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Quality Improvement in Healthcare
Introduction
The recent quality improvement programs in the healthcare sector are a result of long-run efforts from health service providers. The quality acknowledgement of health services was the advent of these improvement programs. Such programs have contributed to the gradual invention of monitoring and support systems in healthcare. In spite of the quality developments, health systems still encounter setbacks that feature through inefficient human resources, increasing costs and discrepancies in care quality and access.
Historical Evolution of Healthcare Quality Improvement Programs
The implementation of quality improvement programs began in the early 1900s and went on to make crucial strides in the improvement of health outcomes. The modern quality improvement programs were innovated and implemented in the latter stages of the 1960s.
In the early stages of the 1900s, Dr Ernest, a medical practitioner in Massachusetts Hospital, devised a program that kept track of patients in the hospital to determine the efficacy of treatment offered by the hospital. He proposed a program that tracked patient care to assess quality and service standard derived from the hospital and this made one of the pioneers of healthcare quality improvement. Based on this proposal, the American College of Surgeons was established and in 1918, the association drafted the minimum quality standards in hospitals. It embarked on hospitals inspection to ascertain that they maintained the standards but found that only 13% of the health facilities met the minimum set standards. 
In 1945, quality improvement, as an accepted criterion to evaluate systematic efforts in performance improvement, was established by Edwards Deming and Joseph Juran. With Deming being a philosopher, he emphasized on the macro-level organization and improvement of healthcare through systems development. Juran, on the other hand, specialized on the micro-level part of healthcare improvement. He stressed on questioning patients as this enhanced the understanding of problems and thus better action planning. The works of these two medical scientists improved service delivery that extended beyond the healthcare sector to other sectors such as education.
In 1951, healthcare experts formed an accreditation commission (JCAH) that was independent and non-governmental. The commission offered accreditation services to healthcare facilities that met the set quality standards. The commission was formed through the merger of all healthcare providers associations in America and in 1952; the American College of Surgeons joined the accreditation program to form one skilled quality checker that was now charging fees.
In 1965, the Congress passed a social security amendment act that allowed those hospitals accredited by JCAH to offer Medicaid and Medicare. This continued until 1966 when Donabedian drafted new criteria for assessing the quality of healthcare. Before then, standards for healthcare were based on licensing, accreditation, and staffing levels. Donabedian brought a new perspective of assessing care quality that depended on process, structure, and outcome.
In the ending stages of the 19th century, a presidential directive prompted the formation of Quality Interagency Coordination Taskforce (QuIC). The task force enhanced the coordination of federal agencies that deal with quality care improvement. It wrote a publication that gave an account of legislative and regulatory initiatives that sought to standardize care delivery and quality measurements.
In the last five years, the focus of quality improvement programs has been on the health information technology such as electronic records and patient-centered quality care. Consequently, patient-centered medical homes (PCMH) became popular in 2007. Primary care by physicians and specialists enhanced the integration and coordination of care for patients under this agency. In addition, information technology maintained health information and guaranteed quality and safety.
How the Performance challenges, healthcare reform efforts, and the need for cost containment contributed to the development of quality improvement programs in healthcare
Concerns about the increasing cost of healthcare services brought about the need to develop quality programs to contain these escalating costs. Such programs primarily comprised of medicare and Medicaid and their goal was to ease the burden on the patients while maintaining high standards of health service provision. Regardless of this, the massive population that had not insured itself using these programs and the changing economies of the health sector threatened the cost containment program (Blumenthal, 2015). This stirred an interest in using quality as a way to contain costs while at the same time increasing access to healthcare. 
Healthcare performance challenges such as system inefficiencies, high administrative costs, failure to offer preventive health services and the practice of defensive medicine exerted pressure on healthcare facilities (Chapin, 2015). Many healthcare strategists viewed quality improvement programs as a way to deal with these challenges. They devised consumer satisfaction and quality determinants measures to allow patients to choose high quality providers and avert the proliferation of marginal or inefficient actors.
Many healthcare policymakers have used the quality programs as a reform effort to deal with the problems that have been ailing the health sector.  The lessons learned from sectarian quality programs in line with teachings of Deming and Juran; translate to cost cuttings and system efficiencies. For example, dealing with individual healthcare challenges reduces the number of bureaucracies related to quality accreditors and consequently lowers the administration costs (Obama, 2016). As a result, healthcare facilities have incorporated quality assurance programs that seek to put in place a constant quality enhancement in care provision.
Areas that need to be improved to Enhance Quality and Create Performance Targets
There are core areas in the healthcare sector that needs checking to enhance quality. Such areas include improvement in accountability and data maintenance and usage. Quality programs that demand accountability on all healthcare stakeholders could go a long way toward reducing medical errors and consequently lower mortality in hospitals (Al-Abri, 2014). Some of the medical errors occur due to a lack of accountability programs that keep every staff member in check. The performance of such programs can be assessed by running a monthly evaluation on accountability.
Data maintenance programs are another quality improvement approach that can be used in the long run to improve healthcare quality. Medicare claims data are a rich source of quality oriented research data that can be put into use. Developing programs to analyze such data and incorporate it in quality improvement measures can contribute towards the quality improvement of healthcare.
Conclusion
The history of quality improvement programs stretches back to the early 1900s and major strides have been made since then. Quality improvement has been supported by the many quality commissions and associations. These were formed in a bid to deal with the performance and cost problems in healthcare. Regardless, there are still areas that are yet to be attended to, as quality improvement is an ongoing and lifelong process.
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