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SECTION 2. BUILDING AND STRENGTHENING 
STAKEHOLDER AND COMMUNITY 
PARTNERSHIPS IN QUALITY IMPROVEMENT 
INITIATIVES

For QI initiatives to be e!ective, meaningful and sustainable, stakeholder and community engagement is crucial 
across the start-up and implementation phases and across the health-care system at the national, district 
and facility levels. This section outlines four steps to take, with corresponding activities relevant to each step. 
Engagement for policy-making, programming and service delivery should follow similar steps, though the types 
of stakeholders may vary by country and level. At the national level, for example, engagement will mostly refer 
to stakeholder groups relevant for that level, with users and communities being represented by intermediary 
structures such as civil society organizations. At the facility level, engagement may be with representatives too but 
also more directly with groups of women and community members, depending on the engagement approach. The 
approaches presented in this section will be common to all levels but include such specificities where relevant.

Rationale for 
stakeholder 
and community 
engagement in  
QI initiatives

1
Section

Ongoing Information, communication and advocacy

Engaging stakeholders 
and communities 
through communication 
and advocacy on  
QI initiatives

3
Section

Ongoing Monitoring, evaluation and learning on stakeholder  
and community engagementM&E and learning4

Section

Stakeholder 
mapping and 
analysis

Step 1
Establishing 
a governance 
structure

Step 2
Capacity 
building

Step 3
Collaborative 
quality assessment  
and planning

Step 4Building and 
strengthening 
stakeholder and 
community partnerships 
in QI initiatives

2
Section

Start-up 
of QI 

initiative
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Step 1. Stakeholder mapping and analysis

Given the rationale outlined above, policy-makers and planners need to conduct a careful stakeholder mapping 
and analysis to ensure that the right individuals and organizations are contributing commitment, knowledge and 
resources to QI initiatives. Such mapping will take into account di!erences in stakeholders’ experiences, influence 
and power, and facilitate e!ective engagement. It also helps to define the roles that stakeholders can play in the 
programme, and the resources (information and knowledge, funding, technical assistance, alliances, advocacy) 
they can bring to bear. The result – a stakeholder engagement strategy – should be part of the QI initiative, strategies 
and operational plans.

Stakeholder mapping and analysis is often done informally, in an ad hoc way, and not systematically updated. 
As a result, it may only include stakeholders who already agree with the policy or programme or only invite 
participants from selected organizations that are directly involved in the implementation. Such approaches may 
miss important interest groups that could contribute valuable insights, influence or resources to the programme. 
Omitting their voices may threaten the embedding and sustainability of the programme.27

Stakeholder mapping and analysis can be broken down into four activities. These can be tailored during any 
stage of the QI initiative (planning, implementation and M&E), although it is most beneficial at the early stages 
of programme design, prioritization and preparation. At that stage, a stakeholder analysis will avoid overlooking 
important or influential individuals or organizations.

Box 2 (found on page 19) at the end of this section lists resources available to support stakeholder and community 
mapping and analysis.

Activity 1. Specify the quality issue at stake
The issue or problem needs to be carefully delineated. If it is stated very broadly (“QoC in MNCH”), it will be 
hard to identify relevant stakeholders. It may be useful to break down the analysis; for example, by focusing 
on one QoC dimension or standard at a time (see Table 2)28 or a quality issue that a!ects particular groups 
(e.g. adolescents or unmarried women or health workers in rural areas).

27 Stakeholder engagement tool. Chapel Hill: Measure Evaluation; 2011 (https://www.measureevaluation.org/resources/publications/
ms-11-46-e).

28  Standards for improving quality of maternal and newborn care in health facilities (p. 16). 

Stakeholder 
mapping and 
analysis

Step 1
Establishing 
a governance 
structure

Step 2
Capacity 
building

Step 3
Collaborative 
quality assessment  
and planning

Step 4

1. Specify the issue at stake

2.  List stakeholders

3. Conduct a stakeholder analysis

4. Identify potential roles

https://www.measureevaluation.org/resources/publications/ms-11-46-e
https://www.measureevaluation.org/resources/publications/ms-11-46-e
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Table 2. WHO quality of care framework

Dimension and intervention area for improvement Standards

Provision of care

1. Evidence-based practices for routine care and 
management of complications

2. Actionable information systems

3. Functioning referral systems

Experience of care

4. E!ective communication

5. Respect and preservation of dignity

6. Emotional support

Resources
7. Competent, motivated personnel

8. Availability of essential physical resources.

The quality issue at stake may be informed by existing quality assessments or may be predefined by the improvement 
aims set by national-level QoC policies. When there is an opportunity to conduct a new or more comprehensive 
(i.e. addressing all dimensions of QoC) quality assessment at national, district, or facility level, this could become a 
stakeholder and community engagement process in itself. Guidance on such processes is provided in Section 3.

Activity 2. List the names of stakeholders relevant to the quality dimension at stake
These include persons; groups such as health professionals, councils or organizations; and research institutions with 
interests in the defined issue, quality gap or improvement programme, or who may be directly or indirectly a!ected 
by the process or outcome. List organizations, groups, or individuals and categorize them by their location (national, 
district, facility) and sector. Table 3 presents examples of stakeholders for di!erent levels.

An obvious start may be to identify existing QI e!orts and start with mapping stakeholders who have already been 
involved in these programmes. District o!ices are often well placed to map these, to identify gaps that need to be 
filled, and to avoid duplication. Good starting references may also be health governance and health systems policies.

Make sure to include stakeholders who are directly a!ected by QoC issues, including representatives of 
women using MNCH services and marginalized groups. Also include representatives of health providers, 
especially midwives and nurses, and managers through their professional associations or societies. Their 
voices and perspectives on quality of care and challenges and solutions as well as their support to the process 
is instrumental to the success or failure of any QI strategy.29

Activity 3. Conduct a stakeholder analysis. For each stakeholder identified, describe, per 
level, their stake in the QoC issue, namely:
• Experience with QI initiatives in MNCH. People who can bring in success factors, lessons learned from 

interventions or from challenges around QoC in MNCH. For example, those who have experience in:
 – QoC policy-making, implementation, documentation and scale-up;
 – advocacy for improved QoC in MNCH or other sectors, such as adolescent care;
 – creating an enabling environment for improved QoC in MNCH;
 – community engagement;
 – evaluating QoC and QI initiatives.

29 Handbook for national quality policy and strategy.
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• Expertise and knowledge of the quality issue identified (e.g. people who have information about the 
challenges, about community structures and preferences, or information about stakeholders).

 – Determine their level of interest and commitment (support or oppose; why).
 – Distinguish between stakeholders with a short-term interest (e.g. in piloting the learning initiative) and 

those that can play a role in the scale-up of the intervention.
• Level of responsibility and accountability for QoC in MNCH (see guidance on mapping responsibilities).30 

National health governance policies can be used for this exercise.31

• Available resources (sta!, funding, tools, information, influence in decision-making).
• Influence on other stakeholders: people whose opinions are respected and who have some influence over 

public and stakeholder opinion, and who can foster participation in and generate support for your initiative.

Table 4 provides an example of a stakeholder analysis at the district level which aims to identify stakeholders 
that should be engaged in defining improvement activities to enhance experience of care for adolescent 
women. This table can be used as a template.

30 Handbook for national quality policy and strategy (p27).

31 For example: Guidelines for governance and management structures. Kampala: Republic of Uganda Ministry of Health; 2013 (http://
www.health.go.ug/docs/GMS.pdf ).

https://www.health.go.ug/docs/GMS.pdf
https://www.health.go.ug/docs/GMS.pdf
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Activity 4. Identify stakeholders’ potential active role in the QI initiative
In the last column of Table 4, the potential role of stakeholders can be identified. Examples of roles are: partner 
in the QI team (needs to be involved in decision-making), influence/advocacy champion, informant, funder, 
knowledge provider, regulator, reviewer, expert consultant, beneficiary, etc.

Box 2 contains a list of resources that can be used for stakeholder and community mapping and analysis.

Step 2. Establishing a Quality Improvement governance structure

The stakeholder analysis will have facilitated the identification of core stakeholders that need to be actively 
involved in the QI initiative. This next step helps to identify the forums in which these stakeholders can be 
engaged and through which governance mechanism they will be enabled to contribute and provide input in 
decision-making.

Box 2. Resources supporting stakeholder and community mapping and analysis
Tools and references for stakeholder mapping and analysis – national and district level

 � The Partnering Initiative (2011). The partnering toolbook: an essential guide to cross-sector partnering. See example 
of a resource map on p14.

 � Wageningen University and Research (2019). Stakeholder characteristics and roles matrix.

 � Wageningen University and Research (2019). Stakeholder analysis: Importance/influence matrix.

 � Measure Evaluation (2011). Tools for data demand and use in the health sector: stakeholder engagement tool. 
Examples of stakeholder analysis matrix and stakeholder engagement plan.

 � WHO reproductive health sample stakeholder mapping grid.

Tools and references for stakeholder mapping and analysis – facility level

Facility and community level

 � World Vision International (2016): Local context analysis, including a country and local analysis of governance 
structures, policy development and processes, implementation and budgeting, opportunities for citizen 
participation, stakeholder analysis, public and social accountability mechanism, and civil society and sector 
analysis. (WVI, 2016, pp. 28–30). Citizen Voice and Action Field Guide.

 � Management Sciences for Health (2012): Community-based participation and initiatives.

 � Centre for Community Health and Development (2019): How to identify and involve influential people.

5.  Exploratory interview 

6.  Identifying the governance structure and members

7.  Developing partnership agreements

Establishing 
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structure

Step 2
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Step 1
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and planning

Step 4

https://thepartneringinitiative.org/wp-content/uploads/2014/08/Partnering-Toolbook-en-20113.pdf
http://www.mspguide.org/tool/stakeholder-characteristics-and-roles-matrix
http://www.mspguide.org/tool/stakeholder-analysis-importanceinfluence-matrix
http://www.mspguide.org/tool/stakeholder-analysis-importanceinfluence-matrix
https://www.who.int/reproductivehealth/stakeholder-mapping-tool.pdf
https://www.wvi.org/local-advocacy/publication/citizen-voice-and-action-field-guide
https://www.msh.org/sites/msh.org/files/mds3-ch31-community-mar2012.pdf
https://ctb.ku.edu/en/table-of-contents/participation/encouraging-involvement/key-influentials/main
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Activity 5. Conduct exploratory interviews
Review the information entered into the stakeholder analysis table and discuss the relative priority of stakeholders 
to involve in the QI initiative. Exploratory interviews with key stakeholders from di!erent sectors can help confirm 
their interest and gather input for the engagement strategy. Such consultation can help to further specify the 
objectives of stakeholder and community engagement in QoC in MNCH. The interviews can also ask the 
previously identified relevant stakeholders how they would prefer to be engaged as core members of the QI 
governance structure. Exploratory interviews can cover questions such as:

• What issues are important for you (or your group)?
• Do you actively contribute to addressing the issue? Would you like to actively contribute to addressing 

the issue? If so, how?
• What do you need to engage in a way that is meaningful to you?
• What factors would help or hinder you in becoming actively involved with the QI team?

The earlier in the process people are consulted and listened to, the more likely they are to be supportive and 
to contribute. Hence, such interviews also help to build stakeholder support in the early stages, even if the 
stakeholders do not become part of the governance structure. As already mentioned, it is important to take 
additional measures to ensure women’s voices and vulnerable groups are not overlooked in these consultations.

Box 3 (found on page 22) lists resources identified to support the establishment of a governance structure.

Activity 6. Identify the governance structure
A group or a team that oversees a plan, project or intervention can go by a number of names which are often 
used interchangeably: task force, QI team, quality committee, oversight group, coordination team, etc. The QOC 
Network implementation guide32 refers to QI teams as “the focal point for working on specific improvement 
aims”. Smaller facilities may have one QI team that works on di!erent MNCH aims. Larger facilities may have 
multiple QI teams. Sometimes, QI teams may exist but lack an MNCH focal person or committee. At the 
national level, the guide refers to technical working groups (TWG). Many district health systems will already 
have an existing MNCH TWG that can be a good platform to start establishing a partnership. It will usually 
be necessary, however, to review the composition of any existing district platform to ensure participation by 
relevant partners and community stakeholders.

Decision-making on the composition and functioning of the governance structure depends on:

• the needs and priorities of the organizations and individuals involved (as obtained through the exploratory 
interviews);

• the level of input required;
• the amount of time members will need to put in; and
• what the group is actually going to do (oversee, coordination, implementation of the initiative).

For the QI governance structure, there needs to be enough people to perform the roles, but not so many as 
to make collaboration impractical. Implementation (TWG, QI) teams usually consist of 8–10 members, while 
an advisory body or steering committee may consist of a broader set of stakeholders up to 20 members. The 
composition of the team is not fixed and will change depending on the focus of the partnership (whether 
focusing on developing a holistic QI plan for MNCH or on sub-aspects of QoC) and the selected QI aim.

32  Implementation guide for national, district and facility levels
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Stakeholders can be engaged as:

• TWG member (national) or QI team member (district and facility)
• subcommittee or working group member (e.g. committee that works on defining, contextualizing QoC 

standards, developing and testing quality assessment tools)
• member of a (national or district-level) steering committee or advisory board.

Criteria for QI team membership. 

Ideally, QI team members are:

• keen to work on QoC or QoC issues in MNCH and have the time and energy to invest in it;
• able to regularly attend meetings, especially for the implementing team (for advisory bodies this may be 

less important);
• representative of a cross-section of the sectors (see Table 3); and
• select representatives of a cross-section of service users and community members in terms of gender, 

socioeconomic status and expected roles.

There may be stakeholders who cannot be directly engaged as QoC team members or members of advisory 
boards, but who need to be involved at di!erent moments because they can make a particular contribution. 
Such stakeholders can be engaged as:

• audience receiving the information
• resource person, expert, reviewer
• participant in a focus group discussion
• participant in a stakeholder meeting
• participant of a working group (e.g. on quality assessment, audit and review of stillbirths and neonatal deaths).

Activity 7. Develop partnership agreements
Ideally, identified stakeholders are involved in establishing the roles and procedures of QI teams, TWG or 
advisory boards. They need an understanding of the process that they are being invited to join, what is required 
from them, and how long it is going to take, before they will commit to taking part. A start-up workshop can 
help to clarify expectations and questions, and begin engaging stakeholders in co-developing collaboration 
principles and establishing processes of communication, coordination, decision-making and leadership. It is 
recommended that partnership agreements – or more specifically, QI team Terms of Reference – are jointly 
drafted. Box 3 describes the resources available for supporting the establishment of a governance structure.

Box 3. Resources supporting the establishment of a governance structure 
Tools and references for establishing a governance structure

 � WHO (2017). Guidance on establishing district QOC teams or coordinating mechanisms (WHO guide for 
individuals, families and communities [IFC], section 3.4).

 � UNICEF (2016). Every Mother Every Newborn (EMEN) quality Improvement guide for health facility sta!.

https://apps.who.int/iris/bitstream/handle/10665/254989/9789241508520-module1-eng.pdf?sequence=5&isAllowed=y
https://www.healthynewbornnetwork.org/hnn-content/uploads/EMEN-QI-GUIDE-.pdf
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Step 3. Capacity-building and coordination of training programmes

The implementation guide suggests several actions to foster a positive environment for improving QoC. From 
the perspective of stakeholder and community engagement, this translates to actions aimed at strengthening 
the capacities and ability of stakeholders, communities and providers to engage with each other and work in 
partnership in the QI initiative in MNCH.

Activity 8. Develop a capacity strengthening plan for stakeholders and communities
In order for partners in a QI initiative – such as representatives of women, their families and the communities – 
to be e!ectively involved, they will need certain capabilities that facilitate their interaction with health providers 
and managers, and that also increase their ability to understand, participate in, and influence QI processes. Some 
community members may already have skills and experiences in these processes; others may not. Building these 
capabilities requires time and commitment, and the related activities need to be included in the QI initiative. 
Specific capabilities will also be contextually defined and may di!er between the “core” stakeholders (active 
partners in the QI team) and stakeholder and communities in a broader sense. Equally important is building the 
capacities of community and civil society structures to understand quality issues and to monitor QoC.

Activity 9. Develop capacity strengthening of health professionals
Formal sector health professionals play a key role in facilitating the process of stakeholder and community 
engagement in QI initiatives in MNCH. To fulfil these roles e!ectively and to create productive partnerships at 
di!erent levels, health managers and providers must develop engagement capacities including strengthened 
interpersonal communication skills. Specifically, they require the skills to:

• communicate with di!erent stakeholders and members of the community and establish relationships with 
people, including with community leaders, women’s groups, marginalized groups and health workers;

• listen well and learn from the stakeholders and the community;
• share skills and experiences with the community;
• respect people’s ideas and skills;

Capacity 
building

Step 3
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• promote equity in male–female representation and in representation of the various social, economic and 
age groups in local decision-making bodies;

• be aware of and respect the social practices, traditions and culture of the community;
• foster collaboration with other projects, organizations and services; and
• promote a holistic or integrated approach to QoC in MNCH (integrating dimensions of provision and 

experience of care, as well as intersectoral aspects).

Activity 10. Facilitate partnerships
In a number of QI initiatives, collaboration between health facility management, providers, stakeholders and 
communities will be a new experience. Working in partnership involves listening to di!erent perspectives and 
managing varying power dynamics. Skilled facilitators are needed to make sure partners can participate and 
contribute e!ectively. Facilitators need to guide partners in the processes of:

• shared assessment and analysis of the situation;
• the design of context-specific approaches;
• shared agenda setting and planning;
• defining roles and responsibilities.33

Within the QI team there may be someone with the necessary skills, or an external facilitator or coach may 
be involved, in particular, at the start-up phase when the QI teams or groups are set up, but also during QI 
team planning and M&E meetings. A facilitator may use team-building exercises to develop the partnership 
at di!erent stages. Abilities a facilitator needs to possess are: knowing how to ask clarifying questions; active 
listening; being able to encourage everyone to share; relating discussions to people’s realities; and managing 
di!erences of opinion.34

The district and national levels have a role in facilitating stakeholders, communities, health authorities and 
providers to engage in a partnership. An important requirement is the training of the health workforce as well 
as community representatives in skills and capacities to e!ectively communicate, listen, and engage in joint 
decision-making and planning. If multiple facilities participate in the QI initiative, districts can explore e!icient 
ways of building capacities in collaboration with other district-level organizations.

33 WHO community engagement framework for quality, people-centred and resilient health services. Geneva: World Health Organization; 
2017 (https://apps.who.int/iris/bitstream/handle/10665/259280/WHO-HIS-SDS-2017.15-eng.pdf ).

34 Partnership defined quality for youth: A process manual for improving reproductive health services through youth-provider 
collaboration. Washington (DC): Save the Children; 2008 (https://www.savethechildren.org/content/dam/global/reports/health-
and-nutrition/pdq-y-manual.pdf ). 

It is important to view health professionals not only as facilitators of the QI process but important stakeholders in 
the process.  Health providers will provide important views on barriers to achieving quality care and what support 
and systems are needed. 

https://apps.who.int/iris/bitstream/handle/10665/259280/WHO-HIS-SDS-2017.15-eng.pdf
https://www.savethechildren.org/content/dam/global/reports/health-and-nutrition/pdq-y-manual.pdf
https://www.savethechildren.org/content/dam/global/reports/health-and-nutrition/pdq-y-manual.pdf
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Activity 11. Consolidate the stakeholder and community engagement strategy
If there is an existing national/district/facility operational plan for improving MNCH QoC, the stakeholder and 
community engagement strategy and governance structure should be integrated. The engagement plan is 
flexible and should be reviewed at various points throughout the programme. The engagement strategy should 
identify who is responsible for this as well as for coordinating stakeholder engagement at di!erent levels 
(facility, district or national level). Determine who in the TWG (national level) or QI team (district and facility 
level) can oversee the plan implementation and review. Box 4 lists the resources that can be used to support 
capacity strengthening.

Box 4. Resources supporting capacity strengthening 
Tools and references for capacity-building and empowerment of communities

 � Identification of needs and available community resources through focus group discussions and preparation 
of user-friendly information packages on MNCH quality policies, quality measures and indicators and facility 
processes.

 � Learning Network (2014): Health committee learning circles. Increasing understanding of National Core 
Standards, the importance of quality health care, and how clinic health committees can participate in standards 
of QoC, responsibilities and QI plans.

 � World Vision International (2016): Capacity-building of health-focused community groups that are empowered 
to coordinate and manage activities leading to improved overall community health and strengthened civil society.

 � Health facilities can make visible and accessible the rights of women and children and the responsibility of the 
health facility in providing MNCH, as well as display important information on health facilities, such as services 
provided, hours of operation, sta! timetables, and fees for services (if any). Example: Display of patients’ and/or 
health workers’ charter or other charters such as the Charter on Respectful Maternity Care, including the Seven 
Universal Rights of Childbearing Women.

Tools and references for enhanced access to information and capacity-building of health professionals

 � Identification of needs and available community resources of di!erent categories of health workers: This can be 
conducted through focus group discussions and preparation of user-friendly information packages on national 
community participation policies, local governance and decentralization. Example from Sierra Leone: Facility 
management committee operational guideline.

 � Marshall and Mayers (2015): Community engagement for quality care: a health workers training manual. 
This training manual aims to strengthen interpersonal respect, compassion and professionalism in health care 
as a quality component. It assesses patients’ rights and responsibilities as well as health workers’ rights and 
responsibilities, and includes methods and tools to develop people-centred care.

 � Population Council (2015): Promoting respectful maternity care: a training guide for facility-based workshops.

http://www.salearningnetwork.uct.ac.za/sites/default/files/image_tool/images/386/resources/training_mat/manuals/learning_circles_-_basic_counselling_skills.pdf
https://www.wvi.org/maternal-newborn-and-child-health/publication/comm-trainers-guide
https://www.whiteribbonalliance.org/wp-content/uploads/2017/11/Final_RMC_Charter.pdf
https://www.advancingpartners.org/sites/default/files/sites/default/files/resources/tagged_mohs_fmc-guidelines_sept2017.pdf
https://www.advancingpartners.org/sites/default/files/sites/default/files/resources/tagged_mohs_fmc-guidelines_sept2017.pdf
https://salearningnetwork.weebly.com/uploads/6/5/0/1/6501954/health_worker_training_manual.pdf
https://www.popcouncil.org/uploads/pdfs/2014RH_RMC_FacilityBasedGuideParticipant.pdf
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Step 4. Collaborative quality assessment and comprehensive Quality 
of Care planning

After having defined the governance structure and QI team composition and procedures, the next step is 
to conduct a collaborative quality assessment to identify gaps and improvement aims. Such assessments 
provide an opportunity to collect, aggregate and compare data on all dimensions of QoC and to develop a 
comprehensive operational plan. This step describes activities for the district and facility levels.

What are collaborative quality assessments?

Collaborative quality assessments are approaches in which di!erent groups (service users, marginalized groups, 
health providers, managers, etc.) evaluate the QoC; for example, through the use of rating methods (scorecards, 
checklist with a grading scale) or group discussions. The criteria for quality are first defined separately by the 
groups or sub QI teams. This is followed by an interface meeting where the groups jointly review the criteria 
and results, compare di!erent perspectives and identify improvement aims. Out of this assessment, the core 
group (QI team) prepares a QI plan.

Besides identifying improvement aims, a collaborative quality assessment is an important strategy for 
community and stakeholder engagement that can achieve multiple additional goals: enhance transparency 
and mutual understanding; mobilize relevant support for a QI initiative; encourage acceptable and respectful 
MNCH services; improve experiences of care; increase accountability to service users; and empower health 
providers, communities, families and women in the longer term. Such an assessment is usually led by the QI 
team but may involve the delegation of particular assessment areas to sub-teams or groups.

As observed by the QOC Network, certain areas of quality assessment remain undeveloped, particularly with regard 
to experience of care.35 Many QI teams may be new to assessments of processes of care from the perspectives of 
women and communities, and to identifying improvement initiatives focusing on experiences of care. Also, many 
assessment methods overlook health workers’ perspectives of QoC. While there are many assessment and problem 

35 Implementation guide for improving quality of care for maternal newborn and child health. Working document. Lilongwe: Network 
for improving quality of care for maternal newborn and child health; 2017 (https://www.who.int/maternal_child_adolescent/topics/
quality-of-care/quality-of-care-brief-implementation.pdf ). See also: Handbook for national quality policy and strategy.
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https://www.who.int/maternal_child_adolescent/topics/quality-of-care/quality-of-care-brief-implementation.pdf
https://www.who.int/maternal_child_adolescent/topics/quality-of-care/quality-of-care-brief-implementation.pdf
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analysis methods, this section focuses on community-based monitoring, tools for collecting women’s perspective 
on and experiences of care, and methods to assess health providers’ perspectives on QoC.

Activity 12. Identify the goal and scope of collecting perspectives from communities, 
women and health providers36

The specific goal identified for capturing the QoC perspectives and experiences of communities, women 
and health providers is what determines the methods used to collect information, report findings and make 
improvements. In the planning phase, discuss the following questions:

• What guidelines exist and which actors have experience related to collecting information on experiences 
of care of communities, women and health providers?

• Why do we collect information about views of QoC from communities, women and health providers? Is 
it for information (understanding experiences of care), involvement (identifying opportunities for QI) or 
collaboration ( joint planning and implementation of QI initiatives)?

• How might the assessment itself also contribute to capacity strengthening, empowerment and accountability?
• What organizational level are we considering: health clinics, outreach services, maternal health clinics, 

individual health workers, teams, particular services (such as antenatal care, vaccines, etc.)?

Activity 13. Specify the information needed
It is important to review what information already exists and to identify where the gaps are before collecting 
additional information:

• What information (data, studies, reports) do we already have regarding experiences of care? Where do we 
lack information and knowledge?

• Consider the following information sources:
 – Women who use(d) services, or their representatives (for example, when certain data already exist): 

pregnant women, women who have given birth, women of childbearing age, male partners/husbands, 
caregivers, family

 – Women who do not (yet) use services and their families and others who influence decisions to use services
 – All women or a specific group of women (e.g. particular age group, urban/rural, with certain medical 

conditions, marginalized groups)
 – Community leaders and community-based groups, etc.
 – Vulnerable groups of women
 – Providers – specify types
 – Communities – specify who in local communities need to be consulted.

• Consider the outputs:
 – Anonymous information
 – Results comparing groups of women, communities, providers or facilities.

36 National Quality and Risk Managers Group. Guide for developing a consumer experience framework. Wellington: Health Quality and 
Safety Commission; 2012.
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Activity 14. Specify the methods and tools
While considering which method to use to gather information, also think about who will be gathering the 
information and their respective skills; di!erent methods are associated with di!erent levels of engagement: 
information, involvement, or collaboration. A combination of methods is likely to achieve multiple objectives. 
Some factors to bear in mind are:

• Consider whether the assessment is for planning purposes only or for ongoing feedback (i.e. can the 
assessment be used for subsequent collection of feedback).

• The quality assessment must be appropriate for finding areas of improvement and potentially for keeping 
track of improvements. The type of data and questions to be addressed should determine the data collection 
methods. These include:

 – methods that do not require interaction (e.g. surveys, questionnaires, suggestion boxes);
 – methods that allow for gathering of more in-depth information on the what, how and why of experiences 

(e.g. in depth-interviews);
 – methods that allow interaction between members of the same group (e.g. women, health providers) or 

participants (e.g. focus group discussions, discussion forum).

For such assessments to be meaningful for health providers, women and communities, they have to go 
beyond one-o! events. Identify methods to bring together data from the individual assessments (e.g. interface 
meetings, stakeholder meetings) and to facilitate continued interaction. Community-based monitoring and 
social accountability approaches support such interactions (see Box 5).

Activity 15. Prepare the QI plan
The QoC team can use the outcomes of collaborative quality assessments to design or finalize the QI plan, with 
regular feedback to participants of the assessment. The QoC team uses the data from all groups to identify the 
gaps, improvement aims, and approaches and actions that are appropriate to solve the identified gaps in the short 
term and in the long term. QoC teams should also keep an open mind and try new things if they learn about other 
successful strategies to improve care, including strategies to improve experiences of care (see Box 5 for examples). 
Further guidance on developing QI operational plans is provided in detail in several guidelines for di!erent levels.37

37 For example:
-  Implementation guide for national, district and facility levels and A mapping and synthesis of tools for stakeholder and community 

engagement in quality improvement processes for Sexual, Reproductive, Maternal, Newborn and Child Health - forthcoming,
-  CQI for respectful maternity (Ethiopia)
-  Implementation guide for improving quality of care for maternal newborn and child health
-  Handbook for national quality policy and strategy.Implementation guide for improving quality of care for maternal newborn and 

child health. (Working document.) 
-  Handbook for national quality policy and strategy: a practical approach for developing policy and strategy to improve quality of 

care. Geneva: World Health Organization; 2018.
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Box 5. Resources supporting collaborative quality assessments 
Tools and references for partnership-led quality assessment and QI planning

Partnership-led quality assessment and improvement planning (QoC in general):

 � Save the Children (2003). Partnership defined quality: a toolbook for community and health provider collaboration 
for quality improvement.

 � Quality of Care Network (2017). Monitoring framework proposes measurements to assess all aspects of quality 
of MNCH care.

 � WHO (2017). WHO IFC Toolkit. Participatory community assessment (PCA) is a tool that district health services 
can use to assess the maternal and newborn health (MNH) situation and needs in a participatory manner, through 
collaboration within the health sector and with other sectors (such as education and transport), with district 
authorities, NGOs, religious organizations and other community groups. Using the results of the PCA, partners 
can then plan actions together to help create an enabling environment for care of the mother and newborn in 
the home and in the community, and to increase access to quality MNH services.

Maternal and perinatal death surveillance and response with community engagement components:

 � Bayley et al. (2015). Community-linked maternal death review (CLMDR): An assessment of the value of involving 
communities in investigating and responding to local maternal deaths. Collaborative analysis resulted in the 
development of community-planned actions, district hospital and health centre actions.

 � Biswas et al. (2018). Social autopsy for maternal and perinatal deaths: A tool for community dialogue and 
decision-making. A tool to engage family members of the deceased, senior community members, community 
leaders, religious leaders, teachers, and members from the local government.

Tools and references for community-based monitoring and social accountability

 � Tools such as community scorecards and maternal health report cards may facilitate community–provider 
collaboration, and relevant data can be used by districts for planning purposes as well as for engaging stakeholders 
at the district level; for example, through organizing district-level public hearings or through the publication of 
aggregated analysis and organizing district feedback meetings.

 � CARE (2013). Tools to enhance provider accountability by using community-driven assessment and monitoring: 
The Community Score Card (CSC): A generic guide to implementing CARE’s Community Score Card process 
to improve quality of services.

 � World Vision International. Citizen Voice & Action field guide developed by World Vision International. 

Tools and references for the assessment of health provider perspectives on quality of care

 � Save the Children. Health worker defined quality. Exercises to be conducted in a 1- to 2-day workshop (PDQ-
Youth guide, pp. 30–35).

 � Merriel et al. (2018). Ten low-cost recommendations to improve working lives of maternity health-care workers, 
based on a case study in Malawi.

Tools and references to assess women’s experiences of care

 � Bohren et al. (2018). Tools to measure how women are treated during facility-based childbirth: labour observation 
and community survey. The implementation of these tools can inform the development of more women-centred, 
respectful maternity health-care services.

 � JSA Studies Series – India (2015). Maternal health report card: collecting data on the quality of care among women 
using colour codes – referred to in George, A.S., Mohan, D., Gupta, J. et al. Can community action improve equity 
for maternal health and how does it do so? Research findings from Gujarat, India. Int J Equity Health 17, 125 (2018). 
https://doi.org/10.1186/s12939-018-0838-5

 � WHO Ethiopia: Facility-led respectful maternity care checklist for continuous quality improvement. (CQI for 
respectful maternity – Ethiopia.)

Examples of QI initiatives focusing on experiences of care:

 � The Strengthening community and health systems for quality PMTCT [prevention of mother-to-child 
transmission] (Pathfinder) project supported the creation of formal community-provider platforms to help health 
centres address cultural barriers to institutional childbirth. Traditional rites and ceremonies were an important 
part of birth for many families in Ethiopia, and were exclusively administered by TBAs at the community level. To 
support facilities’ integration of these rites, the project facilitated collaboration between facility sta! and TBAs, 
training providers to safely integrate TBAs into delivery ward procedures and conducting outreach to TBAs to 
build their awareness of pregnancy risk signs and support for HIV-positive women’s institutional deliveries.

 � Population Council (2015): Respectful maternity care: a training manual for facility-based workshops.

https://www.savethechildren.org/content/dam/global/reports/health-and-nutrition/pdq-manual-nigeria.pdf
https://www.who.int/maternal_child_adolescent/topics/quality-of-care/quality-of-care-brief-m-e.pdf?ua=1
https://apps.who.int/iris/bitstream/handle/10665/254989/9789241508520-module1-eng.pdf?sequence=5&isAllowed=y
https://bmjopen.bmj.com/content/5/4/e007753.full
https://publichealthreviews.biomedcentral.com/articles/10.1186/s40985-018-0098-3
http://www.citizens-post.org/toolkits
https://www.care.org/sites/default/files/documents/FP-2013-CARE_CommunityScoreCardToolkit.pdf
https://www.wvi.org/sites/default/files/Citizen's%20Voice%20and%20Action%20Field%20Guide.pdf
https://www.savethechildren.org/content/dam/global/reports/health-and-nutrition/pdq-y-manual.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6098626/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6238369/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6238369/
http://www.sahaj.org.in/uploads/4/5/2/5/45251491/maternal_health_report_card_english.pdf
https://www.pathfinder.org/wp-content/uploads/2016/10/Strengthening-Systems-for-Quality-PMTCT.pdf
https://www.popcouncil.org/uploads/pdfs/2014RH_RMC_FacilityBasedGuideParticipant.pdf

