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

Malawi

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)

Stillirth 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
« National Quality Management Policy (NGMP) (2017-2022)

« National Sexual and Reproductive Health and Rights (SRHR)
Policy (2017-2022)

« National Quahty Management Strategy and SRHR Strategy are under
developmer

National aims

« o improve quality of health services across the health system of Malawi
Improved service quality will lead to improved health status, increased
client satisfaction, and financial risk protection, thereby contributing to the
achievement of Malawi's national development goals” (NGMP)

National targets

* Reduce MMR to 269/100,000 live births by 2022 and 140/100,000 live
births by 2030

. Heduce NMR to 22/1,000 live births by 2022 and 12/1,000 live births

« Reduce child deaths to 48/1,000 live births by 2022 and 25/1,000 live
births by 2030

QoC technical working group (TWG)

« Members of the quality management TWG include Ministry of Health
(MoH) departments and programs, partner organizations, separate
regulatory bodies, academic institutions and civil society organizations

« Formed in 2017
« Met 3 times in 2018 and once so far in 2019
Joint products and activities by the QoCTWG

Antenatal care (4 or more visits)
Skilled attendance during delivery (%)

Institutional deliveries.

Cesarean section rate

Iniial breastfeeding (1 hour of birth)

Exclusive breastfeeding rate (of infants under age 6 months)

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

~ National launch of QM Policy
~ Adaptation of QoC standards for MNH and pediatrics

* Under development:
~ Perinatal death surveilance review (PDSR) guidelines
- Maternal death review analytical report

Leamning districts and facilities

« 6 learning districts (Mzimba South, Kasungu, Lilongwe, Thyolo, Zomba,
Mangochi)

« 4 learning faciliies per distric

District aims towards national strategy

« Each district has developed an action plan with activities for improving the
QoC in MNCH at the facilties.

« Overall, the districts will contribute to the national target of reducing
the MMR, NMR, and the child mortality rate by improving the quality of
services

Clinical improvement aims

« No current facilty-specific aims

+ However, each district has come up with action plans for improving QoC in
MNCH at the facilities. These actions plans include action needed, priority
level, timeframe, and the responsible person for each action.

Quality inter i il in the
MNH QoC package*
to build a suppe
* Service charters
The service charters are a mechanism to helps clients understand what
packages of health service interventions they can expect to receive at

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

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

Action: Learning sites identified and prepared

Orientation of learning districts and faciliies

District learning network established and functional (reports of visits)

QoC coaching manuals developed
auamy improvement (QI) coaches trained
ite coaching visits occurri

Learnlng and accountability: Ooc MNH measurement

QoC for MNH baseline assessment completed

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

Baseline data for MNH QoC common indicators collected

Common indicator data collected, used in district learning meetings, and reported upwards
Idemmcaﬂcn and IS A e T ST T facilitate documentation

implementation of QoC activities

Accounlab ty and commumly -engagemel

Mechanism for community participation integrated into QoC planning in learning districts

* Hospital ombudsman
‘The hospital ombudsman was launched on 30 June 2018. The main
function is to be a receiving platiorm for complaints from patients who have
experienced poor quality care or have been treated inappropriately by
the health provider. It also serves as a general feedback mechanism from
clients/patients through ext interviews and community sensitization. It has.
been rolled out in some of the learning districts/facilties. No evaluation has
been done yet since itis a relatively new intervention.

Interventions to support change at facilities

* Quality Improvement Support Teams (QISTs) have been set up in the
learning facilties and Work Improvement Teams (WITs) in the individual
departments. These teams function as specific working teams to improve
the quality of care at the faciliies through assessments, trainings etc. The
Ql teams consist of health managers, in-charges, coordinators, clinical
officer, midwives, nurses, pharmacists, administrators etc.

« Ombudsman (see above)

involving people, f
« Service charters (see above)
+ Hospital ombudsman (see above)

D. MNH QoC baseline data for
learning facilities

Baseline common indicators
Challenges

Opportunities and progress made
Planned activities

« We are currently collecting baseline data for the common indicators from the
last 6 months from learning districts.

* Finalized: health facilities. The charters serve as a standing consultation between

~ Maternal, newborn, and child health (MNCH) QoC assessment tools communities and healthcare providers, and they communicate things such

- MNCH QoC baseline assessment reports as upemng times, services provided, cost of service, etc. The overall aim
Hospital ombudsman training manual of th is for 1o understand what care they
Quality improvement (Ql) training manual Can expact, what they ao antild 1, an for he serice provders 0 b6
Action plans by learning districts accountable for it. It has been developed in alignment with the standards of
Mentorship guidelines and training manual care and aims to improve the accountabiliy of the health services provided.
MSE framework and Indicators for GoC The service charters were rolled out in some of the learning districts, but

National Quality Management (QM) Conference no evaluation of it has been done yet.

*Interventions have started since the last update.

E. Implementation progress in learning districts F. Example from implementation

On-site support for cli Programme-functioning data * Facility-level:

‘Support for clinical skills - Documented evidence of a QI project
- Minutes of QI meetings

Who provides on-site support * WITS consistof fontine health workers, oer staﬂ members, and community ~ Reports

for clinical skills who are coopted, d area they are

« District-level
~ Mentorship/supervision minutes
~ Evidence of health facilty visits from visitors' books
- Interviews with health facility staff on district support
~ Mentorship log books
- Agreement check lists

working on. The teams are supposed to meet at \easl every fortnight and improve
the QoG in their department.

« QISTs consist of clinicians, pharmacists, midwives, nurses, administrators, etc.
QISTs are multi-disciplinary teams and have one community representative.

The teams are supposed to meet once a month at the facility to oversee and
coordinate the Ql interventions at the facilities.

« Districtfacility QM focal persons (e.g. nurses, doctors, clinical officers) supervise
and coordinate the Ql initiatives in the facilties.

« District Health Management Teams (DHMT) provide overall support on QI issues
in the districts, such s resource mobilization, human resources, etc. They are
reinforcing the Qo policies.

« National-level officers supervise the functionality of the QISTs. They oversee the
need for capacity building, provision of on-site support, and need for additional
resources to improve QoC. This supervision occurs quarterly.

Challenges solved « Some staff members lacked skills and knowledge-mentorship. To solve this
implementing on-site support  problem, they received coaching and training
for clinical skills

Availability of data system for  + The system is not fully developed, but plans for 2019 to customize the reporting
measuring QoC tool in the District Health Information System (DHIS) Il (which is the main national
health information system
« Some of the data needed are already available in DHIS Il
Challenges solved -
implementing a measurement
system

Unresolved challenges
implementing a measurement
system

Unresolved challenges * Shortage of staff Community and stakeholder engagement
implomenting on-site Support - Reallocaion of taf mans a lossof skils New staff members that come in ight  Approaches for community/ Ecch ean faciity has an that includes nembers.
need to be retrained in Q. facility teams. Facility QISTs have one community
« Some faciltes lack electricity, running water and functioning waste disposal. ‘Some health faci score cards K

Supportior @i Civil society organizations are represented in the TWG. T

. « Citizen hearings: Mothers and health care providers are bought together in the
Who provides on-site QI * District supervisors provide on-site support (DHMT members, district communitios fora meeting to discuss the moers expenencges ofdaro to e
coaching coordinators) and each district has a QM focal person, coordinators in SRH and gialogue among the community members and health workers, and to build

child health that also provides on-sites support.
« Other relevant staff members with skills and competency in QI may provide
on-site support,

Challenges solved -
implementing QI coaching

accountabilty.
Roles of community
stakeholders or patient
representatives

« Community stakeholders act as a link between the facility and community on
issues that affect the facility/community.

« Givil society organizations are represented in the TWG.

« Community score cards exist to capture and identify gaps and to make

« Investments needed
recommendations on how things can improve

Unresolved challenges
implementing QI coaching

Learning for QI

Tools for capturing learning
from facilities.

Challenges solved engaging ~ —
communities and stakeholders

« At this moment, itis only done through reports. Unresolved challenges .

engaging communities and
« Review meetings and collaborative sessions have not yet started but are planned stakeholders
1o take place. Programme management

+ Benchmarking: For example, if a facilty or district has achieved some good
results, it can promote what it did. Other facilies o districts can visit to learn how ~ Programmatic responsibility * Facility-level: QI focal person
« District-level: District QM focal person

the facility/district approached the problem and how the success was reached
« National-level: Thematic directors (e.g. for MNH), Director for Quality Management

Toals for sharing leaming
between

This has not yet started, but it is planned to take place.
« Social media, such as WhatsApp, can be used between facilties to share learning

between one another. cnauenges solved -
pler

nting program
munugemenl

Challenges solved -
implementing a learning system

Unresolved challenges. . lability of from relevant

|mplemenlmg program
geme

Unresolved challenges -
implementing a learning system

s
M t system fc I
Lessons leamed implementing » GoC progrom

Patient-level common indicator Institutional maternal deaths

data « Institutional neonatal deaths (disaggregated by cause)
« Perinatal deaths
« Maternal death surveillance review audits
« Perinatal death surveillance review audits
« Experience of care
« Women administered immediate postpartum uterotonic (%)
« Facilties with birth and death registration linked to vital national registration system
« Maternal deaths audited/reviewed with standard audit tools
« Health facilities with functional client feedback mechanisms
« Faciliies with an Ombudsman
« Faciliies with functional QM structures

« Itis important to have strong and knowledgeable leadership to provide guidance when setting up and implementing the
m

« For planning purposes, it is important to conduct a stakeholder mapping to understand who is doing what and where.
Stakeholder mapping helps mobilize resources for the program, thereby maximizing use of resources

Design: Inis Communication — www.niscomunication.com
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