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ABSTRACT

Background: Health care organizations are under immense pressure to improve the efficiency and
effectiveness of care delivery. To date little research into how health organizations in resource-limited
settings take up, support, and embed these changes is available on which other services can draw to
inform implementation. In this paper, we examine the processes and practices in the organizational
context, and showcase how Continuous Quality Improvement (CQI) is embraced in a large health care
program.

Methods: Amref Health Africa engaged consultants to support implementation of CQI in all its
programs and support services. A total of 35 Trainer of Trainers (TOTs) were drawn from different
programs and trained on a learning approach focusing on specific knowledge needed to systematically
identify and solve problems through case-based reasoning and root cause analysis. Developed action
plans were used to provide continuous mentorship and peer-to-peer exchange. The TOTs cascaded the
training to the entire organization. CQI teams were formed and quality of service standard indicators
were developed for monitoring

Results: CQI teams at different service levels were formed and able to follow through the stages of
growth and successfully complete a full improvement cycles in 3-9 months. Proportion of TB/HIV co
infected clients on HAART increased by 78%. Active HIV female patients screening for cervical
increased by 141%. Proportion of MPesa payment increased by 102% and 82% for 1% and 2"MPesa
payments approved within time respectively. Use of partograph improved from 8% to 30% and lost to
follow up rates reduced from 56% to 24%. Linkage of HIV positive patients into care improved by
45%

Recommendations: Adopting CQI involved engaging diverse teams in new relationships that could
support services to construct shared meaning and purpose, operationalize key concepts and tools, and
develop and embed new practices into service systems and routines. Promoting CQI requires a
systemic approach and organization-wide commitment in order to improve processes within an
institution.
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INTRODUCTION

One of the greatest challenges to
building sustainable health systems in
resource limited settings is being able to
foster the capacity for the routine use of
health and program information for
continuous quality improvement (CQI)
and to maximize health outcomes.
Recently, there have been a lot of efforts in
health care improvement, particularly in
health services where there is considerable
interest in improving the delivery of a
range of core health care services. These
efforts are linked at the policy level to
investment in processes and mechanisms
that aim to improve the standard and
quality of care delivered across the
spectrum of treatment, prevention, and
promotion activities, and to improve
access, efficiency, and safety. ) While a
number of quality initiatives are currently
being employed by organizations, and
there is growing experience  with
implementation in different settings and
contexts; there is little research into how
health organizations take up, support, and
institutionalize  CQI on which other
services can draw. 3

CQI uses systems thinking, process
flow diagrams, and customer-centered
knowledge to redesign processes and pilot-
test small tests of change (STOC). By
embracing a  continuous  quality
improvement approach, a health care
system has the potential to gain
meaningful knowledge on how a system is
performing and how the work is done,
which can increase value to the clients and
the staff providing the services. M®
However, CQI is not a method that can be
installed into a system. It is a way of
thinking, learning, reflecting, and working
— away of improving continually. "

CQIl in public health is the use of a
deliberate and defined change process,
such as Plan-Do-Study-Act (PDSA),
which is focused on activities that are
responsive to organizational needs and
improving population health. % It refers

to a continuous and ongoing effort to
achieve measurable improvements in the
efficiency, effectiveness, performance,
accountability, outcomes, and other
indicators of quality in services or
processes, which achieve equity and
improve the health outcomes of the
community. 2! Improvement in skill
levels, organizational capacity,
organizational culture, and so on require
education, practice, and time to mature.
The ambition for better client experience
and improved outcomes in health services
requires a renewed focus on building
capacity and capability for all staff to
ensure they have the knowledge, skills and
attitudes necessary to deliver high quality
services. % to achieve this requires
experiential learning as, adults learn better
and retain more when they are able to see
concepts in practice and perform activities
hands on. 7 1t’s against this background
that Amref Health Africa engaged a team
of Quality Improvement experts to provide
training and technical support in
implementation of CQI in all programs
and support services within  the
organization

MATERIALS AND METHODS

Setting: The CQI activities were
implemented under Amref Health Africa
in Kenya which implements projects
around five thematic areas namely;
HIV/AIDS; TB and Malaria; Reproductive
Maternal Newborn and Child Health
(RMNCH); Water Sanitation and Hygiene
(WASH); and Clinical and Diagnostics
with Monitoring, Evaluation and Research,
Advocacy and Business Development as
cross cutting components in each of the
thematic areas. The organization has
support units, which include Finance,
Communications, Human  Resources
Procurement, Transport, and
Administration units. Amref Health Africa
identified a team of QI experts to provide
training and technical support in
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implementation of CQI in all programs
and support services.
CQI Assessment: The process started by
conducting a CQI  organizational
assessment using a standard assessment
tool. The tool, adapted from Quality First
(Bernie Darna) measured the level of
readiness and progress with CQlI
implementation. The tool was localized
through consultation with providers and
researchers with experience implementing
evidence-based practices and programs
and was shared with Amref Health Africa
staff through survey monkey (Survey
Monkey Inc; Palo Alto, California, USA:
www.surveymonkey.com). The 25-item
took 10-15 minutes to complete. The items
assessed 5 key thematic areas for CQI 1)
the management’s opportunity to lead
CQlI; 2) internal customer focus and use of
team processes; 3) understanding of
quality and customers’ wants and needs: 4)
CQI process and 5) use of data for
decision making. The results were
analyzed per program/support service and
by thematic areas. The results were used to
build into the training material for the
subsequent CQI TOT training.
Training of Trainers: A total of 35 TOTs
were then drawn from the Amref Health
Africa programs and support services. For
5 days, they were taken through
understanding of CQI, case-based
reasoning and root cause analysis, a
learning approach that focuses on the
specific knowledge needed to
systematically identify and solve problems
using the PDSA methodology. The PDSA
approach was selected based on its goals
and objectives for adoption. No additional
costs were incurred to implement the
methodology. The PDSA  approach
enabled the various departments within the
organization to learn from both ideas that
worked and those that did not work during
and after implementing their cycles.

To continuously adapt and improve
processes and pathways, participants were
taken through practical methods of root

cause analysis, process mapping, analysis
and work re-designs. All participants
developed work plans for implementation
within their program and support areas,
which were used to provide continuous
mentorship and peer-to-peer exchange.
The TOTs were tasked to cascade the
training to the departmental staff. Each
project and support service units then
formed comprehensive and all-inclusive
CQIl Teams and developed quality of
service standard indicators which are
reported on every month with revisions
after improvement cycles. As a result of
implementing CQI an organizational
quality  improvement  manual  was
developed to provide guidance regarding
the implementation and maintenance of
CQI at Amref Health Africa.
Implementation:  The  work  plans
developed during training were
implemented in different thematic areas
within Amref Health Africa programs and
support services to improve service
delivery and management. CQI teams
were formed and they developed quality of
service standard indicators for monitoring
through their different activities including;
1. Screening of all HIV+ clients for TB:
This was implemented at Kibera
Community Health Center due to low
uptake of ART among TB/HIV co infected
clients. The plan was to increase the
proportion of TB/HIV co infected patients
on ARVs from 52% to 80%. Between July
2013 and December 2013, the CQI team
started by verifying the total number of
TB/HIV  co-infected patients  on
Antiretroviral (ART) and those not on
ART. The team ensured active follow up
of patients that were on treatment and
effective tracking and linking of patients
that had dropped out of treatment, prompt
updating of the TB register while
introducing an effective appointment
system and regular reviews meetings by
the staff.

2. Scaling up Cervical Cancer
Screening: Cervical cancer screening
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among HIV positive women in an informal
settlement was planned after noting that
majority of female patients attending a
HIV clinic at the Kibera Community
Health Centre were not adequately being
screened for cervical cancer. All Health
Care Providers were trained on the
importance of Cervical Cancer screening
and conducted active screening between
May 2012 and May 2013. Patients with
positive lesions were referred
appropriately.

3. Efficiency on Mpesa payments:
Improvement on mobile money transfer
through Mpesa (Mobile funds transfer)
was planned after noting delays in
processing of Mpesa payments for staff
conducting field activities. The plan was to
ensure that 80% of Mpesa payments are
approved within one day for first approval
and one day for second approval in the
Enterprise Resource Planning (ERP)
system. From May 2014 to October 2014,
all Mpesa requests for project activities
were entered into ERP system and the
respective staff requesting the amount
notified on expected date of payment.

4. Quality of Maternal &New-born
Health (MNCH): In Kanzokea community
there wasinadequate MNCH skills among
health workers. The plan was to use of
partograph in the management of labour
by ensuring correct plotting and
interpretation. From February 2013 to
January 2014, CQI teams were formed
jointly with the sub-county health
management teams (SCHMT). Health
workers were re-trained on correct plotting
and interpretation of partographs. The
partographs show labour progress and
when HealthCare Workers should conduct
deliveries and referrals to higher-level
facilities on need basis. The SCHMT team
conducted supportive supervision and
mentorship visits on correct plotting and
interpretation of partographs.

5. Reduction of Loss to follow Up: The
baseline in LTFU proportions was
established at Kibera Community Health

Center and found to be 56%. The data
team produced a list of patients who
missed appointments; they then validated
the list with the pharmacy database. The
list was then shared with the Community
Health Workers (CHWSs) for tracing of
LTFU patients. All patients on ART were
reminded of their appointment dates
through calls. Immediate home visits were
by a CHW for those who did not respond
to phone calls. Patients were provided with
clinic phone number to call for
rescheduling of visits. All newly enrolled
patients on ART were attached to a CHW
for follow up and educational support.

6. Linkage of HIV positive clients to care:
The team at the supported clinics
embarked on active adherence counseling
and posttest counseling of patients
identified to be positive. There was
continuous follow-up of clients not ready
to start treatment either at the clinic or
clinics of their choice. The counselors
conducted focused enrollment preparation
sessions and ample time was given to
educating the patients about ARVs before
commencing treatment. Regular review of
CD4 count and prompt follow up of clients
was conducted.

7. Household with latrines: Within a
period of 18 months the WASH CQI team
used a Community Led Total Sanitation
(CLTS) approach, which demanded
involvement from communities, local
government and the other private sector
actors. The approach triggered the desire
for an open-defecation free community by
raising collective awareness of the open
defecation problem. The team used trained
CLTS facilitators who were sent to
communities/  villages to initiate
participatory analysis of the communities’
existing sanitation practices, and the
consequences and implications of such
practices to the community. The
facilitators held discussions with the
community members in public places.
They involved a “walk of shame” where
villagers would go on a tour within the

International Journal of Health Sciences & Research (www.ijhsr.org) 288
Vol.5; Issue: 11; November 2015



villages to indicate where people defecate.
The facilitators then helped people analyze
how fecal contamination spread from the
exposed excreta to their living
environments and food and drinking water.
This process, also known as triggering was
designed to catalyze collective community
desire and action to become Open
Defecation Free (ODF) by constructing
latrines. The community members then
came up with action plans on how to make
the construction of latrines happen, with
limited follow-up and support from the
project team and Public Health officers
from the Ministry of Health.

RESULTS

The proportion of TB/HIV co
infected clients on HAART increased by
78%. A total of 828 out of 1071 (77%)
active female patients who attended HIV
clinic were screened for cervical which is
141% increase. Proportion of 1*MPesa
payments approved within time increased
from 44% to 89% while 2"'MPesa
payments approved within time increased
by 82%. Use of partograph by HCWs
improved from 8% to 30% and lost to
follow up rates reduced from 56% to 24%.
Linkage of HIV positive clients to care
improved only by 45%.The proportion of
households with latrines improved from
17% to 100%. (Figure 1)

CQl Outcome Measures (95% Cl)

H# Pre Intervention

Post Intervention

81% 81%

38%

Linkage of HIV+  LTFU rates Mpesa Mpesa

payments 1st  payments 2nd
approval approval

Figure 1: Pre and Post Intervention CQI Outcome Measures
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Continuous quality improvement
means different things to different people.
For the purposes of the training,
continuous quality improvement (CQI)
was defined as the complete process of
identifying, describing, and analyzing
strengths and problems and then testing,
implementing, learning from, and revising
solutions. It relies on an organizational
culture that is proactive and supports
continuous learning. CQI is firmly
grounded in the overall mission, vision,
and values of the agency. Through the

standardized training content, all Amref
Health Kenya staff had the opportunity to
become proficient in improving the
services they provide for example making
sure people are safer, receive treatment at
the optimal time, and restore their quality
of life more quickly. CQI is dependent
upon the active inclusion and participation
of staff at all levels of the organization and
stakeholders throughout the process. 8

Leadership and management were
critical to successful uptake. %% two
important functions seem to have been
carried out by program leaders in this

International Journal of Health Sciences & Research (www.ijhsr.org) 289
Vol.5; Issue: 11; November 2015



respect. They played a key role in shaping
an organizational vision for what could be
achieved through investing in quality
improvement and in articulating how to
build capacity for achieving that. They
also masterminded broad strategies for
implementation and provided a mandate to
proceed. For those who experienced
success in achieving uptake saw the
changes required for embedding CQI as
structural and behavioral. They exercised
judgment in how they went about
motivating staff and operated at multiple
levels to alter the local environment in
ways that could enable staff to participate
and put into place new structures and
routines to support them. Leadership
guided the integration of support services
CQI and program level CQI for the overall
goal of improving health program impact
plus improved health outcomes. They did
so incrementally, building on small
successes and adapting and trialing
different strategies, chipping away over
time.

CONCLUSION

Uptake of CQI is a complex
process that involves engaging multiple
stakeholders in new relationships that can
support services to construct shared
meaning and purpose, operationalize key
concepts and tools, and develop and
embed new practices into service systems
and routines. Some clear messages for
health authorities interested in
implementing quality  improvement
systems emerge from this study. First,
promoting quality improvement requires a
system approach and organization-wide
commitment. At the organization level, a
formal high level mandate, leadership at
all levels, and resources to support
implementation are needed. Leadership is
critical to success and strategies for
training and mentoring
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