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ABSTRACT
Background: The Lancet Global Health Commission (LGHC) has argued that quality of care 
(QoC) is an emergent property that requires an iterative process to learn and implement. 
Such iterations are required given that health systems are complex adaptive systems.
Objective: This paper explores the multiple roles that evaluations need to play in order to 
help with iterative learning and implementation. We argue evaluation needs to shift from a 
summative focus toward an approach that promotes learning in complex systems. A frame
work is presented to help guide the iterative learning, and includes the dimensions of clinical 
care, person-centered care, continuum of care, and ‘more than medicine. Multiple roles of 
evaluation corresponding to each of the dimensions are discussed.
Methods: This paper is informed by reviews of the literature on QoC and the roles of 
evaluation in complex systems. The proposed framework synthesizes the multiple views of 
QoC. The recommendations of the roles of evaluation are informed both by review and 
experience in evaluating multiple QoC initiatives.
Results: The specific roles of different evaluation approaches, including summative, realist, 
developmental, and participatory, are identified in relationship to the dimensions in our 
proposed framework. In order to achieve the potential of LGHC, there is a need to discuss 
how different evaluation approaches can be combined in a coherent way to promote iterative 
learning and implementation of QoC initiatives.
Conclusion: One of the implications of the QoC framework discussed in the paper is that time 
needs to be spent upfront in recognizing areas in which knowledge of a specific intervention 
is not complete at the outset. This, of course, implies taking stock of areas of incompleteness 
in knowledge of context, theory of change, support structures needed in order for the 
program to succeed in specific settings. The role of evaluation should not be limited to 
only providing an external assessment, but an important goal in building evaluation capacity 
should be to promote adaptive management among planners and practitioners. Such itera
tive learning and adaptive management are needed to achieve the goals of sustainable 
development goals.
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Background

Evaluations of quality of care in a sustainable 
development goal (SDG) era

In its recent publication, The Lancet Global Health 
Commission (LGHC) on ‘High-Quality Health 
Systems in the SDG Era’ [1] poses the following 
provocative question: ‘What should a high-quality 
health system look like in countries with resource 
constraints and competing health priorities that 
aspire to reach the SDGs?’ The LGHC’s response to 
this question is informed by a recognition that health 
systems are complex adaptive systems and that such 
systems can resist change and can be impervious to 
isolated interventions [2]. Further, the LGHC argues 
that ‘quality of care is an emergent property that 
requires shared aims among all health system actors, 
favorable health system foundations, and is honed 

through iterative efforts to improve and learn from 
successes and failures’ [1].

Throughout this paper, the question we focus on 
is: What should evaluation’s role be in such iterative 
learning? The notion of quality of care (QoC) as an 
emerging aspect in complex adaptive systems 
demands a more comprehensive discussion around 
the role of evaluations in helping systems move 
toward greater quality in an iterative way. Such think
ing about quality is especially critical in resource- 
constrained settings and where ideas of best practices 
might be difficult to implement given the constraints 
and complexities of specific settings [3,4].

Given the varieties of quality of care (QoC) inter
ventions, this paper is not intended to provide a ‘how 
to’ do evaluation. We work in the field of evaluating 
complex interventions and our view is that the ‘how 
to’ do evaluations might depend on both the needs of 
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stakeholders and the complexities of the interven
tions. Instead, our goal here is to raise awareness of 
the types of questions and alternative evaluation 
approaches can help with in planning, translating 
knowledge, and estimating impacts of QoC interven
tions. There are multiple purposes of evaluation; 
there is a need for the field of QoC program planners 
and implementers to be aware of these multiple eva
luation approaches. We believe becoming aware of 
the wide variety of evaluation purpose and 
approaches available will help improve the quality of 
evaluation of QoC interventions [5].

How can a scientific approach to evaluation help 
in moving toward such an iterative approach? In 
recent years, the field of evaluation [3,6,7] has under
gone a shift in thinking from a purely summative 
exercise (‘does an intervention work?’) toward a 
recognition that evaluations in complex systems 
[7–9] require a focus on helping an intervention or 
a system learn to develop more completely. 
Developmental evaluation [10,11], for example, 
accepts that evidence-based interventions typically 
need further development to adapt to specific con
texts – the evaluation itself is helpful in aiding such 
development. Similarly, realist evaluators [12,13] 
explore the specific contexts and mechanisms that 
are necessary for interventions to work.

Recent discussions about QoC have increasingly 
revolved around the question of incorporating a 
multi-dimensional view of quality. The literature has 
also seen a growth in scholarly debate around related 
concepts of dignity and equity [14]; person-centered 
care [15–17]; and rights-based approaches [18]. 
Returning to an emergent view of QoC, the current 
paper focuses on how evaluations can help come to 
terms with such a multi-dimensional view of QoC 
that is grounded in the need for iterative learning. In 
our view, this means moving away from a narrow 
‘what works’ evaluation to a role of evaluation that is 
sensitive to the development of QoC over time.

Building an iterative-learning system needs to go 
beyond a series of commissioned evaluations done by 
external organizations; instead, the focus needs to be 
how different parts of systems at various levels – 
national, state, district, regional, community, and 
facility can learn about ongoing improvement. 
There is a need to move from debates about best 
methods toward a clearer view of pathways of sys
tem-level learning.

Outline of paper

This paper discusses what it means, from an evalua
tion perspective, to think about quality as an emer
gent, multi-dimensional construct that requires an 
iterative process to learn and implement [3]. To facil
itate this, we propose a framework for QoC and focus 

our discussion on maternal health. While several 
QoC frameworks exist in the literature, not all of 
these frameworks provide a blueprint for approach
ing QoC as a multi-dimensional construct. The 
LGHC has argued that the sheer breadth of quality 
deficits in maternal and neonatal care means incre
mental solutions will be insufficient; the framework 
presented in this paper can help position the evalua
tions to create a more robust iterative process to 
achieve high quality, rather than exist as a single 
incremental change as they often do.

Quality of care in maternal health

The need for an iterative evaluative approach to 
improving QoC becomes important when one con
siders the successes and failures of the millennium 
development goals (MDGs). The fourth and fifth 
MDGs were the global reduction of child mortality 
and the improvement of maternal health [19]. 
Despite the significant progress made toward these 
goals, every year more than 35,0000 women die due 
to complications related to pregnancy and childbirth 
[20]. Significant resources have been allocated to 
interventions designed to lower maternal mortality 
in low resource countries. Much of this effort has 
focused on increasing rates of antenatal care, ensur
ing that deliveries are attended by skilled birth atten
dants, and making sure that these deliveries occur in 
a healthcare facility. After years of hard work and 
millions of dollars in investment, a growing body of 
evidence suggests that resource poor areas with 
increased antenatal care and skilled birth attendants 
are not seeing the expected proportional drop in 
maternal mortality [21].

Following the failure to reach the MDGs’ maternal 
mortality goals, the creation of the SDGs in 2015 
included a target for maternal mortality of less than 
70 deaths per 100,000 live births [22]. A blueprint for 
reaching this goal was published in the Lancet 
Maternal Health Series in 2016. A key step in achiev
ing this goal is improving the quality, and not simply 
the QoC [23]. In discussing an approach to QoC 
evaluation, we will focus on a discussion on its appli
cation to maternal health, using examples related to 
this field.

Methods

Three sources of information informed the develop
ment of this paper:

(a) Literature reviews of the QoC interventions 
and evaluations of complex intervention experience.

(b) Based on the experience of authors. Many of 
the authors work in the field of evaluating complex 
interventions and are based in the Evaluation Centre 
for Complex Health Interventions in Toronto. One of 
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the co-authors has been a leader in evaluation for 
close to three decades and has experience in conduct
ing evaluations of complex interventions in many 
international contexts.

(c) The framework and the approaches have been 
presented in multiple Evaluation Centre webinars 
with leaders in the field of evaluation in attendance. 
The recommendations in this paper have been 
informed by the feedback received in these webinars.

Quality of care frameworks

Existing models of QoC and the need for a new 
framework

We searched the literature for conceptual frameworks 
related to QoC. While there are many potential frame
works related to maternal health and QoC in general, 
we chose well-established frameworks that have been 
previously used to evaluate maternal health interven
tions for inclusion here.

There are several prominent models for QoC in the 
literature. Some are simple, and while succinct, are not 
easily operationalizable, such as the definition offered 
by the Institute of Medicine, ‘the degree to which health 
services for individuals and populations increase the 
likelihood of desired health outcomes and are consis
tent with current and professional knowledge’ [24,25].

Definitions or models that define quality using 
individual dimensions or components begin to recog
nize the complexity and multidimensionality of QoC. 
The most cited QoC model is the Donabedian model, 
which divides QoC into structure (i.e. the factors that 
affect the context of care, such as facility, human 
resources, and training), process (i.e. the actions that 
comprise healthcare, both what is delivered and how) 
and outcomes (i.e. the effects of the healthcare on the 
individual or population) [26].

Other prominent models include that of Hulton et 
al. [27], which proposed 10 elements as a framework 
for maternal QoC and separated these 10 elements 
into two components: (1) the quality of the provision 
of care (human and physical resources, the referral 
system, maternity information systems, use of appro
priate technologies, internationally recognized good 
practice, and management of emergencies) and (2) 
the quality of the care as experienced by users 
(human and physical resources, cognition, respect, 
dignity, equity, and emotional support) [27].

In their review of the existing literature, Raven et 
al. [28] examined current frameworks used to 
approach QoC in maternal and newborn health and 
identified several focus areas. Current models include 
those based on assessing QoC from the user’s experi
ence of care, the client’s perspective, patients’ rights 
and providers’ needs, and input–output-outcome 
models [29].

A framework that assesses QoC must also recog
nize the interdependence of the various dimensions 
of quality. This is critical in deciding which levers to 
push and, therefore, where to invest in order to drive 
improvements in quality. For example, in India, an 
intervention that provided cash transfers to women 
to deliver their babies in healthcare facilities failed to 
achieve an adequate level of skilled birth attendance. 
In this case, the primary barriers identified included 
abusive staff and a lack of person-centered care [30]. 
The intervention incentivized technical quality (facil
ity delivery, attendance of skilled birth attendant), but 
failed to recognize a connection between technical 
quality and person-centered care.

Consistent with a view of complex adaptive sys
tems, QoC is not a measure of a single interaction in 
the healthcare system but is rather a result of multiple 
interactions at various levels of care (primary, sec
ondary, tertiary). QoC must also be viewed as 
dynamic, rather than episodic, in nature, as it extends 
beyond isolated interactions within the healthcare 
system and must encompass the supports and 
resources available outside the healthcare system 
because these shape a patient’s interaction with the 
healthcare system. For example, a recommendation 
of bedrest in treating pre-eclampsia may be unrealis
tic for a rural woman living in poverty who has no 
support and little choice but to continue with her 
daily activity. In a low resource setting, quality varies 
not just between countries, but also within countries, 
within states, within cities, and even within individual 
facilities.

Finally, we argue that a framework for quality 
must recognize that not only is quality dynamic, but 
there is a dynamic interdependence between the com
ponents of quality. For example, if good quality care 
is a function of the care given and the care experi
enced, we know that this contributes to engagement 
with care over time [31]. We also know that increased 
engagement leads to better quality care [32]. As the 
various dimensions of quality improve, a robust fra
mework must provide the user direction to other 
dimensions that may be affected by this change and 
may be prudent to measure.

In the next section, we synthesize the above defini
tions into a novel framework, while also exploring the 
implications for evaluation of each of the dimensions.

Towards a multidimensional view of quality of 
care

Based on the existing literature and our experience 
with QoC evaluations in resource poor settings, we 
propose the following framework consisting of four 
core domains: (i) person centered care, (ii) conti
nuum of care, (iii) more than medicine, and (iv) 
technical quality. The framework allows us to map 
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theoretical relationships, create testable propositions, 
and help inform the development of an evaluation 
framework (see Figure 1). Our framework has been 
informed by the House of Care model from the UK 
[33] that focuses on coordinated care for patients 
with long-term conditions.

In what follows below, we describe both the 
conceptual implications and the implications for 
evaluation for each of these core domains.

Person-centered care

Person-centered care is the delivery of care that 
involves patients in shared decision-making with 
health care providers. It takes into consideration 
their values and priorities and treats them as an active 
contributor to their health, rather than a passive 
recipient of healthcare [34]. When viewing healthcare 
as more than just a series of interactions with a 
healthcare provider, it becomes clear that without 
the participation of the patient, patients are less likely 
to follow direction, take prescribed medication, or 
participate in positive activities, such as attending 
regular checkups or getting immunized [35]. The 
importance of person-centered care has been shown 
to lead to improved health outcomes and utilization, 
particularly in areas of socio-economic, cultural, or 
religious diversity [36]. Improvements in person-cen
tered care measures show a correlation with 
‘increased adherence to modern family planning 
methods, […] shorter labor, better coping with pain, 

decreased incidence of operative birth, increased inci
dence of spontaneous vaginal delivery, increased 
maternal satisfaction, less anxiety, and increased 
rates of breastfeeding initiation’ [17].

In their 2017 Person-Centered Care Framework for 
Reproductive Health Equity, Sudhinaraset and collea
gues outline eight patient reported measures around 
dignity, autonomy, privacy/confidentiality, communi
cation, social support, supportive care, trust, and health 
facility environment [17]. Monitoring implementation 
using such a framework and conducting periodic 
assessments of the person-centered policies and prac
tices among healthcare staff and healthcare facilities 
might be vital to changing the landscape of clinical 
practice in regions with poor maternal outcomes.

Continuum of care

Health care delivery is frequently siloed. Healthcare 
providers dealing with one issue often lack a compre
hensive picture of a patient’s health and are often una
ware of what other providers have planned. A lack of 
integration across the continuum of care results in, at 
best, wasted resources and redundant care; at worst, it 
can result in harm. For example, efforts to ensure high 
rates of skilled birth attendance may result in little 
improvement in neonatal and maternal mortality if 
there exists a gap in connecting newborns to timely 
and repeated follow-up care within the first weeks of 
life, when they are most vulnerable.

Maternal and neonatal care must be viewed not as 
a stand-alone entity, but instead as interwoven in the 
framework of existing healthcare and women’s homes 
and community. A continuity or continuum of care 
must exist throughout a woman’s lifecycle, from ado
lescence, pregnancy, childbirth, and childhood. As 
Kerber argues, ‘Saving lives depends on high coverage 
and quality of integrated service-delivery packages 
throughout the continuum, with functional linkages 
between levels of care in the health system and 
between service-delivery packages, so that the care 
provided at each time and place contributes to the 
effectiveness of all the linked packages’ [40].

A care continuum also suggests minimizing pro
gramming silos as these can affect health system 
resilience [41]. Perinatal mortality through indirect 
causes, such as HIV/AIDS, malaria, and non-commu
nicable diseases are on the rise and comprehensive 
care packages should be linking existing services for 
these diseases with maternity services for optimal 
efficiency and cost-effectiveness [23]. Having such 
routine, reliable, comprehensive care that follows a 
person throughout her life-cycle will promote ‘the 
adoption of healthy behaviors and empower indivi
duals and families to demand quality services’ [40], 
which, in turn, can perpetuate the use of, and a 
reliance on, the health system.

Implications for evaluation of patient-centred care

An evaluation approach to person-centered care will help identify the 
choices and preferences of clients. In systems that are poorly 
resourced and under capacity, individuals might not feel empowered 
to express their choices and preferences. In such cases, evaluation may 
have a role to play in helping create conditions for patients to express 
their voice regarding their own choices and preferences. This is a hard 
problem because, in our experience, the shift from patients as 
recipients of healthcare to being active players in the co-production of 
their health requires a corresponding shift in values from the multiple 
actors involved in the delivery of healthcare. Evaluation itself might 
have a role to play in helping create awareness among healthcare 
providers of the importance of clients’ voice. Different evaluation 
methodologies might be needed to better understand patient 
preferences. 
One example of a research and evaluation methodology that can be 
used in this context is brokered dialogue [37], a methodology in which 
video is used to better understand the nuanced points of view of the 
different actors involved in health production in a non-confrontational 
way. Similarly, participatory evaluation approaches [38,39] can be 
useful in helping understand how interventions can empower clients. 
Some critical questions that evaluation will need to address in relation 
to person-centred care include:● What are the processes by which women, who have not formerly been 
regular users of healthcare systems, feel empowered to express their 
preferences and choices?

● What kinds of spaces promote dialogue and understanding between 
healthcare providers and clients?

● What are ways in which there can be non-confrontational enhance
ments of dignity and respect toward clients?

Each of these questions must be addressed in a contextually informed 
way, paying attention to the political and cultural constraints of 
specific healthcare settings and participants.
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Epidemiological and health systems contexts need 
to form the bedrock of continuum of care measures 
for maternal and neonatal healthcare. Care fragmen
tation is prevalent in developing countries simply 
because ‘human-resource capacity, health-facility 
infrastructure, supply systems, financial resources, 
government stewardship, district-level management, 
and monitoring’ are poorly coordinated [40]. Some 
basic administrative measures that can strengthen 
care continuity include linking data through the use 
of technology, where there is capacity, or training 
providers to keep accurate medical records [42,43]. 
It is vital that national and subnational bodies ensure 
that continuum of care measures not merely test 
service utilization, but also the quality and level of 
integration between services [44,45]. This is critical so 
that women and children are not lost from one med
ical episode or instance of service utilization to the 
next.

More than medicine

We know that community-based care has the poten
tial to lower maternal mortality [51,52]. Even in the 
most conventional clinical setting, good anticipatory 
care needs to be informed by an understanding of the 
types of supports available to the client. The dimen
sion of ‘more than medicine’ extends beyond struc
tured community resources to include understanding 
of healthcare recipients’ partner, family, and other 
interpersonal supports. Currently, in India, the health 
sector is largely absent from the social milieu of the 
perinatal period [53], despite good social support 
being a predictor of lower maternal morbidity [54].

More than medicine in a maternal care setting 
mobilizes a ‘multipronged attack from all conceivable 
fronts – using both obstetric and non-obstetric inter
ventions’ [55]. For example, development interven
tions through primary education, microcredit, and 
women’s empowerment initiatives have seen a reduc
tion in violence against women, increased family- 

planning practice, and improved children’s nutri
tional status [55].

Measures of ‘more than medicine’ could include 
whether the health care practitioners have promoted 
community health resources, assessed the needs, 
goals, and limitations of patients, established an 
understanding of community resources, and aligned 
these resources with patient and population needs 
[56]. Health system stakeholders could also look for 
the presence of ‘peer support services, advocacy ser
vices, structured education, [and] coaching pro
grammes’ [56] targeted at women’s education, 
empowerment, health, and nutrition education. 

Figure 1. Proposed framework for quality of care.

Implications for evaluation of more than medicine

An evaluation of the ‘more than medicine’ dimension will explore the if 
and how care being delivered in a facility is sensitive to the kinds of 
support systems that women have at home or in the community. 
Evaluations can also explore if women whose trajectories of 
outcomes are more favorable also live in households/communities 
that have greater supports. From a more developmental 
perspective, an evaluation could also explore how care in the facility 
needs to understand and incorporate the types of support systems 
that exist both within the household and within the community 
within the care process [57]. Such considerations become especially 
important if one considers the inequity aspects of quality of care 
[58,59]. A forward-looking evaluation could play a valuable role in 
helping healthcare providers identify community-level responses to 
inequities.

Implications for evaluation of continuum of care

In our experience, it is rare that the continuum of care in a setting is 
clearly mapped. A key role for evaluations is thus to more clearly 
map the continuum as well as the gaps in such a continuum. One 
important purpose of evaluations will involve following women 
longitudinally across their journeys 46 through the continuum of 
care of the maternal health system. In fulfilling these functions, 
evaluations should consider some of the following questions 

● What are critical gaps in the continuum of care?
● Are disadvantaged areas especially deficient in the connectivity 

across the continuum?
● What are solutions to enhance the connectivity of especially disad

vantaged clients across the continuum?

Evaluations can help both in understanding which types of 
interventions can assist in navigating the continuum, as well as the 
spatial [47,48] and network characteristics [49,50] of well-functioning 
continuums in specific contexts.
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Mobilization of civil society groups and the voluntary 
sector could also be markers of robust community 
support structures, while continued advocacy on 
behalf of women and mothers would be instrumental 
in shifting local priorities to addressing challenges 
unique to women.

Technical quality

At its simplest, technical quality refers to safe, accu
rate, and well-timed routine and emergency clinical 
interventions done by competent staff who are 
trained according to internationally recognized and 
evidence-based guidelines of care delivery. However, 
an assessment of technical quality must consider 
more than just the provision of a clinical procedure 
or the competency of the provider. For example, 
knowledge of the appropriate use of uterotonic 
drugs is meaningless without a procurement system 
to ensure readily available supply of those drugs. 
Similarly, training in the appropriate administration 
of antibiotics will have limited impact without the 
presence of a robust accountability system to ensure 
the behavior continues beyond the observation per
iod of an intervention. Technical capacities vary dra
matically between facilities and across locales based 
on the resilience of their physical and human 
resources, adherence to good practice, and the pre
sence of robust accountability systems.

From a clinical standpoint, the WHO recommends 
eight signal functions for obstetric care that all facil
ities should meet [60]. Additional comprehensive 
services would include facilities being able to perform 
surgeries (e.g. cesarean section) and perform blood 
transfusions [60]. High rates or mortality and mor
bidity, despite technical quality improvements, poten
tially suggest that other dimensions are deficient. 
Emphasis on measures of efficiency through appro
priate levels of funding, the cost-effectiveness of 
interventions, and effective administration are impor
tant in establishing and sustaining quality improve
ments [61].

Discussion

This paper has been informed by an understanding 
that views of QoC need to be informed by a recogni
tion that quality is a dynamic, emergent aspect of 
complex adaptive systems [2]. We have argued that 
evaluations need to promote knowledge of how qual
ity can emerge given the complexities of context, the 
dependence of interventions on underlying systems, 
and the necessity for adaptation of interventions to 
specific contexts. Our primary argument is that we 
need to enhance our toolbox of evaluation 
approaches that are currently used to understand 
and enhance QoC. Participatory evaluation 
approaches [38,39], for example, can help incorporate 
patient/client voices as part of better understanding 
the heterogeneities of person-centered care. A realist 
evaluation [12,13] approach, on the other hand, can 
assist in better understanding how interventions need 
to adapt to specific contexts in order to trigger spe
cific mechanisms that can impact outcomes. The 
developmental evaluation approach [10,11], more
over, recognizes that interventions being implemen
ted in specific contexts are often incomplete in their 
knowledge of context. From a developmental evalua
tion perspective, the evaluation itself plays an impor
tant role in helping such interventions adapt to 
specific contexts.

The paper has identified the following implications 
for evaluating QoC:

(1) Recognition of the multiple purposes of evalua
tion: This paper draws attention to the multi
ple purposes of evaluation in understanding 
and enhancing QoC. Returning to the formu
lation of QoC as an emergent property, we 
believe that evaluations are most useful if 
they are situated within a learning system 
[62,63] that pays attention to improvements 
over time. Such improvements can be achieved 
not merely by providing evidence of good 
QoC, but also by promoting thinking about 
what constitutes good QoC, developing the
ories of change to address context-specific 
impediments to QoC [64–67], and developing 
an enhanced theoretical understanding of the 
heterogeneous pathways by which good QoC 
can impact individuals [68].

(2) Clarifying the role of context in implementing 
QoC interventions: In our experience working 
with complex interventions, it is rare that 
interventions are clearly fungible across con
texts. Given the challenges of explaining varia
tions in QoC across contexts, we argue for a 
realist evaluation perspective; the focus of rea
list evaluation is on the contexts and mechan
isms that generates the outcomes. Realist 
evaluation falls into the class of theory-driven 

Implications for evaluation of technical quality

While evaluations can help identify whether good quality of care is 
associated with longer term outcomes, it is helpful to adopt a 
longitudinal evaluation approach in order to understand if good 
quality clinical care has differential trajectories of outcomes associated 
with different types of clients. There is value in assessing potential 
inequities in impacts in good quality clinical care for different types of 
clients. Additionally, evaluation can help understand the longitudinal 
relationship between the different dimensions of quality of care to 
longer term outcomes. Put differently, what proportion of longer-term 
outcomes are driven purely by the clinical dimension of care? Does 
technical quality have differential impacts on differential social groups 
due to a range of other factors? Even for this technical dimension, 
there is value in both conducting a summative evaluation, as well as 
addressing questions that explore the connections between this 
dimension of quality to other dimensions of quality.
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evaluation approaches that seeks to explain 
‘what works for whom, in what circumstances, 
in what respects, and how?’ [69]. Table 1 
describes some of the key tenets of realist 
evaluation and why it is particularly suited 
for iterative learning for QoC. Evaluation, 
thus, needs to promote thinking about how 
interventions can be implemented with high 
‘fidelity’ across multiple contexts [65,67,70]. In 
our view, context (and support structures) are 
often under-theorized in most descriptions of 
QoC interventions. We suggest that evalua
tions need to promote a more formal approach 
to thinking about the role of context and sup
port structures in facilitating or hampering the 
implementation of interventions. 
Incorporating context has important implica
tions for how programs are planned and 
implemented. For example, a good theory of 
change will need to describe the infrastructure 
and institutional supports that are necessary 
for interventions to be successful [71].

(3) Minimal thresholds of QoC: One of the addi
tional advantages to thinking evaluatively 
about the multiple dimensions of QoC is the 
attention such thinking brings to the mini
mum standards for each of the dimensions. 
For instance, even though there has been a 
lot of research focus on the minimum 

threshold for good clinical care [72], there 
has not been much research done on the 
thresholds for person-centered care. Abusive 
care, for example, can lead to clients dropping 
out of treatment altogether. A focus on mini
mal standards of care also can shed light on 
the capacities of health systems needed to pro
vide high-quality care. For example, severely 
over-stretched health professionals might not 
be in a position to provide good levels of 
person-centered care because of time con
straints placed on interactions with patients.

(4) Developing a research agenda for QoC: Another 
strength of thinking evaluatively about the 
multiple dimensions of QoC is that it can 
lead toward generating hypotheses that can 
be explored in the future research and evalua
tion. Some examples of longitudinal evaluation 
questions that emerge from the framework 
presented in this paper include:
● Can more favorable trajectories of person- 

centered care lead to an enhanced likelihood 
of the safe delivery of healthy babies?

● What is the relationship between clinical 
care and person-centered care in high-qual
ity health systems?

● Do increased supports at home and in the 
community lead to a greater likelihood of 
safe deliveries?

Table 1. Relevance of realist evaluation for iterative learning.
Tenets of realist evaluation (70) Implication for building iterative learning for quality of care

‘The intervention is a theory or theories’ There is a need in the literature to specify both direct and indirect pathways by 
which Quality of Care interventions can impact health outcomes. A number of 
Quality of Care interventions are undertheorized – the mechanisms by which 
quality of care interventions impact outcomes are not fully described; a number 
of Quality of Care interventions lack a well specified theory of change.

‘The intervention involves the actions of people’ In our experience, often the technical aspects of the quality of care interventions are 
fully described. The role of human relationships and the human capabilities 
needed to enhance quality and health outcomes are not often clearly described. 
Further the systems that can help the ‘relationship’ dimensions of Quality of Care 
are not often clearly specified.

‘The intervention consists of a chain of steps or processes’ Taking a complex adaptive system view towards Quality of Care implies a need to 
pay attention to the linkages between the multiple dimensions of quality of care. 
Further, the linkages between enhanced Quality of Care and health outcomes 
might be dynamic. There is a need to pay attention to the dynamic linkages 
between the multiple dimensions of Quality of Care as well as the linkages 
between Quality and client-level health outcomes.

‘These chains of steps or processes are often not linear, and 
involve negotiation and feedback at each stage.’

The effectiveness of any one component can be enhanced through feedback 
between the components. From an analytical perspective, while it may make 
sense to separate out the multiple dimensions of Quality of Care, the actual 
experience of the different dimensions as experienced by the client may not be as 
discrete over time.

‘Interventions are embedded in social systems and how they 
work is shaped by this context.’

The same quality of care intervention might work very differently in different 
settings. Part of an iterative learning approach will require ‘principled’ 
adaptations to specific contexts.

‘Interventions are prone to modification as they are 
implemented.’

An iterative learning strategy needs to inform adaptations in the quality of care 
interventions over time. These adaptations can be driven by the heterogenous 
needs of clients that might surface over time or as a response to the 5Is of 
contexts (infrastructural, institutional, interpersonal, individual and intersectional 
components of contexts)

‘Interventions are open systems and change through learning 
as stakeholders come to understand them.’

There is a need for a learning system that promotes dialogue and learning between 
stakeholders. Without such an intentional learning system, opportunities to 
improve system and intervention-levels of Quality of Care can be lost.
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Towards principles of evaluating quality of care

Following the core principles enunciated by the 
LGHC, this paper argues that evaluations of QoC 
initiatives also need to be informed by some critical 
principles that move beyond a clinical view of QoC. 
Following the QoC framework presented in this 
paper, we argue that evaluations of QoC interven
tions should be guided by the following principles:

(1) Pay attention to clients’ journeys: Our concep
tualization of quality recognizes that measur
ing the quality of a single episode of care needs 
to be embedded within the client’s journey. 
This follows from a recognition in LGHC 
that health systems are ‘for people.” It is 
important to recognize that the client herself 
is a co-producer of her/his own health out
comes [73]. This, of course, means asking 
important questions of the intervention, such 
as whether the intervention empowers the cli
ent as a co-producer of her own health [73] 
and whether a client feels that the intervention 
gives her a voice to state her preferences and 
choices [73].

(2) Respect and dignity matter: As part of any 
multi-dimensional measurement of QoC, we 
think that there needs to be a greater focus 
on the principles of respect and dignity [74–
74–76]. It is important for an evaluation to 
explore if an intervention treated a woman 
with dignity and respect. It is likely that 
respectful care can be a means to better long- 
term outcomes.

(3) High-quality care is anticipatory: Our concep
tualization is also driven by a recognition that 
high-quality care needs to anticipate key 
events in a client’s life, and also anticipate 
constraints and barriers. Evaluations of QoC 
also need to interrogate whether care is antici
patory [77]. High-quality care is driven by a 
view of key long-term outcomes that need to 
be achieved – for example, a safe birth. We 
need to think longitudinally in terms of the 
trajectory of care, as it is a journey made up of 
multiple key events over a period of time. In 
the context of maternal health, the central 
focus thus needs to be on what is needed to 
ensure a safe delivery and a healthy baby and 
mother over time.

(4) High QoC pays attention to contexts: There 
are multiple types of contexts that might influ
ence whether a client received good quality 
care. Such care can be grouped into what we 
characterize as the 5I’s – which refers to 
Infrastructural, Institutional, Interpersonal, 
Individual, and Intersectional considerations 
[78–80]. In our experience, variations in the 

5I’s can lead to considerable heterogeneities 
[81,82] in the QoC women experience. Given 
the heterogeneities that are introduced by the 
realities of the 5I’s, providing quality care is 
rarely a mechanical process. For example, 
when a health care professional is faced with 
a high-risk pregnancy, attention needs to be 
given to determine the types of care that client 
can receive in her home, the types of supports 
she has available, the type of preferred inter
personal communication that will facilitate 
adherence to treatment, the types of work 
obligations she might have, and the types of 
transportation she has access to in order to get 
to a district-level facility that can deliver high- 
quality care for potential complications. 
Evaluations of QoC initiatives need to pay 
attention to the 5I’s and explore the role of 
multiple contexts in leading to variations 
in QoC.

(5) Quality of care is system-aware

All health care providers are embedded in larger 
systems [83–87]. Delivering high quality care is, 
therefore, dependent on many systemic factors 
including having a well-functioning human 
resources system, a procurement system that pays 
attention to shortages of key medicines, and so on. 
Ideally, an evaluation of QoC initiatives will be able 
to provide feedback on role of system-level factors in 
enhancing the efficacy of QoC interventions. 

Towards system-level learning

Taking a systems perspective to QoC, LGHC (1) has 
argued that ‘… evidence from health and other sectors 
shows that complex adaptive systems can thrive if actors 
within the system have a shared vision, clear rules, and 
space to allow evolution and learning.’ An important 
question for evaluation is: How can a learning system 
promote such evolution and learning? Table 2 describes 
some questions that comprehensive evaluations that are 
both context and capacity-aware and guided by system- 
level learning need to explore. We recognize that realis
tically a number of the questions are not relevant to 
most QoC interventions; yet, we think such a list of 
questions will help the planning and knowledge transla
tion of QoC interventions. Addressing some of the 
questions can also enhance the utility and relevance of 
evaluations.

Limitations and potential strengths

We recognize that this expanded view of evaluation will 
carry with it some limitations and potential objections. 
One concern we anticipate to the multiple purposes of 
evaluation described in this paper is that it might inadver
tently be making evaluation harder than it needs to be by 
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focusing on data in multiple dimensions. While we recog
nize that taking the multiple dimensions of QoC seriously 
does imply an additional data burden, we think the ‘learn
ing pay-offs’ associated with such additional data will more 
than make up for any burdens created by such a focus on 
multiple dimensions of QoC. This paper was a response to 
how the evaluation community can be responsive to the 
recent LGHC on high-quality health systems. The iterative 
view recommended by the LGHC would require, in our 
view, a much more diverse and pluralistic approach to 
evaluation and data collection. We also think that taking 
such a pluralistic view of evaluation itself also will help 
move the field away from a mechanical view of evaluation 
in which products often are developed without serious 
learning occurring. Additionally, the view espoused in 
this paper, driven by our experiences working in develop
ing country settings, is that interventions are not often 
transportable across contexts. The adaptations required 
for interventions to be ‘adapted’ into different contexts 
does imply the need to think evaluatively on how best 
can interventions be implemented across contexts.

We recognize implementing the conceptual ideas dis
cussed in this paper will remain challenging. 
Operationalizing many of the ideas, such as information 
systems for ‘more than medicine’ or discuss recent 

innovations in data linkages, or more recent advances 
in analytical methods will require another paper with a 
narrower focus on a specific intervention. We acknowl
edge the absence of discussion on measurement, data 
collection, data linkages, and analysis as a limitation of 
this paper.

Conclusion

We have argued that an expanded view of evaluation can 
help shift current definitions of QoC as a primarily 
clinical phenomenon toward a multidimensional view 
that prioritizes the respect for and dignity of the client. 
We also suggest that it is vital that a view of quality does 
not treat the individual as a passive player in the produc
tion of good health outcomes. Instead, a view of quality 
needs to pay attention to the critical role played by the 
client in the co-production of health. Thoughtful evalua
tions can play an important role in helping to move 
toward an expanded conceptualization of quality. This 
paper has relevance for the role of evaluation in helping 
meet the SDG goals of maternal health. High-quality 
health systems will be critical to meeting the SDG targets. 
There is a need for a discourse around the multiple roles 

Table 2. Questions to guide a comprehensive approach to QoC evaluations.
Evaluation focus Questions for reflection

Purpose of evaluation Does the QoC intervention need further development? If yes, how can evaluations help? Is the intervention ‘mature’ 
for a summative evaluation? If not, what are areas that need further development? If yes, what kinds of impacts 
will be explored in the evaluation? Is there a need for a mixed evaluation approach with an initial developmental 
approach and then movement to a summative evaluation?

Information and learning 
needs

Who are the key stakeholders? What do they need to learn? Understand the types of information that evaluation 
can provide that can help with implementation and learning

Theory of change Does the intervention have multiple components (focussing on multiple dimensions) or is the focus mainly on just 
one dimension? Are the linkages between the different components clearly described? Is there ‘coherence’ in the 
overall causal package? Is there a clear theory of change of the intervention? Are the mechanisms by which QoC 
interventions can impact health outcomes clearly specified? Is there clarity about the types of contexts/support 
structures that will facilitate the linkages between QoC dimensions and health outcomes?

Context mapping Is there clarity on the contexts that either support or hinder the implementation of the QoC interventions? How will 
the intervention need to be adapted to the contexts? What infrastructural, institutional, interpersonal, individual 
and intersectional contexts does the program need to respond to?

Capacity mapping Are the human, technical and administrative capacities of the program sufficient to implement the multiple 
interventions? Can the evaluations help identify in which dimensions are the capacities insufficient? Can key 
capacities be enhanced by actions from other actors in the system?

Anticipated impacts How long will it take for the QoC intervention to improve health outcomes? Are there ideas on the anticipated 
trajectory/shape of the impacts? Will the proposed timeframe of the evaluation match the anticipated timeline of 
impacts?

Implementation fidelity and 
adaptation

Are sufficient adaptations being made to adapt to contexts? Is implementation integrity being maintained over 
time? Does the evaluation provide any information to help with adaptations?

Impacts What evaluation designs are being implemented to study the impact over time of the QoC interventions on health 
outcomes? Are the impacts stable over time? Does the intervention impact different social groups differentially? Is 
there evidence of health equity impacts? Does the evaluation help develop clarity on the key drivers of impacts? 
Does the evaluation shed light on the contexts necessary for maximal impacts? Does the evaluation shed light on 
‘what works for whom’?

Planning for sustainability Are there explicit plans to sustain the intervention? How can the evaluation help with making decisions to sustain 
the intervention? Can the intervention be institutionalized? Can key learnings about effective mechanisms be 
mainstreamed?

Scaling-up Is there a need in the overall system to implement such an intervention? Do the impact results support spreading of 
the intervention widely? Does the overall system have the capacity to implement this intervention? Can the 
mechanisms be spread across the system?

System-level learning and 
feedback

What can be done to improve each component of the QoC intervention? How can the linkages between the 
multiple QoC components be strengthened? How can the linkages between organizations in the system be 
strengthened? Are some key organizations missing from the delivery network? Can the linkages with community 
organizations be strengthened? What is a learning and communication system that can promote a learning 
culture around person-centered care?
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that evaluation can play in enhancing the likelihood that 
the SDGs focus on ‘no one left behind’ can be successful.
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