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Endorsed Information product, Method or Tool (IMT)
Name of Method or Tool:  Partnership Defined Quality (PDQ) 

Purpose, When and Where it Can be Used, and Criteria for Implementation:
· The Partnership Defined Quality approach is used when seeking to improve the quality and accessibility of health care services.  It enables communities to be involved in defining, implementing and monitoring the improvement process. PDQ links quality assessment and improvement with community mobilization. It is especially useful when the perspective of the community in the improvement of services is desired.  It is most often used in more rural settings where the audience being served by a particular facility is most clearly defined. While the approach was developed for use in health care, it may be possible to modify the approach to improve quality in other services (e.g., agriculture).  This approach is especially suited to bridge communication between different groups with different priorities and points of view (e.g., health facility staff and mothers of young children; government agricultural extension service staff and farmers).

· This approach is particularly suited for use in areas where an organization wishes to strengthen and increase usage of client services (e.g., health care services).  It is also useful for assuring marginalized groups get the services that they desire and need.

· Specific health care services that the PDQ has been used to improve include: Maternal and child health services, including emergency obstetrical care; skilled birth attendance care, postnatal care, Tetanus Toxoid (TT2+) coverage, referral systems from health post to health facility, TB detection rate, student exams, HIV/AIDS prevention services for youth, adolescent reproductive health services, VCT services for men who have sex with men and female sex workers, and nutrition services.
· The PDQ approach is best used in projects with a duration of two years or more and with sufficient staff and budget to adequately support the PDQ process. The four steps in the PDQ process (up to preparing the Work Plan) typically require 3 months to complete.
Evidence for Efficacy of the Method/Tool:  
The PDQ approach was designed by Save the Children (US) in 2000 and has been implemented in more than 20 countries by many organizations, including Save the Children, Georgetown University Institute for Reproductive Health, the Johns Hopkins University, CARE,  AMREF and Project Hope.

Although minimal operations research has taken place, participants in PDQ claim that utilization rates have increased, and that overall quality of services has improved, including, client satisfaction and provider performance. Intervention and comparison groups in Pakistan and Nepal confirm these claims. Engaging the community in quality improvement (QI) dialogue can also increase demand for services.  Community and health provider perspectives often change after “bridging the gap,” and it is realized that they all want the same thing – the provision of quality care. 

Although labor intensive, there is some evidence of sustainability of PDQ. In Armenia, three years after the Maternal and Child health project ended, a return to PDQ communities revealed that Quality improvement teams were still continuing to operate and benefit overall community health and well-being. This is also a measurement of sustained community capacity for self-development.

The main result of the PDQ process is the shared vision, definition and responsibility of improving the quality of services. Once action plans are developed, quality improvement teams continue to dialogue and monitor quality improvements, while mobilizing the community to use services. While it can be difficult for marginalized subgroups and health providers to work together, team building exercises help the two groups communicate more freely. Rather than create a new structure, PDQ seeks to build upon existing mechanisms to increase the likelihood that quality improvement teams will continue to function. In projects that have program management units, teams meet regularly to monitor progress against the action plan. 

The PAIMAN project in Pakistan, where PDQ was implemented at scale, reported the following direct results:

· An ambulance was procured through a citizen community board (CCB) of local government.

· Provision of clean drinking water was established at two health facilities by providing extra pipelines and digging wells.

· The staff shortage problem was solved by the QI teams by influencing key administrators at the district and provincial levels.

· Communities have been mobilized to collect emergency transport funds.

· A QI team has provided curtains for the women’s waiting room to ensure privacy according the local “purda” tradition.

Compared to other QI approaches – such as COPE
 – the advantage of PDQ is that the community perspective is taken into consideration and a dialogue between providers and clients is opened.  Providers and community members assume responsibility for implementing the quality improvement activities. 

Details of Use:

Overview: 
PDQ engages communities and health care providers in a series of facilitated meetings where perceptions of clinic-based quality of care are explored and shared mutual responsibility for problem solving is emphasized.  A plan of action is then developed and carried out based on their mutual understanding of the situation. The result is improvement in community empowerment and health care quality.
The PDQ Process 
Members of the community - service users and nonusers – are engaged in a discussion regarding their service preferences, barriers to use, and their definitions of quality. A concurrent session is held with care providers (e.g., health care professionals), in which they discuss their perceptions and concerns about serving various groups of the community, barriers they perceive those groups face in using services and their definitions of quality of care. A “bridging the gap” workshop is then held that brings together all community groups and providers during which they create a shared vision of quality. A core team of providers and community representatives, called the Quality Improvement Team (QIT) is then formed and tasked with developing and carrying out a work plan for implementing and monitoring the desired changes. The PDQ process consists of the following four steps: 

Step 1.
Building Support – This first step consists of a workshop (or series of meetings) during which support for working  to improve quality improvement is generated by examining indicators (e.g., health indicators); and mapping the catchment area of the service facility to identify key QI issues. These data will help complete the PDQ Inquiry Checklist (which is explained in the manual).  Key questions that may be discussed during this first step include:  Why improve quality? What are the costs of poor quality care?  Why should the clients be involved in the process?
Step 2.
Exploring Quality – The purpose of this step is to gather the perspectives of each of the key audiences (clients and providers) with regard to QI.  To ensure honest and open discussion, separate workshops (or series of meetings) are conducted for clients and providers. These workshops/meetings are facilitated by consultants, project staff or other independent parties who have been trained. In addition to exploring QI issues and barriers to quality of care, each group also identifies a few people to participate in a “Bridging the GAP” meeting. In preparation for the next phase of the process – “Building the Bridge” – representatives from the client group meet to review information and establish a common voice. Representatives from the provider group also hold a similar meeting. During these separate sessions, participants categorize information collected during the ”Building Support” step, integrate it for presentation, analyze the gaps, and identify possible ways to bridge differences between providers and the community.

Step 3.
Bridging the Gap – During this step, representatives from each of the two groups (clients and providers) present to each other their findings with regard to quality of care and the barriers. This process provides an understanding of the needs and perspectives of quality among clients and service providers, fosters mutual respect between these groups, and integrates their perspectives into a shared vision of quality. The discussion results in a jointly created list of priority problems that need to be addressed. During this step a small group of representatives from clients and providers is selected by their peers to make up the QIT who work on Step 4. 
Step 4.  Working in Partnership – Using the list of priority problems developed by both groups during the “Bridging the Gap” workshop – the QIT now analyzes each problem and develops a Plan of Action for addressing them.  The Plan of Action includes the proposed and accepted solutions, the persons responsible for solution implementation, the timeframe for implementation, and a column for monitoring progress. It also stipulates the resources needed and the source of those inputs. The QIT meets on a regular basis to monitor implementation of the Plan of Action and the QIT also reports back to the community. 

Usual Audiences:  
In addition to the health care providers, audiences that have been involved in the PDQ process in various projects around the world include:

· mothers of young children

· women of reproductive age 

· husbands and  mothers-in-law (when they are decision makers) 

· TB patients and their families  

· students

· youth (HIV/AIDS and Reproductive Health Services) 

Level of skill needed:  
PDQ is meant for use by project staff members who are working to improve the quality of services in order to achieve project outcomes. It does not require any formal professional preparation, only basic training or a thorough understanding of the PDQ manual, and staff members with experience in running meetings and facilitating discussions will find it easier to carry out.  It is preferable if they have cross cultural skills and monitoring and evaluation skills.

Time/staff required:  
The PDQ process is time-consuming because the four-step process described above must be followed for each service facility where the quality of services/care needs to be improved.  Before the process can begin, project staff members need to be oriented to the process and trained as workshop facilitators. Skills are also needed in monitoring and evaluation. Once the workshops have been conducted, however, and assuming there are no major implementation issues, the involvement of the project staff is limited to monitoring implementation of the QITs as they implement their Plan of Action.
Common constraints/difficulties: 
· Time commitment (process is intensive and time consuming)

· Maintaining political will and process

· Identifying the “right” facilitators

· Gaining true community representation and participation at all levels  

· Involving the least advantaged people and poor in a planning team requires a great “ideological shift” 

Resources:

· PDQ Manual:
http://www.savethechildren.org/publications/programs/health/PDQ-Manual-Updated-Nigeria.pdf
· PDQ Facilitation Guide: http://www.coregroup.org/storage/documents/Social_Behavior_Change/Save_PDQ_Facil_Guide.pdf
· Maximizing the Effectiveness of PDQ Process:
http://www.savethechildren.org/atf/cf/%7B9def2ebe-10ae-432c-9bd0-df91d2eba74a%7D/PDQ-TAG-Summary-Final_May-2008.pdf
· PDQ – Monitoring and Evaluation Toolkit: http://www.coregroup.org/storage/documents/PDQ_ME_Toolkit_ccformat_final_11-2010.pdf
· PDQ for Youth Manual: http://resourcecentre.savethechildren.se/content/library/documents/partnership-defined-quality-youth-process-manual-improving-reproductive-he
· Partnership Defined Quality: A Methodology for Improving VCT/STI Screening Services:
http://apha.confex.com/apha/135am/recordingredirect.cgi/id/16671
�   See �HYPERLINK "http://www.engenderhealth.org/files/pubs/qi/toolbook/cope_maternal_toolbook.pdf"�http://www.engenderhealth.org/files/pubs/qi/toolbook/cope_maternal_toolbook.pdf�





