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Significant body of knowledge Significant body of knowledge 



Deaths due to poor quality of care Deaths due to poor quality of care 

• 8.6 million deaths per year (UI 8.5-
8.8) in 137 LMICs are due to 
inadequate access to quality care. 

• Of these, 3.6 million (UI 3.5-3.7) are 
people who did not access the health 
system. 

• Whereas, 5.0 million (UI 4.9-5.2) are 
people who sought care but received 
poor quality care. 



COVID-19 – Access and Quality COVID-19 – Access and Quality 

 Need intentional focus on quality
– Care for patients with COVID-19
– Maintaining essential health services 

 Likely increase in deaths related both to 
access & quality in Covid-19 pandemic –
not clear which will have greatest effect

 Two sides of the same coin and should 
be addressed together!



Thinking through quality…Thinking through quality…



Quality is not a given. It takes vision, 
planning, investment, 

compassion, meticulous execution, 
and rigorous monitoring, from the 

national level to the smallest, 
remotest clinic.

Dr Tedros Adhanom Ghebreyesus
WHO Director-General





Where does quality policy & strategy 
meet implementation?

Where does quality policy & strategy 
meet implementation?

Access here: 
http://www.who.int/servicedeliverysafety/areas/qhc/nqps_handbook/en/



1. Health care workers that are motivated & 
supported to provide quality care;

2. Accessible & well equipped health care facilities; 

3. Medicines, devices & technologies that are safe in 
design & use;

4. Information systems that continuously monitor 
and drive better care; 

5. Financing mechanisms that enable & encourage 
quality care.

Building quality into the foundations of health 
systems



A culture shift to enhance safety and qualityA culture shift to enhance safety and quality

 “…Establishing standards for care is part of 
quality improvement, but, for the standards 
to be reliably implemented, additional 
actions are needed, such as training and 
supervision, monitoring for compliance and 
feedback to health care providers”. 

 “ The process of standard setting alone, 
without these other supporting and 
interdependent actions, is of limited value…”



Quality Improvement & Clinical AuditQuality Improvement & Clinical Audit

“The action of every person working to 
implement iterative measurable 

changes to make health services more 
effective, safe and people-centred.”

CLINICAL AUDIT 
A pathway to quality improvement



Illustrative quality interventions Illustrative quality interventions 

Available: https://www.who.int/servicedeliverysafety/quality-report/en/



Clinical audit… Clinical audit… 



Clinical Audit – the essenceClinical Audit – the essence
Clinical audit is aimed  at improving patient 

care and outcomes by:
– Assessing whether healthcare is provided in line with 

standards through review against explicit criteria.

– Identifying whether/where changes are necessary/ possible 
for quality improvement and proposing  solutions.

– Implementing changes and monitoring their impact on the 
quality of care (audit cycle)



 Quality health service delivery is the 
manifestation of health systems 
functionality (multiple building blocks). 

 Radiation safety is embedded in health 
care quality and therefore needs to be 
integrated into quality improvement 
strategies (including use of clinical audits).

Good medical practice encompasses radiation 
safety

Good medical practice encompasses radiation 
safety



 UNSCEAR 2008 Report: "Sources and 
effects of ionizing radiation" Volume II
Annex C - Radiation exposures in accidents

– UNSCEAR has reviewed radiation accidents 
within a period of >60 years (1945-2007);

– A large number of fatalities (46) and high 
number of cases of acute injuries (623 cases) 
was due to accidents occurred during the use 
of radiation in health care. 

– Other accidents either not recognized or not 
reported may have occurred. 

Radiation safety in health care: 
unintended and accidental exposures

Radiation safety in health care: 
unintended and accidental exposures



RadiotherapyRadiotherapy

 Radiotherapy Risk Profile [WHO, 2008]
– 3125 patients affected by radiotherapy 

incidents between 1976 and 2007. 
– About 1% (N=38) of the affected patients 

died due to radiation toxicity (overdose). 
– Only two reports estimated the number of 

deaths from under-dosage. 
– More than 4500 near misses (N=4616) 

were reported in the literature in the 
years 1992 to 2007. 

– Many more may have occurred and not 
reported



151 CT sequences over 65 minutes

Unintended exposures may also happen in 
nuclear medicine, interventional radiology, 

CLINICAL AUDIT) 

Unintended exposures may also happen in 
nuclear medicine, interventional radiology, 

and diagnostic imaging  !!

Education, training, safety culture, quality 
improvement (including CLINICAL AUDIT) 



Standards, regulations, clinical 
governance…

Standards, regulations, clinical 
governance…

 Radiation safety standards provide safety requirements 
for medical exposure (international and Euratom  
Radiation Basic Safety Standards / BSS).

– Radiological reviews are referred in the international BSS and 
clinical audits are explicitly required in Art 58 Euratom BSS.  

– Implementation through national regulations needs 
concurrence/coordination between the radiation protection 
regulator (i.e. radiation safety) and the health authority (clinical 
governance, good medical practice)



Clinical audit as one of the 
quality interventions

Clinical audit as one of the 
quality interventions
 Improvement in clinical care

– Clinical audit and feedback 

Adherence to standards and guidelines 

Feedback on clinical practice

(identify areas needing improvement) 

Justification and optimization

Intended outcomes – right dose 

IMPROVE 
PATIENT 
CARE 




