Proceedings

All-Country Learning Network
Kampala, Uganda
March 26-30, 2012
Speke Resort and Conference Center

2012

EXECUTIVE SUMMARY
May 2012
Dear Colleague,
The third All Country Learning Network - March 26-30, 2012, Kampala, Uganda - was attended by over 200
participants from 16 countries in Africa, Asia, South America, North America, the Caribbean and the South
Pacific and included representatives from Ministries of Health, CDC country offices, CDC Atlanta, and the
Health Resources and Services Administration HIV/AIDS Bureau.
The ACLN has become a catalyst for quality improvement spread through peer exchange, knowledge sharing
and expert presentations focused on issues of critical importance in building sustainable national quality
management programs.
This year’s topic, use of performance data to set national improvement priorities, challenged us to reflect
on our programmatic progress and way forward as a fundamental goal of HEALTHQUAL. The sharing of
successes, implementation barriers and strategies to advance this work is guided by our common goals to
achieve national quality frameworks that improve patient care and overall population health.
Plenary presentations targeted cross-cutting public health topics including QI implementation and diffusion, a
partnership for HIV-free survival using the nutrition assessment, counseling and support (NACS) platform to
support PMTCT, using QI to improve the postnatal continuum of PMTCT care through NACS, retention in care
in global HIV/AIDS programs, health information technology and QI, TB infection control though QI, Thailand’s
transition from clinical care to a humanized healthcare model, and communities of practice to promote scale-up
of national QI efforts.
As last year, Open Space sessions – a participant-driven and self-organizing model for group learning –
generated diverse and highly relevant discussions on a wide-range of improvement topics. Some of these
sessions included: data quality and validation, indicator development, health care worker motivation,
development of non-HIV indicators for improvement, patient flow, retention, improving HIV quality of care for
adolescents, QI coaching processes and data literacy among many others.
This year, for the first time, HEALTHQUAL also sponsored a full-day in-depth data workshop to build skills and
knowledge in data analysis, interpretation, visualization and reporting.
As we watch the ACLN mature and expand, and as we welcome participation from new countries, I look
forward to watching this community grow and accelerate learning in areas of interest and improvement.
I want to thank all participants and HEALTHQUAL staff for their unique contributions to this event, and
acknowledge the truly remarkable work evident in each participating country. A special thanks to our colleagues
in Uganda; we could not have achieved this success without your unwavering support and hospitality.
Best wishes,
Bruce Agins, MD, MPH
Director, HEALTHQUAL-International
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Country Presentations

Summary of Presentation

				

Title: Putting Improvements into Practice at a National Scale: It’s Not Just About Diffusion
Speaker: Bruce Agins, MD, MPH
Overview of presentation:
Dr. Agins’ opening plenary of the 2012 ACLN reviewed different approaches and models of effective implementation and diffusion of improvement efforts. The audience was encouraged to consider how to apply these
models through planning and management at the national level. The overall aim of the presentation was to
identify common elements associated with diffusion, spread, and implementation to drive large-scale improvement in a public health framework.
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Opening: Putting Improvements into Practice at National Scale
Presenter: Bruce D. Agins, MD, MPH
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March 26, 2012
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Opening: How to Implement a National Quality Improvement Campaign
Presenter: Clemens Steinbock
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March 26, 2012
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Greeting from the Health Resources and Services Administration (HRSA)
Presenter: George Tidwell
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March 26, 2012
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Country Presentation: Uganda
Presenter: Dr. Godfrey Kayita
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March 26, 2012
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Country Presentation: Namibia
Presenter: Claudia Mbapaha
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March 26, 2012
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Country Presentation: Kenya
Presenter: John Wanyungu
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March 27, 2012
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Country Presentation: Mozambique
Presenter: Joe Lara
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March 27, 2012
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Country Presentation: Rwanda
Presenter: Alice Umuhongerwa
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March 27, 2012
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Country Presentation: Thailand
Presenter: Sorakij Bhakeecheep, MD
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March 27, 2012
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Country Presentation: Vietnam
Presenter: Dr. Nguyen Kim Chi

				

				

46

March 28, 2012
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Country Presentation: Zambia
Presenter: Dr. Jubra Muyanga
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March 28, 2012
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Country Presentation: Zimbabwe
Presenter: Dr. Joseph Murungu
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March 28, 2012
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Country Presentation: Haiti
Presenter: Dr. Gabriel Thimothe
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March 29, 2012
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Country Presentation: Swaziland
Presenter: Thulile Dlamini

				
				

60

March 29, 2012
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Plenary
Presentations

63

Summary of Presentation

				

Title: Creating a Partnership for HIV-Free Survival: Using the NACS Platform to Support PMTCT
Speaker: Amie Heap
Overview of presentation:
Amie Heap described the genesis of international integration of nutrition into HIV/AIDS programs through support from the WHO, PEPFAR and the World Health Organization. This support led to the implementation of
Kenya’s ‘food by prescription’ program for nutrition assessment, counseling and support (NACS) for people
living with HIV and AIDS (PLWHA) in clinical care and treatment services. NACS is a platform for integrating
nutrition into the continuum of care through nutrition care and support, HIV-free survival, economic strengthening and health system strengthening and it is employed on a clinic, community and national level. NACS has
been implemented in Kenya and Malawi and is being implemented in 12 other countries. Amie Heap further
discussed the partnership for HIV-free survival, a component of NACS that focuses on implementing the 2010
WHO infant feeding guidelines. She also highlighted the importance of using performance data in the NACS
platform to assess the effectiveness of interventions, identify successful approaches, inform and improve program design and to report results to national governments and other partners.
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Plenary: Creating A Partnership for HIV-Free Survival
Presenter: Amie N. Heap, Nutrition Advisor, Office of HIV/AIDS, USAID
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March 26, 2012
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Summary of Presentation

				

Title: Improving HIV-Free Survival of Infants Born to HIV-Infected Mothers: Using Quality Improvement to
Improve the Postnatal Continuum of PMTCT Care Through NACS
Speaker: Dr. Nigel Rollins
Overview of presentation:
Dr. Nigel Rollins continued the discussion of HIV-free survival and emphasized the need to utilize quality
improvement to ensure the effective implementation and successful outcomes of NACS. NACS and the partnership for HIV-free survival are contributing to the Elimination initiative in its focus on post-natal PMTCT care.
The WHO 2010 guidelines on HIV and infant feeding recommend that all women with CD4 counts less than
350 be on ARV medications for life, and that countries pick a consistent national strategy for breastfeeding.
The national strategy must either ensure that all HIV+ women who are breastfeeding be prescribed ARVs or
ensure that HIV+ mothers of infants do not breastfeed and follow a formula feeding plan. In countries where
formula feeding is linked to a high rate of infant death, the country should adopt the national strategy of promoting breastfeeding for infants born to HIV+ mothers and ensuring that all women breastfeeding are on ARVs
to prevent transmission. This approach to infant feeding is designed to ensure the greatest chance of HIVfree survival for infants. Specifically, the HIV and infant feeding guidelines set forth a breastfeeding plan that
requires HIV infected mothers to exclusively breastfeed for the first 6 months of life and continue breastfeeding
with the addition of complementary food until 12 months of life. An important component to this guideline is
that breastfeeding should only stop when a nutritionally adequate and safe diet can be provided to the infant.
After explaining the WHO 2010 HIV infant survival guidelines, Dr. Rollins elaborated on data supporting the
strategies outlined in those guidelines. He provided evidence to demonstrate that ensuring ARV treatment in
breastfeeding mothers is the most efficacious way of preventing postnatal mother to child transmission. Further, he outlined the dangers of formula feeding in a study that evaluated formula in South African PMTCT sites
and found 63% of formula to be heavily contaminated with E.coli, 28% of formula to be diluted, and supply issues preventing consistent access to formula. Dr. Rollins then discussed implementation challenges and presented data from implementation sites to demonstrate that the complexity of PMTCT systems allows for many
steps where a mother and infant can fall out of care. The difficulties in fulfilling each part of the multi-step
PMTCT continuum decrease the efficacy of child survival interventions. Looking ahead, Dr. Rollins stressed
the need to collect data on the scale-up of child survival interventions and the need to bring quality improvement into the partnership for HIV-free survival. Dr. Rollins noted that the next steps in this scale up process are
to engage Ministries of Health, key agencies, and in-country partners and to integrate with national Elimination,
nutrition and MNCH scale-up plans. He also highlighted the importance of a common framework for QI intervention and evaluation to adequately monitor the scale-up process.
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Plenary: Improving HIV-Free Survival of Infants Born to HIV-Infected Mothers
March 26, 2012
Presenter: Dr. Nigel Rollins, Department of Maternal, Newborn, Child and Adolescent Health, WHO
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Summary of Presentation

				

Title: Retention in Care in Global HIV/AIDS Programs: Measurement and Improvement
Speaker: Dr. Elvin Geng
Overview of presentation:
Dr. Elvin Geng from the University of San Francisco presented the global outlook of HIV/AIDS patient retention
in resource-limited settings, providing an overview of current retention literature and on-going retention initiatives.
Technical definitions of patient retention are often based on a number of missed or made clinical visits during a
specified review period. Dr. Geng and collaborators developed a conceptual framework for retention described
by five main components: recognition and prioritization of health status by the patient, access to and monitoring of care by the health system and shared investment between the patient and health system. Absence
of any of these components threatens patient retention.
In the current literature to-date, several studies focus on facility patient retention; however, there is a need to
study the outcomes of those patients who are lost to follow-up and focus on patient retention in care. Different
outcomes of loss to follow-up invoke different public health responses. The estimate from the literature is that
50% of patients who are lost to follow-up are in care, but the variation is great between different sites. Thus,
there is a need to understand retention locally.
Barriers to retention include socio-structural, health care system and patient factors. Retention measurement
systems may need to be improved before attempting to address causal factors for loss to follow-up. Once gaps
in measurement processes have been filled, sampling methodology can be utilized to track a representative
cohort of patients in a clinic. Using the sample, epidemiologic factors and specific, improvable problems within
the systems and processes of health care delivery can be identified to guide program intervention and system
improvements.
Dr. Geng ended with an overview of several on-going retention initiatives, which leveraged social capital to promote decentralization of health services and better utilization of health care infrastructure. Promising strategies
were culturally and socially acceptable, generalizable in African settings and cost effective. Examples of current initiatives include organizing patient groups where individual members take turns retrieving ARV medications, utilizing community care coordinators to provide care and dispense medications to patients, and counseling healthy habits to both the patient and the patient’s self-identified social network.
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Plenary: Retention in Care in Global HIV/AIDS Programs
Presenter: Dr. Elvin Geng, University of California, San Francisco
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March 28, 2012
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Summary of Presentation

				

Title: Health Information Technology (HIT) and Quality Improvement
Speaker: Andrew Hamilton, RN, MS
Overview of presentation:
Andrew Hamilton’s plenary presentation focused on the use of electronic medical records (EMRs) and health
information technology (HIT) to support quality improvement activities in areas including clinical decision
support, electronic ordering/return of labs, medication prescribing, documentation, quality reporting and public
health surveillance among others.
Mr. Hamilton has firsthand experience implementing an electronic medical record system at the Alliance of
Chicago – a large network of community health centers. This application of health information technology has
supported the development of a learning community among participating programs throughout the United
States.
To optimize HIT adoption and implementation, Mr. Hamilton emphasized the need to develop a strong systemlevel vision and associated strategies to adequately support an advanced technical infrastructure, capacity
building efforts, facilitate staff and leadership support, and funding. The responsibilities and implementation
strategies at both the central level and the site level were delineated - highlighting HITs function at multiple
levels from central management to individual knowledge management.
Mr. Hamilton went on to describe the potential for integration of HIT into quality programs, and cited clinic-level
QI intervention categories including: point of care clinical reminders, use of data to support retention, and use
of data to support public health program priorities. For example:
• development/sharing of monthly quality dashboards
• reminders to inform physicians when a particular patient was due for monitoring of CD4 or viral load
• capture of patient level data for follow-up and contact
• weekly extraction of influenza like illness symptoms to send to the health department for population-level
surveillance
Andrew Hamilton closed by emphasizing that successful implementation and use of HIT requires attention to
multiple variables beyond the system itself, including staff, processes, and technology selection – and can be a
powerful tool to support clinical improvement.
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Plenary: Health Information Technology (HIT) and Quality Improvement
March 29, 2012
Presenter: Andrew Hamilton, RN, MS - Alliance of Chicago
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Summary of Presentation

				

Title: Putting It All Together: TB Infection Control Through Quality Improvement
Speaker: Ginny Lipke, RN, MHA
Overview of presentation:
Ginny Lipke spoke about the continued need for integration of TB Infection Control (IC) and QI. Common elements associated with both TBIC and QI include measurement to improve care; enhanced communication,
education and accountability; and strengthening of systems through process analysis. Ms. Lipke characterized
TBIC and QI as parallel efforts characterized by good governance; improved care and safety; standards-oriented; with a focus on structure, process and outcomes of care; and transparency to stakeholders.
She described TBIC and QI as systems approaches to improve care, and stressed the need for harmonization and consistent implementation. Noted barriers to harmonization included the proprietary nature of differing
models; different branding and terminology; different indicators and tools to measure outcomes; lack of communication between stakeholders; and need for knowledge management and sharing of strategies.
Ms. Lipke concluded with suggestions for harmonization of TBIC and QI, including increased internal program ownership; promotion of dialogue between infection control and QI staff on implementation of improvement models; cross-agency collaboration on key issues, such as screening and retention; and peer exchange
through online resources, meetings, workshops and printed publications to reinforce development of an integrated national TBIC QI program.
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Plenary: Putting It All Together: TB Infection Control Through QI
Presenter: Ginny Lipke, RN, MHA - CDC Atlanta
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March 29, 2012
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Summary of Presentation

				

Title: How HIVQUAL-T Is Moving Forward from Clinical Care to Humanized Health Care
Speaker: Sumet Ongwandee, MD, MS, MPH
Overview of presentation:
Dr. Sumet reviewed Thailand’s approach to Humanized Health Care (HHC). HHC encompasses a
compassionate approach to medicine. This model is the antithesis to many modern management systems
characterized by “machine-like” work, fragmentation of roles, and reduced compassion within the workforce.
Strategies to enact humanized health care include: (1) consideration of the whole patient (spirituality, humanity,
peace, and aesthetics); (2) deep listening; (3) concern for social and cultural sensitivity; (4) engagement of a
diverse group of stakeholders; (5) emphasis on community involvement.
In Thailand, HIVQUAL-T began in 2003. Initial focus was placed on construction of the systems for quality
management, improvement, and performance measurement. After these components were established, the
program shifted focus to QI training, coaching, and improving clinical care outcomes. Currently, HIVQUAL-T is
working towards humanized health care and empowerment of health care workers and patients.
The program has also developed and will continue to investigate specific quantitative and qualitative
measurement components to understand the impact of the HHC approach. Suggested quantitative
measurements include a satisfactory rating scale and investigation on the impact of HIVQUAL indicators.
Qualitative measurements may come from focus groups or group interviews.
“The process of changing life or illness perception is a huge challenge in modern medicine. Humanization
needs its place in today’s healthcare. We cannot improve quality without taking patients’ life into consideration.”
- Dr. Komatra Jungsatiensup
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Plenary: How HIVQUAL-T Is Moving Forward from Clinical Care to Humanized Care
March 30, 2012
Presenter: Sumet Ongwandee, MD, MS, MPH - Director, Department of Disease Control, MOPH
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Plenary: Communities of Practice: Transcending Boundaries to Improve Quality
Presenter: Bruce D. Agins, MD, MPH, Director, HEALTHQUAL International
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March 29, 2012
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Open Space
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Open Space				

		

March 28-29, 2012
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Open Space: Data Quality and Validation 					
March 28-29, 2012
Facilitators: Julius Ssendiwala (Uganda), Eugene Amaize (Nigeria), Puleng Ramataboe (South Africa)

Issues Discussed

• Reasons for interest in data validity and quality
o Quality of facility-level data can be variable despite site-level performance measurement training and prepared training materials
o Difficult for national quality manager to provide technical assistance at the facility-level (transportation,
number of clinics, difficulty conducting TA over the phone)
o Distrust/non-acceptance of performance measurement results by clinicians/service providers
- Clearly demonstrating differences between data collection issues and quality of care issues
o Additional challenges include: (1) high staff turnover of data manager staff; (2) time delay in data reporting
and data validation; (3) service providers do not accept the data/take ownership; (4) number of indicators
reported on; (5) systems to move data from facility to higher levels.
• What is quality data?
o The group identified six components of quality data: (1) valid (clear definition of all data items), (2) reliable,
(3) timely, (4) complete, (5) precise, (6) inclusion of a qualitative summary/narrative
• What is data validation?
o Process to understand the quality of data
o Important elements of data validation include: (1) understanding data source; (2) having clear definitions of
measures; (3) comparison of reported data with actual records; (4) understanding sampling methodology
• What are the functional components associated with quality data?
o Training of staff
o Defining clear roles and responsibilities
o Reporting guidelines
o SOPs
o Linkage of facility-level data with national level

Outcomes

• Data quality and validation strategies:
o Harmonize quality indicators across programs (as possible/applicable)
o Performance measurement training and technical assistance
- Provide multiple trainings on performance measurement and how to operationalize indicators
o Recognize that indicator development is a process
- Pilot indicators and have all stakeholders review and test associated tools
o Ensure data managers have appropriate training in data analysis
o Ensure all staff have appropriate performance measurement job aids and mentorship/supportive supervision following trainings
o Review standing data collection tools are easy to use and collect accurate information
o Compare quality performance measurement findings to other information systems
o Develop strategies whereby sites are able to validate their own data (self-validation)
- Have the facility/data manager review different variables/parameters on a monthly basis to validate if
reported quality data reflects the facility’s records. Rwanda uses this strategy.
- Build in validation checks into electronic databases
- Emphasize the importance of process indictors
- Work toward real-time data validation
o Technical Assistance
- Leverage people closer to the clinics (within the region) to provide assistance in data quality
- Peer learning
• Connect data managers throughout the region to provide TA to one another
o Decentralize Data Quality Assessment
- Create district-level capacity for performance measurement
o Clearly define the levels of reporting and data aggregation
o Incorporate the principles of quality improvement into the performance measurement process
- Rely on periodic and systematic measurements and interventions in place to improve these findings.
o Audit charts for patients who did not meet the indicator (failed indicator), to determine why did not get data
(data collection error or quality error)
110

Open Space: Indicator Development					
Facilitators: Trust Mufune (Zambia)

March 28, 2012

Issues Discussed
1. Definition of an Indicator
2. Characteristics and Types of an Indicator
3. Process for Developing an Indicator

Outcomes
1. An indicator is a statement/variable that measures performance and it can be quantitative or qualitative. If
it’s quantitative, it can be an absolute number or it can be expressed by a percentage (numerator / denominator).
2. The characteristics of an excellent indicator can be described by the acronym SMART. An indicator should
be (S)pecific or reliable so that interpretations of the indicator are unambiguous allowing for comparability between different clinics and rounds. It should be (M)easurable or quantifiable given the data sources. It should
be (A)chievable or realistic, allowing for improvement given the resources and setting limitations. It should be
(R)elevant, answering the right question and addressing the aims of your program. Lastly, it should be (T)ime
bound by specifying the review period.
Types of indicators include impact, outcome, output, process and input indicators.
3. General steps in developing an indicator: 1. Investigate the area of concern. 2. Brainstorm the objective of
that area. 3. Develop an indicator to address the objective. 4. Refine indicator to meet SMART criteria.
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Open Space: Measuring the Quality of Technical Assistance
Facilitator: Carla Johnson (USA)

			

March 28, 2012

Issues Discussed
1. Definitions: The group discussed how to define technical assistance, identifying components necessary for
good technical assistance. These include: (1) expertise, (2) well-defined needs, (3) specific assistance, (4)
resource facilitation, and (5) timely completion. Technical assistance can occur at any level of an organization.
The main challenge identified is deliverables that do not meet the needs discussed.
The types of TA identified were grouped into major categories, including: (1) capacity building, (2) laboratory
support, (3) advocacy, (4) document creation or review, (5) epidemiology service, (6) strategic information, and
(7) data quality assessment.
2. Measures: The group then discussed the importance of evaluating the TA provided. The importance of
ongoing reviews to measure relevance, sustainability, and efficiency of TA, and setting specific TA goals was
discussed. Specific ways to measure performance include: (1) impact evaluation based on data, (2) pre- and
post-tests, (3) direct observation or clinical judgment, (4) examining how documentation and standards of care
change, and (5) implementation and sharing of practices.
3. Indicators: The group determined that indicators are difficult to develop, but must be developed on a specific
case-by-case basis
4. Impact: The impact of TA can manifest in a number of different ways, including: (1) use of media, such as
video, to publicize work, (2) data use to measure the quality of TA, (3) shared practices in other areas, including geographical and program areas, (4) publishing, and (5) appearing at regional or international conferences
to share information.

Outcomes
1. Assessing the quality of TA is specific to the type of TA being provided.
2. Contracts or cooperative agreements should be very specific in terms of tasks and performance measures.
Indicators that measure performance are very specific to the type of TA provided.
3. Measuring the impact of TA can be difficult, however it should be measured, it should be visible, and may
include: publication, accreditation, spread of best practices, conference presentations or abstracts, adoption of
guidelines, etc.
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Open Space: Motivation of Health Care Workers			
Facilitator: Nicholas Persaud (Guyana)

March 28, 2012

Issues Discussed
The discussion group identified the following issues affecting staff motivation: (1) salary; (2) burnout; (3) lack of
incentives; (4) absence/lack of regional and ministry support; (5) performance measurement data not shared
back to clinics; (6) lack of system for professional support/development; (7) data collection burden; (8) lack of
ownership for additional quality improvement activities; (9) uncomfortable environment/poor facilities.

Outcomes
1. Strategies to engage and motivate health care workers
a. Promote quality work of clinics and staff
i. Hold national or regional forums to promote quality improvement (QI) and exchange strategies
ii. Provide awards to support the quality work of both clinics and staff
iii. Provide technical assistance to build staff confidence in quality improvement
1. Support staff to analyze the data and share their story in writing
iv. Highlight quality improvement work (magazines/newsletter/booklet)
b. Development and implementation of staff appreciation strategies
i. Examples: retreat, “Staff of the Year”, wellness center for HCWs, provision of lunch/snacks
c. Provide professional development/upward movement strategies
i. Build staff skills in technology
ii. Accreditation/curriculum for quality improvement training for staff
1. Modular trainings with associated recognition involved
iii. Provide training opportunities for staff to allow for professional development/promotion
iv. Pre-service and in-service trainings
v. Provide/support mentorship opportunities
d. Task shifting and task sharing-using a team approach
i. Use of expert clients and outreach workers to share work
e. If possible, implement new technology (e.g. EMRs) and provide appropriate technical support for staff to
gain ownership of these new systems to help best manage their work
2. Institutionalizing quality improvement-develop leadership at the Ministry of Health and government to ensure
support for quality from national level
a. Priority shift at national level
i. Integration of quality into the MOH to build MOH and staff ownership of quality
ii. National level to support both in-service and pre-service trainings in quality
b. Avoid parallel/vertical quality structures
c. Allow for organization accreditation
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Open Space: Developing non-HIV Indicators
Facilitator: Ginny Lipke (USA)

			

March 28, 2012

Issues Discussed
1. Non-HIV Indicators
2. Measuring non-HIV Indicators
3. Challenges in implementing and integrating non-HIV indicators

Outcomes
1. Non-HIV Indicators
- Non-HIV Clinical Indicators
o TB, Malaria, STIs, Growth indicators, Non-communicable disease indicators, e.g. hypertension and
Diabetes
- Non-HIV Non-Clinical Indicators
o Waiting time, post-surgery complications and infection, lab turnaround, supply stock, transport, provider
ongoing education
2. Measuring non-HIV Indicators
- TB
o Screen for cough, screen for sputum, ppd, chest x-ray
- Malaria
o Track presence of malaria net in the home
- STI
o VDRLs, gram stains, urinalysis, kOH prep, pap smears
- Growth indicators
o Document height for weight in adults
o Document height for weight, weight for age, height for age and head circumference in children and be
sure to chart these comparisons
- Hyptertension
o Blood pressure screening
3. Challenges in implementing and integrating non-HIV indicators
- Methods of measuring non-HIV indicators are not established
- Non-clinical indicators measurement parameters are difficult to define
o Waiting time is a specific example of a non-clinical indicator that is tough to define
i. There is a debate about whether waiting time should be measured from a patient’s arrival at the clinic
or from their scheduled appointment time.
- Group members suggested that both measures be used because both have value
ii. It is predicted that the WHO upcoming guidelines will establish measurement of weight time from
patient arrival to health facility
- Supply issue
o Some facilities do not have blood pressure cuffs or other necessary resources for screening
o Modifications to screening methods were suggested
i. In resource-limited settings, symptomatic STI screening can replace laboratory tests.
ii. Screening for cough is an effective method of TB screening and does not require extra resources
- Difficult to transition from HIVQUAL to HEALTHQUAL
o There is a tension between HIV care workers and other types of health care workers since HIV care has
become a national focus. HIV work receives more funding and support.
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Open Space: Patient Flow		
Facilitator: Nicholas Persaud (Guyana)

Issues Discussed
1. Patient Flow and quality issues in TB/HIV clinics
- Efficient patient flow in TB/HIV clinics may jeopardize quality of care.
o TB and TB/HIV patients should be segregated from HIV patients in clinic
o Facility limitations may not allow it
o Even where “waiting room” segregation is possible, complete segregation in the clinical facility may not
be
2. The relationship between efficient patient flow, patient satisfaction, and quality of care.
- Poor patient flow is a leading cause of lengthy wait time
- Lengthy wait time is leading cause of patient dissatisfaction
- Patient dissatisfaction is a common cause of loss to follow-up
3. Organization of clinic space, scheduling, and allocation of staff efforts. Efficient organization of clinic space
can dramatically improve patient flow. Flow can be further enhanced by strategically aligning staff efforts/functions with the particular flow demands of a given clinic, and by implementing staggered appointment scheduling.

Outcomes
1. A potential remedy to patient flow and quality issues in TB/HIV clinics is HIV-only clinic sessions. Participants
suggested that resource limitations could preclude the possibility but they would explore feasibility further.
2. Patient flow mapping: Participants agreed on the critical importance of patient flow mapping as a first step
toward improving patient flow and, consequently, quality of care.
3. Task shifting/rotating responsibilities. Participants recognized the potential for task shifting/rotating responsibilities to improve patient flow. For example, participants suggested that data clerks and triage nurses could
serve as pharmacy assistants during down times in order to ensure that all prescriptions are pre-packaged.
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Open Space: Monitoring and Improving the Quality of PMTCT Care
Facilitator: Andrew Maher (USA)

March 28, 2012

Issues Discussed
1. Challenges to monitoring PMTCT Care
a. Difficult to retain HIV-exposed infants in postnatal care
b. Monitoring care across multiple programs/PMTCT cascade of services
i. Lack of common identification systems
1. Difficult to identify unique clients across services
ii. Difficult to track longitudinal information
iii. Difficult to track information across home, public, and private sectors
c. Staff turnover and workload burden
d. Lack of electronic medical record systems
e. Shifting deliveries to primary care settings is not always accepted by the client
f. Male involvement in ANC

Outcomes
1. Solutions identified include:
a. Give each patient a unique identifier, either through an EMR or on a physical card.
i. Possible challenge: information stays with the patient/client
b. Child health passports. Issued in labor and delivery and carried with the child until 5 years of age. These
capture HIV and PMTCT data.
c. A midwife case manager is responsible for monitoring PMTCT care at each facility.
d. Offering comprehensive care/one-stop shopping. Full HAART and lab tests are available where women
are receiving care for their pregnancy.
e. Consumer involvement.
i. Use “mentor mothers,” or expert patients, to provide support and guidance to new patients
ii. Hold support groups that include children and families
f. Define male and community involvement in a specific, concrete way.
i. Encouraging couples’ testing, and not only in ANC, which is often not male-friendly.
g. Provide government health insurance for mothers to encourage them to come to the hospital or clinic for
delivery
2. Identified/suggested quality indicators for PMTCT care:
a. Partner testing
b. ARV eligibility
c. Retention
d. PCR done at 6 weeks for exposed infant (measuring timeliness)
e. Feeding practices
f. ART prophylaxis for exposed infants
g. HIV testing of “unbooked” mothers in labor ward
h. Syphilis screening for mothers in ANC and L&D
i. Malaria prevention in ANC
j. CD4 monitoring
k. Hb levels
l. Family planning
m. Number of deliveries per health facility
n. Linkage to HIV care
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Open Space: Retention		
Facilitator: N/A

Issues Discussed
• Size of facility and viability of tracking systems (computerized or manual) in place to document total number
of patients in and out of care annually and associated entry points in and out of care. Some patients may
change facilities (ex: switch to private or other public health facilities).
• Stigma
• Economic Factors
• Transferring facilities
• Rural settings of health care facility
• Documenting other health factors (weight loss/gain)
• No contact with facilities to address treatment failure
• Addressing, monitoring, and measuring Pre-ART patient follow-up activities

Outcomes
• Improved documentation and record keeping
o Develop a tracking system (tracking/tracking registers) that can capture patients in and out of care across
facilities (public and private) and the entry points.
• Follow-up on patients who possibly transferred
o Call facility to follow-up on transferred patients to identify if they are engaged in care at another location
o Use peer educators/expert patients to bring patients back into care
o Reports back to facility on who he/she was able to engage via home visits to deliver ARVs and/or to facilitate re-entry into clinic. (emergency hotline available to schedule emergency care visits to facility). However,
clinical assessment and counseling sessions are best ways to address adherence, more objective than
getting feedback from patient. Approach has shown to facilitate higher community retention rates. Agents
obtain ART from facility Pharmacy. The Pharmacy Management Information System tracks total number of
clients in community and community ART distribution points ( accountability mechanism is in place to determine who received and who did not receive ARTs).
o Clients engaged in care at facility level are provided with options to access care at sites centrally located in
community (closer to home/village).
o Utilizing community counselors or peers that can address treatment failure and adherence (ex: CD4/VL
testing, monitoring other health conditions, and other medications, etc).
o Pre-empting self transfer: Mapping to determine where patients live, transferred out and where they are
referred, and follow-up via calls to determine if those transferred out are receiving care.
o Self-forming adherence groups (are cost effective/cheap, self-motivated, and reduce stigma). The group
consists of 6 persons in communities who are stable. One community/peer is identified monthly for submitting documentation with patient identification number, name, age, treatment regimen, dates of appointments,
and prescribing/medication distribution history and file is signed. Patients must be seen every 6 months.
o Implement system to screen every six-months to check CD4 for pre-ART patients
o Identify stable patients every 6 months and ask them where they want to receive care (in their village or in
another location).
o Using pre-ART patient support groups linked at facility to community (resources to convene support are
provided by local government and NGOs)
o People are confident about disclosing HIV status and talking about being on treatment. Government has
integrated HIV into all health sectors.
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Open Space: Ensuring Sustainability of QI in High Volume Facilities
Facilitator: Eugene Amaize (Nigeria)

Issues Discussed
1. Characteristics of high volume clinics
2. Challenges of QI in high volume facilities
3. Solutions to the challenges

Outcomes
1. Characteristics of high volume clinics included:
- Understaffed
- Busy because of high patient load
- Documentation challenges due to high patient volume
2. Challenges of QI in high volume facilities:
- Shortage of staff
- Scheduling challenges
- Patient preference for clinic
- Lack of resources
3. Solutions to the challenges of QI in high volume clinics:
- Strong clinical information system (EMR if possible)
- Leadership buy-in and involvement
- QI focal person needed in absence of committee
- Consumer involvement
- Task-shifting
- Integrating QI roles in all job descriptions
- Introduction of QI in pre-service training
- Capacity building for staff and consumers
- Incorporating QI into all supportive supervisions
- Improve organization and appointment systems
- Implementing quality management plan
- Coaching and mentorship
- Motivating staff through methods like positive reinforcement, feedback, and tea breaks.
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Open Space: How to Improve HIV Quality of Care in Adolescents
Facilitator: Habyara Emanuel (Uganda)

March 29, 2012

Issues Discussed
1. Challenges faced in adolescent HIV care
2. Achievements in adolescent HIV care
3. Potential solutions to challenges faced
4. Prioritizing strategies for improving adolescent HIV care across countries

Outcomes
1. Challenges faced in adolescent HIV care
The group identified key challenges they have faced in caring for HIV+ adolescents.
1. Partner, public, parental disclosure to children

7. Staff training

2. Transmission/ risk behaviors

8. Social support for orphans and vulnerable children

3. Absence of WHO guidelines

9. Identifying source of infection

4. Developmental delays due to illness/treatment

10. Adolescent specific data collection and analysis

5. Transitioning from adolescent to adult care

11. Increasing public awareness and decreasing
stigma

6. Reproductive health and sexuality

12. Adherence issues related to treatment fatigue and
self weaning off medications

2. Achievements in adolescent HIV care
Representatives from various countries discussed their success stories in adolescent HIV care that begin to
address some of the challenges identified.
1. Identification of unique populations that require
distinct types of care (ped., adult and adolescent)

4. Adolescent friendly clinics

2. Establishment of peer groups and clubs to improve 5. Adolescent counseling and training
adherence and disclosure
3. Development of national guidelines (with UNICEF)

6. International adolescent exchange
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3. Potential solutions to challenges faced
1. Partner disclosure and public disclosure
8. Staff training in adolescent care
a. Testimonies and peer motivation for testing
a. Development of curriculum in-service training
b. Utilizing drama and performance groups to ad(with help from ITECH)
dress topics of disclosure
b. Integration into pre-clinical training
c. Coaching and counseling to ensure
c. Development of job aides
self-preparedness and self-readiness
2. Parental disclosure to children
9. Social support for orphans and vulnerable children
a. Allow for a system of emergency disclosure when
a. Financial support for education
necessary
b. Collaboration between national ministries
c. Advocacy and collaboration with NGOs
3. Transmission and risk behaviors
d. Linkage to services within clinic
a. Improve adherence to prevent transmission
e. Obtain buy-in from the government to create a
centralized database for resources
4. Absence of WHO guidelines
a. Bring to attention of national political leaders so
they can advocate for adolescent health
5. Developmental delays due to illness and treatment 10. Identifying sources of infection
a. Allow patients to stay in adolescent clinic until a
a. Data quality from PMTCT program and strong
later age (into early 20s) and ensure they are prelinkages from PMTCT program
pared for transition to adult care
b. Operational research beyond routine data
collection
6. Transition from adolescent to adult
11. Adolescent specific data collection and analysis
a. Periodic exposure to adult care providers at
a. Encourage collaboration by national HMIs
adolescent clinic
b. Obtain initial data to begin discussion of need
b. Visits to adult clinic before transition
for adolescent specific data collection
c. Integration of pediatric, adolescent, adult
c. Utilize data and techniques from facilities with
services
higher technologies like EMRs to improve all
d. Pre-transition counseling
data collection processes
7. Reproductive health and sexuality
a. Ensure there is access to condoms
b. Inclusion of all stakeholders in messages to
adolescents to ensure consistent advice (home,
school, church, clinic)
c. Rights based training in sexual health with
emphasis on personal responsibility
i. The World Population Foundation is an
organization that has supported this
adolescent training

12. Increasing public awareness and decreasing
stigma
a. Improve data collection, analysis and interpretation for use in awareness campaigns
b. Increase adolescent involvement in messaging
c. Involve political leadership
13. Adherence issues related to treatment fatigue and
self weaning off medications
a. Improve disclosure so that adolescents have
ownership over their status and understand the
importance of their medication
b. Treatment education
c. Continuous counseling (before adherence and
treatment fatigue occurs and throughout)

4. Prioritizing strategies for improving adolescent HIV care across countries
The group discussed the tools they can share to strategize the process of improving adolescent HIV care.
1. Develop national guidelines and share guidelines amongst countries.
a. Past countries have had support from UNICEF
b. Namibia and Rwanda already have established adolescent HIV care guidelines
2. Share best practices across countries
3. Share partners who have helped with adolescent services so other countries can approach that partner.
a. Examples with UNICEF for national guidelines and World Population Foundation for training
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Open Space: Coaching Process 							
Facilitator: Ravi Houmenath (Guyana)

March 29, 2012

Issues Discussed
1. Training of coaches at different levels
2. Tools for Coaching
3. Expectations at the site level from coaches.
4. Harmonization of QI coaching and clinical mentoring
5. Staff turnover

Outcomes
1. Different countries have different approaches to coaching, which depends on the structure of the existing
health system and the resources available. For example, in Mozambique, three national level staff provide
coaching to 5 provincial level staff. The provincial level coaches train district level coaches and district level
coaches train individual sites. A coach from national level will participate in the training at the site level with the
district coach. In Swaziland, HIVQUAL team trains regional level QI focal people who then train staff at the site
level. Across most countries, coaches are trained in basic QI, coaching skills and data collection. All members
of healthcare team can be coaches, not necessarily physicians; however, in some cases coaches with lower
credentials may be hesitant to approach higher level clinic staff.
2. It is difficult to create a standardized tool because of site variation; however, basic tools may provide a systemized guide to make sure sites have basic QI infrastructure in place and an advanced tool could be used to
address different components of QI.
3. Coaches should provide supportive supervision. Coaching should be done in a friendly manner and site
visits should be scheduled at the convenience of the facility. In some countries, coaches train clinic staff in
QI related activities only. In others, coaches integrate QI coaching into a comprehensive supervisory visit that
includes all departments of a clinic, not just the HIV/AIDS department.
4. HIVQUAL shouldn’t be vertical. Ideally, clinic staff should be trained on QI processes and clinical skills simultaneously. This would harmonize clinical mentoring and QI coaching to give clinic staff the skills necessary to
both identify problems and address clinical skill-related gaps.
5. At site level, there should be a record of QI activities (diary). Frequent QI training for clinic staff should be
available. Multiple members of clinic staff should be trained in crucial QI activities such as data collection so
that QI activities can continue despite high staff turnover.
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Open Space: Data Literacy						
Facilitator: Puleng Ramataboe (South Africa)

March 29, 2012

Issues Discussed
• Defining data literacy
o The group defined data literacy as how the facility and region understand the role of data in quality improvement at all levels of utilization
• Ultimate goal: data needs to be useful both to the clinician at point of care and at different aggregate levels
(e.g. district, regional, national)
• Challenges of data literacy
o (1) Clinicians and data managers do not understand/find utility the data reporting system/importance; (2)
separation between clinical management and data entry; (3) electronic data systems are not always found
useful

Outcomes
• Strategies to improve data literacy
o Develop ownership of data quality
- Provide a measurement and evaluation 101 training for data managers and clinic staff
- In trainings, guidance materials, and job aides provide specific examples of how data quality affects
decision making
- Make the levels of data collection, aggregation, and analysis transparent and responsive to one another
o Peer coaching
- Data quality evaluation results can be used to identify well performing facilities. Staff from these sites can
help coach other sites within the region.
o Quality improvement education/trainings on data
- A data quality education strategy was shared by Zambia. The country has developed and implemented a
training for district-level staff on “Epidemiology for Data Users”. This training includes the following
components:
• Overview of epidemiology, data quality, measurement and evaluation, data systems in the country,
how to summarize and display data, how to write reports
• This training emphasizes the importance of looking at one’s own data
- The training is currently being adapted for facility level staff
- Zambia shared the importance of including a diverse group of stakeholders in the development of these
materials. (e.g. representatives from MOH, NGOs, local university). The curriculum should be piloted and
revised as appropriate.
o Include quality within roles and responsibilities of data managers, clinicians, and different members of the
clinic staff
o Investigate strategies to include a data quality plan within the countries National Quality Management Program. Andrew Hamilton will provide resources to the group on different international examples.
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Open Space: Evaluating QI Impact 							
Facilitator: Claudia Mbapaha (Namibia)

March 29, 2012

Issues Discussed
1. Impact Evaluation Design. A general discussion of evaluation design was framed in terms of the following
specific questions:
- What is the purpose and importance of evaluation of QI impact
- How is the impact of QI evaluated
- What is the core difference and relationship between impact and outcomes evaluation
o The causal chain: Inputs > Activities > Output > Outcome/Effect Impact
o How does outcomes evaluation roll-up to impact evaluation
- When should QI impact be evaluated
- What are the challenges and barriers to the evaluation of QI impact
2. Who is evaluating and who is evaluated:
- Who is evaluating
o Ministry of Health
o Funders
o Implementers
o Development partners
o Beneficiaries/consumers
o Consultants
- Who is being evaluated
o Depends on
• Who is evaluating
• What is being evaluated
• The scope of the evaluation
o May include
• Ministry of Health
• Implementers
• Facilities/sites
3. Challenges and barriers to impact evaluation. Limitations on QI utility of quantitative process improvement
indicators: basic quantitative indicators for process improvements may not provide sufficient information to
drive or contribute to actual QI impacts. Alone, quantitative data may not answer questions about why processes do or do not function effectively.

Outcomes
1. Qualitative experiential data must be used to fill “gaps” in quantitative impact analysis in order to inform QI.
2. None of the participants had actually been directly involved in conducting an impact evaluation prior to the
session. At the session’s conclusion, virtually every participant expressed an interest in conducting one in the
future.
3. QI may be integrated into many different aspects of a program and implemented across multiple programs.
Assessing the impact of QI in isolation is consequently very challenging. HEALTHQUAL may wish to give some
consideration to the issue and provide appropriate TA.
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Open Space: Setting Up a National Quality Management Plan
Facilitator: Gram Mutandi (Namibia)

March 29, 2012

Issues Discussed
1. Setting up a national QMP: The necessary steps needed for setting up a national Quality Management
Program were discussed. These include: (1) strong leadership commitment, (2) stakeholder consultation, (3)
development of national QI policies, guidelines, and standards, (4) identification of focal persons, (5) development of Performance Measurement, (6) identification of priority areas, (7) development of indicators, (8) development of tools for data collection, analysis, and report generation, (9) trainings, and (10) a pilot program.
In addition to these steps, it is important to create linkages among different program areas, harmonizing processes, indicators, and priorities.
2. Implementation of a national QMP: When a QMP is launched, it is important to: (1) train implementers, (2)
develop mentorship and coaching opportunities, (3) promote peer learning, (4) conduct performance measurement, and (5) seek patient involvement.
3. Sustainability of a national QMP: A sustainable national QMP requires: (1) ownership by institutions at all
levels, (2) financial, human, and material resources, (3) a transition plan for vertical programs, (4) frequent
M&E, and (5) effective documentation and communication.

Outcomes
1. When setting up a national QMP, it is necessary to have strong leadership commitment and national broadbased quality management framework based on key identified priorities.
2. Joint annual operational planning, monitoring and evaluation are integral to the implementation of a QMP.
3. There is a need for institutionalization on all levels of setting up a national QMP.
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