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

A. Background'-®

Core demographic data
Population size (thousands)
Total feriity 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

« Health Sector QI Framework and Strategic Plan 2015-2016, 2019-2020

« Pre-existing framework that encompassed QoG

« Adapted the QoG standards

« Network incorporated in all departments

National aims

« Improved experience of care by women

« Reduction in MMR

National targets

+ Reduce MVR to 211 in 2020 the reproductive, maternal, newborn, child,
and adolescent health (RMNCAH) investment plan

« Stillirth rate

« Breastfeeding
« Experience of care for mothers
QoC technical working group (QoC TWG)
« Maternal, newborn and child health (MNCH) QoC TWG exists and with
clear, well-stipulated terms of reference, objectives, and a work plan
« 12 meetings held in 2018
« Last meeting was held in January 2019.
Joint products and activities by the QoC TWG
« Already developed:
~ Adapted National Standards for improving MNH Care provide guidelines
for processes at all service delivery levels
~ Customized the Faciliy quality assessment (QA) tool
- Developed newborn standards facility assessment tool
~ Agreed on the facility/district MNH QoC indicators and aligned them with
global core indicators
~ Collected baseline data using the latest data capturing template (being
done in the 5 selected learning districts)
~ Holding ongoing discussions to engage academic and research
institutions to conduct surveys on experience of care and to provide site
teams with technical support on writing skills

Trends in deliveries and live births

National coverage of key interventions
Antenatal care (4 or more visits)
Skilled attendance during delivery
Institutional deliveries
(Caesarean section rate
Initial 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)

« Registered activities in Uganda:
- Management
~ Infection control and prevention
- Clinical standards
~ Information, education, and communication
~ Addressing client related issues
~ Engaging community members
Learning districts and facilities
« 6 learning districts
« 3 learning faciliies per learning district
« 18 total learning facilities
istrict aims towards national strategy
« Reducing maternal and perinatal morbidity and mortality
« Reduce MMR by 50% (facility-based target for the learning sites by 2020)
Clinical improvement aims
« Aims vary by facilty. Facilities are trying to address issues such as;

~ Evidence-based improvement aims, following a baseline assessment
that revealed gaps across the majority of sites in kangaroo mother care
(KMC)

- Insufficient clinical skills for management of pre-eclampsia

~ Low postnatal care

~ Lack of helping babies breathe (lack of resuscitation)

- Low partograph use

~ Ineffectiveness of routine antenatal care to screen for risky mothers

~ Reduction in facility-level delays and improvement in adequate
and quality labour monitoring, identification of complications, and
implementation of actions

~ Delivery of a complete package of essential newborn care for all babies
born at the facilties

~ Improved interfacity transport and referral systems

- Strengthened implementation of maternal and perinatal death
surveillance review and implementation of actions

~ Reduction of referral time between lower faciliies' comprehensive
emergency obstetric and newborn care (CEMONC) sites
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B. Implementation milestones

National leadership for quality of care (QoC)

Supportive governance policy and structures developed or established

completed inprogress @ not started or incomplete. no data

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

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

Action: Learning sites identified and prepared

Orientation of learning districts and facilities

District learning network established and functional (reports of visits)

QoG coaching manuals developed
Quality improvement (QI) coaches trained
On-site coaching visits occurring in learning distriots

Learning and accountability: QoC 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
Identification and agreement with an academic or research Institution to faciltate documentation

of lessons learned in the implementation of QoC activi
Accountability and community engageme

Mechanism for community participation integrated into Qo planning in learning districts

Quality inter
MNH QoC package*
1o build a supp

« Displayed data at learning sites. Sites compare their site specific
performance during performance review meetings that are held every
quarter.

« Incorporated QoC into results-based financing that has been rolled out in
28 districts and is now being rolled out in 55 additional districts.

« Trained providers in dlinical standards, facility assessment, and coaching
skills,

« Addressed dlient-centred care focusing on improving experience through
communication, counselling, and privacy resulting into improved facility
delivery

Interventions to support change at facilities

« Availed clinical checklists/protocols as part of care and emphasise their

se in the service standards and service delivery standards

« Mentored statf in selected CEMONC skills

« Had an annual QI Conference in December 2018, which is the epitome of
the collaborative learing. Planning to have regional collaborative learning
in April 2019 where there is sharing of good QI practices and therefore,
staff will learn from this forum.

Interventions involving people, families and communities

« Conducted a community assessment

« Working on plans to explore use of the existing community fora such as
Barraza and community dialogues

« Planning to have a breaklast meeting in March 2019 with civl societies and
parliamentarians

« Ensured representation of patients/clients on the facility QI committees

« Have Health Unit Management Committees in alllearning facilties

“Interventions have started since the last update.

Pre-discharge NMR

MR per 1,000 ive births

D. MNH QoC baseline data for
learning facilities

Baseline common indicators
Challenges

« Slight challenge is that our national database does not pick data on the
‘common core indicators on experience of care

Opportunities and progress made.

* QoC was ini
Indicators n adeion 10 e cors icalos nave boch dovi eloped a
ransaled into assessment ool that were pro-ested wih o caloctionin
progre

Planned activities.

tod, and lacersp ot ll lvos s supporio of G0 learring

« Data collection is being undertaken. Analysis and dissemination are planned
0 inform the implementation plan

Graphs.
« The graphs below show returns from 18 learning facilites in the 6 learning

districts for the period of June 2017 to May 2018. All data were extracted
DHIS2.

Percentage of newborns breastfed in the 1st hour

Year and month

Year and month

E. Implementation progress in learning districts

On-site support for clinical skills and QI

Support for clinicalskills
Who provides on-site = Medical doctors, midwives, anaestheti offcers, laboratory
ippor inical skills

9
+ In regional and district health faciltes, the technical safl
implomenting partner technical teams, and in-district
champions who constiute teams provide on-site technical
support and capacity buiding for site-based staf ant
improvement teams
+ Each person supports 3-5 siles
* Dutng onste vt nenicrs ergage s s, condoc
demonstrations, revious action plan;
Gocumentaton foumals and dovelop now acion plans
Challenges solved -
implementing or-she
Jpport for clinical skills

ste ssical
implementing on-site + Financal constainis
upportfor clinical skills ., g1 some untrained saff and coaches

Supportfor QI

coaching « Few coaches have received formal coaching raining, but there

are plans 1o provide this training.

Coaching visits wil be conducted quarterly by a central team

‘and monthly by distrct coaches.

* Goaches wll st deaprormance e o danly
upport ownership of ite level gaps; use monthly and

observations to assess implementation of recommended

needs gaps; and follow an action plan developed for reference
during the next support viit
Challenges solved
implementing Gl coaching

+ Site teams lacked the documentation journals, so we provided
thom with adequate copies.
« Some site

in 58/Cal.
implementing QI coaching .+ Financial constraints.

Learning for QI

Tools for capturing
learing from facilities

+ Improvised a template designed by the MNCH

« Planned to have

d later an improvement

meeting
promising practices.
« District and health sub-distrct data/performance review
meetings (existing meetings dus to financial consiraints)
Challenges solved -
implementing a learning

Unresolved challenges
implementing a learning

Measurement system for QI

Patient-level common Dt Hoalh rformaton Syserialh Hanagemont
1R, NMR, and fresh

stlbirths (FSBs)
Number of perinatal deaths (MSBs, FSBs, newborn death 17
days) occuring in the health facilty

* Number of maternal deaths occurring in the heaith facity

« % of mothers delvered by C-section within 1 hour of decision-
incision interval per month

* gof motherswih amergency complcatons ferred wii one

hour of decision to referral per m
« Average decision to incision time in minutes per month
= % of mothers in active labour monitored using partograph;

References

Uganda Demographic and Hoalth Survey: 2016. Kampala, Uganda, 2018,

+ Number of women with complications referred 1o referral conter
+ % of pre-term offered KNC
+ % of newborn babies resuscitated

. per
recorded and appropriately acted upon

+ Number of mothers who gave bith in the health facilty whose
progress of labour was corectly monitored on a partograph

* Numoer of o who ecehed o fur lmerts o
essential newborn car

+ Number of newborns who were not breathing spontaneously.
who were resusciated

* Ql team meeting minutes and

Vear and morth

* Distrit-ovet:
~ Assistant district health officer in charge of MCH and in
charge of RMNCAH program at the distrct level ensures
proper coordination for the MNH QoG
~ Atthe regional level, the IPs oversee the management of the.
Initiative but are working towards empowering the hospitals
to manage the initative
« Nationakevet:
MCH Cluster Lead of the Commissioner Community
partment chairs the MNH QoC Steering Commitiee at
national-level
Challenges solved -

Programme-functioning
data are used to verfy the Ql tea functionality

team meetings

+ Distrct-led coaching reports and evidence of adapted
promising practices on the documentation journal

. assessment,
s team is having th o
and infrastructure. Also, the health faclty quality assessment
tool captures this information.

management
« Revitalization of the MNCH QoC network and the MNCH QoG

implementing program task force.

management

« Itwas diffiult to hold the MNCH QoC network meefting due to
many competing meetings at the end of last year in preparation
RMNCAH assemby.

Lessons learned implementing a QoC program

* Faclyidtictloadesi o ey et i e success o! oty QoG At igherlevl e,

+ Site-level implementation of best practices following peer-to-

peer experience sharing

sty o dan system + R of e fotinehesth maagarmentiormatn sysem

(HMIS) is indicators (e.g., immediate
poslpartum admintiralon of uerooncs)

+ Some data tools have been introduced to track indicators that
are not easly collected from HMIS tools (e.g., tme of referral
patient experience of care)

* Uganda i tlin e proces of negotitng v th esponstle
team to address the tota st of the core MNH in

Challenges solved y
implementing a
measurement system

Community and stakeholder engagement

elemens of
bing rosponsive, dlogatingask,haiog excllot communicaton being motaed, being
transparent, using data for decision-making, and being innova

« Atlower-evel acilties, success seems 1o depend on the. suengm of the focal person, usually
& midwie The neod o be raned an soue <ot ey are competnt o) prvide

depifedcae 1o women and newborn; (1) ectate oriogea pocesses dono aboutand
delivery o ensur (i)
Telor wemen andlo newborms wih compicatons.

datictfacin.Inthecaseof X other
ucher 1 actities.
Ao, star, itis ea_ilellmmvlemenlooc systematically by one standard at a time across several
Faclities can
« Atthe. the on

outcomes. These numbers help leadership to appreciate QoG faster and more casily.

« Afunctioning referral system is central to the success of QoC. This systems starts with
communites, facites, and district leadership.

F. Example from implementation

e

« Building skills in newborn care among frontiine providers at selected sites in Acholi
Northern Region with support from USAID RHITES
Background
« Evidence-based programing is key to the success in MNH care. Implementing
partners, funded by the Healm Development Purlner USA\D & werkmg closely
with the district health teams 1o impro iealth (MoH)
regional mentors and the et am prioritized ey
Goals and objectives
« Equip frontline providers with addt
selected six selected facilfies.
« Provide mentorship on set up and functionality of a newborn care unit
« Plan and organize spaces for provision of KMC and care for very sick newborns
+ Improve documentation on newborn care and data utiization for decision-making
Description of the mentorship project
. The terms of reference focused on improving newborn care by squlpplng omnmne
roviders at the six selected sites with skils. An entry visit with the stal
as held 0 clary the terms ofrlerence, agree on he viet schedule, agrse o
the approach, and review the mentorship tools with mentors. Site teams where
phoned and sgreod on convenint deysforthe vit. The natonal vt sering
commitiee chairperson, 4 MoH trai supported the activiy.
Mentoring occurred at Gulu RRH, e Hospwal Anaka Hospital, Kugum Hospital,
St. Josephis Hospital Kitgum, Kalongo Hospital, and Lalogi HC IV. Mentors applied
the 55 philosophy to create conducive working Space, started neonatal intensive
care units (NICU), and mentored on the provision of QoC for newborns.
Description of the results
1:Siafl members were wiling olarn and nprove teirweaknsses, though there
was some crying among the low-level staf
2. There has been good advocacy for the new NICU atthe facilty and distric levels.
3.The room was identified, and the NICU was set up with 4 paediatric beds, 2
incubators, and a phototherapy machine.
4.All sick newborns are now admitted at the unit and are not scattered like before.
: Sanderd oporatng proceduros and prooools are wel displyed, and drugs are
casly accessible i a cupboa

ional skills to improve the newborn care at

6. "'nuuuuv r corner fora
* Soiny s e GoCpogramme e  clsrt st o ety o o
Approaches for * eldinepion metr ncone aferhe 9w 00 programme reg o flort paciy e T, e
ramgement ity base m"g! ers sharc and e seam sougM comeuniy on Gl that shouid dealy be partof outioasy acttios The mproves mplementaion team faced on the ward and promised to work on them.

stakeholders' opinions.
+ Participate through the Health Unit Management Comitiees.
and hospital boards to provide community foedback
+ Also use of site-level suggestion boxes.
Roles of community. « Their roles include identifying and mobilizing resources,
stakeholders or patient advocating for health care demand, and partiipating in micro-
representatives planning fora
Challenges solved -
engaging communities.
and stakeholders
Unresolved challenges
engaging communities.
and stakeholders

Programme management

Programmatic * Failty-evel
responsibility MCH departmentn-charge th lead person is head of

MCH workng inprovemnt team s charged wihanaysis o
the MNH QoC programme, denties performance gaps,
initates and tracks Ql projects.

Acronyms

FSBs  fresh sillbirtne

‘acoeptance, since it s not viewed as d separate intiative.
« On-going and frequent on-site oo suppor\ ensures that teams are able to sustain the
momentum required to implement the iniiative.

\

NICU  neonatal ntensive care urit
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Lessons learned (both successes and challenges)

1. Need to advocate for a mother's club so that the habit of mothers sleeping in the
NICU is stopped.

2.There is a need for a mentor to work with the. smn members for a week, practically.
clean with them, and rearrange the unit with

3. Requisions shoukd be sent o the pharmacist mv essential neonata drugsfike
phenobarbital to be stored on the.

4.A standard NICU should have the cauowmg wall clock, weighing scale, mgna\
thermometer, baby mattresses, mobile pulse-oximeter, indoor shoes, p\
chairs, a table, neonatal stethoscope, alcohol hand rub, hand washin
plastic carpet, shoe rack, oxygen cylinder with oxygen prongs, ambu nag, pengmn
sucker, and face m:

Sustainability and future plans

1. Establish a KMC centre for training for the Acholi Region.

2. Replace beds with baby cots.

3. Conduct continuous support and mentorships to create a positive atitude towards
the functioning of the NICU.

4. Relocate equipment to NICU from siores.
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