Quality, Equity, Dignity
A Network for Improving Quality of Care
for Maternal, Newborn and Child Health

A. Background'-® B. Implementation milestones

completed in progress @ not started or incomplete no data
National leadership for quality of care (QoC)

Supportive governance policy and structures developed or established

Core demographic data National coverage of key interventions

Population size (thousands)

Total fertilty rate (children per woman)

Maternal mortality ratio (MMR) (per 100,000 live births)

Neonatal mortality rate (NMR) (per 1,000 live births)

Child mortality rate (per 1,000 live births)

Stillbirth rate (per 1,000 live births)

Domestic general government health expenditure as percentage of
gross domestic product (GDP) (%)

Domestic general government health expenditure per capita (in USS)

National overview of QoC for MNH

National quality policy or strategy

« Ghana National Healthcare Quality Strategy (NHQS) (2017 — 2021)
includes maternal, newborn and child health (MNCH) as a priority

« Health Facilities Regulatory Agency licenses and monitors facilities

* Quality Management Unit (QMU) established

« National Quality Technical Committee (with involvement from the private
sector and civil society organizations (CSOs))

National aims

« To reduce neonatal mortality

« Plans are underway to develop a maternal strategy this year and also to
develop and integrate a strategy that will draw on the separate documents
to present a broad summary.

National targets

+ To contribute 1o the reduction of NMR from 32/1000 live births in 2011 to
21/1000 live births in 2018 (5% per year)”

* To contribute to the reduction of institutional NMR by at least 35% by 2018"

QoC technical working group (TWG)

* TWG membership includes the Ministry of Health (MoH), Ghana Health
Service, Christian Health Association of Ghana, WHO, UNICEF, Ubora
Institute, IHI, UNFPA, USAID, USAID Systems for Health, JICA, JHPIEGO,

H, 0.

« Itmet 3 times in 2018

Joint products and a

. TWG (quarterly meetings)

i 1t of operation plan, guide and

« Orientation of health managers on QoC for MNH

« Stakeholders' meeting

 Training of staff members on QoC for MNH

« Coaching visits in implementing regions

ies by the QoCTWG

Antenatal care (4 or more visits)

Skilled attendance during delivery (%)

Institutional deliveries

Cesarean section rate

Inital breastfeeding (1 hour of birth)

Exclusive breastfeeding rate (of infants under age 6 months)

Postnatal visit for baby (within 2 days of birth, medically trained provider)
Postnatal care for mother (within 2 days of birth, medically trained provider)

Learning districts and facilities

+ 12 learning distrcts

+ Up to 3 learning faciliies per learning district

« 36 learning facilities in total

District aims towards national strategy

« There s one general aim statement for all implementing faciites: “Improve
quality of pre-discharge counseling from baseline to 100% by 31st March
2019.

* In additior tatements based on
using the o stucy act (FDSA) ycl. Some o these aim siatments

|.Tu provide sharps containers at waist level to labour, postnatal care
(PNC) and neonatal intensive care unit (NICU) by 31st March 2019.
2.To improve the quality of documentation in delivery and postnatal from
baseline to 80% by specified period.
3 Tolmprove on aualy of periograph use from bescline o 100% by end of
specified perio
4.To improve on avallabxhty of wal thermometers in labour rooms from
baseline to 100% by specified period.
Clinical improvement aims
« There is a common aim: quality of postnatal counselling using the PNC
exit interview.
« In addition, faciltes identify gaps following facility assessment using the
MNH Standards of Quality of Care. Improvement aims are then developed
by the QI teams using the PDSA cycle.

Quality inter in the

QoC for maternal and newborn health (MNH) roadmap developed and being implemented

Learning districts and facilties selected and agreed upon
QoC implementation package developed
Adaptation of MNH QoC standards

Orientation of learning districts and faci

District learning network established and functional (reports of visits)

QoC coaching manuals developed
Quality improvement (Ql) coaches trained

QC for MNH baseline assessment completed

Gommon set of MNH QoG indicators agreed upon for reporting from the learning districts.

Baseline data for MNH QoC common indicators collected

Gommon indicator data collected, used in district leaming meetings, and reported upwards
Identification and agreement with an academic or research Institution to facilitate documentation

of lessons learned in the implementation of QoC activities
Accountability

and community engagement

Mechanism for community participation integrated into QoG planning in learning districts

« The WHO MNH standards were used to develop a checklist for facility
‘assessment by internal and external coaches.

*» Baby Frendly Hospitalntative (BFH) extomal assessmant of 10% of
‘assessed facilties before designation as BFHI friendly.

+ Reactivation of the safe motherhood steering committee to improve
coordination.

* Water, sanitation and hygiene (WASH) fit

Interventions to support change at facilities

+ On-site clinical training or mentorship is part of the learning system. It
is currently on-going in the Upper East Region in learning districts and
faciliies. It has yet to be started in the WHO-supported learning sites.

+ A desktop review was conducted to identify existing protocols and
checklists. The TWG adopted the WHO Standards of Quality of Care
as well as the PNC exit interview used in the MBFHI/QI. Other existing
protocols include the safe motherhood protocol, newborn care standards,
maternal and newborn care job aids, etc.

* Clinical audit and feedback, Ql cycles, and collaborative learning have

een incorporated into the learning system.

« WASH Fit

MNH QoC package*
to build a suppe
* Research institutions were identified to conduct the external evaluation.

* MNH quality standards were incorporated into the National Health
Insurance Authority (NHIA) credentialing tool.

involving people, families and communities

* Under the MBFHI programme in the Upper East Region, 3 CSOs
collaborated with Ghana Health Service (GHS) and organised community
dialogue and feedback sessions (focus group discussions, communit
durbars and advocacy meetings) aimed at promoting and supporting
breastfeeding and increasing demand for quality MNH care.

« Initiation of the implementation of the community scorecard

D. MNH QoC baseline data fo
learning facilities

Baseline common indicators
Challenges

« Conflicting programmes resulting in delays in programme implementation

« Inadequate funding for planned activities

Opportunities and progress made

« Existing knowledge on QI concepts in some implementing facilies

« Support from other development partners such as UNICEF, Ubora, USAID and JICA

« Strong institutional data management system

« Existence of good health policies such as Community-based Health Planning and
Services which is the basic unit of the health system in Ghana

« Strong political will and structures such as the QMU

Planned activities

« Training of staff members and Community Health Management Commitiee members for
Greater Accra Regional implementing facilties from &-12 April 2019

« Carry out TWG meeting quarterly

« Carry out training of Community Health Management Committee members for Brong
Ahafo Regional implementing faciliies from 25-29 March 2019

« Support implementing facilities to carry out network meetings, facility assessment and

E. Implementation progress in learning districts

coaching visits
+ Support GHS and MoH to develop knowledge management hub for the network
+ Support MoH and GHS o colate and analyse QED reports

“Interventions have started since the last update.

F. Example from implementation

On-site support for clinical skills and QI 3. Respectful care Background
4. General
Support for clinical skills . WZ'I“‘Q"': e The community scorecard process is a community-based monitoring tool that is a hybrid of the techniques

wno provides on-site support for
skills,

Challenges solved implementing
on-site support for clinical skills

Unresolved challenges
implementing on-site support for
clinical skills

Support for QI
Who provides on-site QI coaching

Challenges solve
coaching

Unresolved challenges
implementing QI coaching

g for QI

Tools for capturing learning from
facilities

Lear

Tools for sharing learning between
facilities

Challenges solved implementing a
learning system

Unresolved challenges
implementing a learning system

+ Support s provided by the district and regional QI coaches and
mcludmg spec\allst paed.ammans and obstetricians.

. , midwives, nutrition officers,

paemammans obetaticans, doctors and hoalth mrmation

6. Availability of medicines and logistics
7.Quality of service delivery

8. Cleanliness and safety of health facility

9. National health insurance service satisfaction

o' social audit, CET L i) and citizen report cards. It is a process that exacts social and public

ccountabilty and re ervice providers. However, by including an interface meeting between
service providers. and e ocmmunuy y ot allows forImmedate foedbatk, the process s also a strong instrument
for empowerment.

fiicers who have been trained in o formal e in Africa
10. Home visits by staff and volunteers " e
Coaches are based in the region, ausmas and facilities; the and in Ghana. Communities "ee'i participat g s continuity and
specialists are based outside the regio Programme-functioning data « Number of QI teams formed, numbers trained, number of prove I riealh services L
meetings held, number of documents develope foltcaly,

+ Each coach supports at least 6 \mp\emsnlmg faciltes.

+ Following issues with partograph use,  partograph utiization chart
was developed 1o track effective use of partograph at the ward.

+ Poor atiitude of some staff and inadequate numbers of critical staff

* Members of the Qualfy Assurance (Q) Commitees, QI
coaches, and clinical expers (e.g., paediatricians, gynaecologist,
midwives, anaesthetists, obstetricians from higher-level facilties
mostly regional and teaching hospitals) provide coaching.

+ Each person supports about 16 facilities with quarterly visits.

* QI coaches follow up on action plans and change ideas, data
and provide guidance. They do facility tours, inspect clinical
areas, and hold meetings with management

+ Specialists do on-site coaching and mentoring and maternal
and newborn clinical care and help them to prepare simple
guidelines/protocols for care.

* To address a lack of running water at the newborn care unit and
maternity units in some facilities, we procured Veronica buckets
for hand washing,

« The physical environments of some facilties were unciean and
looked disorganized. The 58 quick fixes approach was used o
‘coach staff to ensure facilties look clean and wel kept

* Mortality figures (neonatal deaths, stillbirths, and maternal
deaths) started rising when faciliies began implementing QI
interventions. A WhatsApp platform was set up for weekly data
sharing and conference calls aimed at improving learning and
accountability. The members are district QI coaches, maternity
and newborn care unit in charges, medical directors of th
hospitals, some Directors at the regional and national level,
spodialsts who povide memonng and QI consultants. The

rality figures are now declinin

slme statf initialy felt the cuachlng visits were fault-finding
missions and felt very uncomfortable. Coaches reassured staff
and used the problem-solving approach focusing on how staff will
make changes to improve care.

+ Logistics around the unavailabilty of equipment in some faciliies
(9., warmers)

* QED data collection tools, PNC exit interview forms

* WhatsApp platforms created for implementing faciities

* Weekly Teleconferences

+ Poster presentations and other presentations in review meetings,
newborn stakeholders meetings, study tours (e.g., on kangaroo
mother care), coaching visits, Network meetings, GHS website,
newborn website, community scorecard tools, WhatsAg
platform, teleconferencing, telephone calls

+ Referral system strengthened

+ Development of PDSA plans learnt through sharing on
WhatsApp

+ Knowledge and skills on management of complications
of maternal and newborn cases improved through weekly
teleconferencing

Measurement system for QI

Patient-level common indicator data + Al indicators on the QED report using the PNC Exit interview

and the Community Scorecard.
1.Companion of choice
2.Quality of PNC counselling

« Functionality data is also collected routinely through the use of
the WHO adopted standards of care for MNH: used for health
facility assessment 1basehns internal and external assessment

by a team of assessors)

Avallahlllty ol um system for
measuring

« A dashboard has been developed on District Health Information
System (DHIS) system for the country that highlights
achievement of all facilies on the go.

« Apart from the experience of care indicators on the PNC exit
interview, all other indicators including the WASH indicators are
on the DHIS.

+ Community scorecard indicators are also on the DHIS as well as
on the community scorecard platform

Challenges solved implementinga  « PNC exitinterviews data collection simplified through sampling
measurement system

Unresolved challenges implementing + PNC exit interview data collection by QI team problematic. Will be
ameasurement system more representative if collected by independent body

Community and stakeholder engagement

Approaches for community/ « Community members are part of the foutine Ql teams at all
stakeholder engagement levels. The introduction of the community scorecard has resulted

in making them more active in the healthcare delivery system.
Under the MBFHI programme in the Upper East Region, 3
CSO0s collaborated with GHS to organise community dialogue
and feedback sessions (i.e. focus group discussions, community
durbars and advocacy meetings) aimed at promoting and
supporting breastfeeding and increasing demand for quality
maternal and newborn care.

Roles of community stakeholders or + They take part in assessing the experience of care provided by

patient representatives the health facilty, helping with maintenance, helping mobilize
resources, and decision-making, especially the Gommunity
Health Management Commitiees (CHMC) and the newborn
champions.

Challenges solved engaging
s and stakeholders

« Community participation improved through the use of the
community scorecard

Unresolved challenges engaging
communities and stakeholders

Programmatic responsibility « Facility level: QI team members at the implementing facilties

(e.g.. a midwife may lead the QI team at the health centre)

« District level: District quality manager

« The Q team leader facilitates team meetings, helps with PNG
exitinterviews, internally supports the teams, identiies gaps,
tests change ideas using PDSAs

« National level: National Quality Manager located at the MoH
coordinates the various implementing agencies

« Funding for CHMC members activities

Chelenges solved implementing  Tho Network has flerod a ater opportury o the
program of the NHQS and it

« Tema General Hospital maternity unit was renovated by MTN

Unresolved challenges « Conflicting activities and inadequate human resource.
implementing program management « Finances. Many partners have packed up since their projects
we come to an end.
« Inadequate solid waste management units; due to huge fiscal cost

Lessons learned implementing a QoC program

« The Network is the major initative driving the implementation of the NHQS

« Effective engagement of inthe vice delivery
« Having an implementation guide is essential for streamlining effort for improving quality

« Making use of social media (WhatsApp) improves communication

« Community involvement s vital for QC

‘The effectiveness of the health system and management of service delivery in the district depends, among
others, on the. compelencs and numher ol membars of the ditrict | nealm managemsm team o5 well a5 relevant
lth posts and

health

T
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scorecard has improved the link between the community and the health system, bridging the gap in health system
strengthening: leadership and governance, service provision, equipment, logistics and vaccines, human resource,
health financing and health information.

Nine indicators are assessed during community meetings:
Caring, respectful and compassionate care.

Waiting time for provision of health care services.

. Availability of medicines, diagnostic services and medical supplies.
Availability, accessibility and quality of health care service and infrastructure.
Leadership and management of facilities.

Cleaniiness and safety of facility

Conducting of home visits by CHO/CHN

Conducting of home visits by CHW/CHV.

Assessment of NHIA services

O ND G AL N~

Participants are oriented on the meaning of each indicator. After defining each indicator, the facilitator discusses
how the scoring is done. For example, the facilitator asks the participants to consider indicator #1. Participants
discusses indicator 1 about for 5-10 minutes. Then the fa ks how many rates indicators 1 it as bad,
average and good. Then the facilitator counts how many hands went up for which level, and the majority gets the.
vote. Thus, the community provides 1-2-3 for each of § indicators. The score sums up between a total of 9-27

Interaciing with healh siaf

Figure 4: Acton plans developed inthe action racker

Results

Gommunity members were able to appreciate the issues of the health system better and had first-hand information
from management and staff members of the health facility. Community members took ownership and supported
management of health facility much better. Building the capacity of community members on PDSA was very
helpiul, as they were able fo use the PDSA cycle fo identify priority problems and find solutions to them. Action
plans were developed and resources were mobilized for the purchase of delivery beds and wheelchairs in Tikrom
Health Centre. In Kwaso Health Gentre, also in the Ashanti Region, community members renovated the maternity.
block and provided resources for the management of healthcare waste.

Lessons learnt

The involvement of community members into the system el I

health outcomes. Building the capacity of community members is very crucial for the attainment of the Sustainable
Development Goals.

Conclusion

The involvement of community members is essential in driving the health system, bridging the gap between the
system and community structures and ensuring an adequate flow of information.
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