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Abstract 
 

This article describe the process followed by the researcher in the development of the conceptual framework for a quality improvement 

training programme for health professionals in the Ministry of Health and Social Services in Namibia. The conceptual framework of this 

study was based on the Practice Orientated Theory of Dickoff (1968) that assisted with explaining the concepts used in developing the 

quality improvement training programme for health professionals at the health facilities. Dickoff’ s (1968) practice orientated theory 

consists of the agent, recipients, context, procedure, dynamics, and the terminus. In this study, the agent was a quality specialist, the re-

cipients were health professionals, the context was the health facilities, the dynamics were challenges that health professionals were ex-

periencing; the procedure was the training programme, while the terminus was knowledgeable and skillful health professionals in quality 

health care delivery. 
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1. Introduction 

Miles and Huberman (1994) in Maxwell (2004) define a concep-

tual framework “…[as] visual or written product, one that explains, 

either graphically or [in] narrative form the main things to be stud-

ied — the key factors, concepts, or variables — and the presumed 

relationships among them”. The conceptual framework in this 

study was based on identified concepts of schematics or graphics 

to express ideas or explain a theory and to make inferences or 

draw conclusions. Zimabrdo, Mcdermott, Jansz, and Metaal (1995) 

explain that schemas direct people’s thinking and interpretation of 

things around them. An educational programme is viewed neces-

sary to stimulate and refresh cognitive thinking and an understand-

ing of QI and QA at health care facilities. Alejandro, Humberto, 

and Agustin (2005) define a cognitive map (CM) as “…a structure 

of concepts of a specific domain that are related through cause-

effect relations with the aim to simulate behavior of dynamic sys-

tems”. The writers emphasise that a CM is “…mental constructed 

ideas to illustrate a model or explain the reasoning of a conceptual 

framework through graphical mental model that externalizes as a 

person understands, believes and organizes a subject of analysis” 

(Alejandro, Humberto, & Agustin, 2007). A reasoning map by 

Dickhoff, James and Wiedenbach (1968) in Mothiba (2012) was 

adopted in developing an educational programme to facilitate 

quality health care delivery at the health care facilities. 

In this study, the hierarchical representation of the reasoning map 

consisted of the following components: Agent (specialist), recipi-

ents (health professionals), context (health care facilities), dynam-

ics, procedures, and terminus (station/position). Each component 

consisted of elements that were part of the study findings, which 

assisted with developing a Quality Improvement Educational Pro-

gramme for Health (QIEPH) to empower health professionals with 

knowledge, skills and abilities to facilitate quality health care de-

livery. 

The practice orientated theory of Dickoff (1968) in Mothiba (2012) 

consists of five components that apply to the development of the 

training programme components for health care facilities to. The 

theory consists of the agent, recipients, context, dynamics, and 

terminus for the programme activities. The practice orientated 

theory by Dickoff (1968) was used to mould the concepts into 

logical reasoning to develop a quality improvement training pro-

gramme for health professionals at health care facilities of the 

MoHSS. 

2. Aim And Objectives  

The aim is to develop a conceptual framework as basis for the 

development of a training programme for health professionals that 

facilitate quality health care and services delivery at the health 

care facilities. 

The objectives of this are  

3. Methodology 

A self-administered checklist was completed by 21 top managers 

while five FGDs consisting of eight participants and 12 individual 

interviews were conducted in four regions. The SPSS software 

http://creativecommons.org/licenses/by/3.0/
http://creativecommons.org/licenses/by/3.0/
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program was used to analyse the checklist responses. All FGDs 

and individual interview were voice recorded and transcribed ver-

batim. The transcripts and field notes were transcribed manually 

and analyzed using Tech’s method for qualitative data analysis 

with the purpose of coding and developing themes. After data 

reduction and merging, five main themes emerged. The findings 

from checklist, individual interviews and FGDs will be a basis for 

phase 2.  

In this Phase 2 of the study that describes the conceptual frame-

work and logical approach to developing the QI educational pro-

gramme for the health care facilities in the MoHSS 

4. Findings 

The conceptual framework of this study was based on the practice 

orientated theory of Dickhoff (1968), which explain concepts and 

analyse the prescribed activities that are aimed at realizing the 

programme goals, namely:  

 Who or what perform activities (agent)? 

 Who or what is the recipient of the activity? 

 In what context is the activity performed? 

 What is the guiding procedure technique of protocol of the 

activity?  

 What are energy sources for the activity? 

 What is the end product of the activity? 

 

The hierarchical representation of the reasoning map consisted of 

the following components: Agent (specialist), recipients (health 

professionals), context (health care facilities), dynamics, proce-

dures, and terminus (station/position). Each component consisted 

of elements that were part of the study findings, which assisted 

with developing a Quality Improvement Educational Programme 

for Health (QIEPH) to empower health professionals with 

knowledge, skills and abilities to facilitate quality health care de-

livery. 

 

 

                                 
Fig. 1: Reasoning Map. 

 

Figure 1 presents the elements or activities adapted from Dick-

hoff’ s practice orientated theory (1986) to describe the conceptual 

framework and the process of developing a quality improvement 

educational programme for health professionals. Dickhoff (1986) 

uses the same components to develop a theory. Those components 

were adapted in the above reasoning map 

 

The characteristic for six elements such as the agent, recipients, 

context, dynamics, and terminus for the programme activities are 

described as follow: . 

Agent 

The agent in this study referred to the researcher who facilitated 

the implementation of a quality improvement training programme 

for health professionals at health care facilities of the MoHSS. The 

agent is the main focal person responsible for planning, coordinat-

ing, and developing a programme (Dickoff et al. 1968). 

 

 

Agent 

Quality Specialist 

Recipient 

Health professionals 

Context: Health facilities 

Dynamics: Challenges hampering successful 

implementation of the programme 

Procedures: Training programme 

for health professionals 

Terminus: Knowledge, skills and abilities 

acquired through the training programme 



48 International Journal of Health 

 

 
Fig. 2: Agent. 

 

Figure 2 indicates the characteristics and abilities of the agent to 

empower potential and promote roles and responsibilities while 

facilitating the implementation of the quality educational pro-

gramme at the health facilities. The characteristics, abilities to 

empower, and the promotion of interpersonal are described in 

more detail. 

Characteristics and roles of the agent 

The agent should be able to design, plan, implement, monitor, and 

evaluate a quality improvement educational programme. The 

agent should be hard-working, committed, and passionate about 

quality improvement, assertive, inventive, approachable, honest, 

trustworthy, self-motivated, energetic, attentive, knowledgeable, 

and proficient to handle the situations in relation to quality in 

health care. The agent has to be a good mediator and mentor. 

Empowering potential 

Empowerment is one of the activities the agent should perform 

with the view of enhancing knowledge, skills, and abilities to ena-

ble recipients to address the challenges that are hampering quality 

health care delivery at the health care facilities. To provide a sus-

tainable QI and QI programme, recipients need to be empowered 

in order to become experts in quality management with the capaci-

ty to work independently, as well as to generate and analyse in-

formation for planning and decision making purposes at the health 

care facilities. Experience indicated that health professionals often 

felt unsupported and unprepared to respond effectively to emerg-

ing and re-emerging occurrences of illness and diseases. With 

insufficient support, they found themselves in situations where it 

was not possible for them to provide optimum results. Thus, the 

agent would provide clear support to assist the recipients with 

creating a favourable work environment for learning that focuses 

on patient care.  

Promotion of interpersonal relationships 

Effective interpersonal relationships would facilitate the success-

ful implementation of the programme. One of the roles of the 

agent is to ensure that interpersonal relationships become a tool 

for successful implementation of the educational programme by 

creating new ways of communicating and assisting the establish-

ment of good relationships. The agent should have insight in per-

sonality characteristics to change attitudes with the view of culti-

vating a spirit of continual professional development and active 

participation in the programme. The programme requires continual 

engagement and exchange of information among different stake-

holders (internal and external) and interpersonal relationships to 

build a healthy working environment. In order to eliminate frustra-

tions due to poor interpersonal relationships and ineffective com-

munication, the agent should develop guidelines to establish 

strong interpersonal relationships. 

Recipients 

The recipients in this study were health professionals who would 

benefit from participating in the training programme by receiving 

knowledge, skills, and abilities to improve quality health care 

delivery at the health care facilities. Dickoff et al. (1968) describe 

the second activity as the recipient. In this study, the recipients 

were health professionals from different categories (doctors, nurs-

es, pharmacists, social workers, environmental health officers, and 

hospital managers) at the health care facilities in the MoHSS who 

had the responsibility to effectively and efficiently provide quality 

health care. 

 

 

 
Fig. 3: Recipients. 

 

Figure 3 illustrates the recipient as the beneficiary of the quality 

education programme (QIEPH). Health professionals were ex-

pected to participate in the quality improvement educational pro-

gramme to improve their knowledge, skills, and abilities (KSAs) 

with the view of enabling them to deliver quality patient care. In 

order to understand the gaps in the existing and needed KSAs, job 

roles would be clearly defined according to their job descriptions 

at the Human Resource Management Division.  

Health professional management qualities:  

The challenging programme is designed to equip recipients at 

health care facility level with relevant knowledge, skills, abilities, 

and attitudes to manage QI and QA activities effectively. Specific 

managerial competencies could be acquired through the training 

programme, which is designed to empower health professionals on 

QI and QA at the health care facilities.  

Attendance of context specific QIEPH aimed at empowering 

health professionals:  

Attending the QIEPH would empower recipients to change atti-

tudes towards patient safety, create a favourable environment, and 

promote a positive culture that focuses on change management. 

The QIEPH was informed by recipients’ experiences in the health 

care facility context. It was expected to promote ownership, effec-

tive interpersonal relationships, and motivational strategies to 

improve quality at the health care facilities. Attending the training 

programme would enhance knowledge, skills, and abilities to ena-

ble the recipients to perform a number of activities; such as gath-
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ering and evaluating clinical data from different health care facili-

ties, analysing data to determine patterns and trends in quality 

health care delivery, and utilising relevant tools, e.g. performing a 

root cause analysis to map specific patient care trends.  

Tenure of leadership skills:  

Conger, Spreitzer and Lawler (1999) state that a successful pro-

gramme of QI requires determined and committed leadership with 

skills and abilities to advance a theory of change and translate it 

into practice by following a number steps. The leadership in this 

programme had to influence and motivate health professionals to 

accept change, develop mechanisms to facilitate the implementa-

tion of the training programme, as well as provide coaching and 

mentorship tutorials to encourage health professionals to partici-

pate actively in the training programme. The top management 

should possess relevant leadership qualities to manage a QA and 

QI programme at the health care facilities. UNESCO (1997) de-

scribes some leadership qualities required for programme devel-

opment; such as good experience, competent professional with 

relevant training, ability to inspire confidence, support to encour-

age staff, promotion of teamwork and partnerships, creating a 

positive and conducive working environment, vision, as well as 

planning and decision making skills. In short, leadership should 

have competencies in all management aspects; such as strategic 

planning, organising, research and information management to 

facilitate the implementation of the QI programme at the health 

care facilities.  

Context 

The context is the health care facilities that are providing health 

care and services to the patients and clients in the MoHSS. The 

specific context in this programme was the referral, intermediate, 

and district hospitals operating under the MoHSS. The third aspect 

of the practice orientated theory described by Dickoff et al. 

(1968), as indicated in Mothiba (2012) is the context. The pro-

gramme was designed for the health care facilities; specifically, 

for referral, intermediate and district hospitals under the MoHSS. 

Figure 4illustrates the context in which the programme would be 

implemented. 

 

 

 
Fig. 4: Context. 

 

Figure 4 illustrates the context that consists of legal frameworks, 

an empowering environment with resources and management 

support, as well as policies and procedures that include the moni-

toring and evaluation of the QI educational programme.  

It is important to understand the context of health care facilities in 

relation to the genealogy of the MoHSS policy framework and 

existing approaches of QA and QI to facilitate a quality improve-

ment educational programme at the health care facilities. Health 

care facilities fall under the mandate of the MoHSS, which oper-

ates under the legal framework of the Namibian Government. In 

empowering health professionals, it is crucial to understand the 

policies that shape the day-to-day activities at the health care facil-

ities. The link between the legal frameworks, as well as the health 

context policies and procedures needs to be established with the 

view of supporting health professionals to improve quality health 

care delivery. 

Characteristics of the health care facilities  

Health care facilities consist of large hospitals that are providing 

specialised services, as well as medium and small establishments 

and structures with different abilities to provide quality health care 

to the clients. Health care facilities provide care and services at 

different levels with different inputs and resources at their dispos-

al. In the MoHSS, health care facilities are categorised according 

to a specific level of care and service delivery. 

The MoHSS head office (National Directorates) is responsible for 

planning, coordination, and administration. The Windhoek Central 

Hospital (WCH) is a tertiary-level hospital that offers highly spe-

cialised staff and technical equipment; such as cardiology, inten-

sive care, and specialised imaging units. Clinical services are 

highly differentiated by function and it serves as a teaching hospi-

tal with a bed capacity of between 700 and 900 beds.  

The intermediate hospitals at Katutura, Oshakati, and Rundu pro-

vide unique services with none or few specialties that focus main-

ly on internal medicine, obstetrics, gynaecology, paediatrics, gen-

eral surgery, and general practice. Limited laboratory services are 

available for general but not for specialised pathological analysis. 

All specialised cases are referred to WCH for treatment. 

District hospitals, primary health care facilities, and outreach ser-

vices (health centres and clinics) focus on prevention, promotion, 

and rehabilitation.  

Health care facilities face different challenges that stifle quality 

health care delivery; such as inadequately trained personnel, ina-

bility to provide the needed care and services, and unavailability 

of specialised services. To improve the accessibility of care and 

services, referral systems need to be simplified to meet health care 

needs at any level of health care. In order to address the challenges 

narrated in Chapter 3, certain aspects need to be adopted to assist 

health care facilities improve the situation of quality health care 

delivery. 

a) Effective management of resources  

Effective management of resources is one of the important ele-

ments to enhance quality health care delivery, since no health care 

facility would function effectively without adequate resources; 

such as human, material, and financial resources to procure medi-

cal equipment and pay salaries of employees. The participants 

indicated that health care facilities faced challenges on this con-

tinuum due to inadequate infrastructure, shortage of human re-

sources, and unequal allocation and distribution of resources, 

which resulted in poor provision of health care and service deliv-

ery. 

Facilitate an understanding of policies and guidelines 

The capacity of health professionals to understand the standards 

and processes would facilitate effective implementation of policies 

and guidelines. Facilitating an understanding of polices is one of 

the essential elements that points at the KSAs of health profes-

sionals and management to enhance quality health care. Quality is 

knowledge driven; without anyone to facilitate an understanding 

of policies and guidelines, the implementation would be ineffec-

tive. That was evident from the health professionals’ discussion 

that there was a lack of common understanding and no sufficient 
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support to facilitate the implementation of a QI and QA policy to 

improve quality health care delivery. 

Effective interpersonal relationships 

Effective interpersonal relationships are the outcome of good 

communication, “...[i]s the most important aspect of the service 

delivery as, communication with patients is vital to delivering 

service satisfaction because when hospital staff takes the time to 

answer questions of concern to patients, it can alleviate many 

feelings of uncertainty” (Dutton, Starbuck, & Krippendorff, 2002). 

Besides, health professionals are in constant interaction with pa-

tients, management, and professional bodies to share information 

about treatment and care of patients, hence these characteristics 

need to be enhanced. 

Facilitate research and information management 

Research and information are the core elements of QI, since it 

relies on constant data. For a health care facility to ensure quality 

assurance standards and improvement of processes of care and 

services, health professionals need to be empowered with the view 

of enabling them to generate and analyse data for quality im-

provement. Although there was strong agreement on the manage-

ment responses that health care facilities were conducting re-

search, opportunities still exist to improve skills and competencies 

on this continuum. 

Empowering environment with resources and management sup-

port 

The findings of the study indicated discrepancies and weaknesses 

of inadequate resources and low interest from management to 

provide full support to empower health care facilities to enhance 

quality health care delivery. An empowering environment at 

health care facilities can be related to a “learning organisation” 

that supports the development of capacity, strengthens the confi-

dence of health professionals to take initiative in quality im-

provement health care delivery activities. “Learning organizations 

are organizations where people continually expand their capacity 

to create the results they truly desire, where new and expansive 

patterns of thinking are nurtured, where collective aspiration is set 

free, and where people are continually learning to see the whole 

together” (Senge, 2001). 

Dynamics 

The dynamics in this study were the challenges that the health 

professionals were experiencing in terms of obstructions or inter-

ferences with the provision of health care services (Chapter 3). In 

order to improve quality health care delivery, there was a need to 

improve the skills, competencies, and attitudes of those health care 

workers who were providing health care and services to support 

the successful implementation of the programme. 

Dynamics were based on the storylines shared by the health pro-

fessionals as forming the source of energy. If outstanding factors 

as the source of energy are not managed well, it might hinder the 

successful implementation of quality health care delivery at the 

health care facilities. The fourth aspect described by Dickoff et 

al.’s (1968) practice theory in Mothiba (2012) is the dynamics 

(energy source of the activity) (Figure 4.5). 

 

 

 
Fig. 5: Dynamics. 

 

Figure 5 illustrates the challenges experienced in providing QI and 

QA, the proposed strategies to cope with these challenges, as well 

as the involvement and requirements for successful implementa-

tion of the QIEPH. Participants indicated some factors that hin-

dered quality health care delivery. 

Lack of implementation of available policies and guidelines 

Participants indicated the reasons for ineffective implementation 

that comprised certain factors: Inadequate organisational structure 

for QI and QA, an insufficient or lack of a common understanding 

of QI and QA policies and guidelines to facilitate quality adher-

ence, as well as a lack of measurement indicators for monitoring 

and evaluating quality activities to facilitate quality health care 

delivery. 

Inadequate management of resources to facilitate QI and QA 

Experiences of inadequacies and deficiencies in management of 

resources was translated into poor or lack of supportive supervi-

sion, ambiguity in defining roles and responsibilities of managing 

quality health care, inadequate management of resources, absence 

of retention strategies for health professionals, a shortage in hu-

man resources, inadequate infrastructure (equipment and material 

resources to meet patient demands), long waiting times, unbeara-

ble workloads, as well as an unequal allocation of financial re-

sources. 

Influence of inadequate interpersonal relationships on QI and QA 

In most cases, health professionals stated that poor communication 

and interpersonal relationships among health workers, supervisors 

(managers), and patients resulted in negative attitudes, a lack of 

motivation or low morale, and at times resistance to change, since 

goals or intentions were not properly communicated. Hence, often 

team were neither well-functioning nor encouraged to improve the 

quality of health care.  

Inadequate research and information, and lack of monitoring and 

evaluating QI and QA indicators 

Inadequate research and information, and lack of monitoring and 

evaluating QI and QA indicators were highlighted as some of the 

causes of poor quality health care outcomes. Despite positive re-

sponses by top management that health care facilities were con-

ducting research, health professionals shared that they did not 

have sufficient skills to apply scientific methods of analysis, and 

to present professional data for planning and decision making 

purposes. At health care facilities where research was intensively 

carried out, there was a difficulty to actively monitor and evaluate 

the steps of health care delivery. The strategies and methods to 

manage obstructions, as well as the ethics and requirements for 

successful implementation of the programme had to be described. 

Application of QA and QI process standards to facilitate quality 

health care delivery 

Health professionals would be enabled and empowered to apply 

QA and QI standards and methods to improve quality health care 
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delivery. The study described specific tools that would be essential 

to assist health professionals with addressing the challenges to 

quality health care delivery at the health care facilities. Some of 

the tools were identified; for example, the cause-effect analysis, 

fishbone, as well as qualitative and quantitative methods of re-

search. The tools were used to gauge patient satisfaction with the 

health care and service delivery. 

Strategies to cope with factors that may obstruct the effectiveness 

of the QIEPH 

The agent (researcher) had already developed strategies through 

this study that would empower health professionals and facilitate a 

smooth process of implementing the quality improvement pro-

gramme in the MoHSS. The study proposed a number of strategies 

to assist health professionals to deal with the challenges that ob-

structed quality health care delivery. Firstly, the study exposed the 

challenges that were hampering quality health care delivery. Sec-

ondly, the educational programme would empower health profes-

sionals to improve their knowledge, skills, and abilities to compe-

tently handle those challenges in a more professional manner. 

Thirdly, health professionals were provided with two sets of 

guidelines to understand the implementation and evaluation pro-

cess of the quality improvement programme in the MoHSS. The 

goals of the programme formed part of the strategies to facilitate 

the smooth implementation that should be adopted by all the 

stakeholders. 

Values clarification of everybody involved in the QIEPH man-

agement 

The values clarification in this programme sought to create a 

common goal and understanding of the purpose of QI and QA in 

the MoHSS. The values of the MoHSS and those of the QI pro-

gramme needed to be clarified, since there might be a different 

understanding among health professionals, hospital managers 

(recipients), and stakeholders (patients, communities, and organi-

sations). These values should be unambiguously clarified to avoid 

them from becoming stumbling blocks to the implementation of 

the programme. Clarification of values of people involved in the 

QIEPH was necessary to determine the standards that guided the 

process of implementing the programme. In order to minimise 

conflict in this process, it would be important to abide by the goals 

of the programme, since its development was based on the experi-

ences at health care facilities and the principles of quality im-

provement and assurance in the ministry. 

Prerequisites for an effective QIEPH 

The requirements for health professionals to attend the training 

programme would be guided by the training policy of the MoHSS 

and the identified training needs of health professionals at a par-

ticular health care facility to address the challenges that were 

hampering quality health care delivery. The prerequisite for at-

tending the training programme would also be derived from the 

identified gaps in competencies, skills, and abilities by the critical 

problems pertaining to provision of quality health care at the 

health care facilities. Furthermore, the criteria for attending the 

training programme would be defined in accordance with the iden-

tified areas at each health care facility and in accordance with the 

training guidelines of the MoHSS. 

Procedure 

Procedures are referred as processes that are employed to address 

certain problems or guide the actions to implement a policy or 

programme. In this study, the procedure was the training pro-

gramme that was implemented at the health care facilities to em-

power health professionals with knowledge, skills, and abilities to 

facilitate quality health care delivery. The procedure (programme) 

explains the development, implementation, evaluation techniques, 

programme content, learning objectives, and learning outcomes 

(Figure 6). 

 

 

 
Fig. 6: Procedure (Training Programme). 

 

 

Figure 6 illustrates the components of the procedure (programme), 

which are the learning content aimed at developing competencies, 

the paradigm of learning methods and approaches to facilitate the 

programme, guidelines for the implementation of the programme a 

health care facility context, and the evaluation guidelines of the 

programme.  

The content of the training programme was derived from five 

main themes, 17 sub-themes and the conceptual framework based 

on the situation analysis about challenges faced by the health care 

facilities. The five themes were:  

 Lack of implementation of policies and guidelines;  

 Inadequate resources;  

 Lack of interpersonal relationships;  

 Inadequate understanding of quality assurance and quality 

improvement; and  

 Inadequate research to provide evidence-based information 

during treatment and patient care.  

The structure or programme design was based on the five thematic 

areas in this section, these areas are briefly discussed. 

Policies and guidelines 

The content of the programme should focus on developing compe-

tencies for successful implementation of QA and QI policies and 

guidelines, on enhancing the organisational structure with correct-

ly defined roles and responsibilities and supervision mechanisms, 

as well as on implementing measures or indicators for QA and QI 

standards and processes that enhance quality health care delivery. 

Resources to facilitate quality health care delivery 

Health professionals should be empowered to develop strategies 

that address the challenges of shortage and poor management of 

human resources, inadequate infrastructure, unequal allocation of 

resources, long waiting times, and unbearable workloads. 

Interpersonal relationships among health professionals  
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Programme content was developed to improve attitudes among 

staff members and towards patients, develop effective communi-

cation, introduce strategies and mechanisms to encourage a posi-

tive culture, team work, and to assist health professionals with 

dealing with change at the health care facilities. 

Research and information on QA and QI 

Research is the heart of QA and QI. Given the description of new 

developments of information and technology in medicine, the 

objectives of a quality improvement training programme might not 

be fully achieved. The programme content should empower health 

professionals with research methods and tools to investigate and 

analyse the relationships, causes of variations, and deviations in 

quality health care delivery. Health professionals were, therefore, 

required to demonstrate the acquired competencies after partici-

pating in the programme; hence the terminus was the last activity 

of the conceptual framework of the programme. 

Application of QA and QI standards and methods to facilitate 

quality health care delivery 

The quality training programme wishes to empower health profes-

sionals to apply the knowledge in practice based on an understand-

ing of the concepts, standards, and methods of QA and QI. Health 

professionals need to be empowered to apply the most recent 

methods and standards of QA and QI to improve health care de-

livery and patient care. In addressing the challenges of an inade-

quate understanding of QA and QI, the content of the programme 

focused on the tools and methods to enhance equitable health care 

delivery.  

Terminus 

In this study, the word terminus referred to the endpoint of the 

training programme, which completed the activities in the cycle of 

developing the conceptual framework of the training programme, 

as described by Dickoff et al.’s (1968) practice theory in Mothiba, 

(2012) that the terminus is the last or final activity of the process. 

 

 

 
Fig. 7: Terminus (Competent Health Professionals). 

 

Figure 7 illustrates the final activity of Dickoff’s (1968) practice 

orientated theory, since the terminus completes the training pro-

gramme process. This activity described how health professionals 

demonstrated the abilities to apply QA and QI concepts and meth-

ods during execution of their duties that resulted in improved qual-

ity health care delivery. 

The training programme was developed based on several theories, 

such as the theories of Dickoff (1968), and Van Meyer, Kolb and 

Deming. The guidelines of evaluating the training programme are 

described as follow. 

Competencies of health professionals in QA and QI 

The health professionals’ experiences of quality health care deliv-

ery indicated a lack of certain competencies in relation to QA and 

QI, which were identified as obstacles to quality health care deliv-

ery. In order to address the challenges and gaps experienced in 

quality health care delivery, health professionals needed to be 

equipped with technical competencies in relation to the expected 

changes in providing quality health care.  

Among the competencies required to address deficiencies in quali-

ty health care delivery was the empowerment of management to 

unlock the potential of resources; including strategic planning, 

coordinating, mobilising, acquisition and utilisation. The study 

had already indicated the challenges of inadequate resources due 

to mismanagement and misallocation. That required developing a 

system with clear guidelines for administration, recording, infor-

mation retrieval, implementation, monitoring and evaluation, 

feedback, as well as progress reporting to ensure the successful 

end-point activity of this process (Lieb, 1991).  

QI and QA empowerment lead to professional and personal 

growth 

Empowerment in QA and QI would be achieved by successful 

participation in the phases of the implementation and evaluation of 

the training programme, as well as after successful completion of 

training in line with the objectives of the training programme. The 

training programme had clear expectations and deliverables (re-

sults) for attending the programme. 

 Involvement in the evaluation process of the guidelines for 

the implementation of the quality improvement training 

programme to determine its viability and the implementa-

tion process at the health care facilities. 

 Familiarisation with the training approach that was present-

ed to the MoHSS top management and hospital managers 

for approval, rollout, and implementation of the programme 

at the health care facilities. 

 Actively participated in defining the change improvement 

processes to be used at the health care facilities, including 

identifying the appropriate mechanisms for implementation, 

approval steps followed, feedback, as well as reporting 

about the quality improvement and quality assurance pro-

cesses.  

 The working group was responsible for the development of 

the programme modules and competencies inventory to be 

approved and submitted for certification in consultation by 

NQA and HPCNA with stakeholders to ensure the extensive 

implementation of the programme at the MoHSS, health 

care facilities, and training institutions in the country. 

Involvement in developing the terms of reference for the Quality 

Assurance and Continual. Improvement Working Group, as a 

representative of the MoHSS and stakeholders was identified to 

work on the training programme. 

Autonomy in the execution of quality improvement standards for 

care and service delivery 

Autonomy in this study refers to the execution of QI activities to 

enhance quality health care delivery at all levels of health care and 

to ensure that health care services are accessible and responsive to 

the health care needs and demands of the clients. In this view, 

each level of health care should have identified roles and respon-

sibilities to ensure the successful implementation of the quality 

improvement training programme. Autonomy would enable health 

care facilities to make decisions on issues affecting their perfor-

mance instead of waiting for the national level to decide on their 

behalf. This study revealed that the improvement of quality patient 

care depended on health professionals with authority on certain 

levels on the basis of decentralised functions, roles, and responsi-

bilities. The findings indicated that quality health care delivery 

would be optimised when certain functions, such as medical spe-

cialist positions, were transferred to the district hospitals with the 
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view of enabling timely provision of health care services. In order 

for health care facilities to execute quality improvement activities 

to the best of their ability, they should be empowered to be self-

sufficient to respond promptly to patient needs. It was revealed 

that health care facilities were failing not because they had inade-

quate skills but as a result of a lack of power and authority to 

make decisions on their own, since they were too reliant on the 

national level decisions. The agent in consultation with the top 

management would facilitate the process to transfer power of cer-

tain functions from the national level to enable effective and effi-

cient implementation of the quality improvement programme. 

5. Conclusion 

The conceptual framework based on the six factors of the practice 

orientated theory by Dickoff that was adapted to develop a learn-

ing activity for the health professionals in the MoHSS. These fac-

tors helped to organise the concepts into understandable compo-

nents, which was necessary for the development and implementa-

tion of the training programme. The six factors of the practice 

orientated theory by Dickoff (1968) in Mothiba (2012) discuss the 

roles of the agent, recipients, context, procedure, dynamics, and 

terminus, which were adapted to suit the health care facilities con-

text in the MoHSS. These factors should respond to the goals and 

objectives to facilitate the implementation process of this pro-

gramme 
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