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ABSTRACT

The quality and safety of healthcare depend on the capacity of healthcare professionals to
continuously implement quality improvement (QI) processes in service delivery. However, QI
initiatives often fail to be fully integrated into daily practice due to barriers that hinder effective
implementation. This sought to identify and describe factors influencing the uptake and
implementation of quality standards among healthcare workers, with the goal of informing

strategies to close the gap between expected and actual performance.

A descriptive cross-sectional study was conducted at Raleigh Fitkin Memorial Hospital
(RFMH), a regional hospital in Manzini, eSwatini guided by the Theoretical Domains
Framework (TDF). A stratified systematic sampling method with proportional allocation was
used to select 134 healthcare workers across medical, nursing, and allied cadres. Data were
collected through a validated self-administered questionnaire distributed both electronically
and in hard copy. The instrument contained structured Likert-scale items and open-ended
questions assessing individual, organisational, and contextual barriers to QI implementation.
Data were analysed using excel to generate descriptive statistics, supported by qualitative

thematic insights from open-ended responses.

From the findings, it was revealed that although most participants understood QI concepts and
recognised their importance, practical application remained imperfect. For example, 77.8% of
respondents reported clarity of roles, and the belief in QI’s value was strong, with 90.4%
acknowledging its positive impact. Moreover, organisational endorsement of QI was relatively
high (83.7%), but financial limitations (21.5%) and moderate self-efficacy (60%) hindered
effective implementation. Major barriers included insufficient resources, weak day-to-day
management support, inadequate training, low confidence in QI delivery, and limited peer
collaboration. Staff thus believed QI enhances patient outcomes but felt constrained by poor

organisational systems and perceived lack of active management engagement.

The study concludes that, for these barriers to be addressed, it requires a stronger leadership
engagement, adequate resourcing, continuous in-service training, and the integration of QI
activities into routine hospital operations. Strengthening mentorship, communication, and

feedback mechanisms is also essential for sustaining QI practices.

Keywords: Quality improvement, healthcare workers, implementation barriers, quality

initiatives, hospital setting, healthcare delivery, Theoretical Domains Framework, Eswatini.
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CHAPTER 1
1. INTRODUCTION

1.1 Background

Quality Improvement (QI) has become an essential pillar of modern healthcare systems
worldwide, aiming to enhance patient outcomes, improve service efficiency, and strengthen
health system performance. According to Kruk et al. (2018), high-quality health systems are
not a luxury but a necessity, particularly in low- and middle-income countries (LMICs) where
challenges such as limited resources, workforce shortages, and systemic inefficiencies
compromise service delivery. In Eswatini, as in other LMICs, embedding QI initiatives within
health services is crucial for achieving universal health coverage and ensuring that patients

receive care that is both effective and patient-centred.

Globally, the World Health Organization (WHO) has consistently promoted QI as a core
component of health systems strengthening. The WHO (2018) states that quality is inseparable
from access: expanding health services without maintaining safety, effectiveness, and patient
satisfaction risks worsening health inequities. To address these concerns, frameworks such as
the Performance Assessment Tool for Quality Improvement in Hospitals (PATH) were
introduced by the WHO Regional Office for Europe in 2003 (Groene et al., 2008). The PATH
conceptual model initially comprised six dimensions designed to identify enablers and barriers
to quality implementation while fostering user involvement in healthcare facilities. This model
illustrates the global consensus that systematic monitoring and evaluation tools are necessary

to sustain QI across diverse healthcare contexts.

However, while international frameworks provide useful guidance, the successful
implementation of QI in LMICs is often hindered by contextual barriers. Maphumulo and
Bhengu (2019) highlight persistent workforce shortages, high patient loads, and resource
constraints as major factors limiting the effectiveness of QI in African health systems. In
Eswatini, similar barriers are evident, where limited infrastructure and human resource
challenges undermine the capacity to adopt systematic QI processes despite national policies
promoting them. These barriers reveal the need to balance global frameworks with local

realities to ensure that QI is practical and sustainable.



The conceptualisation of healthcare quality has also evolved significantly over time.
Historically, quality was rooted in a craft-based tradition where professional competence was
regarded as the sole determinant of care outcomes. Boaden et al. (2008) argue that quality was
historically shaped by the medical profession, with control residing largely with individual
clinicians. This approach implied that high-quality care depended almost entirely on the skills
and judgement of practitioners. World Health Organization, (2018) adds that professional
competence remains a critical contributor to quality care delivery, and this has traditionally
been safeguarded through strict regulation of professional entry and the maintenance of

educational standards.

1.2 Problem statement

Over the past two decades, various global health and technological advances have sought to
strengthen patient safety and improve health service (Varkey, Reller & Resar, 2007). Kruk et
al. (2018), states that many health systems deliver poor-quality care that limits health outcomes.
These determined gaps undermine progress towards Sustainable Development Goal (SDG) 3,
which aims to ensure healthy lives and promote well-being for all at all ages, in particular on
Target 3.8, which emphasizes access to quality, effective, and people-centred health services

(United Nations, 2015; World Health Organization, 2018).

Eswatini, as a low- and middle-income country, also faces challenges in the uptake and
implementation of quality improvement (QI) initiatives among healthcare providers (Zikalala,
Nkhwashu & Moloko, 2023). Poor adoption of QI practices has contributed to inefficiencies in
healthcare delivery, increased hospital costs, prolonged hospital stays, and poor patient
outcomes (Agyeman-Duah et al., 2014). Directly, these challenges compromise issues of safe,
equitable and people centred healthcare, limiting the ability to achieve SDGS3.
These challenge stems from factors such as inadequate resources, limited QI knowledge, weak
leadership support, and diverse staft behaviours that hinder adherence to set standards
(Nkhwashu et al., 2023). Consequently, patients’ rights to safe, efficient, and affordable
healthcare remain inadequate thus compromising policy and actual service delivery, (Kwame

& Petrucka, 2022).

Due to these challenges in Eswatini, quality improvement in health care was introduced by the
Ministry of Health (MoH) in 2007 through the Council for Health Service Accreditation of
Southern Africa (COHSASA), a South African Non-Governmental Organization

(NGO)experienced in setting up quality standards for health care. During this exercise, some



tertiary health institutions were selected to build capacity on quality standards and were given
an opportunity to be supported by the MoH in embarking on a journey for improvement of
health care services. Additionally, the Swaziland Standardization Authority (SWASA) was
also introduced to drive the development and implementation of a guiding framework, the
International Organisation for Standardization (ISO 9001) quality management system, first
published in 1987. This framework was introduced as a tool to ensure optimal functioning of
health care facilities through the facilitation of improvement activities guided by ten clauses
(Hellman and Liu, 2013). These clauses include the context of the organization, leadership,

planning, support, operation, performance evaluation and improvement amongst the main ones.

Eswatini still has health facilities unable to comply with the set standard for improvement, thus
failing to provide affordable, effective, and people customer centred quality health care
services. According to Nkhwashu et al (2023), poor compliance to the quality standards is
mainly due to different factors related to hospital staff diversities and behaviour, work
dynamism in conjunction with structural and processes factors which all contributes to poor

uptake of quality improvement initiatives amongst health care providers in Eswatini.

This study seeks to identify and describe the factors influencing healthcare providers’
implementation of QI initiatives at a regional hospital in Eswatini using the Theoretical
Domains Framework (TDF) (Michie et al., 2005). By generating evidence, finding aims to
inform national and facility-level strategies to enhance staff performance, strengthen QI
implementation, and improve patient outcomes through evidence-based interventions and
support progress towards realisation of the SDG 3 mainly in the provision of quality, effective,

and people centred health services.

1.3 Rationale / Purpose

The purpose of this study is to identify and describe factors influencing healthcare providers’
adaptation and implementation of quality standards within a regional hospital in Eswatini. By
examining behavioural, organisational, and contextual barriers through the Theoretical
Domains Framework (TDF), the study aims to generate evidence that will guide interventions

to strengthen quality improvement (QI) uptake.

The findings will assist facility management and the Ministry of Health in developing strategies
that promote staff behaviour change, enhance patient outcomes, and ensure timely, efficient,

equitable, and patient-centred care. Additionally, the results will inform national quality



improvement policies and guidelines aimed at fostering sustainable, high-quality healthcare

delivery.

1.4 Study Aim and Objectives
The study aimed to identify and describe factors influencing the uptake and implementation of
quality standards amongst healthcare workers in a regional hospital in Eswatini. The specific

objectives were:

1. To identify and describe the level of knowledge healthcare workers have of quality

standards.

2. To identify and describe the level of beliefs healthcare workers have of quality

improvement initiatives.

3. To identify and describe factors related to innovation strategies in support of QI

initiatives at the healthcare facility.

4. To identify and describe organisational factors influencing the implementation of QI

initiatives at facility level.

1.5 Study Setting

The study was conducted at Raleigh Fitkin Memorial Hospital (RFM Hospital), a regional
health facility located in the Manzini region of Eswatini. RFM Hospital serves a catchment
population of over 500,000 people due to its central location in the country’s main commercial
hub (RFMH Statistics, April 2023). The hospital has a bed capacity of 350 and attends to
approximately 200,000 clients annually, averaging about 500 patient visits per day. Its
accessibility and affordable treatment costs make it a preferred facility for self-referrals. The
hospital employs about 680 healthcare providers and support staff across various medical and
health science disciplines, of whom approximately 60% have received training in Quality
Improvement (QI) concepts. This setting was deemed appropriate for the study because it
comprises knowledgeable and experienced healthcare workers who continue to face challenges

in implementing QI initiatives.
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1.6 Thesis Structure

This dissertation is structured into five chapters. Chapter One presents the background,
problem statement, objectives, and significance of the study. Chapter Two reviews relevant
literature on QI implementation. Chapter Three outlines the methodology used to conduct the
study and The Theoretical Domain Frameworks (TDF). Chapter Four presents and discusses
the study findings, while Chapter Five provides the discussion, conclusions and

recommendations based on the results.
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CHAPTER 2
2. LITERATURE REVIEW

2.1 Introduction

Quality health care and patient safety are widely recognized as priorities for governments,
healthcare workers, and the public in meeting patient needs. Quality and safety are further
recognised as critical mechanisms for achieving the Sustainable Development Goals which
seeks to ensure healthy lives and promote well-being for all, and emphasise the development
of effective, accountable, and transparent institutions (Kruk et al., 2018). Furthermore, quality
health care focuses on attaining Universal Health Coverage (UHC), which seeks to ensure that
all individuals have access to needed health services of adequate quality without financial
hardship (World Health Organization and World Bank, 2017). It is therefore imperative for
health facilities to implement vigorous quality standards to achieve better health outcomes

(Nkhwashu et al., 2023).

In primary health care, engaging in quality improvement (QI) activities is essential for
achieving the “Triple Aim” of improving population health, enhancing patient experiences and
outcomes, reducing the per capita cost of care, and supporting provider well-being (Wong et
al., 2024). In addition, QI efforts promote patient-centred care, prevent adverse events, and
minimise unnecessary variation in care delivery (Wagenaar et al., 2017). By strengthening
service delivery processes and institutional performance, QI initiatives directly support SDG 3
targets related to the quality and effectiveness of health services, while simultaneously
advancing SDG 16 objectives on accountability and transparency, thereby reinforcing progress
towards Universal Health Coverage (Kieny ef al., 2017). Quality improvement initiatives have
evolved from individual competence-based models to more systematic, evidence-based, and
team-oriented approaches that integrate patient perspectives and organisational learning. While
global frameworks provide valuable guidance, their effectiveness largely depends on the extent
to which they are contextualised and implemented within resource-limited settings such as

Eswatini.

This literature review summarises the evolution of QI initiatives in healthcare, examines
barriers to implementation, including those in low- and medium-income countries and
specifically in Eswatini. These barriers are further grouped as Systemic Barriers,

Organisational and Leadership Challenges, and Individual-Level Barriers.

12



2.2 Quality Improvement in Healthcare

The evolution of quality management systems in healthcare from early craftsmanship to
modern integrated frameworks reflects the sector’s increasing commitment to structured and
measurable service delivery (Hellman & Liu, 2013). Over time, healthcare systems have
adopted system-level quality measures encompassing policy development, strategic alignment,
stakeholder engagement, and the establishment of national quality frameworks (Awang et al.,

2023).

Many Quality Improvement (QI) methodologies in healthcare were adapted from the
manufacturing industry, including ISO 9000, Six Sigma, and Lean Management. These
frameworks emphasize standardization, defect reduction, and waste elimination, which were
later tailored to improve patient outcomes, healthcare system efficiency, and staff performance
(Hellman & Liu, 2013). ISO 9001, established by the International Organization for
Standardization, was founded in London by representatives from 25 nations to harmonize

industrial standards and formalize quality management practices (Hellman & Liu, 2013).

Historically, quality in healthcare depended largely on individual clinician expertise, but
modern QI approaches now integrate data-driven processes, multidisciplinary collaboration,
and standardized procedures such as the Plan—-Do—Study—Act (PDSA) cycle (Institute for
Healthcare Improvement [IHI], 2021). Quality improvement in healthcare entails systematic,
data-driven efforts aimed at enhancing patient care, safety, and outcomes through continuous
cycles of planning, implementation, and evaluation (Santos et al., 2024). Commonly used
models include PDSA, Total Quality Management (TQM), and Lean Six Sigma (Barr &
Brannan, 2024).

As healthcare systems have grown more complex, particularly in resource limited settings, QI
initiatives have become essential (Wagenaar et al., 2017). Sharma and Cotton (2023)
emphasize that quality improvement remains achievable even in constrained environments
through innovation, adaptation, and prioritization, noting that quality cannot be postponed until
resources are abundant. However, they also note that applying QI protocols developed for
resource-rich settings in low- and middle-income countries (LMICs) often leads to unrealistic

expectations, which undermine practical implementation.

13



2.3 Quality of Care and Quality Improvement in Low and Middle-Income Countries (LMIC)

Low- and middle-income countries have sought to adopt approaches to improve outcomes in
their resource constrained settings. In the African context, quality improvement has been linked
to initiatives such as the WHO African Region Quality of Care Framework, which emphasizes
leadership, accountability, and patient-centred care. However, as Lebese et al. (2018) have
argued, translation of these frameworks into practice has often been hindered by contextual and

circumstantial realities.

Evidence from low- and middle-income countries demonstrates that effective implementation
of QI initiatives improves adherence to clinical standards, reduces preventable harm, and
enhances patient experiences (Wagenaar et al., 2017). These outcomes are central to SDG 3,
which targets on delivering quality, effective, and people-centred healthcare services.
Rakhmanova and Bouchet (2017) argue that quality of care and quality improvement have been
relatively neglected in health systems of low- and middle-income countries. Challenges include
inadequate capacity building of human resources, low utilization of improvement data, poor
client involvement with minimal demand for better quality and safe health care. These are
compounded by community and socioeconomic barriers like the inability to access evidence-
based medicine due to resource limited setting and poor ability to address quality health care
needs. Successful implementation of QI programmes relies heavily on the perceptions,
attitudes, and engagement of healthcare workers, particularly nurses, who are the primary

implementers.

In a recent review, Endalamaw et al., (2024), assessed evidence from low- and middle-income
countries where QI initiatives have been implemented with varying success. Case studies
demonstrate that leadership training, structured guidelines, and continuous mentorship can
improve outcomes. Benchmarking examples illustrate that with proper support, healthcare
workers adopt QI more effectively. In addition, Haskins et al., (2020), confirms that data-driven
QI initiatives in LMICs have successfully reduced hospital-acquired infections, shortened

hospital stays, and improved service delivery by tailoring interventions to patient needs.

According to Mohammed (2019), many LMICs face significant barriers in implementing
quality improvement initiatives. For example, healthcare organizations in Kenya report
struggles with ISO 9001 certification due to documentation requirements, lack of leadership

commitment, insufficient training, and resource constraints (ISO, 2024). The Lancet Global
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Health Commission on High-Quality Health Systems highlighted that in low- and middle-
income countries (LMIC), poor-quality care now contributes to more deaths than lack of access
(Kruk et al., 2018). The report emphasizes that improving access without addressing quality is
insufficient, as weak infrastructure, poor governance, and low provider motivation continue to
hinder quality improvement. The report argues that achieving high-quality health systems in
LMICs requires a systemic approach that embeds continuous learning, leadership commitment,

and patient-centred care across all levels of the health system.

2.4 Barriers to implementing Quality Improvement Initiatives

The literature on barriers to implementing quality improvement initiatives is reviewed in three
broad headings: Systemic Barriers, Organisational and Leadership Challenges, and

Individual-Level Barriers.

2.4.1 Systemic Barriers

Systemic barriers are obstacles that arise from the structure and functioning of the health
system rather than from individual actions. These barriers include inadequate policies, limited
financial and human resources, weak data management systems, and fragmented coordination
between departments or levels of care (Odhus et al., 2024). The shortage of skilled health
professionals, coupled with high workloads, undermines the ability of health care workers to
engage consistently in quality improvement activities (Elizalde et al., 2024). Moreover, weak
governance and fragmented health systems are recurring system barriers to implementing

quality improvement initiatives (Maphumulo & Bhengu, 2019).

Sub-Saharan Africa, including Eswatini, faces a chronic shortage of healthcare workers. This
undermines service delivery and limits the implementation of QI initiatives. Staff burnout, low
morale, and lack of motivation are common, particularly in overburdened facilities (Fonn et al.
2011; Maphumulo & Bhengu, 2019). Staff shortages and overwork compromise service

delivery and reduce opportunities for quality enhancement.

QI efforts are also weakened by poor infrastructure, inadequate equipment, and unreliable
supply chains. In Eswatini, laboratory services illustrate well these challenges, where
fragmented governance, training gaps, and procurement issues constrain QI (EHLS Strategic
Plan, 2021). Financial dependence on donors further hampers system autonomy (Ministry of
Health Eswatini, 2021). Sharma and Cotton (2023) reinforce this, noting that underfunded

facilities often struggle to maintain essential services, leaving little capacity for QI investment
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in training, monitoring, or infrastructure. Furthermore, Ansari (2022) suggests that supportive
infrastructure (both administrative and physical) is necessary for implementation of TQM, but

often lacking.

Finally, accurate and robust data collection is fundamental to quality improvement
(Maphumulo & Bhengu 2019). Poor record-keeping undermines decision making and results

in misdiagnoses and delays in care, undermining patient safety.

2.4.2 Organizational and Leadership Barriers

Effective leadership is essential for QI success, however, fragmented governance, misaligned
objectives, and politically driven appointments often hinder progress. The importance of
leadership and organisational structures highlighted by Sheikh et al. (2011) is reinforced by
more recent evidence from Odhus et al. (2024), who demonstrate that in low- and middle-
income settings, inadequate managerial support, staffing constraints, and limited resources
frequently result in QI initiatives being deprioritised. Together, these findings suggest that
while frontline health workers may recognise the value of QI, sustained implementation
depends on system-level leadership and governance mechanisms, which are central to progress
towards SDG 3 and SDG 16. Within the SDG framework, such governance mechanisms align
with SDG 16, which advocates for effective, accountable, and transparent institutions. In
healthcare settings, QI systems serve as practical tools for institutional accountability by

standardising processes, monitoring performance, and promoting continuous learning.

Jones, Kwong, and Warburton (2021) argue that without visible and focused leadership, QI
initiatives lack coordination and sustainability. Similarly, Maphumulo and Bhengu (2019), in
the context of South Africa, emphasize that poor leadership, often stemming from inappropriate
promotion criteria, results in ineffective quality oversight. Health facilities often practice in
unfavourable organizational cultures and with insufficient resources to sustain QI. Challenges
like poor leadership, inadequate training, and weak data systems are highlighted as critical

barriers (Carbonell et al., 2024).

Moreover, Prinsloo (2017) states that organizational readiness and support is hampered by the
lack of training, insufficient resources (computers, internet), and poor technical support which
limits uptake. Successful adoption depends on leadership support and adequate investment in
infrastructure. Endalamaw et al., (2024) also emphasize that weak leadership and poor

communication systems hinder QI initiatives. Lack of institutional support and unclear roles

16



create obstacles for effective quality improvement implementation. Moreover, cultural rigidity,
hierarchical systems, and lack of interdisciplinary collaboration contribute to staff
disengagement. Quality outcomes depend not only on resources but also on aligned processes
and organizational culture and even well-supplied facilities underperform if systems are not

quality-focused (Hellman & Liu, 2013).

2.4.3 Individual-Level Barriers

Health care workers may encounter knowledge gaps, be resistant to change and have low
motivation. Staff who are unfamiliar with quality improvement (QI) methodologies may
perceive QI initiatives as additional burdens to their daily routines, a perception that can be
amplified by professional hierarchies that inhibit collaboration (Hellman & Liu, 2013;
Schneider et al., 2022). According to Atkins et al. (2017), beliefs about personal capability and
expected outcomes also influence participation in QI initiatives. Prinsloo (2017) further
highlights the need for training and capacity building and addressing staff attitudes and burnout
as critical obstacles to the sustainability of QI initiatives, particularly in resource-limited

settings.

Resistance to change is a common barrier faced by the healthcare system in QI implementation.
Jones et al. (2021) highlight that staff unfamiliar with QI methodologies may perceive them as
additional burdens. Hellman and Liu (2013) further assert that fear of change and loyalty to
outdated practices hinder QI integration. At the healthcare worker level, barriers include
limited awareness of QI methods, resistance to change, and insufficient motivation or

incentives.

Research conducted in South Africa found that professional burnout, lack of recognition, and
unclear role expectations contributed to reduced staff willingness to participate in QI projects
(Maphumulo & Bhengu 2019). This barrier is also highlighted by Elizalde, Lumibao and
Lizarondo (2024) who states that staff resistance to change, limited knowledge of QI tools,
heavy workloads, and burnout contribute to challenges. Furthermore, motivation and
engagement gaps reduce participation in QI efforts. In addition, Ansari (2022) adds that limited
training and development lead to staff unfamiliarity with QI methodologies and resistance or
lack of confidence. The absence of employee empowerment undermines motivation and

initiative among health workers to engage in QI efforts (Ansari, 2022).
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2.5 Barriers to Quality Initiatives in Eswatini

The Eswatini Ministry of Health has introduced several Quality Improvement Programmes
(QIPs) aimed at enhancing healthcare delivery (Zikalala et al., 2021). Implementation of
structured frameworks such as ISO 9001 in Eswatini remains limited and the health system
continues to underperform in critical areas such as patient safety, satisfaction, and

responsiveness to patient needs (Varkey et al., 2007).

The effective implementation and sustainability of quality initiatives in Eswatini remain
constrained by multiple systemic and contextual barriers. Ncube et al. (2020) identified
resource limitations, language barriers, and hierarchical decision-making structures as key
obstacles that hinder progress. Complementing this view, Ivins et al. (2022) emphasized that
Eswatini’s healthcare system continues to struggle with persistent workforce shortages, uneven
skill distribution, and limited institutional capacity, which collectively compromise the quality
and efficiency of service delivery. The authors further assert that although healthcare workers
form the backbone of the system, deficits in leadership, coordination, and technological

integration continue to undermine sustained quality improvement.

Additionally, the high burden of HIV/AIDS and tuberculosis (TB) exerts further strain on the
health workforce, reducing opportunities for innovation and continuous improvement (Ncube
et al., 2020). Weak data management systems, inadequate workforce planning, and the slow
adoption of digital health technologies constrain the country’s capacity to monitor, evaluate,

and sustain QI interventions (Ivins et al., 2022).

A qualitative study by Zikalala et al. (2021) conducted at a government hospital, explored the
experiences and attitudes of registered nurses toward QI implementation and identified limited
resources, inadequate support structures, and communication gaps as major factors influencing
success. Eswatini’s limited economic base further constrains investment in infrastructure,
equipment, and workforce development, fostering dependency on donor funding, which in turn

restricts long-term QI sustainability (Ivins et al., 2022).

The Eswatini Health Laboratory Services (EHLS) Strategic Plan (2021-2023) has documented
barriers specific to diagnostic services, including insufficient human resource capacity, weak
administrative and technical systems, and deficiencies in infrastructure and supply chain
management. These challenges contribute to diagnostic errors, reduced staff motivation, and

high turnover, ultimately weakening the human resource base needed to sustain QI initiatives.
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Taken together, these findings suggest that building a resilient and high-performing healthcare
system in Eswatini requires strategic investment in workforce development, strengthened
leadership at all levels, improved coordination mechanisms, and the integration of technology

to enable data-driven decision-making and continuous learning.
2.6 Summary of Literature Evidence and Knowledge Gap

The ISO 9001 standard promotes a top-down implementation approach to quality
improvement, ensuring patient-centred service delivery while reducing operational costs in
healthcare facilities (ISO, 2024). The PDSA cycle remains one of the most widely applied
methods for healthcare QI, providing a structured framework to implement and evaluate
interventions across the dimensions of structure, process, and outcome. Despite the availability
of structured frameworks such as ISO 9001 and PDSA, the literature reveals a gap in
understanding how these models are implemented and sustained in resource-limited healthcare
settings. Many studies highlight the presence of frameworks but provide limited evidence on
their contextual adaptation, staff engagement, and long-term impact on healthcare delivery

outcomes, particularly in low- and middle-income countries.

Successful implementation of quality improvement initiatives is influenced by a complex
interaction of individual, organisational, and system-level factors. Framed within the
Sustainable Development Goals, Ql-oriented research contributes directly to SDG 3 by
promoting the delivery of quality, effective, and people-centred health services, while
simultaneously proceeding SDG 16 through the strengthening of institutional accountability,
leadership, and governance within healthcare systems. Understanding and addressing barriers
to QI implementation among healthcare providers is therefore not only a quality-of-care
concern but also a strategic pathway towards building resilient, accountable, and sustainable

health systems in Eswatini.

Although progress has been made in Eswatini through national QI programs such as those led
by the Ministry of Health and the EHLS, persistent barriers remain. These include staff
shortages, limited training in QI methodologies, inadequate supervision, competing health
priorities, and language barriers that impede training uptake and knowledge transfer (Ministry
of Health, 2021). Collectively, these factors illustrate that while Eswatini has embraced QI as
a strategic goal, substantial structural and operational gaps continue to constrain its full

realization.
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CHAPTER 3
3. METHODOLOGY

3.1Study Design

The study design was a descriptive cross-sectional survey, self-administered by health
professionals, based on the constructs of the Theoretical Domains Framework (TDF) (Cane,
O’Connor & Michie, 2012), assessing the barriers to the adoption and implementation of

quality improvement (QI) initiatives.
3.2 Analytic framework

The study was guided by the Theoretical Domains Framework (TDF), which was originally
developed by Michie et al. (2005) and later validated by Cane, O’Connor and Michie (2012).
The TDF integrates multiple behaviour change theories into a single comprehensive framework
that helps to identify determinants of behaviour relevant to implementation research (Atkins et

al., 2017).

The researcher focused on five key domains of the TDF; knowledge and skills, beliefs about
capability, beliefs about consequences, organizational innovative strategy, and social
influence, as these were selected as more relevant to the study’s objectives. The knowledge
and skills domain examined healthcare workers’ understanding and practical ability to apply
QI initiatives in their daily work. Beliefs about capability assessed the confidence and
perceived flexibility and confidence of staff in implementing QI initiatives, while beliefs about
consequences explored perceptions of the potential impact or value of engaging in QI efforts.
The organizational innovative strategy domain obtained institutional structures, policies, and
resource allocation on either they enabled or constrained QI implementation. Finally, the social
influence addressed the role of peer support, professional expectations, and leadership

dynamics in shaping QI-related behaviours.

These domains were used to measure constructs that informed questionnaire development and
data analysis. Aligning the study variables with the TDF domains provided a structured
approach to identifying individual, systemic, and organizational barriers influencing the
implementation of quality improvement initiatives at Raleigh Fitkin Memorial Hospital. The

mapping between the study objectives and the relevant TDF domains is presented in Table 1.
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Table 1: Mapping of Study Objectives to Theoretical Domains

Study objective Links to TDF Sub-domains
domains
To determine the level of knowledge health | Knowledge Knowledge
care workers, have about quality standards. Role clarity
Skills
To identify and describe the health care Beliefs about Self-efficacy
workers beliefs about the consequences of capabilities Perceived behavioral
participating in quality improvement control
initiatives. Attitude
Beliefs about Outcome expectancies
consequences Reinforcement
To identify and describe factors related to Innovation strategy

innovation strategies in support of quality

improvement initiatives at a health care

facility.

To identify and describe organizational Organization Organizational

factors influencing the implementation of resources and support

quality improvement initiatives at facility Social influences Subjective norm

level. Descriptive norm
Social support

Adapted from the Theoretical Domains Framework (TDF) originally developed by Michie et
al. (2005) and later adapted for survey research by Huijg et al. (2014).

3.3 Study Population and Sampling

3.3.1 Study Population

The study population comprised approximately 680 healthcare workers from RFMH and its

affiliated baby clinics scattered around the four regions of Eswatini. The healthcare workers

included in the study were skilled professionals with up to 35 years of experience, and many

had previously encountered various quality improvement frameworks

3.3.2 Sampling Strategy

A stratified systematic sampling technique with proportional allocation was employed to
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ensure representation across different professional categories. Participants were divided into

strata based on their professional roles: nurses, doctors, and allied health care workers.

3.3.3 Sample Size Calculation

The sample size was calculated using Yamane’s formula as follows:

_ N
N =1 N-1cv?

Where:
e 1 =sample size
e N = population size (680)

e (C'V = coefficient of variation (0.3)

Sample size calculations were done for each professional group:
o Nurses (480):n = 480/(1 + (480 — 1) x 0.3%) = 96
e Allied Workers (145):n = 145 /(1 + (145 — 1) x 0.3%) = 29
e Doctors (45):n =45/(1 + (45 — 1) x 0.3%2) =9

Thus, the total sample size was 134 healthcare workers.

3.4 Data Collection

3.4.1 Data Collection Instrument
Data were collected using a self-administered questionnaire developed in line with the

Theoretical Domains Framework (TDF) (Cane, O’Connor & Michie, 2012). The instrument
comprised both closed- and open-ended questions designed to assess for individual, systemic,
and organizational factors influencing the uptake of quality improvement (QI) initiatives
(Appendix 5). Most items were rated on a five-point Likert scale, allowing respondents to
express varying levels of agreement. The questionnaire was piloted on six (6) professionals
before data collection commenced and these included 1 doctor, 2 allied workers and 3 nurses

who were later excluded in the actual study.
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3.4.2 Data Collection Process

For data collection, the researcher initially developed an electronic version of the questionnaire
using Google Forms, which was distributed to 20 individual healthcare workers via WhatsApp
contacts while awaiting permission to share it in the main WhatsApp groups representing
different cadres. However, this approach yielded a low response rate. To enhance participation,
the researcher subsequently employed paper-based questionnaires, which were distributed to
all departments targeting the sample sizes. In each department, the supervisors and liaison
persons were briefed on the study objectives to assist in coordinating questionnaire distribution

and collection, whilst the researcher facilitated this activity.

Participants completed the questionnaires voluntarily during work breaks or at the end of their
shifts. To ensure adequate participation and to reach the target sample size, several strategies
were employed. Weekly ward reminder visits were conducted and follow-up WhatsApp
messages were sent to encourage timely responses. Completed questionnaires were then
returned to liaison persons and collected by the researcher to check for completeness where
some questionnaires were immediately returned for completion before they were finally

accepted. The data collection period spanned four weeks.

All responses were treated confidentially, and no personal identifiers were recorded on the
questionnaires. Both electronic and paper-based data were stored securely, with password

protection applied to electronic files and physical copies kept in envelopes and locked cabinet.
3.5 Data Analysis

Data analysis combined both quantitative and qualitative approaches in alignment with the
study objectives. Quantitative data from 40 TDF selected variables were captured using a five-
point Likert scale, ranging from 1 (strongly disagree) to 5 (strongly agree). Responses were
initially captured into a Microsoft Excel spreadsheet, where open- and closed-ended data were
organized, cleaned, and coded for analysis. The variables were grouped into five main domains:
knowledge and skills, beliefs about capabilities, beliefs about consequences, organizational
innovation strategy, and social influence, with relevant subdomains also analysed. Responses
are presented as a 100% cluster distribution diagrams of Likert responses for each variable.
Sub-domain scores were calculated by computing overall scores from the individual variables
(Table 1). Responses were also grouped to create a three-point categorisation of ‘agree/strongly
agree’, ‘neutral’, ‘disagree/strongly disagree’. The domain were further ranked from highest to

lowest agreement, indicating areas of strongest and weakest implementation. Frequencies and
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percentages were computed to summarise participant responses, and findings were presented
using tables and stacked bar charts for clarity. The selection of these domains was guided by
the Theoretical Domains Framework (TDF), which provides a validated approach to
identifying behavioural and organizational factors influencing quality improvement (QI)
practices. Responses were also categorised into low, medium, and high implementation levels
to facilitate interpretation. No coding for missing data was performed, as all items were

completed during data collection.

Open-ended, qualitative responses to three questions (on QI strategies and barriers), were

manually coded and then grouped into themes, and frequency counts of the themes conducted.

Although no formal credibility checks like double coding or peer review, were conducted, the
questionnaire was pretested to ensure clarity and reliability of the items. Future studies could
enhance credibility by incorporating peer review of coding and participant verification of
thematic interpretations. Thematic analysis provided insights into participant perceptions and
experiences, complementing the quantitative findings and supporting interpretation within the

TDF structure.

3.6 Ethical Considerations

Ethical approval for this study was first obtained from the University of the Western Cape
(UWC) Biomedical Research Ethics Committee (BMREC). Subsequent authorization was
sought and granted by the Eswatini Health and Human Research Review Board (EHHRRB),
in accordance with national research regulations. In addition, permission to conduct the study

at the facility was obtained from the Raleigh Fitkin Memorial Hospital (RFMH) management.

Participation in the study was entirely voluntary. All participants were informed of the study’s
objectives, and benefits before data collection commenced. An informed consent was obtained
from each participant, and confidentiality was maintained throughout the research process. No
identifying information was collected, and participants were assured that their responses would
be used solely for academic purposes. The researcher also emphasized that participants could

withdraw from the study at any stage without consequence.

3.7 Validity
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The study's validity was ensured by using the TDF, a validated framework. Additionally, the
instrument was pre-tested to identify any flaws, and the sample size was calculated to
appropriately represent the target population. Pilot testing was conducted with a small group
of healthcare workers to assess the clarity, wording and feasibility of the questionnaire. The
questionnaire was refined based on feedback from the pilot group to eliminated vagueness and

improved coherence.
3. Reliability

Reliability was assessed through a pilot study involving a subset of healthcare workers.
Feedback on the clarity and ease of use of the questionnaire was incorporated and adjustments
were made. The test-retest reliability was also evaluated by asking the same participants to

complete the survey again after two weeks to check for consistency in responses.

3.9 Generalizability
To ensure generalizability, a stratified random sampling approach with proportional allocation
was employed, which helped reduce sampling bias and ensured the findings could be applied

to the broader population of healthcare workers at RFMH.
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CHAPTER 4
4. RESULTS

4.1 Introduction

This chapter presents the results of data analysis conducted to identify the barriers in the
implementation of quality improvement initiatives among healthcare workers at Raleigh Fitkin
Memorial Hospital (RFMH) in Eswatini. After summarising the response rates and profile of
respondents (n=134), the chapter reports responses to open-ended questions on the exposure to
QI training and a qualitative thematic analysis of responses to an open-ended question on
facility barriers to implementation, and then the analysis of the Theoretical Domains
Framework (TDF) domains. Descriptive statistics summarize participant responses to the 40
variables assessed, grouped into the five TDF domains. Responses are also grouped into sub-
domains and a comparative analysis across domains reported. Finally, Likert scale ratings and
qualitative responses to questions on facility recommendations and strategies are reported to

inform potential areas for targeted intervention.

4.2 Response Rate

Of the 156 questionnaires distributed, 141 were returned, yielding an overall response rate of
90.4%. Of these, 134 questionnaires were fully completed and analysed. Among nurses, 101
questionnaires were returned, 96 of which were fully completed resulting in a completion rate
0f 91%. All 34 questionnaires distributed to allied health workers were returned, with 29 fully
completed, resulting in an 85% completion rate. Similarly, all 11 questionnaires given to

doctors were returned, of which 9 were fully completed, resulting in an 82% completion rate.

4.3 Profile of the Respondents

Table 1 reports the socio-demographic profile of the 134 respondents. The majority (70.1%)
were female, reflective of the overall gender profile of the professional health workforce at
RFMH. More than three-quarters (77.5%) of participants fell within the 30-49 age bracket and
thus in their prime working years. Nurses formed the largest professional group (71.2%),
aligning with the gender profile and reinforcing their central role in patient care and QI efforts.
The workforce is relatively well educated, with 83.6% holding at least a bachelor’s degree; 15
staff members had a Master’s Degree and three reported having a PhD (Table 1).
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Table 1: Profile of Respondents (n=134)

Characteristic Frequency (n) Percentage (%)
Gender Female 94 70.1
Male 40 29.9
Age group (years) | 20-29 15 11.2
30-39 63 47.0
40-49 41 30.5
50-59 15 11.2
Profession Doctor 9 6.7
Nurse 96 71.2
Allied Worker | 29 21.6
Education Diploma 22 16.4
Bachelors 94 70.2
Masters 15 11.2
PhD 3 2.2

4.4 Qualitative Data Analysis
In three open ended questions, respondents were asked to list any quality improvement
strategies or techniques they had been exposed to at RFMH or elsewhere and barriers to

implementing QI initiatives.

4.4.1 Exposure and Training in QI Strategies

The types of Quality Improvement (QI) strategies explored in the questionnaire included those
of the Council for Health Service Accreditation of Southern Africa (COHSASA), International
Organization for Standardization (ISO) and the Plan - Do - Study - Act (PDSA) methodology.

The majority of healthcare workers (82.1%) reported having received training in widely
recognized QI methodologies such as ISO and PDSA (Table 2). A smaller proportion (10.5%)
indicated training in the COHSASA methodology. Only a few participants (2.9%) reported no

exposure to any QI strategy.
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Table 2: Reported Training in QI Strategies (N = 134)

QI Strategy Frequency Percent (%)
No QI Strategy 4 2.9%
Unclear QI Strategy 6 4.5%
Trained on ISO or PDSA 110 82.1%
Trained on COHSASA 14 10.5%

Total 134 100%

Only a small number of respondents (6.7%) reported being exposed to quality improvement
strategies or techniques outside of the health facility, suggesting that most QI training or

experience has been obtained within the boundaries of the facility.

4.4.2 Barriers to Implementing Quality Improvement Initiatives

In addition to understanding training and exposure to quality improvement (QI) strategies, the
study explored healthcare workers' perspectives on the barriers that hinder the effective
implementation of QI initiatives at RFMH. Open-ended responses were grouped into six main
categories based on thematic coding: resources, management support, training and knowledge
communication, workforce issues, staff motivation or morale, and monitoring and evaluation.
The frequency of mention of each barrier was counted to determine which challenges were

most commonly cited.

The bar chart (Figure 1), presents the frequencies of key barriers reported by healthcare workers
at RFMH affecting the implementation of quality improvement (QI) initiatives. The most
prominent barrier cited (n=91, 67.9% of respondents) was a lack of resources related to
inadequate supplies, equipment, or financial support. Following this was the issue of limited
management support, reported by 76 participants (56.7%), relating to concerns around the

hospital leadership engagement, decision-making, and oversight.

Barriers such as culture, inadequate training and knowledge, workforce issues (staffing levels
and turnover), and poor communication and collaboration, were reported less frequently,

ranging between 14 and 23 times.
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Figure 1: Frequency distribution of barriers to the successful implementation of QI

initiatives at RFMH (n=134).

4.5 Domain Level Analysis
This section reports on the findings of the TDF domains of knowledge and skills, beliefs about

capabilities and consequences, organisational innovation and social influences.

4.5.1 Knowledge and skills Domain
Responses to the questions addressing knowledge and skills indicated that the majority of

respondents understood QI as part of their job, and had some knowledge and skills to
implement QI. Three quarters of respondents (75.4%) indicated agreement with the statement
‘With regards to quality improvement initiatives, I know what my responsibilities are’,

although less likely (61.5%) to report that they ‘Have the skills to deliver QI’ (Figure 2).
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Figure 2: Stacked Bar Chart of the Knowledge and Skills Variables

When variables were grouped into sub-domains (Table 3), there was reported clarity on roles
and expectations (77.8%), and some degree of skill and training (68.9%) and levels of practice
(61.5%).

Table 3: Knowledge and Skills Sub-Domains (Grouped Variables)

Construct Disagree | Neutral Agree (%) | Mean (median)
(%) (%) rating*

Clarity of Roles and Expectations 14.0 8.2 77.8 4.1 (4.0)

Practical Skills and Training for QI | 19.3 1.9 68.9 4.0 (4.0)

Has Practiced to Deliver QI 22.2 16.3 61.5 3.8 (4.0)

*1= strongly disagree, S=strongly agree

4.5.2 Beliefs About Capabilities Domain
Participants reported moderate levels of control (61.9%) in delivering QI, although they were

less likely to express confidence and ease in QI delivery in more demanding situations, such
as having little time (Figure 3). Just over half (54.5%) felt confident in delivering QI, while
only a third (32.1%) felt confident delivering QI under time constraints or found QI delivery

‘easy’.
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Figure 3: Stacked Bar Chart of the Beliefs About Capabilities Variables

Grouping variables into sub-domains showed moderate levels of self-confidence in
participants’ abilities to implement QI, (60% agreement with statements), but lower agreement

(40%) for QI control and ease of use (Table 4).

Table 4: Sub-Domain for Beliefs about Capability

Construct Disagree (%) | Neutral (%) Agree (%)
QI Self-Efficacy 21.5 18.5 60

QI Control and Ease of | 31.1 28.9 40

Use

4.5.3 Beliefs About Consequences Domain
The eleven variables in this domain addressed consequences of QI implementation with respect

to the benefits for themselves and their practice, for patient outcomes, and for recognition and

reward.

More than two-thirds of participants expressed positive views on the usefulness of guidelines
(68.6%) and 71.6% believed that QI can enhance the effectiveness of care. However, only half
(49.3%), reported finding QI ‘interesting’, and 35.8% reported finding it not pleasurable to
deliver QI (Figure 4).
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Figure 4: Stacked bar chart of the beliefs about consequences variables

When variables were grouped into sub-domains, participants were overwhelmingly likely to
agree with the value of QI for health care and patients (90.4%), while there was lower

agreement (65.9%) on the perceived usefulness and benefits of QI to themselves (Table 5).

Table 5: Sub-Domain for Belief About Consequences

Construct Disagree Neutral Agree (%)
(%0) (%0)

Perceived Recognition and Reward for QI 9.6 12.6 77.8

Perceived Impact of QI on Outcomes 2.2 7.4 90.4

Perceived Usefulness and Benefits of QI 11.1 22.9 65.9

4.5.4 Organizational innovative strategy

Responses to the 10 questions in this domain revealed a low level of institutional support for

QI delivery. The strongest positive response was for the statement “I believe ENHI
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management is helpful in delivering QI”, with 58.2% of participants agreeing. However,
similar to responses in other domains concerns emerged around resource-related support. Sixty
two percent (62.4%) disagreed that “ENHI reimburses sufficiently for QI delivery” and only

31.9% felt that “all necessary resources are available for QI delivery”.

Perceptions of management support were more mixed, with 58.2% agreeing that “management
is helpful” while only 29.8% agreeing that “ENHI provides insights into QI results. Overall,
the findings show low perceived management support for the implementation of quality

improvement initiatives.
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29. Believes ENHI provides insights into QI results _ l
30. Believes all necessary resources are available for Q! delivery _ .
31. Believes in getting support from management when QI guidelines _— -
get tough
32. Believes management is willing to listen to problems on Ql _
delivery
33. Believes ENHI management is helpful in delivering QI _- _

B Strongly disagree (1) ™ Disagree (2)  m Neutral (3) Agree (4) W Strongly agree (5)

Figure 5: Stacked bar chart of organizational innovation and strategy variables

Grouped into sub-domains, indicated mixed perceptions. While there was perceived overall
support for QI delivery (83.7%), only 21.5% felt there was financial support, and only 26.7%

noted resource availability, suggesting system gaps in enabling QI implementation (Table 6).

Table 6: Sub-domains for Organizational Innovation and Strategy

Construct Disagree | Neutral | Agree

(%) (%) (%)

33



Support for QI Delivery 3.7 12.6 83.7
Perceived Financial Support for QI 51.1 27.4 21.5
Availability of Resources for QI 45.2 28.2 26.7
Perceived Management Support for QI 34.8 15.6 49.6

4.5.5 Social Influences Domain
Responses within the Social Influence domain indicated low to moderate levels of agreement

across most items. Half (50%) the respondents agreed with the statement "important people
think QI should be delivered". Slightly fewer (46.3%) agreed that ‘important people follow
guidelines’, while only 41.8% felt that other professionals are helpful with the delivery of QI.
A considerable portion of respondents (38.8%) were neutral in their perception of peer

helpfulness (Figure 6).
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Figure 6: Stacked bar chart of Social Influence Domain

The grouped sub-domain analysis showed some (58.5%) normative social pressure to
implement QI, followed by professional support and responsiveness (54.8%) with the lowest

agreement (48.2%) being for perceived peer performance (Table 7)
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Table 7: Social Influence Domain Stacked Bar

Construct Disagree | Neutral | Agree
(Y0) (Y0) (Y0)
Normative Social Pressure 25.2 16.3 58.5
Perceived Peer Performance 259 259 48.2
Professional Support and Responsiveness | 31.1 14.1 54.8

4.6 Summary of Domains

Table 8 below summarises the strongest and the weakest aspects of QI implementation in each
domain. Reported knowledge and sKkills are relatively strong, with 77.8% on clarity of roles,
although only 61.5% have practiced QI delivery, indicating that knowledge exists, but practical
experience is insufficient. In terms of beliefs about capability, participants report some degree
of QI self-efficacy, but are less confident in control or ease of use. For beliefs about
consequences, a high percent believe that QI has a positive impact on outcomes, yet only
65.9% find it beneficial, suggesting some doubt on tangible usefulness. Under innovative
strategy, a high percentage indicate organisational support QI delivery, but with inadequate

financial support. Lastly, perceived social influence to practice QI is moderate to weak.

Table 8 Summary of Domains Ranked by Level of Implementation (Strongest to Weakest)

Domain Strongest Weakest Aspect Overall Insight
Aspect

Knowledge & Clarity of roles Practiced QI delivery Basic QI knowledge is
Skills (77.8%) (61.5%) good; experience in

practice needs growth.

Beliefs  About QI self-efficacy Control/Ease of wuse Capability confidence is
Capability (60%) (40%) relatively low.
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Beliefs About Perceived Usefulness/benefits High belief in QI’s value

Consequences outcome impact  (65.9%) motivates engagement.
(90.4%)

Innovative Support for QI Financial support Good intent but resource

Strategy delivery (21.5%) gaps hinder
(83.7%) implementation.

Social Influence  Normative Peer performance Social and peer
pressure perception (48.2%) encouragement is
(58.5%) moderate to weak.

4.7 Comparisons Across Domains

This section ranks the sub-domains influencing Quality Improvement (QI) implementation
from highest to lowest. The highest agreement was on the perceived impact of QI on outcomes
(90.4%), support for QI delivery (83.7%), and clarity of roles (77.8%), indicating strong
conceptual understanding and motivation. However, low scores in financial support (21.5%),
resource availability (26.7%), and ease of use (40.0%) point to significant implementation
barriers. Overall, the data suggests that while staff believe in QI’s value and understand their
roles, limited practical experience, low confidence in using QI tools, and inadequate
organizational resourcing hinder effective execution of quality improvement initiatives (Table

9).

Table 9: Ranked sub-domains by agreement (Highest to Lowest %)

Domain Sub-domain Agr
ee
(%)
Beliefs About Consequences Perceived Impact of QI on Outcomes 90.4
Organizational Innovative Strategy | Support for QI Delivery 83.7
Knowledge & Skills Clarity of Roles and Expectations 77.8
Beliefs About Consequences Perceived Recognition and Reward for QI | 77.8
Knowledge & Skills Practical Skills and Training for QI 68.9
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Beliefs About Consequences Perceived Usefulness and Benefits of QI 65.9
Knowledge & Skills Practiced to Deliver QI 61.5
Beliefs About Capabilities QI Self-Efficacy 60.0
Social Influences Normative Social Pressure 58.5
Social Influences Professional Support and Responsiveness | 54.8
Organizational Innovative Strategy | Perceived Management Support for QI 49.6
Social Influences Perceived Peer Performance 48.2
Beliefs About Capabilities QI Control and Ease of Use 40.0
Organizational Innovative Strategy | Availability of Resources for QI 26.7
Organizational Innovative Strategy | Perceived Financial Support for QI 21.5

4.7 Participant Recommendations
This section presents the findings related to participants’ degree of agreement with six

recommendations aimed at strengthening QI efforts at RFMH.

As shown in Table 12 below, there was overwhelming support for all six recommendations,
with the majority of respondents expressing agreement or strong agreement. The
recommendation receiving the highest level of support was that the ‘facility should identify
and address any barriers to QI implementation” with 96.3% strongly agreeing, and the

remaining 3.7% also agreeing.

Similarly, strong support was observed for the recommendation to ‘improve communication

channels and procedures’, with 85.8% strongly agreeing to the recommendation.

Among all the recommendations, the one that received the most diverse set of responses though
still largely positive was the call to ‘offer in-service training and educational resources. While
110 respondents (82.1%) agreed, 18 (13.4%) remained neutral, and 6 (4.5%) disagreed (Table
12).
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Table 10: Frequencies and Percentages of Responses to QI Recommendations

Recommendation Strongly Disagree Neutral Agree Strongly
Disagree Agree

1. Facility to offer in-service -— 6 18 110 -

trainings and  educational (4.5%) (13.4%) (82.1%)

resources

2. Facility to provide additional — - - 21 113

resources and equipment to (15.7%) (84.3%)

support QI

3. Facility should recruit and - — 10 37 87

retain skilled workers with QI (7.5%)  (27.6%) (64.9%)

experience

4. Management to take - 3 — 21 110

ownership of QI by (2.2%) (15.7%) (82.1%)

participating in its

implementation

5. Facility to improve - — — 19 115

communication channels and (14.2%) (85.8%)

procedures

6. Facility to identify and - — — 53.7%) 129

address any barriers for QI (96.3%)

4.8 Summary of Findings

The findings in this chapter are summarised as follows:
o Participant characteristics and response rates

The survey achieved a high overall response rate, with strong participation across nurses, allied
health workers and doctors as intended. Respondents were mainly mid-career professionals,

predominantly female and well-educated, with nurses forming the largest professional group.
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e Exposure to QI

Most staff had been trained in recognised quality improvement (QI) approaches such as ISO,
PDSA or COHSASA. A very small proportion had no formal training or were only vaguely

aware of QI strategies, and few had exposure to QI methods outside the hospital.
e TDF domains (from Table 10)

o Knowledge & Skills: Staff clearly understood their roles and had some training, but
fewer had actually practised delivering QI.

o Beliefs about Capabilities: Many felt generally capable, yet confidence fell when

working alone or under time pressure.

o Beliefs about Consequences: Staff strongly believed QI improves patient outcomes

and brings recognition, though fewer felt it was personally useful or rewarding.

o Organizational Innovation & Strategy: While there were goodwill and support for

QI in principle, major gaps were perceived in financial and material resources.

o Social Influences: Normative pressure to engage in QI was moderate, and

perceptions of peer performance and professional support relatively weak.
The TDF results were largely aligned with the open-ended responses.
e Integrated Findings

The quantitative findings across the TDF domains were closely aligned with the qualitative
responses obtained from the open-ended questions, demonstrating convergence between the
two data sources. Domains that ranked lower quantitatively, particularly organizational
innovation and strategy and social influences, were reinforced by qualitative narratives
highlighting resource shortages, limited management support, workforce constraints, and

communication gaps as major barriers to QI implementation.

Similarly, while quantitative results showed that staff possessed basic knowledge and skills
related to QI, qualitative responses revealed that limited practical exposure and insufficient
opportunities to apply QI methods constrained effective implementation. Concerns regarding
beliefs about capabilities and reduced confidence under time pressure were further explained

by qualitative accounts describing staff shortages and high workloads.
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The qualitative data also expanded on the quantitative findings by providing contextual
explanations for observed patterns, particularly in relation to low staff morale and perceived
lack of institutional support, which were not fully captured by Likert-scale measures alone.
Participants’ recommendations for improved communication, stronger management
involvement, additional resources, and ongoing training directly reflected the barriers
identified quantitatively within the TDF domains. Together, the integration of quantitative and
qualitative findings strengthened the interpretation of results and provided a more

comprehensive understanding of the factors influencing QI implementation in the facility.

Recommendations

Participants strongly supported actions to remove barriers, improve communication and
strengthen management involvement for better outcomes. There was clear endorsement for
providing additional resources, recruiting and retaining skilled staff, and offering regular in-

service training to sustain QI initiatives.
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CHAPTER 5

5. DISCUSSION

5.1 Introduction

This chapter discusses the findings of the study, which aimed to identify and describe the
factors influencing the uptake and implementation of quality improvement initiatives amongst
health care workers at a regional hospital in Eswatini. Drawing on the constructs of the
Theoretical Domains Framework (TDF) (Cane et al., 2012), the study surveyed 134 health care
professionals on the barriers they face in integrating QI practices into routine healthcare

delivery at Raleigh Fitkin Memorial Hospital (RFMH).

While QI is internationally recognized as a key driver of improved patient safety, service
efficiency, and health outcomes, as subjected by SDG 3, its implementation in low- and middle-
income countries (LMICs), including Eswatini, remains inconsistent. This chapter discusses
key findings of the study in relation to the relevant literature, and outlines recommendations

for strengthening QI in Eswatini’s public health system.

5.2 Key Barriers to QI Uptake and Implementation

The analysis of participant responses revealed an interrelated set of factors that collectively
hinder the effective uptake and implementation of quality improvement (QI) initiatives. These
barriers operate at several levels - individual, team/peer, organizational, and systemic levels.

The key barriers identified in this study are discussed below.

5.2.1 Limited Resources

One of the most prominent barriers put forward was the lack of adequate financial and material
resources. Healthcare workers cited the absence of dedicated resources for QI activities, which
hinders QI processes, including regular team meetings, monitoring, and reporting on QI
initiatives.

This observation is consistent with broader findings in the literature, which confirms that under-
resourced health systems in LMICs struggle to prioritize QI, often viewing it as non-essential
or secondary to more immediate clinical demands such as HIV, TB, or maternal care (Odhus et
al., 2024). In Eswatini, QI is frequently perceived as an add-on rather than an integral part of

routine healthcare, leading to dependency on donor-driven projects or short-term external
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support. Such a model undermines sustainability, limits local ownership, and restricts the

institutionalization of QI practices.

5.2.2 Weak Leadership and Management Support
A related finding of the study was the limited involvement of facility leadership in QI

processes, even though they voiced support for quality. Many participants expressed frustration
at the lack of involvement from management, who are often not engaging on QI initiatives and
could not provide meaningful feedback or recognition for staff-led QI initiatives and support.
This creates a perception that QI is a peripheral activity, unimportant to the core mandate of

healthcare delivery and sidelined to lower-level healthcare workers.

This theme echoes Francetic ef al. (2019) study in Tanzania, which found that the absence of
active supervision and accountability structures significantly weakens the momentum of QI
efforts. In the context of RFMH, leadership disengagement was seen as both a practical and
psychological barrier where the lack of visible support diminished staff motivation and
contributed to the marginalization of QI as a routine practice. Without leadership support or
buy-in, there is poor reinforcement, QI efforts remain informal, poorly coordinated, and

vulnerable to being deprioritized during times of increased workload or resource constraints.

5.2.3 Inadequate Training and Skills for QI Implementation
Although most participants had heard of QI frameworks and organizations, particularly Plan-

Do-Study-Act (PDSA) cycles, ISO 9001 and COHSASA, there was a significant skill gap
regarding their practical application. Respondents noted that training opportunities were
sporadic, often limited to once-off workshops, and were rarely followed by mentorship or
hands-on support. Even though some participants reported receiving formal QI training, there

is still a critical capacity gap.

This finding aligns with Mallidou et al. (2018) who argue that knowledge alone is insufficient
to drive change; practical training, ongoing coaching, and systems thinking are required to
translate understanding into action. Taylor et al. (2014) also supports that knowledge gaps
directly correlated with staff confidence indicating that poor training not only limits skill
acquisition but also reinforces the belief that QI is the domain of managers or external experts

rather than frontline staff.
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5.2.4 Low Self-Efficacy and Confidence Among Healthcare Workers

Low self-efficacy emerged as a subtle but important barrier to QI implementation. Several
healthcare workers expressed a belief that they were unconfident to initiate or lead QI projects
as they lack sufficient trainings and support. This lack of confidence, even among experienced
professionals, reflects the principles of Bandura’s theory of self-efficacy, which suggests that
individuals are less likely to act if they do not believe in their ability to succeed (Bandura,

1997).

5.2.5 Poor Communication and Team Collaboration

The findings also suggested a lack of supportive peer norms and relationships, and open-ended
responses also raised issues of communication and collaboration across cadres, even if less

prominently than other barriers.

This challenge mirrors those identified in other LMIC settings. Endalamaw et al. (2024) argue
that poor communication is one of the most consistent barriers to effective QI implementation,
as it undermines collective ownership, weakens team dynamics, and impairs the development
of a shared vision for improvement. In the case of RFMH, fragmented communication
structures at the lower level horizontally amongst healthcare workers themselves and vertically
with the top level with management, hinder the collaborative problem solving that is essential

for successful and sustainable QI efforts.

5.2.6 Factors in Combination

Taken together, the findings are similar to the comprehensive assessments of QI
implementation in other studies. Combined challenges such as resource constraints and weak
managerial support have been widely documented across low- and middle-income countries
(LMICs) and are known to undermine progress towards SDG 3, particularly targets related to
quality essential health services and Universal Health Coverage (UHC) (WHO, 2018). Odhus
et al. (2024), for instance, highlight how inadequate staffing, limited funding, and poor
organizational support often result in QI initiatives being deprioritized in favour of more
immediate clinical demands. This closely mirrors the findings at RFMH, where staff expressed
a clear recognition of QI’s value but reported a lack of time, infrastructure, and organizational

support to engage in structured improvement activities.

Endalamaw et al. (2024), in a comprehensive scoping review, noted that while many health
systems adopt QI models such as Plan-Do-Study-Act (PDSA), these frameworks often fail to

gain a grip due to poor integration into routine workflows and limited use of data for decision-
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making. This aligns with the experiences of RFMH staff, who cited a lack of continuity and
support in translating QI theory into everyday practice. These implementation gaps have direct
implications for progress toward Sustainable Development Goal (SDG) 3, particularly on
Universal Health Coverage (UHC), related to service coverage, quality, and effectiveness of

essential health services.

Another consistent theme is the “knowing-doing gap” the disconnect between conceptual
knowledge of QI and the ability to operationalize it. Pfeffer and Sutton (2000) argue that
without ongoing mentorship, feedback loops, and opportunities for team-based reflection,
isolated training sessions have limited impact on clinical behavior. Despite demonstrating a
strong understanding of QI principles, respondents had rarely participated in structured,
sustained improvement cycles, confirming that knowledge alone is insufficient without
enabling systems. These issues were similarly raised by participants at RFMH, particularly
regarding inconsistent mentorship, short-term project funding, and limited follow-through on
QI interventions and this directly affects health systems performance indicators under SDG 3
as weak implementation capacity undermines the delivery of safe, effective, and people-centred

carc.

Unlike earlier studies that report low awareness or uncertainty toward QI among frontline
health workers (Odhus et al., 2024), a majority of respondents at RFMH believed that QI
positively impacts patient outcomes, perhaps reflecting the relatively high educational levels
of the respondents. This high level of motivation and perceived relevance suggests that the
primary barrier is not attitudinal resistance, but rather the absence of vigorous implementation
infrastructure including time dedication, technical mentorship, and consistent leadership
engagement. These findings are also relevant to SDG 16, particularly Target 16.6, which
focuses on developing effective, accountable, and transparent institutions. Weak managerial
support and fragmented follow-through on QI initiatives indicate governance and

accountability gaps that limit institutional performance (United Nations 2015).

Additionally, while concerns about “QI fatigue” are commonly cited in overburdened systems
(Endalamaw et al., 2024), participants at REMH expressed interest and readiness to participate
in improvement efforts, provided that adequate support mechanisms were in place. This points
to an opportunity for interventions to shift focus from trying to change staff motivation to
addressing systemic enablers such as leadership accountability and support, and capacity

building. While structural constraints remain difficult, there may be a growing cultural
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readiness for QI that is not adequately recognized in earlier studies. The foundation for QI
exists in the form of knowledge, motivation, and localized innovation. The missing action is
support to sustain and scale these efforts. Failure to address these systemic constraints risks
continued underperformance on key SDG 3 indicators related to quality of care, workforce
effectiveness, and UHC coverage, despite the presence of motivated and knowledgeable health
workers. Moreover, without institutional mechanisms to sustain and scale these efforts,
progress toward both SDG 3 (health system performance and service quality) and SDG 16

(effective and accountable governance) remains constrained.

Sustainable Development Goals (SDGs)

The Theoretical Domains Framework (TDF) was used in this study to understand behavioural
and organisational determinants influencing healthcare providers’ implementation of quality
improvement initiatives. These behavioural determinants have direct implications for
measurable healthcare quality initiatives, including effectiveness, efficiency, equity, and
continuity of care. Hence, performance across these quality domains determines progress
towards Sustainable Development Goal (SDG) 3, with particularly targets related to the

provision of quality, effective, and people-centred health services.

Strengths in healthcare providers’ knowledge and skills related to QI principles were found to
supports effective implementation of improvement initiatives. These behavioural strengths
ensures effectiveness of care, as providers are able to apply evidence-based standards
consistently. The Strengthening of QI-related knowledge and skills therefore represents a
critical pathway for advancing SDG 3, particularly targets aimed at improving the quality and
effectiveness of health service delivery. Healthcare providers’ confidence in their ability to
engage in QI activities influenced their level of participation and follow-through. Low self-
efficacy constrained effective and efficient implementation of QI interventions, thereby
limiting improvements in service delivery. Enhancing healthcare workers’ confidence and
empowerment is therefore essential for translating QI initiatives into measurable gains aligned

with SDG 3.
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5.3 Limitations of the Study
While this study offers valuable insights into the barriers and enablers of quality improvement

(QD) initiatives at a healthcare facility in Eswatini, several limitations are acknowledged.

The research was conducted at a single site, the Raleigh Fitkin Memorial Hospital (RFMH) in
the Manzini Region. As such, the findings may not be generalizable to other health facilities in
Eswatini, particularly rural clinics, primary healthcare centers, or private institutions, which

may operate under very different conditions.

The use of self-administered questionnaires as the primary data collection method may have
limited the depth and richness of the responses. While the format enabled broad participation
and preserved anonymity, it may have constrained participants’ expression of perspectives or

the exploration of sensitive issues.

There is also lack of assessment of team dynamics and interpersonal relationships. Team
cohesion, communication styles, and shared norms play a significant role in the success or
failure of QI initiatives. However, this study focused on individual perceptions and did not
examine how group-level dynamics, such as trust, conflict resolution, or collaboration,

influence the QI initiatives environment.

The study did not include a comprehensive analysis of system-level factors such as hospital
policies, resource allocation processes, or governance mechanisms. These macro-level
elements including how leadership sets QI priorities, allocates funding, or monitors progress

can either enable or constrain QI at the frontline.

5.4 Recommendations

Based on the findings of this study, it is evident that quality improvement (QI) initiatives in
Eswatini are constrained not by a lack of awareness or willingness, but by systemic,
organizational and individual barriers that limit the translation of intent into action. These
interrelated barriers highlight the need for an enabling environment through coordinated, and
system-wide interventions. The following recommendations are proposed to support more
effective and sustainable QI implementation, targeting facility-level leadership, national policy

actors, and the research community.
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5.4.1 For Facility Management

1.

Establish structured QI mentorship programs by pairing experienced staff with less
experienced colleagues to foster peer learning, build confidence, and promote sustained
engagement in improvement work. This shall begin with gap identification (plan),
implementation of change ideas (Do), review and reflection (study) and adaptation or
scale up of intervention.

Introduce protected time for QI initiatives, such as allocating one hour per week per
department, to ensure that staff have dedicated space to reflect, analyze data, and plan

improvement initiatives without competing clinical demands.

Appoint QI champions or focal persons within departments, empowering selected
individuals to promote QI practices, facilitate team-based learning, and serve as liaison
figures between frontline teams and hospital leadership and have them trained PDSA

interventions on the implementation of QI initiatives.

Strengthen feedback and recognition mechanism by sharing results from completed QI
cycles during staff meetings or review forums. Recognising successful cycles and

adaptive learning from unsuccessful ones reinforce a culture of accountability

Integrate QI into daily operations, such as incorporating QI discussions into regular
staff meetings, ward rounds, or morbidity and mortality reviews, to normalize

continuous improvement as part of organizational culture.

5.4.2 For Policymakers and the Ministry of Health

1.

Integrate QI competencies into job descriptions, supervision tools, and performance
appraisals to embed improvement expectations across all cadres of healthcare workers.
Institutionalize ongoing QI trainings for clinical, administrative, and support staff at all
levels, ensuring consistent exposure to relevant tools, methodologies (e.g., PDSA
cycles), and ISO 9001 and collaborative problem-solving techniques.

Develop and operationalize a national QI framework, including clear guidelines,
indicators, accountability structures, and incentive mechanisms, to standardize

implementation while allowing for contextual flexibility.

Allocate dedicated funding for QI at facility level, stipulated within operational
budgets, to support training, data tools, innovation pilots, and team-based learning

activities such as general meetings for experience sharing on QI projects.
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Promote leadership development programs for health managers and clinical leaders to
enhance their capacity to support QI, make data-informed decisions, and foster a culture

of continuous improvement at a managerial level.

Facilitate regional learning collaboratives among facilities to share lessons, standardize

successful interventions, and build a community of practice around QI.

5.4.3 For Future Research

1.

Investigate the relationship between leadership styles and QI engagement, particularly
how different approaches to supervision, accountability, and motivation affect staff

participation in improvement initiatives.

Explore barriers to QI in primary healthcare settings, including rural and under-
resourced clinics, to understand how access constraints, community engagement, and

staffing shortages affect QI adoption at the frontline.

Assess organizational culture and teamwork dynamics, including how trust,
communication, and shared goals among staff influence the success or failure of QI

projects.

Evaluate the cost-effectiveness of QI investments, to support stronger policy arguments
for sustained resource allocation and integration of QI into national health financing

strategies.

5.5 Conclusion

This chapter has critically examined the barriers to quality improvement (QI) uptake and

implementation at Raleigh Fitkin Memorial Hospital (RFMH), drawing from empirical

findings and positioning them within the broader body of literature on health systems in low-

and middle-income countries (LMICs). The analysis reveals that while frontline healthcare

workers in Eswatini exhibit substantial motivation and awareness, they operate within a system

that is ill-equipped to support, sustain, or scale such efforts.

A comparative analysis with existing literature affirms that the barriers observed at RFMH are

broadly consistent with those documented across sub-Saharan Africa and other LMICs.

However, this study offers new insights by challenging prevailing narratives that frontline

disengagement is primarily due to lack of interest or awareness.
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In the context of Eswatini, these findings carry important implications. Quality improvement
efforts must shift from fragmented, project-based models toward integrated, facility-owned,
and system-supported strategies. Strengthening leadership, building QI competencies, ensuring
protected time, and fostering team-based learning cultures are essential for QI to become

institutionalized across all levels of care.
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Private Bag X 17, Bellville 7535, South Africa
Tel: +27 21-959 2809 Fax: 27 21-959 2872

E-mail: soph-comm@uwc.ac.za
09 February 2024

The National Health Research Review Board (NHRRB), Ministry of Health, Mbabane, Eswatini
Dear Sir/Madam

Re: Request for permission to conduct a research study at the Raleigh Fitkin Memorial Hospital
(RFMH) Manzini, Eswatini

Project Title: Barriers to implementing quality improvement initiatives amongst health care workers at a
regional hospital in Eswatini

I am Juliet Siphiwe Ngwenya, a Master of Public Health student from the School of Public Health,
University of the Western Cape in Cape Town, South Africa. I hereby kindly request permission to conduct
a quantitative descriptive cross-sectional study among health care providers at RFM Hospital on barriers to
the implementation of quality improvement initiatives in Eswatini. Data will be extracted from participants
using a close-ended questionnaire tool adopted from the Theoretical Domains Framework (TDF) that will
be both a web-based and paper-based tool for the target population, which are the professional cadres from
nurses, doctors and allied workers sampled through the stratified systematic sampling with proportional
allocation.

This study will identify and describe factors influencing health care providers’ adaptation to quality
standards in a hospital for a systematically improved healthcare delivery. It will aid in setting up strategies
aimed at improving the uptake of quality improvement initiatives that will influence behavior change,
enhance patient outcomes, safety, timely, effective, efficient and equitable health services, by the hospital
management and expanding to the Ministry of Health.

Ethics approval to conduct this study was sought and approved by the University of the Western Cape
Biomedical Research Ethics Committee (ref no.), which gives the right to extend to the National Health
Research Review Board in Eswatini before the study is conducted. All participants’ privacy will be
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observed, and their rights to withdrawal will be respected; they will further be expected to have a signed
consent before they can participate.

As an ethical board that shall approve and grant the right to conduct this study, you have the right to access
relevant information to this study. Should the board wish to have any further information, the following
contacts are made available:

1. Principal Researcher:
Juliet S, Ngwenya
Student number: 4215901
Cell No. : +268 76233964
E-mail: julsngwenya@gmail.com
Telephone at work: +268 25084000
2. Research Supervisor:
Professor Helen Schneider
School of Public Health
University of the Western Cape
Cell no. : +27832750277
E-mail: hschneider@uwc.ac.ac

To report any serious or adverse effects emergent from this research, please contact the ethics committee
below:

Biomedical Research Ethics Committee
Research and Postgraduate Division
University of the Western Cape

Private Bag X17

Bellville 7535

Tel: 021 959 4111

Email: research-ethics@uwc.ac.za

Yours Faithfully

Juliet S. Ngwenya
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Private Bag X 17, Bellville 7535, South Africa
Tel: +27 21-959 2809 Fax: 27 21-959 2872
E-mail: soph-comm@uwc.ac.za

09 February 2024

The Senior Medical Officer, Raleigh Fitkin Memorial Hospital (RFMH), Manzini, Eswatini
Dear Sir

Re: Request for permission to collect data in the hospital

Project Title: Barriers to implementing quality improvement initiatives amongst health care workers at
a regional hospital in Eswatini.

I am Juliet Siphiwe Ngwenya, a Master of Public Health student from the School of Public Health,
University of the Western Cape in Cape Town, South Africa. I hereby request your permission to conduct
a quantitative descriptive cross-sectional study among healthcare providers at your facility on barriers to
the implementation of quality improvement initiatives in Eswatini. Data will be extracted from participants
using a close-ended questionnaire tool adopted from the Theoretical Domains Framework (TDF) that will
be both a web-based and paper-based tool for the target population, which are the professional cadres from
nurses, doctors and allied workers sampled through the stratified systematic sampling with proportional
allocation method.

This study will require the target population to answer the research tool, which might take at least 30
minutes maximum to answer either using the web-based or the paper-based tool. The target population can
personally have access to the tool and independently answer the tool without assistance; however, should
assistance be needed, contact details will be provided, and an assessor will also be available. Privacy and
anonymity of participants will be ensured, and data or information obtained from participants will be highly
protected and kept private and confidential. All data will be stored and secured with a password on an
electronic device, which only the principal researcher will have access to.
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Research findings will be shared with the facility management with a copy that shall be approved to be kept
in the hospital medical library. Permission shall further be requested to disseminate the findings with
external bodies that inform policy makers and the Ministry of Health to come up with effective strategies
to improve the uptake of quality improvement initiatives.

Ethics approval to conduct this study has been sought and approved by the University of the Western Cape
Biomedical Research Ethics Committee (ref no.) and the National Health Research Review Board in
Eswatini (ref no.)

As the facility that shall approve and grant the right to conduct this study, you equally have the right to have
access to relevant information for this study; hence, a copy of the research proposal is attached. Should you
wish to have any further information, the following contacts are made available:

1. Principal Researcher:
Juliet S, Ngwenya
Student number: 4215901
Cell No. : +268 76233964
E-mail: julsngwenya@gmail.com
Telephone at work: +268 25084000

2. Research Supervisor:
Professor Helen Schneider
School of Public Health
University of the Western Cape
Cell no. : +27832750277
E-mail: hschneider@uwc.ac.ac

To report any serious or adverse effects emergent from this research, please contact the ethics committee
below:

Biomedical Research Ethics Committee
Research and Postgraduate Division
University of the Western Cape

Private Bag X17

Bellville 7535

Tel: 021 959 4111

Email: research-ethics@uwec.ac.za

Yours Faithfully

Juliet S. Ngwenya
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Private Bag X 17, Bellville 7535, South Africa
Tel: +27 21-959 2809 Fax: 27 21-959 2872
E-mail: soph-comm@uwc.ac.za
9 February 2024

Research Title:

Barriers to implementing quality improvement initiatives amongst healthcare workers at a regional
hospital in Eswatini.

Dear Participant

I, Juliet Ngwenya, am pursuing my Master of Public Health degree in the Department of School of Public
Health at the University of the Western Cape, South Africa. I would like to invite you to take part in my
research project. Please take time to read the following information carefully, and please feel free to ask
questions if anything you read is not clear to you or if you’d like more information.

What is the study about?

This study is about identifying and describing barriers in implementing quality improvement initiatives
amongst health care workers in a health facility. Identifying these factors will contribute towards setting up
strategies enabling uptake of quality improvement initiatives, and enhance patient’s outcomes, safety,
timely, effective, efficient and equitable as well as client centred services.

Why are you being invited to participate in this study?

Your involvement comes with being a potential participant that meets the inclusion criteria in being a
professional health care worker amongst the targeted population at the site where data will be collected.
Data collection for this study consists of an anonymous self-administered questionnaire with close-ended
questions adapted from an internationally validated tool (Theoretical Domains Framework). The tool will
be distributed as a web-based version through Whatsapp groups and also as a paper-based tool by an
assessor. Participants will choose one of these two methods to complete the questionnaire. The tool requires
the participants to indicate their degree of agreement with a series of statements adapted from the
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Theoretical Domain Framework (TDF). Any clarity needed can be sought via the assessor or through
contacts provided at the end of the information sheet.

What will you be expected to do in this questionnaire

Your involvement will be to complete a questionnaire that is provided as either a paper based or a web page
tool. However, first you need to read and understand this information sheet and ask question where you
need more clarity and then proceed to sing the consent form in agreement to participate in the study before
you answer the questionnaire.

What are the potential risks involved in this study

There are no risks foreseeable in this study because participants are not exposed to any harm. However, any
risk possible will be identified when the study is being piloted and a mitigation plan will then be put in
place before the commencement of the study.

What are the potential benefits involved in this study?

There are no direct benefits for participating in this study. However, your participation may help identify
barriers in the implementation of quality improvement initiatives at a hospital level and will inform how
these barriers will be addressed to have an improved health care system that will benefit the clients, health
care providers and the hospital at large.

Will my details be kept confidential?

Confidentiality will be fully observed. No names are required on the questionnaires. All paper-based records
shall be handled and safely kept by the assessors during the course of the research and later handed to the
principal researcher, where they shall be kept in a safely locked cabinet. Web-based questionnaires and data
on soft copy shall be kept in a secured file with a password only known to the researcher. Only the ethical
boards that shall approve and grant the right to conduct this study together with the facility where data will
be collected shall have the right to access relevant information to this study.

What type of personal information will be collected?

Personal data to be collected includes gender, age, hospital department, the year you joined the facility,
level of education, and professional cadre.

Who will have access to my personal information outside of UWC?

Outside of UWC, the Eswatini Research Ethics Board together with Raleigh Fitkin Memorial Hospital will
be granted the right to have access to your personal
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How long will my personal information be stored?

The principal researcher will be responsible for collecting and storing your personal information with the
assistance of an assessor and electronic data will be kept on the researcher’s password-protected computer
for five years and deleted thereafter. Hard copies will be kept in a locked drawer for five years and deleted
thereafter. This is to ensure that the original data will be made available should need be.

Voluntary participation and choice to withdrawal

Please note that your participation in this study is completely voluntary, and no one is compelled to
participate. Also note that should you choose to participate and then decide to withdraw, you are free to do
so, and this will not have any implication against any benefit which was otherwise entitled to you. In
addition, you may also choose not to answer certain questions that you feel you’re not comfortable with
being asked in the study.

Should you require any further information or wish to report any concerns emerging from this
research, please use the following contacts:

1. Principal Researcher:
Juliet S, Ngwenya
Student number: 4215901
Cell No. : +268 76233964
E-mail: 4215901 (@myuwc.ac.za
Telephone at work: +268 2508 4000

2. Research Supervisor:
Professor Helen Schneider
School of Public Health
University of the Western Cape
Cell no. : +27832750277
E-mail: hschneider@uwc.ac.ac

3. Biomedical Research Ethics Committee
Research and Postgraduate Division
University of the Western Cape
Private Bag X17
Bellville 7535
Tel: 021 959 4111
Email: research-ethics@uwec.ac.za
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Research title:

Barriers to implementing quality improvement initiatives amongst health care workers at a regional
hospital in Eswatini

Acknowledgement

The information about this research study has been made clear to me on the participant’s information sheet
and I understand it. I have been given an opportunity to ask questions to clarify certain information and all
answers that have been given to me are to my satisfaction.

I voluntarily consent to participate in his study and I understand that I have the right to withdraw from the
interview at any time should I feel uncomfortable to continue, and also to choose not to answer certain
question which I do not feel comfortable with.

By signing, I am willing to participate in the research study.

Participant’s Name:

Participant’s Signature: Consent Date:

Name of Researcher Conducting Informed Consent:

Researcher’s Signature: Date:
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APPENDIX 5: DATA COLLECTION TOOL

QUESTIONNAIRE ON: BARRIERS TO IMPLEMENTING QUALITY IMPROVEMENT
INITIATIVES AMONGST HEALTH CARE WORKERS AT RALEIGH FITKIN
MEMORIAL HOSPITAL (RFMH) IN ESWATINI.

SECTION A
Participant’s demographics
Demographic characteristics

Gender [_|Female [ Male [ _]Iprefer not to disclose

Age [ 119 years or younger [ 120-29 [ 130-39
L 140-49 [ 150-59 [ _160-69 170 and above

Hospital Department [ Medical | Surgical [ | MNCH
| Ambulatory [ | Allied [ ICU/Renal [_| OR

Year you joined the facility 1

Level of education [__IDiploma [_IBachelor’s degree || Master’s degree
! Doctor of Philosophy [_|Post Doctorate

Professional cadre [ |Specialist Doctor [ |Doctor [ |Nurse
L1 Allied worker
If allied please specify........cooeviiiiiiiiiiiiiiin,
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SECTION B

On the table below, please indicate your feeling with regards to the statements given with a scale from
strongly disagree to strongly agree score rate.

Statement Strongly | Disagree | Neither Agree Strongly
disagree disagree agree
nor agree

1. I know how to implement quality
improvement interventions
following the RFMH guidelines.

2. Objectives of quality improvement
interventions and my role in this are
clearly defined for me

3. With regards to quality
improvement initiatives, I know
what my responsibilities are.

4. In my work with quality
improvement, | know exactly what
is expected from me.

5. I have the skills to deliver quality
improvement following the
Eswatini Nazarene Health
Institution (ENHI) guidelines.

6. 1 have been trained in delivering
quality improvement initiatives
following the Eswatini guidelines.

7. I am practiced to deliver quality
improvement initiatives following
the ENHI guidelines.

8. 1 have control over delivering
quality improvement initiatives
following the ENHI guidelines.

9. I am confident that I can deliver
quality improvement initiatives
following the ENHI guidelines.

10. I am confident that I can deliver
quality improvement initiatives
following the ENHI guidelines even
when other professionals with
whom I deliver quality
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Statement

Strongly
disagree

Disagree

Neither
disagree
nor agree

Agree

Strongly
agree

improvement initiatives do not do
this.

11.

I am confident that I can deliver
quality improvement initiatives
following the ENHI guidelines even
when there is little time.

12.

For me, delivering quality health
care following the ENHI guidelines
1S very easy.

13.

For me, delivering quality health
care following the ENHI guidelines
is very useful.

14.

For me, delivering quality health
care following the ENHI guidelines
is not pleasurable at all.

15.

For me, delivering quality
improvement initiatives following
the ENHI guidelines is very
interesting.

16.

If T deliver quality improvement
initiatives  following the ENHI
guidelines, quality health care will
be most effective.

17.

When 1 deliver quality health care
following the ENHI guidelines, I
get financial reimbursement.

18.

When I deliver quality
improvement initiatives following
the ENHI guidelines, 1 get
recognition from the work context.

19.

If T deliver quality health care
following the ENHI guidelines,
participants will appreciate this.

20.

When I deliver quality
improvement initiatives following
the ENHI guidelines, 1 get
recognition from participants

21.

If T deliver quality improvement
initiatives  following the ENHI
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Statement

Strongly
disagree

Disagree

Neither
disagree
nor agree

Agree

Strongly
agree

guidelines, this will strengthen the
collaboration with professionals
with whom I deliver quality health
care.

22.

If T deliver quality health care
following the ENHI Guidelines, I
will feel satisfied.

23.

If T deliver quality health care
following the ENHI Guidelines, it
will help participants to be more
physically active

24,

ENHI provides professionals with a
training to  deliver  quality
improvement initiatives.

25.

ENHI provides the possibility to
experience  delivering  quality
improvement initiatives  before
professionals need to commit to it.

26.

ENHI provides sufficient
intervention materials.

27.

ENHI provides assistance to
professionals ~ with  delivering
quality improvement initiatives.

28.

ENHI provides sufficient financial
reimbursement to professionals for
quality improvement initiatives
delivery.

29.

ENHI provides insights into results
of quality improvement initiatives.

30.

In the organization I work, all
necessary resources are available to
deliver  quality = improvement
initiatives.

31.

I can count on support from the
management of the organization |
work in, when things get tough
guidelines

32.

The management of  the
organization I work in is willing to
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Statement

Strongly
disagree

Disagree

Neither
disagree
nor agree

Agree

Strongly
agree

listen to my problems with
delivering quality improvement
initiatives following the hospital
guidelines.

33.

The management of  the
organization I work in is helpful

with delivering quality
improvement initiatives following
the ENHI guidelines.

34.

Most people who are important to
me think that I should deliver
quality improvement initiatives
following the ENHI guidelines.

35.

I can count on support from
professionals with whom I deliver
quality improvement initiatives
when things get tough around
delivering quality health care
interventions following the ENHI
guidelines.

36.

Professionals with whom 1 deliver
quality improvement initiatives
deliver  quality  health  care
interventions following the ENHI
guidelines.

37.

Professionals with whom I deliver
quality improvement initiatives
think I should deliver quality health
care interventions following the
ENHI guidelines

38.

Professionals with whom I deliver
quality improvement initiatives are
willing to listen to my problems
with delivering quality health care
interventions following the ENHI
guidelines.

39.

Other professionals who work with
quality improvement initiatives
deliver  quality  health  care
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Statement Strongly | Disagree | Neither Agree Strongly
disagree disagree agree
nor agree

interventions following the ENHI
guidelines.

40. Professionals with whom 1 deliver
quality improvement initiatives are
helpful with delivering quality
health care interventions following
the ENHI guidelines

This tool was adopted from the Theoretical Domains Framework (TDF) developed by (Huijg et al., 2014).
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From the following recommendations what are some of the most effective ways to implement quality
improvement initiatives at RFMH.

Recommendation Strongly | Disagree | Neutral | Agree Strongly
disagree agree

1. The facility should offer in-service
training programmes and educational
resources on QI such as books for all
staff members to impact knowledge
on quality improvement initiatives.

2. The facility should provide
additional resources and equipment to
support quality improvement
initiatives.

3. The facility should focus on
recruiting and retaining skilled
workers with experience in quality
improvement.

4. Management should take
ownership of quality improvement
initiative by actively participating in
the implementation process.

5.The facility should improve
communication channels and
procedures such as regular QI
meetings and providing feedbacks

6. The facility should identify and
address any barriers to quality
improvement such as resources, time
constraints, resistance to change, and
training.
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SECTION C
Based on your knowledge and experience, please answer the following questions.

1. Please list, if any, the quality improvement strategies and/or techniques that you have been exposed
to in your facility.

2. Have you ever been exposed to any other quality improvement strategy/technique outside of your
health facility, if yes, which?

3. What would you regard as the main barrier in the implementation of quality improvement initiatives
in your facility?

Appreciation

Thank you for taking the time to complete this questionnaire. Your feedback is valuable and will be used to
improve the quality of care in our healthcare setting. We truly appreciate your time and effort.
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