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Objectives

Map the Ql interventions and their stakeholders

Identify coordination mechanisms

Share EQHA contributions to the integration of
Continuous Quality Improvement (CQl)




Universal Health Coverage (UHC)

“UHC means ensuring that all people and communities
can use the promotive, preventive, curative,
rehabilitative and palliative health services they need,
of sufficient quality to be effective, while also ensuring
that the use of these services does not expose the user
to financial hardship” (WHO)

Equitable Financial Access + Equitable Quality of
Services = Improved Health
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Which Combined Interventions are most Effective to
Improve Health Worker Performance?

Rowe A et al., Lancet VOLUME 6, ISSUE 11, PE1163-E1175, 2018

Strengthening infrastructure plus health system financing/incentives plus supervision plus other management
Group problem solving (Ql) plus any training

Strengthening infrastructure plus supervision plus other management techniques plus any training
Group problem solving only (Ql Collaboratives)

Community support plus supervision plus any training

Other management techniques plus printed material or job aids

Training plus supervision

Other management techniques only

Other management techniques plus any training

Community support plus any training

Supervision only

Strengthening infrastructure only

Supervision plus other management plus any training

Patient support plus any training

Any training only

Supervision plus printed information/job aids

Printed information or job aid only

Health system financing or Provider incetives only

Information/communication technology only
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Reproduced with permission from Pierre Barker, IHI



https://www.thelancet.com/journals/langlo/issue/vol6no11/PIIS2214-109X(18)X0013-8

Level of the Lever
health
system

Typology of Quality Improvement Interventions

Interventions

Participatory groups/community empowerment/education; community
oversight/monitoring; consumers reporting; patients’ rights charters.

Licensing, certification, accreditation; strategic purchasing; accountability
mechanisms; quality measures; waste reduction; setting standards;
benchmarking; national Ql policy; payment mechanisms.

Quality-oriented service delivery design, including private sector, that
organizes service delivery at each level against an explicit package of services,
with clear referral decisions.

Quality-oriented pre-service training of health professionals; training in
health system management, public health and QJ;

Non-financial incentives; performance-based incentives; recognition/rewards;

Learning collaboratives; task-shifting;

District system management and implementation tools; quality assessment;
mortality reviews; checklists; protocols;

In-service continuing education; supportive supervision; job-aids; checklists;
guidelines; self-assessment; interpersonal communication skills;

Improve infrastructure; ensure supplies; CQl teams; team-based and patient-
centered care; integrated services; case management;




How to assess the Ql Interventions?

1.

3.

4,

5.

Does/do the mechanism(s) exist?

Make sure its definition is clear and well understood

What is its stage of development?

Ex: NQEM is being implemented

Is the mechanism working well?

Mix of process and results measures
Hard to study/control the effects of other factors

Is it implemented at scale?

Measure coverage

Is it sustainable?

EX: Ql is not a time-limited project, it’s integrated in the
health system



Stakeholders of main Ql Interventions and the need
for coordination/collaboration

Ql Interventions Health System Stakeholders m

Health Care Accreditation MOH (Hospital Service USAID/EQHA, GIZ

System Department; QIWG)

Performance-Based MOH (QAO of the Hospital Service H-EQIP (World Bank, DFAT,
Financing/NQEM Department; PHD, OD) KfW, KOICA); USAID/EQHA
Licensing/Relicensing MOH (Hospital Service WHO, USAID/EQHA, GIZ
private facilities Department; Private Sector WG;

One-Window Service)

Facility-based CQl activities MOH (National programs, PHDs, USAID/EQHA, GIZ
ODs, RHs, HCs)

Supportive Supervision MOH (National programs, PHDs, WHO/Other partners
ODs, RHs, HCs)
Competency-based pre- MOH (HRDD, RTC, UHS) USAID/EQHA, WB
service training
Continuous professional MOH (National programs, health USAID/EQHA, Health Private
development professional councils, NIPH) Associations

Strategic Purchasing MEF (NSSF, HEF) H-EQIP, GIZ, ILO



Main Recommendations for a QHS (Public & Private)

* Adjust measures of quality of services:
— Focus on effective coverage indicators
— Include patients' confidence in the health system and
patient experience with care

* Support the integration of Ql Collaboratives into the health
system at scale based on results from the pilot provinces

* Maintain/reinforce collaboration of stakeholders on specific
Ql interventions to maximize synergies at all levels

* Prepare for the revision/update of the national QI policy
based on lessons learned and latest evidence to achieve UHC



Effective coverage indicators measure quality of care

Effective Coverage Measures

Proportion of births Proportion of vaginal births with active management of
attended by skilled third stage of labor

health personnel

Four or more visits to Pregnant women receiving timely and adequate care—
antenatal care (%) eg, first visit within 13 weeks gestation, care provides

protection from tetanus; repeated blood pressure
measurements; screening for syphilis, HIV [as
appropriate], and diabetes; and counselling on risks,
delivery planning, and immediate breastfeeding

People with HIV receiving People with HIV with viral suppression
antiretroviral therapy

Cervical cancer screening Proportion women aged 30—49 years with cervical

in women aged 30-49 cancer screening with timely

years results and confirmed diagnosis as indicated

Children born without Proportion of newborns weighed and breastfed within
complications first hour of birth.

TB patients put under Proportion of all people with active tuberculosis who

treatment successfully complete treatment



How to develop a national Ql policy & strategy

HANDBOOK FOR NATIONAL
QUALITY POLICY AND STRATEGY

A practical approach for developing policy
and strategy to improve quality of care

Main Elements of a QI Policy

National health goals and
priorities

Local definition of quality
Stakeholder mapping and
engagement

Situational analysis: state of
quality

Governance and
organizational structure for
quality

Improvement methods and
interventions

Health management
information systems and data
systems

Quality indicators and core
measures



EQHA Support to Ql Interventions

Interventio EQHA support to the Development of a Quality Health Systems in

ns Cambodia

Macro —Level | * Technical support to the design of a hospital accreditation system, including

Support standards development and surveyor capacity building

* Development of minimum standards for the licensing of private hospitals

* Private sector mapping

* Supports registration management system to professional councils

* Technical support to the revision of CPGs

* Competency-based training of pre-service education public and private
institutions

* Facilitates development of new clinical vignettes for PBF mechanism.

* Digitalization of NQEM tools

* Development of continuous professional development systems with
professional councils

* Patient satisfaction survey

Meso-Level e Technical support to the design and implementation of Ql Collaboratives
Support including capacity building of coaches
* Quality assessment survey designed

Micro-Level |+ QI training and exchange visits, involving patients and private sector
Support * Coaching of 52 CQl teams and learning sessions
* Updating the training on provider behavior change




Recommendations to EQHA

Develop capacity in implementing Ql Collaboratives to integrate CQl in the
health system:
— Competency-based Ql training, using rolling training sessions through
RTC, to be linked to CPD
— Design and support 6 Collaboratives (one per province) on different
priority issues
— Build the capacity of NQEM assessors in coaching QITs, jointly with QAO

Support the integration of measures of effective coverage and patient’s
confidence/trust into the existing health information systems (HMIS, NQEM,
etc.) and into the QI Collaboratives, as appropriate

Develop/support rapid scale up of best practices & improvements through
multiple approaches within EQHA provinces

Document and communicate results and learning: success stories, Ql briefs,
Ql technical report



Group work on coordination mechanisms

* At National level (public/private)
At Provincial level (public/private)
* At district level (public/private)

THE SCIENCE OF IMPROVING LIVES




Existing coordination mechanism of Ql efforts in health sectors

National level

Provincial level

District level

Ql structure in place:
1. HSD: QAO, Bureau of Regulation and Ethics; HRDD
2. National programs: NCHADS, CENAT, NMCHC, CNM, NCHP

Coordinating platforms:
* QIWG, QEWG for NQEM, Private Sector Working Group, Private Sector Committees

Ql structure in place:
1. PHD: Ql team, NQEM assessors and coaches
2. Coordinators of national program at PHD: HIV/AIDS, TB, MCH, Malaria, etc.
3. One Window Service for private health facilities

Coordinating platforms:
* Pro-TWG, Provincial Private Sector Committee, NQEM assessment and debriefing

Ql structure in place:
1. OD Assessors and coaches, coordinators of national programs at OD
2. RHQl team
3. One Window Service for private health facilities

e Coordinating platforms:?



Results Achieved using the QI
Collaborative Model for Improvement in
Cambodia




Definition and features of the Ql Collaborative

Results we can get through a Ql Collaborative effort:
examples from other countries

(Dr. Nilufar Rakhmanova)



Strategy: Collaborative Improvement process to
achieve higher NQEM scores

A “Collaborative” consists of teams from multiple health facilities that go
through a structured learning process that alternates “action periods” (testing

improvement through PDSA) and “learning sessions’

COLLABORATIVE Coaching tea nls AP AP AP
IMPROVEMENT MODEL Learning 5essi<}rf1 D s D o
N . Lessons learned scaled up
4 b » LS1 » Ls2 » LS3 $ .
Develop Roadmap  Support Engage patients AP1 AP2 AP3 and process replicated by RCG

& select the topic teamwark

LS Learning Sessicn  AP: Action Period  PDSA: Plan-Do-Study-act

QA FOR

PRIVATE FACILITIES
Madilying MGEM for

the private facilities

DRH

DHS Y ASSESSOR
QAO team

) COACHING
PHD 4 % team

oD PHR |

HCs

Support: emails, visits, phone conferences, manthly tearn reports and assessments

QA FOR

PUBLIC FACILITIES
MOEM system:;

- debrief

- coaching

Core stakeholders:

Public health system:
H-EQIP (QAO)

PHD, ODs,

Referral hospitals
Health centers

Private practitioners
(cabinets and individuals)
Patient representatives
and networks
Provincial and district
governors



Multiple teams
with common aim

Common Ql
indicators to
benchmark

Coaching with
the focus on
teamwork,
analysis of
data

Learning

Sessions to foster

exchange
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Management
structure

Change
Package (a list
of effective
interventions)



Structure of a District-Based Ql Collaborative

District Health

Management
Health Cente
Team ealth Cente

Hospital
ealth Cente

ealth Cente

Facilitation/Coaching

E Improvement Team/Cycle

m
Health “enter




Results from a HTN and DM Collaborative in Vietham (Ho

HTN screening gf 56%)
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couples at home to encourage FP

Couples using FP visiting other
Using male expert clients

Improvement changes:

FIGURE 3. PERCENTAGE OF FEMALE CLIENTS COUNSELED WITH PARTNERS BY VHTS

35%
30%

centerline

+ Couple counseling, especially
on side effects
Use of client return cards

« Follow-up home visits
« Giving adequate FP information

« Expert clients

FIGURE 2. PERCENTAGE OF FP CLIENTS RETURNING TO A VHT ON TIME
Improvement changes:

Results from Uganda QI FP collaborative
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Results from the QI Collaboratives in Cambodia
(Dr. Ratana Hun)




Aim:

* Improve patient trust and outcomes (TB,
HIV, MCH, FP, Malaria) and patient
experience in the referral hospital and
health center by the end of December 2020

Objectives:

* Improve clinical skills and knowledge in TB,
HIV, MCH, FP, Malaria

* Improve personal hygiene and facility
environmental hygiene

* Improve infection control practices in the
health facility

* Improve patient experience in the health
facility
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Change Package Prioritized by Facilities

Ask and examine OPD patients for symptoms and signs to increase TB screening.

Provide ANC counseling to women with main focus on danger signs during pregnancy and
birth preparedness to increase their knowledge.

Reduce patient’s waiting time at OPD/Triage at RH by mainly classifying patients following
ETAT and increase number of consultation rooms.

Reduce staff’s absenteeism to work at facility.

Equip waste bins to and correct waste sorting at wards following to IPC Guidelines.

Provide health education on nutrition to mothers at facilities to increase their knowledge.
Reduce waiting time for vaccination service at EPI ward.

Train TB physicians’ knowledge on TB X-ray film reading.

Build more VIP rooms for wards to increase patient’s choice.

Equip facilities of hand washing and separate toilets for patients and health staff.

Reduce the turn-around time of TB smear testing’s results from RHs to HCs.

Equip more waiting areas and distribute face mask at OPD/triage at RH to reduce chance of
transmission of communicable.

Reduce waiting time for glucose, Hb, Malaria, ... tests of OPD patients from 120 min to 60 min

Rearrange OPD/triage building to improve triage and patient flow at RH.



Results

Results (Jun-Aug, 2019)

from to

Change Ideas Tested

1.7%, 1.3%, 1.0%, 4.7%, 2.6%, 5.6%, 2.4%,

1 TB screening

1.7%,0.4%, 0.5%, 0.7% 2.0%, 1.4%, 8.2%

Correct medical waste sorting per

2 45%, 53%, 43% 96%, 96%, 100%
IPC GL
Equip medical waste bins to wards

3 No data 100%
per IPC GL

4 Ward cleaning 25%, 26% 88%, 79%

ANC counseling focusing on danger
5 82%, 50%, 44% 100%, 90%, 76%
signs and birth preparedness

Waiting time for rapid tests e.g.
6 glucose, Hb, Malaria, ... at 225 min 186 min
OPD/triage

8 Staff absenteeism 43%, 14%, 2.5%, 5.5%  13%, 1%, 2.6%, 00%



Ql Collaborative: Improving IPC in Healthcare Facilities

Percentage of times of correct medical waste sorting per IPC GL in Saang HC, CPY OD, KCM

120%

100%
100% 0504 6% 96%

0OD's IPC provide
80% training on medical
waste sorting

45%

# The health center chief assigned a

A0% focal senior staff for IPC;

# The IPC focal staff randomly
selected wards to assess correct
medical waste sorting and disposing

Ql collaborative into the waste bins;

20% starts » The data on correct waste sorting
and disposing were collected,
analyzed and shared for future
actions on weeklv basis.

Baseline W1-Jul W2-Jul W3-Jul W4-Jul W1-Aug W2-Aug W3-Aug
Measure 45% 58% 95% 100% 88% 90% 96% 96%
D 12 20 20 20 100 100 100

N 7 19 20 70 90 96 96



Ql Collaborative: Improving IPC in Healthcare Facilities

IPC in-charge staff and cleaner
monitor the medical waste

sorted by healthcare providers

Before QI Collaborative After 7 weeks of Ql

(PDSA) M\ Collaborative (PDSA)




NQEM Score: Ql vs Non-Ql Facilities

Figure 3. Comparison between non-EQHA and EQHA supported HCs and RHs that received at least 80% total

score in Round 9.2

40.00% 36.51%

33.33%

35.00%
30.00%
25.00%
20.00%
15.00%
10.00%

5.56%
5.00%

0.00%

mEQHA mNon-EQHA

Reference: EQHA’s Annual Report FY 2019 to USAID



Sustaining Improvement and CQl in EQHA-supported
provinces

(Dr. Bruno Bouchet)



OD implementing QI Collaborative




Elements of EQHA Scale-Up Plan
(Including private facilities)

* Sensitization of the leadership of the new provinces on Ql
Collaborative and change packages

* Selection of 2 topics per site

* Training of Ql Coaches

* Coaching/Telegram

* Learning sessions for spread collaborative
* Peer-to-peer exchange visits

* SOPS for each change

* Clinical mentoring from national programs

Build the QI capacity of the PHD and ODs teams to manage a QI Collaborative




Conclusion

* Keep exchanging on progress of Ql interventions
among all stakeholders

* Contribute to scale-up best practices beyond EQHA
provinces

* Consider updating the national Ql policy

THE SCIENCE OF IMPROVING LIVES




Additional Slides
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Good References on the Ql models
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What Works: Interventions to Improve Health
Worker Performance

Rowe A et al., Lancet VOLUME 6, ISSUE 11, PE1163-E1175, 2018

Mean Effect Size of Single Interventions

Group problem solving (e.g. Ql Collaborative:s) "
Other management techniques (e.g. self-... H—
Supervision (e.g. supportive supervision)
Any training
Printed information or job aid mm
Health system financing (insurance strategies) mm

Information/communication technology (e.g. m-... m

0 5 10 15 20 25 30

Reproduced with permission from Pierre Barker, IHI



https://www.thelancet.com/journals/langlo/issue/vol6no11/PIIS2214-109X(18)X0013-8

Selected Scale-Up Models

Breakthrough Complex issues requiring multiple changes/interventions over a long  Decrease maternal mortality

Collaborative period of time

Campaign Accelerate implementation of a well-know intervention Immunization campaign

Communities of Self-organized groups exchanging on one topic Ql CoP

Practice

Wave sequence Complex interventions involving multiple actors working as peers Organize HIV services for key
populations

Competition Incentives to diverse groups competing for a prize Linked to PBF

Hybrid Combination of the above: collaborative + wave sequence Any topic

A brief compendium of networked learning methods. By Joe McCannon, M.
Rashad Massoud, & Abigail Zier Alyesh Oct. 20, 2016
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