, which primary 
intent is to improve health outcomes across all levels of the health sys-
tem and ensure synergy and complementarity.

•	 At the national level, the Minister of Health shall provide lead-
ership and oversight of a multidisciplinary NHQAB, facilitate 
resource mobilization (such as requisite financial, human re-
source, and all others that will ensure a successful implemen-
tation), advocacy and ensure that it is mainstreamed into other 
sector policies and strategies including annual operational plans. 
The Assistant Minister of Health for Curative Services will be re-
sponsible for ensuring effective collaboration and coordination 
between all the directorates of the MoH to elicit their support 
towards successful implementation of the NHQS (2024-2028). 
He/she will provide overall leadership and management in the 
implementation and ensure that the various strategic objectives 
are optimized; and further ensure that adequate resources are 
mobilized and allocated to quality through the annual planning 
and budgeting systems and processes. He/she will also lead in 
and ensure that an enabling environment is created to facili-
tate collaboration and coordination with other stakeholders for 
healthcare quality improvement in Liberia. He/she will also col-
laborate with all the Programs and Units of the MoH and partners 
to provide oversight, supportive supervision, capacity building, 
and dissemination from the national to the subnational levels.

•	 The Director of the HQMU will conduct and facilitate regular 
meetings for planning and joint implementation activities to 
avert duplication and enhance synergy. He will oversee the over-
all implementation of the NHQS (2024-2028) and report to the 
Minister through the Assistant Minister for Curative Services. He 
will reinvigorate all the existing QMTs and governance structures 
across all the levels of the health system and make them func-
tional and accountable. The NHQTWG will also be reinvigorated 
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to develop and implement the relevant interventions and activ-
ities of the NHQS (2024-2028). The NHQTWG will also provide 
central level technical oversight of all the activities and inter-
ventions of the NHQS (2024-2028). Annual operational plan and 
budget will be prepared and included in the annual operational 
plans at national and county levels.

•	 The CHTs, DHTs and facility OICs will ensure that QI activities 
are included in the annual operational plans, implemented, co-
ordinated, monitored, and reported on. They will also support 
resource mobilization and advocacy efforts.

Further, there shall be the reviving of dormant QMTs and establish-
ment of new governance structures in the counties, districts, facilities 
and communities. There shall also be the designation and appointment 
of dedicated quality focal persons that will oversee the planning, imple-
mentation, monitoring, coordination, and reporting of quality-related 
activities at these levels to the HQMU and the national level. Counties, 
districts, and facilities will further explore various innovative mecha-
nisms consistent with domestic resource mobilization to augment the 
national MoH efforts.

Other GoL line ministries and institutions (e.g. MFDP, NPHIL, LMHRA) 
shall be engaged during the roll out, implementation, coordination and 
M&E of the strategy. 

Coordination shall be strengthened using existing coordination plat-
forms (e.g. HSCC, HCC, TWGs) and as well as county coordination 
structures. 

The detailed implementation matrix and indicators/means of verifica-
tion are outlined in the log framework in Table 2 below.

The governance structure and organogram of the HQMU, including 
their roles and responsibilities regarding specific strategic objectives 
are included in Annex 1.

Key partners that will be part of the NHQS implementation and M&E 
include donors, UN agencies, Civil Society Organizations (CSOs) includ-
ing Non-governmental Organizations (NGOs), academia, and the pri-
vate sector.
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To achieve the intended outcome, the NHQS (2024-2028) will lever-
age on existing policies and quality initiatives. It will create a system 
of continuously learning from its successes and challenges through the 
continuous use of data to improve its performance and care outcomes.
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6.0 Strategy dissemination and roll out

As part of the implementation, this strategy will be disseminated to all 
stakeholders to raise awareness, elicit their commitment, support, and 
buy-in to ensure successful implementation. A successful dissemina-
tion of this strategy is very important milestone based on lessons learnt 
from the NHQS (2017-2021). Both soft and hardcopies of the NHQS 
(2024-2028) will be made available at national, county, and district lev-
els including major hospitals to motivate and inspire every actor to take 
appropriate action in contributing towards the attainment of the stated 
goal and objectives. 

There will also be dissemination and roll out workshops organized at 
national and county levels targeting various stakeholders.

7.0 QI methods and approaches 

To achieve the stated goal, a consistent approach will be used to deliver 
the necessary quality improvements to our clientele. The MoH/HQMU 
recommends the use of proven quality improvement methodologies, 
tools and techniques to achieve the stated objectives. 

8.0 Monitoring and Evaluation 

The M&E of the NHQS (2024-2028) shall be part of the overall health 
sector M&E framework and plan, including research. Additional key 
healthcare quality indicators shall be included in the DHIS2 platform 
and captured in the National IPC Strategy and Health Sector Strate-
gic Plan (2022-2025). M&E of this strategy shall be integrated into the 
overall M&E processes of the MoH and carried out at regular intervals to 
provide required data and information, assess progress, and determine 
the impact of the various QI interventions that would be implemented. 
It will track the extent to which the implementation is on course and 
how much progress is being made towards the achievement of the goal 
and strategic objectives. The findings of M&E will be used to guide and 
inform decision-making and further contribute to the attainment of 
the NHQS goal and objectives.
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There will be evaluation of all the quality initiatives at mid-term and 
at end of the NHQS implementation period to determine the extent to 
which the outcomes have been achieved. These evaluations will reflect 
the nature and scope of investment. For instance, counties/facilities 
implementing various QI projects/programmatic interventions will 
have those projects reviewed and or evaluated to determine their out-
comes and impacts.

Further, routine M&E will also be conducted by individual national 
(MoH) programs, counties, and hospitals/facilities through the col-
lection, analysis, and reporting of their routine data (e.g. using DHIS2 
platform and/or assessments and surveys). This would enable the vari-
ous levels to pay attention to efforts put in and determine the extent to 
which they are contributing to the achievement of the overall national 
healthcare quality goal and strategic objectives.

A mid-term and end term evaluation will be done in 2025 and 2028, 
respectively, to determine the extent to which the set objectives have 
been achieved. The findings of the mid-term evaluation will be used to 
address any deviations and inconsistencies in the implementation and 
initiate measures to get them addressed.

Further, at a minimum, key project or program-based QI initiatives will 
be encouraged to conduct:

a.	 A baseline assessment during the preparatory design phase of 
the project.

b.	 Mid-term review at the mid-point of the project to assess prog-
ress against the stated objectives and provide recommendations 
for corrective measures/actions.

c.	 End term evaluation at the end of the project.

Monitoring will be done monthly, quarterly, and annually by the dis-
trict, county, and national health QMTs as indicated in the M&E frame-
work (Annex 2). Supervision reports will be submitted according to the 
reporting system of the MoH. 

Annual reviews will be built into the existing annual review mechanism 
of the MoH. 
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 9.0 Financing the strategy 

Following the development of the NHQS (2024-2028), the MoH, with 
support from WHO and other partners, embarked on a costing exercise 
to estimate the total cost of implementing the plan over the five-year 
period.   The Activity Based Costing approach was used to cost the plan, 
which also involved wide and intensive consultations with stakehold-
ers. 

The costing focused on ascertaining resource requirements to imple-
ment activities under the four strategic objectives, namely:

Strategic Objective 1:  To strengthen health systems governance, organi-
zation, and management to deliver quality essential services (systems 
environment improvement).

Strategic objective 2:  To improve clinical effectiveness. 

Strategic objective 3:  To ensure patient and/or provider safety.

Strategic objective 4: To deliver People-centered Care, engage and em-
power patients, families, and communities.

The results of the costing analysis (Scenario 1) reveal that the NHQS 
would cost approximately USD61,873,090 to implement over the five-
year period. Strategic Objective 4 accounts for the largest share (39%) 
of the total plan costs, followed by Strategic Objective 2 with a relative 
share of total plan costs of 36%.  Training amounts to a total of US$ 
18,928,715 claiming 31% of the total costs of the plan, whilst Advocacy 
claims a relative share of 24% of total costs. 

Scenario 2 projections which assume a 50% reduction of cost drivers in-
dicate that a total of US$30,936,545 would be required for implementing 
the plan over the period of five years. On the other hand, Scenario 3 
projects total costs of US$15,468,273 over five years. 

The cost analysis shows that the NHQS total cost (Scenario 1) as a per-
centage of the MoH budget for FY2023/24 is 20%; 10% for Scenario 2 
and 5 % Scenario 3. The MoH would therefore need to exert more effort 
towards mobilizing additional resources.
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Annex

Annex 1:  Governance/Organization of Quality in Liberia

Figure 8: Governance structure of the National Quality Program

At the national level, the HQMU in the MoH shall spearhead the im-
plementation of the NHQS (2024-2028). There shall be a multidisci-
plinary NHQAB chaired by the Assistant Minister of Health for Cura-
tive Services, with membership from across Directorates of the MoH, 
Health Regulatory Bodies, Partners and other key stakeholders that will 
be identified by the MoH. The functional organogram of the HQMU to 
facilitate an effective coordination and successful implementation of 
the strategy is shown in Figure 8.
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Figure 9: Functional Organogram of the Healthcare Quality Management 
Unit (HQMU)

Clinical & Patient safety

These personnel shall be responsible for the following:

Patient safety (National) 

1.	 Lead serious safety event investigations and improvement activ-
ities in conjunction with managers.

2.	 Analyze data, identify trends, and develop mitigation strategies 
based on current evidence and identified best practices.

3.	 Work with leadership to identify resource needs for mitigation 
efforts.
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4.	 Promote a strong patient safety culture via assessments, staff 
education, and modelling a non-punitive approach to mistakes 
and accidents that foster open communication among all clinical 
disciplines.

5.	 Participate in proactive risk assessments, utilizing failure mode, 
effects and critical analysis techniques.

6.	 Ensure meaningful and effective flow of data and information 
across various levels. 

7.	 Serve as leader of patient safety activities including education, 
data management, event analysis and communication with key 
stakeholders.

8.	 Design mechanisms for data collection, management, and anal-
ysis related to adverse events. 

9.	 Lead in the creation of awareness on patient safety.

Patient safety (Facility/Hospital) 

1.	 Provide continuous observation of patients who may be at risk 
for adverse events such as falls, self-injury or harm to others 
(Facility/Hospital).

1.	 Assists in the provision of a clean environment. 

2.	 Design mechanisms for data collection, management and analy-
sis related to adverse events.  

3.	 Facilitate capacity building programs related to patient safety. 

4.	 Lead in the creation of awareness on patient safety. 

5.	 Prevent future harm by initiating and overseeing proactive eval-
uation and redesign of systems to improve care processes.

6.	 Perform patient safety rounds that identify patient safety risks.  

7.	 Partner with facility leadership to establish activities that enable 
and sustain an open and fair environment promoting learning, 
safe systems, and appropriately managing behavioral choices re-
lated to patient safety.
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8.	 Present informative and actionable patient safety reports to ap-
propriate committees to include high-level presentations to the 
Health Facility Development Committee or Hospital Board. 

Clinical Governance

1.	 Support clinical staff in carrying out audit projects. This includes 
giving advice on audit design, developing data collection tools, 
and analyzing and presenting data collected. 

2.	 Project-manage clinical audit projects, including planning, de-
sign and facilitation. 

3.	 Collect data for clinical audit projects using a variety of research 
methods, including retrospective case note reviews, patient in-
terviews, and observational studies. 

4.	 Co-ordinate, collect and submit data for clinical audit projects 
required in accordance with monthly and quarterly deadlines. 

5.	 Plan and coordinate a number of corporate clinical audit projects 
documentation, regular audits of deteriorating patients, and an 
ongoing program of nursing audits. 

6.	 Facilitate the change process resulting from clinical audit, to en-
sure maximum benefit to patient care. 

7.	 Assist in the follow-,up of clinical audit topics, ensuring that 
conclusions, outcomes, and action plans are recorded and pro-
gressed. 

8.	 Ensure the wide dissemination of clinical audit project results 
and conclusions.

9.	 Support clinicians by submitting clinical audit projects for publi-
cation through appropriate media (journals, posters and presen-
tations).
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Supply Chain

1.	 Ensuring Central Medical store, drug depots, and warehouses 
have enough stock.

2.	 Overseeing the ordering and packaging processes of medicines 
and medical supplies.

3.	 Monitoring stock levels.

4.	 Provide leadership to supply chain team to ensure safe working 
practices, promoting safety awareness.

5.	 Ensure Supply Chain related processes are functioning effective-
ly to support the provision of quality and safe care in health fa-
cilities/hospitals.

6.	 Develop competencies/skillsets/leadership of QMTs. Provide 
them with objectives, tools, and information necessary to exe-
cute their task competently. 

7.	 Supervise and motivate the team members to achieve continu-
ous improvement. 

People-Centered Care

1.	 To contribute to the development and delivery of patient experi-
ence capability and capacity across the health system.

2.	 To gather patient experience feedback on health care services 
through an extensive outreach program. 

3.	 To support people to share their experiences with healthcare 
providers and to support the operational teams to develop skills, 
knowledge and experience to do this within their own areas.

4.	 To identify engagement opportunities across facilities/hospitals 
to collect patient feedback and liaise with relevant partners as 
appropriate. 

5.	 To develop and maintain robust systems for collating and ana-
lyzing patient feedback, including maintaining relevant databas-
es and designing relevant reports and graphics. 
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6.	 To share, interpret, and present the results of the patient experi-
ences collected. 

7.	 To produce bi-annually and annual patient experience reports 
for Liberia.

8.	 To train, support and supervise volunteers to participate in the 
collection of patient experiences.

To work with colleagues to identify local trends in health care and gaps 
in need.

Annex 2: Terms of Reference (TOR) for Quality Management 
Teams (QMTs)
1. National Quality Management Team (NQMT)

The roles and responsibilities of the NQMT shall include: 

a.	 Develop national standards and guidelines for QoC across the 
country.

b.	 Support the dissemination and implementation of the national 
quality guidelines, strategies, and SOPs at the national and sub 
national levels. 

c.	 Coordinate the planning, resource mobilization, monitoring and 
evaluation of quality interventions within the health sector.

d.	 Facilitate the institutionalization/mainstreaming of quality and 
safety across all national healthcare programs and interventions. 

e.	 Collaborate with training institutions to develop and implement 
the national healthcare quality training curriculum and training 
manual. 

f.	 Create opportunities for capacity building among healthcare 
providers through Continuous Professional Development (CPD) 
programs including training, mentorship and coaching. 

g.	 Coordinate integrated supportive supervision at all levels of the 
health system with emphasis on improving healthcare quality 
and enhancing patient and provider safety. 
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h.	 Harness best practices and document lessons learnt from qual-
ity improvement and patient safety interventions implemented 
across the country.

i.	 Promote learning on healthcare quality and safety by organizing 
monthly in-person or virtual technical sessions to share knowl-
edge and engage meaningfully with national and sub-national 
level stakeholders.  

j.	 Identify and recognize excellence in the provision of quality 
health services by promoting a culture of recognition and appre-
ciation (award ceremonies, appreciation messages, tokens of in-
centive, etc.)

k.	 Provide technical support to CQMTs, DQMTs and HFQMTs to 
identify QI priorities in health facilities and present work plans 
to the NHQAB for discussion and recommendations. 

l.	 Adapt and develop technical tools for assessing, monitoring 
& evaluation, mentorship of healthcare workers in healthcare 
quality and safety at all levels of the health system.

m.	 Consolidate and submit quality performance reports/updates to 
the NHQAB on a quarterly basis. 

Membership
a.	 National Healthcare Quality Manager (Director, HQMU)
b.	 National IPC Coordinator (Secretary)
c.	 National Diagnostic Coordinator
d.	 Clinical & Patient Safety Coordinator (co-lead)
e.	 Supply Chain Coordinator
f.	 Quality Assurance Coordinator
g.	 Policy & Stander Coordinator
h.	 Data Manager (Coordinator) 
i.	 Community Health representative
j.	 AMR focal person/representative
k.	 M&E Officer (HMIS representative)
l.	 FH
m.	 PBF
n.	 Partners
o.	 WASH/DEOH
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Governance
The NQMT reports to the NHQAB. The NQMT will provide updates and 
recommendations for key quality issues in the country and propose in-
terventions for approval by the NHQAB.

The NQMT will oversee the activities on quality and patient/provider 
safety for the entire country and provide technical support to ensure 
the goals and objectives of the national roadmap/work plan for health-
care quality and safety are met.

The team will be chaired by the director of the HQMU and co-chaired 
by the National Clinical and Patient Safety Coordinator. The chairs may 
designate any representative from the HQMU to act on their behalf in 
the case of absence. The National IPC Coordinator will serve as the sec-
retary during all NQMT meetings.

NQMT meeting frequency
The NQMT will meet monthly at the HQMU office at a time that will be 
communicated at least one (1) week before the meeting date. A quorum 
of more than 50% of the statutory members will be considered suffi-
cient to act and make recommendations on behalf of the committee.

The agenda for the NQMT meetings shall be developed by the chair/co-
chair and circulated to members by the secretariat at least one (1) week 
prior to the meeting.

Meetings will be open to the members of the team or their designat-
ed representatives from within the team. Guests may be invited as 
non-voting members with the permission of the Chair, depending on 
the agenda to be discussed.

Approval & review
The NQMT shall review this ToR annually, or as need arise based on 
emerging health issues affecting the country. It will produce annual 
reports that will include a summary of activities related to QoC and pa-
tient & provider safety in the 15 counties, and recommendations to the 
NHQAB.
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2. County Quality management Team (CQMT)

The CQMT shall:

a.	 Coordinate all QI activities at the district and health facility level.

b.	 Develop county QI plans biannually, in alignment with the na-
tional work plan.

c.	 Conduct quarterly Joint Integrated Supportive Supervision (JISS) 
activities in selected 3districts and health facilities in the county.

d.	 Monitor and evaluate QI activities in the county referral hospi-
tals.

e.	 Organize trainings, coaching and mentorship on QI (IPC, AMR, 
WASH) and patient safety for district, facility and community 
stakeholders.

f.	 Conduct regular integrated monthly QI meetings. 

g.	 Provide technical support to QMTs at the district and health fa-
cility levels.

h.	 Review and ensure clinical services are provided in line with the 
EPHS to comply with national quality standards and benchmarks.

i.	 Submit monthly reports to the HQMU, MoH, on QoC and patient 
safety indicators in the county.

j. 	 Make a presentation on the state of quality and patient safety in 
the county during county Quarterly Review Meetings.

k. 	 Support partners in the planning, implementation, and evalua-
tion of QI and patient safety activities in health facilities in the 
county. 

Membership

a.	 The CQMT will comprise the following members:
b.	 County Clinical Supervisor (lead)
c.	 County Health Officer (CHO)
d.	 Community Health Department Director (CHDD) 
e.	 County IPC focal person – co-lead
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f.	 County Reproductive Health focal person
g.	 County M&E officer
h.	 County Environmental Health Technician
i.	 County Diagnostic Officer
j.	 County Pharmacist
k.	 County Surveillance Officer
l.	 County Health Services Administrator
m.	 Community Health focal person
n.	 Partners

Governance
The CQMT reports to the HQMU of the MoH. The CQMT will provide 
updates and recommendations for key quality issues in the county and 
propose interventions for approval by the national team.

The CQMT will oversee the activities of the health facility and district 
QMTs and provide technical support to ensure the goals and objectives 
of the programs are met.

The team will be chaired by the county Clinical Supervisor and co-
chaired by the county IPC focal person. The chairs may designate any 
representative from the CHT to act on their behalf in the case of ab-
sence. The county pharmacist will serve as the secretary during all 
CQMT meetings.

CQMT meeting frequency
The CQMT will meet monthly at a venue and time that will be commu-
nicated at least two (2) before the meeting date. A quorum of 51% of 
the statutory members will be considered sufficient to act and make 
recommendations on behalf of the committee.

The agenda for the CQMT meetings shall be developed by the chair/co-
chair and circulated to members by the secretariat at least one (1) week 
prior to the meeting.

Meetings will be open to the members of the team or their designated 
representatives. Guests may be invited as non-voting members with 
the permission of the Chair, depending on the agenda to be discussed.
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Approval & review
The CQMT shall review this ToR annually, or as need arise based on 
emerging health issues affecting the county. It will provide an annual 
report that includes a summary of activities related to quality of care 
and patient & provider safety, and recommendations to the national 
QMT.

3.  District Quality Management Team (DQMT)

The NHQS has been developed to improve the capacity of the health 
system, provide quality health services, and restore the public’s trust. 
The aim is to provide robust services through improved leadership, 
governance, accountability and community engagement. 

Quality management is about delivering effective care in an environ-
ment that is safe for patients, staff and the public. It also ensures that 
health care teams are accountable for the quality, safety and satisfac-
tion of patients in the care they have delivered. County and district 
health teams play critical supervisory roles, while the health care facil-
ity is responsible for the provisions of routine health services with the 
highest quality standard. These terms of reference (ToR) will provide 
the guidance for DQMTs.

Purpose of DQMT 
To provide leadership direction and accountability for health care qual-
ity and safety at the district level. Members of DQMT are assigned to 
carry out specific quality management tasks and should see those tasks 
as part of their routine responsibilities rather than extra duties.

Roles and Responsibilities 
The DQMT ensures health care quality and patient safety within the 
health district. A DQMT is a multidisciplinary team whose role is to 
develop, adapt, and implement health care quality activities (quality 
planning, improving, and control) at the district and health facility lev-
els, in consultation with the district and county health teams.
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Specific roles and responsibilities
The DQMT will: 

a.	 Lead and coordinate district health quality management activi-
ties in collaboration with key stakeholders and CQMT.

b.	 Develop a yearly DQMT work plan. 

c.	 Ensure that quality management activities align with county and 
national health strategies and priorities.

d.	 Facilitate the implementation of QI projects/interventions at 
health facility and community levels.

e.	 Review and monitor the effectiveness of quality and safety pro-
cess and interventions at the district and HF levels of the health 
system to improve clinical care and patient outcomes.

f.	 Support capacity building for frontline health workers in quality 
and patient safety through training and mentorship.

g.	 Oversee the implementation of the monthly JISS tool and provide 
hands-on mentorship and feedback.

h.	 Promote participation of district and HF focal points on the 
monthly teleconference (TC) platform to share quality improve-
ment projects and lessons learnt to help inform best practices on 
quality and patient safety.

i.	 Enhance documentation and reporting on healthcare quality in-
dicators from the health facilities, consolidate and transmit re-
ports to the CHT.

j.	 Develop QI plans for health care facilities within the district.

k.	 Organize QI and patient safety meetings with HFQMTs to dis-
cuss key issues affecting healthcare quality and patient/provider 
safety.

l.	 Support regular quality rounds to review and analyze root causes 
for adverse events in facilities and, along with HFQMTs, identify 
system deficiencies and feasible strategies to address them; and

m.	 Follow up action plans along with HFQMTs generated from JISS 
supervisions conducted for prompt redress and improvement 
along with the CQMT.
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Expected deliverables 
a.	 Monthly JISS conducted and reports submitted to county level 

and feedback provided to facility level.

b.	 JISS Scorecard and Action Plan developed and posted at HFs. 

c.	 Participation of facility and district level focal points on the 
monthly QoC TC improved.

d.	 Reporting on QoC and patient safety indicators accurate and 
timely; and

e.	 District work plan for quality and patient safety developed and 
aligned.

Membership and Governance 
The DQMT will comprise of the following members:

a.	 District Health Officer (lead)
b.	 District Environmental Technician
c.	 District RH focal person
d.	 District EPI/Child Survival focal person
e.	 District Surveillance Officer
f.	 District Mental Health Officer
g.	 District Data clerk
h.	 District Health Promotion/IPC focal person (co-chair)
i.	 Representative from MIA.

Governance
The DQMT reports to the CQMT. The DQMT will provide updates and 
recommendations for key quality issues in the district and propose in-
terventions for approval by the national team.

The DQMT will oversee the activities of the HFQMTs and provide tech-
nical support to ensure the goals and objectives of the programs are 
met.

The team will be chaired by the District Health Officer (DHO) and co-
chaired by the district IPC focal person. The chairs may designate any 
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representative from the DHT to act on their behalf in the case of ab-
sence. The District EHT will serve as the secretary during all DQMT 
meetings.

DQMT meeting frequency
The DQMT will meet monthly at a venue and time that will be commu-
nicated at least two (2) days before the meeting date. A quorum of more 
than 50% of the statutory members will be considered sufficient to act 
and make recommendations on behalf of the committee.

The agenda for the DQMT meetings shall be developed by the chair/co-
chair and circulated to members by the secretariat at least one (1) week 
prior to the meeting.

Meetings will be open to the members of the team or their designat-
ed representatives from within the team. Guests may be invited as 
non-voting members with the permission of the Chair, depending on 
the agenda to be discussed.

Approval & review
The DQMT shall review this ToR annually, or as need arises based on 
emerging health issues affecting the district. It will provide an annual 
report that includes a summary of activities related to QoC and patient 
& provider safety, and recommendations to the CQMT.
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Annex 3: Definition of terms
Accreditation: A formal process by which a recognized body, assess-
es and recognizes that a health care organization meets applicable 
pre-determined and published standards. Accreditation standards are 
usually regarded as optimal and achievable and are designed to encour-
age continuous improvement efforts within accredited organizations. 
An accreditation decision about a specific health care organization is 
made following a periodic on-site evaluation by a team of peer review-
ers, typically conducted every two to three years. Accreditation is often 
a voluntary process in which organizations choose to participate, rather 
than one required by law and regulation. 

Licensing: This describes a government-endorsed regulatory process 
to grant permission and specify scope for the healthcare practice of an 
individual or organization usually preceding accreditation. 

Licensure: Licensure is a process by which a governmental authority 
grants permission to an individual practitioner or health care organi-
zation to operate or to engage in an occupation or profession. Licensure 
regulations are generally established to ensure that an organization or 
individual meets minimum standards to protect public health and safe-
ty. Licensure to individuals is usually granted after some form of exam-
ination or proof of education and may be renewed periodically through 
payment of a fee or proof of continuing education or professional com-
petence. Organizational licensure is granted following an on-site in-
spection to determine if minimum health and safety standards have 
been met. 

Certification: This provides recognition from state, private or non-gov-
ernmental bodies- for organizations, people, processes or objects that 
meet defined conditions developed for the certification process. 

Quality: The degree to which health services for individuals and pop-
ulation increases the likelihood of desired health outcomes and is con-
sistent with current professional knowledge. Seven dimensions of 
healthcare define its quality namely: safety, timeliness, effectiveness, 
efficiency, equity, patient centered care, and integrated. 

Quality Assurance: All the planned and systematic activities implement-
ed within the quality system, and demonstrated as needed to provide ad-
equate confidence that an entity will fulfil requirements for quality. 



87

Quality Control: Operational techniques and activities that are used to 
fulfil requirements for quality. 

Quality Improvement: “An organizational strategy that formally in-
volves the analysis of process and outcomes data and the application of 
systematic efforts to improve performance.” 

Quality Management: All activities of the overall management func-
tion that determine the quality policy, objectives, and responsibilities, 
and implement them by means such as quality planning, quality con-
trol, and quality improvement within the quality system. 

Quality Planning: Activities that establish the objectives and require-
ments for quality and for the application of quality system elements. 

Regulation: The imposition of external constraints upon the behavior 
of an individual or an organization to force a change from preferred or 
spontaneous behavior. 

Standard: An established, accepted and evidence-based technical 
specification or basis for comparison.

Service user: This is a person or organization that could or does receive 
a service that is intended for or required by this person or organization.

Stakeholder: A person or organization that can affect, be affected by, or 
perceive itself to be affected by a decision or activity. For the purpose 
of this NHQS, they included MoH, NGOs, and not-for-profit sector; 
community groups and CSOs; UN agencies (including the WHO), health 
professions associations, regulatory bodies; patients, families, caregiv-
ers, and other health service users.

Healthcare-Associated Infections: Infection that occurs during the 
provision of care or during hospitalization that was not present at the 
time of admission.

Just culture: Atmosphere of trust in which healthcare workers are sup-
ported and treated fairly when something goes wrong with patient care.
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