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EXECUTIVE SUMMARY 
University Research Co., LLC (URC) and its partners have completed 42 months of implementation of the 
USAID Applying Science to Strengthen and Improve Systems (ASSIST) Project. This report is the 
seventh Semi-Annual Performance Monitoring Report for the project and aims to summarize the 
accomplishments and results toward the program objectives of USAID ASSIST activities during quarter 
(Q) 1 and Q2 of Fiscal Year 2016 (FY16).  

Objective of USAID ASSIST: The overall objective of the USAID ASSIST Project is to foster 
improvements in a range of health care processes through the application of modern improvement 
methods by host country providers and managers in USAID-assisted countries. The project’s central 
purpose is to build the capacity of host country systems to improve the effectiveness, efficiency, client-
centeredness, safety, accessibility, and equity of the services they provide. In addition to supporting the 
implementation of improvement strategies, the project seeks to generate new knowledge to increase the 
effectiveness and efficiency of applying improvement methods in low- and middle-income countries. 

USAID ASSIST country programs are in alignment with the goals of United States Government and 
global initiatives, including Ending Preventable Maternal and Child Deaths and Achieving an AIDS-Free 
Generation. Aligning with these priorities and policies ensures that considerations for marginalized and 
underserved populations and gender, age, and social differences are taken into account at all levels of 
implementation. 

Scale of work during Q1-2 FY16: During this reporting period, USAID ASSIST provided assistance in 20 
countries through field and core funding. Eighteen (18) of the countries were funded through field support: 
Botswana, Burundi, Cambodia, Cote d’Ivoire, Democratic Republic of Congo (DRC), India, Indonesia, 
Kenya, Lesotho, Malawi, Mali, Namibia, Nicaragua, South Africa, Swaziland, Tanzania, Uganda, and 
Zambia.  Regional funds supported nutrition activities in South Africa and Mozambique. Activities in nine 
countries were supported through core funds.  Funds from the USAID Office of HIV/AIDS supported 
activities in: improving injection safety in Swaziland; a tetanus mitigation study in Uganda; integration of 
voluntary medical male circumcision (VMMC) activities in South Africa; development of a VMMC external 
quality assessment mobile application; VMMC external quality assessments in Swaziland, Zimbabwe, 
Lesotho, and Tanzania; health workforce development in Kenya, Lesotho, Mozambique, South Africa, 
and Swaziland; improving HIV patient engagement, adherence, and retention through the nutrition 
assessment, counselling, and support platform in Kenya, Tanzania, and Uganda; and technical 
leadership activities for the Partnership for HIV-Free Survival, which involves activities in Kenya, Lesotho, 
Tanzania, and Uganda. USAID cross-bureau-funded activities, through the Office of Health Systems, 
supported febrile illness care improvement activities in Malawi; people-centered care in Mali and South 
Africa; as well several global and regional initiatives that contribute to local and global learning in 
improvement. ASSIST’s maternal, newborn, and child health direct-funded activities supported improving 
the quality of antenatal care, newborn resuscitation, and child health and immunization in Uganda. The 
project also received funding from the Middle East Region to work on non-communicable diseases.  

To support the project’s learning agenda, ASSIST provided technical assistance in knowledge 
management (KM) to field teams in Botswana, India, and Tanzania to strengthen staff capacity in KM and 
assist technical teams to incorporate KM approaches in their work. In addition, extensive KM support was 
provided for the design and implementation of the PHFS Regional Meeting in Dar es Salaam and a web-
based PHFS learning platform on the ASSIST website. To promote gender integration in our 
improvement work, two videos were developed to explain the importance of and approach to addressing 
gender issues in improvement work; we also conducted a desk review and developed a tool for 
implementing partners to use to identify and address gender based violence in ASSIST economic 
strengthening programs.  Ongoing gender support was provided to other field offices to collect and 
analyze sex-disaggregated and gender-sensitive indicators, identify gender-related gaps and issues 
affecting outcomes, and respond to those gaps. ASSIST staff held or organized five technical webinars 
on improvement. As a result of strategic communication efforts, the ASSIST Facebook page reached a 
total 21,406 people in this reporting period, an increase from the last period; and reached over 6 million 
people through Twitter.  

The project’s research and evaluation (R&E) activities are designed to help show country programs how 
and why investment in improvement adds value to health care delivery. Another aspect of the R&E 
agenda is to build the body of evidence of what works and what does not in terms of improvement 
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methods. During Q1-2 of FY16, the R&E team supported country-led research programs in 13 countries 
(Burundi, Cote d’Ivoire, DRC, Ecuador, India, Kenya, Malawi, Mali, South Africa, Swaziland, Tanzania, 
Uganda, and Ukraine).  In addition, the team supported the following multi-country studies: a write-up of 
experiences from the Partnership in Community Child Protection in Africa; a multi-country study in Latin 
America evaluating a web-based improvement collaborative to prevent neonatal infections in hospitals; a 
survey of improvement methods inclusion in curricula of African medical schools; and a community health 
system approach in Ethiopia and Tanzania. The R&E team also provided technical assistance to Burundi, 
Kenya, Malawi, Tanzania, and Ukraine on validating their improvement indicators. During this reporting 
period, steps to undergo data collection from control groups began in Kenya and Tanzania. A protocol for 
study of control groups in Burundi was finalized.   

Major global technical leadership activities included: providing cost-effectiveness analysis training in 
Mozambique for US Government staff from South Africa, Lesotho, and Mozambique; convening an in-
person meeting of the interagency OVC Task Force at URC; convening a Governance and Quality 
Product Development Roundtable Meeting in Tanzania; presenting on improvement at the LAC Newborn 
Alliance Regional Meeting; and presenting on applying improvement methods to antimicrobial resistance 
at the 12th International Congress on AIDS in Asia and the Pacific in Bangladesh. The eLearning course 
on improving health care for the USAID Global Health eLearning Center was launched and widely 
promoted during Q1 of FY16, with 304 users from 48 countries having successfully completed the course. 
Planning was started for an online study group for the course.  

Q1-2 FY16 Results:  
 Publications: During this reporting period, project staff published three articles in peer-reviewed 

journals; three case studies; 14 technical reports; one guide; five short reports; 23 annual reports; 
four videos describing project-supported work and results; and the PHFS Learning Platform on the 
ASSIST site.  

 Presentations: During this reporting period, ASSIST had an active presence at five international and 
three regional meetings and at one USAID-sponsored conference. In all, staff and partners made 18 
oral presentations and led two workshops and nine speaker sessions at the nine conferences.  

 Research and evaluation studies: During this reporting period, the project had 37 studies underway 
in 13 countries. 

 Improvement in key indicators: As discussed in this report, ASSIST-supported programs 
demonstrated improved care and outcomes for a range of services, including antenatal and postnatal 
care, essential obstetric and newborn care, PMTCT, HIV prevention, care, and treatment, TB-HIV 
case management, and malaria.  

Challenges:  While the work under ASSIST is proceeding, there remain serious funding issues, in 
particular the discrepancy between the timing of the funding and the work planning requirements. In FY16 
to date, ASSIST has received two different modifications with additional funding for continuing and new 
scopes of work throughout the year. Presently we are expecting $19 million for FY16, which has not been 
received as of May 2016 – over half a year into FY16. This presents a challenge in terms of planning and 
resourcing the work. It also has consequences for the timing and speed by which project activities can be 
implemented. More serious consequences can happen if an activity goes into closedown mode and is 
then expected to ramp up. The staffing implications of such erratic timing of funding makes managing the 
work and paying due diligence to our ASSIST staff very difficult in view of the host country labor law 
requirements we also have to abide by. Moreover, the project and URC continue to be put in the risky 
financial position of forward-funding activities in order not to lose momentum of some mission- or core-
funded activities and not have to re-start project activities from the beginning if and when funds are made 
available.   
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1. Field Support-funded Activities 

AFRICA 

BOTSWANA 

Background 

ASSIST has been working and applying quality improvement (QI) approaches in Botswana since 2012. At 
the request of the Ministry of Health (MOH), ASSIST supported the operationalization of national QI 
strategies with an initial focus on supporting the MOH’s Maternal Mortality Reduction Initiative (MMRI). In 
parallel to concluding its direct support to MMRI in September 2015, the project shifted its programmatic 
focus to HIV epidemic control. Under PEPFAR 3.0, ASSIST is adapting its application of QI methods to 
strengthen the community health system response to HIV, modelling its approach on ASSIST’s 
experience in other countries in the region, including Uganda and Tanzania.  

Realizing the continued scope and scale of the Botswana HIV epidemic, Government agreed with its 
partners on the need to urgently re-focus efforts towards epidemic control. On the basis of current 
scientific evidence, PEPFAR’s strategy focuses on expanded treatment and suppression under Test & 
Treat, with efforts to improve the quality of care, including through the direct involvement of communities. 
ASSIST’s community-based improvement work to strengthen linkage, retention, and adherence is closely 
coordinated with other PEPFAR and government partners. Its improvement aims reflect a direct 
contribution to the 90-90-90 control targets in seven highly affected HIV priority districts: strengthen 
linkage to care for people who test positive; address gaps in tracking for pre-ART and ART patients; 
improve bidirectional communications and effective referral practices; and facilitate the provision of more 
and better services at community level.  

ASSIST began working closely with and through existing traditional governance and decentralized 
administration structures in October 2015. At the invitation of traditional leaders, the ASSIST team began 
forming dedicated improvement teams at the community level, closely tagged to existing formal 
community-level decision-making mechanisms. These community improvement teams provide 
opportunities for improved community level patient-centered health services and processes.  In addition, 
the experience in individual communities is going to be shared across communities to facilitate district 
and nation-wide discussions in support of scaled-up changes for improved care and service delivery.  

Concluding the second quarter of project implementation, the ASSIST Botswana project has made 
significant progress in initiating concrete collaborative improvement work across the first 12 communities. 
Initial application experience in these communities is promising and demonstrates the core of ASSIST’s 
role and mandate in Botswana: that existing community platforms can be empowered to take more active 
roles in the HIV response if provided with powerful tools, methods and support that is focused on the 
quality of patient-centered care and processes.  

Institutionalization/Sustainability Strategy 

ASSIST worked closely with USAID and partners to consult with relevant existing health and development 
structures, including central Ministries of Health, Local Government and Rural Development, as well as 
the National AIDS Coordinating Authority (NACA). As part of this dialogue, PEPFAR implementers on the 
community side worked hard to align with Government-developed community approaches under CATCH 
(Communities acting together to control HIV). This alignment was not only a response to Government’s 
sensitivity and appreciation of due process by external partners; it was also important in the context of 
Botswana’s evolving decentralization where service delivery responsibilities are increasingly delegated to 
lower levels with important coordination and oversight responsibilities kept at central level.  

In addition, and of particular importance to the idea of institutionalizing improvement approaches in 
Botswana, the project undertook substantial efforts to engage with local government stakeholders. In the 
face of weakened institutional capacity at the district level and the high clinical burden on health facilities, 
the prospect of achieving institutionalization also depends on our ability to prove the added value of 
improvement methods in addressing local needs. While HIV and health care more broadly, have been a 
policy priority in Botswana for more than a decade already, the limitations of a fragmented health care 
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system under stress have become increasingly apparent. In this context, the large number of external 
implementers, in particular under PEPFAR and Global Fund, has added another dimension to the 
challenge of building strong systems and institutions for the long term. District AIDS Coordinators warned 
early on that district structures were at acute risk of being overwhelmed by the sudden influx of multiple 
implementers under PEPFAR and other partners. At their request, ASSIST prioritized an active role in 
supporting district mechanisms in partner coordination, also to ensure that its own role of community-
based improvement is fully appreciated and understood in the direct context of related efforts to improve 
care, both through community organizations and in facilities, such as USAID Advancing Partners and 
Communities (APC) Project.  

Unlike in many other African settings, local governance and administrative structures in Botswana have 
been firmly established since Independence, alongside traditional ones under the Dikgosi system. As a 
consequence, ASSIST’s focus on collaborative processes at the community level was designed for ‘best 
fit’ within existing structures in order to promote long term sustainability. The formation of community 
improvement teams at the invitation of traditional chiefs and community leaders provided an opportunity 
to the project to link and embed them in the context of a wide range of existing groups and committee 
structures. ASSIST’s emphasis on institutionalization and sustainability was immediately welcomed and 
underlined by community leaders, recommending close links and overlapping memberships with other 
exiting committees. This configuration is seen as an important foundation and a necessary (if not 
sufficient) condition for generating sustainable local ownership.  

Scale of USAID ASSIST’s Work in Botswana 

 

Program Overview  

What are we trying to accomplish? At what scale? 

1. Strengthen the community health system response to HIV/AIDS  to contribute to 
HIV epidemic control in Botswana 

 

 

Improve linkage and retention to Pre-
ART for people living with HIV 

Improve linkage, retention, and 
adherence to ART for people living with 
HIV 

Communities linked to the 33 facilities with the highest 
volume of ART in the 7 PEPFAR priority districts in 
Botswana 

ASSIST is working with community-based improvement 
teams in approximately 2-5 communities per facility  

       =   Improvement Activity    
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Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1. Strengthen the Community Health System Response to HIV/AIDS 

Accomplishments and Results: 

Quarter 1 

In Botswana’s complex context of fragmented HIV initiatives, ASSIST during quarter 1 of FY16 achieved 
important progress on three foundational dimensions, all critical to the full roll-out of dedicated and 
rigorous quality improvement work at community level throughout FY16. 

 A shared understanding of the role of ASSIST, and of community-based QI more broadly, in 
support of epidemic control  

o Within PEPFAR Botswana and across implementers on both the community and facility side;  
o With Ministries of Health and Local Government, as well as the National AIDS Coordinating 

Authority; 
o With district officials in project districts, including DHMTs and District AIDS Committees; 
o With traditional leaders and local committee representatives; 
o With operational partners, in particular under the APC Project managed by FHI 360. 

 A contextual fit of the ASSIST Botswana project  

o Integration of relevant experiences from other ASSIST countries; 
o Involvement across relevant government ministries around related community initiatives;  
o Development of an ambitious but focused ASSIST improvement framework (see Figure 1);  
o Customization of a range of project tools to support community improvement work and broader 

institutionalization and integration at district and national levels.  

 Establishment of a strong, interdisciplinary team  

o Recruitment of experienced local professionals for core functions of ASSIST;  
o Intense continuous training of all substantial team members in quality improvement methods;  
o Co-location of URC offices in Gaborone with those of FHI360 (APC). 

Figure 1. Botswana: ASSIST specific aims to improve key quality gaps in linkage, retention, and 
adherence  
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Quarter 2 

From the beginning of the calendar year and on the basis of agreements and invitations achieved during 
Quarter 1, the project massively increased its presence and interactions at community level in the first 
four districts under PEPFAR. Thanks to the thorough preparations in Q1 and the time invested in 
clarifying project roles and exploring the best ‘contextual fit’ at community level, progress in orienting 
communities and forming improvement teams was quick. As a result, ASSIST was able to both broaden 
and deepen its work during Q2, representing a rapid scale-up and learning phase for the project: 

Problem analysis and exploration of priority collaborative change areas 

 Activities focused on deepening the understanding of the relevant contexts of the project, against the 
background of the project mandate and ability to deliver: 

o Deepening analysis around the identified initial improvement aims for pre-ART care and 
ART, including with a view of implications of Government decisions to broaden treatment to all 
who test positive (Test & Treat, also Test & Start); 

o Discussions on the interface and associated processes between facility and community 
platforms with APC and other partners, in particular BUMMHI (University of Maryland) 
responsible for QI work at facility level; 

o Reframing of static cascade perspectives and the prevailing focus on numeric service 
targets, ASSIST developed and proposed a simple gap analysis that would allow shared focus 
on quality gaps in service (rather than merely absolute service targets). Figure 2 illustrates the 
respective gaps conceptually, including the link with ASSIST specific aims as identified and 
agreed with the Mission. Given the absence of reliable data to establish the actual size of gaps at 
this stage, partners have welcomed the approach as an illustration of the need to focus on closing 
actual quality and service gaps. 

Figure 2. Botswana: Reframing cascade targets into service and quality gaps in a dynamic 
framework 

 

Implementation of QI methods at community level  

 Based on the effective review of community site options and local and district consultations in Q1 
relating to hot spots and other criteria to inform the selection of communities for ASSIST support, the 
ASSIST moved quickly following the Christmas break to follow up with community leaders. 

o ASSIST provided broad orientations to a wide range of existing community groups and 
committees, representing a microcosm of the community. This was agreed and welcomed by 
local chiefs and village development committees. During the orientations, ASSIST introduced the 
basic underlying ideas of improvement work, emphasizing local ownership and the agency of the 
community in collaborative problem solving in the existing community context. 
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o At the invitation of local chiefs, the ASSIST team advanced from consulting and orienting 
community groups, to forming dedicated community improvement teams (CITs) that began jointly 
with the facilitation of ASSIST staff to analyze service gaps and obstacles and to prioritize 
potential CIT action along localized improvement aims. 

 Figure 3 illustrates ASSIST progress in orienting members of community groups in basic QI 
concepts and approaches, following the formal invitation by local chiefs to work with the community 
as a result of consultation processes at district and tribal administration levels. Subsequent to the 
orientation of community groups more broadly, the individual members of the established CITs 
(representing the broader community groups involved in the orientation) are receiving more detailed 
training and coaching as a foundation for their work. The composition of CITs was informed by and 
agreed upon in close consultation with community leaders. CITs are framed not as ‘project’ structures 
but as extensions to existing community platforms, in most case the Village or Ward Development 
Committee.  

Figure 3. Botswana: Progress and uptake of QI facilitation, training, and coaching (Jan – March 
2016) 

Number of community members oriented and coached on QI methods 

 
 

o As a result of the dialogue with district, tribal and other local leaders, ASSIST was invited 
by 25 communities to work with existing committees and platforms to form improvement 
teams and support the development and testing of local change ideas. Given the labor- and time-
intense nature of this form of community facilitation, and the imperative to provide this support in 
a reliable, predictable, and sustainable fashion that is in sync with local timelines, ASSIST 
focused on having the first 12 communities to get fully operational CITs. 

o Overall, CITs embraced improvement and were eager to identify changes on priority areas, 
mostly around the identification of lost-to-follow-up (LTFU) patients in the village or ward, 
and their return to facilities for receiving care and treatment. First, Plan-Do-Study-Act 
(PDSA) cycles were planned and implemented after initial delays of establishing meaningful 
baselines in the context of poor and outdated data. Figure 4 illustrates progress in reducing the 
number of patients lost to follow-up based on the initially confirmed number of 23 LTFU patients 
at the local clinic. The figure shows cumulative efforts by the CIT to locate and return a small but 
sizeable proportion (13/22) of LTFU patients in a small village (Palla Road Village in Mahalapye 
Sub-District), even as confidentiality and concerns over disclosure are respected and addressed 
appropriately.  
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Figure 4. Botswana: Reducing the number of patients lost to follow-up, Palla Road Village, 
Mahalapye (Feb 2016 – March 2016) 

   

Feb 2, 2016 Feb 16, 2016 Mar 1, 2016 Mar 15, 2016 Mar 29, 2016 

Recorded lost Returned Confirmed 
to follow up to facility deceased 

o The example demonstrates that even in a ‘small numbers’ community context, facilitated 
QI is adding direct value and underlines the meaningful contribution community platforms 
are able to make to the overall national HIV response. While small community settings are 
inevitably limited to small patient and population numbers, the principle and overall approach 
remains the same as in larger hospital settings where numbers of ‘deemed LTFU’ are in the 
hundreds – with massive associated uncertainties and efforts needed to go through files in order 
to establish realistic baselines. 

Institutionalization through embedding improvement in existing local structures  

From the start of the project in October 2015, ASSIST together with its APC partners, invested 
considerable time and effort to introduce and explain respective project roles and approaches at all levels 
of the Botswana Government.  

o ASSIST engaged in dedicated dialogue with officials and counterparts at national and 
district level to jointly explore the best possible ‘fit’ for the ASSIST methodology and its 
sustainable implementation and adaptation to local context. Given the planned exponential 
increase in the number of new and overall communities with supported CITs, ASSIST expects 
also an increase in the number of necessary supportive interactions with government and other 
stakeholders at various levels.  

o Figure 5 illustrates the gradual uptake of engagements at various governance levels, 
indicating the level of ‘coordination costs’ required to meaningfully engage with Botswana’s 
unique and well defined governance structures according to ‘due process’. These ‘costs’ are to be 
understood as a direct investment in the localization and intended institutionalization of a ‘culture 
of improvement’ and – if done right – the sustainability of ASSIST’s work. 

o ASSIST’s day-to-day approach to facilitating and supporting the work of CITs is therefore 
characterized at each step in the process by deliberate efforts to underline the nature and identity 
of the CITs as locally owned and as extensions of existing, rather than of outside (or even project) 
run structures.  
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Figure 5. Botswana: Expanding engagement of national, district, and community actors (Oct 2015 
– March 2016) 

Number of ASSIST interactions to initiate, maintain, and develop work with community platforms 

 

Challenges and Remedies 

From the start of ASSIST’s introduction with relevant counterparts in central and local government, the 
project experienced a high degree of goodwill, interest, and even buy-in. This is also a reflection of the 
broader context and developments where the U.S. Government through PEPFAR has consolidated its 
support to the Government of Botswana towards achieving epidemic control. ASSIST’s intended and 
likely contribution to this effort was not clearly understood at the beginning, at least among partners that 
focus on biomedical, clinical efforts around treatment. Through a dedicated effort during much of the first 
quarter of the project to consult, explain and explore, especially with Government counterparts at central 
and district level, ASSIST’s role in applying QI methods to strengthen community platforms in the HIV 
response was much better understood.  

As a consequence, ASSIST was invited to directly engage with traditional leaders and community 
structures from the beginning of January 2016. Despite the overwhelmingly positive reception and 
invitation of communities to enter and form community improvement teams, the project – just as its fellow 
other PEPFAR implementers - still face a range of both programmatic and operational challenges. From 
the ASSIST perspective, the most important ones are: 

 The challenge to quickly and effectively coordinate across a large number of PEPFAR 
implementers to coordinate activities for maximum synergy and impact on testing, care and 
treatment targets to achieve epidemic control targets. 

Q2 progress: Dedicated efforts led by the USAID Mission and opportunities generated by ASSIST 
e.g. through the establishment of a monthly ASSIST-APC (AA) Coordination Mechanism helped in 
improving communication and joint problem definition. For several of these meetings, ASSIST also 
invited the main QI partner on the clinical side of PEPFAR’s strategy, the University of Maryland 
(BUMMHI) to develop joint approaches and harmonize community and facility-based efforts. In terms 
of fully capitalizing on the different approaches and roles, however, more joint, focused and 
coordinated work is needed (a focus of ASSIST in Q3).     

 The operational demands of and effects from a national expansion of HIV treatment under a 
new “Test & Treat” approach that will result in a great increase of individuals eligible for immediate 
treatment – with all its obvious implications and additional demands on supply chains, human 
resources, facilities, operating procedures and, possibly, the quality of care for not only HIV patients 
but also other areas of the health system at all levels. 

Q2 Progress: ASSIST was invited to join the MOH Taskforce for Test & Treat in Q2 and has since 
been contributing actively to the specific Sub-Committee for Community Involvement. This provided 
the project with additional insights into this important policy initiative, as well as an opportunity to 
contribute directly to the expanded role of community mechanisms under T&T. Q3 with the 
anticipated roll-out of Test & Treat will put the existing coordination arrangements to a test, especially 
for implementers involved in direct service delivery and facilities.       
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 With the goal of making Botswana one of the first high-prevalence countries to achieve 
epidemic control, the time frame is ambitious for PEPFAR implementers, including ASSIST, to 
achieve associated targets across all project districts. Given the extensive need for consultation in the 
Botswana context, it will be important to reconcile the time pressures for achieving results with the 
important objective of sustainability and institutionalization.  

Q2 Progress: While fully anticipated and expected, the intense and quite cumbersome but meaningful 
engagement of the Project with government counterparts and community structures during Q1 and 
Q2 is underlying both the promise and the challenges of our work in Botswana. While open to 
change, the processes for achieving so – while allowing for direct institutionalization – require 
thorough external facilitation and perseverance. ASSIST is focusing much of its engagement on 
exploring ways for how to accelerate the application of QI methods without undermining local 
ownership and the prospect of institutionalization.  

 Issues of data quality are well known and documented in the Botswana health sector, even as 
there was a sense of more reliable information in the area of HIV as a priority area receiving 
dedicated Government and partner support.  

Q2 progress: Once ASSIST started interacting intensely at local level with community teams, 
supporting them to also connect with respective local clinics and health posts, it became apparent 
that the data quality challenge is considerable in most facilities. CITs, in order to apply QI methods 
effectively and monitor closely the effects of change ideas they develop, require reliable basic 
information from the local clinic; this includes numbers of LTFU patients (excluding specific names or 
other identifiers in order to preserve confidentiality). In most local facilities we experienced that 
reliable, up-to-date information was not available, or only incomplete and rarely disaggregated – even 
as facility staff were receptive and welcoming of the community initiative. ASSIST has since ramped 
up its direct support to CITs around data and (bidirectional) information exchange with facilities. 

Improving Equity 

The collection and generation of high quality, relevant data for community QI work in Botswana has been 
identified both as a key objective and requirement for the project from the start. Given the ASSIST 
mandate in Botswana excluding direct roles in clinical facilities or as service providers, the project is itself 
not expected to generate a high volume of original data itself. That said, the project’s impact and success 
depends to a large degree on access to data as generated and collected by others – and with it, on the 
quality and relevance of such data. From project start in October, many interactions with partners have 
highlighted the need for open sharing arrangements and openness about the quality of care, as well as a 
shared concern and responsibility to improve the quality of data. The quality of data also involves access 
to disaggregated data, ideally by sex and age, as well as the use of gender-sensitive indicators.   

The extensive degree to which gender, cultural and social norms as well as broader economic and health 
inequities play important roles in the Botswana HIV epidemic, are well documented by a rich body of 
academic and other literature. More efforts are needed, however, to measure and interpret locally 
generated data to inform effective work in public health and HIV. ASSIST is integrating existing 
knowledge on inequity and gender disparities in its training and internal discussions to support the work of 
communities in making HIV and broader health services more patient-centered, accessible, effective and 
equitable. In the light of this challenge, Botswana ASSIST has significantly increased its staff dedicated to 
generate better data and information exchanges with facilities, partners and communities. 

Knowledge Management Products and Activities 

 With support of the KM team at HQ, ASSIST Botswana has developed a knowledge management 
strategy and plan to guide the generation of practical tools and approaches to ensure the effective 
learning and documentation of improvement experiences in Botswana through case studies, 
improvement stories, blogs, and other formats.  

 The team adapted a range of tools from other ASSIST countries and developed new ones for the 
specific local project context, including quarterly activity plans, district mapping and improvement 
profiles, roll-out calendars, site selection guides and templates, QI guides for CIT training, orientation 
and coaching, as well as associated tools, such as monthly coaching summary reports, 
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documentation journals, mapping tables, CIT member profile posters, and other materials provided to 
CIT chairs, secretaries, and members.  

 The project has developed data management and collection frameworks for improvement measures 
(indicators), as well as connected tools, such as monthly HTC, pre-ART, and ART summary sheets; 
project milestone summary sheets; and district improvement meeting and district milestone registers. 

 In addition, in March, the ASSIST Botswana team conducted a virtual Knowledge Exchange with the 
ASSIST team in Tanzania to explore opportunities to learn across countries and different HIV 
contexts.   

 Given the importance of age- and sex-disaggregated data and gender-sensitive indicators described 
above, aspects of gender will be integrated into all efforts to improve the quality of services and 
associated processes, as well as to make them more patient-centered. 

Planned Activities Next Quarter: April - June 2016 

Key project activities in quarter 3 include, in close collaboration with APC and other operational partners: 

 The deepening of engagement with existing community teams to run meaningful rapid PDSA cycles 
across prioritized intervention areas to strengthen linkage, retention and adherence;  

 The broadening of community level work to improve the quality and delivery modalities of priority 
services through community-based organizations and public sector facilities. 

 The expansion and rapid increase of CITs facilitated by ASSIST across all seven priority districts, 
collaborating closely not only with USAID-APC community partners but also other PEPFAR partners 
on the “facility side”.  

 The in-depth analysis and integration of gender dimensions in the ASSIST implementation at all 
levels, through the dedicated provision of TA by WI-HER, LLC staff visiting Botswana in May 2016; 
the visit will include gender sensitization and gender integration training to build the capacity of 
ASSIST staff to support QI teams and implementing partners in integrating gender in improvement 
activities. 

 The generation and synthesis of new knowledge in formats that generate focused discussions on 
ways to improve care, including case studies and other products to capture key QI lessons across 
ASSIST-supported communities, associated facilities and involved districts.  

 The organization of dedicated learning sessions at regional and district level as important 
opportunities to broaden institutional ownership and institutionalization through joint in-depth reviews 
and practical discussions of what worked, how and in what ways. Regional/district learning sessions 
will be jointly organized with partners including counterparts at District Government offices to both 
present and generate new knowledge on ways to improve the quality of care and services accessible 
in communities. 

 Support for rollout of the Test & Treat campaign in May with new treatment guidelines. 
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BURUNDI 

Background 

With funding support from PEPFAR, the USAID ASSIST Project began work in Burundi in January 2013, 
building on a prevention of mother-to-child transmission of HIV (PMTCT) service delivery assessment and 
human performance technology assessment conducted in 2012 under the USAID Health Care 
Improvement Project (HCI). ASSIST is supporting the Ministry of Health, in collaboration with other 
PEPFAR implementing partners (IPs) to improve the uptake and quality of PMTCT services for mothers, 
their partners, and their infants, and to improve retention of mothers and infants along the PMTCT 
cascade. In addition, ASSIST is working in close collaboration with FHI 360, Pathfinder International, 
Management Sciences for Health, MEASURE Evaluation, Abt Associates, Engender Health, and local 
non-governmental organizations (NGOs) to address these health care gaps.  

In FY16, based on the changes to the PEPFAR operational planning (which prioritizes high-burden 
geographic areas and key populations and targets support to areas of maximum potential impact for 
achieving epidemic control), ASSIST is working with the MOH at all levels to support improvement work at 
sites in five USAID priority provinces (Kirundo, Kayanza, Ngozi, Bujumbura Rural and Mairie de 
Bujumbura) and has transitioned out of facilities QI support in three provinces (Muyinga, Karusi and 
Gitega) by March 2016.  ASSIST continues to support a community health intervention in Giteranyi 
District of Muyinga Province, to spread tested changes to other sub-collines in Giteranyi Health District 
and in another province. 

ASSIST is also building the MOH capacity to support these efforts, apply the approach to their strategies 
and plans, and link all synergistic components so that strategies and operations come together for better 
care. The National Program for the Fight against AIDS and Sexually Transmitted Infections (PNLS) has 
set up a coordination committee that will implement the operational plan of the health sector in HIV/AIDS. 
As part of the strategy of institutionalization and sustainability of the project, ASSIST will work closely with 
PNLS to conduct capacity building of the members of this committee in QI methods. The project will also 
support the PNLS to develop evaluation and monitoring tools of the quality of PMTCT services in order to 
allow the program to ensure good coordination of PMTCT activities. 

Institutionalization/Sustainability Strategy 

ASSIST is working closely with all levels of the health system, from the peripheral level through health 
districts and provinces level to the central level, to closely link their improvement work. ASSIST is actively 
engaging national policy makers, as well as provincial and district health managers in all phases on 
design and implementation of work, especially in collection, synthesis, and validation of the best practices 
as well as in change package elaboration/validation and dissemination. District and Provincial Health 
Management teams (DHMTs and PHMTs) are regularly mentored on QI with district coaches providing 
support to facility QI teams. 

With other PEPFAR implementing partners, ASSIST is contributing to national health systems 
strengthening (HSS) efforts by building improvement capacity and by linking different complementary 
departments in this effort, including the National Health Information System, the Human Resources 
Department, clinical/technical departments, and the planning/policy department. We expect that this 
synergistic approach will create the opportunity to design a National Quality Improvement Strategy. 
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Scale of USAID ASSIST’s Work in Burundi 

 

MOH, 6 IPs 

8 out of 17 provinces 

234  facilities 

24 communities 

234 QI teams (facility) 
24 QI teams (community) 

3,456,165 out of 10,557,259 
inhabitants 

Program Overview 

What are we trying to accomplish? At what scale? 

1. Implement a PMTCT improvement intervention in five provinces 

 Improve uptake of PMTCT services  Provinces: 8 out of 17 provinces (Bujumbura, 

(by mothers, infants, and partners) Bujumbura Rural, Ngozi, Kayanza, Kirundo, Gitega, 

 Improve retention of mothers and Karusi, Muyinga) 

infants along the PMTCT cascade  Phase I close-out sites: all sites (145 sites) in the 3 

 Improve quality of PMTCT services 
 

 

 

 
 

provinces (Muyinga, Karusi and Gitega) 

Phase II sites: TBD sites in 5 provinces (Bujumbura, 
Bujumbura Rural, Ngozi, Kayanza, Kirundo) 

Districts: 16 out of 16 health districts in the 5 phase II 
provinces (16 out of 46 districts in the country) 
Facilities in selected districts: 100% (234 out of 234 
PMTCT sites in the 16 health districts)  
QI teams: 234 facility teams 
Catchment population facilities/communities served: 
3.579.913 out of 10,557,259 inhabitants 

 Strengthen community system to 
improve the performance of CHWs to 
provide quality of PMTCT services at 
the community level 

 

 
 

Communities: 24 sub-collines surrounding 6 out of 15; 
and peripheral facilities in Giteranyi District 
QI teams: 24 community teams 
Catchment population communities served in the target 
health district: 123,748 out of 292,967 inhabitants 

       Improvement Activity 

   

 

 

 

 

 

   

   
USAID priority province 
 

Phase 1 provinces (phasing out) 
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Accomplishments and Results by Activity (October 2015 - March 2016) 

Activity 1. Implement a PMTCT improvement intervention in five provinces 

Overview:  Although the current MOH National Health Development Plan (PNDS II) has explicitly 
highlighted quality needs, it lacks a continuous and structured approach to improvement. ASSIST is 
introducing a modern QI approach and improvement science, both technically and operationally at all 
levels of the health care system. In addition to facility-level work, ASSIST is also supporting the MOH to 
address human resources management as an integral part of the clinical improvement work, to enhance 
providers’ productivity, motivation, and performance. In addition, ASSIST is working closely with the 
PNLS’ coordination committee to build the capacity of committee members in QI methods. The project is 
also supporting the PNLS to develop evaluation and monitoring tools to evaluate the quality and 
coordination of PMTCT services.  

Accomplishments and Results: 

 Conducted monthly site coaching visits in six provinces (Q1 and Q2). ASSIST provided 
technical support to district and provincial coaches’ monthly coaching visits. District coaches 
conducted coaching visits in all sites on monthly basis while coaching visits in mixed teams (district 
coaches and PNLS or ASSIST technical staff) were conducted in six provinces Kirundo, Kayanza, 
Gitega, Ngozi, Karusi and Bujumbura Mairie. Coaching visits to other sites mainly focused on 
checking the quality of data previously submitted as well as analyzing improvement result they got 
since last coaching visit.  
The purpose of the coaching visits in dissemination sites was focused on the use of the change 
package as well as data collection in order to implement the package of change.  

 Conducted SIMS visit (Oct 29, 2015). The USAID mission conducted a Site Improvement through 
Monitoring System (SIMS) visit in one new site supported by ASSIST. Before starting the SIMS visit, 
Kirundo Health Provincial Director, Dr. Nzorironkankuze presented to USAID how they are integrating 
QI activities into provincial and district work plans, and the process followed to disseminate best 
practices learned from the pilot phase. The purpose of this visit was to deliver a rapid assessment of 
the quality of HIV services provided by the facility and to identify the areas where there is a need of 
improvement. Consequently, each USAID implementing partner was requested to put in place a work 
plan in order to address the gaps identified.  

 Results: Figure 6 shows an increasing proportion of pregnant women who came in for their ANC 
visit before 14 weeks of pregnancy in 51 sites in Ngozi Province. Figure 7 shows the increased 
percentage of pregnant women tested for HIV during ANC visits whose partners were also tested in 
eight spread sites, including the changes that were introduced at the sites that resulted in these 
improvements. Figure 8 shows the increasing percentage of pregnant women admitted to the 
maternity ward for delivery with known HIV status in four spread health centers in the Busoni Health 
District. The figure also shows the changes that were introduced at the sites that resulted in these 
improvements. 
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Figure 6. Burundi: Increasing early first ANC visits in 51 health centers, Ngozi Province (Feb – Nov 
2015) 

 

Figure 7. Burundi: Percentage of pregnant women tested for HIV whose partners are tested, 8 new 
dissemination health centers in Vumbi HD, Kirundo Province (Dec 2014 – Feb 2016) 
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Figure 8. Burundi: Percentage of pregnant women admitted to the maternity ward for delivery with 
known HIV status, 4 new dissemination health centers, Busoni HD, Kirundo Province (Dec 2014–
Feb 2016) 

 
 Conducted coaching visits of the community QI teams in the pilot project in Giteranyi Health 

district (Q1-Q2). Community QI teams continued their efforts to identify pregnant women and 
encourage them to go for early ANC, including HIV testing. The community coaches continued 
coaching visits in all the 24 community QI teams formed in 24 sub-Collins in Giteranyi Health District 
(HD) on a monthly basis. ASSIST staff continued to provide technical support for coaching visits in 
mixed teams (community coaches who are Health Promotion Technicians [TPS] and the MOH or 
ASSIST technical staff), which were carried out to 14 community teams. The coaching visits were 
focused on data collection, the identification of change ideas and their testing, and the explanation of 
the advantages of providing linkages between health facility and community levels.  

 Conducted training session for new community coaches (March 9-11, 2016). To extend 
community QI activities in other Collins of Giteranyi HD, ASSIST in close collaboration with the MOH 
organized a training session in Muyinga for new community coaches.  

 Conducted data quality review meetings in Kayanza and Kirundo in collaboration with all 
levels of the MOH respectively on March 28-29, 2016 for Kayanza and on March 30- 31, 2016 
for Kirundo. The purpose of these meetings was to share the results obtained from the 
implementation/dissemination of the change package from phase 1. Each site presented the data 
they collected and the changes already implemented for each improvement aim and indicator.  

 Figure 9 shows that ANC visits before 14 weeks of pregnancy has increased at Giteranyi Health 
Center. 

Start of dissemination 
by initiating the 2 
changes

    Data collected before dissemination 
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Figure 9. Burundi: Percentage of women who come for their ANC visit before 14 weeks of 
pregnancy, Giteranyi Health Center, Muyinga Province (July 2012 – Feb 2016) 

 

Improvement in Key Indicators 

Activity Indicators Baseline (July 2012) Nov 2015 Feb 2016 

Implementing a 
PMTCT 

% of pregnant women 
tested for HIV during ANC 
visits 

47%  

(69 sites in 4 
provinces – Muyinga, 

Gitega, Karusi, 
Ngozi) 

99%  

(69 sites in 4 
provinces) 

98%  

(69 sites in 4 
provinces) 

% of women attending 
ANC visits before 14 
weeks 

8% (67 sites in the 4 
provinces) 

42% (69 sites 
in 4 provinces) 

44% (69 sites 
in 4 

provinces) 
improvement 
intervention  

% of pregnant women 
attending ANC and tested 
for HIV whose partners 
are tested for HIV 

0% (69 sites in the 4 
provinces) 

72%  (69 sites 
in 4 provinces) 

75% (69 sites 
in 4 

provinces) 

# of exposed children 
tested for HIV at 18 
months 

9  

(70 sites in the 4 
provinces) 

264 (70 sites) 
October 2014 

until Nov. 
2015 

304 (70 sites) 
October 2014 

until Feb 
2016 

Challenges and Remedies 

The security issue slows down field activities. In order to overcome this challenge, ASSIST staff maintains 
strong daily internal communication between staff members and coaches at all levels. 

Improving Equity 

ASSIST continues to promote and track male partner involvement in PMTCT as a way to improve 
maternal and child health outcomes as well as male partner HIV outcomes; involvement is measured 
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through the percentage of male partners of women enrolled in PMTCT services tested for HIV. The 
second phase of the project (starting March 2016) will also look at the HIV status of male partners and 
their use of HIV services. In the past, some facilities have included couples prioritization as change idea; 
ASSIST continues to make it clear that this is not an appropriate change idea, and we do not support it. 

Data on children are sex-disaggregated, but no sex-disaggregated analysis has been performed yet to 
determine if any gender-related gaps exist. 

Knowledge Management Products and Activities 

During this reporting period, ASSIST in collaboration with all levels of the MOH conducted a data quality 
review meeting in Kayanza and Kirundo respectively on March 28-29, 2016 for Kayanza and on March 
30- 31, 2016 for Kirundo. The purpose of these meetings was to share the results obtained from the 
implementation/dissemination of the change package from phase 1. Each site has presented the data 
they have collected and the changes already implemented for each improvement aim and indicator. The 
improvement has been appreciated by measuring data for each indicator and its evolution before and 
after QI activities.  

Planned Activities Next Quarter: April – June 2016 

 Continue coaching visits to all sites 
 Conduct exchange learning workshop at provincial level 
 Conduct training session for phase two coaches 
 Collect initial data in targeted sites for initial change package of phase two 
 Conduct specific sites’ visit for checking and quality control of data transmitted by the sites 
 Organize a meeting of dissemination of results of the study of factors influencing HIV testing among 

partners of pregnant women attending first ANC 
 Collect data for validation/control and economic studies  
 Finalize gender case study on male partner involvement in PMTCT 
 Continue coaching visits to all community sites. 
 Identify community groups existing in new sub-collines of Giteranyi District and conduct orientation 

session for representatives from these community groups 
 Organize learning session for community QI teams and a community coaches’ training 
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COTE D’IVOIRE 

Background 

With PEPFAR funding, the USAID ASSIST Project is working in Cote d’Ivoire in collaboration with the 
Ministry of Health to: 1) Provide technical expertise to implementing partners (IPs) in the implementation 
of their HIV and AIDS improvement activities at PEPFAR supported facilities and establish a QI system in 
the four University (teaching) hospitals; and 2) build the capacity of the General Health Directorate (DGS) 
within the newly established MOH QI unit Direction Medicine Hospitaliere (DMH) to strengthen the 
capacity for improving care at the central level. Specifically, ASSIST works towards building a QI 
approach into the health system in Cote d’Ivoire. Currently, no infrastructure exists to provide orientation 
and guidance to managers, or to manage QI in the health system. ASSIST is also working to increase the 
retention rate for patients on antiretroviral therapy (ART) facilities and improve health care service 
delivery to HIV-infected patients. 

ASSIST is providing technical assistance to the eight PEPFAR clinical IPs – ACONDA, ICAP, HAI, 
ARIEL, EGPAF, SEV-CI – as well as to SHOPS and the National HIV/AIDS Care and Treatment Program 
(PNLS) to support the Cote d'Ivoire MOH in delivering high-quality HIV care and treatment services. Since 
2013, USAID’s instruction to ASSIST is to work above-site while the PEPFAR clinical partners provide 
direct support to health facilities. The role of ASSIST is to provide sufficient technical assistance to 
PEPFAR partners so that they are able to support health facilities in producing quality health services.  

PEPFAR has defined three types of intervention districts in Cote d’Ivoire for FY16 implementation. These 
districts represent “scale-up for saturation”, “scale-up”, and “maintenance”. During the September 25, 
2015 coordination meeting held at the Public Health National Institute (INSP), it was decided that 
collaborative improvement would be developed in the scale-up for saturation districts. Thus, ASSIST is 
aligned with PEPFAR directives in its approach to improving the quality of HIV and AIDS care and 
treatment services and implementing health systems strengthening activities. 

Institutionalization/Sustainability Strategy 

USAID ASSIST is building QI capacity of the key MOH QI units: the DMH and the National HIV/AIDS 
Care and Treatment Program. These units are gaining hands-on experience in co-facilitating and 
supporting QI work with IPs. In addition, to promote sustainability and institutionalization, ASSIST is 
helping create a critical mass of competent health providers using QI concepts at the health facility level; 
helping develop a network of QI experts to allow experience and best practice sharing; and promoting 
transfer of QI competencies to PEPFAR IPs and health facility staff.  

Scale of USAID ASSIST’s Work in Cote d’Ivoire 

 

   HIV/AIDS (including OVC) 

 

MOH, DMH, PNLS,  
8 PEPFAR Implementing Partners 

9 out of 30 regions 
20 out of 82 districts 

75 out of 529 facilities  
(20 intervention districts) 

75 QI teams 

10,779,000 (in 20 intervention districts) 
25,236,000 total population 
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Program Overview 

What are we trying to accomplish? At what scale? 

1. Improve the quality of HIV and AIDS care and treatment services 

 

 

 

 

 

 

Improve timeliness, continuity, effectiveness, efficiency, and 
patient-centeredness of provided services and their consistency 
with clinical guidelines through the improvement collaborative 
approach 
Strengthen capacity of medical providers to provide safe, timely, 
continuous, effective and efficient medical care  
Improve awareness on quality improvement experiences 
countrywide 
Strengthen health information system to support development 
of evidence-based decisions on improvement quality of medical 
care 
Ensure equitable access to priority “best-buy” high-impact 
medical services in demonstration regions 
TA in QI for FANTA-supported sites 

 
 
 



 

Health regions: 9 out of 30  
Districts: 20 out of 82  
75 facilities: 70 public health 
facilities in selected districts: 
13% (70 out of 529) + 5 private 
clinics; of the 70 facilities, 60 are 
supported by IPs and 10 by the 
MOH (PNLS)  

 Catchment population 
facilities/communities served: 
10,779,000 out of 25,236,000 
people in 20 intervention districts 
11 sites supported by FANTA 

2. Health systems strengthening 

 

 
 

Strengthen leadership, management, and planning of MOH 
quality improvement unit in coordinating quality improvement 
activity design and implementation 
Establish QA/QI system in the four University Hospitals 
Support development of national standard documents 

 
 

Central Level (MOH/DMH) 
4 University Hospitals (District 
Abidjan South, East and North; 
and Bouake) 

       Improvement Activity   Cross-cutting Activity 

Accomplishments and Results by Activity (October – March 2016) 

Activity 1. Improve the quality of HIV and AIDS care and treatment services 

Overview: ASSIST is working to improve health care services delivery to HIV-infected patients. The 
project is providing technical assistance to the seven PEPFAR IPs and the PNLS to improve their 
capacity to support sites in delivering high quality HIV care and treatment services.  

Accomplishments and Results: 

 ASSIST provided technical assistance to PNLS to implement collaborative improvement 
activities on 10 sites in the southeast Sud Comoe Region (Dec 1- 4, 2015). ASSIST organized 
jointly with PNLS a coaching visit in four out of the 10 sites: CHR Aboisso, PMI Aboisso, CSU 
Etueboué, and HG Tiapoum. During this coaching visit, the improvement team completed their work 
plan of change ideas introduced by care providers to solve the site’s problems identified. These sites 
addressed the same priority areas as the sites supported by PEPFAR IPs. The six other remaining 
sites were coached by the PNLS.    

 ASSIST organized the first learning session in Agboville and Yamoussoukro for the 
improvement collaborative with PEPFAR IPs (Dec 2015).  

o In Agboville, from December 9-11, 2015 with 86 participants from 32 sites supported by EGPAF, 
ACONDA-VS, and ICAP. 

o In Yamoussoukro from December 16-18, 2015 with 82 participants from 35 sites supported by 
Ariel, HAI, SEV-CI and SHOPS. These sessions were closely organized with PEPFAR IPs. Their 
staff in charge of quality activities attended each of their site’s sessions. 

o The staff also participated in a capacity building session December 8 and15, 2015 focused on 
improvement among coaches. During these sessions, ASSIST shared with the participant’s quality 
concepts, development, and the role of quality improvement team and the indicators. The 
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participants presented the baseline results on the four priority areas and developed new ideas for 
the change package.   

 ASSIST participated in the second learning session in Yamoussoukro for the NACS project 
with FANTA III (Dec 15-18, 2015). Eleven (11) sites attended where they presented their results after 
changes were introduced. Some of the changes implemented by sites included coaching the 
providers on nutrition activities and integrating nutrition in community workers’ activities (Figure 10). 

Figure 10. Cote d’Ivoire: Percentage of vulnerable children/PLHIV who received a nutritional 
assessment, 11 FANTA sites (Dec 2014 – Jan 2016) 

 

 ASSIST attended the second learning session organized by PNLS for 10 sites (Sud Comoe 
Region) (Jan 29, 2016). PNLS, in collaboration with ASSIST, organized a learning session for the 
following PNLS sites: CHR Aboisso, PMI Aboisso, CSU Etueboué, and HG Tiapoum. The learning 
session took place in Aboisso, and improvement teams of these sites presented retrospective 
documentation data.   

 Figure 11 shows documentation results by sites supported by PNLS. QI activities have not yet fully 
begun in the sites. Coaching visits should be reinforced by PNLS. 

Figure 11. Cote d’Ivoire: Percent of client records with all items filled, 9 sites supported by PNLS 
(May 2015 – Feb 2016) 
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 Figure 12 shows HIV-positive clients’ enrollment in care in 10 PNLS-supported sites, and Figure 13 
shows ART patient retention after 6 months in the same sites. These charts do not yet show any real 
improvement yet as QI activities have only recently started in the sites. Coaching visits by PNLS will 
be needed to support these sites to make actual improvements in care. 

Figure 12. Cote d’Ivoire: Percentage of clients diagnosed HIV-positive and enrolled in care, 10 
sites, PNLS (May 2015 – Feb 2016) 
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Figure 13. Cote d’Ivoire: Percentage of patients alive and on ART, 6 months after starting 
treatment, 8 sites, PNLS (May 2015 – Feb 2016) 
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 ASSIST also organized coaching visits in 10 sites supported by PNLS (Sud Comoe Region) 
(March 21 to 25, 2016). 

 ASSIST organized coaching visits in 60 sites supported by PEPFAR IPs (February 1- March 25, 
2016). After the first learning session, ASSIST organized coaching visits in 55 out of 60 sites 
supported by PEPFAR IPs. With regard to the five remaining sites (5 private clinics), ASSIST is 
discussing with SHOPS to identify specific priorities. These coaching visits were conducted in 
collaboration with PEPFAR IPs and the national actors of the health districts in charge of QI. During 
these visits, improvement teams received technical assistance about the topics taught in the previous 
learning session: functionality of QI teams, elaboration of flow charts to analyze and diagnose gaps in 
care processes, and how to calculate indicators. 

 Figure 14 shows documentation results. However these results yet do not show any real 
improvement as QI activities only began on January 2016. Some of the change ideas initiated to 
achieve those results were: task shifting (assigning documentation tasks to other providers) and 
reorganization of patients’ appointments by providers.  

Figure 14. Cote d’Ivoire: Percentage of ART client records with all items filled, 57 IP-supported 
sites (May 2015 – Feb 2016) 

 

 

 Figure 15 shows results on the percentage of recently diagnosed HIV-positive clients enrolled in 
care. Before QI activities started there were 80% of clients enrolled in care. Current results show 
90%, with a national target of 100%. Figure 16 shows results on ART patient retention 6 months after 
starting treatment. Figure 17 shows results for HIV-exposed children who initiated Cotrimoxazole two 
months prior to collection of dried blood spot at 90% with a national target of 100%.  These results 
should be considered preliminary, since QI activities only recently began in many of these IP-
supported sites. 
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Figure 15. Cote d’Ivoire: Percentage of recently diagnosed HIV-positive clients enrolled in care, 57 
IP-supported sites (May 2015 – Feb 2016) 

 

 

Figure 16. Cote d’Ivoire: Percentage of patients alive and on ART, 6 months after starting 
treatment, 59 IP-supported sites (May 2015 – Feb 2016)  
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Figure 17. Cote d’Ivoire: Percentage of infants between 6 and 8 weeks who initiated Cotrimoxazole 
two months prior to collection of dried blood spot, 51 IP-supported sites (May 2015 – Feb 2016) 
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 ASSIST met with FANTA III staff to discuss NACS QI (March 9, 2016). Ten sites were visited and 
coached on improvement methods and nutrition methods in February 2016. In preparation for EAR 
activities, FANTA III staff is drafting a concept note. The data collection process has not yet started. 
The self-management progress form proposed by ASSIST will be adapted and implemented in the 10 
sites. A Memorandum of Understanding is being developed between FANTA and ASSIST.  

 ASSIST organized three meetings to launch QI in four university hospitals (January 7, February 
25, and March 25, 2016). ASSIST discussed the launch of the QI activities with the four university 
hospital partners. The QI activities will be implemented in the pediatric unit and will focus on 
improving documentation and HIV pediatric care. The first learning session for developing the 
changes package will take place in May 2016. 

Activity 2. Health systems strengthening   

Overview: ASSIST is supporting the MOH to build a QI approach within the current health system. 
During a policy meeting held in February 2014, it became clear that there was little engagement on QI in 
health care settings in the country. There was no infrastructure to lead the QI process and develop the QI 
system in order to integrate it to the national health system. In November 2014, the former QI department, 
Service de la Promotion de l’Assurance Qualité en Santé (SPAQS), dissolved after being operational for 
five years. In February 2015, a new MOH department, the Directorate of Hospital Medicine Direction 
Medicine Hospitaliere was put in charge of QI with new leaders and a new organizational structure.   

Accomplishments and Results: 

 ASSIST organized training session for the head of unit in charge of quality in the health 
district on December 8, 2015 in Agboville and December 15, 2015 in Yamoussoukro. Sixteen 
(16) people attended the training session. During the session, ASSIST shared quality concepts, a 
gaps analysis framework, and he role of improvement coaches. The participants developed change 
packages for their supported activities. The change package included the delegation of the filing of 
non-clinical information in patient records to non-medical persons, and the reorganization of 
appointments based on patient's availability.  

 ASSIST in collaboration with the Directorate of Hospital Medicine, developed the first draft of 
the policy document of health care and services quality improvement (March 2016).  



 

24 Performance Period: October 1, 2015–March 31, 2016 

Improvement in Key Indicators 

Activity Indicators 
May 2015 
(Baseline)

July 2015 
(Baseline) 

October 
2015 

(Baseline) 

February 
2016 

% of client records with all items 33% 39% 45% 67% 
filled % of HIV-positive patients (57/60 (55/60 (56/60 (54/60 
eligible for ART and initiated on ART sites) sites) sites) sites) 

Improve 
quality of  
HIV/AIDS 
care and 
treatment 
services in 
Côte 
d’Ivoire 

% of clients diagnosed HIV-positive 
and enrolled in care 

68%      
(57/60 
sites) 

 74% 
(55/60 
sites) 

72% 
(56/60 
sites) 

86% 
(55/60 
sites) 

% of patients alive and on ART 6 
months after treatment initiation 

72%   
(59/60 
sites) 

71 % 
(59/60 
sites) 

71% 
(58/60 
sites) 

81% 
(54/60 
sites) 

% of children aged 6 and 8 weeks 
born to HIV-positive mothers who 
initiated Cotrimoxazole two months 
prior to collection of dried blood spot 

 
73%      

(51/60 
sites) 

 
72% 

(49/60 
sites) 

81% 
(50/60 
sites) 

 
89% 

(49/60 
sites) 

Challenges and Remedies 

A challenge faced during Q1 was organizing the learning session for 75 sites with 150 participants 
supported by eight implementing partners in very little time. Previously, learning sessions took at least 
three or four months to organize. To overcome the short time frame, two locations were identified 
(Agboville – 30 sites and Yamoussoukro – 35 sites) where two sessions were organized in only two 
weeks. This same strategy will be used for organizing the next learning sessions.  

The second challenge for Q2 was developing the quality policy document. The technical group, 
comprised of MOH staff was not able to work on the document because they were too busy. Hence, there 
was delay in this activity. To expedite this activity, ASSIST staff wrote the first draft of the document. This 
first draft will be presented to the technical group during the workshop that should take place in April. 

Improving Equity 

In Q2, ASSIST Cote d’Ivoire determined that information about the sex of patients was available at the 
facility level but data collection tools did not incorporate this information; therefore, documentation, 
enrollment, and retention data collection tools were adapted to include sex in order to allow for the 
analysis of sex-disaggregated data. The change in data collection tools and the importance of sex-
disaggregated data was discussed with IPs and facility teams. ASSIST Cote d’Ivoire also discussed 
gender-sensitive work with IPs, and learned that none was being done. With the analysis of sex-
disaggregated data, ASSIST will introduce gender-sensitive improvement efforts and indicators, as 
appropriate. 

Planned Activities Next Quarter: April – June 2016 

 Organize a coordination meeting with PEPFAR IPs   
 Provide technical assistance to PEPFAR IPs during coaching visits and a learning session 
 Organize a workshop for the development of the quality policy document 
 Organize a second workshop for the validation of the quality policy document 
 Organize an official presentation of the national policy document to the MOH 
 Provide technical assistance to FANTA III during coaching visits to nutrition sites 
 Provide technical assistance to DMH during learning session of the four CHUs 
 Discuss and incorporate gender integration at all learning sessions and QI trainings 
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DEMOCRATIC REPUBLIC OF CONGO 
Since FY14, the USAID ASSIST Project has been supporting the MOH in the Democratic Republic of 
Congo (DRC) to improve nutrition services for HIV clients through the integration of nutritional 
assessment, counseling, and support into HIV care and treatment, as well as to improve HIV care and 
treatment services in coordination with USAID/PEPFAR/DRC implementing partners. This intervention, 
led by ASSIST, follows a successful partnership from 2012-2013 with PATH’s Integrated HIV/AIDS 
Project in the DRC (ProVIC) on improving the quality of PMTCT services in four health facilities in the 
province of Kinshasha. The NACS improvement intervention was conducted in close partnership between 
ASSIST and three other USAID implementing partners [Food and Nutrition Technical Assistance Project 
(FANTA)/FHI, Livelihoods and Food Security Technical Assistance Project (LIFT)/FHI and Programme 
VIH au Congo (ProVIC/PATH]. This activity ended in September 2015. 

In FY16, ASSIST is focusing on HIV care and treatment services improvement in targeted sites in three 
provinces: Haut-Katanga, Lualaba, and Kinshasa (at PEPFAR request, Lualaba was substituted for 
Orientale). This work is mainly being conducted with ProVIC and the USAID Integrated Health Project 
(PROSANI).  

Institutionalization/Sustainability Strategy 

ASSIST is conducting its work in partnership and collaboration with the MOH and other IPs. During the 
course of intervention, ASSIST is strengthening the capacity of the MOH staff at all levels. During FY16, 
ASSIST is identifying key structures within the MOH, including HIV, QI, Planning, and Health Information, 
to launch discussions on QI institutionalization.  

For the policy and strategic level, improvement will work on conceptualization of improvement strategies, 
such as analysis of systems and processes to identify quality gaps. This will be done on the basis of 
evidence-based packages or standards that are aligned with the national objectives. This exercise, 
among others, will help the central MOH to self-evaluate if it is up-to-date on norms, if quality gaps exist, 
and if gaps exist, to target them for an improvement process. In DRC, ASSIST is working closely with the 
central MOH, the AIDS control program at all levels, as well as the decentralized structures. At 
decentralized levels, ASSIST is supporting providers to adapt change ideas to their own setting to 
overcome barriers through their own ideas.   

The quality environment assessment will help set specific aims and activities at facility and management 
levels in order to sustain future gains on retention and adherence. Explicit discussions will be conducted 
during management meetings, coaches’ meetings, and learning sessions on what changes or 
management reorganizations will be made to maintain gains over time. The role of the MOH national and 
Health Zone will be to continuously support these changes. ASSIST will strengthen the capacity of these 
actors to be able to plan and implement sustainability changes in the system. 

Scale of USAID ASSIST’s work in Democratic Republic of Congo 

  

    HIV/AIDS 

MOH, 2 IPs  

3 out of 26 provinces 

39 facilities 

39 QI teams 

5,448,112 out of 
15,674,078 
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Program Overview 

What are we trying to accomplish? At what scale? 

1. Improve HIV care and treatment for people living with HIV (PLHIV) 

Improve HIV services and retention in 
care and assure good adherence to 
therapy for  all people living with HIV 
in target facilities in collaboration with 
other IPs 
 

 

 

 
 



Provinces: 3 out of 26 provinces (Kinshasa, Haut-Katanga, 
and Lualaba)  
Health zones: 4 out of 35 in Kinshasa; 8 out of 28 in Haut 
Katanga, 2 out of 14 in Lualaba 
Facilities in selected health zones: 39 out of 393 (10%) 
9 out of 144 health facilities in Kinshasa, 18 out of 256 in 
Haut Katanga, 12 out of 63 in Lualaba  

 Catchment population: 5,448,112 out of 15,674,078 

2. Build capacities at all levels in QI and related health system strengthening 

Strengthen the capacities of national,  Reinforce and institutionalize capacities in QI among 
provincial and health zone managers managers and providers at national (Programme National 
and providers to apply improvement de Lutte contre le VIH/SIDA, PNLS and the MOH QI Unit), 
skills provincial and zonal levels 

                Improvement Activity      Cross-cutting Activity 

Accomplishments and Results by Activity (October – March 2016) 

Activity 1. Improve HIV care and treatment for PLHIV 

Overview: ASSIST is working in Kinshasa, Haut-Katanga, and Lualaba provinces in 39 sites in 
partnership with the MOH, PATH/ProVIC, and MSH/PROSANI. 

Accomplishments and Results 

 Between July and August 2015, ASSIST and the DRC MOH conducted a baseline assessment in 
39 sites to identify strengths and weaknesses of HIV services in three PEPFAR-targeted 
provinces (Kinshasa, Katanga, and Orientale). HIV-positive patient records under ART treatment 
and HIV-patients without treatments were reviewed under national standard norms. The baseline 
assessment analysis was finalized between September and November 2015. Data showed key 
quality gaps among different areas of the HIV continuum of care (Figures 18-19).  

Figure 18. Democratic Republic of Congo: Baseline findings for compliance with key elements of 
care in the initial assessment of HIV-positive patients (sample of 1,048 files in the 38 sites in three 
provinces) (July – Aug 2015) 
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Figure 19. Democratic Republic of Congo: Percentage of items filled in files of patients coming for 
ART follow-up (sample of 1,048 files of 38 sites evaluated in three provinces) (July – Aug 2015) 

 
 The 38 sites evaluated include 10 general hospitals, three provincial hospitals, 18 peripheral 

health facilities, five referral health facilities, and two hospitals centers. Among these sites, 16 
were urban, seven rural and 15 urban-rural; 4,560 patient charts were reviewed. Key findings from 
the baseline assessment: 

o Counseling and screening  

- HIV is not integrated to care processes in health facilities; many missed opportunities for 
screening  

- Only 30.8% of surveyed sites claim to offer specific services for key populations (commercial 
sex workers, men who have sec with men, and intravenous drug users) and only 25.6% offer 
services for orphans and vulnerable children 

o Linkage and initial assessment 

- TB diagnosed in 56% of the sites 
- CD4 in 51% of sites  
- Viral load in 5% of sites  
- CPR in 0% sites 
- Basic laboratory tests in pre-treatment such as renal function tests (10%), liver (9%) and blood 

count (8%) are limited 

o Pre-ART 

- 53.1% of pre-ART patients missed at least one follow-up visit  
- 9% of pre-ART patients are lost to follow-up (that is, three successive missed appointments)  
- Only 30% of non-eligible patients are monitored once per month in the first three months  
- Pre-ART files are not complete (n = 565 cases) including: the date of laboratory tests (49.9%); 

the final weight (43.5%); the TB status at last consultation (33.8%); initial CD4 result (48.5%); 
last CD4 last result (26.2%)  

o ART 

- 43.6% of sites experienced ARV stock-outs in the last three months preceding the survey 
- 36% of ARV stock cards are outdated  
- 35.2% of patients missed at least three successive visits while patients classified as "lost" are 

5% 
- Only 7% of patients are looked for after each missed visit  
- The dosage of prescribed ARV is respected in 66.2% of cases  
- Low biological monitoring of patients on ARVs (e.g., CD4 in 34.4% of cases; viral load 0%)  
- Low clinical monitoring of ARV patients (e.g., weight 54.9%, TB status at the last visit 36.5%)  
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- The evaluation of adherence to treatment is recorded at the last visit in only 14.3% of cases. 

o Tuberculosis 

- The diagnosis of TB is only available in 22 of 39 sites (56%)  
- The tuberculosis status checked and notified at the last consultation in only 35.6% of patients 

on ART  
- Only 18.5% of TB patients are put on anti-TB treatment 
- Isoniazid prophylaxis of HIV patients, although recommended by national standards, is applied 

only in one of 39 (2.6%) sites 

 Drafted “Aims, Indicators and Content” packages (Nov 2015). Based on the baseline results, 
experience in DRC and other ASSIST countries with the HIV gap analysis framework, the packages 
were drafted and validated with the MOH and key IPs.  

 Organized a three-day workshop in each of the three provinces to share baseline findings (Nov 
11-13, 2015 in Kinshasa, Nov 17-19, 2015 in Haut Katanga, and Nov 21-23, 2015 in Lualaba). The 
objective was to share the baseline results and orient providers and managers from target sites, 
Health Zones, provinces and central level of MOH on: quality improvement, the HIV gaps analysis 
framework, and aims, indicators and content improvement packages. Participants included PNLS 
staff, National AIDS Multisector Program (PNMLS), 5th Directorate of the MOH (national health 
information system directorate, and QI unit), health provincial divisions (DPS), health zones, PROVIC, 
PROSANI, ICAP, and EGPAF staff. The three workshops were facilitated by the Regional Director 
and a Senior Improvement Advisor, both from the ASSIST regional office for Francophone Africa and 
ASSIST DRC staff. As a result of these workshops:  

o 137 health care providers and 8 individuals from IPs were oriented,  
o A quality improvement team (QIT) has been set up in each target site under the supervision of the 

related health zone. 
o A QI plan with improvement objectives, change ideas, timeline, indicators and responsible was 

developed by each facility according to its HIV care and treatment initial process diagram.    

 Conducted the first coaching visit with PNLS, PNMLS, DPS, and health zone managers (Dec 
2015). ASSIST is providing support for coaching visits to ensure that QI activities in 39 health 
facilities, in 14 health zones within three provinces are effective. To improve ART coverage, the 
retention of patients in care and their wellness, ASSIST continued to provide technical support to 
health zones’ coaches to ensure that the national minimum package of HIV care (nutrition, 
cotrimoxazole, screening for TB, OVC care, psychosocial support, prevention with positives 
interventions) is being implemented at all 39 health facilities.   

 Conducted a joint coaching visit with ASSIST, PROVIC, PROSANI, PNLS, PNMLS, DPS, and 
Health zones (Jan and Feb 2016). During the coaching visits, major problems were identified—
notably; frequent stock-outs of ARV drugs and HIV rapid tests as well as lack of data collection tools. 
To address these issues, the PNLS leadership organized a meeting of all IPs.  

 Health facilities and health zones developed QI plans (Feb 2016).  Data have been collected on a 
weekly basis and change ideas are tested by facility health providers. The changes that were 
implemented are:   

o Introduction of 4-day appointment customized for PLHIV instead of only one day per month for all 
PLHIV; 

o Old cases are directly welcomed without administrative formality at reception; 

o Data audit; 

o Pateint’s file updated regularly; 

o Identify a nurse responsible for information and documentation; and 

o Set up a register for patient ART provision  

Figure 20 shows the results obtained in the targeted sites on retention of PLHIV on ART. Figure 21 
shows retention on ART for just Lualaba Province and for one of its 12 sites, Gecamines Hospital. 
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Figure 20. Democratic Republic of Congo: Percentage of PLHIV retained on ART, 39 sites, Haut-
Katanga, Lualaba, and Kinshasa provinces (Aug 2015 – March 2016) 

 

Figure 21. Democratic Republic of Congo: Percentage of PLHIV retention on ART, Lualaba 
Province and Gecamines Hospital (Aug 2015 – March 2016) 
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Activity 2: Build capacities at all levels in QI and related health system 
strengthening 

Overview: ASSIST actively continues to engage national policy makers, and provincial and health zone 
managers in all phases of the improvement work. Building their capacity will have many effects: Local 
managers who live within the system and understand the barriers will own the improvement work and 
assume responsibility for planning, mobilizing resources, and creating partnerships 

Once ASSIST is fully established in DRC, local managers and coaches, with support from ASSIST, will be 
responsible for implementing plans for improving quality of all of the target services. Each team will be 
provided with sufficient support so that they will be able to conduct improvement activities without ASSIST 
to address ongoing technical and systems level gaps.  

Accomplishments and Results: 

 Provided QI and knowledge management training was to key MOH staff including health zone 
and provincial managers/supervisors/coaches (Nov 2015). These staff participated in developing 
the aims, indicator, and provisional content package. The objective of the training was to orient 
participants on their future role as coaches: 

o Some key staff from the MOH were also used to review the baseline assessment results prior to 
being shared with larger groups  

o A total of 40 individuals from all targeted health zone and provincial managers and supervisors 
were oriented on QI collaborative in line with the baseline results.  They were also oriented on 
general roles following coaching visit. 

 Organized a three-day workshop in orientation of HIV collaborative coaches in Haut Katanga 
(February 11-13, 2016) and Kinshasa (February 17-19, 2016). The objective was to reinforce the 
capacities of 85 MOH managers at all levels and ASSIST DRC technical advisors on coaching 
techniques. The two workshops were facilitated by the Senior Improvement Advisor and the Resident 
Advisor respectively from the ASSIST regional office for Francophone Africa and ASSIST DRC. 

 ASSIST Director, Dr. Rashad Massoud conducted an Improvement Seminar to engage the 
MOH particularly the central level on how to lead a reflection on the quality improvement 
(March 10, 2016). The seminar was attended by the MOH Director of Planning, MOH Director of 
Primary Health Care, Health Information, QI unit, PNLS, PNMLS, USAID, CDC, ProVIC, PROSANI, 
FHI 360, EGPAF, and ASSIST DRC staff. All participants displayed strong commitment and interest 
in improvement.  

Improvement in Key Indicators 

Activity Indicators Baseline 

HIV Gaps Framework  

% of coverage gap in target area  

Not available  % of retention gap  

% of wellbeing gap  

Counseling / 
screening 

% of target key population counselled, tested and 
received their results 

 
Not available 

% of male partners counselled and tested 
20%, 39 sites in 3 

provinces 
Linkage and initial 
assessment 

% of individuals tested HIV+ and enrolled in a month 
of identification 

11.7% (n=1048), 39 
sites in 3 provinces 

Pre-ART 
% of patients eligible for ART at initial assessment  
who received CD4 count within six months 

26.2% (n=571), 39 
sites in 3 provinces 

ART % of HIV-positive patients on ART lost to follow-up 
35.2% (n=661), 39 
sites in 3 provinces 

TB % of HIV-positive patients screened for TB  
35.6% (n=661), 39 
sites in 3 provinces 
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Challenges and Remedies 

 Lack of data collection tools in some sites: To address this, after each coaching visit, ASSIST shares 
the coaching visit report with the health facility, Health Zone, PNLS, PNMLS, ProVIC, and PROSANI. 
Thus, as PROSANI and ProVIC are the major IPs which provide global support to targeted sites, 
under the leadership of PNLS, meetings were organized to solve this issue and facilities in need were 
provided with data collection tools. 

 Many health providers are not trained in HIV management. ASSIST shared these observations with 
PNLS, ProVIC, and PROSANI for making decisions. 

 Lack of capacities of health providers on collecting data and filling out data collection tools in some 
sites: during coaching visits, ASSIST coaches and MOH managers oriented those providers. 

 Lack of vehicles in Kinshasa and Lualaba provinces to conduct coaching visits; the report was shared 
with USAID Mission to allow ASSIST to purchase two cars.     

Improving Equity 

ASSIST is ensuring that a “do no harm” approach is followed by orienting staff on stigma and 
discrimination mitigation. Gender will be integrated into the next learning session, which will be held in 
June 2016, as well as into QI trainings: learning sessions will include a component that captures gender-
related learning, and QI trainings will include a session on gender integration in QI so that improvement 
teams are trained in gender.  

Baseline data were collected sex-disaggregated, but have not yet been analyzed for gender-related gaps 
and issues. This analysis will be supported by the gender team at HQ, and findings will be integrated into 
improvement activities. 

Knowledge Management Products and Activities 

During the first learning session, participants were oriented on how to document best practices for 
improving HIV services and retention in care and assure good adherence to treatment. 

Planned Activities Next Quarter: April – June 2016 

Improve HIV care and treatment for PLHIV 

 Organize monthly coaching visits 

 Monitor regularly performance of sites 

 Organize a training session on gender integration in QI 

 Organize quarterly learning sessions 

 Document regularly changes and lessons learned 

 Analyze baseline data by sex to identify existing gender-related gaps, in order to target improvement 
activities to close them 

 Gender TA visit from HQ staff to conduct training on gender integration 

Build capacities at all levels in QI and related health system strengthening 
 Provide technical support to DRC MOH to develop the DRC QI Strategic Plan 

 Organize a mission to Uganda to meet with key Uganda MOH staff and ASSIST Uganda staff to 
discuss experiences and lessons learnt through the implementation of HIV Gaps analysis framework 

 Organize quarterly coaches’ meetings 
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KENYA 

Background  

The USAID ASSIST Project began working in Kenya in October 2012, building on the work of the USAID 
HCI Project. In Kenya, ASSIST supports the MOH; the Ministry of Labor, Social Security and Services 
(MLSS&S); the National AIDS and STI Control Program (NASCOP); United States Government (USG) 
implementing partners; and county governments to design, develop, and implement strategies that will 
enhance the quality of health service delivery. ASSIST works to improve programs and services related 
to: maternal, newborn, and child health (MNCH) and reproductive health to reduce maternal and neonatal 
deaths; malaria to improve case management and strengthen the national program; HIV care and 
treatment; and the care of orphans and vulnerable children (OVC) in the country in order to support 
PEPFAR 3.0 goals.     

The project design for ASSIST Kenya is divided into two phases; Phase 1 (January 2013- March 2014) 
involved the development of national frameworks to support institutionalization of QI as well as 
developing change packages through the centers of excellence (COEs) in order to summarize and 
communicate change ideas that can be scaled up across Kenya. Starting in April 2014, during Phase 2, 
ASSIST began the scale-up of QI as well as completion of the national frameworks for institutionalizing 
improvement.  

Institutionalization/Sustainability Strategy 

ASSIST’s technical assistance (TA) in Kenya has been purposefully designed to institutionalize the 
capacity for continuous improvement in national, county, and facility structures for health care delivery. 
ASSIST works closely with all relevant MOH units to ensure that the project’s support for facility-level 
improvement work and engagement with county and sub-county structures is fully aligned with national 
policies and strategies. 

Scale of USAID ASSIST’s Work in Kenya 

 

    HIV/AIDS (including OVC) 

MOH, MLSS&S, 
NASCOP, 9 IPs 

20 out of 47 counties 

116 (direct) facilities 

431 (TA) facilities 

199 communities 

315 QI teams 

600,000 out of 2.4 
million OVC 

150,084 out of 1.6m 
PLHIV 

1.7M out of 5.1M 
Malaria cases 
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Program Overview 

What are we trying to accomplish? At what scale? 

1. Country Ownership and Institutionalization of QI at the national level: Support 
operationalization of a national QI policy and the development of an accreditation roadmap for the 
health sector, in collaboration with NACSOP, Family Health, Primary Health and Directorate of 
Health Standards, Quality Assurance and Regulations and other key stakeholders to institutionalize 
QI within the health sector 

 

 

A quality management system supported by all technical 
departments 
A standards and guidelines clearing group established 

National 

 Lead QI to ensure improvement is sustained and 
institutionalized at national level and in four counties. 

4 counties – Uasin Gishu (or 
Turkana), Kwale, Kakamega, Kisumu 

2. HIV Care and Treatment and elimination of mother-to-child transmission of HIV (eMTCT): 
Support Ministry of Health and APHIAs to apply QI techniques to strengthen and improve the HIV 
chronic care model and to bring and retain more adults and children in HIV care and ensure better 
outcomes for PLHIV 

 Improve HIV care and treatment in Continuum of Response 
(COR) and to bring and retain more people in HIV care and 
treatment 

4 counties – Kwale, Kakamega, 
Uasin Gishu and Turkana 
9 USG partners (4 in the 4 counties, 
5 as above-site TA) 
52 sites for core HIV facilities 

3. MNCH/Reproductive Health (RH): Provide TA to APHIAs to apply QI method and techniques to 
improve and strengthen Maternal Neonatal Child Health and RH services in Kenya 

 Improve and strengthen Maternal Neonatal Child Health and 5 counties – Isiolo, Taita Taveta, 
Reproductive Health services  Kitui, Kakamega, and Turkana  

5 USG partners 
46 sites 

4. Malaria: Provide TA to APHIAs to apply QI techniques to improve and strengthen malaria 
prevention, case  detection and  management among pregnant women and children 

 To improve malaria case management 3 counties- Siaya, Kakamega, Busia  

25 sites direct, above site 403 

5. OVC and Child Protection (national level): Strengthen systems at national level to support the 
institutionalization of QI in child protection and OVC to improve the welfare of  children 

 Strengthen systems within the national government to 
support institutionalization of QI  in child protection and 
OVC 

National   

6. OVC and Child Protection (county level): Strengthen systems within the county governments to 
support the institutionalization of QI in child protection and OVC to improve the welfare of children 

 Strengthen systems within the county government to 
support institutionalization of QI in child protection and OVC 

Nakuru, Migori, Embu, Mombasa and 
Uasin Gishu  

 Build the capacity of  USAID implementing partners to 
institutionalize QI at the point of service delivery   

8 counties: Narok, Kisii, Mombasa, 
Uasin Gishu, Siaya, Migori, Embu 
and Makueni 

       Improvement Activity   Cross-cutting Activity 
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Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1: Country ownership and institutionalization of QI at the national level 

Overview: In FY16, ASSIST is continuing to support the MOH to draft the Kenya Health Quality 
Improvement Policy (KHQIP) 2015-30, to fulfill the principles set forth in the Constitution of Kenya 2010 to 
attain the highest standard of health in manner responsive to needs of the population.  

Accomplishments and Results: 

 Supported the MOH at national and county to institutionalize the Health Improvement Policy:  
Rationale: Various policy documents and legal frameworks exist to support achievement of the 
national goal of health for all in a responsive manner. These policy documents include: The 
Constitution of Kenya 2010, Vision 2030, the Kenya Health Policy 2012-30, the KNHSSP III, KQMH, 
KASF 2014-19 and the draft Health Bill 2012. Although quality of health service is implied in these 
documents, efforts are needed for better coordination through a comprehensive plan that is explicit 
about what needs to be improved, how improvements will occur and what targets are to be achieved. 
The MOH identified this as a gap, and the KHQIP was then developed through an evidence-based 
and consultative process under the stewardship of the government. The policy will inform current and 
future health sector efforts and strategies to improve, institutionalize and standardize quality 
improvement. 

o Accomplishment: Consolidated additional input from MOH, key stakeholders, and the head of the 
Division of Standards and Quality Assurance on draft KHQIP (Q1). Due to changes in the MOH 
leadership, the sign off has been delayed. The MOH leadership however has allowed ASSIST to 
rollout the QI policy in 4 counties.  

 Conduct a review of the KQMH: The MOH has prioritized accreditation and certification among the 
strategies to assure high quality of health services. This necessitated the review of KQMH standards 
to align to international best practices.  

o In Q1, ASSIST supported development of a road map for review of KQMH standards. Road map 
approved by MOH and technical working group (TWG) 

o In Q2, ASSIST supported the MOH review KQMH standards for all facility levels towards 
certification and accreditation.   

 Leading quality improvement (KHQIP Priority). ASSIST started the process of setting up QI 
units at four counties (Busia, Kakamega, Kwale, Taita Taveta, Kisumu) (Q2). 

 The Evidence Based Medicine web portal report was completed (Q1). The web portal was handed 
over to the Ministry and is run and managed by the MOH. IT staff have now been trained on how to 
upload and remove guidelines onto the portal.   

 National guidelines review committee was nominated by the Health Cabinet Secretary with 
ASSIST as a member (Q2). The inaugural meeting is scheduled for April 2016 supported by ASSIST.   

Activity 2: HIV Care and Treatment and eMTCT 

Overview: ASSIST is providing support to the MOH and APHIAs to improve the quality of care by 
employing the chronic care model, enrolling and retaining more adults and children in HIV care, and 
ensuring better outcomes for PLHIV. ASSIST has already supported large-scale rollout of QI across 32 
counties and trained a critical mass of IPs, health managers, and frontline health workers. In FY16 
ASSIST is providing structured post-training TA to the MOH and APHIA plus on QI at scale. ASSIST will 
continue to provide in-depth support in four selected counties with the objective of concretizing innovative 
ideas that can be adopted in the rest of the trained counties. In Q2, county engagement meetings for 
startup of QI activities took place in Turkana and Uasin Gishu counties. In Kakamega County, a lot of the 
facility level coaching has occurred informally due to delayed consensus with the County Health 
Management Team (CHMT) on ASSIST support for HIV QI activities within the county.  
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Accomplishments and Results: 

 Handover of QI activities in Nairobi County to Afya Jijini (Q1). Following the award of Afya Jijini, 
ASSIST handed over all QI activities within Nairobi County to the incoming partner. Uasin Gishu 
County and Turkana counties replaced Nairobi for ASSIST’s QI support from October 2015. 

 QI training for Uasin Gishu County health workers: Initial contact with Uasin Gishu County 
through AMPATH Plus, the main USAID funded IP, saw a request to train the county on QI. A QI 
training was then held on 8th-11th December. A total of 49 participants from 20 facilities were trained.   

 Monthly coaching and data review for Kakamega County: ASSIST’s jointly with the MOH 
provided mentorship and coaching to the eight select facilities in Kakamega County during the first 
quarter.  

 Kwale Partnership for HIV-free Survival (PHFS) results are shown in Figure 22.  Data are yet to 
be updated for Q2 due to transition of the QI Advisor to another organization. A data review and 
validation will be undertaken and results shared in the Q3 report. Change ideas implemented in the 
PHFS sites include: 

o Integration of all eMTCT services into the MNCH, ANC/Child Welfare Clinic (CWC) clinic 
o Development and use of mother-baby pair register 
o Conducting of HIV-exposed infant (HEI) days where all HIV exposed mother-baby pairs are seen 

and psychosocial support (PSS) group meeting held at the same time 
o Postnatal testing of breast feeding women  
o Writing on the cover page of Mother-Child booklet a coded identification for HIV + mothers-to 

make it easier to identify later just in case they disappear during ANC and reappear in CWC clinic 
for child’s immunization 

o Joining/pairing up mother and HEI’s file 
o Improved filing system to assist in immediately identifying those who do not honor their 

appointments 
o Reorganization of patients flow through process mapping 
o Conducting continuing medical education (CMEs) and on-the-job training on technical areas 

found to have gaps 

Figure 22. Kenya: Percentage of mother-baby pairs retained in care, 16 facilities, Kwale (May 2014 
– Dec 2015) 
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 ASSIST scope of work review meetings with CHMTs held in Kakamega, Uasin Gishu, and 
Turkana counties (Feb 12, 22, and 29, 2016, respectively). The purpose of these meetings was to 
share the ASSIST work plan for the quarter and develop a county specific QI work plan with the team.   

 County HIV technical working group meeting (TWG) meeting held in Kakamega County (Feb 
18. 2016). Terms of reference of the TWG shared with the team for ratification. The team agreed on 
three priority areas for the county: 1) HIV Testing services (HTS) with a focus on identification of HIV 
infected children; 2) EID coverage and retention of HEIs; and 3) Viral load coverage and suppression. 
ASSIST is also pursuing integration of the HIV TWG into the already existing Accelerating Children’s 
HIV/AIDS Treatment Initiative (ACTS) TWG. The inaugural HIV TWG for Uasin Gishu County was 
held in March 2016.     

 Monthly QI coaching for Kwale, Kakamega, and Uasin Gishu counties (Q1 and Q2). ASSIST 
regional advisors provided mentorship and coaching to four of the priority facilities in Kakamega: 
Lumakanda, Malava, Mukunga and Kakamega County General Hospital during the month of 
February 2016. Organizational assessment has been conducted in two of the four facilities that were 
visited. In Uasin Gishu County, the AMPATH Plus technical team continued to provide QI coaching to 
six of the priority facilities: Moi’s Bridge, Uasin Gishu County Referral hospital, Ziwa, Soy, Huruma, 
and Turbo sub-county hospitals over the last two months. The MOH staff are yet to pick up on QI 
coaching as orientation of the MOH coaches is slotted for March. In Kwale County, three coaching 
visits have been conducted by the MOH QI coaches. All 16 facilities have QI work plans.  

 Kwale PHFS learning session held at Hill Park Hotel, Tiwi (Feb. 4-5, 2016). The objectives of the 
meeting were: 1) to share, discuss and develop change ideas for improving quality of eMTCT 
services; 2) to share and discuss challenges and feasible solutions; 3) to harvest improvement stories 
and ideas for documentation and scale up; 4) to develop a clear improvement agenda for each work 
improvement teams (WIT) for the next cycle; and 5) to discuss scale-up of PHFS activities in Kwale 
County. It also provided an opportunity to prepare for the global PHFS meeting. It was evident that 
the WITs were not functional and there was minimal ownership of data by the facilities. This was as a 
result of high staff turn-over and no coaching activities. This has been mainly due to absence of a 
regional advisor to support the improvement work. A clear way forward was agreed on. 

 Global PHFS meeting held in Dar es Salaam, Tanzania bringing together the six countries 
implementing PHFS initiative to share best practices and discuss in-country opportunities for 
scale up (Feb 9-10, 2016).  

 MSI field visit to ASSIST-supported facilities to document the mother-baby pair register 
success story (Feb 2016).  

 AMPATH Plus QI best practice sharing meeting bringing together several facilities across 8 
counties to share various quality improvement projects (March 29 - April 1, 2016). 

 Results: The results in Figure 23 are from three counties: Kwale, Uasin Gishu and Kakamega 
counties. QI implementation ground work in Turkana is yet to start. Figure 23 shows that viral load 
testing patients on full ART has remained at 80%. Efforts are underway to ensure that all the patients 
on full ART treatment have viral load testing six months after initiation of treatment and at least once 
a year subsequently. It is also expected that with proper adherence to treatment, patients on ART 
have achieved viral suppression. The country has set a target of achieving viral suppression to 90% 
on patients on ART.  
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Figure 23. Kenya: Viral load testing among patients on HAART for the last 12 months, 15 facilities, 
Kwale, Uasin Gishu, and Kakamega counties (Aug 2015 – Feb 2016) 
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Activity 3. MNCH/RH/FP 

Overview: ASSIST continued with efforts to enhance the capacity of county governments and other USG 
partners’ to apply QI techniques to improve and strengthen MNCH and reproductive health services in 
Kenya. This has been through: a) building the capacity of the county governments to have effective QI 
management structures; and b) direct support for low-cost evidence based interventions while applying 
effective QI approaches at facility level. The main focus for this activity remains: 

 Tracking of process and outcomes in the provision of quality essential and obstetric services 

 Tracking of process and outcomes in essential neonatal care services 

 Provision of family planning (FP) services at the facilities to reduce the service gap in FP uptake 

 Tracking the capacity of quality improvement teams in maintaining the quality improvement initiative 
while scaling up good practices ether in other units in the same facility or to other facilities 

Accomplishments and Results: ASSIST continued to provide the requisite technical support at county 
level and cooperation at the national level in matters to improve the quality of MNCH services. 
Accomplishments during the reporting period at the structural level include: 

 Establishment of county level TWGs that apart from doubling as coordination mechanisms for the 
MNCH/FP activities at the county, will provide technical oversight on all matters touching on the 
delivery of quality MNCH care services (Q1 for Isiolo, Q2 for Taita Taveta, Kakamega and Kitui).   

 Support for coaching activities (Q1 and Q2). In specific county activities, ASSIST worked closely 
with the county governments and the APHIAs in planning for 2016 activities, which include monthly 
coaching visits. Despite running different budget calendars from that of ASSIST, all the APHIAs have 
added QI as part of their 2016 plans and provided operational budgets for some of the activities.  

 ASSIST supported four counties (Kitui, Isiolo, Kakamega and Taita Taveta) to establish county 
level Technical Working Groups that meet once every quarter bringing together all partners 
supporting MNCH/RH/FP activities at the county level (Q2). This is an important structure that 
guides general implementation of health services and a good forum to highlight the impact of QI to 
other service providers.  

Change Ideas 
• Line listing of 
clients eligible for 
VL testing from 
the EMR 

• White stickers on 
top of eligible 
clients files during 
triage 

• Synchronization of 
appointments 
dates with dates 
for testing 

• Pharmacy not 
issuing drugs 
before VL test is 
indicated as done 
on the 
appointment card 

• Routine chart 
reviews by Work 
Improvement 
Team (WIT) 
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 ASSIST continued supporting coaching activities in four of the five focus counties (Q1 and 
Q2). QI coaches were supported with transport to visit their assigned facilities to offer monthly 
mentorship on areas that need improvement.  

 ASSIST together with APHIA plus Kamili conducted a comprehensive assessment of the QI 
Teams in Kitui County (Jan 2016). It showed that despite the teams having been formed almost at 
the time, they were at different levels of maturity. There is need to put extra effort in uplifting 
struggling teams. 

 During a review of the health care service delivery standards that USAID ASSIST is 
spearheading, it was agreed that the WHO Safe Childbirth Checklist be one of the critical tools 
to be used at all facilities for assessing the level of quality of services during the childbirth 
process. Workshops to review quality of childbirth care were held in January and March 2016. 

 Provision of FP services immediately after delivery or before a woman is discharged from a 
facility: This is a new indicator of focus for the teams and ASSIST is still at the discussion stage with 
the respective county health teams on how best to track it. Largely underrated in the developing 
world, FP is one of the strongest pillars of MNCH care and is an important component in reduction of 
poor maternal and child health outcomes. Following discussions held with the USAID Kenya technical 
team in March 2016, ASSIST will share a family planning focus plan in Q3 that encompasses critical 
FP service improvements.  

 ASSIST held consultations with RH coordinators from five counties and agreed that ASSIST 
will support FP service outputs at the MCH clinics through QI approaches (March 2016).  

Results: 

 Screening for anemia during at the first antenatal visit: This new indicator was introduced at 10 
facilities in two counties to look at provision of the minimum package of services at a county or sub-
county hospital. The ten facilities were selected based on their capacity to offer all the laboratory 
investigation required at the first ANC visit. There was nominal improvement on this indicator from 
73% (July 2015) to 79% (Feb 2016).  

 Increase in the use of partograph for monitoring of labor in government facilities from 42% in 
January 2015 to 80% by February 2016 (Figure 24): Use of the WHO partograph is an important 
part of management of obstetric emergencies in facilities. This has plateaued at around 70% for five 
months since September 2015, which points to need for more systemic intervention that largely 
involves personnel management particularly at government facilities.  

Figure 24. Kenya: Improving partograph use at 40 facilities, 4 counties (Jan 2015 – Feb 2016) 
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 Reduction of neonatal sepsis: Neonatal sepsis, prematurity, and birth asphyxia are the three main 
contributors to newborn illness or death. The improvement team at Isiolo County referral hospital 
decided to reduce the incidence of neonatal sepsis at the facility’s maternity unit. A quick data review 
of the maternity and newborn registers in early September 2015 revealed that 22% of all live births 
receiving treatment for either suspected or confirmed infection of the newborn. The team changed its 
set-up, and this improved to 10% by the second week of November 2015. The team at the facilities 
has made this the primary focus for their improvement work and involved the management and other 
service delivery partners. As a result, there has been gradual reduction of neonatal sepsis cases as 
shown in the Figure 25.  

Figure 25. Kenya: Reducing neonatal sepsis at Isiolo Referral Hospital (Sept 2015 – Feb 2016) 
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TIMELINE

 Sept 2016: Meeting with 
Hospital management, 
concerns over high 
neonatal infections 

 Oct 2015: Root cause 
analysis done, problems 
identified as poor infection 
control practices, lack of 
knowledge by the support 
staff on critical IPC 
requirements at the unit 

CHANGES 
 Orientation on IPC 

protocols for new born 
unit 

 Patient education on 
handling of new born 

 Avail cleaning agents for 
each woman post-delivery 
by APHIA plus  

 Isolation room established 
for the very sick babies 

 
NB: Weekly tracking until 
improvement is significant 

 

However, since their target was to have a below 5% percent performance for this indicators, monitoring of 
this will continue for another 5-6 six weeks to establish the system’s preparedness to maintain the good 
outcomes. 

Activity 4. Malaria Case Management  

Overview: ASSIST works to reduce malaria mortality and morbidity through case detection and 
management in malaria-endemic regions in Kenya, with a focus on Busia, Siaya, and Kakamega 
counties. The work in FY16 builds on the work implemented in FY15 that focused on applying 
improvement techniques to their malaria programing approach, which included: 

 Establishment of county-level malaria TWG--this is a subcommittee of the county overall quality 
management team 

 Supporting 25 high case load facilities to set up improvement teams focused on improving malaria 
services at facility level by implementing the three Ts strategy (Test, Treat, Track) 

Accomplishments and Results: 

 Supported three county malaria TWG meetings in Kakamega and Busia counties (Feb, 2016) 
and Siaya County (March 2016). These meetings incorporated the county MOH and malaria 
implementing partners. Key objectives for the meetings were: 1) to review MOH quarter 2 malaria 
program data; 2) identify the 25 priority facilities that will serve as centers of excellence for intensive 
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ASSIST facility level support; 3) sensitize the county and sub-county QI teams on the ASSIST malaria 
QI indicators that will be monitored across the 25 COEs; 4) identification of facility coaches; and 5) 
development of coaching work plans. 

 Attended a President’s Malaria Initiative (PMI) partners meeting in Kisumu (Nov 24, 2015). The 
objectives of the meeting were: a) to provide an overview of the Global PMI Strategy 2010 – 2015 
and b) to provide an opportunity for technical exchange and partners’ getting to know each other. 
ASSIST made a presentation and was requested to scale up the initiative to other regions.    

 Held learning session (Dec 17-18, 2015). ASSIST supported a malaria learning session, which 
brought together three county and 25 sub-county malaria coordinators from the three focus counties 
and five county malaria coordinators from other counties within the region. It provided an opportunity 
for inter-county peer learning and sharing of change ideas across the 3T strategy. The National 
Malaria Control Program technical leads gave updates on the revised Kenya Malaria Strategy 2009-
2018 and the National Malaria guidelines.  

 QI coaching activities in 24 of the 25 priority facilities (Q1-2). Coaching sessions targeted the 
pharmacy, laboratory and outpatient departments. These is a monthly activity where the 
government’s malaria program coordinator holds meetings with the facilities to discuss improvement 
on the key malaria improvement outcomes. ASSIST supports the coaches with transport facilitation 
while the project’s technical officer attends some of the coaching sessions. 

 Malaria QI coaches meeting held (March 21-24, 2016). This provided an opportunity to meet all the 
QI coaches from the three counties, share the roles and responsibilities of a coach, agree on the QI 
indicators, and develop facility specific work plans. 

 ASSIST supported 10 malaria QI continuing medical education (CMEs) sessions in 10 sub-
counties in Siaya and Kakamega counties that promote peer learning and exchange of 
successful change ideas across the various facilities (Feb-March 2016). Six of the CMEs were 
held in Siaya, and four CMEs in Kakamega.  

 Attended a National Malaria Case Management TWG (Feb 15, 2016). ASSIST was provided an 
opportunity to share the work from one of the facilities we are supporting (Khunyangu sub-county 
Hospital, Busia), providing an opportunity for other partners to adopt/adapt some of the best practices 
from the facility. The presentation was well received and. ASSIST was requested by the National 
Malaria Control Program (MCP) to scale up the improvement work to other counties.  

 Change ideas implemented at facility level include: 

o Several CMEs conducted on malaria case management to educate on national guidelines 
o Job aids on malaria case management provided in clinical rooms 
o Posters of malaria case management put up in waiting areas to educate the clients on treatment of 

malaria only for confirmed malaria cases 
o Health education to reinforce the message of not providing antimalarial if diagnosis is not 

confirmed 
o Pharmacy confirm malaria testing and diagnosis before issuing antimalarial. Pharmacist not 

issuing antimalarial if there is no evidence of malaria diagnosis through testing. They follow up 
antimalarial prescriptions that had no evidence of a test with the concerned clinician. 

o Malava Health Centre introduced 24-hour laboratory services 
o Monthly data review to compare cases registered as febrile illness in the outpatient department 

register, malaria tests conducted in the lab daily activity log, Rapid Test Kits (RTK) daily activity 
register, and the malaria commodities daily activity register (which captures information on the 
patient ID, age weight band, malaria test done, and Artemether – Lumefantrine (AL) band issued). 
With this tool they are also able to check if the client had a correct dose of AL issued. 

 Results:  Figure 26 shows that there has been a steady increase in the proportion of confirmed 
malaria cases at seven facilities. This means that quality improvement teams are working towards 
eliminating possible misuse of anti-malaria drugs that are dispensed based on a patient’s clinical 
presentation. Figure 27 illustrates the relation between anti-malarial drugs dispensed to the 
confirmed malaria cases at one facility, Khunyangu Sub-County Hospital. This facility focused on 
ensuring that anti-malarial drugs are only dispensed to laboratory confirmed cases. This reduces 
wastefulness and reduce the risk of exposing patients to unwarranted medication side effects. 
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Figure 26. Kenya: Number of diagnosed malaria cases, 3 intervention counties vs. 6 comparison 
counties (Jan 2014 – Feb 2016) 

 
 

Figure 27. Kenya: Improving malaria case management, Khunyangu Sub-County Hospital (Jan 
2014 – March 2016) 

 

 

  

120

100

80

60

40

20

0
Jan- Feb- Mar- Apr- May- Jun- Jul- Aug- Sep- Oct- Nov- Dec- Jan- Feb- Mar- Apr- May- Jun- Jul- Aug- Sep- Oct- Nov- Dec- Jan- Feb-
14 14 14 14 14 14 14 14 14 14 14 14 15 15 15 15 15 15 15 15 15 15 15 15 16 16

Comparison counties 37 35 35 34 52 53 52 53 49 49 50 55 61 64 62 69 66 72 73 74 75 73 71 88 86 70

Implementation counties 44 40 38 37 60 64 62 62 61 64 73 77 81 83 83 89 95 95 96 95 94 91 86 100 99 99

Change Ideas
Intensified 
continuous medical 
education sessions 
on malaria treatment 
guidelines
Spot mentorship 
sessions with facility 
health workers 
Regular data review 
at facility level 
Job aids for 
clinicians and 
posters for clients

300000
Denominator: Number of diagnosed malaria cases

250000
200000
150000
100000
50000

0
Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16

Change ideas 
1. CME’s on malaria case 
management  
2. Job aids provided in 
clinical rooms 
3. Client health education 
through posters in 
waiting areas and 
morning health 
education talks  
4. Strict drug dispensing 
policy in pharmacy 
5. Monthly data review  
6. Revived the hospital 
Medicine and 
Therapeutics Committee 
(MTC) to monitor rational 
use of AL and report to 
the WIT accordingly. 



 

42 Performance Period: October 1, 2015–March 31, 2016 

Activity 5. OVC and Child Protection (National Level) 

Overview:  In FY16, ASSIST is working with the MLSS&S to strengthen the national child protection 
system. Specifically, ASSIST will support the National Council for Children Services (NCCS) to build and 
strengthen child protection thematic committees for ease of coordination and national level reporting, 
institutionalize the national plan of action (NPA) for children and support the department of children 
services to institutionalize the national psychosocial support guidelines.  

Achievements and Results:  

 A meeting with the NCCS and county coordinators of children services was held to develop a 
road map on the NPA roll-out (Nov 2015). The coordinators identified broader County Specific Child 
Protection gaps. 

 ASSIST in collaboration with REPSSI and the Department for Children Services trained the 47 
county children coordinators on psychosocial support with the main focus on the new 
National PSS guidelines and helped them develop county specific implementation work plans 
(Nov 2015). ASSIST in collaboration with USAID service delivery partners is tracking the 
implementation of these work plan in five counties (Migori, Uasin Gishu, Nakuru, Embu and 
Mombasa) while the department will track implementation in the other Counties.  

 ASSIST in collaboration with NCCS held two round table meetings with Uasin Gishu and Embu 
County AACs to disseminate the NPA (March 2016). During the meetings, roles and 
responsibilities of the County AACs in child protection were discussed and thematic working groups 
formed.  

Activity 6. OVC and Child Protection (County Level) 

Overview: ASSIST works both with the county governments and USAID nine service delivery partners to 
institutionalize QI at the point of service delivery. ASSIST focus is to work with nine USG partners in nine 
counties to consolidate QI interventions in HIV care and treatment, household economic strengthening 
and child protection. 

Achievements and Results:  

 ASSIST team met with the USAID IPs to share the aims indicators and content model and roll 
out QI interventions (Q1). The teams are collecting baseline data for each of the interventions.  

 APHIA Plus Western: Aim: Improve referral to HIV care, support and treat of adolescents and 
children through collaboration with key health service providers in Migori County by September 2016.  
The problems affecting referrals were: 

o Inadequate access to referral forms 
o Designation of who has major responsibility for a client 
o No clear mechanisms to track referrals  
o Clients not taking referral serious 

 Change ideas: 

o Hold awareness days with HIV-positive children and their caregivers to identify those who have not 
been linked to care and treatment facilities 

o Get adequate referral forms from APHIA plus and MOH 
o Ensure timely and proper documentation through register of HIV-positive children and caregiver 

include their clinic days and make phone call follow-ups with the clients  

 Results: This effective referral system ensures a close relationship between all levels of the health 
system and helps to ensure people receive appropriate care at the right time as close to their homes 
as possible. This system uses a standardized MOH referral form throughout the network of service 
providers from the community through the community health worker to the health facility, and it 
facilitates appropriate feedback to the initiator of the process. The referral form is then filed both at 
the facility and the QIT offices.  Figure 28 shows an increase in effective referrals for HIV-positive 
vulnerable children by the Dago Dala Hera QIT in Migori County. 
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Figure 28. Kenya: Percentage of HIV-positive OVC effectively referred, Migori County (Oct 2015 – 
Feb 2016) 

 
 Figure 29 shows progress in VSLA group savings, value of loans and total cash circulating in the 

saving groups within Migori County between quarter 1 2012 to quarter 4 2015. 

Figure 29. Kenya: Amount of money being saved and being loaned among caregivers, Migori 
County (Q1 2012 – Q4 2015) 

 
 CASE Management (Multiple Implementing Partners). Aim: Improve case management for 

vulnerable children through regular use of the child status index (CSI) assessment tool in APHIA Plus 
Kamili, Wezesha and Watoto Wazima OVC service delivery partners by September 2016. 

 Achievements: 

o Four teams supported by Wezesha a USAID implementing partner carried out CSI assessments 
(Jan 2016). The teams are currently developing an implementation plan based on the results. 
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o ASSIST supported Chepkoilel and Kapsoya QITs to carry out CSI assessments (Feb 2016). The 
teams have developed their implementation and are currently in the process of implementation. 

o Four QI teams in Embu County conducted CSI assessment for their children (Jan – Feb, 2016). In 
March 2016, ASSIST supported them with CSI analysis and development of root cause analysis 
and change ideas on identifying these gaps. The teams have just concluded development of their 
case management plan and are in the process of implementing the same. 

 APHIA PLUS KAMILI. SWAK, a local implementing partner, supported by APHIA plus Kamili 
conducted a CSI assessment among 860 children in March 2016. Results are shown in Figure 30. 
From the analysis, the service areas with the biggest gaps identified included food and nutrition, and 
care and education  

Figure 30. Kenya: Percentage of Child Status Index scores that were bad or very bad in SWAK, 
Municipality Team (Jan - Mar 2016) (N= 370 boys and 490 girls)   
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 APHIA Plus Nuru Ya Bonde.  Aim: Improve school attendance, performance, and transition through 
timely collection and utilization of data and evidence by the Siyiapei QI team, Narok County by 
September 2016.   

 Change ideas: 

o Supporting QI team to put in place mechanism that will respond to children educational needs 
o Supporting QI team to track school attendance for the sampled children. 
o Teacher/parent partnerships – to identify gaps leading to poor attendance 
o Support the teams to provide age and gender appropriate PSS to children 
o Target – 83 vulnerable households with 83 children in class 4 and 5 

 Outcome: School attendance has grown from 62% in July 2015 to 100% in December 2015.  In 
January 2016, the team reported that only 19 children did not attend school because of lack of school 
levies.  To ensure improved education performance from class four and five pupils, the team targeted 
caregivers through awareness creation. Figure 31 shows the percentage of guardian and teachers 
reached with the awareness messages. 

Figure 31. Kenya: Percentage of guardians and teachers made aware of the importance of 
education, Narok County (Oct 2015 – Feb 2016) 
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Improvement in Key Indicators 

Activity Indicators Baseline  Last value 

PHFS 

% of HIV exposed mother- baby pairs (0-
24 months) in active care 

30% (Sept 2013)  
13 sites 

58% (Dec 2015) 15 
sites 

% of HIV positive pregnant women 
attending ANC in a given month  on  
ARVs (prophylactic or HAART) 

83% (Sept 2013)  
13 sites 

98% (Dec 2015) 15 
sites 

% of HIV positive pregnant women 
identified at ANC given prophylactic ARVs 
for their unborn baby monthly. 

81% (Sept 2013)  
14 sites 

89% (Dec 2015) 15 
sites 

% HEI aged 6-8 weeks tested for HIV  
with documentation of results(1st PCR) 

18% (Sept 2013)  
13 sites 

54% (Dec 2015) 

15 sites 

% of HEI on appropriate NVP prophylaxis  70% (Jan 2014)  

12 sites 

81% (Dec 2015) 

15 sites 

% of HEI aged ≤6 months 
exclusively breastfed   

who are 65% (Sept 2013) 
11 sites 

68% (Dec 2015) 

15 sites 

% of mother –baby pairs who received   
nutrition assessment, categorization 
counseling  and  support (NACS) in a 
given month 

21% (Sept 2013) 
14 sites 

79% (Dec 2015) 

15 sites 

%  HEI  aged 9 months tested  for HIV at 
9 months (Ab or PCR done if indicated 

 52% (Dec 2015) 

15 sites 

% HEI  tested for HIV  at 18 months  
(Antibody test) 

 59% (Dec 2015) 

15 sites 

% of HEI (0-24months) confirmed to be 
HIV positive in the facility every monthly 

 Undergoing
validation 

HIV care & 
treatment/ 
EMTCT  

(Uasin 
Gishu, 
Kakamega) 

% of confirmed HIV positive clients who  
were referred from PITC sites in the 
facility (including outreaches) and got 
enrolled into care at the facility CCC  
monthly 

79% (Oct 2015) 11 
facilities 

82% (Feb 2016) (11 
facilities) 

% of HIV positive eligible patients on ART 100% (Oct 2015) 
11 facilities 

100% (Feb 2016) (11 
facilities) 

Proportion of clients known to be alive and 
on ART 12 months after initiating ART in 
the facility monthly 

83% (Jan 2015) 6 
facilities 

78% (Feb 2016) 11 
facilities 

Proportion of clients attending 
comprehensive HIV care receiving 
nutritional  assessment and categorization 

93 (Jan 2015) 82% (Dec 2015) 

Proportion of clients on HAART for last 12 
months who received  viral load testing 62% (Jan 2015) 4 

facilities 
80% (Mar 2016) 11 
facilities 
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Activity Indicators Baseline  Last value 

Proportion of clients on ART for last 12 
months who attained  viral suppression 

33% (Jan 2015) 4 
facilities 

89% (Mar 2016) 11 
facilities 

Number  of HIV exposed mother- baby 
pairs(0-24 months) in active care   

0 (Jan 2015) 1 
facility 

96% (Dec 2015) 11 
facility 

% of HIV positive pregnant women 
attending ANC in a given month  on  
HAART) 

90% (Jan 2015) 6 
facilities 

115% (Jan 2016) 11 
facilities 

% HEI who received 1st PCR by 8 weeks 
and results are documented 

90% (Jan 2015) 6 
facilities 

72% (Dec 2015) 17 
facilities 

%  HEI  aged 9 months tested  for HIV at 
9 months (Ab or PCR done if indicated) 

60% (Oct 2015) 2 
facilities 

60% (Jan 2016) 6 
facilities 

% HEI diagnosed with HIV between 0 and 
18 months 

33% (Jan 2015) 6 
facilities 

16% (Dec 2015) 6 
facilities 

% of mother –baby pairs who received   
nutrition assessment, categorization 
counseling  and  support (NACS) in a 
given month 

6% (Jan 2015) 6 
facilities 

14% (Dec 2015) 6 
facilities 

Activity 

 

Indicators 
Baseline 

(M/YR and # 
of sites  

Last value 
(M/YR and # of 

sites) 

Latest 
performance
(M/YR and # 

sites) 

 
of 

MNCH: Kitui, 
Taita Taveta, 
Kakamega, 
Isiolo, Nairobi* 

Proportion of pregnant women who receive 
screening, anemia at the first ANC visit 

73%; 
Jan/2015, 10 

sites 

Not reported 
in last quarter 

79%; Feb/2016, 
10 sites 

Proportion of women giving birth in the 
health facility with a complete partograph 

42%; 
Jan/2015, 7 

sites 

80%; Nov 
2015, 7 sites 

79%; Feb/2015, 
40 sites  

Percentage of deliveries at the health facility 
for which oxytocin  was delivered within 1 
minute of delivery 

68%; Jan 
2015, 7 sites

100%; 
Nov/2015, 7 

sites 

97%; Feb/2016, 
40 sites 

Proportion of emergency caesarean section 
performed within an hour of decision – 
CEMONC facilities 

41%; 
Aug/2015, 3 

sites 

Not reported 
last quarter 

68%; Jan/2016, 
3 sites 

Percentage of newborns who required 
resuscitation documented to have received 
appropriate resuscitation 

86%; 
Jan/2015, 7 

sites 

89%; 
Nov/2015, 7 

sites 

87%; Feb/2016, 
9 sites 

Proportion of newborns who were given 
injection Vitamin K 

57%; 
Oct/2015, 3 

sites 

Not reported 
last quarter 

93%; Feb/2016, 
3 sites 

Proportion of babies with confirmed or 
suspected neonatal infection (weekly 
monitoring) 

22%; 
Sept/2015, 1 

site 

10%; 
Nov/2015, 1 

site 

4%; Feb/2016, 1 
site 
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Activity Indicators Baseline  Last value 

Proportion of post-partum women 
counselled on FP who accepted an FP 
method and were provided with a method 
before discharge (dropped, ASSIST to agree
on new indicator with RH 
coordinators/partners) 

0%; 
Aug/2015, 3 

sites 

Not reported 
last quarter 

2.4%; Feb/2016, 
3 sites 

Malaria 

% of OPD cases suspected with malaria 
(with fever or HX of fever) who are tested 

93% (Oct 2015) 14 
facilities 

89% (Feb 2016) 12 
facilities 

% of outpatient confirmed malaria cases 
(microscopy or RDT) treated as per national 
guideline 

74% (Oct 2015) 13 
facilities 

62% (Feb 2016) 11 
facilities 

% facilities supported who report stock out 
of RTKS 

36% (Oct 2015) 14 
facilities 

43% (Dec 2015) 14 
facilities 

% facilities supported who report stock out 
of AL 

21% (Oct 2015) 14 
facilities 

36% (Dec 2015) 14 
facilities 

% of facilities with complete and accurate 
malaria data in DHIS 

31% (Oct 2015) 15 
facilities 

80% (Oct 2015) 15 
facilities 

Challenges and Remedies 

 Most of the USAID IPs have limited time left for project implementation with only core activities 
supported by project budgets.  

Health service delivery 
 Inadequate human resource capacity, particularly the health care providers. The counties are 

mandated to budget and recruit health care providers but many are still struggling with management 
of personnel, which is a completely new phenomenon for the devolved units. 

 As counties continue to get to grips with how best to implement health services, there is an almost 
constant change or movement of personnel from position, which can reverse gains made in 
established supporting structure. ASSIST continues to be in touch with the counties since apart from 
engaging the USAID partners, ASSIST QI advisors work closely with county health directors and 
management. 

 Competing priorities by some key county and sub-county staff and coaches resulting in delay in 
planned activities. 

 Slow commitment by APHIA Imarisha to start QI implementation in Turkana County.  
 Absence of a formal County Health Management Team (CHMT) in Uasin Gishu County delaying 

initiation of county level HIV improvement activities. This has been circumvented by working with the 
County Health Director and Ampath Plus technical team.  

 Stock-outs of malaria commodities (RTKs, microscopy reagents and antimalarials) which have direct 
impact on improvement activities on malaria case management. 

 Despite efforts to improve infrastructure, there are still structural deficiencies at the county level with 
facilities still in poor physical states without the necessary amenities, poor road networks to some of 
the facilities, and generally inadequate supportive site-level oversight by the county health 
management. ASSIST has looked at pairing coaching visits to maximize use of transport to some of 
the facilities. 

OVC 
 Between January and March 2016 there have been staff changes both in NCCS and the DCS that 

have significantly reduced work at the national level. This has however been resolved as at the end of 
March 2016. 

Improving Equity 

All HIV client indicators and HEI indicators are collected sex-disaggregated, and future reports will include 
sex-disaggregated analysis. Data on confirmed malaria cases are collected age-disaggregated but not 



 

USAID ASSIST Project Semi-annual Performance Monitoring Report 49 

sex-disaggregated. Data on effective referrals for vulnerable children are not currently collected sex-
disaggregated, but subsequent data will be; in addition, ASSIST plans to support QI teams to provide 
age- and gender-appropriate PSS to children. 

Knowledge Management Products and Activities 

Under review: 
 Improving the quality of skilled delivery by improving monitoring of labor at Mathare North Health 

Centre, Nairobi City County 
 Rational use of ACTs: A case of Khunyangu Sub-County Hospital, Busia, Kenya  
 ASSIST finalized documenting Household Economic Strengthening as a mechanism resulting in 

better child well-being in Kenya; and is awaiting approval by HQ team (Q2) 

Planned Activities Next Quarter: April - June 2016 

HIV care and treatment 

 Conduct integrated county HIV TWG meetings in all the five counties 
 Conduct joint coaching with IPs, county and sub-county coaches to 57 facility WITs 
 Conduct QI coaches meeting in all the counties  
 QI data validation in all the counties 
 Document PHFS success story  

Malaria 

 Integrated county malaria TWG meeting in the 3 focus counties 
 Hold 3 quarterly county QI CMEs 
 Conduct Joint coaching with IPs, county and sub-county coaches to 25 facility WITs 
 QI data validation in the 3 counties 
 Startup malaria QI activities in Migori County 
 Support quarterly QI coaches in the 3 counties 

EBM 

 Guidelines review committee meeting 

MNCH/RH/FP 

 Conduct monthly coaching to 46 sites from 5 counties 
 Conduct one QI training for Turkana County 
 Have a stock-taking meeting with the Head of Reproductive and Maternal Health Unit from the 

national government together with the 5 county RH and QI coordinators 
 Support supervision for the 5 government QI Officers and RH Coordinators 
 Conduct work improvement team functionality assessment and data quality assessment at four 

counties 
 Conduct one learning session for Kitui (deferred from last quarter) 

OVC 

 Round table meeting with County AAC in Mombasa, Migori and Nakuru for dissemination of NPA 
 Formation and QI training for the County Child Protection Technical Working Group (Migori, Uasin 

Gishu, Nakuru, Embu and Mombasa) 
 Development of the PSS popular version 
 Technical assistance to USAID OVC implementing partners 
 Documentation of best practices and Lessons  
 Finalize documentation of the process of developing PSS guidelines 
 QI team functionality assessment  
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LESOTHO 

Background 

The Government of Lesotho (GOL) launched its National ART Program in November 2004. Since the 
national program was launched, the GOL’s efforts to provide ART have been hampered by chronic 
shortages of staff due to high staff attrition rates and historically high costs of drugs used in ART. In 
recent years, the country has made significant progress in scaling up treatment for HIV and AIDS. The 
number of people on treatment has risen steadily since the onset of the national program in spite of 
service delivery gaps. A key problem still being encountered is that only a few of the children requiring 
therapy receive it. Since November 2013, the GOL has worked with the USAID ASSIST Project on the 
following areas: 

 Development of a National Strategy for improving the quality of clinical services. This strategy is to be 
consistent with the PEPFAR Quality Framework; 

 Strengthening linkages between HIV testing and counselling (HTC), antenatal care (ANC), MNCH, 
HIV care and treatment, PMTCT, and home-based care (HBC) services; 

 Improving the quality, uptake, and retention of services along the continuum of PMTCT care; and 
 Scaling up of quality improvement within integrated clinical services. 

Within the context of FY16 (and based on the dictates of COP-15), the ASSIST Improvement Plan has 
been revised to align it to the PEPFAR-Lesotho Country Operational Plan (COP-15). COP-15 defines the 
intention of USAID to increase the number of eligible people receiving ART with the key aim of achieving 
80% coverage in the five districts (“scale-up districts”) defined as being most burdened by HIV. (The other 
five districts in the country are referred to as “sustained response” districts.) 

As at October 2015 (i.e., start of FY-2106), ASSIST Lesotho has initiated a new activity on quality 
improvement (QI) for a program serving orphans and vulnerable children (OVC). This activity is 
comprised of the following three components: 

1. Issue and manage fixed obligation grants (FOGs) to local organizations 
2. Build capacity of the Ministry of Social Development (MOSD) at central and local levels to coordinate 

and sustain effective and timely interventions 
3. Improve the well-being of vulnerable children through accessing quality essential services in five 

priority districts 

Institutionalization/Sustainability Strategy 

ASSIST will support the MOH to establish QI teams at the different levels of the health care system. This 
will serve to ensure that QI becomes entrenched within the MOH in all its activities. In addition, ASSIST 
will support the establishment of a QI Technical Working Group whose membership shall include the 
major health-related development partners, as well as key implementing partners under the 
USAID/PEPFAR/CDC umbrella.  

ASSIST is transitioning to a reduced support-mode to allow the MOH, DHMTs and implementing partners 
to lead improvement efforts. With a national QI strategy in place, and improvement coaches at each level 
of the health system, ASSIST anticipates creating a sustainable environment for implementing QI 
approaches to eliminate new infections among children and reduce AIDS-related maternal deaths. 

Within the context of the revised PEPFAR strategy, ASSIST has embarked on a process to provide 
intensive capacity building support to the DHMTs in the Sustained Response Districts (SRDs) to enable 
them to undertake their oversight responsibility over the health centers. To that end, ASSIST initiated 
preparations for a capacity assessment to determine baseline capacities in the areas of supportive 
supervision, development of annual work plans, performance appraisal, and coaching and mentoring. The 
findings of the assessment shall be used to develop a capacity-building program to address the gaps that 
will be identified. 
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Scale of USAID ASSIST’s Work in Lesotho 

  

 

 

HIV: MOH, 3 IPs 

OVC: MOSD, 8 IPs 

HIV: 10 out of 10 districts: 5 
sustained response and 5 
scale-up districts 

OVC: 5 out of 10 districts 

35 facilities 

35 QI teams 

411,853 out of 1,916,574 

OVC: 45,000 targeted 
beneficiaries 

 

 

 

Program Overview 

What are we trying to accomplish? At what scale? 

1. Strengthen linkages and retention to improve clinical services 

 Eliminate new infections among children through 
implementation of evidence-based high impact 
interventions 

 5 scale-up districts. Entails intensive 
support at site level and technical 
support to the DHMT 

 Reduce AIDS-related maternal deaths through 
implementation of evidence-based, high-impact 
interventions 

 

 

Technical support will be provided to the 
MNCH program to build capacity for QI 
Support and TA to TWG/Steering 
Committee/PMTCT Program to create 
capacity for QI oversight 

 Increase ART coverage by establishing linkages to 
ART programs and home-based care 

 35 sites in 5 scale-up districts. Entails 
intensive support at site level and 
technical support to the DHMT 

 Improve patient knowledge, skills, and self-
confidence to manage their HIV as a chronic 
condition through implementation of the Chronic 
Care Model 

 Build capacity of the 5 DHMTs of the Scale-Up 
Districts to oversee and monitor the quality of 
services for PLHIV currently enrolled in PMTCT, 
Prevention, and Care and Treatment 

2. Strengthen the capacity of DHMTs in five “Sustained Response Districts” (SRD) to oversee 
and monitor the quality of services for PLHIV currently enrolled in PMTCT and care and 
treatment 

 Determine the capacity-building requirements for 
each DHMT and Health Unit in-charges (collective 
and individual member capacities) 

 Interventions will be directed towards 
the provision of support to the DHMTs 
and Health Unit in-charge in the SRDs 
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What are we trying to accomplish? At what scale? 

 Define and set site- and district-level targets for 
combination prevention aligned to PEPFAR-
supported ART passive enrolment 

 Define QI benchmarks for monitoring site-level 
quality of care 

 DHMTs as well as selected health 
centers in the district   

 Ensure and support the conduct of quarterly 
supportive supervision and coaching visits to sites to 
monitor QI benchmarks 

 DHMTs in the SRDs  

 Conduct bi-annual district learning sessions 

 These will be undertaken initially by 
ASSIST but will, over time, be handed 
over to the DHMTs. 

 Ensure that DHMTs hold monthly data validation 
exercises to monitor both site- and district-level data 
accuracy 

 DHMTs and the in-charges and 
strategic information focal points at the 
sites in the SRDs 

 Develop a system for recognizing and “rewarding” 
the best-performing district (in relation to retaining 
PLHIV on treatment) 

 Proposed categories of “prizes” include 
best district performance by indicator, 
best overall performance, best district 
QI team, and best facility QI team 

3. Build capacity for national level QI program coordination and management 

 Provide long-term QI TA to the QA/QI Unit to create 
central-level capacity for QI 

 Interventions will be directed at district 
and national levels and cover all districts 

 Facilitate the establishment of an HIV/AIDS and TB 
QI TWG/Steering Committee 

 National-level activity with the MOH 
(QA/QI Unit, and MOH QI Team)  

 Support the development of a National QI Strategy 
for HIV and AIDS services 

 

 

A national-level activity with the MOH 
QA/QI Unit 
A national-level activity with the MOH 
QA/QI Unit  Organize and facilitate joint quarterly partner and 

DHMT performance review meetings to address 
issues that arising from site support and data 
validation reports 

 Support creation of a National QI Training Curriculum 
and Plan 

 

4. Quality improvement in OVC programming 

 Issue and manage FOGs to local organizations  5 scale-up districts 

 Build capacity of MOSD at central and local levels to 
coordinate and sustain effective and timely 
interventions 

 National 

 Improve the well-being of vulnerable children through 
accessing quality essential services in five priority 
districts 

 5 scale-up districts 

       Improvement Activity   Cross-cutting Activity 
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Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1. Strengthen linkages and retention to improve clinical services 

Overview: For FY16, and based on COP-15 guidance, our strategy has been revised to focus on the 
provision of site-level support in the five “scale-up districts”. Our aim in the revised strategy is to reach all 
facilities providing HIV/PMTCT services, including referral and district hospitals, and health centers in all 
five of these districts. The activity will focus on strengthening the linkages along the PMTCT continuum of 
care, including ANC/MNCH, HIV care and treatment, PMTCT, and HBC services. 

Accomplishments and Results: 

 Training on cost-effectiveness (Nov 3, 2015). Conducted in Lesotho by Edward Broughton, 
Director of Research and Evaluation, ASSIST headquarters. 

 PHFS review meeting (Nov 10, 2015). This meeting focused on the district of MOHale’s Hoek. 
Results to-date have shown MOHale’s Hoek, especially the District Hospital, to be a “poor performer” 
in terms of PHFS.  

 QI introductory visits undertaken to the Scale-Up Districts (SUDs) of Mafeteng, Maseru, Berea, 
and Leribe (Jan 2016). M.Hoek is already a participant in QI through the PHFS project  

 Mining of PHFS-related data (under-5 registers, and maternal ART records) being conducted in 
Mohale’s Hoek to gather data to facilitate an assessment of impact of PHFS on clinical outcomes 
(Jan 2016 – present). 

 Preparations to conduct of DHMT skills assessment completed (March 2016). 

Activity 2. Strengthen the capacity of District Health Management Teams in five 
“Sustained Response Districts” to oversee and monitor the quality of services for 
PLHIV currently enrolled in prevention, care and treatment, and PMTCT 

Overview: The revised PEPFAR Strategy has defined five districts as being “Sustained Response 
Districts” (Butha-Buthe, Mokhotlong, Quthing, Qacha’s Nek, and Thaba-Tseka). For these five districts, 
PEPFAR Lesotho has defined a maintenance package as a core package of services and support that 
PEPFAR will continue in COP-15 for HTC, PMTCT, and ART. The districts collectively serve 22% 
(22,717) of the total number of PLHIV receiving ART in Lesotho. Under the revised strategy, these 
districts will not be prioritized, by PEPFAR Lesotho, for accelerated epidemic control and as such will 
receive only the maintenance package.1 

The mandate from PEPFAR Lesotho is that support in the SRDs should focus on building the capacity of 
the DHMTs to oversee and monitor the quality of services for PLHIV currently enrolled within the 
treatment cascade. ASSIST support will therefore be focused on providing assistance to the DHMTs to 
set site- and district-level targets for prevention, care and treatment, and PMTCT services. The DHMTs 
will also be supported to define quality improvement benchmarks for monitoring site-level quality of care 
with respect to uptake of treatment/services, adherence, retention, clinical outcomes, and routine 
laboratory testing.2 

Accomplishments and Results: 

 On-site QI and PHFS training provided at two health centers (Mohlanapeng in Thaba-Tseka 
District and St. Paul in Butha-Buthe District) (Sept 29, 2015 – Oct 1, 2015). Given the high staff-
turnover rates in the system, it was felt necessary to introduce staff in the poorer performing facilities 
to the basic of QI and PHFS in order to equip them with the necessary skills to maintain the work. 

 Provided support for coaching visits in 12 health facilities in three districts (Oct – Dec 2015).  
To improve the retention of mother-baby pairs in care, ASSIST continued to support district coaches 
to ensure that the standard package for mother-baby pairs (which includes ART for the mother, 

                                                      

 

1 In the SRDs, PEPFAR will not support any demand-creation for testing. Outside of passive testing and linkage to care in PMTCT 
and ART sites, PEPFAR support for HTC and VMMC will be transitioned to GOL in these districts 
2 The directive from PEPFAR Lesotho in this regard is that Laboratory Testing is to include one viral load (or 2 CD4 tests) per year. 
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Cotrimoxazole or Nevirapine for her baby, infant and young child feeding counselling, nutrition 
assessment, and an appointment for the next visit) is being implemented at all 12 health facilities. 

 Organized and undertook a learning and sharing session/meeting for district coaches from the 
three PHFS districts, and 11 health facilities (Oct 14-16, 2015). The purpose of the meeting was to 
facilitate sharing experiences in the implementation of the PHFS project in the pilot sites. A secondary 
purpose was to prepare the districts of Thaba-Tseka and Butha-Buthe (both of whom are now 
categorized as being within the “Sustained Response Districts”) for the upcoming spread of PHFS 
into all remaining facilities in the districts, an undertaking which was expected to be completed by 
March 31, 2016. In addition to the above, during the meeting participants discussed the changes that 
were effective in ensuring the stated objectives of the PHFS project in Lesotho, and how to spread 
these to the other districts to ensure that all districts implement effective and efficient interventions 
under the project. As of March 31, 2 facilities in Thaba-Tseka were still to have PHFS activities 
introduced to them. Permission has been received from USAID to address these during Q3. 

 Results from 12 PHFS demonstration sites: As a part of strengthening the linkages along the 
PMTCT continuum of care, including ANC/MNCH, HIV care and treatment, PMTCT, and HBC 
services, results from 12 facilities have been disaggregated to show the variety of performance in four 
faith-based facilities, two government hospitals, and six other government facilities. This reflects 
efforts to keep mothers and baby in care (Figures 32 and 33) and providing mother-baby pairs a 
standard package (Figure 34).  

 PHFS scale-up training at Butha-Buthe hospital (Dec 15-18, 2015). With the requirement for an 
exclusive focus on SRDs after March 2016, ASSIST has embarked on a process to “spread” PHFS to 
all remaining sites/facilities within the three pilot districts. Of the eight remaining sites in Butha-Buthe, 
seven participated in this training. Key outcomes at the end of the training were as follows: 

o QI plans drawn up for all seven sites 
o Supportive supervision schedules drawn up and agreed-to 

 Facility QI teams established for each site o

Figure 32. Lesotho: Percentage of mother-baby pairs retained, 12 facilities (Nov 2013 – March 
2016) 

 

Percentage of Mother‐Baby pairs retained in care in four faith‐based facilities,
seven government facilities, and one government hospital
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Figure 33. Lesotho: Retention of mother-baby pairs, Paray Hospital (Sept 2013 – March 2016) 

 
 

Figure 34: Percentage of mother-baby pairs receiving standard package of care, 4 faith-based 
facilities, 2 government hospital, and 6 other government facilities (Nov 2013 – Feb 2016) 

 

CHANGES TESTED

 Same 
appointment date 
for mother and 
baby  

 The M-B pair now 
has services 
brought to them in 
the clinic (in the 
past the pair 
would have to 
move from station 
to station to get 
services) in one 
room 

 Village health 
workers are used 
to trace pairs that 
default 

 Sending SMS 
appointment 
reminders  
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Activity 3. Capacity building for national level QI program coordination and 
management 

Overview: The national QI program is ultimately the responsibility of the Senior Management of the 
MOH. Oversight responsibility for the coordination of the development, implementation, and monitoring 
and evaluation of QI plans is vested in senior management. Senior management, clinicians, DHMTs, and 
site staff should be engaged in its development. Senior management should ensure that the targets set 
out in the QI program are met. Given the “newness” of QI in the MOH, as well as the attendant 
responsibility that Senior Management in the Ministry has in this regard, it was felt necessary to include a 
component that would ensure that the MOH develops capacity, across all its functions, for QI.  

Accomplishments and Results: 

 ASSIST-MOH plenary meeting (Nov 29 – Dec 1, 2015). This meeting was organized to facilitate a 
review of the indicators currently in use in Lesotho for PHFS. It was felt that the three indicators in 
use did not adequately enable an assessment of progress towards the attainment of PHFS goals and 
objectives. To that end, additions were made to the list of indicators to be collected. The meeting also 
had the objective to develop a standard approach to the collection of data on indicators given the 
wide disparity in results related to data quality. The third objective of the meeting was to update the 
PHFS database to make it complete up to the end of FY-2015. The additional indicators as well as 
the standardized approach to data collection are both to be piloted at two facilities (Ha-Tsepo and 
Mpharane, both in MOHale’s Hoek District). 

 The piloting of the standardized data collection tools was successfully undertaken at two 
facilities in MoHale’s Hoek (Mpharane Health Center and Tsepo Health) (Q2). The tool has now 
been approved for use throughout all facilities collecting data on services for M-B pairs 

 Contribution to MOH training on eMTCT (Dec 9, 2015). ASSIST was requested to provide 
orientation to health workers on QI principles and approaches, and their potential role in the 
elimination of MTCT. Participants at this workshop were from the districts of Mafeteng and MOHale’s 
Hoek, both of which are within the scale-up districts. An outcome of the meeting was that ASSIST 
was requested to orient all DMHTs on this aspect. This is being done as part of the regularly district 
supervisory visits. Both districts were visited during the month of January 2016. 

Activity 4. Quality improvement in OVC programming 

Overview: USAID Lesotho has invited ASSIST to work on enhancing service delivery and improving 
outcomes for vulnerable children and their families at the national, district, and community levels. This is 
to be undertaken through engaging and capacitating national and local social service structures. ASSIST 
will support OVC programming, targeting 44,597 children, in the five high-priority, high HIV-burden 
districts of Berea, Leribe, Mafeteng, Maseru, and Mohale’s Hoek. Since 2012, Management Sciences for 
Health (MSH) has supported the MOSD and other local partners through the Building Local Capacity 
(BLC) Project. ASSIST will build on, and extend the work previously accomplished under BLC.   

Consistent with the PEPFAR 3.0 and FY15 COP OVC Technical Considerations, the technical focus will 
be on core and near-core interventions for most vulnerable children and adolescent girls, building 
resilience in children and families, preventing HIV infections, identifying HIV-positive children, and linking 
and retaining those children in care and treatment. With an emphasis on family-centered socio-economic 
interventions, ASSIST will improve processes of care such as case management, referrals, and linkages, 
and the coordination of care between government and service delivery partners.   

Accomplishments and Results: 

 Recruitment and orientation of OVC ASSIST team (Q1). 
 Developed scope of work, reviewed and approved by USAID Lesotho and the Ministry of 

Social Development (Q1). 
 Attended the National OVC Coordinating Committee quarterly meeting (Dec 2015). 
 Request for Applications (RFA) were drafted and submitted for review (Q1). These requested 

local organizations to apply for fixed obligation grants (FOGs) for the provision of services at selected 
councils in the five Sustained Response Districts. These were then posted in the local media in 
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January 2016. Seventeen (17) applications were received during the month of February and eight 
organizations have been selected for grant award. 

 A Memorandum-of-Understanding detailing the nature of the relationship between the MOSD 
and ASSIST-Lesotho has been approved and signed by the Principal Secretary in the MOSD 
(Feb 2016). 

 Knowledge exchange visit undertaken to Malawi (include program staff as well as Director OVC 
and OVC coordinator from the MOSD) (Feb 2016). 

 All five District Improvement Coordinators appointed and are undergoing orientation (March 
2016). 

 Target definitions for all District Councils have been completed and each grant recipient made 
aware of the targets in respect of their organization (Q2). 

 Organized and attended several meetings with the MOSD to introduce the program, and 
facilitated the signing of Memorandum of Understanding with the Ministry (Q1). 

 Conducted capacity assessment for the consortium partners who received funding from BLC 
(Q1). 

Improvement in Key Indicators 

Indicators Facility Baseline (April 2014) Last value 

Retaining mothers and 
babies in care: 
Percentage of eligible 
mother-baby pairs who 
receive ART and under 
5 care each month 

MOHALE’S HOEK DISTRICT 

Nts’ekhe Hospital 17% (486) Sept 2015 47% (113) Dec 2015 

Morifi Health Center 58% (19) Apr 2014 91% (22) Mar 2016 

Lithipeng Health Center 58% (26) Apr 2014 77% (26) Mar 2016 

Mofumahali-Oa-Rosari 
Health Center 

89% (19) Apr 2014 100% (48) Mar 2016 

BUTHA-BUTHE DISTRICT 

Butha-Buthe Hospital 14% (145) Oct 2015 83% (144) Dec 2015 

Linakeng Health Center 71% (24) Apr 2014 
55% (38) Dec 2015 

 

Motete Health Center 89% (18) Apr 2014 100% (11) Dec 2015 

St. Paul Health Center 79% (38) Apr 2014 90% (45) Mar 2016 

THABA-TSEKA DISTRICT 

Health Division 71% (17) Apr 2014 84% (19) Mar 2016 

Mohlanapeng 36% (11) Sept 2015 100% (8) Mar 2016 

Paray 44% (50) Apr 2014 89% (61) Mar 2016 

Linakeng 75% (8) Apr 2014 95% (19) Mar 2016 

Data quality: 
Percentage  of mothers 
and babies whose data 
are accurately and 
completely filled by the 
end of the month 

MOHALE’S HOEK DISTRICT 

Nts’ekhe Hospital 63% (82) Sept 2015 100% (53) Dec 2015 

Morifi Health Center 77% (13) Sept 2015 100% (20) Mar 2016 

Lithipeng Health Center 95% (21) Sept 2015 100% (20) Mar 2016 

Mofumahali-Oa-Rosari 
Health Center 

97% (32) Sept 2015 83% (48) Mar 2016 

BUTHA-BUTHE DISTRICT 

Butha-Buthe Hospital 81% (21) Oct 2015 16% (19) Dec 2015 
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Indicators Facility Baseline (April 2014) Last value 

Linakeng Health Center 100% (22) Sept 2015 81% (16) Dec 2015 

Motete Health Center 75% (4) Oct 2015 100% (11) Dec 2015 

St. Paul Health Center 50% (16) Sept 2015 75% (40) Mar 2016 

THABA-TSEKA DISTRICT 

Health Division 100% (26) Sept 2015 100% (16) Mar 2016 

Mohlanapeng 0% (4) Sept 2015 100% (8) Mar 2016 

Paray 71% (78) Sept 2015 100% (54) Mar 2016 

Linakeng 76% (17) Sept 2015 0% (8) Mar 2016 

Routine visits: 
Percentage  of mother-
baby pairs who attend 
under 5 and ART clinics 
and receive the 
standard package of 
services 

MOHALE’S HOEK DISTRICT 

Nts’ekhe Hospital 78% (82) Sept 2015 100% (53) Dec 2015 

Morifi Health Center 100% (13) Sept 2015 100% (20) Mar 2016 

Lithipeng Health Center 100% (21) Sept 2015 100% (20) Mar 2016 

Mofumahali-Oa-Rosari 
Health Center 

100% (32) Sept 2015 100% (48) Mar 2016 

BUTHA-BUTHE DISTRICT 

Butha-Buthe Hospital 81% (21) Oct 2015 16% (119) Dec 2015 

Linakeng Health Center 100% (22) Sept 2015 81% (16) Dec 2015 

Motete Health Center 100% (4) Oct 2015 100% (11) Dec 2015 

St. Paul Health Center 88% (16) Sept 2015 75% (40) Mar 2016 

THABA-TSEKA DISTRICT 

Health Division 100% (26) Sept 2015 100% (16) Mar 2016 

Mohlanapeng 0% (4) Sept 2015 100% (8) Mar 2016 

Paray 71% (78) Sept 2015 100% (54) Mar 2016 

Linakeng 100% (17) Sept 2015 0% (18) Mar 2016 

Challenges and Remedies 

Nationally there seems to be a problem in relation to the full participation of the QA/QI team of the MOH 
on QI-related activities. QA/QI team members and some program managers have starting making 
financial demands on partners for participation in activities in the field. There seems to be an inordinate 
obsession with the amounts they are provided as per diem, and they have started playing off 
implementing partners one-against-the-other. This issue has been brought to the attention of the senior 
management of the MOH, and steps are afoot to manage it. 

The chronic under-staffing of the DHMTs is a situation that persistently serves to adversely affect the 
scheduling of trainings, meetings, and other activities with the DHMTs. It is hoped that the upcoming 
appointment of strategic information focal points will facilitate QI work. 

The continued turnover in senior position in the MOH means that there is a need for constant re-
introduction to new people who make decisions around program implementation in the MOH. In January 
2016, a new Director General of Health Services was confirmed. In March 2016, a new Principal 
Secretary was appointed. 
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Planned Activities Next Quarter: April - June 2016 

ASSIST Program Management: 

 Appoint additional Quality Improvement Advisor (to be responsible for the “Accelerating Children’s 
Treatment” Program) 

 Training on the use of the database newly-developed by the Research and Evaluation Unit 

 Appoint project staff (12 Strategic Information Officers, 12 Care and Treatment District Improvement 
Coordinators, 12 Drivers) 

 Program –review visit by Senior HIV and AIDS Improvement Specialist 

Support to National Level: 

 Develop pediatric and adolescent care and treatment TOR for the national, district, and facility QI 
teams 

 Appoint short-term TA for the development of a National QI Curriculum and training plan 

 Appoint long-term TA to support capacity building for the MOH QA/QI Unit 

 Arrange for MOH Senior Management to attend Quality Improvement Framework Meeting hosted by 
the MOH Uganda 

 Arrange Knowledge-Exchange Visit for HIV and AIDS Department of MOH to Uganda 

 Develop TOR for national, district, and facility QI teams 

Scale-up Districts: 

 Roll out first wave of QI within integrated clinical services 

 Undertake baseline skills and competency assessment for DHMT 

 Develop and implement a district-level technical assistance plan for continued capacity building for 
the DHMTs once skills and competency gaps have been identified 

OVC Programming: 

 Finalize award of 8 sub-awards to local organizations 

 Orientation meetings in five districts 

 Formation of community improvement teams in target community councils 

 National QI workshop 

 Workshop on case management with local partners and MoSD 

 District QI workshops 

 Rapid landscape analyses on OVC programming in Lesotho 
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MALAWI 

Background 

Malawi has an estimated population of 16 million. The country’s HIV prevalence rate is 10.6%, with one 
million people living with HIV. More than half (58%) of those infected are girls and women. The pandemic 
continues to infect 10,000 people a year, and approximately 46% of new infections occur among young 
people aged 15-24 years. According to the Joint United Nations AIDS Program (UNAIDS) 2014 HIV 
estimates there were 34,000 new HIV infections in 2014 in Malawi and among these 7,400 were children 
aged below 14 years (Malawi AIDS Response Progress Report, 2015).  

The disease impacts thousands of families, leaving a growing number of children affected by HIV and 
AIDS. This has led to an increase in the number of orphans and vulnerable children (OVC) in the country, 
now standing at 1.8 million (Malawi National Plan of Action, 2015-2019). Almost half (49.6%) of Malawi’s 
girl children are married off before their 18th birthday and 10% of boys and girls aged 6-13 years are not in 
school (Malawi Violence Against Children Survey, 2013). As a result, OVC and their families in Malawi 
are faced with a myriad of challenges including access to essential services such as health, education, 
economic wellbeing, and protection 

In 2009, the USAID HCI Project, with support from the USAID Mission in Malawi and PEPFAR, supported 
the Ministry of Gender, Children, Disability, and Social Welfare (MOGCDSW) to develop quality standards 
aimed at guiding the delivery of services provided to vulnerable children in Malawi. The Ministry endorsed 
the standards and recommended their scale-up. Starting in FY13, with support from the USAID ASSIST 
Project, the MOGCDSW has mobilized 151 villages through 10 community quality improvement (QI) 
teams to be involved in improvement work in two districts of Balaka and Mangochi. The project is 
promoting community participation in identification, testing and implementation of sustainable 
interventions to improve the welfare of vulnerable children and their families. ASSIST Malawi’s work on 
OVC supports the five PEPFAR agendas, particularly the agenda of promotion and protection of human 
rights for all and other vulnerable populations. 

In 2015, ASSIST’s work expanded to support the Ministry of Health (MOH) to improve the quality and 
safety of voluntary medical male circumcision (VMMC) in 13 USAID-funded partners’ sites in seven 
districts in the southern region of Malawi. In the second quarter of FY 16, ASSIST provided QI support to 
13 teams supported by USAID-funded IPs, Population Services International (PSI) and Jhpiego. 

USAID ASSIST’s activities in Malawi are aligned to USAID’s Country Development Cooperation Strategy 
(CDCS, 2013-2018) Development Objectives of improving social development, increasing sustainable 
livelihoods, and exercising citizen’s rights. In FY16 USAID ASSIST is contributing to the PEPFAR 3.0 key 
agendas particularly on promoting sustainability, partnerships and impact. USAID ASSIST’s activities are 
also aligned to the Malawi National Strategic Plan (2011-2016) that endorses Voluntary Medical Male 
Circumcision (VMMC) as an important HIV prevention strategy for the country to avert new HIV infections. 
In FY16 USAID ASSIST will expand its support to the MOH to include sites supported by the World Bank, 
Global Fund, Centers for Disease Control and Prevention, and the Department of Defense.  

Institutionalization/Sustainability Strategy 

USAID ASSIST’s sustainability strategy relies on the following principles: 1) Enhancing the capacity of 
MOGCDSW and MOH at both the national, district, health center and community level to facilitate 
subsequent continuous quality improvement work in various service areas. The use of the QI approach   
promotes coordination, cost efficiency and sustainability of quality social and health services; 2) creating 
a conducive environment at health and social care level where care providers are able to identify their 
own priorities and seek necessary support from various stakeholders providing services; and 3) 
facilitating further institutionalization of results, service providers will focus their efforts on developing 
processes to align providers and decision makers at all levels in existing government structures such as 
District Implementation Plan Committees, District Executive Committees, Area Development Committees, 
Village Development Committees, and traditional leadership. 

USAID ASSIST will support the MOH at various levels to build the capacity of VMMC service providers in 
continuous quality improvement methodologies to sustain the quality and safety of VMMC services. It is 
anticipated that once site teams mature in implementing improvement work at the sites they would 
continually explore areas that need quality improvement within the service area and other service areas 
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that are applicable. Working with MOH at both national, zonal, district, facility and community level will 
ensure that service providers have competencies at all levels to facilitate continuous quality improvement 
efforts thereby maintaining and sustaining quality VMMC services being provided to Malawians with the 
established health care structure 

Scale of USAID ASSIST’s Work in Malawi  

 

     HIV/AIDS 
(including OVC)

 

MOGCDSW & MOH  

(with PEPFAR partners, World 
Bank & Global Fund) 

2 out of 28 districts & 6 new 
districts (OVC) 

8 PEPFAR  & 11 new districts WB 
(VMMC) 

10 QI teams(OVC)-2 districts 

31 QI teams, 18 new & 13 existing 
teams (VMMC) 

151 villages (OVC)  

~11 million out of 13.6 million   

 

 

 

Program Overview     

What are we trying to accomplish? At what scale? 

1. Improve quality of services for vulnerable children and their families 

Build the capacity of ten communities to 
sustain evidence-based effective changes 
as model sites for learning of new 
communities 
Improve the percentage of vulnerable 
children accessing quality essential 
services in six new districts through 
collaboration with One Community Project 
using evidence based change package 
developed in FY15 

2 districts (Balaka and Mangochi) 
5/9 Traditional Authorities in Mangochi and 2/8 Traditional 
Authorities in Balata 
10 community teams  
6 new Districts with One Community Project (Chikwawa, 
Blantyre, Zomba, Phalombe, Machinga, Mulanje) 
Catchment population: 173,399 (of 316,748 total 
population of Balaka District) 
155,912 people (of 803,602 total population of Mangochi 
District)  

2. Improve the quality and safety of Voluntary Medical Male Circumcision (VMMC) 

Improve the quality and safety of VMMC 
services provided by the MOH in selected 
accredited high-volume sites 

Build the capacity of VMMC facilities to 
continuously improve the quality and safety 
of VMMC services at the site level 

19 districts (8 PEPFAR-supported + 11 districts World 
Bank-supported) 

31 QI teams (13 USAID, 5 DOD, 1 CDC,  12 World Bank 
supported sites) 

       Improvement Activity   Cross-cutting Activity 
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Accomplishments and Results by Activity (October 2015- March 2016) 

Activity 1: Improve quality of services for vulnerable children and their families 

Overview: HIV and AIDS is affecting many families, particularly children, due to either death of parents or 
chronic illnesses within the families. Without parental protection, vulnerable children are exposed to 
neglect, abuse, and exploitation, and lack access to basic necessities and services such as education. 
Due to numerous challenges facing vulnerable children in communities, schools, and households, only 
20-26% of the children complete the entire primary school education, even though the enrolment rate in 
the first two grades is high (UNICEF, 2010). Children leave school for a myriad of reasons, including 
poverty, failure to pass from one class to the next, long distances to school, becoming pregnant, poor 
quality of education, the school environment, overcrowded classrooms, and absence of sports and play 
areas in the schools. ASSIST provides technical assistance to the MOGCDSW by supporting 10 
communities to improve the welfare of vulnerable children and their families, using modern quality 
improvement techniques.   

Accomplishments and Results: 

 Provided support to 10 QI teams through on-site coaching visits (Q1 and March 2016). The 
MOGCDSW with support from ASSIST conducted on-site coaching visits to build the capacity and 
skills of social service providers to use QI in their work. Teams were also assisted to provide care and 
support to vulnerable children according to their various vulnerability situations. The MOGCDSW 
supported the teams on data management to ensure that records are up to date and valid.  

 Held national and district level meetings with education managers (Q1). ASSIST met with the 
Ministry of Education to provide a project update on some of the successes accomplished by the 
community QI teams in Balaka and Mangochi districts. The meetings were also held to encourage the 
Ministry of Education to support the QI teams’ efforts at community level through supervision, and 
financial, material and staffing of primary schools. The meetings were held at both national and 
district levels. At the district level, the District Education Manager’s offices in Mangochi and Balaka 
showed their willingness to be involved in QI activities such as learning sessions and coaching visits 
whenever possible. 

 Identified challenges to improve delivery of psychosocial activities for vulnerable children 
(Q1). The Malawi Government endorsed the use of Children’s Corners (CC) as a means of building 
resilience and coping mechanisms in children. CCs are community structures that provide after-
school and Saturday enrichment programming for vulnerable school children from kindergarten age 
through Form 4. These programs are run by a volunteer workforce of villagers with limited education 
and literacy. Recognizing that CC volunteers require training and support to effectively facilitate CC 
activities, the Office of Orphans and Vulnerable Children within the MOGCDSW developed the CC 
Facilitator’s Guide that is currently being piloted in some CCs in selected districts. 

 ASSIST engaged REPPSI with support from University of Washington’s (UW) group of 
professors (Ann Vander Stoep, Laura Kastner and Elizabeth McCauley) to conduct a situation 
analysis on the processes currently used to implement CCs in Malawi and to develop an 
assessment protocol for CC facilitators to use in assessing psychosocial needs of children 
(Q1). Insights generated by these activities will have broader relevance to community-based 
programming for vulnerable children. The results were shared in March with national decision-
makers, program implementers, and other stakeholders, including UNICEF, USAID, and MOGCDSW 
to promote learning about what works to improve psychosocial well-being of vulnerable children. 
During the field visit, the team visited four children corner centres in Mangochi and Balaka Districts. 
The team carried out systematic data collection in four CCs, Kankao CC and Kabango CC in Balaka 
District; and Masongola CC and Lusalumwe CC in Mangochi District, from 10-12 November 2015. 
The three UW team members interviewed the lead CC facilitator (1:1), other CC facilitators, members 
of the Community-Based Organizations/QI teams, conducted focus group discussions with groups of 
10-14 CC child participants, and observed the CCs. After completing the interviews and observations 
the team transcribed the written scripts that provided the voices of facilitators, children, community 
leaders, and, in some communities and parents. REPPSI developed an assessment tool to be used 
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by children’s corner facilitators at these centers, which they will use to build the capacity of the 
facilitators at these centers to assess vulnerable children in the four targeted centers. 

 The MOGCDSW with support from ASSIST conducted a learning session for 10 community QI 
teams (Feb 22-25, 2016). During this learning session, seven representatives from each of the ten 
communities were brought together to share best practices and to learn from each other on their 
improvement experiences. The session was attended by 51 males and 19 females from the QI teams. 
In attendance were also representatives from the Balaka and Mangochi social welfare offices and the 
Director of Child Affairs in the MGCDSW. Two officers from the MGCDSW in collaboration with 
ASSIST facilitated the session. The session focused on refining the education performance, 
household economic strengthening improvement plans as well as refining the community health 
linkages. The teams also developed site-specific changes to be tested between February and June 
2016 in their respective service areas.  

 National level meetings with One Community Project. ASSIST is collaborating with one of the 
USAID-funded projects supporting vulnerable children in six new districts called One Community 
Project to provide technical assistance to communities in these new districts to improve the quality of 
social services in these districts. ASSIST engaged in high level meetings from 21-22nd February 2016 
with the project management as it is being established and outlining its activities. During these 
meetings, ASSIST shared how it uses the QI approaches to improve social and health services 
particularly for vulnerable children and their families. ASSIST also engaged One Community Project 
in discussions on working with already established ten community teams in the two targeted districts 
of Mangochi and Balaka.  

 Learning visit for Lesotho Ministry of Gender and Social Development and USAID ASSIST 
staff. From February 28th -March 4th, 2016, Malawi was privileged to host a team of six officials from 
the Lesotho Ministry of Gender and Social Development and USAID ASSIST team from Lesotho for a 
knowledge sharing and exchange visit. ASSIST in collaboration with the MGCDSW facilitated the 
teams’ meetings in Lilongwe with the Principal Secretary at the Ministry of Gender, the Director of 
Child Affairs, District Commissioners in the two districts and District Social Welfare Officers. The team 
also proceeded to visit three Community QI teams in Balaka and Mangochi to learn how the 
community teams were set up, how they started, what they were working on, and the results achieved 
to date with support from ASSIST. The Director of Child Affairs accompanied the delegation in all the 
site visits as well as the debriefing meeting with the Principal Secretary on the final day of their field 
visits. 

Results 

 Education: Since most primary schools did not perform well in term 7, which is also a first term for 
the 2015/2016 academic year, the teams brainstormed on what changes they could test to ensure 
performance of children improved in term 8. As such in Q2 FY16, the community QI teams continued 
to work with 15 primary schools to improve the performance of the learners through testing new 
changes or refining their previous change ideas and retesting them. Some of the changes included: 
1) Intensifying continuous assessments and revisions; 2) intensifying extra-curricular educational 
activities such as children’s corner sessions, debates and mathematics clubs; and 3) encouraging 
peer learning among learners in classes (see Figures 35 and 36 for term passing rates). Figure 36 
shows passing rates at Chilore primary school, a school with a large number of students, compared 
with the average passing rates across all 15 schools. These pass rates continue to be collected and 
analyzed sex-disaggregated at all schools and across schools to monitor rates for male and female 
students separately, in order to identify gaps and target changes to address the different needs of 
male and female students. Almost all targeted primary schools have adopted using volunteer mother 
groups to follow up vulnerable children particularly girls missing school days to counsel them with 
their parents on the economic benefits of attending, performing well and completing education in the 
community. The primary school heads provide names of girls to be followed up each week to 
volunteer mothers. The volunteer mothers link with local leaders in the communities to follow up the 
vulnerable children, thereby encouraging attendance as well as education performance in the 
communities. 
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Figure 35. Malawi: Proportion of pupils who passed exams across 8 terms, 14 primary schools 
supported by five community QI teams, Mangochi and Balaka districts (Sept 2013 – March 2016) 

 

Figure 36. Malawi: Percentage of pupils who pass exams at 15 schools vs Chilore Primary School 
(Sept 2013 – March 2016) 
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 Household economic strengthening: The MOGCDSW with support from ASSIST in Quarter 1 and 
2 supported the 10 community QI teams to build the capacity of guardians in vulnerable households 
to care for their own children in an economically stable environment. The goal was to ensure that 
vulnerable households have enough food for the rest of the year particularly during food scarce 
months of October-February. Guardians were taught how to access money to meet important family 
needs such as access to food, health and education and scholastic materials for their children.  

o The 10 teams continued discussions with vulnerable families to encourage them to participate in 
food security and economic strengthening activities, and also linked them to available services or 
projects available in their communities. Figure 37 shows a growing number of vulnerable 
households supported by the QI teams in Mangochi and Balaka linked to at least one livelihood 
activity. Anecdotal evidence shows that families are becoming self-reliant and able to cope with 
seasonal adversities. Some of the interventions the teams engaged the VHHs to improve the food 
availability and economic status of their households included: Establishing kitchen gardens; 
linking VHHs to NGOs supporting economic strengthening activities; and supporting households 
to begin using modern methods of farming as they prepare for the growing season.  
January through March is usually a rainy season, however in recent years, Malawi just like 
neighboring countries in the sub-Saharan countries have been consistently affected by adverse 
effects of climate change. Only a few districts received adequate rains for good crop production. 
Both Balaka and Mangochi were affected by long dry spells during this season. As such, the 
teams continued to engage the households in different food security and economic strengthening 
activities such as wetland farming, use of modern methods of farming and Village Savings and 
Loans schemes. In the communities that received adequate rains, the community teams engaged 
the vulnerable households in heavy use of modern methods of farming such as use of compost 
manure in their gardens. Vulnerable families were also encouraged and taught by agriculture 
extension workers how they could preserve some of the locally available vegetables by using 
some food preservation techniques as well as cultivating
requirements such as cassava and sweet potatoes.  

 crops that thrive with minimal water 

Figure 37. Malawi: Proportion of vulnerable households linked to at least one livelihood activity in 
Mangochi and Balaka districts (Jan 2015 – Mar 2016) 
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 During the second quarter, ASSIST also encouraged the teams to spread the effective 
interventions to other households by increasing their targeted numbers of vulnerable 
households. One example of such a community team that was supported with livelihood 
interventions was Mpeya CBO, which is working with 119 households. The QI team engaged these 
households in different livelihood activities. Currently the QI team is in the process of identifying more 
vulnerable households to support with livelihood interventions having learned how the first vulnerable 
households have benefited from some of the effective interventions.  

 Figure 38 provides a summary of results from Mpeya CBO outlining some of livelihood 
interventions the team has linked the vulnerable households with in the communities to 
improve their food security and availability of economic resources for the vulnerable 
households. The changes that were effective for improving livelihoods in the 119 households include 
use of modern methods of farming, engaging vulnerable households in wetland farming and livestock 
production. These are the changes that will be promoted in the new households that will be targeted 
in the next quarter. 

Figure 38. Malawi: Proportion of vulnerable households that are linked to various livelihood 
activities in Mpeya QI team communities (April 2015 – March 2016) 

  

 
 

Health:  

 The MOGCDSW with support from ASSIST, supported the community teams to contribute 
towards the country’s goal of reaching 90% of PLHIV to be HIV diagnosed, 90% of HIV 
diagnosed to be initiated on ART care, and 90% initiated on care to be retained in care (Q2). 
The teams were reminded that their community contacts with vulnerable families should promote and 
encourage HIV diagnosis, initiation in care, and retention of the HIV clients in care. Communities 
were encouraged to use every opportunity at the household level to sensitize vulnerable families to 
access and utilization the available health services in their catchment areas. Community teams 
integrated health services in the existing improvement work by intensifying HIV counselling, guidance, 
and referrals of vulnerable families to appropriate health services according to their needs. The teams 
were encouraged to support vulnerable families to access other health services such as TB 
screening, nutrition services, antenatal care, and family planning if they notice the need at the 
household level. The community QI teams were encouraged to work with the Health Surveillance 
Assistant and community health volunteers to support the known HIV positives to adhere to ART 
treatment to reach viral suppression. The PLHIV are also being encouraged to join PLHIV support 
groups in their catchment area to share and participate in group therapy sessions to improve their 
mental psychological wellbeing as well.  
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 Figure 39 shows a summary of results of the proportion of beneficiaries that were referred to various 
health services among the ten teams in the two districts. 1,771 vulnerable beneficiaries were referred 
to access health services at the surrounding health facilities in the targeted communities. Most of 
these beneficiaries were referred for HTC, HIV services (pre-ART and ART), and family planning. As 
the teams increase the targeted number of households that will be supported there is an expectation 
that the number of referrals to the different health services will also be increasing.   

Figure 39. Malawi: Number of vulnerable beneficiaries referred to health services, Mangochi and 
Balaka districts (July 2015 – March 2016) 

 

Activity 2:  Improve the quality and safety of VMMC services, processes and 
systems in targeted facilities in 3 districts 

Overview: Malawi intends to reduce new HIV infections by 70% according to its National HIV Strategic 
Plan 2015-2020. To achieve this goal, the MOH has laid out and prioritized a combination of evidence- 
based interventions one of which is VMMC. The MOH rolled out the VMMC program in 2012 and plans to 
scale up the services across the country in FY16. ASSIST/Malawi provides technical assistance to the 
MOH to continuously improve the quality and safety of VMMC among various implementing partners. In 
Q1 FY16 ASSIST continued to support 6 sites under the USAID funded partner PSI and in Q2 FY16 
ASSIST supported 3 mobile sites under JHPIEGO to establish a baseline of the quality of their services.  

Accomplishments and Results: 

 The MOH with support from ASSIST conducted a follow-on assessment of six VMMC teams 
providing safe and quality VMMC services (Oct 26-30, 2015). The assessment was conducted 
jointly with PSI, ASSIST and the MOH in six mobile facilities supported by PSI in Blantyre, Chiradzulu 
and Mangochi districts. It focused on the previously assessed seven VMMC service areas: 1) 
Management systems; 2) supplies, equipment, and environment; 3) registration, group education, 
and IEC; 4) individual counseling and HIV testing; 5) male circumcision surgical procedure; 6) 
monitoring and evaluation; and 7) infection prevention. The results of the assessment revealed 
significant improvements in the provision of VMMC services as most sites that scored below 50% in 
the baseline assessment scored more than 80% and there was a similar finding in another follow-on 
assessment of Jhpiego’s three sites from 8th-12th February 2016 (Figure 40). 
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Figure 40. Malawi: Results of VMMC baseline and follow-on assessment in 9 PSI, Jhpiego, and 
Banja la Mtsogolo-supported mobile and static VMMC sites (May-June, October 2015, and 
February 2016) 

 
 Conducted QI field coaching visits in six VMMC mobile teams (Nov 16-19 2015). The follow-on 

assessment revealed a number of challenges faced by the VMMC teams. The teams were not able to 
differentiate the action plans from the improvement plans. The teams were still having challenges to 
use their routine data to identify areas for improvement. QI teams were formed but were not actively 
involved in discussions on VMMC data being generated. The MOH with support from ASSIST 
conducted on-site field coaching sessions with the six teams. The coaching targeted all members of 
the QI team per site (team leader, clinician, nurses, infection prevention officer, and the HTC 
counselor). The areas covered during the coaching sessions included how to develop the 
improvement plans, the process of identifying areas for improvement and on the ongoing process of 
applying the PDSA cycles in testing changes at a time was also emphasized. The teams were given 
assignments to identify the areas of improvement and to develop the improvement plans by 
December in preparation for the Learning Session. Teams developed improvement aims on 
improving post-operative reviews at 7 days, which was observed as a gap among all teams. 

 Conducted first learning session for six VMMC QI teams (Dec 21-22, 2015).  During this session, 
five representatives from each of the six QI teams were brought together to share lessons from their 
improvement experiences. Teams went through practical steps to develop improvement plans based 
on their identified gaps. The teams also agreed on a number of improvement indicators, which they 
would be tracking in their specific sites. Most teams identified the low turn-up for day 7 post-op review 
as the main challenge. Figure 41 shows the trend of day 7 reviews for a period of 6 months (October 
2015 – March 2016) for Team 5 supported by PSI. 
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Figure 41. Malawi: Percentage of VMMC clients that came for post-op review at 7 days, Team 5 
(Oct 2015 – March 2016) 

 

 
 Development and adoption of the VMMC data collection tool (Q2). The MOH supported by 

ASSIST developed a standardized VMMC data collection tool to collect baseline data across various 
partners. ASSIST drafted the tool with indicators and presented it to the VMMC TWG for review and 
input among various IPs. The implementing partners provided feedback and adopted it for the use by 
the VMMC teams. On March 9, 2016 the TWG reviewed and adopted the tool. 

Improvement in Key Indicators 
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Challenges and Remedies 

The MOH VMMC QI assessors live and work in different places in Malawi and it becomes a challenge to 
have them available at a particular time. This has been remedied by communication of QI activities 
planned in advance (1 month prior to the activity). This allows the national VMMC Coordinator to 
communicate to the District Health Officers to have the assessors released. The national VMMC 
coordinator is working with a number of partners and as a result, is not able to be available in all the CQI 
activities and has delegated VMMC quality assessments to the MOH assessors.  

Lastly, the expansion of the QI activities to the remaining 20 districts has been a challenge. This has been 
due to the supporting implementing partners’ desire to re-engage with the MOH in terms of CQI activities. 
To remedy this, meetings with the Acting Director of HIV and AIDS Department were conducted on March 
31, 2016 and the next meetings are planned for April 2016. 

Improving Equity 

During the learning session, the facilitators talked about the importance of disaggregating some data to 
ensure females are also involved in VMMC to support their children as well their spouses.  

In the OVC work, community teams were also encouraged on disaggregating data in health as well as 
economic strengthening activities to ensure there are no gender gaps and differences among boys and 
girls, men and women in terms of access and utilization of services in the catchment area. Communities 
are now able to use this data to ensure all sexes are accessing these crucial services. Each team has 
been provided with age as well as sex disaggregated indicators to track selected indicators among 
vulnerable populations. The teams also noticed that male involvement in access of health services as well 
as the participation of men in economic and food security interventions at the household level is low. 
Teams were encouraged to use some men as role models to encourage other men in communities to 
access health services as well participate in interventions to improve economic wellbeing and improve 
food security at the household level.  

Knowledge Management Products and Activities 

OVC 

 Developed two success stories on “Vulnerable households participate in sustainable agricultural 
interventions in Balaka District, Malawi” and “Children’s corner centre improves academic 
performance among vulnerable children in Mangochi District, Malawi” (under review) 

 Technical Report on Malawi Children’s Corners Situational Assessment 

 Data validation report for the USAID ASSIST Malawi orphans and vulnerable children improvement 
work by Alexander Kintu, Harvard T. H. Chan School of Public Health 

 OVC change package draft being reviewed 

VMMC 

 Supported the development of the VMMC data collection tool and disseminated it at national level to 
be used among all VMMC partners’ sites. 

 Report on VMMC Baseline and Follow-on Assessment for Continuous Quality Improvement available 
on https://www.usaidassist.org/resources/report-voluntary-medical-male-circumcision-baseline-and-
follow-assessment-continous    

 Drafts of VMMC case studies are under review 

Planned Activities Next Quarter: April - June 2016 

VMMC 

 Baseline assessment of the DOD, Jphiego/CDC, and PSI sites 

 Coaching sessions in the PSI and Jhpiego sites. 

 Learning sessions for the PSI and Jhpiego teams. 

 Integrated QI and gender training for the new teams (World Bank, DOD, Jhpiego, and PSI) 
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 Baseline assessments of World Bank-supported sites. 

OVC  

 Conduct on-site coaching visits to support the 10 community QI teams on their improvement plans 

 Facilitate skills building activities among District Stakeholders’ to initiate improvement work in the six 
new One Community project focus districts and two other districts to be determined 

 Data quality assessments of the ten established teams with MOGCDSW 

 Field exchange visits among established teams to share experiences 

 Integrated QI and gender learning and coaching sessions for established community teams 

 Support the MOGCDSW to conduct the trainings of Children’s Corner Center facilitators with support 
from REPPSI 
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MALI 

Background 

During the last several years, the Government of Mali and its partners have made serious investments in 
the health care sector and have developed multiple integrated strategies to improve the access, demand, 
and quality of maternal, newborn and child health (MNCH), family planning (FP) and nutrition services at 
both facility and community levels. Despite these efforts, the country has not yet seen an improvement in 
key health indicators. The maternal mortality rate (MMR) remains at 368 per 100,000 live births. The 
causes of maternal death are postpartum hemorrhage, hypertensive disorders, sepsis, unsafe abortion, 
and prolonged or obstructed labor. The neonatal mortality rate is 34 per 1000 due to preterm births, 
asphyxia and sepsis and the child mortality rate is 95 per 1000 (DHS 2012-2013). Skilled birth attendance 
is reported only at 59% of births, however could significantly reduce maternal mortality due to 
hemorrhage. Antenatal care visits are reported at 41%, and only 2% for four visits (DHS 2012-2013).  

Mali has a high total fertility rate of 6.1 and a low contraceptive prevalence rate of 10% for modern 
methods. The unmet need for FP in Mali is 26% among all women of reproductive age (DHS 2012-2013). 
While postpartum family planning (PPFP) with healthy timing and spacing of pregnancies, lactational 
amenorrhea method, and transition to other modern FP methods are included in Mali’s policies, norms, 
and protocols, there still is the need to emphasize the role of longer-acting methods in assisting women to 
achieve appropriate pregnancy spacing.  

In Mali, USAID ASSIST is contributing to the reduction of maternal, newborn, and child mortality by 
working to improve health care and essential functions of the health system at facility and community 
levels. To achieve these goals, the project is continuing to work with the government and USAID 
implementing partners (IPs) to strengthen high-impact evidence-based MNCH/FP and nutrition/WASH 
intervention packages at the community and facility levels. ASSIST is working hand-in-hand with regional 
and national Ministry of Health (MOH) representatives to reinforce and expand ongoing efforts to achieve 
country maternal newborn and child health targets.   

Since 2013, ASSIST has successfully worked in 244 community health centers and referral health 
centers in Kayes and Sikasso regions to improve the provision of MNCH/FP and nutrition services by 
applying the quality improvement (QI) approach. More than 800 skilled providers and 1,500 community 
health workers have been involved in capacity and competency building at different levels of the health 
care system. In FY16, ASSIST is scaling up best practices to three new districts in the Sikasso Region. 
The project is continuing to implement the improvement package in all 10 districts of the Kayes Region. 
ASSIST is covering 338 facilities (CSCOM/Centre de Santé Communautaire and CSREF/Centre de 
Santé de Référence) with a package of technical content related to MNCH/FP and nutrition.   

Institutionalization/Sustainability Strategy 

Stakeholders from national, regional and district levels and technical teams from other USAID-funded 
projects are involved in scaling up the improvement strategy and institutionalizing it at different levels of 
the health system. A QI committee (technical and advisory) is being set up and provides support at the 
regional level. At the national level, ASSIST is involving champions of MNCH/FP activities to participate in 
national technical working groups (FP, RH and nutrition groups). This work is done in close coordination 
and collaboration with the Division of Reproductive Health and the Division of Nutrition who are leading 
and chairing respective activities. 

In addition to this process, the project is providing technical assistance to the Kayes and Sikasso regional 
and national health management information system (HMIS) to set up a strong data collection, analysis 
and validation system using QI tools to complete local and regional performance for reporting. Data are 
consolidated at the regional level for a detailed analysis and validated with regional QI teams for decision 
making to improve the system at district level. At the national level, the project is contributing to the 
implementation of new integrated system of HMIS through District Health Information System 2 (DHIS2) 
led by USAID Mali. 
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Scale of USAID ASSIST’s Work in Mali 

 

 

Program Overview 

What are we trying to accomplish? At what scale? 

1. Improve delivery of high-impact evidence based maternal and newborn care and postpartum 
family planning services at facility and community levels  

 

 

Improve delivery of high-impact evidence 
based maternal and newborn care and post-
partum family planning (PPFP) services at 
facility and community levels 
Build capacity of district, regional, and 
national managers and stakeholders to 
support quality improvement processes 

Regions: 2 out of 9 (Kayes and Sikasso)  

Districts: 14 out of 20  

Facilities: 338 (233 out of 233 in Kayes and 109 out of 
229 in Sikasso) 

Catchment population: 2,444,907 in Kayes and 
1,272,954 in Sikasso 

2. Improve delivery of evidence based interventions to reduce anemia among pregnant women 
and infants at facility and community levels  

 

 

Improve delivery of evidence-based 
interventions to reduce anemia among 
pregnant and postpartum women and 
infants at facility and community levels 

Build capacity of district, regional, and 
national managers and stakeholders to 
support quality improvement processes 

Regions: 1 out of 9 (Sikasso) 
Districts: 4 out of 10  
Facilities: 100% (109 out of 109)  
Peripheral facilities: 105 out of 105 
District hospitals: 4 
Catchment population: 1,272,954 

Improvement Activity 
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Accomplishments and Results by Activity (October 2015 - March 2016) 

Activity 1. Improve delivery of high-impact evidence based maternal and newborn 
care and postpartum family planning services at facility and community levels  

Overview:  The project is focusing on evidence-based MNCH/FP high-impact, cost-effective best 
practices including but not limited to: active management of the third stage of labor (AMTSL), essential 
newborn care (ENC), Helping Babies Breathe (HBB), and pre-eclampsia/eclampsia (PE/E) early detection 
and management interventions. These interventions are integrated into the World Health Organization 
(WHO) Safe Childbirth Checklist (SCC) and scaled up from nine districts and 266 community health 
centers (CSCOMs) to 14 districts/338 CSCOMs in two regions. Separately from the integrated package 
through the Safe Birth Checklist, the project is applying QI to PPFP in all 10 districts of Kayes and is 
scaling up to four districts of Sikasso Region where anemia improvement work has been scaled up from 
one to four districts.   

Accomplishments and Results: 

 Provided technical support to strengthen and scale up ANC and PPFP best practices and 
spread package in 207 facilities in 9 districts of Kayes and 109 facilities in 4 districts of 
Sikasso (Oct 2015- March 2016).   

o Kayes: The project organized one training of trainers’ session on improved antenatal care for four 
districts (Kenieba, Kita, Sagabari, Sefeto). The training was facilitated by regional coaches and 
technical advisors. A total of 22 providers (15 women and 7 men) participated in the training. For 
the PPFP training, 18 coaches (13 women and 5 men) were trained on PPFP counseling, 
coaching visits and QI process in Kayes.  
In Q2, the project organized the training of skilled providers on the Safe Childbirth Checklist in 5 
districts (Bafoulabé, Nioro, Diema, Kayes, Yelimané). Thirteen (13) training sessions facilitated by 
23 trainers were implemented. 368 providers (232 women and 136 men) participated in these 
trainings. The level of performance increased from 82% at the pretest to 94% at the post test. The 
high level of performance at the pretest is due to the training received by the providers through 
the EONC program already implemented in these districts by the Ministry of Health and partners.  

o Sikasso: The project is scaling up maternal and newborn activities in the three new districts which 
required a training of trainers.18 trainers from these districts were trained on ANC and PPFP.  In 
Bougouni District, 20 trainers were trained on PPFP. To date 38 coaches/trainers for the four 
implementation districts were trained on an integrated package of ANC, PPFP and anemia. 
In Q2, 112 skilled providers (35 women and 77 men) were trained on PPFP, PE/E and improved 
ANC. The level of performance after the training increased from 46% in the pre-test to 95% in the 
post-test. In addition, the project through the skilled providers organized training sessions for non-
skilled providers (matrons and outreach activities assistant). As a result, 121 non skilled providers 
were trained (90 women and 31 men). The level of performance after the training increased from 
64% in the pretest to 83% in the post test. 

 Provided technical support to strengthen and scale up improved PPFP and ANC best 
practices and spread package at the community level in 39 health areas of Bougouni District 
(Jan-Feb 2016). The project team in collaboration with the Bougouni 12 district coaches organized 
the orientation of the new community committee members selected in the other 39 health area of 
Bougouni District on PPFP and ANC. 195 committees were oriented (1 session per committee) during 
this period. 7089 persons participated in these sessions (415 men and 6674 women). Each 
committee has 36 members. 

 Provided support for coaching visits in 177 facilities in five of 10 districts in Kayes (Oct 2015 – 
March 2016). The project initiated integrated coaching visits in collaboration with the district coaches 
to assess sites’ performance.  

o 123 sites were assessed for ANC technical content. Among those sites, 103 QI teams were found 
to be performing adequately on ANC norms and standards implementation. There were 20 non-
performing QI teams, which received recommendations from the coaches and have developed an 
improvement plan that will be reviewed during the next coaching visits. Among the 103 performing 
QI teams, an average of 96% performed in compliance to the ANC norms. 23 sites in one district 
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were checked for performance on social and behavior change communication (BCC) in Kayes with 
a level of achievement of 91%.  

o PPFP coaching visits were conducted for 75 out of 76 sites in three districts of Kayes (Nioro, 
Kenieba, and Yelimané) (Q1). Most (65 out of 75) QI teams were found to perform on PPFP norms 
and standards implementation. 18 regional, district and project coaches provided technical 
assistance to 137 providers of the 65 QI teams. 10 non-performing teams received 
recommendations that will be checked during the next visit. The recommendations were the 
following: Continue to address the quality of counseling for pregnant women during the postpartum 
period; provide examples of all available methods as requested by the norms and procedures for 
FP; strengthen and pursue activities within communities to look for women who delivered at health 
centers for PPFP services after discharge within a week.  

o PPFP coaching visits were also conducted in Kayes and Sefeto districts for 54 QI teams (Jan – 
March 2016). Coaching was implemented with 6 district coaches and project staff.  49 of 54 sites 
were performing adequately and following the implementation within maternities as required. 
Three new sites were created in the two districts, and the staff had not yet received training. One 
site has not provided the complete data due to the turnover of the health center manager.  

 The project team in collaboration with 2 regional and 8 districts coaches organized coaching 
visits on Safe Childbirth Checklist in the first two introduction districts (Kenieba and Kita) to 
assess 40 sites (Q2). 100 providers (64 women and 36 men) of the 40 QI teams were assessed for 
their compliance to norms regarding the use of the checklist in maternities. As a result, 35 QI teams 
were found performing for the use of the checklist as requested during the training. Five non 
performing QI team encountered challenges due to new upcoming staffs within the health center that 
did not benefit of the training.  

For improved ANC, 34 sites were visited during the coaching in Kenieba and Sefeto, and 31 of 34 
sites are performing adequately; 72 providers were assessed (42 women and 30 men).  

 ASSIST has started work in preeclampsia and eclampsia and HBB in order to continue to 
contribute to the reduction of maternal and newborn mortality within the Kayes Region (Q2). 

o The team organized technical sessions with regional and district coaches to analyze data collected 
on these contents to assess the capacity of providers to detect and manage potential cases during 
ANC, delivery and post-partum care, improve the quality of pre-eclampsia and eclampsia 
screening and classification in 116 facilities of 7 districts of Kayes (Oct 2015- Feb 2016).The 
percentage of providers who comply with pre-eclampsia and eclampsia screening and 
classification increased from October 2015 to February 2016 in 116 facilities of seven districts of 
Kayes as shown in Figure 42. This result is due to in site refresher training and coaching of 
providers by the project team and regional coaches. Specific changes for this achievement 
include: 
o Advocacy and sensitization meeting with health center managers and decision makers to 

allow the provision of first dose of MgSO4 before referring the women by non-skilled 
providers (matrons) in sites where skilled providers are not present. Delivery of the standard 
package of care is important for ANC service for pregnant women to ensure screening for 
complications. 

o Strengthening stocks management (urine test, laboratory reagent) per site to avoid stock-out 
by putting a tool which is filled by the pharmacist of the health center and checked by the 
health center manager during the weekly staff meeting. 

o Promoting the use of job aids related to PE/E management steps during ANC, delivery, and 
post-natal care at health center; 

o Emphasize counseling for danger signs during pregnancy with focus on pre-eclampsia and 
eclampsia for each women seeking services at the health center during ANC and FP 
services.  
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Figure 42. Mali: Percentage of compliance for pre-eclampsia, eclampsia screening, and 
classification quality, 116 facilities of 7 districts of Kayes (Oct 2015 – Feb 2016) 

 
 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 

Total number of women 
screened for preeclampsia 

1543 1083 1039 689 461 809 

 

 Improved the compliance to the norms of HBB in 179 facilities in 8 districts of Kayes (Oct 2015 
– March 2016). The percentage of providers complying with HBB norms and standards increased 
within the 179 facilities visited during this period. This was due to the intensification of coaching visits 
and recommendations to the QI teams to continue practicing at least once per week with the 
materials provided by the project (mannequins). As shown in Figure 43, with the increase of 
compliance to the standards of HBB, we have noticed a decrease in newborn mortality. Therefore, 
the direct link between compliance to norms and decrease of mortality needs more investigation 
which will be done by the project team before the end of year. There are others factors influencing the 
mortality linked with the success of providers being able to replicate the new gained skills during the 
training and complying with the norms. The standards tracked for HBB and the changes tested are 
shown in the boxes below. 

   

 

 

 

 

  

Blood pressure taken

70%

Protein in urine tested

80%

Gestational age 
estimated

97%

Assessed status of 
women with PE/E

93%

Examination rate by 
clinic

47%

Differential diagnosis 
criteria met

53%

0%

20%

40%

60%

80%

100%

RESUSCITATION STANDARDS 
1. Needs assessment in 
resuscitation 
2. Classification 
3. Drying - Stimulation 
4. Unblocking 
5. Stimulation Touch 
6. Ventilation 

CHANGE IDEAS 
 Use of memory aids during resuscitation 
 Simulation in pairs on the resuscitation 

steps 
 Daily check of the functionality of 

resuscitation equipment 
 Weekly review and correction of 

partographs for the correction of reporting 
errors. 
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Figure 43. Mali: Adherence rates to resuscitation standards of newborns, 179 sites, 8 districts, 
Kayes Region (Oct 2015 – March 2016) 

 

Activity 2. Improve delivery of evidence based interventions to reduce anemia 
among pregnant women and infants at facility and community levels  

Overview: With the increase of anemia awareness among community partners (i.e., CSCom staff, 
community health associations/ASACO, local leaders, other community groups such as women’s groups, 
etc.), ASSIST is building on the results of previous efforts to scale up and spread best practices to the 
other 38 health areas of Bougouni and three new districts of Sikasso (Kadiolo, Yanfolila and Kolondieba). 
At the facility level, ASSIST is focusing its technical support on the MOH and partners to improve 
screening and case management of anemia among children six to 59 months of age and pregnant 
women; increase the number of children six to 59 months of age and pregnant women who receive 
services and information on anemia prevention; and increase the number of children six to 59 months of 
age and pregnant women who know and adopt adequate attitudes on anemia prevention.  

Collaboration with partners implementing WASH interventions is being promoted and cultivated to address 
parasitic causes of anemia in women and children.  

Accomplishments and Results: 

 Provided technical support to strengthen and scale up improved anemia best practices and 
spread package in 109 facilities in four districts of Sikasso (Oct 2015- March 2016). To continue 
to strengthen the management of anemia through ANC, the project has trained the trainers from the 
three new districts of Sikasso (Kolondieba, Kadiolo and Yanfolila) in Q1. Eighteen (18) coaches (11 
women and 7 men) were trained on anemia. The level of performance after the training increased 
from 36% in the pretest to 70% in the post test. In Q2, 112 skilled providers (35 women and 77 men) 
were trained on QI applied to anemia. The level of performance after the training increased from 33% 
in the pretest to 85% in the post test. In addition, the skilled providers the project has organized 
training sessions for non-skilled providers (matrons and outreach activities assistant). As a result, 121 
non-skilled were trained (90 women and 31 men). The level of performance after the training 
increased from 31% in the pretest to 80% in the posttest. The training of non-skilled providers was 
more practical with the observation sessions within the community health center for practicing anemia 
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screening and management for children under five and pregnant women present at the center during 
this period. 

 Provided technical support to HMIS managers at district level in the 3 new districts of Sikasso 
(February 2016). The project M&E team organized an orientation session with district HMIS 
managers of Kolondieba, Yanfolila, and Kadiolo districts in order to improve the understanding of 
indicators calculation and the importance of data collection completion using existing M&E tools. The 
data base was reviewed per district to ensure that the HMIS manager had the capacity to initiate a 
first analysis before reporting on indicators. As a result, the project team trained and coached 6 (1 
woman, 5 men) HMIS managers.  

 Provided technical support to strengthen and scale up improved anemia best practices and 
spread package at community level in 38 health area of Bougouni District (Jan-Feb 2016). The 
project team in collaboration with Bougouni 12 district coaches organized the orientation of the new 
community committee members selected in the other 39 health areas of Bougouni District. 195 
committees were oriented (1 session per committee) during this period. 7089 persons participated in 
these sessions (415 men and 6674 women). Each committee has 36 members. 

 Provided support for coaching visits in 43 facilities, Bougouni District, Sikasso Region (Oct 
2015- March 2016).  In Bougouni, the project team assessed 43 sites and their QI teams on anemia 
and ANC technical content during Q1. The team also organized coaching visits for 42 out of 44 
committees at the village level on the provision of anemia prevention messages for pregnant women 
and families. Six district coaches and two project technical advisors supported the coaching visits. As 
a result, all 42 committees were found to perform in the behavior change and communication 
activities (sensitization of communities on anemia prevention) and recruitment of pregnant women for 
early antenatal care visit. In Q2, the project team organized a coaching visit for 12 of 43 sites where 
some difficulties (misunderstanding of some indicators, insufficiency in filling data collection tools) 
were detected related to data collection and validation by the QI teams. In addition, a new site has 
been created in the district and two new providers joined the district team. The project has started to 
include these new providers into the training activities which will be implemented in Q3.   

 Coaching in new districts. In Yanfolila, Kadiolo, and Kolondieba districts, the first coaching visits 
were implemented and data validation sessions were organized for baseline data (July-December 
2015) and Q2 data.  

 Community QI.  At the community level, 44 committees in Bougouni District were coached in Q2 and 
data collected from November 2015 to February 2016 were checked and validated. 

 Increased compliance to antenatal care standards at the site level: The number of pregnant 
women identified by the community committees and who went to ANC visit during the first trimester 
constantly increased from March 2015 to March 2016 for the 43 sites of one district of Sikasso 
(Figure 44). To identify pregnant women to go to ANC, committees have included family members, 
other community health workers, older women within families and peers. In addition, the committees 
initiated the following:  

o Put in place a social fund to pay consultation at health center for women who did not previously 
have resources (start: March 2015) 

o Offer ANC card and immunization card to women who accepted to go for ANC during the first 
three months of pregnancy (start: April 2015) 

o Involve peers (young married women) into the decision making within families to allow the 
pregnant women to seek services during the first three months (start: June 2015) 

o Community committees’ members and women groups are responsible for the identification of 
pregnant women within families in the village. During the committee weekly meeting, they inform 
the volunteers of the number of pregnant women. The volunteer records the list of pregnant 
women and consolidates it before transmitting it to the community health center for follow-up to 
determine which women made their first ANC visit and in the first trimester of pregnancy. 
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Figure 44. Mali: Number of pregnant women identified by community committees and number of 
women complying with antenatal care during first three months of pregnancy, 43 sites, Bougouni 
District, Sikasso Region (March 2015 – March 2016) 

 

Improvement in Key Indicators 

Activity Indicator Baseline Sept 2015 Dec 2015 March 2016 

Improve 
EONC 
intervention 
at the 
facility level 
in Kayes 
Region  

Compliance to 3 key 
AMTSL norms 

0% (Nov. 09) 
17 sites 

99%,110 sites
99%, 

123 sites 
99%, 

179 sites 

Postpartum 
hemorrhage rate 

1.2% (Nov. 
09) 

17 sites 

0.27%,109 
sites 

0.1%,  
123 sites 

1%, 
179 sites 

Compliance to ENC 
norms 

39% (Nov. 
09) 

17 sites 

99%, 
109 sites 

100%,  
123 sites 

98%, 
179 sites 

Compliance to PE/E 
diagnostic standards  

25% (Nov. 
09) 

17 sites 

95%,  
73 sites 

95%,  
80 sites 

89%, 
116 sites 

Compliance to PE/E 
treatment standards  

0% (Nov. 09) 
17 sites 

88%,  
73 sites 

91%,  
80 sites 

88%, 
116 sites 

Newborn with 
successful resuscitation 

25% (Jun. 13) 
47 sites 

90%,  
61 sites 

90%,  
92 sites 

98%, 
179 sites 

Compliance to 
antenatal care 
standards 

40% (Jun. 14) 
17 sites 

95% (Mar.15) 
70 sites 

97%,  
102 sites 

95%, 
200 sites 
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Activity Indicator Baseline Sept 2015 Dec 2015 March 2016 

Improve 
anemia 
prevention 
and control 
in 
Bougouni  
District 
(Sikasso 
Region) 

% of pregnant women  
for whom pallor and/or 
hemoglobin are 
checked at ANC visits 

0% (Jan.13) 
13 sites 

99%,  
43 sites 

99%,  
33 sites 

97%, 
43 sites 

% of pregnant women 
who received good 
counseling on how to 
prevent anemia during  
ANC visits 

0% (Jan.13) 
13 sites 

97%,  
43 sites 

97%,  
33 sites 

95%, 
43 sites 

Immediate breast 
feeding  

27% (Jan.13) 
13 sites 

100%,  
43 sites 

100%,  
33 sites 

100%, 
43 sites 

Provision of iron  
68% (Jan.13) 

13 sites 
100%,  

43 sites 
100%,  

33 sites 
98%, 

43 sites 

Increase 
access to 
antenatal 
care for 
pregnant 
women by 
involving 
community 
members 

# of pregnant women 
identify by committee 
members 

0 (Oct.13) 116  134  
275 

 

# of pregnant women 
receiving ANC visit 
during the 1st quarter 
of their pregnancy 

0 (Oct.13) 96  113  
229 

 

Challenges and Remedies 

The challenges associated with the implementation of activities remain to be harmonizing the planning 
among partners at the regional level. Coordination of interventions among different partners is also 
difficult due to the lack of leadership at the regional level in Kayes. In Sikasso, the three new districts are 
lacking equipment and logistics in the maternities to implement supervision activities. The project is 
working with the regional directors of both regions to develop a situation report and submit it to the 
national level for possible solutions. Additionally, the project team in collaboration with the other donors 
present in the region (new USAID bilateral project, UNICEF, UNFPA, etc.), is advocating for provision of 
small materials for maternities for these districts. Community Health Center management teams are also 
sensitized to provide support to their center for the purchase of some equipment and commodities.  

Improving Equity 

The Gender Improvement Plan has been shared with the project team to confirm gaps identified and 
develop a work plan for implementation in FY16. It has also been shared with the HQ gender team.  

The project continues to collect sex-disaggregated data during training and service provision at the facility 
and community levels. Currently, there is no significant difference between boys and girls regarding 
access to services.   

The team has started to consider age-disaggregated data on mothers in Bougouni and Kayes in order to 
identify differences in outcomes and needs between mothers of different age groups; ASSIST discussed 
with the technical teams and is working to develop the data collection tool. 

Anemia prevention messages target the community in order to raise awareness beyond the pregnant 
woman, because power relations within the family often mean the husband or mother-in-law is integral to 
the pregnant woman’s health.  

ASSIST continues to address previously identified gender-related barriers to ANC, with the social fund to 
pay consultation at health center for women who do not have the necessary resources (start: March 
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2015) and by involving peers (young married women) in the decision making within families to allow the 
pregnant women to seek services during the first three months (start: June 2015). 

With the introduction of people-centered integrated care in the project, gender integration in this 
component is also underway. Baseline data were not collected sex-disaggregated but gender will be 
incorporated in the project. We will collect sex-disaggregated data during the next quarter through the 
implementation of people centered care activities to try to respond to gender issues.  

The project team continues to work with HQ gender advisors to discuss possible case study to be 
developed regarding gender integration activities within family planning and anemia at the community 
level.  

Knowledge Management Products and Activities 

Under the leadership of the Mali Knowledge Management Advisor, the project team has reviewed the KM 
plan for FY16 with technical advisors of Bamako, Kayes and Bougouni. The team has organized two 
workshops to develop KM products on EONC in Kayes and anemia in Bougouni. Materials and reports 
from best practices sessions and learning sessions were used to develop these products as well as some 
training materials. The following products were developed and drafts submitted to regional and HQ teams 
for review and finalization: 

 Best practices package for the implementation of Safe Childbirth Checklist in Kenieba and Kita 
 Implementation guide for pre-eclampsia and eclampsia management at health center 
 Synthesis of PPFP implementation at health center  
 Best practices package for the implementation of anemia in Bougouni 

In addition to these results, the KM Advisor has worked with BCC community advisors in Bougouni to 
gather community testimonies on project results for further documentation and reporting. Two case 
studies have been developed on anemia and gender integration and will be shared with the HQ KM team. 
A poster on FP compliance also has been developed in collaboration with USAID/KJK project leading 
BCC activities in Mali. 

Planned Activities Next Quarter: April – June 2016 

 Continue to conduct coaching visits on improved ANC every 2 months in 6 districts in Kayes (Kayes, 
Diema, Bafoulabé, Nioro, Oussoubidiagna, Yelimané) 

 Conduct monthly coaching visits on improved ANC in 4 new districts of Kayes (Kenieba, Kita, Sefeto, 
Sagabari) 

 Conduct monthly coaching visits on improved ANC in 4 districts of Sikasso (Bougouni, Kolondieba, 
Kadiolo and Yanfolila) 

 Organize a regional workshop of best practices on improved antenatal care in Kayes  
 Organize a regional workshop of best practices on improved antenatal care in Sikasso 
 Organize a district best practices session in Kenieba 
 Conduct monthly coaching visits on improved Check list in new districts of Kayes (Sagabari, Sefeto, 

Kayes, Yelimané, Nioro, Diema, Bafoulabé, Oussoubidiagna) 
 Organize a dissemination meeting of checklist implementation in Kayes 
 Support research and evaluation activities for the implementation of safe birth checklist in Kayes 
 Organize coaching visits on improved PFPP in the districts of Kita, Sefeto and Sagabari 
 Continue to strengthen coaching visits every 2 months on improved PPFP in the districts of Kenieba 

Bafoulabé, Oussoubidiagna, Yelimané, Nioro, Diema and Kayes 
 Organize a regional and national dissemination workshop of PPFP results  
 Verify and monitor compliance implementation during coaching visits at district level in Kayes and 

Sikasso 
 Support regional coaching visits of FP/PPFP activities in all districts of Kayes 
 Support regional coaching visits of FP/PPFP activities in 4 districts of Sikasso (Bougouni, Kolondieba, 

Yanfolila, Kadiolo) 
 Contribute to the FP national campaign activities at regional and national level 
 Participate and support FP national working group meetings 
 Participate and support RH regional working group meetings 
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 Conduct monthly coaching visits of community committees in the others 38 health zones of Bougouni  
 Conduct monthly coaching visits at health centers level on anemia in 3 new districts of Sikasso 

(Kolondieba, Kadiolo and Yanfolila) 
 Conduct quarterly coaching visits on anemia in 43 health centers in Bougouni 
 Conduct quarterly coaching visits in 44 committees in Sido, Zantiebougou, Koumantou and Sanso on 

anemia 
 Organize validation meetings of data in the districts of Bougouni, Kolondieba, Kadiolo and Yanfolila 
 Organize a coordination meeting with WHO and partners every six months on the checklist 

implementation  
 Document results at national level 
 Participate in coordination meetings at regional and district level in collaboration with others USAID 

projects (SSGI, KJK, Fistula care etc.) 
 Provide technical assistance to others USAID project in Kayes and Sikasso for training and capacity 

building on QI applied to MNCH 
 Continue to facilitate coaching and mentoring of partner's coaches at regional and district level and 

organize learning sessions for peer sharing in Kayes and Sikasso 
 Work with regional and districts teams to facilitate the implementation of DHIS2 in ASSIST targeted 

districts in collaboration with Measure Evaluation 
 Organized quarterly validation meetings of data per district in Kayes (Kayes, Yelimané, Nioro, Diema, 

Bafoulabé, Oussoubidiagna, Sefeto, Sagabari, Kita, Kenieba) 
 Provide technical and financial support to regional committee for quality in Kayes and Sikasso 
 Provide technical and financial support to National committee for quality improvement strategy 

(training, field coaching visits, monitoring of data quality and validation, etc.) 
 Continue to develop knowledge management capacity of the staff and partners to better document 

results 
 Provide technical and financial support to MOH for the development, validation and dissemination of 

national QI strategy for RH/PF services 
 Organize project quarterly planning and coordination meetings in Kayes and Sikasso 
 Organize quarterly technical review of data, technical contents, and documentation of project results 
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NAMIBIA 

Background 

The USAID ASSIST Project started providing support to Namibia from October 2015. ASSIST aims to 
improve VMMC services in Namibia through the application of modern scientific methods within a public-
private partnership collaborative involving the government and private health practitioners. More 
specifically, ASSIST is facilitating the effectiveness, efficiency, safety, client centeredness, timely, and 
technical performance in VMMC services in one out of the 13 regions in the country (Khomas). Project 
activities include:  

 Implementation of improvement strategies aimed at infection prevention and control to reduce the 
rate of complications 

 Maintenance of accurate and complete data sets for programmatic planning and budgeting 
 Facilitating skills transfer from private health practitioners to Ministry of Health staff 
 Strengthening linkages and integration of VMMC services within the mainstream health system 
ASSIST has been recognized as a partner specializing in quality improvement. The Namibia Ministry of 
Health and Social Services (MOHSS) and USAID have therefore requested ASSIST South Africa (SA) to 
also provide support in the improvement of the HIV care and treatment (ART/PMTCT), HIV counseling 
and testing (HCT), and TB-HIV services. USAID Namibia has requested that ASSIST SA provide support 
on continuous quality improvement (CQI) to the MOHSS and PEPFAR partners providing HIV/AIDS and 
TB services in Namibia. The technical support will include: 

 Conducting baseline assessment at PEPFAR IP-supported sites (AIDSfree/Abt; Challenge TB/KNCV; 
Key Pop SFH; UTAP/Intrahealth; and MCSP/Jhpiego) 

 Involvement of all the IPs, MOHSS and regional staff in generating/reviewing the baseline findings 
 Categorizing the sites according to the type of support needed based on the baseline findings 
 Providing monthly, quarterly, and annual CQI support based on the need to ensure that the services 

are provided to the WHO standards. 

The activities are contributing towards the achievement of the PEPFAR 3.0 key agenda of impact in 
controlling the epidemic, efficiency in saving lives, partnership towards an AIDS-free generation as well 
as securing, protecting, and promoting human rights. 

Institutionalization/Sustainability Strategy 

ASSIST is building the capacity of private sector health practitioners and the MOHSS staff in Namibia to 
incorporate CQI in VMMC, HCT, ART/PMTCT, and TB-HIV services through providing quality 
improvement training sessions, mentorship, and technical assistance. The project is working with other 
PEPFAR partners involved with HIV/AIDS and TB services that support the MOHSS in Namibia, private 
sector health practitioners, and the MOH to ensure utilization of CQI methodologies and programmatic 
data to identify priority areas, gauge performance, and plan for scale-up of services.  

Scale of USAID ASSIST’s Work in Namibia 

MOHSS, 6 IPs 
 

1 out of 13 regions 
(Khomas)  

12 out of 120 private 

 facilities 

2 QI teams 
 

340,000 out of 2.2 
  million  
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Program Overview 

What are we trying to accomplish? At what scale? 

1. Provide continuous quality 
care 

improvement support for VMMC, HCT, PMTCT, ART, and TB-HIV 

1.1 Reduce morbidity and mortality through provision of quality and safe VMMC services 

 

 

 

Improve the quality and ensure safety and effectiveness of 
VMMC services through application of CQI methodology 

Capacitate MOHSS, Regional, private practitioners and 
PEPFAR partner staff on CQI to ensure provision of 
Continuous Quality Improvement in VMMC services and 
strengthen the health care system  

Support development, validation, evaluation and 
assessment of the Programs 

Regions: 1 out of 13 (Khomas)  
Facilities in region: 12 out of 120  
private practitioner facilities 
QI teams: 2 

1.2 Improve and strengthen HIV counselling and testing services 

 Increase the number of people living with HIV who know 
their status and are enrolled in the wellness program 

Regions: 1 out of 13 (Khomas) 
Facilities in region: 12 out of 120  
private practitioner facilities 
QI teams: 2 

1.3 Improve the quality of care and treatment services (ART/PMTCT/TB-HIV care) 

 
 
 

Improve the quality of life for people living with HIV  

Reduce transmission of the virus to uninfected people 

Decrease the rates of TBHIV Co-infection 

Regions: 1 out of 13 (Khomas) 
Facilities in region: 12 out of 120  
private practitioner facilities 
QI teams: 2 

2 Provide CQI training for HIV and AIDS programs 

2.1 Provide training in CQI in VMMC programs  

 

 

Provide support to MOHSS, (SHOPS), and AIDSFree Abt to 
develop standardized VMMC CQI training curricula.  

Work with PEPFAR IPs and MOHSS to provide CQI training 
for 80 IP, MOHSS and private practitioners staff 

Regions: 1 out of 13 (Khomas) 
Facilities in region: 12 out of 120  
private practitioner facilities 
QI teams: 2 

        Improvement Activity   Cross-cutting Activity 

* Activities will start in Oshana once reclassification of sites into CQI, EQA and SIMS sites 

Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1. Provide continuous quality improvement support for VMMC, HCT, 
PMTCT, ART, and TB-HIV care 

Overview:  The SA ASSIST team is working with the Namibia MOHSS, AIDSFree Abt, private 
practitioners, and other PEPFAR partners to conduct baseline assessment at 12 private practitioner sites 
including provision of intense, quarterly or annual support in carrying out continuous quality improvement 
of VMMC services, prioritization of site-specific quality gaps, definition of site-level improvement plans, 
and ongoing coaching and mentoring to support the implementation of site improvement plans.  
Consultative and feedback meetings will be convened with all stakeholders to share objectives and 
findings from the baseline. Furthermore, a collaborative approach will be used once a quarter to bring 
together the 12 sites within the two regions to share learning and best practices. 
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Accomplishments and Results: 

 Developed and revised the assessment tool from Comprehensive HIV and AIDS (developed in 
Q1) back to VMMC specific quality assessment tool (Q2), to identify areas needing improvement 
at 12 private practitioners’ sites in Khomas Region. Eight quality standards are covered in the tool: 

1) Leadership and planning 
2) Management systems 
3) Infrastructure 
4) Registration, Group education and IEC  
5) Individual counselling 
6) Surgical procedure 
7) Infection prevention and control (IPC) 
8) Monitoring and evaluation 

 Loaded Excel tool on tablets to facilitate real time report generation on the day of the baseline 
assessment (Q2) 

Activity 2. Provide CQI training for HIV and AIDS programs 

Overview:  Strengthening the implementation and maintaining quality in the VMMC, HCT, ART, PMTCT, 
and TB-HIV services and integrated and patient centred manner in Namibia will enable the MOHSS to 
move towards the achievement of PEPFAR’s 90-90-90 goals. To facilitate this, USAID identified the need 
for CQI support in HIV and AIDS services provided through a public-private partnership. One of the 
important areas still requiring specific attention is the need to develop and provide comprehensive and 
consistent CQI capacity building/training for DOH and IP staff involved in VMMC, HCT, ART, PMTCT, or 
TB-HIV service provision. 

Accomplishments and Results: 

 ASSIST adapted the CQI tool to the Namibian context incorporating the Namibian MOH 
Infrastructure checklist and IPC standards (Q2). 

 Finalized the selection of the 12 sites to receive CQI support and scheduled baseline 
assessment dates for April 2016 (Q2).  

 ASSIST developed schedule and training slides for EQA to be used in the combined EQA/CQI 
training planned for May 2016 to facilitate orientation of the relationship and differences 
between the two by MOHSS, USAID Namibia and Abt Associates staff (March 2016). 

 ASSIST also loaded the Excel Real Time data tool for use during baseline assessment on the 
tablets to facilitate on-the-spot reports (Q2).  

Challenges and Remedies 

 Delayed start of improvement activity in Namibia due to the following reasons 

o Uncertainty of the number of sites and scale.  
o Improvement activity put on hold due to Abt Associate/USAID Namibia revision and reclassification 

of sites into those needing SIMS, EQA, and CQI. Number of sites subsequently reduced from 48 
to 12 and the regions were reduced from two to one (Khomas only) 

o Revision of the assessment tool from comprehensive to VMMC specific assessment tool 
o Expectation of Namibia for ASSIST to meet Namibia Medical Association requirements before 

starting work 

Planned Activities Next Quarter: April - June 2016 

 Baseline assessment will be conducted at 12 sites in Khomas Region from 18 - 22 April 2016. 

 Development of site specific, regional, and country dashboards on quality standards performance. 

 Generation of site specific, agency, and MOHSS reports (15 reports). ASSIST will compile reports for 
the 12 sites, USAID and MOHSS on the findings of the baseline assessment. These reports will also 
define the site classification and type of CQI support needed per individual site.  
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 Monthly and quarterly mentoring and coaching support visits based on performance from the baseline 
assessment. 

 Quarterly learning sessions for sharing, documentation of best practices as well as institutionalizing 
CQI. The first learning session will be conducted at the end of July 2016. 

 Combined EQA and CQI training for 40 staff members from private practitioners, PEPFAR Partners, 
and MOHSS to facilitate learning how to apply CQI methodologies and tools in routine service 
provision.  
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SOUTH AFRICA 

Background 

HIV/AIDS is a major health concern in South Africa.  Approximately 6.8 million people live with HIV, 
18.9% of adults aged between 15 and 49 are infected with the virus, and approximately 1,000 adults are 
infected with HIV each day (UNAIDS, 2014). A 2011 review of the National Strategic Plan 2007–2011 by 
the South African National Department of Health shows mixed achievements: despite much headway 
having been made, there are key challenges that should be addressed in order to scale up HIV 
prevention, treatment, care, and support throughout the country.  

University Research Co., LLC (URC) has worked in South Africa since 2000 through the Quality 
Assurance Project and its follow-on, HCI. The USAID Applying Science to Strengthen and Improve 
Systems (ASSIST) Project started activities in South Africa in October 2013. ASSIST is continuing to work 
in the five priority provinces at the provincial and district level to improve quality of care by providing 
support and mentorship in planning, implementation, evaluation, and documentation. In addition, starting 
in May 2014, ASSIST began working with approximately 134 PEPFAR-supported sites in all nine 
provinces of South Africa to improve the quality and safety of medical male circumcision (MMC) services.  

In FY16, ASSIST in South Africa is continuing to work on the voluntary medical male circumcision 
(VMMC) program with both CDC- and USAID-funded implementing partners, to improve the quality of 
their VMMC programs. We are working to capacitate the Department of Health staff at all levels on the 
use of continuous quality improvement (CQI) methodology and tools and supporting Technical Working 
Groups (TWG) at the national and provincial levels to incorporate quality improvement as a fundamental 
health system function. Additionally, through both national and provincial level learning sessions, we plan 
to share lessons learned from implementation of CQI at facility level and site-specific innovations and 
good practices. 

Institutionalization/Sustainability Strategy 

The USAID ASSIST Project is building the capacity of DOH staff at district, provincial, and national levels 
to continue with quality work through formal quality assurance (QA)/quality improvement (QI) training 
sessions and provision of mentorship and technical assistance in HIV prevention. In support of VMMC 
programs, ASSIST is working with each of the provinces and districts to build implementing partner (IP) 
and DOH capacities in order to be able to utilize continuous quality improvement (CQI) methodologies 
and programmatic data to identify priority areas, gauge performance, and plan for scale-up of services. 
ASSIST is also supporting the DOH and IPs to standardize MMC tools and develop QI indicators. In 
addition, ASSIST is working with District Management Teams to support MMC supervision and advocate 
for the integration of the MMC program into overall primary health care (PHC) service provision. ASSIST 
also uses VMMC learning sessions where best practices are shared among provincial managers, 
implementing partners, and facility staff. These learning sessions also strengthen relationships and 
support between National Department of Health (NDOH), Provincial Department of Health (PDOH) and 
implementing partners. 

Scale of USAID ASSIST’s Work in South Africa 
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Program Overview 

What are we trying to accomplish? At what scale? 

1. Continuation of continuous quality improvement (CQI) in VMMC programs 

 

 
 

 

Improve the quality and safety of VMMC services by applying CQI 
methodology 
Capacitate NDOH and PDOH staff on CQI methodology 
Assist with development of, and participation in Technical Working 
Groups (TWGs) at NDOH and PDOH 
Support communication between NDOH, PDOH and PEPFAR partners, 
regarding CQI initiatives 

Provinces: 8  
Facilities: 123 
QI teams: 30  

2. Provision of training in CQI in VMMC programs 

 Provide support to NDOH and WHO to develop standardized VMMC CQI National and all 9 
training curricula.  provinces 

 Work with PEPFAR IPs and DOH to provide CQI training for 400 IP and 
DOH staff 

       Improvement Activity   Cross-cutting Activity 

Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1. Continuation of continuous quality improvement in VMMC programs 

Overview: VMMC has been shown to be one of the most effective strategies in preventing the rise in new 
HIV infections. Currently, the NDOH is implementing the VMMC program, in partnership with PEPFAR 
implementing partners. While much work has been done to increase the number of circumcised men in 
South Africa, more work is needed to ensure the provision of safe, effective, and high-quality VMMC 
services. One of the main goals of PEPFAR and NDOH is to improve and sustain the quality of the 
VMMC program, in accordance with national and international standards. Strengthening the 
implementation and maintaining quality in the VMMC program will enable the NDOH to scale up the 
VMMC program and to reach 80% of HIV-negative men aged between 15-49 years (4.3 million men) in 
order to avert 500,000 new infections. Strengthening the NDOH and PDOH systems to integrate CQI in 
the VMMC program is also critical for scale-up and sustainability of the program.  

Key Accomplishments and Results: 

 Conducted CQI follow-up assessments, coaching, and mentoring to 123 supported sites 
(October 2015-March 2016)  The results of the assessments revealed significant improvements in the 
provision of VMMC services - as most sites (91%)  scored >80% overall. The changes that were 
implemented include the following: staff orientation on how to comply with VMMC CQI standards, 
especially surgical procedures and infection prevention; establishing relationships between IPs, 
health care facilities, and the DOH for acquisition of guidelines and relevant documents.  

 Continued support from PEPFAR and the DOH has facilitated the success and uptake of CQI 
at health facilities. The VMMC CQI dashboards in Figures 45 and 46 show the results from July 
2014-March 2016 for sites supported by USAID and CDC, respectively. The data includes all 123 
sites supported by both USAID- and CDC-funded implementing partners.  

 One CQI VMMC learning session was conducted with DOH and IP staff in Mpumalanga (MP) 
and Limpopo provinces (Nov. 2015). Successful tested changes around clients follow up and 
infection prevention were presented by 15 sites at the learning session, 5 sites drafted their action 
plans from the presentations of the tested changes. staff members from all 23 sites in Mpumalanga 
and Limpopo provinces participated in the learning sharing workshop 

 Developed terms of reference and participated in VMMC Technical Working groups (TWGs) at 
provincial level – in Mpumalanga province, in February and March 2016. 
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Figure 45. South Africa: Dashboard for USAID VMMC sites receiving CQI support, 74 sites (Jul 
2014 – Mar 2016) 
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1 37.5 67.5 88 100 89.7 88.8 82.7 89.2 41.7 84.8 88.9 100 80.5 98.8 93.8 99.1 66.7 86.7 89.7 100 96.7 87.6 96.2

2 12.5 77.4 72.7 96.3 97.7 86 80.8 80.2 41.7 89.4 80 97.2 100 85.2 77.9 83.2 33.3 95 96 97 94.4 91 91.6 73.1

3 100 80.3 83.8 81 89.5 84.3 91 80.3 33.3 74.3 77.1 96.9 63.8 64.3 94.8 73.6 83.3 86.7 88.4 89.2 70.4 94.2 95.1 92.7

4 38 60 71 92 81 95 72 70 83.3 96.9 93.3 86.7 85.8 98.9 89.1 98.1 100 94.4 95.5 100 94.4 100 99.5 100

5 83 94.1 91.8 96.3 84.3 88.3 82.8 56.3 50 81.3 95.8 97.2 91 90.6 95.1 99

6 50 74.3 43.7 54.5 100 59.3 53.5 77.3 28.6 66.2 77.4 72.2 90.7 91.7 79.2 73.6 73.3 86.7 92.1 97.2 95.2 92.9 96.6 96.4

7 41.5 68.7 81.8 66 82.5 56.5 70.8 89.6 16.7 89.8 91.6 80.8 98.6 87.8 89.7 73.6 41.7 88 84.1 94.4 96.6 94.4 86.5

8 100 100 61.3 61.5 79.2 95.8 95 94.4 100 99.1 93.8 95 86 93 92.7 98.3

9 54 59.9 80 54.3 83.3 91.7 98.8 81.9 82.9 90.8 94.5 65.8 83.3 98.1 85.1 89.2 95.8 92.5 93.6 95.4

10 25 83.3 91 75 76.7 88.3 86.2 83.1 58.3 96.3 81.1 80.8 68.9 93 96.7 91 83.3 99.1 91.4 80.8 74.8 94.8 96.3 100

11 100 96 88 86 88 87 46 74 50 98.1 80.3 89.4 89.7 98.8 95.7 100 58.3 95 87.2 97.5 85.2 99.2 97.2

12 0.1 44.7 72.8 79.5 57.2 79.5 55.1 75.1 50 54.8 71.2 94.7 86 83.7 80.7 89.6 83.3 93.1 93.1 82.5 70.6 98.8 91.7 97.4

13 100 65.5 52.7 31.8 50 66 98 86.6 50 83.9 92.2 90.3 73.6

14 50 71.3 89.5 74.8 90.7 83.5 84 90.2 58.3 90.7 90.3 97.2 94.4 92.1 95.8 98.3

15 25 58.3 88.8 81.8 85.5 80.8 79.2 75.9 66.7 79.4 83.9 100 95.8 98.3 91.5 92.5 83.3 90.9 92.6 94.7 90.8 100 99.5 100

16 37.5 74.3 87.7 83.3 98.1 78.4 100 100 98.9 96.3 99.1 83.3 99.1 97.9 97.2 100 95.3 98.8 100

17 63 83 90 89 75 81 75 76 66.7 95 86.1 96.9 76.7 98.8 98.8 95.5 83.3 100 95.8 81.9 84.5 98.9 84.5 95.9

18 25 25.8 87.3 90.3 25 62 53.6 61.7 63.6 95.3 73.3 97.3

19 25 52.1 49 84.3 91.7 81.8 84.8 65.9 91.7 97.8 97.6 86.1 97.7 97.7 80.6 84.1 83.3 89.1 92.1 79.2 80.2 89.4 87.5 73.6

20 12.5 50.3 58.8 100 92.5 85.3 74.1 66.3 80 90.7 86.7 100 86.7 92.6 88.4 98.3 83.3 94.6 93.8 97.5 100 98.3 97.4 97.4

21 41.5 72.4 97.5 97 100 71.5 85.7 89.1 46.7 83.8 63 87.5 61 96.4 74 95.5 66.7 77.4 93.1 85.7 88.9 95 92.9 93

22 33 47.4 81.8 80.3 60.2 31.3 66.7 77.2 92.9 91.8 95.5 91.9 85.3 98.9 83.4 92.9 100 91.9 95.2 100 93.1 97.7 100 100

23 25 52 49 84 92 82 78 60 41.7 61.5 61.5 67.4 64.7 98.9 86.8 94.9 83.3 82.2 87.2 96.7

24 12.5 74.7 65.8 71.3 69 71.3 60.5 84.3 69 84 82 94.7 96.1 75.4 73.9 64.6 66.7 99.1 97.9 100 93.1 98.8 89.3 99.1

25 66.5 75.1 57.5 67.8 99.2 90.8 34.1 51.4 50 85 74.6 97.5 90 84.3 92.1 95.3 83.3 73.9 39.3 96.4 98.6 94.6 90.9 83.3

26 42 64 90 86 78 84 96 81 41.7 80 94.6 71.7 76.1 87.8 93.2 89.9 56.7 97.2 93.6 97.2 95 91.3 96.5 79

27 75 78 47 89 81 88 79 75 83.3 94.6 97.9 100 95 92.3 91.5 90 66.7 94.4 93.9 97.2 94.4 100 96.7 91.1

28 58 84.5 89.5 91.8 61.2 95 88.5 50 87 81.1 79.2 83.3 94.6 94.1 86.8 58.3 82.2 80 97.5 81.7 97.2 92.8 95.7

29 33 74.9 71.8 75 57.3 75.8 88.9 84.5 50 84.3 93.1 80 66.6 80.2 82.7 92.9

30 70.9 89.4 59.7 91.7 78.1 75.8 72.6 76 83.3 91.1 82.4 92.9 81.2 97.7 88.8 95.2 83.3 85.2 95.1 92.7 99.2 100 99.1 98.4

31 87.5 83.1 91.8 80.3 75.7 71.5 96.7 95.4

32 50 71.8 91.8 75 79.8 65.5 73.9 76.3 66.7 94.6 76.7 96.9 96.1 95.3 99 100 83.3 94.6 95 100 100 98.9 100 100

33 12.5 37.6 43.2 66.8 25 62.6 54.6 88.8 59 97.7 85.1 96.4

34 29 72.6 70.5 77.8 95 72.5 56.5 91.5 66.7 95.6 89.9 100 98.6 98.2 95.1 94.6 83.3 95.6 95.8 100 85.4 98.9 98.8 100

35 12.5 70 70.5 100 91.8 72 86.8 76.4 66.7 90.4 94 89.7 59.5 94.2 95.5 97.7

36 25 73.7 74 37.8 85.5 82 80.8 62.9 83.3 90.6 94.8 94.7 88.6 97.7 95 95.9 90 95 99.6 100 98.6 98.4 95.3 95.1

37 13 48 55 94 82 15 70 85 50 78 53.3 92.9

38 37.5 53.9 76.2 76.2 97.5 100 58.2 67.1

39 85.7 68.2 70.8 85.3 83.3 94.6 72.2 98.9 83.3 95.9 82.6 88.9 88.9 97.7

40 83 85.7 87.3 94.3 82.7 70.8 63.1 79.4 83.3 87 87.5 97.2 91.3 88.1 87.4 98.4 66.7 91.9 93 100 100 100 98.6 100

41 50 66.3 76.2 62 77.5 84.8 77.3 91.2 50 83.9 63.3 92.9 80.6 94.5 86.8 96.9 50 73.7 87.9 100 56.4 98.4 96.4 99.1

42 12.5 75.9 74.5 77 67 79.3 55.6 51.9 41.7 85 83.6 77.9 81.7 88.9 91.5 93.5 83.3 82.8 83.5 75.3 74.2 94.9 92.1 94.4

43 25 57.5 59 100 95.8 84.8 82.2 82.8 66.7 92.2 71.6 78.8 100 98.9 89.6 84.3 83.3 90 80.3 96.9 86.1 95.9 98.4 95.1

44 12.5 59.4 46.3 78.8 57.8 77.5 65.4 55.7 50 78.5 78.9 82.2 80.4 94.3 85.2 91.3 56.7 83.5 93.9 86.5 85 93.8 96.8 87.4

45 54 54 83.5 54 54 83.5 89.2 68.8 82.3 79.7 94.4

46 13 68 71 98 89 58 94 95

47 54 74.4 67.3 79.3 84.2 98.3 68.5 53.8 46.7 89.1 71 60.6 66.2 72 86.2 73.6 75 93.5 79.3 91.9 69.2 96.1 92.2 98

48 66.5 51.3 57.7 94.3 41.7 81.3 75.2 95 86.5 95.3 91.3 96.2

49 12.5 90.3 69.5 100 98.3 85.5 72.1 91.9 58.3 88.9 87.2 100 99.3 92.9 97.8 94.7 83.3 88.9 93.8 100 88.9 100 100 99.3

50 66.5 87.4 78.8 63.5 50 100 74.5 90.7 25 95.4 96.3 100 95.8 95.8 96.6 96.1 83.3 85.4 76.8 96.9 86.7 100 89 73.6

51 83 85.5 91.8 90.8 88.5 69.5 85.8 96 58.3 93.5 97.6 75.1 67.3 83.7 72.7 84.9 50 95.4 83.1 75 85.2 95 87.3 80.4

52 50 61 63 43 42 73 68 50 69 70.8 76.5 72.3 81.5 88 76.9 59.2 100 90.6 84.6 63.1 74.5 93.7 97.3 100

53 25 49.6 91.5 90.3 77 75.8 83.8 64.9 33.3 90 96.7 91.7 100 84.3 85.1 97.3 56.7 88 94.8 91.7 88.9 90.6 90.9 95.6

54 75 91.6 95.2 100 92.5 71.8 89.1 81

55 54 69 59.2 96.8 80.7 96.3 87.3 91.7 50 73.5 65.1 100 94.6 96.4 86.7 95.5 41.7 82.4 97.2 100 100 98.4 100 100

56 66.5 83.3 87 62.8 73.3 91.5 91.2 86 69 90.7 93.1 100 87.5 94.6 84.4 97.9 56.7 97.8 100 100 92.1 98.9 98.3 100

57 66.5 76.4 82.5 46 72.7 85.5 80.4 46.1 40 68.7 89.7 85 78.4 85.3 76.6 65 91.7 95 82.8 87.5 92.8 89.7 94.4 97.8

58 12.5 65.8 42.8 95 78.7 88.5 75.9 52.6 21.4 71.9 78 86.1 82.1 70.9 93.1 84.6 66.7 85.4 69.2 97.5 93.6 94.5 93.6 94.5

59 41.5 65.6 47.7 81 95.3 95 67.5 91.3 25 65.2 71.5 71.9 100 98 99.1 94 70.8 92.2 88.1 96.9 96.4 96.4 95.3 97.4

60 25 75.5 90.5 81.3 94.2 23.3 95.9 89.2 36.7 80.4 89.3 88.8 83.5 90.4 89.7 81.2

61 46 69 90 30 17 62 48 72 50 80.7 82.8 72.2 65.7 81.9 97 83.1 90 90 80.3 89.2 89.7 94.2 93.7 99.3

62 50 84.1 95 97.5 91.8 84.3 95.2 81.2 41.7 95.6 91.1 91.2 78 96.6 89.6 89.4 91.7 93.7 95 100 92.2 92.3 97.2

63 37.5 57.3 46.7 87.8 38.8 81.5 51.3 31.3 100 95.5 95.5 100 90.7 91.9 99 86.1 66.7 77.2 80.1 89.2 84.3 94.2 94.7 83.1

64 25 60.4 56 91.8 53 88.5 100 96.3 97.5 71.9 94.4 80.7 99.5 80.5 50 65.4 77.6 96.9 91.3 100 97 81.7

65 66.5 69.9 68.2 61.5 55.2 67 45.3 47.7 16.7 84.5 82.6 92.5 87.5 96.4 55.2 74.1 90 94.1 92.5 91.3 86.7 81.9 81.7

66 66.5 81.5 82 81.8 75.7 86.5 78.8 82.1 50 90 100 100 95 98.9 100 97.5 66.7 89.6 98.8 100 100 93.7 87.6 96.7

67 50 84 95 98 92 75 84 84 75 81.1 82.5 97.2 93.8 90.2 91.1 87.8 83.3 97.8 85 97.2 93.8 95.5 90.2 80.6

68 25 78.1 76.8 89.8 98.5 85.5 69.2 71.1 45.2 75 81.9 75 69 82.1 89.5 68.3 80 93.7 68.1 72.5 91.3 97 94.1 88

69 29 32.5 44.3 36.7 78.9 82.6 97.5 81.9 96.1

70 37.5 80 91.5 71.3 75.8 61 81.1 65.6 33.3 88.5 90.8 97.5 92.6 94 91.9 85.6

71 12.5 50 49 32 36 59 60 74 90 62.8 66.5 94.7 91.4 97.7 85.6 82.8 56.7 73.9 89 95 57.2 97.7 91.7 100

72 41.5 79.1 88.5 73.3 50.2 77.8 82.4 89.2 90 100 92.5 97.5 94.6 98.2 95.2 95.4 83.3 95.4 86.5 100 83.3 98.9 94.7 99.2

73 50 69.9 82.3 95 84.7 91.3 84 83 56.7 71.3 68.1 81.1 75.2 98.9 84.4 81.7 83.3 100 97.6 94.7 93.8 100 100 100

74 66.5 77.1 92.8 100 100 81.5 71.4 75.5 50 84.3 88.9 96.9 100 98.9 90.4 90.4 83.3 100 98.3 100 92.8 98.9 97 100

75 10 78.3 95.5 89.4 82.5 95.3 87.3 93.6 8.3 75.2 92.5 87.5 78.4 89.9 76.4 75.8 66.7 91.5 85 100 95.8 94.5 91.5 94.9

76 36.7 85.9 82.4 83.3 84.1 88.8 91.1 81.5 66.7 91.9 99.2 100 92.1 94.1 92.8 79

77 33 35 45 61.3

78 10 38.5 39.3 86.1 96.9 91.9 74.9 97.6

Total 44.0 69.0 73.4 80.2 78.6 78.6 75.8 76.5 56.1 84.2 83.5 89.1 84.7 91.7 88.7 88.4 74.3 90.2 88.5 93.2 88.5 95.9 94.4 93.7

Baseline: Jul – Dec 2014 2nd Assessment: Jan - Sep 2015 3rd Assessment: Oct 2015 - Mar 2016 
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Figure 46. South Africa: Dashboard for CDC VMMC sites receiving CQI support, 45 sites (Jul 2014 
– Mar 2016) 
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1 50 63 60 88 84.1 87.5 90.2 93.5 76.7 75.7 84.8 43.9 83.3 91.9 96 96.9 95.8 100 97.8 81.3

2 29 75.1 83.3 95.8 95.8 76.8 88.5 85.9 85.7 92.2 85.1 100 100 96.1 98.3 94.8 73.3 90.9 71.3 94.7 91.2 88.4 97.6 97.4

3 87.5 79 94.5 90.6 87.6 91.3 81.8 64.9 36.7 75.8 75.8 79.8 62.2 84.9 92.8 95.2 83.3 96.3 85 100 96.7 93.3 99.5 100

4 66.5 42 74.2 97 95.5 96.3 83.7 86.8

5 50 84.5 89.2 58.7 88.3 79 76.1 97.5

6 12.5 48.1 66.2 64.3 45.8 87 74.8 69.2 56.7 97.2 73.6 100 91.4 90.2 93.2 86.7 73.3 88.7 83.6 86 94.6 88.4 92.4 94.9

7 12.5 37.2 55.7 97 96.3 74.3 75.4 57.9

8 58 91.1 81.2 100 86.5 83.7 89 85 50 86.7 86 97.5 97.5 91.5 94.3 100 75 89.8 100 100 100 100 100 100

9 100 90.8 100 85.6 95.5 85.7 88.8 91 83.3 91.1 82.4 92.9 81.2 97.7 88.8 95.2 100 64.3 93.8 100 100 73.7 100 97.2

10 25 91.6 61.2 97 95.8 31 55.5 77.6 66.7 92.2 82.5 95 100 91.5 95 95.8 83.3 93.5 95.8 97.5 90 94.9 95.6 87.9

11 83 54.2 66 96.8 81.5 92 77.5 90 91.7 98.1 95.8 95.8 93.1 97.7 93.4 83.2 100 89.3 97.9 100 100 100 100 86.8

12 54 61.6 89.2 81.3 81 78.8 76.7 96.9 25 75.6 69.1 92.9 93.9 82.5 81.9 93.6

13 12.5 50.3 72.8 55.5 73.3 68 85.1 82.6 66.7 86.1 94.8 94.7 98.4 95.5 98.9

14 66.5 71.8 88.5 100 73.2 91.3 92.2 75.3 83.3 81.9 89.3 97.2 87.1 94.6 97 99.1

15 12.5 65.7 67.2 97 87.3 72.8 81 58.8 16.1 70.2 80.7 91.7 97.5 86.8 87.7 76.5 25 75.9 92.1 83.3 88.9 87.4 98.3 95.1

16 33 59.1 75.2 83.3 100 96.3 89.1 67 83.3 86.5 97.9 100 95.4 86.5 90.1 98.3

17 12.5 42.8 61.7 87 81.3 85.3 75.9 85.7 83.3 91.7 100 97.2 100 94.2 93.2 84.8 40 88.9 80.8 91.9 76.5 95.3 77 80.2

18 100 94 97.5 93.3 93.3 100 86.6 87.3 100 87 86.9 100 82.5 100 97.5 99.3

19 83 78.7 88 89.8 100 78.5 78.9 77

20 70.5 77.9 89.2 80.5 100 88.3 77.6 86.7 66.7 75.4 86.4 78.8 72.6 94.6 74 87.7

21 66.5 65.9 55.8 94.3 74.3 76.3 80 71.8 100 75.2 91.7 78.1 96.2 83.4 88.8 67.8 83.3 81.5 95.8 100 86.1 84.7 73.6 55.4

22 58 68.3 70.7 66.8 78.3 83.5 81.2 85.7 75 95.6 97.6 97.5 100 97.7 95.3 98.5 73.3 94.4 70.2 80.4 89.4 92.5 96.8 93.8

23 83 57.5 95.2 85.8 82.2 74.5 89.5 84.6

24 12.5 61.8 74 85.8 64.7 58.3 74.7 93.5

25 83 55.4 80.8 93.8 95 53 60.6 72.7 75 85.9 100 100 100 96.6 96.8 95.3 83.3 88.3 77.8 62.4 86.8 97.6 97.1 98.3

26 50 84.1 90.8 48.3 57.2 59.5 85.9 58.1 83.3 86.3 97.9 89.2 98.3 88.4 94.6 94 100 100 99.6 95 86 95.3 94.6 97.3

27 58.3 85 83 88.7 94.2 90.9 84 96.7

28 50 63 60 88.8 84.1 58.3 85 75 18.3 39.4 93 77.2 58.5

29 50 58.6 40.2 64 86.5 88 96.3 76.3 50 78 66.6 100 91.1 97.7 100 84 83.3 85.2 95 100 100 100 100 98.5

30 100 77.5 62.5 83.6 54.4 96.4 69.1 76.6 100 99.1 95.5 100 100 96.6 95 96.5

31 0.1 14.9 55.2 88.5 96.8 89.3 90.9 78.7 46.7 75.7 79.6 91.6 67.7 94.2 98.3 82.6

32 41.5 77.5 97.5 84.5 79.7 79.8 84.7 92.9 83.3 97.5 97.5 88.9 88.6 96.4 99.5 100 83.3 82.4 99.6 65.1 98.6 98.4 97.6 100

33 25 70.4 78.5

34 83 67.5 60.2 54 91.8 72.8 68.2 86 83.3 90.7 92.2 97.2 79.5 85.2 90.8 96.7

35 83 87 94.8 74 70.3 94.8 87 78.7 66.7 91.7 90.8 100 85.1 94.2 96.2 94 80 90.4 88.2 87.5 94.6 90.3 97.1 100

36 83 88.1 92.2 95 100 95.8 87.4 80.7 66.7 89.6 93.5 100 93.8 85.3 93.6 97.4

37 83 87.6 81.8 72.8 95.8 68 77.6 26.5 100 96.3 84.6 78.8 86.9 95.3 98.1 96.9 100 96.3 84.6 78.8 86.9 95.3 98.1 96.9

38 50 84.4 91.5 86.3 78.2 56.5 91.5 75.6 70.8 92.6 86.9 86.9 81 98.9 98.5 97.9 100 100 95.8 94.4 87.9 98.9 98.2 96.4

39 25 79.1 91.7 83.5 93 80 70.1 85.8

40 100 94.9 100 84.8 84.3 86.3 77.3 84.4 58.3 92.2 97.6 100 94.6 98.9 98.5 95.7 66.7 52 48.7 84.7 61.5 64.6 94.3 96.1

41 70.5 51.7 78.8 94.3 77.5 71.8 56.7 81.1 82.5 66.9 89.3 97.7 90.9 87.4 83.3 89.3 85.4 86.4 84.1 89 81.2 76

42 66.5 82.2 64.3 74.3 67.8 59.3 71.3 62.1

43 12.5 67.5 79 66.3 76.6 96.3 95.1 87.7 100 94 97.9 75.6 72.2 93.7 98.2 99.3 100 92.3 97.9 100 98.6 93.3 96.2 93.3

44 83 82.9 91.7 40 68.5 83.3 73.8 70

45 100 98.3 100 60.8 84.3 85.3 96.8 88.1 66.7 64.3 100 100 75.8 82.7 76.3 0 44.6 66.4 66.9 83.7 91.5 98.5 99.2

Total 56.4 70.4 78.5 81.1 84.0 80.4 81.2 79.0 71.4 86.8 87.4 90.0 88.1 92.1 92.7 89.8 77.1 85.5 87.0 89.2 90.3 91.9 94.8 92.3

Baseline: Jul – Dec 2014 2nd Assessment: Jan – Sep 2015 3rd Assessment: Oct 2015 - Mar 2016 
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 Figure 47 shows improvement from baseline to re-assessment at 5-15 months for sites 
receiving three assessments between July 2014 and March 2016. The data has been extracted 
from only the CQI database – focusing on sites that have completed three assessments.  

Figure 47. South Africa: Baseline and re-assessment at 5-15 months for sites receiving three 
assessments (July 2014 – March 2016)  

 
 ASSIST supported CQI sites to improve the reporting of performance indicators (i.e., follow-up 

rate at two and seven days post-circumcision and adverse events). ASSIST provided on-site 
orientation on the importance of reviewing and analyzing data and acting upon it. QI teams evaluated 
their indicators against activities that occurred in the previous month at their sites. Figure 48 shows 
the proportion of VMMC clients who came for two-day follow-up in 83 facilities.  

Figure 48. South Africa: Percentage of VMMC clients returning for 48-hour follow-up, 83 CQI sites 
(Feb – Dec 2015) 
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 Figure 49 shows the rates of moderate or severe adverse events in 25 CQI sites against 312 non-
CQI sites in KZN between January and December 2015. The rates of adverse events were higher in 
the non-CQI sites compared to the CQI sites. This data has been extracted from the Department of 
Health District Health Information System (DHIS).  

Figure 49. South Africa: Rates of moderate or severe adverse events in 25 CQI and 312 non-CQI 
sites in KZN (Jan – Dec 2015) 

 

2.5%

2.0%

1.5%

1.0%

0.5%

0.0%
Jan- Feb- Mar- Apr- May- Jun- Jul- Aug- Sep- Oct- Nov- Dec-
15 15 15 15 15 15 15 15 15 15 15 15

CQI sites 0.09 0.18 0.13 0.04 0.14 0.18 0.34 0.05 0.17 0.43 0.13 0.23

Activity 2. Provision of training in CQI in VMMC programs 

Overview: To facilitate scaling up of VMMC, the need for a deliberate and concerted effort towards CQI 
was identified by PEPFAR in 2014. One of the important areas still requiring specific attention, which 
ASSIST is working on, is the need to develop and provide comprehensive and consistent CQI capacity 
building / training for DOH and IP staff involved in VMMC service provision.  

Key Accomplishments: 

 Conducted five CQI trainings in four provinces for a total of 222 participants including VMMC 
QA managers, coordinators, health providers, and IPs (Oct 2015-March 2016).  

o North West: (43) Oct 14-16, 2015 
o KwaZulu-Natal: (38) Oct 19-21, 2015 & (68) Feb 15-14, 2016 
o Gauteng: (31) Feb 17-19, 2016 
o Limpopo: (42) Feb 17-19, 2016 

Improvement in Key Indicators 

Non-CQI sites 1.11 0.86 1.92 1.40 1.10 1.40 0.38 1.71 1.50 1.06 2.34 0.89

Source: DHIS data

CQI visits: 
Staff 
members 
were  oriented 
on how to  
educate the 
clients on 
wound care. 
They were 
also 
orientated to 
comply with 
infection 
prevention 
standards and 
to document 
the number of 
AEs on the 
register

Activity Indicators Baseline Sept 2015 Last Value 

Continuation of # of MMCs 90,903 191,619 212,854 
continuous performed July-Sept 2014 (cumulative) Cumulative to Dec 2015 
quality -123 sites -108 sites -108 sites 
improvement Aggregated 74% 87.9% (Sep 2015 89.1% by end of March 
(CQI) in VMMC quality (July-Sept 2014) - 108 sites 2016 
programs standards score  -123 sites - 84 sites 
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Activity Indicators Baseline Sept 2015 Last Value 
% of VMMC 
clients who 
came for 48-
hour follow-up 

KZN – 45.5%  
(Jan 2015) 
– 83 sites 

In process of 
collecting this 
data  in other 

provinces 

KZN – 39.3%  
(Sept 2015) 
– 83 sites 

In process of 
collecting this data  
in other provinces 

KZN – 47.6% (Dec 
2015) 

– 83 sites 
In process of collecting 

this data  in other 
provinces 

Rates of KZN – 0.09%  KZN – 0.17% - KZN – 0.23% (Dec 
moderate or (Jan 2015) (Sept 2015) 2015) 
severe adverse – 25 sites - 25 sites. - 25 sites. 
events (2-day In process of In process of In process of collecting 
follow up) collecting this 

data  in other 
provinces 

collecting this  
data  in other 

provinces 

this data in other 
provinces 

Provision of 
training in CQI in 
VMMC programs 

# of individuals 
trained on CQI 

0 
(July-Sept 2015) 

0 
 

222 (March 2016) 
 

Challenges and Remedies  

 No clients during MMC assessments at facilities. The project is currently working with DOH, IPs, and 
other stakeholders to create demand for MMC services.  

 Poor recording of client follow-up and adverse events. The project is currently planning to include as 
part of the CQI staff orientation how to identify and record adverse events.  

 Poor access to MMC data – we are working with IPs and DOH to facilitate this process. 

Improving Equity 

 No gender or equity-related gaps are relevant for this program. However, the Department of Health is 
currently promoting the inclusion of women as advocates and partners in VMMC decision-making 
including, HCT and FP. The intervention is current at a population-level through media messages and 
may be difficult to correlate with data at facility level. 

Knowledge Management Products and Activities 

 ASSIST South Africa shared the following documents with other ASSIST countries toward the VMMC 
CQI toolkit: Coaching tools, learning session’s factsheet, and the CQI methodology. The project is 
currently working on identifying and documenting VMMC best practices at supported sites.  

 Participating in the Learning Community Gathering (IHI Open School curriculum) held on the first 
Friday of every month.  

 Worked on the development of the VMMC CQI Tool box, which consists of the following documents: 
PDSA cycle, CQI prioritization matrix, improvement plan template and the coaching tools.  

 Submitted 13 abstracts to the IAS 2016 conference. 

 Worked with NDOH and WHO to incorporate CQI into the National VMMC guidelines. 

Planned Activities Next Quarter: April – June 2016 

 Continue CQI support to PEPFAR VMMC IPs and supported sites, including raining and learning 
sessions  

 Conduct VMMC data validation study and a VMMC client satisfaction pilot study 

 Conduct CQI post training evaluation and mentoring supports  

 Document changes and lessons learned on a quarterly basis 

 Submit five ASSIST manuscripts to the BMJ Quality Improvement Reports     
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SWAZILAND 

Background 

Tuberculosis is one of the major public health problems currently confronting Swaziland. Currently, the 
revision of the PMTCT guidelines in Swaziland to adapt the WHO 2013 PMTCT recommendations has 
meant that all pregnant women be initiated on ART regardless of their CD4 cell counts (Option B+). The 
countrywide adoption of Option B+ means that all health facilities providing care for HIV infected pregnant 
women must have access to quality and timely HIV care and treatment monitoring and be in a position to 
ensure all pregnant women living with HIV are retained in care. This includes early identification of HIV 
infection, rapid initiation on antiretroviral therapy and treatment monitoring including retention of infected 
mothers and their exposed/infected infants. In FY15, ASSIST began three activities (support to the 
National Sample Transport System, development of an mHealth platform to improve results delivery and 
mother and baby pair retention in care, and an evaluation of TB screening algorithms for pregnant 
women) to improve Option B+/ART laboratory related care and treatment monitoring. Of these activities, 
the support to the National Transport Sample System (NSTS) was completed in Q4 FY15. ASSIST 
provided support to increase the capacity of the NSTS to service peripheral clinics more regularly and 
frequently to ensure specimen transportation for viral load testing for the clients. The mHealth project 
aims to improve results delivery and retain HIV infected mothers and their babies in care. The project is to 
be completed by September 2016. The project registers mothers at their first visit and keeps them 
engaged in care through informing them when results are available at their local clinic and reminding 
them of all clinic appointments. Their babies are tagged to their unique identifiers, and mothers and 
babies are scheduled together for clinic visits until the baby is 24 months. The system will also provide 
reminders to the health care workers for retesting of both the mother and their babies. Lastly, beginning in 
FY15 and extending into FY16, ASSIST is conducting an evaluation of the sensitivity of TB screening 
algorithms in pregnant women. The evaluation aims to identify the best diagnostic algorithms by addition 
of various diagnostic tests to the standard four-symptom screening.  

Scale of USAID ASSIST’s Work in Swaziland 

MOH 

4 out of 4 regions 

18 health facilities 

1.2 million out of 1.2 
million 

 

 

Program Overview 

What are we trying to accomplish? At what scale? 

1. Improve Option B+/ART laboratory related care and treatment monitoring 

a. Strengthen National Sample Transport System 
National 
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What are we trying to accomplish? At what scale? 

b. Establish mHealth options patient feedback 
system to ensure they return to the facility 
once laboratory results are available;  

National: An mHealth system for Viral Load 15 
clinics 

National: SMATS study – 3 facilities: 
c. Conduct operational research for Screening - Mbabane Hospital  

in Maternity to Ascertain TB Status (SMATS) - RFM Hospital  
- Nhlangano Health Center 
National: Evaluation of TB/HIV Collaborative 

d. Conduct an evaluation on the implementation Activities in Swaziland  
of TB/HIV collaborative activities in Swaziland 11 Health facilities (Clinics, Health Centers and 

Hospitals) 
National: TB LAM study-3 facilities: 

e. Conduct a research on using the TB LAM test - Mbabane Government Hospital 
among PLHIV  - Hlathikhulu Government Hospital 

- RFM Hospital 

   Cross-cutting Activity 

Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1. Improve Option B+/ART laboratory related care and treatment 
monitoring   

Accomplishments and Results: 

a. Strengthen the National Sample Transport System to improve sample transportation 
for viral load testing among HIV infected pregnant women. 

 ASSIST provided support to increase the capacity of the NSTS to service peripheral clinics 
more regularly and frequently to ensure specimen transportation for viral load testing. In June 
2015, five vehicles were procured and modified to transport blood specimens safely. The vehicles 
were handed over to the MOH in July 2015. Figure 50 shows the increasing volumes of samples for 
viral load testing collected from the three regions (Lubombo, Hhohho and Manzini) from July 2015 to 
February 2016, due to the additional vehicles added to NSTS.  

 To improve specimen storage and transport, facilities in the Lubombo region were assessed 
for the presence of refrigerators and centrifuges (Q2). Ten (10) facilities were found to need the 
additional equipment to enable them provide a comprehensive service for HIV care and treatment. 
The equipment is in process of being procured. 
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Figure 50. Swaziland: Trends in viral load and DNA PCR tests conducted (July 2015 – Feb 2016) 

 
 July ‘15 Aug ‘15 Sept Oct ‘15 Nov ‘15 Dec ‘15 Jan ‘16 Feb 

‘15 ‘16 

Viral Load Tests 1131 1120 1380 1519 1779 351 445 1350 

DNA PCR 460 564 611 606 648 409 437 498 

b. Establish mHealth platform to improve viral load results delivery for HIV-infected 
pregnant women 
Overview: The roll out of Option B+ for all pregnant HIV infected women to help eliminate mother-to-child 
transmission of HIV has necessitated that all pregnant women on ART be monitored to ensure viral load 
suppression. With strengthening of the NSTS to deliver samples for viral load testing, it was important that 
the results are delivered in a timely manner to improve treatment monitoring. An mHealth platform has 
been designed to deliver results to the clinics, inform the patient about available results, and remind the 
patient of scheduled appointments. The platform will also link the infant to the mother and remind the 
healthcare worker to retest both the mother and baby if they are eligible for retesting for HIV. The platform 
is being rolled out in a phased manner with 15 clinics using the platform in the first phase. 

Accomplishments and Results: 
 Meetings were conducted by the ASSIST mHealth team and stakeholders (Ministry of Health, 

Strategic Information Department, Swaziland Health Laboratory Services, Sexual Reproductive 
Health Unit, Health Information Systems Coordination Committee) to prepare for the pilot and 
coordinate the implementation of the project and select pilot sites (Q1). 

 After consulting with other PEPFAR implementing partners, we agreed to implement the 
mHealth project in other regions (Jan 2016). The following pilot sites were selected: 

o Lubombo Region: Good Shepherd Hospital, Siteki Public Health Unit, Siphofaneni Rural Health 
Center, Sithobela Health Center, Cabrini Ministries, Ubombo Hospital, Lomahasha, New 
Thulwane, Nkalashane, and Hlane 

o Hhohho Region: Lobamba, Motshane, Bhalekane, and Horo 
o Manzini Region: Raleigh Fitkin Memorial Hospital and King Sobhuza II  

 The ASSIST mHealth team held regular project meetings with the software development 
consultant (Technobrain Ltd), GSM service provider (MTN Swaziland) and the hardware vendor (PC 
Systems) to coordinate the mHealth system development and readiness for deployment process (Q1) 
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 The interface for capturing details of pregnant mothers when they come for testing and 
recording their results and appointment was developed by a consultant (software developer) 
and tested by the ASSIST mHealth project team (Figures 51 and 52) (Q1). 

 

Figure 52. Swaziland: Interface for the mHealth application 

 

 Fifteen (15) site readiness assessments have been conducted, 
hardware (desktop computers) procured for these facilities, and a software 

installation and training schedule for the facility-based health care workers has been 
developed (Feb 2016). Facilities will have the hardware and software installation done and the 
healthcare workers trained during the same session. 

 Testing of the system took place with 15 test subjects receiving SMSs reminding them of 
clinic appointments as well as availability of their laboratory results in the clinic (March 2016). 

 Identification and listing of indicators that will be tracked for this mHealth project was done at 
the start of the project. Collection of baseline data was conducted in March 2016 (Table 1).  

Table 1. Swaziland: PMTCT indicators and values of the mHealth application (Sept 2015 – March 
2016) 

Indicator 

Data source  
(for verification 
/validation of report 
from mHealth server) 

Sept 2015 

(Baseline) 

March 
2016 

(Baseline) 

# of HIV+ pregnant and lactating women who  ANC register 906 3413 
are registered in care  PNC register 

 HTC tally sheet 
# of HIV+ pregnant and lactating women who  ANC register 136 535
are initiated on ART  ART register 
# HIV+ pregnant and lactating women who had  Lab log book at 57 304 
a viral load test done and received their results facility 
within the reporting period  ANC register 
# pregnant and lactating women who were  ANC register 517 2169
retested for HIV during care in the reporting  PNC register 
period  HTC tally sheet 
# exposed babies who had an EID between 6-8  DBS log book at 207 1091 
weeks facility 
# exposed babies who had EID between 6-8  DBS log book at 168 812
weeks and received their results facility 
# exposed babies who were retested between  CWC register 4 38 
12 and 24 months (rapid test) 

 

 

 

Figure 51. Swaziland: 
Sample of text message 
received by test patient 
from the mHealth app 
system 
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c. Conduct operational research for TB screening among pregnant women 
Overview: Screening in Maternity to Ascertain TB Status (SMATS) Study. This study, conducted by 
ASSIST in collaboration with the Ministry of Health, evaluates the sensitivity and specificity of the current 
TB screening tool for pregnant and lactating women (both HIV-infected and not) as well as the additional 
benefits of adding screening diagnostics like the IGRA and a chest x-ray. This is a cross-sectional 
analytical study design involving pregnant and lactating women attending antenatal or postnatal care, 
respectively, at three facilities. Data are collected from all participants who agree to take part in the study, 
regardless of results of the four-symptom screening.  

It is anticipated that this study will assist in identifying of the most sensitive screening algorithm for 
pregnant and lactating women in Swaziland that maximizes the number of true cases detected to facilitate 
timely diagnosis and initiation of TB treatment. This, in turn, will help to improve maternal and child health 
outcomes in the country. 

Accomplishments and Results:  

 Data collection was done in 11 facilities, constituting clinics, health centers, and hospitals 
(Aug 2015 – March 2016).  

 As shown in Figure 53, 990 study participants were recruited. The recruitment rate showed 
declining trends from December 2015 until the completion of data collection in March 2016. The study 
reached the minimum required sample.  

Figure 53. Swaziland: Monthly participant recruitment for the SMATS study (Aug 2015 – March 
2016) 

 

 Figure 54 shows the study enrollment figures for all the recruitment categories from August 2015 to 
March 2016.The HIV-positive lactating category recorded less than 250, however more than the 
minimum sample required 173.  

Figure 54. Swaziland: Total recruitment by category of women, SMATS study (Aug 2015 – March 
2016) 
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 Tuberculin skin test loss to follow-up: The tuberculin skin test has been administered to 990 
women, however the loss to follow-up (LTFU) is high at 21% (249). The return rate within 48-72 hours 
for the reading of the skin reaction is very low due to various reasons, most relating to other 
engagements considered priority. 

d. Evaluation of TB-HIV Collaborative Activities in Swaziland  
Overview: As part of the evaluations of TB activities implemented under ASSIST and HCI, this activity 
was initiated three years ago but the approval process took very long. Approval was granted in April 2015 
and data collection occurred from August to November 2015. To build local capacity, data analysis and 
validation was conducted at a workshop conducted in January 2016 supported by ASSIST in 
collaboration with CDC. As recommended by WHO, Swaziland has over the years implemented TB-HIV 
collaborative activities. These activities aimed to decrease the burden of TB among PLHIV (4I’s): 

 Intensified TB case finding (ICF) the main strategic intervention to reduce TB-associated morbidity 
and mortality among PLHIV 

 Isoniazid preventive therapy (IPT) provision a strategy used to reduce the risk of progression of TB 
from latent to active disease, and patients diagnosed with active TB  are to be initiated on TB 
treatment 

 TB infection control (TBIC) practices in healthcare and congregate settings especially TB clinics and 
hospitals   

 Early ART initiation among TB patients regardless of their CD4 count cell 

ASSIST in collaboration with the Ministry of Health, evaluated the implementation of these activities with 
to identify key performance areas that the HIV and TB programs need to improve in their collective quest 
to contain the dual epidemic which has put enormous pressure on the health delivery system in 
Swaziland. 

There were two main components to this evaluation: a retrospective quantitative review and data 
abstraction from TB and HIV facility data sources, and a TBIC evaluation involving completion of a facility 
assessment tool and HCW knowledge, attitudes and practices (KAP) survey. These are described in 
more detail below. Data collection was conducted from August to October 2015. The evaluation was 
conducted in 11 TB and HIV care and treatment sites. The sites were purposefully selected to ensure 
representation of all four regions of Swaziland and all facility types (hospitals, health centers and clinics). 
Sites were required to have provided both TB and HIV services and been operational at least one year 
prior to study initiation, with enough patients to achieve sample size.  

A cohort sampling strategy was used to assess the ICF cascade and ART uptake. For the ICF cascade 
assessment, HIV care and treatment facility records were retrospectively examined to identify a cohort of 
eligible patients for data abstraction. Patients were considered eligible for inclusion if they were at or older 
than 15 years, seen at a select site between 1st July to 30th November 2014, and not diagnosed with TB 
within the twelve months preceding the beginning of the study. For the ART assessment, TB facility 
records were retrospectively examined to identify a cohort of eligible patients aged ≥15 years, seen during 
and retained by the end 30th November 2014, and with an unknown or positive HIV status. 

Accomplishments and Results:  

 January 2016. 2,058 PLHIV were included in this evaluation for ICF. Of these, 45.6% were male, 
54.2% were female. The median age was 33 (interquartile range [IQR]: 27-41). The median age for 
men [36 (IQR: 30-43)] was higher than for women [30 (IQR: 25-38)]. Nineteen percent (19%) of 
PLHIV received their care at a clinic, 34.0% at a health center, and 46.5% at a hospital. The cascade 
showed that about half of the people with a positive TB screen received a diagnostic evaluation, 
however, 70% of those who had a diagnostic evaluation were found to have a positive TB diagnosis, 
and 82% went on to initiate appropriate TB treatment (Figure 55).  The study revealed that more 
women than men access care. However, once on treatment, especially anti-TB treatment, more men 
than women achieve treatment success; with more women failing or defaulting treatment (Figure 56). 
This information will be used to design interventions that strengthen the implementation of TB/HIV 
collaborative activities. 
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Figure 55. Swaziland: Cascade results of TB/HIV collaborative activities, 11 HIV clinics (July – Nov 
2014) 

 

Figure 56. Swaziland: Cascade results of TB/HIV collaborative activities disaggregated by gender 
(Jul – Nov 2014) 
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e. Conduct a research on using the TB LAM test among PLHIV 
Overview: Evaluating the incremental value of using the TB LAM test in intensified case finding 
for TB in people living with HIV- TB LAM study. This study, conducted by UNAIDS and USAID 
ASSIST in collaboration with the Ministry of Health, evaluates the incremental added value of the addition 
of the urine TB LAM test into routine TB screening among PLHIV attending ART clinics for care and 
treatment in Swaziland. Through this implementation research, the study aims to generate evidence to 
help reduce time to treatment and improve TB case detection among presumptive TB patients who are 
unable to submit sputum. It also aims to evaluate utility and issues surrounding nationwide-scale 
implementation of Urine TB LAM test when used in conjunction with the TB symptom-screening tool. In 
this prospective observational study we were targeting consecutive HIV positive patients attending the 
ART clinics at Mbabane, Hlatikulu Government Hospitals and Raleigh Fitkin Memorial Hospital, for 
treatment and care were consecutively recruited and investigated at their first contact with the facility 
during the data collection period which lasted for five months (April to September 2015). Purposive 
sampling methods were used for this study. All HIV positive adults (ages 18 years and above) who were 



 

USAID ASSIST Project Semi-annual Performance Monitoring Report 101 

patients attending the HIV care centers were eligible for enrollment in the study, regardless of their ART 
status, as long as they had no current TB diagnosis and were not previously initiated/enrolled for IPT for 
the past two months of the data collection period. The study will provide information on national scale-up 
of implementation of effective TB screening algorithms, in an effort to increase timely detection of true TB 
cases among PLHIV. Therefore, through early detection and early treatment of TB, the burden, morbidity 
and mortality due to TB is likely to be reduced.  

Accomplishment and Results:  

 All study participants (417) were recruited (Sept 2015).  

 All laboratory results were received back from Swaziland Health Laboratory Services (SHLS) 
(Dec 2015) 

 Data analysis was conducted once all the data 
(laboratory and patient data) was received 
(Feb 2016). The study showed that the TB LAM 
has a low sensitivity of 5% yet it has a good 
specificity of 96%. Table 2 illustrates the 
sensitivity and specificity of the TB LAM test.  

 A positive sputum culture for MTB was 
significantly associated with a positive TB LAM 
test for CD4 cell count<100: odds ratio (OR) 
=12.5; 95% CI: 2.1- 73.5; p-value=0.005. This is 
in keeping with other evidence regarding to TB 
LAM. Table 3 shows detailed results of the TB 
LAM relative to culture classified by CD4 
category.   

Table 3. Swaziland: TB LAM as a predictor for positive sputum culture 

CD4 cell TB LAM TB Culture Total OR [95% CI] (for p-value 
count positive culture) 

Negative Positive category 
(cells/mm3) 

Negative 30 4 34 1 (ref) 0.005 
100 12.5 [2.1-73.5] Positive 3 5 8 

Negative 36 5 41 1 (ref. neg.) 1.6 0.649 
100	 200 [0.2-13.5] 

Positive 1 1 2 

Negative 258 15 273 
200 

Positive 8 0 8 

 Total 336 30 366  

Challenges and Remedies 

mHealth:  

The Laboratory information system (LIS) configuration was changed in March 2016 and started using a 
different variable to label each patient result. This has affected our results and will potentially block the 
implementation of the project since this variable is the basis for uniquely identifying each laboratory test 
and for initiating the SMS reminders. We have liaised with the SHLS to request the LIS vendor to reverse 
the changes and we are awaiting feedback.  

Table 2. Swaziland: Cross tabulation of TB 
culture and TB LAM 

TB Culture 
Total 

B LAM 

Positive  Negative 

18
Positive  6  12 

348
Negative  24  324 

366Total  30  336 
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SMATS Study:  

 Resignation of study staff following other job opportunities, which presented delays in the 
recruitments 

 Lab accidents and specimen contaminations at the lab presenting a decrease in recruitment rates  
 Difficulty of sputum production, majority of participants were only able to produce one sputum sample, 

which would be prioritized for sputum culture test hence there are minimal GeneXpert results 
available.  

TB-HIV Evaluation:  

 The sample size was difficult to reach due to patient volumes within the defined period of data 
collection. The cohort was then stretched from July to November instead of September 2014. 

Improving Equity 

URC Swaziland has been tracking sex-disaggregated data since the beginning of ASSIST and has 
implemented gender-sensitive interventions. The project has continued to do track sex-disaggregated 
data to inform the interventions to close gaps in service delivery.  

The TB-HIV study revealed that more women than men access care which is in keeping with known 
health seeking behavior patterns. However, once on treatment, especially anti-TB treatment, more men 
than women achieve treatment success; with more women failing or defaulting treatment. The results of 
this study will be used to inform interventions for women living with HIV on TB treatment to improve their 
outcomes.  

Planned Activities Next Quarter: April - June 2016 

mHealth 

 Roll out mHealth app to the 15 facilities 
 Training of the health care workers on the mHealth application 
 Handing over the system to MOH 

SMATS Study 

 Finalize SMATS study data cleaning and analysis 
 Write the study report 
 Disseminate the study findings to all stakeholders 

Evaluation of TB-HIV activities 

 Finalization of the report 
 Dissemination of the evaluation findings  
 Development of manuscripts for publication  
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SOUTHERN AFRICA REGION 

Background 

Malnutrition in the Southern Africa (SA) region is a persistent problem. HIV and malnutrition interact in a 
vicious cycle. The infection causes or aggravates malnutrition through reduced food intake, increased 
energy needs, impaired nutrient absorption, and nutrient losses associated with frequent and persistent 
diarrhea. Malnutrition can hasten the progression of HIV, further weakening the immune system, 
increasing susceptibility to opportunistic infections and reducing the effectiveness of both anti-retroviral 
therapy (ART) and treatment of opportunistic infections. Thus, nutrition and food security support is a 
critical component of a comprehensive HIV/AIDS programs to improve clinical outcomes for people living 
with HIV (PLHIV) and to mitigate the impact of the disease on HIV-affected families.  

South Africa is one of the 34 countries that account for 90% of the global burden of malnutrition. 
According to the Southern Africa’s Child Healthcare Problem Identification Programme’s Saving Children 
Report (2012-2013) of all hospitalized children that died in 2012-2013, 29% were underweight for age and 
a further 30% were severely malnourished. DHIS 2014/15 data reflects the South Africa case fatality rate 
(CFR) of in-hospital severe acute malnutrition of children under age 5 at 11%, way beyond the World 
Health Organization (WHO) threshold of <5%. In Lesotho, malnutrition is the underlying cause of 22% of 
child mortality and according to a 2013 MOH annual review a CFR of 19% due to severe acute 
malnutrition (SAM) was reported in hospitals across 7 districts. Findings from the 2003 Mozambique 
Demographic and Health Survey reports that acute undernutrition acts as a contributing factor in 36% of 
child deaths. A child mortality study conducted by the University of Botswana in 2013 indicated that one 
of the major causes of child mortality is malnutrition. Sixty-three percent (63%) of children who died had 
some degree of malnutrition.  

The USAID ASSIST Project has been given the mandate to contribute to the evidence base on how 
integration of Nutrition Assessment Counselling and Support (NACS) services into HIV/AIDS care can 
influence engagement, adherence, and retention of people living with HIV (PLHIV). In addition, the project 
will work to reduce the prevalence of moderate and severe acute malnutrition and case fatality rates 
associated with SAM.  

Currently, ASSIST’s work focuses on three provinces in SA with high number of SAM admissions and/or 
CFR (Free State – 12%, KwaZulu Natal – 10% and Gauteng – 9%). Following a baseline assessment, an 
average of five feeder facilities per hospital will be selected based on the number of SAM referrals for 
admissions to the respective hospitals. This will add up to about 20 selected sites for support in SA. A 
similar approach will be followed in Lesotho, Mozambique, and Botswana and five to 10 facilities per 
district will be chosen for support in the respective countries. Thus, the proposed number of sites for 
support in the region will be about 35-50. 

Province District  Facility with high number of 
admissions and/or deaths  

# SAM 
Admissions 

# SAM 
Deaths  

CFR  

Free State Lejweleputswa Bongani Hospital 61 18 29.5% 
 

KwaZulu 
Natal  

Ugu G J Crooke’s Hospital  109 17 15.6% 

Gauteng City of Johannesburg 
Metropolitan 
Municipality    

Chris Hani Baragwanath 
Hospital  

59 7 11.9% 

Botswana  
We will work with the USAID missions to select a maximum of 10 sites per country. 

Lesotho 

Mozambique Four FANTA Implementation sites: 
Nampula Province: 

 

Angoche’s Rural Hospital  
Mecubúri Health Centre 
 

Zambezia Province: 
Nicoadala Health Center  
Alto Molócuè Health Center
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ASSIST will be providing technical assistance in quality improvement (QI) for this initiative and work with 
site level staff to implement recommended approaches. ASSIST’s objectives are: 

 Build the capacity of service delivery organizations (Ministry of Health/ stakeholder) to improve the 
effectiveness, efficiency, client-centeredness, safety, accessibility, and equity of the NACS services in 
the context of HIV  

 Institutionalize the capacity to improve through competency development at the in-service and policy 
levels 

 Conduct monitoring and evaluation activities 
 Implement knowledge management activities to effectively and efficiently capture and disseminate 

learning about what improves outcomes 

Institutionalization/Sustainability Strategy 

USAID ASSIST is working to build the capacity of the provincial and district DOH/MOH leadership on 
SAM and MAM prevention and management. Additionally, the project will assist the leadership to use 
knowledge for action and decision making through the QI methodology. ASSIST is supporting the 
implementation of a National Implementation Framework for the Integrated Management of Acute 
Malnutrition in South Africa that ensures consistency and uniformity in the approach. This includes the 
development of training guidelines for MAM and SAM prevention and management in South Africa. 
ASSIST is supporting the identification and orientation of QI teams at all levels.  

Scale of USAID ASSIST’s Work in Southern Africa Region 

 

 

South Africa DOH 

MOH in Lesotho, Mozambique & 
Botswana 

 

3 out of 9 provinces in South 
Africa 
3 out of 52 district 
2 provinces in Mozambique  

TBD provinces in Lesotho, 
Botswana 

20 Health facilities in South Africa 
10-20 TBD sites in Lesotho, 
Botswana,  

4 sites in Mozambique 

 

TBD QI teams 

Program Overview 

What are we trying to accomplish? At what scale? 

1. Advocacy and planning for the acceleration of the prevention and management of moderate 
and severe acute malnutrition (MAM and SAM) 

 Advocacy and planning meetings with provincial  South Africa: 3 provinces (Free State, 

and district leaders to buy-in into the accelerated KwaZulu Natal and Gauteng), 3 districts, 20 

plan for prevention and management of MAM sites 

and SAM towards institutionalization of program  Lesotho and Botswana: provinces TBD, 10-

 Identification of provincial and district key focal 20 sites 

persons 
 Facilitate multi-sectorial linkages 

HIV/AIDS & 
Nutrition
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What are we trying to accomplish? At what scale? 

2. Conduct a situational analysis on MAM and SAM 

 Adaptation of baseline assessment tool for  South Africa: 3 provinces (Free State, 

NACS3 quality KwaZulu Natal and Gauteng), 3 districts, 20 

 Conduct baseline assessment at project sites to: sites 

o Identify bottlenecks and quality gaps    Lesotho and Botswana: provinces TBD, 10-

o Estimate caseloads 20 sites 

 Feedback sessions to Provincial M/DoH, district 
managers and facility operational managers  

3. Build capacity of Ministry/ Department of Health Staff and service delivery organizations 

 Development of quality improvement training  South Africa: 3 provinces (Free State, 

materials for SAM and MAM prevention and KwaZulu Natal and Gauteng), 3 districts, 20 

management sites 

 Training attached with mentoring, coaching and  Mozambique: 2 provinces (Nampula and 

supportive supervision Zambezia), 4 sites 

 Procurement and distribution of Mid-upper arm  Lesotho and Botswana: provinces TBD, 10-

circumference (MUAC) measuring tapes 20 sites 

4. Support development and implementation of action plans for the acceleration of the 
prevention and management of MAM and SAM 

 
 



Setting up facility quality improvement teams 
Development of facility, district, provincial, and 
outreach SAM and MAM prevention and 
management 

 Action plans 

 

 

 

South Africa: 3 provinces (Free State, 
KwaZulu Natal and Gauteng), 3 districts, 20 
sites 
Mozambique: 2 provinces (Nampula and 
Zambezia), 4 sites 
Lesotho and Botswana: provinces TBD, 10-
20 sites 

5. Creating data demand and information use 

 Conduct ongoing monitoring of program with all  South Africa: 3 provinces (Free State, 

stakeholders KwaZulu Natal and Gauteng), 3 Districts, 20 

 Empower provincial and district health units to sites 

monitor plans  Mozambique: 2 provinces (Nampula and 

 Support the development and utilization of a Zambezia), 4 sites 

nutritional dashboard for decision making  Lesotho and Botswana: provinces TBD, 10-

 Knowledge management and disseminate 20 sites 

learning about what improves outcomes 

       Improvement Activity  

Accomplishments and Results by Activity (October 2015 – March 2016) 

General 

 ASSIST recruited a Regional Nutrition Advisor to lead the work (Jan 2016). The Regional Nutrition 
Advisor came on board on January 20, 2016. The scope of work includes: 

o Providing support to HIV and nutritional programs with the Southern African region  
o Support the development of strategies to ensure improvement in the quality of nutritional programs 

                                                      

 

3 NACS refers to Nutrition Assessment, Counseling and Support. This includes services at both primary health care and hospital 
level thus it addressed the prevention and management of both MAM and SAM  
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o Monitor the progress of Nutrition service delivery and support the implementation of appropriate 
remedial strategies 

o Strengthen a multi-sectorial approach of linkages to the nutrition program  
o Support the use of data for decision making at the designated health facilities 
o Build capacity of the service delivery organizations to improve the nutrition services they provide  

 ASSIST is in the process of employing two Nutrition Officers to support the project 
implementation (March 2016). 

 ASSIST shared a final version of the work plan with USAID and sites for SA to agree on (March 
2016). 

Activity 1. Advocacy and planning for the acceleration of the prevention and 
management of moderate and severe acute malnutrition (MAM and SAM)  

Overview: Nutrition is a multi-sectorial issue and should therefore be included in a range of sector 
strategies and programs to address inequity and the social and economic determinants of malnutrition. 
Although the health sector plays a key role in the implementation and scale up of nutrition specific 
interventions other sectors including but not limited to agriculture, social development and education need 
to be part of nutrition sensitive interventions to address the above mentioned issues. This has been 
known for some time yet nutrition did not receive the attention it deserved. In 2010, a Framework for 
Scaling up Nutrition was developed to reposition nutrition on the international agenda. Unfortunately, this 
framework has not cascaded down to reach all levels of care in the health system. Advocacy is therefore 
crucial to ensure that both management and implementers understand that nutrition is a crosscutting 
priority to all the clients served in the health care system in order to prevent and manage malnutrition. 
The success of any project lays in the buy-in from management thus ASSIST involves management from 
all levels including, Provincial Ministry/Department of Health, district managers, facility operational 
managers and PEPFAR partner management to advocate for the acceleration of the prevention and 
management of severe and moderate malnutrition.  

Accomplishments and Results:  

 ASSIST held preliminary meetings with USAID and NDOH (NDOH meetings Feb 15 - Mar 3, 2016 
USAID meeting Mar 10, 2016). The meetings have provided strategic direction for SA. 

 ASSIST initiated discussions with the USAID missions and other key stakeholder in Lesotho, 
Mozambique and Botswana (Botswana and Lesotho: Feb 2016 - present, Mozambique: Mar 2016 - 
present). 

Activity 2. Conduct a situational analysis on MAM and SAM 

Overview: 

The goal of quality care is to use the available resources in providing quality care to the population in the 
timeliest, effective and efficient manner possible. A situational analysis is required to ensure that all the 
enabling factor as well as barriers to providing high quality care are explored. This will then guide the 
development of site level quality improvement plans. ASSIST will collaborate with the DoH in the effort to 
conduct baseline assessments of all selected sites to identify quality gaps and bottlenecks to be address 
through quality improvement. 

Accomplishments and Results: 

 ASSIST adapted a baseline assessment tool for continuous QI (March 2016). The baseline 
assessment tool was adapted following ASSIST’s previous involvement in NACS work.  

 ASSIST is in communication with the provincial DOH to conduct a baseline assessment in 
selected sites in SA (Mar2016 - present). 

Activities 3-5.  

Due to delays in work plan revision and approval, these activities have not yet commenced.  
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Challenges and Remedies  

 Delay in initiation of advocacy meetings and baseline assessment at project sites. We presented the 
scope of work to NDOH and the USAID mission in SA for approvals. Following this, we initiated 
advocacy meetings with provincial DOH and USAID missions in Lesotho, Mozambique, and 
Botswana for their approval.  

 FHI30 rejected the subcontract for the work resulting in the need to revise the work plan and site 
selection. Following discussions with USAID mission, there was consensus that ASSIST extends the 
scope of work to 12 months and recruit additional staff.  

Improving Equity 

The baseline assessment tool for continuous QI will be adapted to include sex depending on national 
routine data available per country, to allow for the analysis of sex-disaggregated data to identify gender-
related gaps and issues. Any gender-related gaps or issues will be addressed with targeted improvement 
activities. QI trainings and learning sessions will also integrate gender, to improve equity.  

Planned Activities Next Quarter: April – June 2016 

 Appoint two Nutrition Officers to support implementation of this plan 

 Consultative and advocacy meetings with provincial and district leaders to buy-in into the accelerated 
plan for prevention and management of MAM and SAM (3 provinces in South Africa) 

 Hold stakeholder meetings with USAID mission and key partners in Lesotho, Mozambique and 
Botswana to obtain buy-in, finalize site selection and schedule dates for baseline assessments   

 In collaboration with DOH staff, schedule the baseline assessment at selected project sites in SA 

 Develop QI training package for SAM/MAM incorporating elements of the NACS training package 

 Conduct one CQI training at provincial level  

 Monthly and quarterly mentoring and coaching support visits based on performance from the baseline 
assessment 

 Develop a nutrition indicator dashboard to monitor progress and support use of data for decision-
making 
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TANZANIA  

Background 

In FY16, ASSIST is continuing to support the Ministry of Health, Community Development, Gender, 
Elderly, and Children (MOHCDGEC) and implementing partners to scale up ART quality improvement.  
This work is building on activities started in 2012 with ASSIST and on activities begun under the Quality 
Assurance Project in 2003 and continued under the USAID HCI Project from 2008 to 2012. In FY16, 
ASSIST is strengthening QI institutionalization at the sites we previously worked in, and new sites 
covering high-volume facilities in priority districts of Kagera and Mara regions. When the Kagera and 
Mara improvement sites are operational, ASSIST will have established improvement sites in all regions of 
the country.  Thereafter, ASSIST’s emphasis will be on 42 priority districts of high prevalence to increase 
impact while building the capacity of Regional and Council Health Management Teams (RHMTs/CHMTs) 
to sustain the gains from previous efforts. At all sites, improvement efforts will focus on the quality of care 
package of intervention that includes scaling up HIV testing and counseling, ART, PMTCT, and VMMC in 
line with PEPFAR 3.0 guidance of doing the right thing at the right place. 

Institutionalization/Sustainability Strategy 

ASSIST is continuing to work within the MOHCDGEC structures in supporting work started in FY15 to 
develop and implement a National QI Strategic Plan, update QI tools and guidelines, and organize 
periodic national quality improvement (QI) fora to share best practices. ASSIST will continue building 
skills and capacities of RHMTs and CHMTs to lead these processes and support districts to develop local 
budgets for QI activities. ASSIST will also work with RHMTs and CHMTs in improving QI skills for frontline 
care workers through training and supply of improvement tools and guidelines.   

Scale of USAID ASSIST’s work in Tanzania 

 

 
MOHCDGEC, 14 IPs 

39 out of 42 priority scale-up 
districts  

129 out of 129 sustained 
districts 

594 facilities 

240 communities 

757 QI teams 

23,289,864 out of 45 million 

 

 

 

 
Program Overview 

What are we trying to accomplish? At what scale? 

1. Strengthen the capacity of the MOHCDGEC and IPs to continuously improve the quality of 
PMTCT care and support scaling up PMTCT Option B+ countrywide 
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What are we trying to accomplish? At what scale? 

 

 

 

 

Strengthen MOHCDGEC leadership to facilitate 
institutionalization of QI as a tool towards 
achievement of e-MTCT 
Support MOHCDGEC, R/CHMTs and IPs to 
increase access to HIV prevention, testing, care, 
treatment, and support to pregnant, postnatal 
women, HIV-exposed and infected children 
Support R/CHMT, facility improvement teams and 
IPs to improve retention to HIV care for infected 
women and their exposed infants 
Support R/CHMT, facility improvement teams and 

National 

New regions: 2/30 (Kagera and Mara).  

PEPFAR priority districts 40/152 

Scale-up saturation 27 districts; scale-up 
aggressive 13 districts 

22 high-volume sites out of 4,010 sites 

Old regions: 25 out of 30 regions, 

40 out of 42 priority districts: 27 saturation + 
13 aggressive 

IPs to improve wellbeing of the infected pregnant 
and breastfeeding women and their families 

129 sustained districts 

594 of 4,010 sites   

2. Support the MOHCDGEC and IPs to scale-up improvement activities for 
achieve sustainable patients coverage, retention and clinical outcomes 

ART services to 

 Support MOHCDGEC, RCHMTs and IPs to scale up National 

 
HIV/AIDS care improvement efforts to 4 new regions 
Provide TA to MOHCDGEC, R/CHMT in integrating 
essential services with ART program   

New regions: 2/30 (Kagera and Mara).  

PEPFAR priority districts 42/152 

 Strengthen follow-up of ART patients for retention Scale-up saturation 27/152 districts; scale-up 
and clinical outcomes aggressive 13 districts  

22 high-volume sites out of 4,010 sites 

Old regions: 25 out of 30 regions, 

40 out of 42 priority districts, 27 saturation + 
13 aggressive 

129 sustained districts 

594 of 4,010 sites 

 Strengthen patient-centered care and treatment 2 districts in Morogoro; 14 facilities 

3. Support the MOHCDGEC, MVC, IPs and local structures to strengthen quality of care, support 
and protection to most vulnerable children (MVC) through improvement approaches 

 Support the Department of Social Welfare (DSW) of 
the MOHCDGEC and MVC IPs in improving and 
strengthening the MVC care response system  

National 

 Strengthen families and households of MVC to 
improve care, support, and child protection 

2/6 districts in Pwani Region  

 Strengthen service integration and community 
linkages  

7/33 wards in Muheza District, Tanga Region 

 Implement a comprehensive care package 
addressing child protection and wellbeing in a model 
district 

3/22 wards in Bagamoyo and 3/18 wards in 
Mkuranga District in Pwani Region 

 Support the Department of Social Welfare (DSW) of 
the MOHCDGEC and MVC IPs in improving and 
strengthening the MVC care response system  

National 

4. Support the MOHCDGEC, local government authorities (LGAs), and community-based IPs to 
strengthen structures and mechanisms used by communities to maximize linkages and 
coordination of home-based care (HBC) and social protection 

 Support MOHCDGEC and IPs to scale-up utilization 
of HBC and standard operating procedures 
nationwide 

Nationwide 
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What are we trying to accomplish? At what scale? 

 Support R/CHMT and IPs to integrate HBC, MVC, 
and clinical services across a continuum of care 7/33 wards in Muheza District   

 Support MOHCDGEC and IPs to strengthen M&E 
system 

14 wards in Tanga City 

5. Support MOHCDGEC and IPs to improve access to testing and linkage to HIV/AIDS care and 
services for infants and children under 15 years 

 

 

 

 

Increase the proportion of HIV-exposed infants and 
children seeking outpatient and inpatient care  
Increase the proportion of HIV-exposed children who 
receive HIV deoxyribonucleic acid (DNA)/PCR test 
results within 4 weeks of sample collection  
Increase proportion of HIV-positive infants and 
children who initiated ART  
Increase the proportion of HIV-infected infants and 
children who are retained on ART  

4/30 regions: Njombe, Tabora, Shinyanga 
and Morogoro) 

22/24 districts 

42/222 health facilities 

 

6. Work with MOHCDGEC and IPs to improve safety, increase quality and the level of 
integration of Voluntary Medical Male Circumcision services 

 

 

 

 

Support the MOHCDGEC in improving access, 
safety, and quality of medical male circumcision 
(MMC) for adults over 10 years and children under 
60 days 
Support IPs and facility providers to reduce adverse 
effects resulting from male circumcision 
Support the MOHCDGEC frontline workers to 
improve VMMC logistics and supplies 
Increase the capacity of health care providers and 
IPs to provide high-quality male circumcision 
services 

5/30 regions: Njombe, Iringa, Mbeya 
Shinyanga, and Tabora  

34/66 districts/councils   

55/1027 health facilities 

50 MMC national and regional trainers for 
5/12 priority regions 

Establish 34 district/council QI teams 
working with early infant male circumcision 
(EIMC) & VMMC 

VMMC (adult) target 1,518,683 in 5 regions  

EIMC target: 2000 in 5 regions 
7. Work with MOHCDGEC and IPs to improve effectiveness, efficiency and safety of provider 

initiated HIV-testing and counseling (PITC) services 
 Strengthen integration of PITC in primary care 1/30 regions (Dodoma) 

1/42 districts (Dodoma Municipal Council) 

16/72 facilities in Dodoma Municipal Council 

 Support the MOHCDGEC frontline workers to 
improve HIV testing, safety and referral, logistics 
and supplies 

8. Support MOHCDGEC and IPs to improve continuum of care and retention of PLHIV through 
strengthening of linkages between community and facility actors 

 

 

 

Improve coordination and collaboration of facility and 
community providers to provide seamless link from 
HTC to ART for all clients 

Promote clients and community involvement in HIV 
care linkages through tasks sharing and support 

Support the R/CHMTs to improve the information 
systems to inform on program progress 

4/30 regions: Shinyanga Njombe, Iringa and 
Tanga  

5 districts, 18 wards, 59 communities  

 

9. Support MOHCDGEC and IPs to improve quality of integrated PMTCT services in MNCH 
settings 
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What are we trying to accomplish? At what scale? 

 

 

Support MOHCDGEC, IPs, R/CHMT in the 
development of implementation of integrated care 
package for PMTCT and MNCH services 

Support MOHCDGEC, IPs, R/CHMT in integrating 
TB/HIV interventions in MNCH settings 

3/30 regions: Katavi, Ruvuma, and Rukwa  

13 out of 42 priority districts, 34 sites 

 

  Improvement Activity 

Accomplishments and Results by Activity (October 2015 – March 2016)  

Activity 1: Strengthen the capacity of the MOHCDGEC and IPs to continuously 
improve the quality of PMTCT care and support scaling up of PMTCT Option B+ 

Overview: 

During this reporting period ASSIST continued to provide technical support to the MOHCDGEC and IPs 
to improve quality of PMTCT and pediatric ART services. In FY16, PEPFAR has directed all USG 
partners to work intensively in 42 priority districts across the country.  

Accomplishments and Results: 

Morogoro Region 

In November 2015, ASSIST supported R/CHMT and regional IPs in coaching and mentoring staff from 8 
PMTCT sites in Morogoro Region reaching 87 QI team members. In this endeavor, emphasis was put on 
increasing early ANC booking, male partner HIV testing at Reproductive and Child Health (RCH) services, 
early infant diagnosis (EID), and reduction of loss to follow-up. QI teams were coached on how to 
correctly use appointment registers to identify and track clients who miss appointments through provision 
of a weekly list to home based care (HBC) coordinators for follow up. Regional IPs and R/CHMTs 
continued with redistribution of supplies between facilities to minimize stock-outs.    

Results: 

 EID at 4-6 weeks increased from 7% in May 2014 to 81% in October 2015 through the following 
tested changes: continuous reminders to clients during pregnancy, giving appointment for postnatal 
clinic at discharge from labor ward, and linking HEI to PMTCT follow-up at 4-6 weeks (Figure 57). 

 HTC for children under 15 years in pediatric wards increased from 1% in May 2014 to 60% in October 
2015 through target setting for PITC, ensuring that trained HIV counselors are present during each 
shift, and including pediatric PITC in ward reports. 

 Enrolment of HIV+ under 15 years increased from 58% in May 2014 to 75% in October 2015 through 
escorting HIV-infected children to care and treatment centers (CTC) on the day of diagnosis.     

 Retention of mother baby pairs seen together at RCH clinics increased from 46% in December 2014 
to 95% in October 2015 through giving same-day clinic appointment and keeping baby’s record in 
mothers file.   

 Male partner HIV-testing at RCH clinics increased from 8% in September 2014 to 48% in October 
2015 (Figure 58).  
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Figure 57. Tanzania: Increased access to EID through DNA PCR test at 4-6 weeks, 10 facilities, 
Morogoro Region (May 2014 – Oct 2015) 

 

Figure 58. Tanzania: Percentage of male partners tested and counseled for HIV at RCH, Morogoro 
Region (Sept 2014 – Oct 2015) 
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Monitoring confirmatory testing at six weeks after cessation of breastfeeding has remained a challenge 
due to loss to follow up of clients and difficulties in identifying children eligible for the HIV test in a given 
month as they are not registered as a cohort. On the other hand, the following changes were noted to 
improve confirmatory testing: 

 Screening all newborn babies for HIV status at postnatal clinic and enrolling HEI on 28th /42nd day 
for PMTCT follow-up care.   

 Registering HEI as a cohort by month of birth to ease follow-up for HIV confirmatory testing.  

 Continuous counseling of HIV-positive mothers building their ability to demand for services.   

 Advocacy with community/religious leaders and groups to be change agents for improving early ANC 
booking, male involvement, and retention to care through formation of community QI teams. 
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Dar es Salaam and Pwani regions 

 ASSIST supported the QI focal persons of the Pastoral Activities and Services for People with 
AIDS Dar es Salaam Archdiocese (PASADA) to conduct coaching and mentoring to 10 
facilities, supporting 82 service providers (Dec 2015). Follow-up coaching was conducted in 
February 2016 where nine out of the ten facilities were reached and supported. During this visit, 
teams were supported on how to apply the Improvement Model to address weak scores in the 
PEPFAR Site Improvement through Monitoring Systems (SIMS) performance evaluation.   

 Results: Progressive improvement is being observed in EID (from 32% to 72% between June 2015 
and January 2016) (Figure 59), early ANC booking (13% to 23% between June 2015 and February 
2016) and male partner testing for HIV at RCH (17% to 27% between June 2015 and February 2016) 
(Figure 60). 

Figure 59. Tanzania: Percentage of HIV exposed children who received Early Infant Diagnosis of 
HIV, 10 sites of PASADA vs one site of PASADA (St. Xavier Chang’ombe) (June 2015 – Jan 2016) 

 
Figure 60. Tanzania: Percentage of pregnant women enrolled in early ANC and percentage of male 
partners testing for HIV at RCH in ten sites of PASADA (June 2015 – Feb 2016) 
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Nzega District, Tabora Region  

 An experience-sharing session among initial Partnership for HIV Free Survival (PHFS) and 
scale up sites was carried out in Nzega District (Nov 10-13, 2015). The main aim was to share 
experiences between the initial sites implementing PHFS and scale up sites. A total of 28 health care 
providers from the 30 sites and five CHMT members attended the sharing session. Facilitation was 
mostly carried out by the CHMT members while ASSIST and EGPAF provided technical support 
when needed. 

Mbeya City Council, Mbeya Region 

 Coaching and mentoring sessions were held across the 10 initial sites of Mbeya City (Oct 12-
16, 2015). The main objective of the coaching was to collect outcome data on the HIV status of HEI 
who had completely stopped breastfeeding after 12 months. The team also looked at the functionality 
of the QI teams and updated data in the other indicators. 

 Coaching and mentoring was also conducted to 28 PHFS scale up-sites of Mbeya City (March 
7-18, 2016). The aim was to assess how the scale up sites adapted the tested changes from the 
initial sites and if there were any improvement in the areas monitored. The team also looked at the 
functionality of the QI teams, updated and verified indicator data collected by the QI teams. It was 
observed that: 

 Results: Improvement was noted in the post-natal mothers attending all four standard postnatal visits 
from 12% in March 2015 to 64% in February 2016 (Figure 61). Counseling on nutrition to HIV 
pregnant and lactating mothers improved from 0% to 43% in February 2016, and exclusive 
breastfeeding rates improved from 46% during the same time period. 

Figure 61. Tanzania: Percentage of postnatal mothers completing all four standard postnatal 
visits, scale-up sites and old sites, Mbeya City Council (July 2013 – Jan 2016) 
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Training of Baylor College of Medicine (BCM) Staff on CQI 

 ASSIST trained 15 Baylor staff in Mwanza from February 22-26, 2016 and another group of 15 
staff in Mbeya from March 16-18, 2016. BCM is a USG partner supporting pediatric ART programs 
countrywide. The BCM administration asked ASSIST to support and build the capacity of their team in 
CQI so that they can support their sites. 
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Korogwe and Tanga City 

 ASSIST facilitated the first learning session in Korogwe and Tanga City PEPFAR-priority 
districts for Tanga Region (February 8-13, 2016). The learning session brought together CHMT, 
service providers from 8 high volume health facilities from Tanga city, and 4 from Korogwe. A total of 
2 RHMT, 8 CHMT, 50 service providers and 47 HBC providers were supported to understand and to 
use improvement methods in their local contexts to improve ART/PMTCT care. At the end these 
sessions, 12 QI teams developed plans to be implemented in the next action period. 

Mufindi District 

 In this priority district, a coaching and mentoring session exercise was provided to 23 health 
care providers and 3 CHMT members in the initial 10 sites PHFS sites to assess the positivity 
rate among confirmed HIV-exposed children before (2013) and after PHFS implementation 
(2015) (Jan 25-29, 2016). Results showed a total of 1,628 children were confirmed by 2015, and 54 
infants turned HIV-positive (3%). The team also assessed the functionality of the teams and verified 
collected indicator data for other improvement objectives. 

Preparations and participation in the Global PHFS Meeting 

A global meeting on PHFS took place in Dar es Salaam February 9-10, 2016 at White Sands Hotel. 
ASSIST at headquarters hosted the meeting, drew the agenda and invited all the participants and 
ASSIST Tanzania did all the preparations and local logistics. Participants from all six countries 
implementing PHFS program; (Kenya, Lesotho, Mozambique, South Africa, Uganda, and Tanzania) and 
UN organizations attended. The objectives of meeting were:  

 To share changes and results leading to improvement across the PMTCT path in order to uncover 
and understand what each country has learned through PHFS activities;  

 To learn best ways to mainstream PHFS learning/activities into National PMTCT programs;  
 To plan next steps for documenting and spreading what we have learned regionally and globally. 

Activity 2. Support the MOHCDGEC and IPs to scale up improvement activities for 
ART services to achieve sustainable patient coverage, retention, and clinical 
outcomes 

Overview: In FY16, ASSIST is supporting the MOHCDGEC, IPs, RHMTs, and CHMTs in scaling up ART 
improvement efforts to priority districts in six new regions of Mara, Kagera, Ruvuma, Rukwa, Dodoma, 
and Mbeya. In these new regions, ASSIST is working with RHMTs and CHMTs to establish quality 
improvement activities in one district in each new region to create a learning platform to enable partners 
and RHMTs to scale up QI to other districts in their regions. ASSIST is continuing to provide technical 
support to RHMTs, CHMTs and partners with focus to applying quality improvement approaches to 
address the existing challenges including low enrolment to HIV care, significant retention gaps due to 
morbidity and loss to follow up, PLHIVs on ART not keeping scheduled appointments and delay in 
starting ART among HIV/TB co-infected patients.  

Accomplishments and Results: 

Engagement, Adherence and Retention (EAR) Assessment 

 ASSIST, R/CHMTs conducted a baseline assessment on determinants of engagement, 
adherence, and retention to treatment and community resources to support self-management 
for PLHIV (Oct 17-31, 2015). This was done in five high-volume sites of Mbeya District Council (DC): 
Mbalizi hospital, Mbalizi military hospital, Ilembo and Igoma Health Centres, and Isuto Dispensary. 
Data collection was disaggregated by sex and age (analysis on disaggregation will follow in the final 
report). Preliminary analysis revealed the following:  

o Nutrition assessment was being carried out routinely but categorization was poor.  
o Referral from facility to the community level was weak; in referred cased there was no evidence if 

clients went to visit referred sites and no reason was stated for their referral. 
o Not all facilities had a self-management program.  
o Monitoring of viral load was not done. 
o An average of 76% of HIV clients keep their scheduled appointments. 
o Most of facilities do not use the CTC 2 card codes effectively making it difficult to interpret issues. 
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 A one-day orientation was done to 15 peer mentors from the five sites implementing EAR on 
the chronic care model and how to assist clients to set and meet their goals (Dec 8, 2015). 
This was followed by a three-day (Dec 10-12, 2015) learning session for 15 health care 
providers from the same sites. They were trained on QI principles, process analysis and how to 
test changes. They developed implementation plans to be monitored during the action period. 

 ASSIST and CHMT teams carried out coaching and mentoring to five sites of Mbeya DC 
implementing the EAR program (Feb 22-26, 2016). A total of 18 health care providers, 7 peer 
mentors, and 2 CHMT members participated in this activity. The aim of coaching was to review the QI 
team performance, self-management plans, and referrals. Among these five sites, results showed 
that: 

o All facilities have started to implement the self-management program through identification of all 
eligible clients for self-management and documentation in the self-management forms and 
registers. 

o 90 out of 794 (11%) clients eligible for the program have self-management plans and 8 out of 90 
(9%) clients with plans have attained their goals. 

o Little improvement has been observed in clients’ adhering to their appointments (59% in Dec 
2015 and 65% in Feb 2015) and those who pick-up ARVs monthly (70% in Dec 2015 and 71% in 
February 2016).  

o The proportion of clients assessed and categorized by nutrition status has increased from 4% in 
December 2015 to 24% February 2016 (the required NACS registers, forms and equipment are in 
place).  

o Percentage of clients who have been in care for at least 6 months who are clinically well (working 
functional status, no weight loss of >2kgs, no new opportunistic infections, increasing CD4) 
improved from 41% in December 2015 to 48% in February 2016. 

Study on Loss to follow-up in Morogoro 
 As the ASSIST project is in the process of scaling up improvement activities for PLHIV, we need to 

understand why patients are lost to follow-up (LTFU) so that the improvement intervention package 
can be further enhanced by addressing individual social economic, cultural and psychosocial factors, 
facility-related factors, perceived constraints to continuing ART, gender-related factors, and structural 
factors. ASSIST undertook a study to explore individual factors based on drivers for decision to attend 
or not to attend clinics, including gender differences and dynamics contributing to loss to follow-up 
among clients from HIV CTC services. Individual factors found to be associated with history of loss to 
follow-up during univariate analysis were age, residential area, marital status, and duration with HIV. 
Clients attending services in rural facilities were observed to have increased likelihood of follow-up as 
compared to those attending urban facilities. Perceived constraints found to be significantly 
associated with loss to follow-up include attending another facility, client not allowed by family 
members to attend the clinic, attending spiritual services as an alternative therapy, having no food for 
self and family, and feeling better (see Figure 62). The findings have been written up and are 
undergoing review. These findings will inform the development of a package of best practices to 
promote retention among PLHIV clients. 
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Figure 62. Tanzania: Findings indicating factors associated with LTFU, Morogoro 

 

Activity 3: To support the MOHCDGEC, MVC IPs, and local structures to 
strengthen quality of care, support, and protection to Most Vulnerable Children 
through improvement approaches 

Overview: MOHCDGEC and partners are committed to improving the life of vulnerable children and their 
families through strengthening community systems supporting vulnerable children. In FY15, ASSIST 
started to work with the Department of Social Welfare (DSW) and IPs, to review and update the national 
MVC QI guideline; and to develop the service package and training guide for MVC and adolescents 
affected and infected with HIV. These tools will be finalized in FY16 to ensure effective and efficient 
implementation of the National Costed Plan of Action II of 2013-2017 and other USG initiatives such as 
ACT and DREAMS. In FY16, ASSIST will continue to work with IPs and the DSW, to support staff and 
community providers’ orientation training on the revised MVC QI guideline and minimum service package 
for vulnerable children and adolescents infected and affected with HIV. The package will support 
community service providers in effective case identification, linkage to care, and support to MVC and 
adolescents infected and affected with HIV. Working with the DSW, NACOPHA, MEASURE, Pamoja 
Tuwalee partners and other IPs, ASSIST is planning to scale up the ongoing improvement work in Mbeya 
DC and Shinyanga Municipal Council (MC) in improving identification and linkage of vulnerable children 
and adolescents infected and affected with HIV to various services.  

Accomplishment and Results:   

 During this reporting period, ASSIST conducted coaching and mentoring activities to 
community QI teams in Mufindi, Njombe, and Shinyanga districts to strengthen their capacity 
in identification and linking vulnerable children and adolescents to HIV care, treatment and 
support services. 

Njombe Town Council:   

 ASSIST worked with R/CHMT to facilitate the formation of 14 QI teams by bringing together 
existing organizational structures in villages including MVC committees (MVCC), Facility 
Health Committees, Local Government Authorities (LGA), Civil Society Organizations (CSOs), 
PLHIV groups, and Savings and Credit groups, to act as change agents and advocates at 
community level for identification and linking vulnerable children to health facilities and other 
social services (Nov 2015). MVCCs were revived and supported to develop work plans on 
identification and linkage of MVCs and adolescents to care.  
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 99 members from 13 out of 14 community QI teams were supported to review their 
performance in implementation of various changes (March 7-18, 2016). Teams had conducted 
various awareness meetings on HIV issues which resulted in 155 out of 351 vulnerable 
children/adolescents be tested for HIV in all 13 villages, with a total of 68 found HIV positive and 44 
were enrolled to ART.    

Mufindi District Council:  

 A total of 200 participants from 18 Village Community QI teams from wards participated in 
coaching and mentoring session on improving access care for MVC and adolescents (Nov 
2015).  

Bagamoyo District Council:  

 ASSIST coached 111 members from 21 out of 25 community teams on sustaining results and 
mobilizing community resources (Nov 2015). Examples of sustaining results were observed in two 
villages through allocating community funds to support MVC.   

Mkuranga District Council:  

 ASSIST conducted coaching in three wards of Mkuranga District to strengthen community 
child protection systems in preventing and responding to child abuse, violence, exploitation, 
and provision of quality services to MVC (Dec 2015). During the coaching it was noted some local 
leaders and teams are mobilizing internal resources to support MVC and caregivers to access 
services such as provision of Community Health Fund (CHF) cards, transport, health, education, 
health, and other basic needs.  

Shinyanga:   

 ASSIST collected baseline data in Shinyanga Municipality in Kambarage ward (Nov 2015). 319 
vulnerable children were identified by the QI teams. Of these, 72 (23%) were tested for HIV and 21 
tested HIV-positive, with 16 of these being enrolled into CTC. Teams are identifying and analyzing 
gaps in access to care for vulnerable children, including gender-based differences such as those 
shown in Figure 63, and developing improvement plans.  

Figure 63. Tanzania: Percentage of MVC who know their HIV status by sex, 6 hamlets, Shinyanga 
Region (Oct 2015 – Feb 2016) 
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that a total of 259 out of 391 (66%) vulnerable children have been tested for HIV, and 28 confirmed 
HIV positive (11%) and 27 of the 28 (96%) have been enrolled into care (Figure 64). Community QI 
teams mobilized resources through public private partnerships in support of MVC to access various 
services, whereby a total of 160 out of 391 were supported with birth certificates and 157 out of 278 
MVC with CHF cards.   

Figure 64. Tanzania: OVC linked to HIV care, 6 hamlets in Shinyanga MC 

 
Kahama District Council:  

 A total of 127 members from community QI teams participated in coaching and mentorship in 
in one ward and developed improvement plans (Nov 2015). In one village, the QI team 
collaborated with Compassion organization and supported 60 out of 72 OVC with CHF cards. 

 Supported DSW to develop Community QI working tool. A three day working meeting was 
conducted from March 9-11, 2016 in Bagamoyo with 16 QI task force members: 6 DSW, 1 NACP, 1 
Ministry of Education and Vocational training,1 Department of Community Development, 1 FHI360, 2 
Africare, 1 World Education Inc., and 3 ASSIST. The task force members developed a first draft of a 
simplified version of the “Essential service package for Most Vulnerable Children and Adolescents 
Affected and Living with HIV.” It will serve as a quick reference for community service providers in 
identifying and linking vulnerable children and adolescents to HIV care and other social services by 
ensuring they have access and retained to HIV services. 

Activity 4: To support the MOHCDGEC, LGAs, and community-based IPs to 
strengthen structures and mechanisms used by communities to maximize 
linkages and coordination of home-based care and social protection 

Overview:  In FY15, USAID ASSIST supported RHMT, CHMT, and HBC partners in intervention sites in 
Tanga to identify prevailing community health care performance gaps, barriers, and best practices, 
through a participatory process and apply improvement approaches to test changes to address the gaps. 
To increase reach, voluntary members of community social group were mobilized and empowered 
through training to form a Community Quality Improvement Team and became agents of change in their 
communities. In 2016, ASSIST is building and expanding this process as way of improving linkages 
between local facilities and their community stakeholders to improve HIV/AIDS care outcomes. Work is 
being expanded to include five more wards each in the priority districts scaling up ART of Muheza and 
Korogwe. As part of ongoing work on strengthening community based programs M&E, ASSIST working 
with RHMT and CHMT will prototype the HBC Data Audit Tool developed in FY15 in these in areas to 
validate the tool and same time improve reliability of expected outcomes.   

Key Accomplishment and Results: 

 Baseline assessments were conducted for key ART/PMTCT and community indicators. 
Community teams were supported to develop work plans (Q1). 

 Conducted weekly coaching and mentorship to community teams during team meeting by 
ASSIST staff embedded with CHMT at Muheza district works in collaboration with CHMT and 
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community teams to identify gaps and develop strategies to respond the identified 
implementation gaps (Jan – March, 2016). 

 ASSIST conducted coaching and mentorship to 8 wards community teams and three health 
facilities in Muheza district (Feb 1-6, 2016). 1 RHMT, 6 CHMT and 8 QI teams were engaged in 
developing proactive mechanism to increase HIV testing among communities, tracking clients who 
are lost to follow up and referrals to social services. 

Activity 5: Work with MOHCDGEC and IPs to improve safety, increase quality and 
the level of integration of Voluntary Medical Male Circumcision services 

Overview: In 2015, ASSIST, in collaboration with MOHCDGEC and IPs, initiated the process of building 
capacity for continuous quality improvement (CQI) as an integral component of VMMC/Early Infant Male 
Circumcision (EIMC). During this period, national VMMC policies, guideline and global VMMC quality 
compliance assessment tools were developed. During the year, compliance assessment was conducted 
at 55 sites in five regions (Mbeya, Iringa, Njombe, Tabora and Shinyanga) where the main performance 
gaps identified included; inadequate counseling, lack of privacy, inadequate recording of adverse events, 
irregular supply of commodities, inadequate space and lack of effective management.  

In 2016, ASSIST is providing technical support to providers on assessing changes to optimize compliance 
to the global male circumcision standards. CHMTs are being supported to set up site QI teams that 
routinely conduct reviews of work processes to assess and document the extent to which circumcision 
clients receive a package of services that are in compliance with global standards.   

Accomplishments and Results: 

 During the first and second quarters of FY16, ASSIST supported: 

o Coaching and mentoring at 55 VMMC QA/QI sites in priority districts of Tabora, Iringa, 
Shinyanga, Njombe, and Mbeya.  

o Follow-up compliance assessments to VMMC standards were conducted in all five regions every 
quarter. Compared to baseline assessment findings, there has been significant improvement in 
adherence to circumcision standards during the follow up. 

Iringa Region: 

 Supported R/CHMT to conduct follow up coaching and mentoring (Jan 12-15, 2016). The sites 
involved were Iringa R.R, Lugoda, Ilula DD, and Tosamaganga Hospitals. 

 Supported R/CHMT to conduct the first learning session on CQI in VMMC in March 2016 for 11 
QI teams comprised of 31 service providers and R/CHMT members. The participants were 
supported to improve VMMC care by developing improvement plans to bridge the gaps in: 
identification and recording of moderate and severe adverse events, increasing the proportion of 
clients coming back for 7-day follow-up, and providing effective linkage between VMMC HIV-positive 
clients and CTC. 

Tabora Region: 

 Conducted coaching and mentoring to 4 VMMC sites (Urambo DH, Nzega DH, Kitete RH and 
Igunga DH) (Jan 4-8, 2016). 

 Conducted external QA to 4 VMMC sites (Urambo DH, Nzega DH, Kitete RH and Igunga DH) (Jan 
25-28, 2016). The best practices identified included availability of most of the relevant guidelines and 
SOP’s as well as proper management of VMMC commodities to avoid stock outs and expiry of drugs. 

Njombe Region: 

 Supported external quality assessment and coaching (Jan 4-16, 2016). A total of 73 VMMC 
service providers were reached from 10 facilities. 

 Supported facility VMMC QA teams who were coached on testing interventions to bridge the 
identified gaps and monotoring progress using indicator dashboard. (See Table 4).  
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Table 4. Tanzania: VMMC dashboard for key indicators, 10 sites, baseline assessment August 
2015 and reassessment November 2015, Njombe Region 

 
 ASSIST participated in conducting VMMC External Quality Assurance and Sustainability 

Assessment in Iringa, Njombe and Tabora regions and supported R/CHMTs to develop 
sustainability improvement plans (Jan 25-28, 2016). Although, Iringa and Njombe regions have 
reached the saturation phase of the VMMC implementation, the implementation of VMMC services is 
still vertical and is not self-sustained. 

Activity 6: Work with MOHCDGEC and IPs to improve effectiveness, efficiency 
and safety of PITC services 

Overview: In FY15, the USAID Mission in Tanzania invited ASSIST to support the MOHCDGEC and IPs 
in designing and managing a QI program for accelerating provider-initiated counseling and testing (PITC) 
to achieve local and national PITC targets in high yield sites to ensure efficiency and impact. During 
implementation, it was apparent that the quality of PITC in different client entry points at pediatric ART, 
PMTCT and VMMC services depends on coordination of various stakeholders and common 
understanding among actors. This necessitated the creation of a forum for dialogue to harmonize efforts 
as well as coordinate players for optimum PITC outcomes. ASSIST also supported stakeholders in four 
regions and promoted HIV testing and counseling among pediatric clients attending health services. 

In FY16, in line with the UNAIDS target of 90-90-90 by 2020, the USAID Mission in Tanzania invited 
ASSIST to support the MOHCDGEC and IPs through building capacity on applying improvement science 
to accelerate HTC to meet desired targets in five saturation and two aggressive districts in the regions of 
Njombe, Iringa, Shinyanga, Tabora, and Dodoma.  

Accomplishments and Results: 

In December 2015 ASSIST supported Dodoma Region IPs, together with R/CHMTs and service providers 
from 16 health facilities in Dodoma Municipal Council to do pre-work assessing the quality of HTC, and 
service uptake for PMTCT, pediatric and adult ART. This helped determine performance gaps that will be 
addressed through application of improvement techniques including patient centered care to achieve 
improvement. During pre-work assessment the following gaps were identified: poor compliance of 
counseling and testing standards, poor compliance with safety, poor documentation and utilization of HIV 

                  VMMC KEY PERFORMANCE INDICATOR DASH BOARD

KEY
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registers and logbooks, no internal quality control assessment nor laboratory comparison of HIV test 
results in most of visited sites. 

ASSIST also supported first learning sessions to R/CHMT and facility QI teams to empower them on 
relevant QI competencies where participants managed to do process analysis and draw improvement 
actions plans through SES. ASSIST also conducted follow up coaching and mentoring to monitor and 
evaluate the functionality of QI teams (Regional, Municipal and Facility), the implementation of developed 
plans and compliance to HTC services deliveries standards to health care providers working in HTC, ART 
and PMTCT in high volume health facilities. 

Accomplishments and Results 

 ASSIST supported 3 RHMT, 5 CHMT, and 145 service providers from the 16 facilities to 
conduct HTC QA baseline assessment to measure compliance in the areas of leadership and 
management, environment and supplies, group education and IEC, individual HTC, infection 
prevention practices, and monitoring and evaluation (Dec 2015). 

 ASSIST conducted a learning session with 4 RHMT, 4 CHMT, and 33 QI teams from Dodoma 
Municipal’s 16 sites on QI approaches for improving the processes in HTC/Rapid test, ART 
and PMTCT services (Jan 2016). ASSIST also supported the R/CHMT and QI teams to develop 
plans that will address the gaps identified during the pre-work assessment focusing on increasing 
access, retention, adherence and follow-up of client’s wellbeing. 

 ASSIST conducted follow up coaching and mentoring to 2 RHMT, 2 CHMT, and 119 HCWs on 
how to track and document QI indicator data and improvement changes on improving the 
processes in HTC/Rapid test ART/PMTCT services (March 2016). 

Tested changes  

 R/CHMT supervision and mentoring implementation plan. 
 Provision of PITC registers in all client entry point. 
 Provision of HTC guidelines and SOPs in all testing sites. 
 Sensitization to clinicians to perform PITC during normal services provision. 
 Distribution of roles and responsibilities to QI team members. 
 Development and distribution of checklist to all facility for tacking the Rapid testing EQA and QC.  
 QI activities as one of agenda in the weekly meeting for both R/CHMT and facility.  
Results  
 PITC improvement for the 16 sites in Dodoma Municipal Council between baseline and the first 

follow-up measure three months later is shown in Table 5. Other results: 

o Increased leadership commitment on QI improvement activities.  
o Availability of all essential HIV supplies and equipment like PITC register, ART registers, mother-

child follow-up registers, HIV log books, and test kits in all HIV service delivery points.  
o Introduction and implementation of PITC services at each client entry point. 
o Increased access to HIV counseling and testing among clients attending the facility form 18% 

during baseline assessment in December to 26% March 2016.  
o Increased access to HIV counseling among children under 15 years admitted in pediatric ward 

from 16% December to 55% March 2016. 
o Increase number of clients enrolled to care each month. 
o Availability of SOPS and guidelines in all HIV service delivery area. 
o Involvement of clinicians in PITC services. 
o Tracking of missed appointment clients and bring them to care using the HBC providers. 
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Table 5. Tanzania: Performance on HTC QI, Dodoma MC sites (Dec 2015 baseline and March 2016 
follow-up assessment) 

Baseline compliance to HTC/Rapid testing standards Dec 2015 
Follow up assessment compliance to HTC 
/Rapid Testing standards March 2016 
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MAKUTUPORA HC 67 88 0 40 60 0 25 40   75 89 50 40 61 25 42 55 

POLICE DISP 20 11 0 38 53 12 33 25   75 56 13 36 61 56 75 53 

ISANGA DISP 66 32 0 3 44 12 33 27   66 56 50 58 71 19 42 52 

CHAMWINO DISP 41 38 0 0 50 6 17 22   42 67 43 33 52 36 78 50 

KIKUYU DISP 42 32 0 0 50 31 17 25   83 89 86 50 71 56 58 70 

MAKOLE UHC 50 56 33 22 38 43 54 42   83 78 73 67 75 50 67 70 

KIKOMBO HC 50 59 33 0 50 19 25 35   75 74 29 55 71 13 67 55 

VILLAGE OF HOPE  50 65 0 33 71 19 33 39   60 81 50 50 71 25 42 54 

ST GEMA Hosp 67 74 13 50 75 19 33 47   92 74 93 50 76 88 79 79 

MATUMBULU Disp  42 68 73 33 75 19 42 50 
  

83 74 68 50 75 88 50 70 

IHUMWA HC 33 71 60 33 46 19 17 42   83 81 50 67 54 56 50 63 

HOMBOLO HC 45 57 67 42 50 25 33 46   45 78 67 56 57 81 58 63 

UDOM HC 50 56 0 33 57 13 67 39   50 56 33 75 75 75 50 59 

DODOMA RH 67 50 59 50 80 45 70 60   77 74 87 58 80 67 50 68 

MIREMBE Hosp 69 60 50 54 84 50 60 61   92 89 50 67 84 56 67 72 

MSALATO Disp                   50 67 20 40 61 13 58 44 

DODOMA MC –
OVERALL SCORE 

51 54 26 29 59 22 37 40 
  

71 72 54 51 66 50 56 60 

80% or more 
= Good 

50-80% = 
Fair 

Less than 50% 
= Poor 

Not 
assessed 

 

Carryover Activities (with FY15 funding) 

These activities were implemented in Q1 FY16 with carryover funds from FY15, however did not receive 
FY16 funding. Innovations from the interventions are expected to strengthen implementation of the 
currently funded 6 activities. 

Activity 7: Support the MOHCDGEC and IPs to improve access to testing and 
linkage to HIV/AIDS care and services for infants and children under 15 years 

Overview: In FY15, ASSIST supported MOHCDGEC structures and IPs in applying QI methodologies in 
high volume facilities in Njombe, Shinyanga, Morogoro, and Tabora to increase access to HIV testing for 
infants and children under 15 years and linking HIV infected children to ART services. HCWs in the target 
facilities were oriented in QI methods and PITC, formed facility QI teams and appointed focal person to 
navigate children through the different service stations in the facility. Provider-initiated HIV testing service 
was introduced across all service delivery points for children. In FY16, ASSIST has extended technical 
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assistance to IPs, health facility QI teams, service providers, and communities in priority districts to attain 
the 90/90/90 targets of UNAIDS, PEPFAR and the Children’s Investment Fund Foundation (CIFF). 
Drawing from past experiences, ASSIST will support the MOHCDGEC in its pursuit to achieve the 
Accelerating Children’s HIV/AIDS Treatment (ACT) target of doubling the number of infants and children 
on ART by 2016. 

Accomplishment and Results:  

During this reporting period technical support was provided to Morogoro, Shinyanga, Tabora, Njombe, 
Dar es Salaam, and Pwani regions with the following results. 

Morogoro 

 Technical assistance during coaching and mentoring was provided to 10 sites in Morogoro 
region (Nov 2015).  

 Areas of improvement included:  

o EID at 4-6 weeks from increased from 7% in May 2014 to 81% in October 2015 through 
continuous reminders to clients during pregnancy, giving appointments for postnatal clinic at 
discharge after delivery where they are linked to PMTCT.  

o HTC for children under 15 years in pediatric wards from increased from 1% in May 2014 to 60% 
in October 2015 through target setting for PITC, keeping standby HIV counselors for each shift 
and including pediatric PITC in ward reports. 

o Enrolment of HIV+ under 15 years from increased from 58% May 2014 to 75% in October 2015 
through escorting HIV infected children to CTC on the day of diagnosis     

o Retention of mother baby pairs seen together at RCH increased from 46 in December 2014 to 
95% in October 2015 (Figure 65) through giving same-day clinic appointment and keeping baby’s 
record in mothers file   

Figure 65. Tanzania: Percentage of HIV-positive mother-HEI pairs seen each month, 8 facilities, 
Morogoro Region (Dec 2014 – Oct 2015) 

 

Tabora Region  

 Coaching and mentoring was conducted to priority sites in three districts (November 16-25, 
2015). QI teams on site were supported to address prevailing gaps to ensure access to HTC among 
children, prompt linkage into HIV care through escorting clients and strengthening feedback 
mechanisms, and establishment of appointment schedules to improve retention among children 
under 15 yrs started on ART.  
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Dar es Salaam and Pwani Regions  

 Coaching and mentoring was conducted in ten sites under PASADA (Feb 2016). ASSIST 
learned that sites have improved access to DNA PCR tests among exposed children and confirmation 
of HIV status among exposed children after cessation of breastfeeding.  

 Results: Increased percentage of exposed children receiving first DNA PCR test within four to six 
weeks and confirmation of HIV status after cessation of breastfeeding in 10 sites of Dar es Salaam 
and Pwani regions all under PASADA as a results of introducing tools to identified eligible exposed 
children for HIV test and confirmatory test (Figure 66). 

Figure 66. Tanzania: Percentage of exposed children receiving first DNA PCR test within four to 
six weeks and confirmation of HIV status after cessation of breastfeeding, 10 sites of Dar es 
Salaam and Pwani regions (April 2015 – Feb 2016) 

 
% of exposed children received first HIV test through DNA/PCR at 4-6 weeks month 

% of HIV exposed children received HIV confirmatory test 6 weeks after cessation of breastmilk 
at 15th month 

Activity 8. To support the MOHCDGEC and IPs to improve care and retention of 
PLHIV along the continuum of care through improved linkages between care 
facilities and communities 

Overview: In FY15, ASSIST was requested to support the MOHCDGEC and IPs to design and test 
models of strengthening community systems to improve access, adherence and retention to ART. 
Drawing from experience in Muheza where community groups were empowered provided effective 
linkage of services between facilities community with significant improvement of access to HIV testing and 
ART retention. Community mapping was conducted in Iringa, Njombe and Shinyanga to identify main 
actors and community resources. Community Improvement teams were formed in each village and 
supported the community providers like HBC and MVCC to test changes to close performance gaps 
identified during the assessment. 

In FY16, ASSIST continues to support the work started in FY15; thereby improving the continuum of care 
and retention of PLHIV through strengthening of linkages between health facility and community systems. 
This will be achieved through strengthening coordination, communication and collaboration of facility and 
community actors facilitating seamless care link from HTC to ART for all HIV+ clients. To ensure 
ownership, ASSIST is supporting R/CHMTs to provide continuous capacity building to community and 
facility QI teams. Learning from these sites will be packaged to support spread to other areas. 

Accomplishments and Results: 

During this reporting period, ASSIST integrated Community Health System Strengthening (CHSS) model 
of improving facility community linkages with ART, PMTCT, and MVC activities as an efficient way to 
achieve increased access, and retention to care. The following were accomplished: 

 483 community members from local government authorities, MVCC, and PLHIV groups 
participated in Community Linkage orientation meetings from four wards of Mufindi DC, three 
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wards of Njombe Town Council, one from Shinyanga MC, one from Ushetu, and one from Shinyanga 
DC (Oct- Dec 2015).  

 Njombe Town Council: In November 2015 ASSIST worked with R/CHMT to facilitate the formation 
of 14 QI teams through bringing together existing structures in the village to act as change agents 
and advocates at community for identification and linking vulnerable children to health facility and 
other social services. They were supported to develop work plans on identification, referral and 
linkage of vulnerable children and adolescents to HIV care. In March 7-18, 2016, a total of 99 
members from 13 out of 14 Community QI teams were supported to review their performance in 
implementation of various changes. Teams had conducted various awareness meetings on HIV 
issues which resulted in a total of 145 out of 416 be tested for HIV in all 13 villages, with a total of 44 
found HIV-positive; all 44 were enrolled to care.    

 Mufindi District Council: In November 2015, 200 participants from 18 village community QI teams 
from four wards participated in coaching and mentoring session on improving access care for 
vulnerable children and adolescents, they were able to identify gaps and suggested changes for 
implementation to link up vulnerable children with HIV and social services. 

 Shinyanga: In November 2015, baseline data was collected in Shinyanga Municipality in Kambarage 
ward where 319 vulnerable children were identified by QI teams, of these, 72 (22.6%) were tested for 
HIV and 21 tested HIV positive with 16 enrolled to CTC. Teams are identifying and analyzing gaps in 
access to care for vulnerable children and developing improvement plans. In February 2016, 88 
members from 6 teams in Kambarage ward were supported to strengthen their capacity in ensuring 
vulnerable children have access to HIV services. It was found that 259 of 391 vulnerable children 
have been tested for HIV, and 28 confirmed HIV positive with 27 of them enrolled into care. QI teams 
mobilized resources through public private partnerships in support of vulnerable children to access 
various services whereby 160 out of 391 have supported with birth certificates and 157 out of 278 
with Community Health Fund (CHF) cards. 

 Ushetu District Council: In Nov. 2015 127 members from community QI teams participated in 
coaching and mentorship in one ward and developed improvement plans. In one village, the QI team 
collaborated with an NGO and supported 60 out of 72 vulnerable children with CHF cards. 

Activity 9: Support MOHCDGEC and IPs to improve quality of integrated PMTCT 
services in MNCH settings 

Overview:  In FY15, ASSIST initiated support to the MOHCDGEC, IPs, RHMT, and CHMTs in improving 
quality of integrated PMTCT services in MNCH setting in three regions of Rukwa, Ruvuma and Katavi. In 
FY16 efforts were extended to strengthen the initiatives and scale up to 34 sites.  

Accomplishments and Results:  

Katavi Region: 

 Conducted coaching and mentoring (Nov 2-13, 2015). Two ASSIST staff, one MOHCDGEC 
official, two RHMTs, six CHMTs, and one IP staff conducted coaching and mentoring visit to 10 high 
volume sites in Katavi Region.  

 The following was found: 

o Pediatric HIV testing was low in the pediatric ward and OPD. Therefore, sites were supported on 
reorganizing care and testing changes to increase PITC for children under 15 years        

o % of HIV+ diagnosed infants and children below 15 years enrolled into HIV care increased from 
30% January 2015 to 100% in October 2015. 

o The percentage of pregnant women receiving intermittent preventive therapy dose 2 for malaria 
prevention increased from 11% January 2015 to 88% October 2015. 

To resolve the mentioned challenges, teams analyzed the root course of the gaps and developed 
changes to address them; set targets for every clinician on duty to test at least 5 children each day and 
report to the clinical meeting; and sensitize parents on importance of HIV testing for children and accurate 
and on time ordering of HIV testing kits. 

Rukwa Region: 

 ASSIST conducted the first learning session (February 2-4, 2016) at Morovian Conference 
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Centre, in Rukwa region. The session involved 47 participants (1 Program Officer from HJFMRI-
Walter Reed Program, 3 RHMTs, 10 CHMTs, and 33 health care providers from 12 facilities). During 
the session, the following improvements were noted: 

o % of HIV exposed children receiving second HIV test after cessation of breast milk increased from 
0% January 2015 to 83% December 2015. 

o % of HIV infected children on ART with 6 month cohort CD4 test increased from 9% January 2015 
to 67% December 2015. 

o HIV testing to women attending FP clinic increased from 25% in January to 34% in Dec. 2015 
o HIV+ women receiving FP methods increased from 5% January 2015 to 44% December 2015. 

Ruvuma Region: 

 Conducted coaching and mentoring Ruvuma Region (Nov 22-28, 2015). ASSIST supported two 
RHMTs, 12 CHMTs and one IP field staff in conducting QI coaching and mentoring.  

 ASSIST staff conducted coaching and mentoring visit to QI teams in Ruvuma region (March 
14-23, 2016). The coaching visit reached 8 health facilities (6 sites implementing QI and 2 control 
sites) from Songea MC and Mbinga DC. During the coaching visit, performance improvement results 
on integrated PMTCT services into MNCH setting were collected and compared with the results from 
2 control sites. The database was updated and showed improvement in performance on indicators 
shown in Figures 67-69. 

o TB screening for HIV-positive pregnant and breastfeeding women increased from 71% October 
2014 to 97% February 2016   

o HIV-positive pregnant and lactating women initiated ART for PMTCT increased from 72% October 
2014 to 97% February 2016 

o HIV-exposed children receiving second HIV test six weeks after weaning increased from 38% 
October 2014 to 71% February 2016 

o % of new family planning women receiving HIV testing and counselling increased from 20% in 
August 2015 to 55% February 2016 

o % of children tested for HIV at pediatric in patient ward increased from 14% October 2014 to 43% 
February 2016. 

Figure 67. Tanzania: Improved PMTCT service uptake due to integration of PMTCT with MNCH, 12 
facilities, Ruvuma Region (Oct 2014 – Feb 2016) 
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Figure 68. Tanzania: Comparison of uptake of HIV test for family planning clients at intervention 
and control sites in Ruvuma Region (Jan 2015 – Feb 2016) 

 

Figure 69. Tanzania: Percentage of HIV-positive women of reproductive age receiving family 
planning methods, 2 intervention sites and 2 control sites in Ruvuma Region (Jan 2015 – Feb 
2016)  
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Improvement in Key Indicators 

Activity Indicators Baseline Oct – Dec 2015 Jan – Feb 2016 

Strengthen the 
capacity of the 
MOHCDGEC 
and IPs to 
continuously 
improve the 
quality of 
PMTCT care 
and support 
scaling up of 
PMTCT Option 
B+ 

%  of pregnant women who 
bring their male partners  
and tested and counselled 
for HIV at RCH 

Dar es Salaam/Pwani 

3% (Apr 2015, 10 
sites) 

26% (Nov 2015, 

11 sites) 

28% (Feb 2016, 

5 sites) 

% of pregnant women who 
book for first ANC by 12 
weeks  

 

Dar es Salaam/Pwani 
17% (April 2015,10 

sites) 

56% (Oct 2015, 11 
sites) 

23% (Feb 2016, 5 
sites) 

Njombe 17% (May 
2014, 6 sites) 

19% (Oct 2016, 6 
sites) 

29% (Feb 2016, 6 
sites) 

% of HIV-exposed children 
testing for 1st PCR within 4-
6 weeks  

 

Dar es Salaam/Pwani 

53% (April 2015, 11 
sites) 

75% (Dec 2015, 7 
sites) 

53% (Feb 2016, 5 
sites) 

Njombe 29% ( May 
2014, 6 sites) 

57% (Oct 2015, 6 
sites) 

59% (Jan 2016, 6 
sites) 

Percentage of HIV-positive 
mother-baby pair attending 
HIV service each month    

 

Nzega DC: 0% (April 
2013 

10 sites) 

Mufindi:0% (June 
2013, 10 sites) 

Mbeya CC:18% (June 
2013, 10 sites) 

100% (Dec 2015, 

10 sites) 

91% (Sept 2015, 10 
sites) 

91% (Dec 2015, 10 
sites) 

92% (Feb 2016, 10 
sites) 

92% (Feb.2016, 10 
sites) 

91% (Dec 2015, 10 
sites) 

% HIV-positive pregnant 
and breast feeding women 
currently (actively) on ART  

  

Nzega: 13% (May 
2013 

10 sites) 

Mufindi: 0% (June 
2013, 10 sites) 

Mbeya: 5% (June 
2013, 10 sites) 

88% 

(Dec 2015, 10 sites) 

93% (Sept 2015, 10 
sites) 

88% (Dec 2015, 10 
sites) 

 

% of HIV-positive pregnant 
and lactating women 
receiving nutritional 
counselling  

 

Nzega:0% (Oct 2013, 
10 sites) 

Mufindi: 0% (Oct 2013, 
10 sites) 

Mbeya CC: 5% (June 
2013, 10 sites) 

93% (Dec 2015, 10 
sites) 

75% (Dec 2015, 10 
sites) 

88% (Dec 2015, 10 
sites) 

 

% of HIV-positive pregnant 
and post-natal women who 
are malnourished  

 

Nzega: 0% (June 
2013, 10 sites) 

Mufindi DC: 0% (June 
2013, 10 sites) 

Mbeya CC: 0% (June 
2013, 10 sites) 

3% (Dec 2015, 10 
sites) 

3% (Sept 2015, 10 
sites) 

1% (Dec 2015, 10 
sites) 

 

Support the 
MOHCDGEC, 
IPs, and local 
structures to 
strengthen 
quality of care, 
support and 
protection to 
most 

% of MVC with access to 
Community Health Fund-
Bagamoyo District 

0% (May 2011, 25 
sites) 

23% (Dec 2015, 25 
sites) 

23% (Feb 2016, 25 
sites) 

% of MVC with birth 
certificates-Bagamoyo 
District 

6% (May 2011, 

25 sites) 

74% (Dec 2015, 25 
sites) 

74% (Feb 2016, 25 
sites) 

% of MVCs who  have been 
tested for HIV –Shinyanga 
MC 

23 % (Oct 2015, 6 
sites) 

45% (Oct-Dec 2015, 
6 sites) 

66% (Feb 2016, 25 
sites) 
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Activity Indicators Baseline Oct – Dec 2015 Jan – Feb 2016 

vulnerable 
children 
through 
improvement 
approaches 

Work with 
MOHCDGEC 
and IPs to 
improve safety, 
increase 
quality and the 
level of 
integration of 
Voluntary 
Medical Male 
Circumcision 
services 

% of VMMC clients with 
moderate and severe 
adverse events (AE) Iringa 

0% 

(July 2015, 

7 sites, Iringa) 

0% 

(Oct 2015, 7 sites, 
Iringa) 

 

0% (July 2015, 4 sites,  
Tabora) 

0% (Oct 2015, 4 
sites, Tabora) 

 

% of VMMC clients who 
come for 48-hour follow-up 
visit 

98% 

(July 2015, 

7 sites, Iringa) 

98% 

(Oct. 2015, 

7 sites, Iringa) 

 

82% 

(July 2015, 4 sites, 
Tabora) 

89% 

(Oct 2015, 

4 sites, Tabora) 

 

% of VMMC clients who 
come for 7-day follow-up 
visit 

 

(July 

85% 

2015, 7 sites, 
Iringa) 

73% 

(Oct 2015, 

7 sites, Iringa) 

 

47% 

(July 2015, 

4 sites, Tabora) 

62% 

(Oct. 2015, 4 sites, 
Tabora) 

 

Support the 
MOHCDGEC 
and IPs to 
improve 
access to 
testing and 
linkage to 
HIV/AIDS care 
and services 
for infants and 
children under 
15 years 

% of children <15 years 
tested for HIV at pediatric 
inpatient wards 

 

Njombe 3% (May 
2014, 6 sites) 

28% (Dec 2015 

6 sites) 

17% ( Feb 2016, 6 
sites) 

14% (Oct 2014, 

8 sites) 

27% (Oct. 2015, 

6 sites) 

43% (Feb 2016, 3 
sites) 

% of HIV-infected infants 
and children < 15 years 
enrolled into care and 
started on ART treatment 

Morogoro 58% 

(May 2015, 7 sites) 

 

75% (Oct 2015, 

4 sites) 

 

% of HIV-infected infants 
and children < 15 years 
currently on ART at the end 
of the reporting period 

Njombe 65% (May 
2014, 6 sites) 

78% (Dec 2015, 6 
sites) 

99% (Jan 2016,  

6 sites) 

To support 
MOHCDGEC 
and IPs to 
improve quality 
of integrated 
PMTCT 
services in 
MNCH settings  

 

% of new women attending 
FP services tested for HIV 
(Ruvuma)  

16% 

(Jan 2015, 8 sites) 

38% 

(Oct. 2015, 7 sites) 

54% 

(Feb 2016, 5 sites) 

% of children tested for HIV 
at pediatric in patient ward 
(Ruvuma)  

14% 

(Oct 2014, 8 sites) 

27% 

(Oct. 2015, 6 sites) 

43% 

(Feb 2016, 3 sites) 

% of HIV-positive women of 
reproductive age receiving 
FP methods (Ruvuma) 

5% (Jan 2015 

2 sites) 

44% (Dec 2015, 

2 sites) 

55% (Feb 2016, 

2 sites) 

Challenges and Remedies 

 Sometimes partnership considered as competitive rather than collaborative, especially when 
introducing QI to new regions with new partners.   
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 Shortage of test kits in some of the health facilities limit teams’ efforts to increase pediatric HIV 
testing. In most situations, the temporary solution has been redistribution of reagents by the IP and 
R/CHMTs during supervision visits. 

 Reduced RCH visits among children under five years after completion of vaccination schedule, thus 
limiting access to PITC. 

 Re-planning of QI implementation due to PEPFAR change in focus currently to priority districts may 
affect institutionalization in non-priority districts. 

Improving Equity 

During the reporting period, ASSIST continued to support regional partners in Morogoro (Ngerengere, 
Mafiga and SabaSaba), Iringa (Mufindi), and Njombe (Luponde HC) in gender integration for both adults 
and children. Coaching and mentoring visits were conducted in November to 16 and 14 community 
linkage sites of Mufindi and Njombe Town Councils (TC), respectively. In Njombe TC, 14 community QI 
teams were formed, and 156 community members participated in the orientation session for community 
linkage to improve access to care for MVC and adolescents. Most Vulnerable Children Committees were 
revived and community QI teams developed work plans. Meetings were conducted with 18 community QI 
teams in Mufindi DC, reaching 200 participants. Community teams in two villages of Mufindi have 
identified and nine clients were linked to care, including three vulnerable children. In all these areas 
Gender integration was observed through advocating for men involvement in community work, 
sensitization to rights of vulnerable groups and men participation in care of the sick.   

In PMTCT (Activity 1), ASSIST continued tracking male partner involvement and HIV testing in Morogoro, 
Dar es Salaam, and Pwani, noting that it is one of the tested changes that improves confirmatory testing 
of HIV for HEI; others include advocacy with community/religious leaders and community groups as 
change agents for improving early ANC booking, and retention to care through formation of community QI 
teams.  

In EAR (Activity 2), the baseline assessment of determinants of engagement, adherence, and retention to 
treatment and community resources to support self-management for PLHIV included sex- and age-
disaggregated data, and analysis on disaggregation will follow in the final report.  

Gender integration with community linkage empowers communities to take an active role in improving 
access to care and improving relationships between health care workers and communities, effectively 
teaming up for improved outcomes. 

Planned Activities Next Quarter: April - June 2016 

 Pre-work in Kagera Region  
 Learning sessions in Morogoro, Njombe, Ruvuma, Tabora, Shinyanga, and Mbeya regions 
 Follow-up coaching and mentoring in Morogoro, Iringa, Dodoma, Dar es Salaam, Lindi, Rukwa, and 

Katavi regions 
 Scale up QI interventions to more high-volume sites in Njombe  
 National Pediatric Learning Platform  
 Conduct data quality validation in Arusha and Morogoro  
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UGANDA 

Background 

Over the last three years, the USAID ASSIST Project in Uganda has progressed in improving patient 
outcomes at the facility level in HIV, TB, MNCH, and malaria, and among vulnerable children and families 
at the community level.  At the national and sub national levels, the project has supported 
institutionalization of improvement. However, gaps still remain in taking these improvements to scale. In 
FY16, ASSIST is working to strengthen health systems and improve patient outcomes at facility and 
community levels in 15 districts of Northern Uganda, in six Saving Mothers Giving Life (SMGL) districts in 
Northern Uganda, and through support to USAID partners nationwide and the Ministries of Health (MOH) 
and Gender, Labour, and Social Development (MGLSD). 

In Northern Uganda, the project is working in collaboration with Strengthening Decentralization for 
Sustainability (SDS) to improve the quality of care in 15 districts through strengthening the health system, 
build technical capacity of the human resource, and implement quality improvement strategies in HIV 
prevention, care and treatment, PMTCT, safe male circumcision (SMC), malaria, TB, MNCH, family 
planning, and nutrition.  

Institutionalization and Sustainability 

To ensure that there is routinization and continuation of intervention or its effects, ASSIST continues to 
work with the MOH to ensure that there is integration of quality improvement and management in the 
National Health Sector Strategic Investment Plan. There is also continued support in the improvement of 
a national quality improvement strategy and framework and strengthening and support of the Quality 
Assurance Department (QAD) for coordination and oversight. At lower levels, capability building 
continues through joint activities with district based USG IPs, as well as district and regional coaches.   

Scale of ASSIST’s Work in Uganda 

 

 

 

 

MOH, MGLSD, 14 IPs 

13 out of 13 regions/ 
64/112 districts 

280 facilities 

634 communities 

928 QI teams 

9.8 million out of  

36 million   

1. ASSIST North Program 

2. ASSIST North: 
SMGL Program 

3. ASSIST Above Site 
Technical Assistance 
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Program Overview 

What are we trying to accomplish? At what scale? 

SECTION 1: ASSIST North Program for 15 Districts 

1. Strengthened health system in Northern Uganda 

 

 

 

Health facility staff trained to provide quality 
health services 
Availability of essential drugs and supplies 
in the region 
Availability of up-to-date health information 
in the region 

 

 

137 sites in 15 districts in Northern Uganda: 
Agago, Alebtong, Amolatar, Amuru, Apac, Dokolo, 
Gulu, Kitgum, Kole, Lamwo, Lira, Nwoya, Otuke, 
Oyam, Pader,  

2. Improve prevention of HIV in Northern Uganda 

 Improve identification of people with HIV in 
Northern Uganda 

 8 scale-up districts in Northern Uganda: Agago, 
Apac, Dokolo, Gulu, Kitgum,Kole, Lira and Oyam 

 Improve the quality of PMTCT services 
and contribute towards the elimination of 
mother to child transmission of HIV 

 Highest volume sites in 14 priority districts in 
Northern Uganda 

 Improve the quality and safety of safe male 
circumcision (SMC) 

 All health facilities providing SMC services 

 Improve HIV prevention among key and 
priority populations and adolescent girls 
and young women aged 10-24 years by 
providing them with a standardized 
package of HIV prevention interventions 

 Targeting key populations accessing SDS support 
in Northern Uganda 

3. Improve care and treatment for people with HIV 

 Improve the quality of adult HIV care and  14 scale-up and sustained response districts of 
treatment services northern Uganda  

 Improve the quality of paediatric HIV care 
and treatment service 

4. Improve family health (MNCH, family planning, nutrition, Tuberculosis and malaria) 

 

 

Contribute to reduction of maternal, 
newborn and child morbidity and mortality. 
Improve the provision of FP services in 
Northern Uganda 

 50 high volume sites in 15 districts and 87 low 
volume sites in 15 districts 

 Improve the quality of nutrition services in 
Northern Uganda 

 137 health facilities in the 15 districts in Northern 
Uganda 

 

 

Improve access to malaria prevention and 
treatment services for clients seen at 
health facilities in Northern Uganda 
Improve TB detection, treatment and 
outcomes among children and adults in 
northern Uganda districts 

 All TB Diagnosis and Treatment Units in 15 
Districts 

SECTION 2: ASSIST North: Saving Mothers Giving Life (SMGL) 

5. Improve maternal and newborn care through the SMGL initiative 

 Address the 3 delays associated with 
maternal and newborn deaths: 1. Seeking 
appropriate care; 2. Reaching care in a 

 118 facilities in 6 SMGL phase II districts (Apac, 
Alebtong, Dokolo, Gulu, Nwoya, Pader) of 
Northern Uganda and selected communities 
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What are we trying to accomplish? At what scale? 

timely manner; and 3. Receiving high 
quality care at the health facility. 

SECTION 3: ASSIST Above Site Technical Assistance 

6. Above site TA to improve prevention of HIV 

 HIV counseling and testing (HCT): Improve 
the identification of HIV-positive individuals 
and link them to care; 

 Link negative clients to preventive services 

 Selected health facilities in northern, eastern, east 
central, central and south western Uganda 

 PMTCT: Reduce mother to child 
transmission of HIV and improve the 
quality of eMTCT services 

 30 health facilities from East, East Central, 
Central, South western Uganda 

 117 Spread sites in Northern Uganda 
 Support MOH to institutionalize QI in 

PMTCT services 
 National Level 

 Improve the quality and safety of SMC  All regions 
 Districts: 32 out of 112 
 Health facilities: 93 

 Behavioral Interventions: Improve HIV 
prevention among key populations and 
adolescent girls and young women aged 
10-24 years by standardizing interventions 
across USAID, Department of Defense 
(DoD), and Makerere University Walter 
Reed Project (MUWRP) IPs 

 15 communities in 15 districts with USG 9 IPs  
 Targeting key populations: 
 12 Lake Victoria districts, and USAID, DoD, and 

MUWRP IPs across the country 

7. Above site TA to improve care and treatment for people with HIV 

 Support MOH to coordinate and 
institutionalize quality improvement in the 
health sector 

 National level, all district level IPs 

 Improve HIV/ART care and treatment 
services 

 USAID funded PEAPFAR region,30 health 
facilities spread across 20 scale up districts in the 
3 regions,  

 8 HFs within 8 sub counties spread across 2 
PEPFAR regions 

 Improve quality of orphans and vulnerable 
children (OVC) services 

 3 IPs: UPHS, Better Outcomes, and Sustainable 
Outcomes projects) 

 Nationally at MGLSD 
 10 CSOs and  20 villages 

8. ASSIST above site TA to improve family health (TB, Nutrition, MNCH) 

 Improve the quality of maternal newborn 
health services 

 Support 3 USAID implementing partners (STAR E, 
EC and SW) at 30 health units across the level of 
health care delivery (RRH, HC IV, HC II and HCII) 

 Support Child Health and Reproductive Health 
Divisions of the Ministry of Health to improve 
MNCH work 

 Improve management of TB  4 USAID-funded TB IPs working at 15 health 
facilities within KCCA and three other PEPFAR 
region. 

 Improve nutrition in the first 1,000 days for 
mothers and babies 

 South west, east central and eastern covering 15 
health facilities (the RHITES partners) 
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What are we trying to accomplish? At what scale? 

 Establish Baby Friendly Health facilities  6 health facilities (2 in each region 

       Improvement Activity   Cross-cutting Activity 

SECTION 1: ASSIST North Program for 15 Districts 

Accomplishments and Results by Activity (October 2015 – March 2016)  

Activity 1. Strengthened health system in Northern Uganda 

Overview: ASSIST is providing direct support to the districts and health facilities to strengthen the 
health system structures that directly impact quality of service delivery. To improve the quality of 
service delivery, need-based training and onsite coaching as well as mentorship were conducted 
throughout the reporting period; HMIS tools were distributed with on-site mentorship done. Facilities, 
through the existing support structures, were supported to accurately quantify and submit timely 
orders for supplies. In partnership with SDS, health units and districts were engaged to strengthen 
evidence based leadership and management structures through various performance review 
platforms. 

Accomplishments and Results: 

 ASSIST conducted monthly and quarterly quality improvement coaching in the 55 intense 
support sites and 87 light support sites focusing on all program areas (Q1). 

o 99 health workers were trained in the management of Isoniazid Preventive Therapy (IPT), 378 
health workers in integrated management of malaria (IMM) and Rapid Diagnostic Testing for 
malaria (RDT), 133 health workers in pediatric and adolescent HIV care at treatment, and 42 
PMTCT regional coaches in prevention of PMTCT improvement work. 

o Following the recent revision of HMIS tools, onsite mentorship was organized in the 137 
supported sites, training 942 health workers in the revised registers and reporting forms.  In 
addition, ASSIST supported the distribution of the revised HMIS reporting forms to all sites within 
the 15 districts including the non-ASSIST supported sites. 

o Facilities were supported to quantify and request viral load testing supplies from Central Public 
Health Laboratory (CPHL and in cases of stock outs of medical products, facilities were 
supported to request for emergency orders and/ or redistribution between facilities.  

 ASSIST participated in the zonal TB meeting and also participated in DHT meetings for 
Alebtong, and Oyam (Oct 2015) 

 Through an assessment conducted in the 15 districts, ASSIST identified staffing gaps in 
MNCH/ FP services.  These informed the FP trainings conducted by ASSIST through two 
rounds of training to 70 staff (Q1). In addition, Pajule Health Centre Theater was found to be non-
functional due to lack of an anesthetist and ASSIST is currently supporting the recruitment process. 

 ASSIST participated in the district grants validation meetings organized by SDS and provided 
technical inputs mainly MNCH/FP/Nutrition district budgets and work plans for 2016 (Q1).  

 To improve the capacity of health workers, ASSIST organized 8 trainings in various technical 
areas (Q2). Trainings were on: birth cohort analysis and retention monitoring for HIV exposed infants; 
biosafety and biosecurity management; use of GeneXpert; laboratory hub operations; blood 
transfusion services; cure equipment; HIV/QI coaches training; and MNCH/FP coaches training. In 
total 481 people were trained. 

 Laboratory trainings were followed with on-site mentorship in Laboratory Quality Management 
systems (LQMS) at 78 peripheral laboratories and SLAMTA mentorship at two laboratory hubs 
(Q2). In addition, ASSIST supported 12 hub managers from 6 established hubs to attend the national 
laboratory hub performance review meeting.  Two high volume facilities (Amugo HCIII and Apala 
HCIII) received PIMA machines, and ASSIST supported DLFP to conduct mentorship of lab staff on 
how to operate and maintain PIMA machines in good working condition.  

 ASSIST organized a quarterly technical review meeting in Kampala, which involved various 
stakeholders including USAID, implementing partners (CHC and SDS), and district and facility 
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staff (Jan 2016).  Progress on improvement work in Northern Uganda, district-related bottlenecks 
hindering progress were discussed and action plans for three cross cutting technical area were 
drafted; for example ASSIST committed to support hub coordinators improve documentation of 
sample results while SDS committed to address interrupted funding of hub operations by use of fuel 
and maintenance vouchers services by March 2016. 

 Improving the quality of TB data has been priority—the District TB and Leprosy Supervisors 
and Biostatisticians were supported to jointly conduct targeted facility mentorships focusing 
on compilation of complete and accurate October – December 2015 quarterly HMIS 106a 
report – TB section (Q2). A TB data review meeting was then organized the subsequent week, to 
validate the quality of the collected data, which showed a great improvement in the report submitted. 

 Data utilization was strengthened through the district data review and performance review 
meetings organized by ASSIST to review the quality of data and progress against national 
standards (Jan 2016). Facility staff were able to discuss why there was poor performance in some 
areas and also came up with solutions to improve the status. 

 Various HMIS Tools from the Monitoring and Evaluation Technical Support Project (METS), a 
USG IP, were distributed to 259 health facilities within the 15 districts including the non-
ASSIST supported sites (Q2). 

 During the integrated coaching visits, ASSIST supported the districts in identifying gaps in 
supplies management and redistributed supplies from high volume sites to lower facilities 
(Q2).  

Activity 2. Improve prevention of HIV in Northern Uganda   

Overview: Interventions to diagnose and link new HIV cases to care, PMTCT, and SMC, and other 
prevention interventions targeting key and priority populations were carried out by ASSIST because 
effective HIV prevention interventions have been proven to reduce HIV transmission. Activities carried out 
involved technical support to the facilities during coaching and mentorships.  

Accomplishments and Results: 
HIV counselling and testing 

 On-site QI support prioritized HTC provision through provider initiated testing and counseling 
(PITC) at high yield entry points including in-patient wards, TB clinics, and malnutrition clinics 
(Q1). Linkage facilitators were utilized to increase linkage of all identified HIV positive individuals into 
care.  

 Supported emergency ordering and redistribution of HTC test kits to address isolated 
incidents of stock outs of HTC test kits reported, resulting from HTC outreach conducted by 
sites during the family health days (Q1). 

 Quarterly data quality coaching and targeted mentorship on use of the revised HMIS to 137 
sites to address existent data quality gaps arising from knowledge gaps (Q1-Q2). Knowledge 
gaps among health care providers on use of the revised HMIS tools were observed as a challenge at 
the start of the quarter. This was addressed through on-site mentorship on use of the revised tools. 
Data from 18 spread sites demonstrates that 70% of newly identified HIV positive individuals were 
linked to care during the quarter. 

Prevention of mother-to-child transmission of HIV 
 HTC for all pregnant women at first antenatal visit was emphasized through coaching and 

mentorship at the facilities (Q1-Q2). The facilities were also mentored on making timely orders to 
ensure no stock outs of ARVs and HIV testing kits. Two facilities, St Peter and Paul in Lamwo and 
Guru Guru in Amuru, which were not yet accredited for PMTCT services were assessed for 
accreditation.  The mother-baby care points are all located within the ANC to ensure women who test 
positive are enrolled into care and are followed up at the same point where they access care. 
Contacts were updated for the weekly reports to enable timely and accurate reporting. The facilities 
are also mentored on making timely and accurate orders to ensure no stock outs of ARVs and HIV 
testing kits; ASSIST also supported the redistribution of ART logistics to sites that reported stock 
outs. As a result there was no interruption in PMTCT service delivery at the sites.    

 Through targeted mentorship, functionality of mother-baby care points was strengthened at 
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50 sites (Q2).  

Safe Male Circumcision  
 The Voluntary Medical Male Circumcision (VMMC) component targeted 27 priority sites supported by 

the Strengthening of the Decentralization Systems (SDS), a USG IP. USAID ASSIST supported the 
setup and functionalization of QI teams, mentorship in the SMC HMIS tools, and initialization of 
improvement in the areas of SMC quality standards (Q1).  

 Conducted targeted and monthly integrated coaching to facilities using district-based and 
ASSIST technical teams across 15 Northern Uganda districts (Q1). 

Activity 3. Improve care and treatment for pediatric and adult patients with HIV  

Overview: ASSIST supports the MOH to improve service delivery by increasing the number of HIV-
positive people identified who are linked to care and treatment, increasing access to ART care for 
those who are positive, ensuring they receive a standard care package, and ensuring that all people 
with HIV in 15 districts of northern Uganda remain virologically suppressed. 

Accomplishments and Results: 

 To scale up pediatric and adolescent HIV care and treatment, in partnership with MOH, ASSIST 
trained 133 health workers from 19 high-volume sites (Q1-Q2). Post-training mentorship was 
conducted for eight sites to provide technical support toward implementation of prioritized site action 
plans. 272 health workers from 19 high volume sites previously trained received follow on mentorship 
in an attempt to strengthen institutionalization of adolescent HIV care. As a result, 19 high volume 
facilities have gradually although invariably established pediatric and adolescent friendly services. 

 In partnership with the MOH-ACP, on-site mentorship at three sites (Madiopei HCIV, Amolatar 
HCIV and Apac Hospital that had a total of 69 complete Isoniazid doses in stock) was 
conducted to roll out IPT using the national on-site training curriculum (Q1). A total of 99 health 
workers were trained. As a result, 37 eligible PLHIV of a targeted 69 have been enrolled on IPT, of 
these two are children 0-14 years old.  

 HIV QI coaching visits were conducted to prioritize linkage of identified HIV-positive clients 
into care by linkage facilitators and documented intra-facility referrals as well as provision of 
all components of the standard care package (Q1). Documentation of HIV care services was 
strengthened through on-site mentorship targeting all ART sites. These sites were also supported to 
conduct quantification of ART logistics and viral load kits.  

 Banda HCIII has achieved an increase in the percentage of ART clients 15 and older who 
started treatment six months ago that have a viral load taken from 0 in May 2015 to 95% in May 
2016 (Figure 70). The team tested on the job training on viral load eligibility criteria, identifying a focal 
person to generate a list of patients eligible for viral load testing, and creating another testing point. 
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Figure 70. Uganda: Percentage of ART clients 15 yrs+ started on ART 6 months ago that have had 
a viral load done at Banda HCIII (May 2015 – Feb 2016) 

 ASSIST supported the scale-up of community improvement work to improve follow-up of lost 
PLHIV on treatment with outcomes used to update ART registers (Q1).  

 ASSIST supported ART sites to scale up viral load sample collection and packaging for 
eligible PLHIV; clinical care and laboratory teams were targeted (Q1). Laboratory hub coaching 
was conducted which aimed to improve viral load sample collection, results delivery, and to reduce 
sample rejection rates. Figures 71 and 72 show progress in rolling out viral load testing in one health 
center and in retaining patients on ART in 15 high-volume sites, respectively. 

Figure 71. Uganda: Percentage of ART clients eligible for viral load who receive it, Kwera HC III 
(Aug – Nov 2015) 
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 Conducted HIV specific QI coaching visits premised on the HIV Continuum of Response (CoR) 
model, i.e., linkage of newly diagnosed PLHIV into care, provision of the standard care 
package with a focus on data quality, viral load monitoring, and appointment tracking, as a 
means to monitor retention in real-time, were prioritized (Q2). Figure 73 shows results for eligible 
clients who received VL tests and viral suppression rates. Figure 74 shows improvement in pre-ART 
patients receiving CD4 results in five sites in Alebtong District. 

Figure 72. Uganda: Percentage of clients retained on ART, 15 high-volume sites, Northern Uganda 
(April – Oct 2015) 

 

Figure 73. Uganda: Percentage of ART clients eligible for viral load monitoring who receive it and 
viral load suppression (Aug 2015 – Mar 2016) 
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Figure 74. Uganda: Percentage of pre-ART clients receiving CD4 test results, 5 sites, Alebtong 
District (June 2015 – Feb 2016) 

 
The team was trained in July 2015 and started testing in August. The sites introduced a VL eligibility 
register to identify those eligible attending on each clinic day. A nurse was assigned to identify and triage 
which patients on a clinic day were eligible for the VL test. A side laboratory was introduced in Patongo 
HC III where the DBS tests are done as the clients identified in the clinic by the triage nurse were getting 
lost before getting to the clinic. Health education enforced in the clinic for VL eligibility. This has led to an 
improvement from 10% at start in June 2015 to 65% in Feb 2016 (Figure 74).  

Activity 4. Improve family health 

Accomplishments and Results: 

MNCH 

 ASSIST started the process of spreading MNCH work (6 districts) to nine districts of Northern 
Uganda, based on lessons from the Saving Mothers Giving Life program (Q2). Monthly 
coaching was conducted at 39 high-volume facilities aimed at improving early detection of 
complications of labor and delivery using the partograph, active management of third stage of labor 
and new born resuscitation using Helping Babies Breath (HBB) plus guidelines.  To facilitate the 
spread process, ASSIST oriented 38 district coaches in quality improvement for MNCH services. 
Figure 75 shows that partograph use improved from 49% to 65% resulting in a drop in fresh still birth 
rates. Screening for preeclampsia for women of gestation age 20+ weeks of amenorrhea assessed 
increased from 71-78% between July 2015 and Feb 2016. As a result, 306 pregnant mothers 
identified with pregnancy induced hypertension between July 2015 and February 2016 were 
managed or referred for timely care. 

 As part of health systems support, the ASSIST team identified lack of blood transfusion as a limitation 
to accessing comprehensive emergency obstetric care in Amolatar HC IV (Q2). Five staff from 
Amolatar HC IV including a doctor, laboratory technicians, and Nurses were trained in safe blood 
transfusion at Gulu regional blood bank. The facility now offers blood transfusion.  

Nutrition 

 Integrated into monthly QI coaching and mentorship, facilities are supported to integrate 
nutrition into routine health service delivery especially at key contact points mainly antenatal 
care (ANC), HIV/ART clinic, maternity, and postnatal clinics (Q1). Nutrition assessment in HIV 
clinics, ANC and postnatal care (PNC) is being done at all the health facilities using color-coded mid-
upper arm circumference (MUAC) tapes. In some contact points such as ANC, the health workers take 
weight and height and categorize them using the Z-score wheel charts, which were previously supplied 
to the health facilities by ASSIST. This has resulted in an improvement in the percentage of pregnant 
mothers who received nutrition assessment using MUAC in ANC from 58% April 2015 to 95% March 



 

USAID ASSIST Project Semi-annual Performance Monitoring Report 141 

2016 (Figure 76). In addition, the percentage of malnourished clients (SAM, MAM and SAMO) who 
received therapeutic feeds (F100, F75 and RUTF) increased from 74% to 91% in March 2016. 

Figure 75. Uganda: Percentage of mothers monitored using a partograph and fresh still birth rate, 
30 sites, Northern Uganda (Sept 2015 – Jan 2016) 

 

Figure 76. Uganda: Percentage of pregnant mothers who received nutrition assessment using 
MUAC in ANC in 10 sites, Northern Uganda (April 2015 – March 2016) 

 
 Through monthly integrated QI coaching and mentorship, facilities are supported to integrate 

nutrition into routine health service delivery especially at key contact points including TB and 
HIV clinics, MCH clinics as well as OPD. This has resulted in an improvement on the percentage of 
pregnant mothers who received nutrition assessment using MUAC in ANC from 58% to 83%. In 
addition, the percentage of malnourished clients (SAM, MAM and SAMO) who received therapeutic 
feeds (F100, F75 and RUTF) increased from 74% to 85% in February 2016 

 Baby friendly health initiative coaching and mentorship was conducted at Orum HC IV (Otuke 
district) and Amolatar HC IV (Amolatar district) during the reporting period (Q2). The coaching 
aimed at promoting, protecting and supporting breastfeeding. Health facilities were also supported to 



 

142 Performance Period: October 1, 2015–March 31, 2016 

obtain the baby friendly health status by implementation of 16 steps of successful breast-feeding. In 
Otuke district at two high volume supported health facilities, more than 90% of pregnant women 
attending ANC receive nutritional assessment and ferrous sulfate/folic acid supplementation. Also in 
Amolatar district, more than 80% of HIV clients and pregnant women attending ANC, receiving care 
at three high-volume supported health facilities receive nutritional assessment. 

 MUAC tapes (color-coded) for nutritional assessment were distributed to health facilities (HC 
IIIs) which were lacking them in Kitgum and Alebtong districts (Q2). 

Malaria 

 A coaching visit was conducted at 12 collaborative health facilities and 20 spread sites (Feb 
2016). The purpose was to roll out successful changes from the collaborative sites to additional sites 
in the region focusing on supporting sites to improve uptake of a second dose of IPT, ensure that 
ANC mothers diagnosed with malaria are appropriately treated, and all children under five who are 
diagnosed with malaria receive appropriate treatment. As a measure of building capacity within the 
region, the ASSIST team selected facility based staff and worked with them as coaches.  

 Conducted the second round of training 380 health workers from health center III and IV in 
integrated case management of malaria (Nov 2015). The training was facilitated by MOH – 
National Malaria Control Program (NMCP) staff and regional trainers from the rest of the country. The 
training included practical sessions on RDTs and Artesunate use and other aspects of management 
of malaria.  

 Following coaching and engagement with health workers to improve malaria care, indicators 
have improved (Q1-Q2). All ANC mothers seen in ANC and are diagnosed with malaria are 
appropriately treated (Figures 77 and 78). 

Figure 77. Uganda: Percentage of ANC and post-natal mothers who are appropriately treated for 
malaria, 12 sites in Northern Uganda (March 2015 – Feb 2016)  

 

 Building capacity of VHTs to provide mass fever treatment to suspected malaria patients in 
response to the malaria epidemic (Q1). After completing training of VHTs in Malaria Fever 
Treatment (MFT) on September 2015, ASSIST developed a plan to start mentorship of all the 7,911 
trained VHTs in the 72 sub counties. Two consultants were recruited to lead the mentorship exercise 
working with the ASSIST improvement advisor for malaria. VHT mentorship included: 1) developing 
mentorship tools-mentors guide, a sub county /district summary form; 2) review of the tools by 
ASSIST and PMI staff; 3) communicate to MOH, district and sub county mentors to participate in a 



 

mentorship planning meeting; and 4) working with the MOH, and district teams to develop a cascade 
approach for the VHT mentorship which included selecting district based focal person-malaria focal 
persons in each district and orienting them on the mentorship plan including mentorship guide and 
reporting tools. These trainees would then mentor the sub-county and parish-based mentors who 
included the health assistants, health facility in charges who previously trained 7,911 VHTs. 
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Figure 78. Uganda: Percentage of pregnant women who received their second IP dose between 
28-36 weeks of amenorrhea, 12 sites, Northern Uganda (March 2015 – March 2016)  

 

 Improving malaria treatment of children (Q1-Q2). Improved triage, test and treat strategy and 
ensuring that severely ill patients receive immediate attention in seven health facilities, as shown in 
Figure 79. Note: The dip in August 2015 in the malaria treatment graph is due to outbreak of malaria    

Figure 79. Uganda: Percent increase in the proportion of children with malaria appropriately 
treated, 7 sites (March 2015 – Feb 2016)  

 
 27,116 VHT mentorship encounters were conducted across 72 sub counties (Q1). Given that 

7,911 people were trained VHT on MFT, this translates into at least every VHT having had a 
mentorship encounter, three times over six weeks. The highest number of VHTs mentored was during 
the week of October 11-18, 2015 with a 75% of the total VHTs reached. 



 

 ASSIST team and district based coaches conducted coaching at 10 collaborative health 
facilities (Q2). This was aimed at strengthening quality of malaria case management using the test-
before-treatment policy, to improve uptake of 2nd dose of IPT and ensure that ANC mothers 
diagnosed with malaria are appropriately treated and all children under five who are diagnosed with 
malaria receive appropriate treatment This resulted in increase in percentage of suspected malaria 
cases tested that received a malaria test before treatment from 69% to 92% and percentage that 
received appropriate treatment averaging at 83% between March 2015 and February 2016 in 10 
collaborative facilities. 

 To improve appropriate management of severe cases, triage corners were established to 
quickly link children with signs of severe malaria to clinicians for assessment (Q2). This 
resulted in an increase in percentage of children with severe malaria successfully treated with 
appropriate medication increasing from 93%-98%. 

Tuberculosis 

 ASSIST prioritized TB on-site technical assistance toward scale-up of implementation of 
infection control measures and utilization of GeneXpert testing to improve TB case detection 
(Q1). The 25 intense support sites were supported through TB infection control committees to 
develop and display TB IC plans at all entry points. Targeted on-site mentorship and coaching was 
also conducted for 132 sites to orient health workers on accurate use of the revised unit TB register, 
the presumptive TB register, and the HMIS reporting tools. To improve treatment success rates, 
routine health education on sputum monitoring schedules for each TB case, weekly generation of 
client lists due for sputum monitoring, establishment of appointment systems for TB clients as well as 
weekly data reviews for TB units and Laboratory TB register were done. 

 Community TB management to reduce lost-to-follow up included on-site coaching (Q1). VHTs, 
linkage facilitators, and sub-county health worker conducted routine follow-up while inter-district 
coordination between DTLSs has been emphasized for cross border facilities experiencing incidents 
of self-transfer. 

 The second TB learning session targeting 12 collaborative sites and district TB and leprosy 
supervisors to discuss lessons learned and harvest best practices for spread was conducted 
(Q2). 

 Increased uptake of TB infection control plans by collaborative facilities as shown in Figure 80 
(Q1-Q2). 
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Figure 80. Uganda: Percentage of TB units with functional TB infection control plan in place, 12 
sites (March 15 – Feb 2016) 
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 Once these were in place, the facilities were mentored on the importance of TB IC committees 
and plans and how to constitute the committee (Q1-Q2). They were also oriented on the roles of 
the committee members and how to develop the plans, which they would then activate. The results 
were instant; 67% of TB collaborative sites had developed and functionalized their TB IC committees 
and plans by October 2015. By Jan 2016, all the 12 (100%) had. 

 In collaboration with MOH NTLP/NTRL, on-site geneXpert user training for laboratory 
personnel and mentorship for clinical staff was conducted for the four ASSIST supported 
hubs with geneXpert testing in an effort to improve utilization (Q2). 

 In a bid to improve treatment outcomes, patient education, routine appointment tracking and 
follow up have been strengthened through active SCHWs and VHTs supported through on-site 
mentorship 

 Through mentorship, the one-stop model was strengthened for provision of TB-HIV services 
at 22 high volume sites as well as IPT provision at 3 sites with INH in the region (Q1-Q2). As a 
result, TB case detection rates remained above 90% and case notification rates over 100%. 
Supported sites have all been able to achieve 100% documented HIV status for all their new clients 
started on TB treatment. Figure 81 shows that TB treatment success rate has steadily increased from 
39% in May to 66% by February 2016. Notably, an increase in enacting and utilizing facility TB 
infection control committees and plans was observed from 8% to 67% among TB collaborative 
facilities in October 2015 and from 2% to 51% for all the 49 intense supports.  

Figure 81. Uganda: TB sputum monitoring and TB treatment success rates, 12 sites (March 2015 – 
Jan 2016) 

 

Improvement in Key Indicators: Strengthened health systems in Northern Uganda 

Activity Indicator Baseline Last value  

Improve 
prevention of 
HIV  
 

SMC 

% of SMC clients counselled and 
tested for HIV 

62% (Sep 2015) 
5 sites 

73% (Feb 2016) 
2 sites 

 % of clients followed up at 48hrs  48% (Aug 2015) 78.9% (Feb 2016) 
 10 sites 2 sites 

% of clients followed up at 7 days  47% (Aug 2015) 64% (Feb 2016) 
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Activity Indicator Baseline Last value  

 9 sites 2 sites 

% of clients that experience 
moderate to severe adverse events

1% (Sep 2015) 
7 sites 

8% (Feb 2016) 
2 sites 

PMTCT  

% of MB pairs retained in care  57% (Oct 2015) 
1 Site 

75% (Jan 2016) 
1 Site 

Percentage of MB pairs who 
receive  a standard care package at 
routine visits  

88% (Oct2015) 
5 sites 

100% (Feb 2016) 
5 sites 

Improve 
family health 
 

Nutrition 

% of pregnant mothers assessed 
using MUAC in ANC  

80% (July 2015)  
11 sites 

99% (Feb 2016) 
11 sites 

% of HIV positive clients who have 
been assessed for malnutrition 
using MUAC 

74.4% (July 2015)  
11 sites 

89.6% (Feb 2016) 
11 sites 

MNCH 

% of pregnant mothers attending 
their 1st ANC in 1st trimester 

19% (Jul 2015) 38 
sites 

17% (Feb 2016) 20 
sites 

%age of mothers who developed 
obstructed labor per month 

2.8% (Jul 2015) 28 
sites 

2.6% (Feb 2016) 20 
sites 

%age of mothers delivering at the 
facility who were monitored by a 
partograph 

39% (Jul 2015) 28 
sites 

68% (Feb 2016) 20 
sites 

%age of live births who received 
ENBC per month 

69% (Jul 2015) 28 
sites 

76% (Feb 2016) 20 
sites 

%age of asphyxiated babies 
resuscitated successfully. 

83% (Jul 2015) 28 
sites 

93% (Feb 2016) 20 
sites 

FP 

% of women 15-49yrs counseled 
on FP in the PNC/YCC in a month 

56% (October 2015) 
7 sites 

68% (Feb 2016) 
7 sites 

Malaria 

% of patients tested for malaria at 
a facility in a month 

64% (July 2015) 
12 sites 

92% (Feb 2016) 
12 sites 

% of pregnant mothers who are 
diagnosed with malaria and receive 
appropriate treatment 

92% (July 2015) 
12 sites 

100% (Feb 2016) 
12 sites 

TB   

% of TB clients enrolled on 
treatment 6(8) months ago who are 
cured or have completed treatment 

67% (Apr 2015)  
28 sites 

88% (Jan 2016)  
3 sites 

% of TB sputum monitoring at 6 (8) 
months among PBC cases 

80% (Apr 2015)  
1 site 

87% (Jan 2016)   
2 sites 

% of DTUs with functional TB 
infection control plan in place 

8% (Mar 2015) 
12 Sites 

67% (Oct 2015) 
12 Sites 
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Challenges and Remedies 

 Interruption in transportation of samples and results through the hub system has affected access to 
CD4, Viral Load and geneXpert testing for eligible clients. Remedy: Transported samples and results 
using other forms of transport such Health Sub District motorcycle, USAID ASSIST transport means 
during on-site coaching visits. In collaboration with the districts and SDS – prequalified motorcycle  
repair and maintenance suppliers identified as well as fuel suppliers for each district 

 Stock-outs of essential commodities such as test kits, viral load test kits and ART logistics were 
experienced at selected facilities (Q1) Remedy: Redistribution at inter-facility and inter-district levels; 
emergency orders to the National Medical Stores; mentorship of facility staff to quantify and forecast 
accurately. 

 Non-functional comprehensive emergency obstetric and newborn care (CEmONC) facilities: 
Operating theatres in some facilities lack equipment, water, and electricity. Lack of equipment like BP 
machines, resuscitation equipment, partographs in some of the facilities. Information on the specifics 
of the facilities that lack the above has been collected and submitted. 

 No neonatal intensive care units, neonatal guidelines, and protocols in most of the facilities in 
Northern Uganda. Only the Regional referral Hospitals have these and they are not easily accessible 
by most of the population. 

 Irregular supply of RUTF to facilities, which receive it: only seven facilities receive RUTF from PIN 
which is used in management of severe acute malnutrition (SAM) in adults also. The RUTF from 
UNICEF in select facilities is only used for management of children with SAM. Supported IMAM sites 
to place timely order of RUTF by 15th every month, timely reporting because contracted USG IP (PIN 
project) supplies after getting reports from health facilities, For health facilities which receive RUTF, 
We advised them to start giving malnourished HIV positive clients instead of RUTF expiring in their 
stores and worked with regional RUTF Hubs established by PIN Project to supply RUTF to health 
centers in their catchment area especially HCIV. 

 Transfer of staff with in facilities affects option B+ weekly reporting (Q2). Remedy: registration of new 
staff onto the reporting platform; mentorship on reporting for staff new to the weekly reporting system; 
weekly telephone reminders. 

 Outage of the online option B+ reporting platform sometimes affects reporting rates. Remedy: Notified 
MOH; sent the weekly reports alternatively via email 

Improving Equity 

Information on sex-disaggregated data and gender sensitive improvement activities not currently 
available, but will be reported in Q3. 

Planned Activities Next Quarter: April – June 2016 

 Monthly integrated coaching and mentorship 
 Facility mentorship and roll of cohort monitoring and retention analysis and reporting  
 Scale up of PITC HTC at high volume facilities in 14 districts (except Pader)  
 PMTCT spread (wave 1 and 2) 
 TB quarterly review meetings (zonal) 
 TB GenXpert implementation onsite mentorship and reporting support through GX Alert  
 Lab hub mentorship  
 Malaria collaborative coaching  
 District engagement: participate in DMC meetings 
 Conferences: national malaria conference  
 Nutrition coaching: BHFI, NACS, 1000 days, IMAM, district targeted  
 FP collaborative coaching  
 Viral Load mentorship and site support  
 LAB coaching/ Mentorship: LQMS, biosafety, SLMTA (4 hubs), HIV EQA 
 Lab hub coordination meetings for newly launched hubs  
 Post SIMS feedback follow-up  
 Gender technical assistance visit from Dr. Taroub Harb Faramand 
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Trainings  

 QI for staff, regional coaches, district coaches  
 Blood transfusion training for Aboke HC IV, Pajule HC IV and Alebtong HC IV 
 PMTCT cohort monitoring and retention analysis (6 districts) 
 Nutrition: IMAM, NACS, BHFI 
 Gender training in GBV prevention for facilitators in Gulu and for two communities in Mukono District, 

conducted by Dr. Faramand 

M&E Activities 

 Monthly M&E facility onsite mentorship 
 HMIS tools distribution 
 Internal data quality assessment 
 Follow-up with facilities to improve reporting rates 
 Health Facility Assessment 
 OpenMRS roll-out 
 

SECTION 2: ASSIST Northern Uganda Saving Mothers Giving Life (SMGL) 

Accomplishments and Results by Activity (October 2015- March 2016) 

Activity 5. Improve maternal and newborn care through the SMGL initiative 

Overview: Institutional maternal mortality rate in northern Uganda is estimated to be 143/100,000 while 
newborn mortality is estimated to be 31/100,000, which are all above the national averages (Annual 
Health Sector Report, 2013/14). The SMGL activity is aimed at reducing MMR and NMR by 30% every 
year in 6 districts (Apac, Dokolo, Gulu, Lira, Nwoya and Pader). USAID ASSIST started SMGL facility work 
originally in 20 high volume facilities but has since spread to lessons learnt and best practices to an 
additional 98 facilities. The spread package included; clean and safe delivery practices, active 
management of the labor process, routine screening for obstetric complications and Helping Babies 
breathe plus (HBB+) practices.  

Accomplishments and Results: 

Ensure quality of MNCH content 

 Two onsite coaching and mentorship visits were conducted by a team of regional mentors 
from the regional referral hospitals of Gulu and Lira and consultants from Gulu and Lira 
universities (Q1 and Q2). Focused on screening for complications during ANC, fostering clean birth 
practices, improving prevention and management of pre-eclampsia/eclampsia, obstructed labor and 
postpartum hemorrhage in mothers and improving newborn resuscitation skills, management of 
neonatal sepsis and preterm care during the onsite mentorships visits. Further supported health care 
providers from 10 CEmONC sites to improve on the surgical skills for C-Sections. The consultants 
conducted hands on skills building with the medical officers in theatre. 

 There was spread of best practices on clean birth practices, active monitoring of the labor 
process, and active management of third stage of labor, newborn resuscitation skills and 
essential newborn care from the initial 20 facilities to an additional 64 facilities to include all 
HCIIIs (Q1). 

 Supported the Maternal and Perinatal Death Review (MPDR) committees from the 20 high-
volume sites to improve on the process of maternal and perinatal death reviews (Q2). The 
mentorship team conducted at least one maternal or perinatal death audit with the teams. This was 
aimed at supporting the team to establish the cause of death, develop clear recommendations, and 
generate an action plan on the avoidable factors. 

 The pediatrician supported the teams to better understand the management of sick newborns, 
choice and dosing of antibiotics (Q2). She also took the teams through how to support neonates 
having respiratory distress, support for preterm babies using kangaroo mother care, and the dosing of 
antenatal corticosteroids. 
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Improve processes of MNCH service provision 

 Conducted district based improvement meetings in the 6 SMGL districts involving the political 
and technical leaderships of each of the 6 SMGL districts (Q1). The meetings were able to 
address system gaps in the delivery of quality maternal and newborn care services. 

 Improvement teams at the 20 sites have been supported to adapt and implement changes 
from SMGL phase I through monthly onsite coach visits (Q1-Q2). Work improvement teams at 
the 98 additional facilities have been established and supported to adapt changes from the initial 20 
facilities but also use the change package developed from SMGL phase I. 

 A peer to peer learning meeting was conducted for the 20 high volume SMGL supported 
facilities and 10 high volume facilities from the 9 non-SMGL districts (Q2). This was aimed at 
spreading learning among SMGL supported facilities but also across the 15 ASSIST-supported 
facilities in MNCH services.  

Ensure an effective health system support structure is in place 

ASSIST has established QI structures at the district and health facility levels in line with the national QI 
framework and strategic plan. Capacity of these structures has been built and they are being used in 
mentoring and coaching to ensure quality health services are provided and sustained.  

 118 facility improvement teams have been established in all the supported facilities to lead the 
improvement of maternal and newborn care services (Q1-Q2). The teams have initiated 
improvement projects and are monitoring indicators to assess their own performance.  

 Anaka hospital MPDR committee has been supported to become functional and is supporting 
maternal and perinatal death reviews throughout Nwoya district (Q2). The teams conducts onsite 
visits at HCIIIs to audit any reported perinatal deaths.  

Human resource performance 

ASSIST has engaged the district and facility leadership of the 6 SMGL districts through joint on site 
coaching visits to provide supportive supervision to MNCH staff in health facilities.  

 ASSIST strengthened the competencies of staff through onsite mentorships to build key skills 
in maternal, new born and family planning services (Q1-Q2). Facility teams have been 
empowered to schedule and conduct continuous professional development (CPDs) sessions to 
continually build staff knowledge and skills. Facilities in charge have been supported to redistribute 
drugs from overstocked to understocked sites in case of stock outs. The competences of staff have 
been strengthened through onsite mentorships to build key skills in maternal, new born and family 
planning services.  

 Facility teams (14/20) of the high volume sites have initiated HBB skills labs with 1-2 sessions 
every month (Q2).  

 Nationally (Q1-Q2). ASSIST engaged the Child Health and Reproductive Health Division of the MOH 
to support the MNCH work in the six SMGL implementing districts of Uganda. ASSIST has shared 
progress of the SMGL work in the MOH newborn and MCH technical working group meetings. 

 At the district level (Q1-Q2). The leadership of the 6 districts has been engaged through monthly 
joint onsite coaching visits, data review meetings, and quarterly performance improvement meetings 
to identify and address system gaps in MNCH services.  

 At the facility level (Q1-Q2), ASSIST has strengthened the improvement teams to monitor quality of 
care including maternal & perinatal deaths reviews.  

Key Results: Onsite building of skills through skills demonstrations and simulation sessions during 
coaching visits has facilitated frontline health care providers to improve their skills in the prevention and 
management of obstetric and newborn complications as shown in Figures 82-83. 

After ASSIST reviewed the database data and identified that fresh stillbirths were stagnating at 13.5% in 
December 2015, teams were supported to introduce changes that promote partograph utilization but also 
lead to a reduction in FSB rates. Teams introduced a change to physically handover the partographs with 
auscultated fetal hearts during change of shifts. This has led to a reduction in FSB rates from 13.5% in 
December 2015 to 9.6% in February 2016.  
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Figure 82. Uganda: Percentage of deliveries monitored using a partograph during labor vs fresh 
still births per 1000 in 20 SMGL supported facilities, Northern Uganda (Feb 2015 – Feb 2016) 

 
 

After a drop in performance in successful resuscitation of asphyxiated babies in December 2015, ASSIST 
supported improvement teams in 14/20 facilities to initiate HBB skills labs so that all staff involved in the 
delivery care get adequate skills in resuscitation. This has seen an improvement in successful 
resuscitation from 72% (December 2015) to 92% (February 2016) (Figure 83). 

Figure 83. Uganda: Percentage of asphyxiated newborns who are successfully resuscitated in Lira 
RRH and in the 20 facilities, 6 SMGL districts, Northern Uganda (Feb 2015 – Feb 2016)  

 
SMGL community component  

To prevent maternal deaths in Northern Uganda, the SMGL community component is complimenting 
facilities to address the delay to decide to seek care and the delay to reach quality maternal and child 
health services. This activity is implemented in 6 districts at 48 health facilities and 513 villages in their 
catchment (representing 25% of villages with the least facility deliveries in the 6 districts). By addressing 
the delays, the activity aims at increasing timely ANC visits, facility deliveries, identification and treatment 
of pregnant women with danger signs and postnatal visits.  ASSIST district-based staff are working with 
the local district structures to coordinate and engage district personnel. At the village level, the Village 
Health Teams are equipped with knowledge and skills to identify and refer pregnant women for ANC, 
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facility deliveries and postnatal care. At both facility and village levels, teams are using the QI approach to 
identify, implement and monitor solutions to prioritized gaps. 

 National and district-based training of VHT trainers conducted in October 2015 (Q1): Eight 
trainers nominated by the MOH attended the national level ToT. They reviewed the existing VHT 
training materials from which a training manual was developed to address the VHT knowledge gaps. 
The national trainers were supported with rolling out the ToT sessions in all six SMGL districts. Six 
district level ToT sessions were held and attended by 32 participants drawn from district and health 
facilities. The district staff facilitated the VHT trainee sessions in all the districts. 

 VHTs were trained on the national VHT standards and maternal and child health (Oct-Nov 
2015).  Initially the training targeted two VHT parish supervisors in all 140 parishes in the catchment 
of 24 health facilities. The trainings were cascaded down to an additional 312 VHTs at village level 
using the small-dose-high frequency approach. 

 Quality improvement training for SMGL community staff and district coaches were held (Q1). 
A total of 42 QI coaches attended a three-day training on QI methodology, coaching roles, and skills. 
The immediate action after the training was the formation of community improvement teams, 
interviewing mothers to identify the barriers to accessing health services, prioritizing, and 
implementing solutions. The key community level activities to address the delays were identified and 
are listed in Table 6. 

Table 6: Uganda: Community-level changes to address delays in accessing MNCH health services  

Improvement area Community level changes to address the delays 

ANC attendance in the 
1st trimester 

Health facility deliveries 

 

 
 

Identify and refer women of childbearing age with pregnancy signs to 
the health facility. 
Raise awareness on ANC timing and its benefits. 
Involve opinion leaders (e.g. cultural and religious leaders) to dispel 
negative cultural beliefs. 

 Identify and register pregnant women  
 Raise awareness on the benefits of facility deliveries 
 Support women to save for birth and delivery expenses 
 Engage TBAs as birth attendants 

Identification and 
treatment of 

complications 
Postnatal care  

 Involve men in birth planning and emergency preparedness 
 
 

Educate women on danger signs 
Identify and refer mothers with suspected danger signs to health 
facilities 

 
 

Follow up mothers and newborns within 7 days after delivery. 
Identify and refer mothers and newborns with suspected danger signs 

 
 Community-focused planning meetings held in five SMGL districts (Q1): Health Assistants, 

District Health Inspectors, District Health Educators, Community Development Officers, Ministry of 
Health, Health Facility leaders, and midwives attended the meetings. The planning based on the 
unique barriers to accessing MNCH services in each district. As a result, priority activities were 
identified, roles defined and targets set. 

 Onsite building of skills through skills demonstrations and simulation sessions during 
coaching visits has facilitated frontline health care providers to improve their skills in the 
prevention and management of obstetric and newborn complications as shown in Figures 84-
86 (Q1-Q2). 

 Identified villages having fewer deliveries at health facilities (among the 48 health facilities). 
We selected 25% of the villages having the least facility deliveries for the intervention (Jan 
2016). This led to the expansion of the intervening villages from 151 to 513, representing 22% of the 
villages associated with 48 health facilities.  

 Conducted coaching visits in 28 health facilities and 61 villages in their catchment and 
initialized QI activities (Jan – Feb 2016). 
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Figure 84. Uganda: Percentage of mothers receiving AMTSL versus those developing PPH in a 
month, 20 health facilities, 6 SMGL districts, Northern Uganda (Feb 15 – Jan 2016) 

 

Figure 85. Uganda: Percentage of newborns receiving quality newborn care services, 20 high-
volume facilities, 6 SMGL districts, Northern Uganda (Feb 2015 – Feb 2016) 

 
 848 VHTs were trained by ASSIST staff, district VHT trainers, VHT supervisors in early 

detection of maternal and new born danger signs, conducting effective home visits, antenatal 
care and health facility deliveries, postnatal and newborn care (Jan-March 2016).  This brings 
the total number of VHTs trained from October 2015 to March 2016 to 1,134 out of 1,026 VHTs 
expected to have been trained. 
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Figure 86. Uganda: Improving uterotonic administration, C-section rate, immediate breastfeeding, 
20 high volume health facilities, Northern Uganda (Jan – Dec 2015) 

 
 Community dialogue meetings were conducted in Gulu, for the 7 out of 18 lowest performing 

villages (March 2016). The dialogues were aimed at promoting early ANC and facility deliveries 
reached.  52 VHTs, 28 pregnant women, 6 traditional birth attendants, 53 community members and 
leaders. In Dokolo district, 10 dialogue meetings were held in which 13 TBAs attended. 

 Improving ANC 1st trimester visits from (Oct 2015-Feb 2016). The 16 SMGL facilities addressing 
community level delays to accessing maternal and child health services ANC visits increased (Figure 
87). First trimester ANC visits at all 16 facilities improved from 11% to 47% and from 6% to 57% in 52 
villages in Gulu and Nwoya districts. The number of women attending 1st ANC visits improved from 
444 to 1,747 in January 2016. Community level processes responsible for the improvement include; 
identification and referral of women with pregnancy signs to health facilities, disseminating ANC 
messages at community gatherings and through village saving group meetings. 

Figure 87. Uganda: Percentage of pregnant women attending ANC 1st trimester visits, 16 facilities, 
52 villages, Northern Uganda (Feb 2015 – Feb 2016) 
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 Facility deliveries (Q1-Q2): Figure 88 shows that 500 more deliveries were conducted at 16 SMGL 
facilities. The community level interventions leading to the above improvement include; saving for 
births (Figure 89) where 50% of the pregnant women are currently saving either individually or 
topping up local savings for delivery costs. In addition, VHTs conduct awareness on facility deliveries 
through gatherings e.g. churches, saving groups and dialogue with pregnant women. Figure 90 
shows how saving groups in Apac have both increased saving expenses and pregnancy registrations.  

Figure 88. Uganda: Improving facility deliveries in 16 SMGL facilities (May 2015 – Feb 2016) 

 

Figure 89. Uganda: Percentage of pregnant women saving for birth and emergency costs, 40 
villages, Apac and Gulu districts, Northern Uganda (Oct 2015 – Feb 2016) 

 

Figure 90. Uganda: Pregnant women registered and saving for birth expenses, 33 villages, Apac 
District (Oct 2015 – March 2016) 
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 Identification of women with danger signs (Q1-Q2). Using knowledge gained during maternal and 
child health training and by using maternal danger counselling aides, VHTs assessed, identified and 
referred women suspected to have danger signs in the community. In Apac and Nwoya districts, 99 
women were identified and referred this reporting period.  

Improvement in Key Indicators: Northern Uganda Savings Mothers Giving Life 

Patient-level indicators for 20 ASSIST high-volume facilities of Northern Uganda 

Indicator  Baseline End-line 
(Feb 2015) (Feb 2016) 

Active monitoring of the labor process through partograph use
503/1730, 30% 1710/2424, 71% 

C-section rate 237/1658, 14% 279/2426, 12% 

Active management of third stage of labor  963/1730, 56% 2386/2426, 98% 

Postpartum hemorrhage 13/1737, 0.7% 12/2426, 0.5% 

Screening for Pre-eclampsia using BP 503/1657, 30% 1632/2381, 69% 

Successful resuscitation of Asphyxiated babies  60/95, 63% 126/137, 92% 

Provision of ENC package 938/1647, 57% 1984/2385, 83% 

Provision of KMC 25/118, 21% 93/99, 94% 

 

Activity Indicators Baseline  

(118 facilities) 

Last value 
(118 facilities) 

ANC 

% of pregnant women attending first trimester 
ANC visits at SMGL facilities  

14% (Apr-
Sept’15)  47% (Feb’16) 

% of pregnant women attending first trimester 
ANC visits at SMGL villages 

6% (Oct’16) 57% (Feb’16) 

Number of women with a suspected pregnancy 
referred to the health facility. 

No data 93 (Feb’16) 

Facility 
delivery 

# of women delivering their baby at the health 
facility at SMGL facilities 

No data 68% (Feb’16) 

# Pregnant women from SMGL villages who 
delivered their baby at the health facility. 

5,178 (May-
Sept’15) 5,620 (Feb’16) 

Number of pregnant women registered in the 
community. 

74 (August 
2015) 2,272 (Mar’16) 

Proportion of pregnant women with birth plans 
saving for delivery costs. 

23% (Oct’15) 50% (Mar’16) 

Number of VHTs trained No data 1,134 (Mar’16) 

Number of women receiving messages on 
facility deliveries. 

No data 174 (Mar’16) 

Number of pregnant women referred by TBA to 
the health facility. 

0 20 (Mar’16) 
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Referrals for 
women with 
danger signs 

% of women with danger signs referred to the 
health facility. No data 100% (Mar’16) 

Postnatal care 

% of women receiving a postnatal visit within 2-3 
days 

11% 26% (Mar’16) 

% of women receiving a postnatal visit within 4-7 
days 

11% 48% (Mar’16) 

Challenges  

 Lack of basic equipment like sphygmomanometers, newborn resuscitation equipment (masks, ambu 
bags, bulb syringes), and sterilization equipment. ASSIST is coordinating with facility in charges to 
procure basic equipment like blood pressure machines. ASSIST has also submitted a list of missing 
equipment to USAID.  

 Infrastructural gaps of 4/8 HCIV theatres in the six SMGL north districts. ASSIST is coordinating with 
the district local authorities to obtain BOQs for the theatre renovations required.  

 HCIIs constitute 43% of facilities in the six SMGL districts and do conduct deliveries routinely, which 
is against the MOH policy. MOH was notified and responded, its duty of Districts to cause upgrade 
process from II to III. In meantime, Midwives been allocated to these sites and USAID ASSIST has 
trained and mentored them 

 Lack of referral tools for VHTs. We have learnt that our partner CHC is distributing community referral 
materials and will work with the facilities to guide the distribution. For the program, we have estimated 
need to request from other partners through USAID.  

 Non-recognition of community referrals at health facilities. Linkage facilitators have been assigned to 
receive and manage referrals from the community.  

 Lack of pregnancy test kits at health facilities and charges for the test at PNFP facilities deter women 
from accessing the service. For public facilities, redistribution of test kits has been proposed and 
planning for sufficient stocks advised.  

 Lack of documented birth plans for pregnant women, which would affect monitoring their 
implementation at community level.  

 In some districts, absenteeism of Health Assistants who supervise VHT activities has been reported. 
We will involve the VHT sub-county supervisors in reporting and supervision activities.  

 Lack of water and or electricity supply to theatre (Amach HCIV) and or the laboratory (Awach HCIV) 
has hindered provision of comprehensive emergency obstetric care like C-sections and blood 
transfusions. ASSIST is coordinating with the district authorities to allocate funds for power/water 
connections.  

Improving Equity 

 A number of barriers that were identified as preventing pregnant women from attending ANC clinics 
and delivering at a health facility are clear signs of inequity and thus are opportunities to improve 
equity. These include that more than 20% of pregnant women said ANC clinic’s rule that a spouse be 
present was a reason they did not attend ANC in the first 16 weeks of gestation, nearly 30% said they 
did not go to a health facility to deliver because they were afraid to tell their husband when labor 
started, and lack of money for transport. (Q1). 

Planned Activities Next Quarter: April – June 2016 

 Coordinate with the district local authorities to get more HCIV theatres functional. 
 Coordinate with the USAID mission of Uganda to support the process of availing basic and essential 

MNCH equipment to health facilities. 
 Conduct monthly onsite technical mentorship and coaching visits. 
 Conduct quarterly district improvement meetings at a regional level. 
 Support the district and facility level MPDR committees to function. 
 Develop 2 knowledge management products. 
 Conduct a health facility assessment in the 20 initial facilities. 
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SECTION 3: ASSIST Above Site Technical Assistance 

Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 6. Above site TA to improve prevention of HIV 

Accomplishments and Results: 

HIV Counseling and Testing (HCT) 

 A first learning session was conducted during which there was (Dec 2015): Sharing of baseline 
assessment results, site teams were provided with updates in QI concepts, guidance on quality gaps 
identification was provided; prioritization of the improvement projects in each health facility and 
shared change ideas  from the already developed change package of our previous work with an aim 
of guiding the site teams in particular changes that led to improvement of identification of positives 
through PITC 

 Onsite coaching visits to the 30 health facilities were conducted at  supported sites, teams charged 
with carrying out improvement effort were formed, supported  in  identification of gaps and initiation of  
improvement projects focusing on targeted PITC (POC within health facility & 4 community sites) and 
successful linkage of positive clients to chronic care (Jan – March, 2016) 

 Improvement in team functionality (Q1-Q2). At baseline (Oct, 2015), 67% of 30 supported health 
facilities had no functional teams. By February, 2016 this had improved by 37%. Current performance 
using the maturity index score for team functionality is summarized in Figure 91. 

Figure 91. Uganda: Team functionality at 30 HIV collaborative sites using the maturity index (May 
2015 – Feb 2016) 

 
 Improving proportion of clients tested for HIV who have been reached through PITC at the 

targeted units in the health facility (Q1-Q2). During the baseline assessment in October, 2015 the 
biggest gap in PITC identified was incomplete documentation and lack of appropriate HCT registers. 
Therefore, during the baseline data collection exercise site teams were supported and provided with 
on job mentorship on how to accurately update the HCT registers and also advised the IPs to provide 
the appropriate registers to the health facilities. 

 Across the 28 HIV collaborative sites, improvement was noted from 1% October 2015 to 75% in 
February 2016 among adults and 0% October 2015 to 84% February 2016 among children. The 
targeted OVC testing through community linkages at Banda HC III improved from 58% to 93% 
(Figure 92). 
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Figure 92. Uganda: Percentage of individuals tested through PITC, 28 HIV health facilities (May 
2015 – Feb 2016) 

 

After baseline in October 2015, QI facility team at Kisizi Hospital in Western Uganda were supported to 
improve identification of positives through PITC (Figure 93).  

Figure 93. Uganda: Percentage of individuals tested through PITC and positives identifies, Kisizi 
Hospital (May 2015 – Feb 2016) 

 
PMTCT: Reduce mother-to-child transmission of HIV and improve the quality of eMTCT services 

 To understand the gaps and establish baseline results in PMTCT care and the quality of 
services, a comprehensive baseline assessment was carried out in 23 health facilities (Nov – 
Dec 2015). The baseline, assessed the functionality of the mother-baby care points, availability and 
functionality of QI teams alongside the baseline results of selected indicators. The results of the 
baseline have been summarized in Table 7. 
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Table 7. Uganda: Dashboard showing PMTCT baseline assessment results (Nov – Dec 2015) 

 

 ASSIST held an implementing partners meeting which brought together the IPs including 
HIWA, RHITES SW, STAR E, STAR EC and ASSIST North for coordination and consensus 
building (Q1). The objectives of the meeting were to: Share and discuss baseline assessment 
findings; identify key areas for prioritization; discuss usage of the PMTCT dashboard; agree on key 
follow-on activities to support the health facilities. 

 Support of building the capacity of IPs and institutionalization: MOH carried out a Training of 
Trainers (TOT) on retention cohort monitoring for key PMTCT IPs. ASSIST facilitated sections of this 
training such the use of a QI approach to improve site level indicators; the use documentation 
journals and starting up improvement work. ASSIST also shared the PHFS change packages and 
demonstrated how these could be used to improve certain eMTCT areas and indicators. This 
particular activity further enabled ASSIST to spread and institutionalize the use of change packages 
developed through the PHFS work.  

 Technical assistance to other IPs to spread PHFS work (Dec 2-4, 2015): ASSIST facilitated a 
district-led learning session between 18 spread sites and 4 demonstration sites (22 health facilities) in
Tororo District supported by TASO. With guidance from ASSIST, the Tororo DHO has established six
district mentoring teams to support all the sites on a monthly basis.  

 Institutionalization of the PMTCT dashboard to be used by IPs (Jan – Feb 2016). ASSIST 
developed a prototype dashboard between January and February 2016 to be shared and used 
among partners. The MOH, CDC, USAID and IPs reviewed the dashboard through a series of 
consultative meetings between February and March 2016 and it was agreed that this dashboard 
would come into use in April 2016.  

 ASSIST supported the MOH to conduct a PMTCT M&E partners’ meeting (March 11, 2016). The 
purpose of this meeting was to, amongst other objectives, update partners on the dashboard and 
indicators, discuss the use of the longitudinal ANC register and provide updates on the birth cohort 
monitoring training.  

 Building the district’s capacity for sustainability: 2 coaches’ meetings were held in January (12-
13th) and February (4th-5th) 2016. The aim was to orient the coaches on key QI tools and approaches, 
share the PMTCT indicators and plan for subsequent coaching visits. 

 Baseline assessment in 8 Northern facilities and 6 STAR E health facilities (Feb – March 2016): 
The purpose of the baseline assessment was to establish the quality gaps, determine the presence of
QI teams and set them up where necessary, support sites to develop improvement objectives.  

 Held two peer- to-peer learning sessions to improve collaborative learning (Feb and March 
2016). 26 facilities from the various IPs benefited. The objectives of these learning sessions were to: 
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share baseline findings, prioritize areas for improvement, develop a common learning agenda, 
introduce collaborative learning to the improvement teams and develop action plans for the next 
months and prioritization of Improvement work. 

 Coaching visits were conducted in 11 health facilities (4 in STAR EC and 9 in Northern 
Uganda) (Feb 2016). Another round of coaching visits was also carried in 16 Northern Uganda sites 
in March 2016. The coaching visits were focused on supporting sites to improve data quality, improve 
retention of mother-baby pairs, improve early ANC retention and improve rapid testing for infants at 
18 months. 

 Improvement in 1st DNA PCR testing at 6 weeks of age and intiation of cotrimoxzole at two 
months of age (Figure 94): The 16 sites in Northern Uganda PMTCT collaborative have been 
focusing on improving the ‘special visits’ since ASSIST started providing support to them. To increase 
the proportion of HIV exposed infants who get tested at 6 weeks of age and those who receive 
cotrimoxazole at 2 months, the sites tested and implemented the following changes: 

o Enroll exposed infants in care immediately, before discharge at birth (previously many sites did not 
enroll exposed infants born in their facilities immediately and told them to come back at 6 weeks- 
thus had no way of telling if the babies returned for care) 

o Give mothers and babies the exact appointment dates instead of telling them to come back at 6 
weeks 

o Generate a list of babies due for 1st DNA PCR each month and check it against the babies who 
come, follow up any babies who so not return for services 

Figure 94. Uganda: Percentage of HEI receiving appropriate care at 6 weeks of age (1st DNA PCR 
test) and HEI-initiated on cotrimoxazole by 2 months of age, 16 health facilities, Northern Uganda 
(May 2015 – Feb 2016)  

 
 Bobi HCIII has been working on improving male partner testing as a means to increasing access to 

care for HIV positive pregnant mothers, reducing the fear of disclosure.  Figure 95 shows the 
percentage of pregnant women who were tested for HIV at the first ANC visit between August 2015 
and February 2016. 
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Figure 95. Uganda: Percentage of pregnant women whose partners were tested for HIV at first 
ANC visit at the health facility, Bobi HCIII (Aug 2015 – Feb 2016)  

 
 Spread of the PHFS/ PMTCT work: Since January 2016, ASSIST has provided technical support to 

the northern region to systematically spread the lessons and changes learnt from the PHFS work. 
The purpose of this spread work is to enable all the health facilities providing PMTCT services in the 
northern region to make rapid improvements in the quality of care provided to HIV positive mothers 
and their exposed babies by adopting and or adapting evidence-based changes to address gaps in 
their processes.  A wave sequencing approach is being used to reach 117 health facilities. Eight (8) 
indicators are being reported on to monitor the spread work and a log of the different changes taken 
on by the sites. Between January and March, a number of activities aimed at spreading activities 
were carried out. These included: Coaches’ meeting, baseline assessments, coaching visits where 
the 25 Wave 1 sites received 3 coaching visits and the 25 wave 2 sites received 1 initial coaching visit 
in March 2016. The coaching visits are a mechanism for spread as the coaches share the different 
changes that have worked, review action plans and provide additional support to the teams.  As a 
result of these coaching visits, the sites teams have taken on changes to improve retention of mother-
baby pairs, provide a standard package of care, and improve the special visits for HEI. Figure 96 
summarizes details of sites that have incorporated changes from the PHFS change packages. 

Figure 96. Uganda: Number of sites adopting change ideas from the PHFS change package, 19 
wave 1 sites (Jan 2016) 

 

 Setting up a system for oversight and improving quality of coaching: In March 2016, coaches 
were provided support to improve the quality of their coaching visits through direct observation of the 
coaching visit and providing feedback to the coach after each session. This will be a mechanism for 
oversight of the entire spread and improvement process and will also improve the coaching skills of 
the different coaches.  
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Improve the quality and safety of Safe Male Circumcision  

ASSIST is providing technical support to 9 USG funded (7 USAID, 2 DOD) IPs. In total the 9 IPs have 
101 sites of which 90 are classified as priority VMMC sites. ASSIST is providing intense support to all the 
90 priority sites with 71/90 (78%) of these being new SMC sites. The essence is to support the MOH, IPs, 
and site level staff to identify barriers in achieving national VMMC standards, identify possible solutions to 
overcome the barriers, and carry out improvement plans to test these changes, while collecting 
performance data to objectively measure whether gaps are being bridged. 

The intense support includes site assessments, on site coaching and QI training. ASSIST is also 
supporting the MOH to conduct a study to understand how best tetanus toxoid vaccine can be integrated 
into SMC following the recommendation from WHO. 

 SMC quality assessments were conducted at 58 health units (45 were baseline and 13 were at 
old sites that still classified as priority) (Nov-Dec 2015). The remaining 35 sites were not 
assessed because their implementing partners have not yet commenced SMC activities this FY. The 
baseline assessments at the new sites revealed: 

o Poor performance on the quality standards and performance indicator 
o Absence of trained teams remains a big challenge 
o Majority of the new priority sites are at the level of HC III and thus will need great support to meet     

the required standards. 

 The performance of the sites is shown in the dashboard (Table 8). 
 Northern Uganda stakeholder’s meeting. A one-day meeting was organized by Strengthening 

Decentralized System (SDS), the IP supporting SMC in Northern Uganda to share with 15 districts 
plans for the new FY. ASSIST was invited to the meeting and made a presentation on integration of 
QI in SMC.  

 Held monthly on site coaching of the SMC health facility QI teams (Jan 2016). ASSIST 
supported sites to; 

o Collect baseline data on the performance indicators and to form SMC QI teams; analyze the data 
collected; set up improvement aims to address gaps in prioritized indicators.  

o Initiate improvement work on the implementation of tetanus toxoid (TT) vaccination. This included 
working with sites to identify gaps and test changes in provision of TT vaccine.  

 Completed site assessment of the quality of SMC services at health facilities (Q1-Q2). 
Dashboards were developed, QI teams formed and action plans developed after the assessments. 

 Conducted the first learning session (March 2016). 193 frontline health workers from 48 health 
facilities participated. This included circumcisers, assistant circumcisers, counsellors and data clerks. 
Representatives of the USG IPs were also in attendance. Baseline results, introduction to QI and best 
practices, and prioritization was done. 

 ASSIST was requested by the PEPFAR Uganda VMMC TWG to lead the process of developing 
a site assessment tool to determine its readiness for integration of TT in the SMC (Jan 2016). 
The other IPs on the team included Rakai Health Sciences Program, METS and Makerere University 
Walter Reed Project. The tool was developed and submitted to the TWG. 
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Table 8. Uganda: SMC Dashboard (Nov – Dec 2015) 
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 Improving post-operative follow-up within 48 hours and 7 days at spread sites: Figure 97 
shows the baseline result of circumcised clients returning for post-operative follow-up within 48 hours 
and 7 days at 17 spread sites. The major gaps identified at the sites to explain the current 
performance were: unclear information provided to clients on return for post-operative follow up; poor 
documentation of follow up visits and unclear organization of client flow during follow up periods. The 
changes currently being tested at sites to improve these two indicators include: informing clients to 
come for removal of bandage dressing at 48 hours; informing clients of appointment dates for 7-day 
follow-up and its importance; and assigning responsibility for client follow-up to a staff within the clinic. 

Figure 97. Uganda: Percentage of clients followed up at 48 hrs and 7 days, 17 facilities (May 2015 
– Feb 2016) 

 
 Results of the cascade of Tetanus Toxoid (TT) vaccination at 8 SMC sites: Figure 98 shows that 

across the 8 sites 971 clients received TT1, 496/971 (51%) TT2 and 479/971 (49%) were 
circumcised. The acceptability of TT1 is higher than that of TT2. The main reasons are fear of pain 
and lack of follow up. At some sites (e.g. Munobwa HCIII) the performance has been good. Of the 
175 clients that accepted TT1, 157/175 (90%) of the clients came back for TT2 and were also 
circumcised. The good performance is attributed to taking detailed contact information from the 
clients and giving them reminder phone calls. 

Figure 98. Uganda: Number of clients who receive TT1 & TT2 and get circumcised, 8 sites (Feb 
2016)  
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 Improving 6-week post-operative follow-up after SMC: In Moroto Hospital in North Eastern 
Uganda, after a gap was identified in the area of 6 weeks post-operative follow-up, tested 
interventions were introduced. The proportion of clients returning for the 6-week post-operative review 
improved from 0% in July 2015 and now sustained at 90% (Figure 99). This also enabled the SMC 
staff to identify som
interventions. 

e late adverse events that occurred like infection for one client and provided timely 

Figure 99. Uganda: Percentage of circumcised males who return for 6-week post-op review, 
Moroto RRH (Dec 2014 – Jan 2016) 

 
Spread plans 

Currently, the SMC technical area is implementing the spread plan by use of the trained district coaches 
to support improvement work at the various districts in which they are located. Using the developed 
change package, the SMC team is also supporting spread by sharing the known best practices in the 
change package at the moment, the spread is to 90 sites from the initial 49 sites. 

Improve HIV prevention (DREAMS, Stepping Stones and other prevention interventions) 

In this reporting period, we set out to finalize adaption process of the stepping stones manual, train 
community facilitators and commence community based trainings. However, given the challenges with the 
adaptation of the stepping stones manual, we developed a community training manual to facilitate peer to 
peer discussions aimed at behavioral change to ensure reduced new HIV infections among target 
populations. 

 Conducted a stakeholders’ meeting to orient IPs on the Stepping Stones methodology and 
engaged them to support the implementation in November 2015 (Q1). The meeting was attended 
by USAID, CDC HIV prevention technical leads, Chiefs-of-Party of nine USG supported IPs and their 
key technical staff. ASSIST facilitated the review of content of the Stepping Stones manual by IP 
technical staff and recommendations were made for the adaptation process. 

 ASSIST hired a consultant to provide expertise for the Stepping Stones manual adaptation 
process and work on the manual was started and as a result, a draft Stepping Stones manual 
for HIV prevention has been produced (Nov 2015). 

 Conducted a training needs assessment with five out of the nine IPs (STAR EC, STAR E, SDS 
HIWA, and RTI projects) to understand how they work with the target population and assessed 
capacity to undertake the Stepping Stones methodology within their HIV prevention programs 
(Nov 2015). 

 Conducted a TOT for nine IPs to build their skills in Stepping Stones methodology and also 
discussed the implementation mechanisms (Dec 2015). The TOT was also used to pre-test the 
adapted manual and feedback from the participants and trainers will be incorporated in the improved 
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version. Nineteen trainers for Stepping Stones are a result of this activity. 
 Developed joint work plans that will guide the implementation of the joint activities have been 

produced (Q1). 
 ASSIST supported 6 IPs (SDS, STAR-EC, MUWRP, HIWA, Mildmay and RSHP) to participate as 

trainers in the training of 26 community based facilitators for Stepping Stones (Jan 2016). 
 Conducted joint community entry meeting with 3 IPs (Mildmay, STAR EC, MUWRP) in 

Mubende, Mayuge and Bugiri districts among CSWs, fisher folks and pastoralist communities 
(Feb 2016). At all these meetings, key district personnel including DHO, CDO, and DHE actively 
participated. The meetings provided a platform to introduce the communities to the upcoming 
activities, explore challenges faced by the communities in accessing and utilizing HIV prevention 
interventions, and discuss what changes they would like to see happen and their roles in 
implementing the changes. 

 Commenced the process of development of a community training manual for HIV prevention 
for the different target groups (Q2). ASSIST hired a consultant to develop the manual that would 
be used guide the process of engaging community peer facilitators to motivate and facilitate behavior 
change among their peers. 

 Participated in the DREAMS initiative district stakeholders meeting in Gulu (Q2). The meeting 
provided an opportunity for the different implementing partners in the region to share their 
implementation strategy in supported districts (Q2) 

 Facilitated training in QI for HIV prevention for peer facilitators of STAR -EC and Mildmay 
target communities (CSWs, fisher folks and pastoralists) in Mayuge, Bugiri and Mubende 
districts (March 2016). The peer facilitators trained (64 for STAR-EC and 54 for Mildmay) will work 
with their pears to support behaviour change and improve access and utilization of HIV prevention 
services in their respective communities.  The peer facilitators were also supported to develop plans 
for implementation of HIV activities that aims to influence behaviour change of peer groups towards 
access and utilization of HIV prevention services in their respective communities 

 Conducted a training of facilitators of HIV prevention in the community for 20 uniformed 
personnel in collaboration with RTI (Q2). The trainers will build capacity and support their peer 
educators to deliver HIV prevention trainings in their communities aimed at improving behaviour 
change, access and utilization of HIV prevention services.  

 Developed a draft community training manual for HIV prevention for target populations. 
Improvements on the manual are still ongoing with subsequent engagement and feedback 
from the target populations (Q2). 

 Conducted community entry meetings for 6 out of the targeted 15 communities (pastoralists, 
commercial sex workers and fisher folks (Q2). The meetings were used to meet the key 
community stakeholders to discuss challenges faced by the community in accessing and utilizing HIV 
prevention interventions and the role of community in addressing these challenges 

 In the 4 communities 118 peer facilitators were trained. Each of the peer facilitators will reach 
out to at most 10 of their peers with information and activities on HIV prevention (Q2). Each 
community was supported to form a QI team that will work continuously work on collection and use of 
data to improve prioritized areas.  

Activity 7. Above site TA to improve care and treatment for people with HIV 

Accomplishments and Results: 

Improve HIV/ART care and treatment services 

During FY 2015/2016 ASSIST is partnering with the MOH to address the variations in access and 
utilization of HIV care services by all HIV positive adults and children focusing on the special groups like 
OVCs. This is done to contribute to the PEPFAR goal of achieving and sustaining ART saturation in the 
61 priority districts to meet the UNAIDS 90:90:90 goal ahead of 2020.  

 Supported the MOH to conduct planning meetings for the review of the NQIF and Strategic 
Plan (QIF&SP) 2015/16 -2019/2020 so that it’s aligned it with the new Health Sector Strategic and 
Development Plan (HSSDP) 2016-2020. The first draft is now being reviewed by members of the 
national QI coordination Committee.  
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 ASSIST was involved in the review of National Support Supervision Guidelines (NSSGs) (Oct 
2015). This was aimed at supporting QAD in revising the current NSSGs, so that they are aligned 
with the new HSSDP (2016-2020). More review meetings including consultative meetings and the 
national stakeholders meeting are planned as part of the review process. 

 Provided onsite support for QI work by conducting joint coaching with members of MOH, 
Quality Assurance Departments of Regional Referral Hospitals, District Health Teams and 
health facilities and the respective implementing partners (Q1). The findings from coaching visits 
were shared with supervisees and with the implementing partners. 

 Progress with institutionalization of the PMTCT dashboard (Q1). In November 2015, ASSIST 
made a presentation on the use of dashboards to the MOH and 14 PMTCT IPs at the national Option 
B+ stakeholders’ meeting. As a way forward, ASSIST was asked to work with MOH to develop a 
PMTCT dashboard, which all partners can use. This dashboard will be used during the quarterly 
review meetings called by the MOH as well as to support health facility level teams to improve their 
systems and processes.  A dashboard has been developed and will be shared with IPs in due course.  

 Joint coaching activities were carried out in between Jan – Mar 2016 to follow up and support site 
teams to implement QI projects to improve HIV care and treatment services focusing on identification 
of positives through provision of targeted PITC both at health facility and at Community (Q2). 
Successful linkage into care, adherence, and retention on ART, CD4& Viral Load monitoring. During 
the coaching,  

 Follow up on action plans made by the sites during the Dec 2015 QI training was made (Q2). 
Sites were supported to synthesize some of the tested changes that could lead to improvement. 
Further review of the baseline performance to identify gaps and make joint plans to address them 
was made. 

 The facility–community collaborative also conducted onsite coaching sessions to 4 health 
facilities in the Eastern Central region (Jan- Mar 2016) (Banda HC III, Wabulungu HC III, 
Namungalwe HC III and Kityerera HC IV) with 4 CSOs (FOCREV, SEPSPEL, WACA, BACHI) to 
support the sites use QI to identify gaps in identification and enrolment of HIV positive OVCs and test 
changes to close them. 

 Improved adherence and retention: Comparison of the number of sites with clients adhering to 
treatment well and being retained in care is beginning to improve as seen in Figure 100. The number 
of sites with number of clients rated as having poor adherence has dropped from 80% at baseline to 
38% and sites with good retention has improved from 5% at baseline to 29% in February 2016. 

Figure 100. Uganda: Site improvement in adherence and retention (Oct 2015 – Feb 2016) 

 Scaling up of viral load monitoring: Viral load training was conducted by the IPs in some health 
facilities by September 2015.  However, at time of the baseline assessment in October 2015, few 
sites had started monitoring Patients’ Viral Loads (VL) mainly due to logistical challenges and 
occasional breakdown of the equipment at the lab hubs. We have supported sites to improve this 
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area and improvement has been in two facilities: Banda HC III Mayuge and Busembatya HCIII in 
Iganga Districts respectively. Banda HC III reports improvement from 0% in May 2015 to 95% In 
February 2016 (Figure 101). 

Figure 101. Uganda: Percentage of ART clients 15+ started on ART 6 months ago that have viral 
load done, Banda HC III and Busembatya HC IIIs, Eastern Uganda (May 2015 – Feb 2016)  

 

Strengthen community-facility referrals 

ASSIST is working with CSOs to strengthen community–facility linkages to maximize retention and 
adherence. Between Jan - March 2016 the focus has been mainly on establishing partnerships with 
CSOs to strengthen their collaboration with the health facilities to streamline referral of clients to and from 
the community. ASSIST is implementing this collaboration in four health facilities (Banda HC III, 
Wabulungu HC III, Namungalwe HC III and Kityerera HC IV) and 4 CSOs (FOCREV, SEPSPEL, WACA, 
BACHI). The teams have been supported to open up improvement projects on identification of HIV 
positive OVCs and linkages from CSO to the health facility and vice versa. In the three health facilities of 
Wabulungu, Kityerera and Banda, an OVC focal person was identified to ensure that documentation of 
referrals is always up to date in the relevant documents which included HCT register, pre-ART and ART 
register for follow up. 

 Overall proportion of orphans and vulnerable children referred from the community that 
received an HIV test at the health facility has increased from 58% (21/36) at baseline to 99% 
(143/145) as of Feb 2016 (Figure 102). 

 Through support of the mentor mothers and community focal person at Banda HC III, there 
has been an improvement in the OVC referred who actually access HCT from 21/36 (58%) in 
November to 26/28 (93%) in February 2016, as shown in Figure 103. 

Spread work  

 HIWA/TASO organized a QI training/1st learning session for its 18 supported sites (5 for 
intensive support and 13 for light support) (Feb 2-4, 2016). ASSIST facilitated sessions at this 
training on the use of a QI approach to improve site level indicators. The training attracted 35 
health facility participants who were oriented on basic QI concepts, shared with them baseline 
assessment results from their respective facilities and supported them in developing action plans for 
improvement.  

 ASSIST facilitated sessions at this training on the use of a QI approach to improve site level 
indicators (March 1-3, 2016). The training attracted 19 HIWA staff who were oriented on basic QI 
concepts, shared with them baseline assessment results from their respective facilities, and 
supported them in developing action plans for improvement.  
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Figure 102. Uganda: Percentage of orphans and vulnerable children referred from the community 
CSO that received an HIV test, 4 health facility-community collaborative sites (May 2015 – Feb 
2016) 

 

Figure 103. Uganda: Proportion of OVCs accessing HCT services, Banda HC III (Nov 2015 – Feb 
2016 

 
 
 

Improve quality of orphans and vulnerable children (OVC) services 

ASSIST is supporting the MGLSD to coordinate and oversee implementation of national OVC quality 
improvement plans and strategies. ASSIST in collaboration with MGLSD organized a partner’s meeting to 
share progress and plan support for QI implementation. 

 In collaboration with Catholic Relief Services (CRS), ASSIST conducted QI training for 32 staff 
of the three regional partners of the Sustainable Outcomes for Children and Youth Project 
(Q1). The training’s focus was to orient the staff on the basics of QI and their roles as managers in 
supporting QI implementation in the project. ASSIST will be working with the trained staff in joint 
activities in the selected districts of Kibaale, Bushenyi and Luweero to further build their QI capacity. 

 Conducted two joint QI coaching sessions at four UPHS supported CSOs. The CSOs were 
supported to form QI teams, collect and compile data on selected indicators, review performance and 
prioritize quality gaps for immediate attention. The teams were supported to review functionality of 
community networks such as Village Health Teams (VHTs), parasocial workers, community monitors 
and other in relation to identification and linkage of OVC and caregivers to health facilities for HIV 
services. 
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 Adopted indicators to measure of performance in identification, linkage and enrollment in HIV 
care for the supported OVC and their caregivers in October 2015 (Q1). This was important as it 
would enable uniform and collaborative measurement of improvement. ASSIST piloted the indicators 
at two CSOs to identify the data sources. During this process, we modified the CSO home visit tool to 
include information on adherence to ART and retention in care for the HIV positive OVC and their 
caregivers.  

 Baseline data collection was carried out in four in October 2015 (Q1) namely KARERA, KIMOSI, 
FICHI and Caring Hands. Results from the four CSOs showed that few of the supported OVC and 
their caregivers had a known HIV status. On average 37% (896/2406) OVC (0-14 years) and 32% 
(809/2545) direct beneficiaries 15+ years had a known HIV status. CSOs had limited information 
whether the HIV positives linked to care were still in care. Mechanisms were put in place for the CSO 
to obtain information on HIV positive OVC active in care; 75% (41/54) OVC (0-14years) and 79% 
(232/291) direct beneficiaries 15+ years were active in HIV care. ASSIST supported the teams 
identify possible causes and test changes to close the quality gaps.  

 Improving Identification of HIV-positive OVC (Q1). Having identified gaps limiting HCT among OVCs 
and their caregivers within the supported CSOs, ASSIST supported CSOs to improve access to HIV 
testing to enable early identification of HIV positives. 

o At KIMOSI and Karera improving access to HIV testing was done through VSLA structures, the 
CSOs liaised with service providers to provide HIV test kits and testing services within the 
community.  Within one month, both CSOs recorded an increase in beneficiaries with a known 
HIV status; from 25% (207/824) to 51% for OVC 0-14 years and from 30% (347/1149) to 61% for 
direct beneficiaries 15+ years. A total of 628 OVC and caregivers were tested and 6 tested HIV 
positive and were all enrolled into HIV care.  

Two other CSOs, FICHI and Caring Hands, applied a different approach to identifying HIV 
positives in the supported communities. They developed criteria of: sickly children, children who 
have lost parents to HIV and children living under care of HIV positive caregiver. The VHT used 
the criteria to identify and link children to HIV testing services where all 29 children and 
caregivers identified were tested and 86% (25/29) were HIV positive and have since been 
enrolled in care. 

 ASSIST conducted a partners meeting attended by MGLSD central coaches, and IPs (UPHS, 
MEEP, Better Outcomes & Sustainable Outcomes projects) (Jan 2016). The focus of the meeting was 
to share progress of QI implementation in OVC work and re-echo the roles of partners.  

 Conducted two joint QI coaching sessions at four UPHS supported CSOs (KARERA, KIMOSI, 
FICHI and Caring Hands) (Jan and Feb 2016). The CSOs were supported to form more parish level 
QI teams from five in the last quarter to 15 by the end of March 2016. The teams formed were to work 
on structures to identify HIV positive individuals in the community and have them linked into care 

 Held a meeting with Sustainable Outcomes project to discuss their readiness to start 
implementation of QI work in the community (Jan 2016). Three QI focal persons for the 
Sustainable Outcomes regional partners were selected and agreed to support setting up community 
level QI teams in the selected three districts to enable identification of HIV positive individuals in the 
community. 

 Conducted the first learning session for UPHS supported CSOs between (Feb-March 2016). 
The learning session was attended by 24 participants from the 4 ASSIST and 8 non ASSIST 
supported CSOs. The ASSIST supported CSOs shared changes associated with improvement in; 
identification of HIV-positive OVC and caregivers in the community, enrolment and retention in HIV 
care.  All teams were supported to prioritize two areas to work on and developed action plans with 
changes that have worked.  

 Conducted the first OVC learning session for 25 staff from 4 key regional partners and 5 CSO 
supported by Better Outcomes for children and youth project (March 2016). The teams were 
supported to prioritize three areas to start improvement work on and develop action plans for 
immediate implementation 

 Identification of HIV-positive OVC in the community by 3 CSOs (Q2): The CSO teams have 
continued to work with community parish level QI teams (VHTs, parasocial workers) to use a criterion 
(sickly children, children who have lost parents to HIV and children living under care of HIV positive 



 

USAID ASSIST Project Semi-annual Performance Monitoring Report 171 

caregiver) to identify more positives in the community and link them to HIV care. In 15 parishes (6 
sub-counties) a total of 106 HIV positive individuals were identified in this quarter compared to 25 (in 
5 parishes) in the last quarter. 

 Improving access to HCT by four CSOs (Q2). Percentage of OVC (0-14yrs) whose caregivers 
know their HIV status increased from 55% (1333/2420) in January to 73% (2046/2804) in March 2016 
while among direct beneficiaries 15+ years, they have increased from 53% (1356/2562) in January 
2016 to 68% (1949/2859) in March (Figure 104). This was achieved through conducting HCT at the 
village level where OVC and caregivers stay, specifically through activities such as VSLA meetings, 
community celebrations and integrating HCT in OVC routine activities. 

Figure 104. Uganda: Percentage of OVC (0-14yrs) and direct beneficiaries 15+yrs with a known HIV 
status (May 2015 – March 2016) 

 

 Improving retention in care (Q2). CSOs were supported to improve data quality on retention in HIV 
care by identifying all OVC and their caregivers who were HIV positive and establishing if they are 
currently in care. A modified home visit tool is used to track information on all supported HIV positive 
OVC and caregivers to ensure they are in care. FICHI – one of the supported CSOs identified 57 HIV 
positives individuals whom they did not have information about and made follow up. Most were in 
care except for 10 (17.5%) who had previously missed appointment due to transport constraints. The 
team agreed with the health centres (Bukakata and Kiyumba) to provide a community outreach to 
benefit the 10 clients and others in the community with similar challenges. FICHI’s contribution to the 
outreach activities is supporting participation of a VHT. 

 The established community structures have also been used to identify HIV-positive 
individuals who have a known HIV status but are not active in care (Q2). In March 2016, Caring 
Hands in Wakiso identified 29 individuals who are HIV positive but not in care and supported all to be 
re-enrolled in care.  VHTs were allocated households for follow up and they make monthly home 
visits to engage OVC and their caregivers on adherence and keeping clinic appointments. In the next 
quarter, we will report on progress of these efforts. 

Spread plans 

In this quarter, since we mainly supported one IP (UPHS), effort to spread what has been learned so far 
was done through conducting a learning session between the four ASSIST-supported CSOs and the eight 
non-supported CSOs. ASSIST facilitated the learning session, shared and provided tools for use, and 
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supported the sites to develop improvement aims and action plans for immediate implementation. 
ASSIST agreed to provide light support to at least one of the eight UPHS CSOs once a quarter on 
request. 

Activity 8. ASSIST above site TA to improve family health (TB, Nutrition, MNCH) 

The common causes of neonatal deaths in Uganda include birth asphyxia, infections, and complications 
of preterm birth, accounting for 90% of all newborn deaths. As part of creating effective leadership and 
governance, ASSIST is working with the Child Health and Reproductive Health divisions of MOH through 
sharing reports, knowledge management products, quarterly peer to peer learning meetings and quarterly 
joint on site coach visits to provide guidance to the MNCH improvement work in the supported districts.  
ASSIST has supported two implementing partners (STAR E and STAR EC) to improve the quality of 
maternal and newborn care services. 

Globally, Uganda is among the 22 high-burden TB countries with a TB prevalence of 154/100,000 and TB 
mortality estimated at 30/100,000 population (WHO Global TB Report - 2014). Quality of TB services is 
not at its best with a number of TB diagnosis and treatment units (DTUs) having care in the hands of low 
cadre health workers. Between January and March 2016, In coordination with USAID partners STAR E, 
STAR EC, and Track TB, ASSIST, IPs, and the district stakeholders have conducted three monthly 
coaching visit to all the 12 facilities towards continuous improvement of TB care at the TB DTUs. The 
efforts focused on improving TB services data quality, case detection through intensified case finding, and 
treatment response monitoring through follow-up assessment of confirmed cases on treatment. 

Accomplishments and Results 

Improve the quality of maternal newborn health services  
 MOH support: As part of creating effective leadership and governance at the Child Health and 

Reproductive Health divisions of the MOH, ASSIST has seconded a quality improvement advisor-
MNCH based in the Child Health division of the MOH to provide technical support and advocate for 
the integration of quality improvement in the division. Further, the Child Health and Reproductive 
Health divisions have been engaged in the quarterly learning session in northern Uganda and joint 
onsite coaching activities in the supported districts.  

 Baseline assessment of the quality of care of MNCH services in 20 health facilities.  In 10 
STAR E-supported facilities (hospitals and HCIVs), the assessment revealed 16 documented 
maternal deaths during the 2015 with postpartum hemorrhage as the main cause of maternal deaths 
(50%) followed by complications of abortion and sepsis at 19% each while HIV/AIDs and other 
causes of maternal deaths were at 6% each.  In the STAR EC region, the assessment showed that a 
total of 32 mothers died in the 10 selected health facilities during the calendar year of 2015. Most 
mothers died of other causes of maternal deaths (22%) followed by postpartum hemorrhage and 
Eclampsia (at 19% each), Malaria (16%), unsafe abortion and obstructed labor (at 9% each) and 
HIV/AIDS (6%). 

 Perinatal deaths: Assessment of the perinatal outcomes in STAR E and STAR EC regions showed a 
high fresh stillbirth rate followed by macerated still births and pre-discharge newborn mortality rate. 
The assessment found 10/20 facilities not using partographs at all in labor monitoring. Screening for 
complications (HB, RPR, BP monitoring) during ANC was found strong in Bududa hospital but lacking 
in most health facilities. The quality of newborn resuscitation was varying from site to site with some 
facilities lacking HBB protocols, resuscitation equipment and had no prepared, equipped resuscitation 
area. Five (5) facilities reported to be having mannequins for HBB practical skills sessions.  

Health system gaps identified 

 Four facilities were found to be using the old HMIS tools (i.e., the maternity and ANC registers). 
 Partographs were not available in 10/ 20 facilities. In five facilities that had them, they were older 

versions. 
 7/11 HCIV theatres were not functional due to infrastructural gaps coupled with lack of water/ 

electricity connections. Three of these are not functional due to lack of critical cadres especially 
anesthetic officers. 

 In all the 20 facilities, there was no active maternal and perinatal death reviews. Most of these 
facilities lacked the MPDR forms and had not MPDR team in place. 
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 Work improvement teams were mainly in the HIV clinic and there was no evidence of improvement 
work focused at maternal and newborn care. 

Improve management of TB.  
 ASSIST organized a stakeholders meeting with IPs during which a criteria for selecting sites 

for the TB QI collaborative was agreed upon (Oct 2015). Twelve facilities have so far been 
identified from the east central, east and central-KCCA regions. An additional three are expected from 
the southwest region.  

 Baseline assessment of 12 facilities was conducted to establish existing support for QI 
implementation and performance on key performance indicators (Nov 2015).  

o Six facilities from STAR E and EC had nonfunctional QI teams  
o All the six KCCA facilities under TRACK TB had no QI teams in place  
o Key baseline findings include; the majority of TB suspected HIV-positive clients are not done 

geneXpert in all the facilities except Reach Out Mbuya 
o Completeness and accuracy in the unit TB register is very poor across all the facilities with 1.5% 

on average  
o Contact tracing is not done by all the facilities as recommended by the MOH 
o Ethambitol- Isoniazid (EH) use stopped in Dec. 2014 as per MOH policy but some facilities still 

have stock of EH in the store  
o ICF forms re not available in all the facilities  
o Some sites have ICF job aides, INH not available in all the facilities and where it is available, it is 

not being used for IPT  
o New OPD registers available in just a few facilities. 7/12 facilities lack these new tool and so not 

easy to capture data on TB screening in OPD, No TB appointment books in most facilities and 
hence very difficult to know which patients will be coming back when, No TB presumptive 
registers in some facilities 

 The first learning session was to orient the health workers on the TB collaborative work and 
integration of QI concepts in health care was conducted for 12 sites (Dec 2015). A total of 41 
participants attended that included TB care services providers at facilities and district level TB 
supervisors. The results from the baseline assessment was shared with the participants and IP 
representatives, and areas for improvement were identified per facility. Action plans on how to 
improve were also developed. 

 To improve TB case notification among adults and children less than 15 years, quality improvement 
teams at all the supported facilities improved TB screening by testing the changes indicated in Figure 
105. 

 With increased TB screening at OPD, and health care workers supported to contact and trace all 
household contacts of PBC TB clients, the number of presumed TB cases and TB detection has 
improved at some facilities, such as Busiu HC IV (Figure 106).  

 Other projects worked to improve the proportion of TB patients tested for HIV and TB/HIV confection 
management by ensuring that TB HIV co-effected patients are identified and offered appropriate care 
services. 

 Improving documentation was also prioritized in 12 facilities supported and number of known changes 
were tested to improve this area   

Improve nutrition in the first 1000 days for mothers and babies 

Nutrition during the first 1000 days- from a mother’s pregnancy to the child’s second birthday at 24 
months makes an important difference in the life of a child and determines whether this child will have a 
promising and healthy future or one plagued by poor health and stunting.  

The goal of our nutrition is to reduce under nutrition among pregnant women attending ANC, lactating 
mothers attending the postnatal clinics and young children (0-24 months) through increasing the 
proportion of children 0-24 months, pregnant and lactating mothers who receive a complete nutrition 
package (assessment, maternal nutrition counselling, IYCF counselling, micronutrient supplementation 
(Iron, folic acid, zinc), IPT. The nutrition work also focuses on the promotion of optimal breastfeeding 
practices and Infant and young child feeding and will support some selected facilities to become Baby 
Friendly (BFHI) status. The QI work addresses the quality and service gaps in the delivery of nutrition 
care for children aged 0-24 months, pregnant and lactating women who come the health facilities.  This 
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activity is being implemented using the improvement collaborative approach, getting improvement teams 
at sites to focus on improving key areas. The sites are coached monthly and peer-to-peer learning is 
carried out quarterly. To support the 6 facilities attain BFHI status, the 10 BFHI steps have been modified 
into process indicators so that teams can focus on improving each step.  

Figure 105. Uganda: Percentage of OPD patients screened for TB in a month (May 2015 – Feb 
2016) 

 
Figure 106. Uganda: Improvement in TB identification and diagnosis, Busiu HC IV (Nov 2015 – Feb 
2016) 

 Initial meeting with MOH nutrition unit and reproductive health unit: On January 12th, 2016 
ASSIST met with the team with the MOH Nutrition unit and nutritionist in the reproductive health 
division so as share the goals of our nutrition work and areas of possible support and engagement 



 

USAID ASSIST Project Semi-annual Performance Monitoring Report 175 

 Understanding the gaps and quality of services: In January and February 2016, a baseline 
assessment was conducted in nine health facilities (6 in northern Uganda and 3 in HIWA supported 
sites) (see Table 9). An additional HIWA supported site was assessed in March, 2016.  Results from 
baseline will be used to plan improvement activities. 

Table 9. Uganda: Dashboard-baseline assessment, 9 health facilities (Jan – Feb 2016) 

 

District Facility IP

% of 
pregnan
t women 
attendin
g ANC 
who 
receive 
nutrition 
assessm
ent

% of 
pregnan
t women 
attendin
g ANC 
who 
receive 
IYCF 
counselli
ng

% of 
pregnan
t women 
attendin
g ANC 
who 
receive 
materna
l 
nutrition 
counselli
ng

% of 
pregnan
t women 
attendin
g ANC 
who 
receive 
iron 
folate

% of 
babies 
who 
were 
put on 
the 
breast 
within 
one 
hour of 
birth

% of 
pregnan
t women 
identifie
d as 
malnour
ished 
who 
receive 
appropri
ate 
manage
ment

% of  
malnour
ished 
children 
aged-6-
24 
months 
who are 
appropri
ately 
manage
d

% of 
children 
aged 0-
6 
months 
who are 
exclusiv
ely 
breastfe
d

% of 
children 
aged 2-
24 
months 
old who 
who 
receive 
a 
minimu
m 
accepta
ble diet

% of 
lactating 
women 
who 
receive 
nutrition 
assessm
ent 
using 
MUAC

% of 
lactating 
women 
attendin
g who 
receive 
IYCF 
counselli
ng

% of 
lactating 
women 
attendin
g 
maternit
y/ PNC 
who 
receive 
materna
l 
nutrition 
counselli
ng

% of 
pregnan
t women 
due for 
dewormi
ng that 
receive 
a 
mebend
azole 
dosing  
during 
ANC 

% of 
pregnan
t women 
receivin
g 1st 
IPT 
dose in 
the 2nd 
trimeste
r 

% of 
pregnan
t women 
receivin
g 2nd 
IPT 
dose in 
the 3rd 
trimeste
r

% of 0-
6 month 
old 
children 
assesse
d using 
w/a

% of 
children 
aged 6-
24 
months 
whose 
nutrition 
status is 
assesse
d 
montlhy

Masaka Maska Police HC III HIWA 11.5 92.3 33.7 99.2 86.7 100.0 100.0 100.0 #N/A 9.5 57.7 33.3 98.4 100.0 53.0 #N/A
Jinja Jinja Police HC III HIWA 18.9 66.9 57.9 92.1 85.1 #N/A 0.0 74.8 #N/A 0.0 75.2 1.7 55.9 68.5 48.7 #N/A
Kampala Nsambya Police HC III HIWA 17.1 100.0 8.2 97.5 #N/A #N/A #N/A 1.3 #N/A 0.0 0.6 0.0 33.3 75.0 83.9 #N/A
Dokolo Dokolo HC IV ASSIST Northern 89.5 81.7 67.1 64.2 99.2 16.7 100.0 100.0 90.5 79.0 86.1 88.6 15.7 55.1 46.3 0.0
Otuke Orum HC IV ASSIST Northern 100.0 100.0 100.0 100.0 85.2 100.0 87.0 100.0 100.0 0.0 84.1 9.4 76.8 60.4 26.8 #N/A
Kitgum St. Joseph Kitgum ASSIST Northern 82.3 99.3 85.7 100.0 100.0 #N/A 100.0 100.0 100.0 0.0 100.0 0.0 100.0 99.8 45.5 100.0
Lira Ogur HC IV ASSIST Northern 69.6 86.4 17.0 88.2 100.0 #N/A #N/A 97.4 100.0 0.0 92.8 0.0 0.0 64.1 32.2 #N/A
Kole Aboke HC IV ASSIST Northern 96.8 95.7 41.4 90.0 91.1 #N/A 100.0 100.0 100.0 49.2 92.5 36.3 93.0 54.5 46.3 0.0
Amolatar Amolatar HC IV ASSIST Northern 60.6 79.2 31.0 63.7 93.8 100.0 100.0 98.5 100.0 63.3 93.9 7.6 65.3 41.9 27.4 50.0
Masaka Maska Police HC III HIWA 11.5 92.3 33.7 99.2 86.7 100.0 100.0 100.0 #N/A 9.5 57.7 33.3 98.4 100.0 53.0 #N/A
Jinja Jinja Police HC III HIWA 18.9 66.9 57.9 92.1 85.1 #N/A 0.0 74.8 #N/A 0.0 75.2 1.7 55.9 68.5 48.7 #N/A
Kampala Nsambya Police HC III HIWA 17.1 100.0 8.2 97.5 #N/A #N/A #N/A 1.3 #N/A 0.0 0.6 0.0 33.3 75.0 83.9 #N/A

 Conducted Baby Friendly Health Facility initiative (BHFI) baseline: Launched by WHO and 
UNICEF, the BFHI initiative is a global effort to implement practices that promote, protect and support 
breastfeeding and optimal infant and feeding practices. Attaining a BFHI status and practicing the 10 
steps is one of the key interventions to support nutrition in the 1st 1000 days.  Six health facilities in 
northern Uganda were also assessed for their baby friendly status in February of 2016. Several gaps 
were identified including the lack of a baby friendly policy, untrained health workers, lack of referral 
and so many others. The baseline assessment will be used to support these facilities to prioritize 
areas for improvement.  

 A number of other activities to kick start improvement works were carried out. These included: 

o Setting up systems for support by identifying coaches and a nutrition coaches’ meeting held 
on February 25th, 2016.  

o Coaching visits to the sites (March 2016). These were to HIWA and ASSIST supported sites in 
northern Uganda to understand how nutrition care is provided in the selected facilities and initialize 
QI activities. 
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o IP support to use tools: A part of our continued support to IPs, ASSIST shared coaching and 
data collection tools with HIWA in March, 2016. These tools, with support from trained coaches 
were used to support additional HIWA- supported sites in the different regions.  

o 1st collaborative learning session: The 1st collaborative learning session was carried between 
30th and 31st March 2016. The objectives of the learning session were to bring together the 9 
collaborative  to introduce the concept of collaborative improvement work to sites and teams; to 
share baseline findings and introduce the concept of Nutrition in the 1st 1000 days; to prioritize 
areas for improvement and to introduce the BFHI concept (to only the sites doing the BFHI) 

 Results: Improvement in nutrition assessment: Nutrition assessment is a key step in improving 
and providing nutrition interventions. Figure 107 shows an increase in the proportion of pregnant and 
lactating women receiving nutrition assessment using MUAC in 9 facilities.  

Figure 107. Uganda: Percentage of pregnant (ANC) and lactating women (ANC) who receive 
nutrition assessment using MUAC, 9 health facilities (July 2015 – Feb 2016) 

 

Improvement in Key Indicators: Above Site Technical Assistance 

PMTCT 

Activity Indicators Baseline  

(May-Dec  2015) 

Feb 2016  

 

 

 

 

PMTCT 

Percentage of new ANC attendance  who were 
tested for HIV and received their results 

81%, (18 sites) 92% (18 sites) 

Percentage of HIV-positive pregnant women 
initiated on Option B+ 

80.9%, (18 sites) 91% (18 sites) 

Percentage of pregnant and lactating women 
retested for HIV  

25%, (15 sites) 29% (15 sites) 

Proportion of HEI who receive a virological test at 
within 2 months of birth 

64%, (19 sites) 86% (19 sites) 

Proportion of HEI who receive their first DNA 
PCR at 6 weeks of age  

59.4%, (19 sites) 71% (19 sites) 
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Activity Indicators Baseline  

(May-Dec  2015) 

Feb 2016  

Percentage of HIV positive pregnant women 
screened for TB 

54.9%, (16 sites) 97% (16 sites) 

Proportion of mother-baby pairs retained in care 
monthly 

64%, (19 sites) 68%  (11 sites) 

Proportion of infants who receive their final rapid 
test at 18 months 

48%, (19 sites) 48% (17 sites) 

Proportion of HEI born to HIV positive pregnant 
women who receive ARV prophylaxis at birth 

92%, (19 sites) 100% (17 sites) 

Proportion of HEI who receive CTX within 2 
months of birth 

59%, (19 sites) 90% (18 sites) 

Proportion of HIV-positive mothers who receive 
IYCF counselling 

77%, (19 sites) 99% (16 sites) 

Linkage of 
HEI to care 

Proportion of HIV-positive infants identified 
initiated on ART 

98%, (19 sites) 40% (18 sites) 

Percentage of HIV positive pregnant women 
initiated on ART who keep their monthly 
appointments 

80%, (19 sites) 90% (16 sites) 

%  of HIV positive pregnant women on ART for at 
least 6 months, with suppressed viral load  

31% in 1 site, No data 
in rest of sites 

100% (12 sites) 

%  of HIV positive lactating women on ART for at 
least 6 months, with suppressed viral load 

35% on 2 sites; No 
data in the rest of 
sites  

100% (13 sites) 

Percentage of HEI in care who receive a 2nd 
DNA PCR test, 6 weeks after cessation of 
breastfeeding  

30%, (19 sites) 51% (19 sites) 

Percentage of pregnant women retained within 1 
month of initiation on ART 

No data, (19 sites) 68% (11 sites) 

Percentage of HEI with a documented final 
outcome at 18 months 

No data, (19 sites) 52% (18 sites) 

SMC 

Activity Indicators Baseline Last value  

(Feb 2016) 

Safe Male 
Circumcision 

Percentage of clients counselled and tested for 
HIV 

99% Sept 2015, 
(53 sites) 

99% (89 sites) 

Percentage of clients assessed for STI 100% Sept 2015, 
(53 sites) 

82% (89 sites) 

Percentage of clients with documented consent  97% Sept 2015, 
(53 sites) 

79% (89 sites) 

Percentage of clients who experience moderate 
to severe adverse events 

0.6% Sept 2015, 
(53 sites) 

0% (89 sites) 

Percentage of clients who return within 48 hours 
for  post-operative follow up 

77% Sept 2015, 
(53 sites) 

85% (89 sites) 
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Percentage of clients who return at 7days for 
post-operative follow up 

44% Sept 2015, 
(53 sites) 

70% (89 sites) 

Percentage of clients who return at 6 weeks for 
post-operative follow up 

6% Sept 2015, (53 
sites) 

12% (89 sites) 

% of sites achieving 80% compliance to the 
MOH minimum quality standards 

0% Dec 2015/Jan 
2016, (89 sites) 

NA 

HIV Care and Treatment Services  

Activity Indicators Baseline  

(May -Oct 2015) 

Feb 2016 

HIV Facility 

Percentage of newly tested HIV-positives 
successfully linked into HIV treatment and 
care and received a service 

56%, 30 sites 87%, 29 sites 

Percentage of HIV-positive eligible clients 
newly enrolled on ART 

61%, 30 sites 70%, 29 sites 

Percentage of patients on ART who are 
95% adherent on ARVs 

76%, 30 sites 91%, 29 sites 

Percentage of ART clients retained  in 
care 

65%, 30 sites 72%, 29 sites 

Proportion of ART clients started on ART 
6 months with suppressed viral load. 

59%, 30 sites 29%, 29 sites 

Community 
care and 
support for 
HIV patients 
on ART 

Percentage of OVC referred to the HF 
that received an HIV test 

21/36 (58%)   

(1 HF reporting) 

74/76 (97%)  3 
HF reporting 

Percentage of HIV-positive OVC identified 5/21 = 24%  

(1 HF reporting) 

9/148 (6%)  

(2 HF reporting) 

Percentage of HIV-positive OVC enrolled 
into HIV care (Positives referred and 
tested from community) 

No Data 

 

10/14= 71% 

(2 HF reporting) 

Percentage of  HIV-positive OVC 
identified at facility and linked to 
community CSO for services 

No Data No Data 

CSO level 
indicators 

Percentage of OVC linked to health 
facility for HCT (Tested in community) 

34/399(8%) 

(1 CSO reporting) 

54/365 (15%)  

(1 CSO reporting) 

Percentage of HIV-positive OVC linked to 
health facility for enrollment into HIV care 

9/14=64% 

2 CSOs reporting) 

13/16 (81.2%)  

(2 CSOs 
reporting) 

Percentage of HIV-positive OVC identified 
at the community level 

9/34=26% 

(1 CSO reporting) 

16/117 (5%) (2 
CSOs reporting) 

OVC 

Activity Indicators Baseline at 4 
CSOs Oct 2015) 

Last value 
(March 2016) 

OVC 

Proportion of OVC (0-14 yrs) whose caregivers 
know their HIV status  

37% (894/2406)  
73% 
(2046/2804)  

Proportion of direct beneficiaries 15+ yrs with 
known HIV status 

32% (809/2545)  
68% 
(1949/2859)  
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Proportion  of OVC (0-14yrs) identified and  
referred for testing who test HIV positive 

ND 99% (67/68)

Proportion of OVC direct beneficiaries identified 
and referred for testing who test HIV-positive 

ND 73% (64/88)

Proportion of HIV-positive OVC (0-14yrs) enrolled  
in HIV care  

75% (41/54)  

 

100% (151/151)  

 

Proportion of HIV-positive direct beneficiaries 15+ 
yrs enrolled  in HIV care  

80% (234/291)  

 

98% (423/430)  

 

Proportion of HIV-positive OVC (0-14yrs) who are 
active in HIV care 

100% (41/41) 

 
99%(148/149) 

Proportion of HIV-positive direct beneficiaries 
15+yrs who are active in HIV care 

100% (234/234)  

 
99%(384/385) 

Proportion of  HIV-positive children (0-14 yrs) who 
have an up to date viral load result 

0% (0/38) 22% (34/144) 

Proportion of HIV-positive direct beneficiaries 
15+yrs who have an up-to-date viral load result 

0% (0/288) 32% (128/410) 

Proportion of HIV-positive OVC with undetectable 
viral load   

ND 93%  (28/30) 

Proportion of HIV-positive OVC with undetectable 
viral load   

ND 96% (123/128)

 
Proportion of OVC households in VSLA saving 
regularly 

85% (110/130) 

1 CSO 

98% (425/422) 

2 CSOs 

  

  

  

Nutrition 

Activity Indicators Baseline  Feb 2016 

(Jul-Dec 2015) 

Nutrition 
in the 1st 
1000 

Percentage of pregnant women attending ANC who 
receive nutrition assessment 

72.8%, 9 sites 87%, 9 sites 

Percentage of pregnant women attending ANC who 
receive IYCF counselling 

90.4%, 9 sites 95.5%, 9 sites 

Percentage of pregnant women attending ANC who 
receive maternal nutrition counselling 

59%, 9 sites 86%, 9 sites 

Percentage of pregnant women attending ANC who 
receive iron folate 86.3%, 9 sites 73% (stock-out), 9 

sites 

Percentage of babies who were put on the breast 
within one hour of birth 

97%, 9 sites 99%, 9 sites 

days 
 
 

Percentage of pregnant women identified as 
malnourished who receive appropriate 
management 

59.5%, 9 sites 21%, 9 sites 

Percentage of  malnourished children aged-0-24 
months who are appropriately managed (using 
RUTF,F100 or F75) 

90%, 9 sites 64%, 9 sites 

Percentage of children aged 0-6 months who are 
exclusively breastfed 

86%, 9 sites 100%, 9 sites 

Percentage of lactating women who receive 
nutrition assessment using MUAC 

30.3%, 9 sites 51%, 9 sites 
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Activity Indicators Baseline  

(Jul-Dec 2015) 

Feb 2016 

Percentage of lactating women attending who 
receive IYCF counselling 

85%, 9 sites 89%, 9 sites 

Percentage of lactating women attending maternity/ 
PNC who receive maternal nutrition counselling 

22%, 9 sites 52%, 9 sites 

Percentage of pregnant women  due for deworming 
that receive a Mebendazole dosing during ANC  61%, 9 sites 52% (stock-out), 9 

sites 

Percentage of pregnant women receiving 1st IPT 
dose in the 2nd trimester  

67%, 9 sites 67%, 9 sites 

Percentage of pregnant women receiving 2nd IPT 
dose in the 3rd trimester 

43%, 9 sites 46%, 9 sites 

Percentage of 0-6 month old children assessed 
using weight-for-age  

8%, 9 sites 18% (Jan), 9 sites 

Percentage of children aged 0-24 months whose 
nutrition status is assessed monthly 

ND, 9 sites ND, 9 sites 

Challenges and Remedies  

HIV Prevention 

 We have experienced challenges with obtaining copyrights for adaptation of the Stepping Stones 
manual and this has delayed the implementation of this approach in the communities.  

 Lack of funds among IPs has also delayed the process of implementation of HIV prevention activities 
among some IPs. 

SMC 

 The majority of the sites 71/90 (78%) are new and 45/90 (50%) are at HCIII or HCII level. These site 
don’t have operating theaters and are unable to requisition for supplies because they are under the 
push system. As such it has been challenging putting in place some of the missing supplies. 

 At national level, changes have been made to some of the SMC data tools and yet they are not yet 
available at most health facilities. This has affected coaching of the facility teams on some indicators 
which are in the new data tools and not in the old ones. 

 There has been a slowdown of SMC services at some sites with the introduction of tetanus toxoid 
vaccination.  

PMTCT 

 Change of sites that had been originally identified by Star E caused impediment in the timelines for 
the planned activities of the quarter; another baseline assessment had to be conducted and learning 
session postponed. 

 Change of dates for the baseline assessment delayed initiation of the QI activities in the southwestern 
region RHITES supported sites and altered schedules for the April activities. 

 Having all program areas visit one site at a time in the Star E supported sites, overwhelmed site 
teams, compromised the quality of coaching and there was a struggle for registers and the facility 
improvement team members particularly in those facilities where PMTCT and the MNCH teams 
visited together. 

TB 

 Shortage of the most current TB data tools at most of the TB care site. 
 Few health workers involved in TB care at some health facilities due to unsupportive health workers 

attitude making consistent TB services provision difficult. 
 Irregular TB services support supervision to facility teams in some of the districts hinders provision of 

quality TB services.  
 Contact tracing is not done by all the facilities as recommended by the MOH due to inadequate 
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coordination between the facility TB care team and sub county health workers. 

MNCH 

 Limited availability of equipment like blood pressure machines, Heamocue, Laboratory supplies and 
drugs at the health facilities. Working with the district leadership through the DHO to allocate funds for 
procurement, ASSIST also engaged USAID and they are the process of procuring these. 
Quantification process already done by USAID. 

 Poor documentation. QI teams set and prioritized documentation projects.  
 The political campaigns disrupted the community activities as VHTs were engaged in mobilizing and 

working as agents/mobilizing for politicians. After General elections, there’s is normalcy now. 

OVC 

 Whereas the improvement work was targeting 3 IPs, joint community activities have been conducted 
with one IP (UPHS) due to delays in commissioning CSOs by the regional OVC projects. 

EAR 

 More clients are identified with malnutrition but not supported (Aduku HCIV and Aboke HCIV lack 
RUTF to treat malnutrition).  

 Follow up of lost clients still a challenge as linkage facilitators lack means for this especially for clients 
from far distances. 

 There is no referral of clients to the community for further support as linkages are yet to be 
established.  

HIV COR 

 Viral Load and other laboratory related logistical challenges, Respective IPs informed and actively 
following up with the Central Public Health Laboratory (CPHL). 

 Some IPs sites not comprehensive enough to support required range of activities, IP informed and 
USAID ASSIST focusing on available services within facility.  

Community  

 Lack of standard HIV tools to use at the CSO level. 
 Limited or irregular funding for CSOs affects activities. 

Nutrition 

 Delayed start-up of one IP (RHITES SW) resulted in 6 sites in the collaborative being behind the 
other 9 sites. Baseline planned for April 2016. 

 Stock-out of essential commodities such as folic acid and mebandozole tablets.  

 Lack of data sources for some of the indicators e.g. the minimum acceptable diet for children-
questionnaires will be designed to address this and collect qualitative information. Planning to 
improvise with non-MOH temporary sheets after MOH approval. 

Improving Equity 

 Male partner HIV testing for pregnant women accessing ANC care is being used as a means to 
increase access to care for HIV-positive pregnant mothers and reducing fear of disclosurefor 
improvements at Bobi HCIII. 

 ASSIST Uganda is using Stepping Stones for the DREAMS initiative to improve HIV prevention; the 
program has repeatedly shown to be an effective community tool for reducing gender-based violence 
through its focus on HIV, gender, communication skills, and relationship skills, so one of the goals of 
using it is to improve equity. 

Knowledge Management Activities and Products 

 Developed and submitted monthly progress reports for ASSIST, ASSIST North and SMGL 

 Developed a template to track the performance of ASSIST-supported facilities per district on SIMS 
indicators. 

 Opened up a photo repository for the ASSIST Main and North photo and video documentation records 
storage 
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Planned Activities Next Quarter: April- June 2016 

1. HIV Prevention 

o Facilitate training of community based peer facilitators   
o Support functionalization of improvement teams in the trained communities  
o Conduct partners meeting 
o Conduct community entry meetings for 8 more communities 

2. HIV Care and Treatment services 

o Conduct baseline assessment and QI training for RHITES SW facilities. 
o Joint onsite coaching activities 
o 1 learning session in Q3 
o 1 harvest meeting in Q4 
o Regional coaches meeting in Q3  
o Document spread work  
o KM products in community-facility linkages and viral load monitoring 

3. SMC 

o Monthly on site coaching   
o Conduct the first learning session for the northern region sites. 
o Hold quarterly stakeholders meeting 
o Continue with the MOH Tetanus study 

4. PMTCT 

o Monthly on site coaching visits to supported sites 
o Learning session one for six RHITES and seven USAID ASISIST north supported sites. 
o  Coaches’ meetings- for both collaborative and PHFS spread work to discuss progress 
o One PMTCT Implementing partners meeting 
o Training of facility teams in the TB/PMTCT integration 
o Presentation of the dashboard in the PMTCT partners’ meeting 
o Monthly coaching visits to the wave 1 & 2 spread sites 
o Initial baseline and visits to wave 3 sites in Northern Uganda 

5. TB 

o Baseline data collection for the improvement activity indicators in RHITES SW 
o QI trainings for Health workers in RHITES SW sites 
o Collaborative learning – Bi-annually (Learning sessions) 
o Quarterly Progress review meetings with IPs & MOH 
o Monthly Onsite coaching to supported sites 
o Quarterly joint ASSIST- MOH coaching visits to supported DTUs 

6. OVC 

o Conduct joint on-site coaching visits to the supported CSOs 
o Conduct OVC partners meeting 
o Conduct QI training for CSO staff supported by Better Outcomes and Sustainable Outcomes for 

children and youth 
o Conduct the second learning session in June 2016 

7. MNCH 

o Printing of job aids and their distribution (April) 
o Coaching (April, May, June) 
o Coaches’ meeting (April, May, June) 
o Second Learning session (April) 
o Nutrition 
o Develop indicators for monitoring implementation  
o Baseline assessment for all collaborative sites 
o Facilitate first Learning session 
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o Conduct the first learning session for both STAR E and EC regions to share baseline results with 
the health care providers and district health leaders but also engage the facility improvement 
teams to understand their improvement aims and share a change package from SMGL work. 

o Conduct MNCH baseline assessment for the 10 facilities supported by RHITES-SW for MNCH 
support. 

o Conduct onsite coaching visits to the 30 facilities supported by STAR E, EC and RHITES-SW. 
o Generate one knowledge management product. 

EAR 

o Two rounds of coaching   
o One review meeting with coaches 
o Visit to Zambia to support them start-up EAR work  
o Orientation visit for the Zambia team in Uganda 
o First comprehensive report on EAR work  
o One knowledge product 

8. SMGL community 

o Coaching visits at facilities and associated villages 
o Birth planning sessions in communities 
o Technical review meetings 
o District based technical review meetings 
o Follow up with CHC to obtain behavior change communication tools 
o Training for VHT mid-level supervisors in Lira 

9. Nutrition 

o Coaching visits to the 9 collaborative sites 
o Baseline assessment in 6 RHITES SW sites 
o 2nd Learning session 
o Coaches’ meeting to review progress 
o Qualitative data collection to review and understand the process of counselling in selected sites 

10. Knowledge management 

o Provide a 1 day training to all DIA’s and technical officers on monthly report writing and 
expectations 

o Do monthly “check-ins” with DIA’s and TO for support on monthly reports and knowledge 
management products development. 

o Produce a case study and success story on improvement progress per month. 
o Compile a monthly SIMS progress report of the entire district to guide timely interventions 
o Conduct an operational survey across 5 health facilities in 5 randomly selected districts on their 

understanding of QI, how they perceive ASSIST QI support and how it can be improved. 
o Generate 3 infographics (one pager each) on improvement work in HIV care and treatment and 

the nutrition and TB collaboratives.  
o Compile successfully tested changed from the SMGL learning sessions into a mini change 

package to guide spread activities in MNCH. 
o Functionalize the usage of CHC tools and avenues including IEC materials and radio talk show 

airtime to improve advocacy and demand creation for ASSIST-supported technical programs. 
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IMPROVEMENT COLLABORATIVE STUDY–KAYUNGA DISTRICT, 
UGANDA 

Background       

ASSIST, together with the Ministry of Health (MOH) in Uganda, the U.S. Centers for Disease Control and 
Prevention (CDC), and Infectious Diseases Research Collaboration (IDRC), are conducting a study to 
determine the effectiveness of using the improvement collaborative (IC) approach to improve the quality 
of health facility data to monitor trends of malaria (study entitled, “Improving the Quality of Health Facility 
Data to Monitor Trends in Malaria Burden: Effectiveness of the Improvement Collaborative Approach”). 
The objectives of this study are: 1) To estimate the effectiveness of an improvement collaborative to 
improve the quality of a routine malaria surveillance data; 2) to describe the inner processes of the 
improvement collaborative; and 3) to assess the cost of the improvement collaborative. Secondary to this 
work, case management of malaria (adherence to test and treatment guidelines) is expected to improve. 
The study is ongoing at five sites in Uganda’s Kayunga District, since November 2015. The participating 
sites are: Bbaale Health Center (HC) IV, Wabwoko HC III, Lugasa HC III, Kakiika HC II, and Nakyeso HC 
II.  

ASSIST and the MOH are leading the actual implementation of the IC activities while CDC led the 
process of protocol development and continues to provide onsite oversight in the field and data analysis. 
IDRC leads the quantitative arm of the study to evaluate the IC approach. The London School of Hygiene 
and Tropical Medicine (LSHTM) leads the qualitative team to describe and determine a thorough 
understanding of how the IC works.  

ASSIST is implementing an improvement collaborative at the five study health facilities, focusing on the 
following areas: 

 Increase the proportion of malaria suspects and patients whose data in the primary tools, registers, 
and monthly reports are in agreement. Primary data entry tools of interest are from the outpatients, 
laboratory and pharmacy. The specific data elements of focus will be suspected malaria cases, 
reported malaria cases, malaria tests performed, and positive malaria tests. Improvement changes 
will be tested to ensure that every malaria suspect and patient has primary data tools filled, data 
transferred to registers, and data transferred to monthly reports. 

 Increase the proportion of malaria suspects and patients whose data is complete in the medical 
records. This will be a measure of the proportion of patients whose data is all filled out in the 
outpatient, laboratory, and pharmacy tools. 

 Increase the proportion of malaria suspects and patients who can be cross referenced across the 
three facility registers (outpatient department [OPD], laboratory, and pharmacy)       

 Increase the proportion of malaria suspects and patients managed as recommended by the test and 
treat guidelines 

Institutionalization/Sustainability Strategy 

Joint site visits and learning sessions are conducted with the Ministry of Health – National Malaria Control 
Team and the district staff so they appreciate the focus of the improvement collaborative intervention 
approaches and incorporate them in their routine MOH / district activities. USAID ASSIST shares site visit 
reports with the district health office. As a result, the district has prioritized to focus on improving 
adherence to test and treat guidelines in two health sub districts– Bbaale and Kayunga. The district has 
developed a proposal and is already looking for funding to roll out adherence to test and treat intervention 
in other parts of the district other than where the study is underway.  

Such joint activities provide an opportunity for the district and MOH to address site gaps in other areas of 
health care like HIV care, availability of medical equipment’s including drug stocks. 
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Scale of USAID ASSIST’s Improvement Collaborative Study in Uganda 

 

Program Overview 

What are we trying to accomplish? At what scale? 

1. Improve the quality of services for malaria patients and suspects 

 To improve the  malaria case management through increased 5 health facilities in Kayunga 
adherence to “test and treat” guidelines District, Uganda 

 To improve accuracy, timeliness and completeness of records 
and monthly reports 

 To synchronize the health facility data sources 

       Improvement Activity   Cross-cutting Activity 

Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1: Improve the quality of services for malaria patients and suspects 
Accomplishments and Results: 

Primary data entry tools of interest are from the outpatients, laboratory, and pharmacy. The specific data 
elements of focus are suspected malaria cases, reported malaria cases, malaria tests performed, and 
positive malaria tests. Site teams have developed improvement changes to test and ensure every malaria 
suspect and patient has primary data tools filled, data transferred to registers, and monthly reports. 

 Stakeholders meeting to discuss direction (Nov 2015). MOH staff, USAID ASSIST, CDC, and 
IDRC representatives on the study; district and site level participants attended the meeting. The aim 
of the meeting was to share and discuss the design of the study in order to build consensus on the 
study intervention methodology with key stakeholders. At the meeting, participants recommended the 
need to: strengthen coordination between Kayunga District, facility teams, and the study or 
intervention team. In addition, it was recommended that facility teams use study findings to address 
morbidity due to other diseases. Thirty-two participants attended the meeting 

 Conducted first learning session (Nov 2015). The first learning session followed the stakeholders 
meeting on November 12, 2015 and involved site level participants. Its objectives were to: introduce 
quality improvement concepts to learning session participants, form quality improvement teams, 
develop site specific improvement changes, and develop a way forward to start the improvement 
collaborative study intervention. The methods of engaging participants included presentations and 
group work exercises. During the session, participants appreciated how the quality of malaria records 
was poor and so all agreed to start with improving the level of completeness and accuracy of malaria 
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records in the OPD register. Using QI methodology, each site was guided through site level the 
challenges and root causes of poor quality records and develop changes for improvement. 

 Conducted coaching visits (Nov 2015 – March 2016). Two rounds of coaching visits were 
conducted during the first quarter of FY16 (Nov 3-28, 2015 and Dec 14, 17, 22-23, 2015). The 
purpose of the coaching visits was to provide technical support to site teams to improve data quality. 
The first coaching visit was meant to support teams to implement action plans developed during the 
learning session while December coaching was meant to review progress made at each site. During 
coaching, coaches supported the teams to update the documentation journal and where there were 
challenges with completeness of the records, they provided guidance to develop more changes for 
improvement. At two sites -- Wabwoko HC III and Bbaale HC IV -- the level of completeness and 
accuracy was low and that was attributed to some staff not filling the register to completion. The team 
at Wabwooko HC III decided to create a triage table and shift the OPD register from the pharmacy to 
the triage. They also assigned specific staff in charge of the triage who will ensure the register is filled 
to completion. At Bbale HC IV, the staff who knew how to fill out the register oriented those that still 
had difficulties in completing the register. Coaching continued in the second quarter to support sites 
sustain improved level of completeness of records and also for weak sites to learn from sites that had 
improvements. Specifically, coaching visit in February also focused at guiding sites to prepare for the 
learning session, while the visit in March 2016 was meant to support sites start improvements in; 
adherence to the test and treat guidelines and data concordance. 

 Conducted second learning session (Feb 2016). The purpose of the session was to share best 
practices in improving level of completeness of facility records across all the health facilities and 
document changes implemented by sites that had led to improvement and these included: 

o Assigning a specific health worker or village health team member to double check the registers for 
unfilled sections and update them.  

o Introduction of a central registration table where all patients present their treatment notes for entry 
into the outpatient register before leaving the health facility  

o Patient treatment notes are picked from the clinician and entries made into the (registers- 
outpatient and pharmacy registers) 

o At Bbaale health center IV, improvement teams assigns a patient unique number at the 
registration table. This number is also registered in laboratory and so has led to complete records 
in the laboratory (see Figure 108). Improvement in completeness of the lab register was due to 
changes introduced in the OPD such as introduction of a triage table so that OPD numbers are 
assigned to each patient making it possible for laboratory staff to record it in the laboratory 
register. This led to increase in the percentage of patients tested for malaria and recorded in the 
laboratory register who had complete malaria records from 0% in December 2015 to 100% in 
January 2016. 

Figure 108. Uganda: Percentage malaria patients with complete and accurate records in the lab 
register, Bbaale HC IV (Dec 2015 – Jan 2016) 
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 Increased the percentage of patients whose records in the OPD register are complete (Nov 
2015 – Jan 2016). The level of completeness and accuracy of facility malaria records improved to 
100% at all five health facilities (see Figure 109). The major change that led to the improvement was 
that teams assigned a supervisor to check for gaps in the OPD register and fill them. The same 
supervisor decided to check the dispensing log and fill missing gaps as well which improved the level 
of data quality of both registers at the same time. Coaching in December aimed at supporting teams 
at these sites to start concordance of records between the OPD register and the pharmacy 
dispensing log. This was followed by on-site coaching by ASSIST and MOH – National Malaria 
Control Program staff to support sites to identify reasons for incomplete records and develop 
solutions to address them. Lugasa, Nekyesa, and Kakiika health centers achieved 100% level of data 
completeness of the OPD register before the other two sites, at which improvement was not stable 
and so coaching focused on supporting those teams to implement changes for further improvement. 

Figure 109. Uganda: Percent malaria patients with complete and accurate malaria records in the 
OPD register, 5 health facilities, Kayunga District (Nov 2015 – Jan 2016) 

 
 

 Improved malaria case management through adherence to the test and treat guidelines (Sept 
2015 – March 2016). In February 2016, facility teams also met at the second learning session to 
develop plans to improve adherence to test and treat guidelines (Figure 110) in a bid to improve 
malaria case management. This followed a baseline assessment conducted prior to the learning 
session to identify improvement gaps and develop solutions to address such gaps. Changes 
developed include: 

o Conducting CMEs targeting all facility staff working in the OPD and laboratory department so they 
appreciate the need to adhere to test guidelines. Such CME also involve staff working on 
weekends.  

o Make available testing kits -- RDTs to OPD and so that health workers can carry out a test even 
when the laboratory is closed. 

o Laboratory staff demonstrates to staff how to carry out a RDT for malaria before issuing out tests 
kits. 

o Assign a health worker to double check the OPD register to ensure test results are correctly 
recorded in the OPD register. If wrong results are identified in the register, the health worker will 
correct them immediately or consult with the responsible staff. 

0

10

20

30

40

50

60

70

80

90

100

1
3
th

1
7
th

1
9
th

2
3
rd

2
5
th

2
7
th

3
0
th

2
n
d

4
th

8
th

1
0
th

1
2
th

1
4
th

1
6
th

1
8
th

2
0
th

2
2
n
d

2
4
th

2
6
th

2
8
th

3
0
th 1
st

3
rd 5
th

7
th

1
1
th

1
3
th

1
5
th

1
7
th

1
9
th

2
1
st

2
3
rd

2
6
th

2
8
th

3
0
th

Nov‐15 Dec‐15 Jan‐16

P
er
ce
n
ta
ge

Assign VHT to check and fill 
gaps in OPD register 

Patients treatment notes picked from 
the clinician to update register before 
handing them to the patient 



 

188 Performance Period: October 1, 2015–March 31, 2016 

Figure 110. Uganda: Adherence to the test and treat guidelines for malaria case management, 5 
health facilities baseline data (Sept 2015 – March 2016) 
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The district plans to secure funds to support and roll-out test and treat approach to other facilities in other health sub-districts. 

 Baseline data collection on the synchronization of health facility data (March 2016). Data were 
collected to determine the extent to which malaria records in the OPD register synchronized with 
similar records in the laboratory register in terms of patients tested for malaria and number that turn 
positive. We also assessed the degree to which number of malaria cases, tests, and positive results 
recorded in the OPD register tally with those reported in the monthly report (Figure 111). This is 
meant to measure the accuracy of health facility malaria records. 

Figure 111. Uganda: Concordance of malaria records between laboratory and OPD registers, 5 
health facilities baseline (Sept 2015 – March 2016) 

 

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Sep‐15 Oct‐15 Nov‐15 Dec‐15 Jan‐16 Feb‐16 Mar‐16

 % patients with malaria tests recorded in the lab that are also recorded in the OPD register

% of patients with  a positive result recorded in the lab that are also recorded in the OPD register

100
50
0

Sep/15 Nov/15 Jan/16 Mar/16

patients with tests recorded in both lab and OPD register



 

USAID ASSIST Project Semi-annual Performance Monitoring Report 189 

 Developed improvement changes to ensure the OPD register and laboratory register are in 
agreement (March 2016). These included:  

o Assign a VHT and health work to take responsibility of collecting patients’ treatment charts with 
laboratory results and hand them to the clinician after which they register them in the OPD 
register.  

o Stop ticking as assign that a malaria test was done to writing the actual result as either positive or 
negative. Count the number of malaria cases on a daily basis – at the end of each day so the 
monthly report is a sum of all daily entries.  

o Assign a second staff to recount numbers of malaria cases to confirm numbers reported by the 
records officer responsible for preparing the monthly report. 

o In the pharmacy- create a column for ACTs on each page of the dispensing log and number of 
ACTs given out and zero if there is a stock out of ACTs.  

 Concordance between OPD register and monthly report improved (Dec 2015 – March 2016). 
The difference in number of malaria patients registered in the OPD register and those reported in the 
monthly report at the end of the month reduced from 25% to 0.8 % from December 2015 to March 
2016 (Figure 112). 

Figure 112. Uganda: Concordance of records between OPD register and monthly report, 5 health 
facilities (Sept 2015 – March 2016) 
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Improvement in Key Indicators 

Activity Key Indicators 
May-Oct 

2015 
Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Improve 
completeness and 
accuracy of malaria 
records in OPD 
register 

% of patients with 
completely filled in details in 
the register in a given month 
(aggregate for 5 sites) 

0 
(Retrospective 

Baseline) 
48% 65% 

 

98% 

     Baseline  

Improve malaria 
case management 
by adhering to test 
and treat guidelines 

% of suspected malaria 
cases tested for malaria in 
the laboratory using 
microscopy or RDTs in a 
given month 

   90% 97% 

Second staff to double check and 
compare number reported in the 
monthly report and OPD register 
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% of patients treated for 
malaria that had a positive 
malaria test  in a given 
month 

   79% 93%

      Baseline 

Improve 
concordance of 
data between 
facility data tools  

% of patients with malaria 
tests recorded in the lab that 
have their results recorded 
in the OPD register as well 

   

 

64% 

% of malaria patients with a 
positive test result recorded 
in the lab register that are 
also registered in the OPD 
register 

   

 

74% 

% of patients that were 
prescribed ACTs that were 
dispensed ACTs at the 
pharmacy 

   

 

69% 

% difference between 
number of malaria cases in 
OPD register and cases 
reported in the monthly 
report  

   

 

18% 

% difference between 
number of malaria tests  in 
OPD register and tests 
reported in the monthly 
report 

   

 

16% 

% difference between 
number of positive malaria 
tests in OPD register and 
positive tests reported in the 
monthly report 

   

 

7% 

Challenges and Remedies 

At start of the improvement work, there was complete lack of national lab registers until we were able to 
collect some from Makerere Walter- Reed Project in Kayunga and distributed to level III and IV. This 
caused delay in starting the improvement work in the laboratory units at health center III and IV.  Lack of 
laboratory services at health center II posed a big challenge in improving data concordance between 
laboratory and OPD departments. 

Planned Activities Next Quarter: April – June 2016 

 Conduct bimonthly coaching to support sites improve malaria case management, ensure 
concordance of records, and sustain improvements in completeness of malaria records. 

 Collect data on improvement indicators to guide the intervention 

 Conduct the third learning session 

 Spread lessons learned to the malaria collaborative in Northern Uganda 
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ZAMBIA 

Background 

Since FY14, the USAID ASSIST Project has been supporting the continued adoption, adaptation, and 
scale-up of nutrition assessment, counseling, and support (NACS) as a standard of care within the 
national HIV/AIDS program in Zambia. NACS supports improving the health and quality of life for people 
living with HIV (PLHIV), their families, and vulnerable children by improving nutritional status, reducing 
household food insecurity among families and children affected by HIV, and strengthening the integration 
of nutrition support with health systems at the clinic and community levels. ASSIST’s work in Zambia is 
being conducted in collaboration with the Ministry of Health (MOH) and two other centrally funded 
projects in Zambia – Livelihoods and Food Security Technical Assistance II Project (LIFT II) and Food 
and Nutrition Technical Assistance III Project (FANTA III).  

Institutionalization/Sustainability Strategy 

ASSIST conducts its work in partnership with the MOH  and partners. ASSIST played a key role in the 
development of the first national nutrition register. ASSIST is working with the MOH to enhance the 
reporting structure and the use of data from the reporting system. 

Scale of USAID ASSIST’s Work in Zambia 

 

Program Overview 

What are we trying to accomplish? At what scale? 

1. Improve nutritional status of HIV clients by tracking clients who are assessed for nutritional 
status and properly categorized, counseled, treated and supported 

Improve management and nutritional status of malnourished HIV 
clients by:  
 Integrating NACS into facility-based ART, PMTCT and MNCH 

services 
 Strengthening community-facility linkages 
 Strengthening the capacities of district health managers and 

care providers to apply improvement skills  

13 selected facilities in Kitwe and 
Mkushi districts 

Spread to 26 remaining sites in 
Kitwe/Mkushi by Sept 2016 

Catchment population: 46,478 
(from the 13 sites) out of 164,302 
HIV infected population in Kitwe 
and Mkushi districts 
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What are we trying to accomplish? At what scale? 

2. Apply improvement principles to implement an integrated, person-centered approach to HIV 
and nutrition care to improve engagement, retention, and wellness of PLHIV 

 Increase engagement, adherence and retention of HIV 5 sites in Kitwe by May 2016  
patients in care 

   Improvement Activity 

Accomplishments and Results by Activity (October 2015– March 2016) 

Activity 1. Improve nutritional status of HIV clients by tracking clients who are 
assessed for nutritional status and properly categorized, counseled, treated and 
supported 

Overview: ASSIST supports NACS implementation and scale-up by applying quality improvement 
techniques to strengthen health systems that deliver nutrition services for PLHIV. Through delivery of 
NACS services, ASSIST aims to get all ART patients assessed and categorized for malnutrition and those 
needing them, referred to services that provide therapeutic or supplementary foods, with the ultimate goal 
of managing and reducing malnutrition among PLHIV. Using behavior change/self-management (NACS 
Platform), ASSIST plans to increase engagement, adherence, and retention of HIV patients in care. 

Accomplishments and Results: 

 Provided support for coaching visits in 13 health facilities (Oct – Mar 2016). To improve the 
assessment, categorization and follow up of malnourished PLHIV (severe acute malnutrition [SAM] 
and moderate acute malnutrition [MAM]), ASSIST continued to provide coaching to ensure that the 
standard package of care for all PLHIV clients (which includes HIV care and support, nutrition 
assessment and categorization, and an appointment for the next visit) is being implemented at all 13 
health facilities.  

 Held first learning session for Mkushi (Nov 16-17, 2015). The session was facilitated by Rachael 
Lungwebungu, QA/QI Advisor from the Ministry of Health, and Robert Musopole, Resident Advisor for 
ASSIST Zambia. The objectives were to review improvement plans on assessment and 
categorization of HIV clients, and to work with the sites in the starting up of the improvement work in 
the five initial sites. 

 Result: Increase in assessment/ categorization of clients at the site level: The percentage of 
clients who were assessed and categorized increased from 0% in July 2014 to 94% in March 2016 in 
eight sites of Kitwe as shown in Figure 113 and in the five sites of Mkushi from 0% in September 
2015 to 50% in March 2016 as shown in Figure 114. Assessment of all HIV clients is important for 
NACS service integration, to make sure PLHIV get all needed health services, not just HIV services. 
Most sites started at 0% because nutrition assessment and categorization was not a part of the clinic 
process; the QI process worked to integrate NACS into the clinic flow.  

 Figure 115 shows the number of clients diagnosed with SAM or MAM. See Table 10 for sex-
disaggregated data. Before the advent of this activity (NACS) no client was identified with SAM or 
MAM. We are now able to identify these clients and clients are managed before leaving the facility.  
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Figure 113. Zambia: Percentage of patients assessed and categorized for their nutritional status, 8 
sites, Kitwe (June 2014 – March 2016) 
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Figure 114. Zambia: Percentage of clients assessed and categorized, 5 sites, Mkushi District (Sept 
2015 – March 2016) 
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Figure 115. Zambia: Increased number of clients found with SAM or MAM, 5 sites, Mkushi District 
(Sept 2015 – March 2016) 

 

Activity 2: Apply improvement principles to implement an integrated, person-
centered approach to HIV and nutrition care to improve engagement, retention, 
and wellness of PLHIV 

Overview: The objective of this work is to strengthen engagement, retention, and wellness of adult and 
pediatric malnourished HIV patients, understanding interventions that work, and sharing implementation 
experience and data among the countries to identify a common set of interventions that lead to desired 
outcomes, with the goal of eventual spread to other sites and regions within the countries. ASSIST will 
work in collaboration with two other centrally funded projects, the FANTA III Project and the LIFT II 
Project, along with bilateral clinical service and care partners. Implementation of the program will began in 
January 2016. 

Accomplishments and Results 

 Held self-management support training in conjunction with FANTA (Jan 18- 20, 2016). The 
training was facilitated by Dr. Diana Chamrad from ASSIST- HQ/Washington together with colleagues 
from FANTA-HQ/Washington, FANTA-Zambia, and the Kitwe District Office. The objectives were to 
understand the multiple influences on key behaviors and promote a client- centered action- focused 
approach to counseling that fosters client self- management and also develop interpersonal 
communication (IPC) skills to improve the quality of individual counseling and group education. 

 Baseline data collection in progress (Quantitative).We had initially collected the data for the month 
or November and December, 2015. Due to the delay in implementing this activity, which commences 
this month, we however extended the baseline data to cover the period up to March, 2016. 

 Held the EAR orientation meeting with the District and the five initial sites for this activity 
(March 31, 2016). The object was to objective of this meeting was to share EAR knowledge and plan 
on how the EAR activities will be implemented in the five initial sites.

0 0

225

769

401

1309
1196

0 0 41
92 86

206 226

0

200

400

600

800

1000

1200

1400

Sept '15 Oct'15 Nov'15 Dec'15 Jan'16 Feb' 16 Mar'16

Total # of clients assessed + categorized Total # of clients who have SAM or MAM



 

USAID ASSIST Project Semi-annual Performance Monitoring Report 195 

Improvement in Key Indicators 

Activity Indicator Facility 
Baseline 

(June 2014) 
Sept 2015 Dec 2015 Mar 2016 

 
 
 
 
 
 
 
 
 
 
 
Improve 
management and 
nutritional status 
of malnourished 
PLHIV 

 
 
 
 
 
 
 
% of patients 
assessed and 
categorized for 
nutrition status. 
  
Denominator: 
Total # of 
patients seen at 
the facility 
during the 
reporting period.  

Kamitondo 
0% (0 out of 

316) 
86% 

(285 out of 330) 
100% 

(345 out of 345) 
100% 

(370 of 370) 

Ipusukilo 
0% (0 out of 

134) 
100% 

(195 out of 195) 
100% 

(307 out of 307) 
72%4 

(104 of 144) 

Tinna Medical Center 0% (0 out of 72) 
82% 

(62 out of 76) 
100% 

(50 out of 50) 
100% 

(56 of 56) 

Kawama Clinic 
0% (0 out 207) 

(Feb 2015) 
72% 

(576 out of 803) 
93% 

(479 out of 513) 
81% 

(432 of 532) 

Mindolo I Clinic 
0% (0 out 35) 

(Feb 2015) 
59% (531 out 

902) 
100% 

(762 out of 762) 
100% 

(633 of 633) 

Copperbelt University Clinic 0% (0 out of 81) 
100% 

(59 out of 59) 
100% 

(18 out of 18) 
100% 

(16 of 16) 

Mulenga Clinc 
0% (0 out of 

1,716) 
100% 

(470 out of 470) 
98% 

(445 out of 455) 
100% 

(728 of 728) 

Kamfinsa Clinc 
0% (0 out of 

120) 
96% 

(202 out of 207) 
100% 

(90 out of 91) 

94% 
(165 of 175) 

Mkushi D. Hosp 
0% (0 out of 

9022) 
(Oct, 2015) 

 
10% 

(184 out of 
1771) 

31%5 
(484 of 1577) 

 Chalata RHC 
0% (0 out of 

412) 
(Oct, 2015) 

 
100% 

(144 out of 144) 

100% 
(172 of 172) 

Nkumbi RHC 
0% (0 out of 

417) 
(Oct, 2015) 

 
72% 

(179 out of 250) 

70% 
(199 of 293) 

Masansa RHC 
0% (0 of 464) 
(Oct, 2015) 

 
100% 

(183 out of 183) 
62% 

(204 of 331) 

Fiwila RHC 
0% (0 out of 

166) 
(Oct, 2015) 

 
100% 

(79 out of 79) 

100% 
(37 of 37) 

                                                      

 

4 The introduction of the Nutrition Register- HCW not yet up to speed 
5 This hospital is not seeing rapid progress because few HCW are taking part in the assessment of patients. A meeting to address low engagement and poor attitude will be held next 
month. 



 

Challenges and Remedies 

 Lack of ownership of the QI program. 

o Continued joint planning, implementation and coaching visits with the district health management. 

 No linking of performance assessment (PA) and QI. 

o Include QI activity monitoring during the PA process.  

 QI viewed as a separate parallel program. 

o Planning and implementing activities with the district health team and the facilities. 

 Identification of QI champions in the facilities, district, and province. 

o ASSIST is working with the identified district coaches. 

Improving Equity 

More females are accessing health services as compared to men (total assessed: 7,268, females 4,668, 
Males 2600 (64% vs 36%). A larger proportion of females are malnourished compared to males (females 
9.7% vs males 6.6%). Despite this, men experience improved nutrition substantially faster than women 
once in treatment due to food allocation within families. The teams have not yet tested and implemented 
any changes in mitigating this gap; however malnourished clients are counselled together with care 
takers. 

ASSIST started collecting and analyzing NACS-related sex-disaggregated data in January 2016 and 
appropriate to identify gaps in how males and females access and benefit from nutrition services, to 
identify differences in the rates of malnutrition among males and females, and to respond appropriately 
towards improving nutrition and health outcomes. Prior to this, last year sex disaggregated data was 
collected from one of our sites (Tinna Medical Centre) and analyzed when the Gender advisor from HQ 
visited Zambia to provide TA in gender issues in NACS. In addition to the disaggregated data for the 
malnourished clients, ASSIST has started to present sex and age – disaggregated assessment data for 
Kitwe sites as of January 2016, as shown in Table 10 below. 
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Table 10. Zambia: Sex-disaggregated NACS data in 8 Kitwe sites (Jan – March 2016) 

 

Facility 

 

Total 
Clients 

Assessed/ 
Categorized 

Severe A. Malnutrition Moderate A. 
Malnutrition 

Females Males Females Males Females Males 

Kamitondo 1026 749 277 31 4 34 6 

Ipusukilo 765 323 130 7 1 11 0 

Mulenga 1648 1034 614 21 26 105 46 

Kamfinsa 437 266 161 4 4 21 12 

Tinna 153 114 39 1 0 1 0 

CBU 68 44 24 0 0 3 0 

Mindolo I 1988 1196 792 7 1 21 18 

Kawama 1700 942 563 39 19 146 34 

Totals 7,785 4,668 2,600 110 55 342 116 

Percent  64.2%  
of assessed 

35.8%  
of assessed 

2.4% 
of assessed 

females 

2.1% 
of assessed 

males 

7.3% 
of assessed 

females 

4.5% 
of assessed 

males 

   

 



 

Knowledge Management Products and Activities 

 Case study: Integration of Nutrition care in HIV and TB clinics at Mindolo I Clinic (Pending mission 
approval) 

Planned Activities Next Quarter: April – June 2016 

 Second learning session: Mkushi (June 2016). 
 QI training: Kitwe (May 2016). 
 Fourth Learning Session: Kitwe (June 2016). 
 Monthly coaching visits (ongoing). 
 TA visit from Jude Ssensemba, ASSIST Uganda (April 2016). 
 Conduct monthly coaching visits with the district staff to support the improvement work to implement 

NACS and the patient self- management counseling support (ongoing). 
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ASIA 

CAMBODIA 

Background 

The USAID ASSIST Project in Cambodia began work in February 2014 at the request of USAID to 
provide technical assistance to strengthen the system of medical profession regulation in the country. 
This requested activity scope was subsequently broadened in consultation with the USAID Cambodia 
Mission, the Ministry of Health (MOH), and key stakeholders to go beyond only supporting the Medical 
Council of Cambodia (MCC) and to also support the Dental Council (DCC), Midwives Council (CMC), 
Nurses Council (CCN), and Pharmacy Council (PCC). By broadening the scope of this activity to 
holistically strengthen the regulatory system for all five health professions, the project seeks to address 
the issues of:  

 Weak and variable effectiveness of health profession regulation in Cambodia; 
 Limited authority, capacity, structure, and powers of the five health profession councils to regulate 

health professionals in Cambodia; and 
 Limited connections between health profession regulation with other quality and safety mechanisms in 

the Cambodian health sector, both public and private. 

Each of the five health professions are regulated by their own independent Council established by a 
Royal Decree between 2000 and 2010. This legislation and other related legislative instruments, sub-
decrees, and Prakas currently provide the framework for establishing and delivering health professional 
regulation. In partnership with the MOH, the Councils seek to ensure that health professionals meet the 
minimum standards for competence, health and professional conduct, and provide safe, ethical, and 
effective health care to the people of Cambodia. 

The increasing focus on the assurance of quality and safety of both the public and private health care 
systems in Cambodia has resulted in consideration of how best to strengthen the system of regulating all 
health professionals in ways that meet the needs, cultural context, and resources in the country.  Another 
equally important driver for this reform is the Royal Government of Cambodia’s membership in the 
Association of South East Asian Nations (ASEAN). One of the primary goals of the ASEAN member 
countries is to improve skill development for health professionals so they can work in many different 
countries in the region. 

Three Mutual Recognition Arrangements (MRAs) covering doctors, nurses, and dentists have been 
agreed by the ten ASEAN member countries. Work is being progressed on each MRA through the 
ASEAN Secretariat in Djakarta, Indonesia with the involvement of the MOH and three councils to deliver 
the following objectives: 

 Facilitate mobility of doctors, nurses, and dentists within the ASEAN region; 
 Exchange information and enhance cooperation in respect of mutual recognition of doctors, nurses, 

and dentists; 
 Promote adoption of best practices on standards and qualifications; and 
 Provide opportunities for capacity building and education of doctors, nurses, and dentists. 

ASSIST worked with the MOH and five health profession councils to design a rapid baseline assessment 
on the status and performance of health profession regulation. The findings were used in a structured 
consultative process with all key stakeholders in October 2014 to identify strengths and weaknesses, and 
set strategic priorities for improvement. This resulted in the development of the Health Profession 
Councils’ National Strategic Plan 2015-2020, which was officially launched on June 8, 2015.  

The five-year strategic plan prioritizes the Councils’ strategies and timeframes relating to aspects of four 
key regulatory functions: 1) Legislation, advocacy and responsiveness; 2) Organizational and internal 
governance; 3) External governance and public accountability; and 4) Responsibilities and functions. The 
strategies have been prioritized over the five-year timeframe with Year 1 [FY15] and Year 2 [FY16] 
focusing on three key regulatory functions: legislative reform, organizational improvement, and 
registration. 
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The strategic plan informs the ASSIST activity design for each financial year. The ASSIST Project team 
provide technical advice as well as assistance and support for the coordination, implementation, and 
evaluation of the key strategies in partnership with the five Councils and the MOH. 

Institutionalization/Sustainability Strategy 

The agreement by all five health profession councils and their ongoing commitment for the shared 
National Strategic Plan 2015-2020 in strengthening the system of health profession regulation provides 
an important mechanism by which the transformational change for health profession regulation can occur 
in Cambodia.  

The new draft law on Regulation of Health Practitioners is an equally important mechanism to strengthen 
the system of health profession regulation. It addresses some of the identified gaps and omissions in the 
existing regulatory law, particularly relating to health professional registration; a renewable license to 
practice for health practitioners and associated penalties; professional standards and scopes of practice; 
and investigation of complaints relating to health, performance and professional conduct of health 
professionals. There is also the power for Councils to take protective action on health matters or apply 
sanctions on performance and conduct matters of the health practitioner. It will give the legal authority 
and power to the Councils to set the requirements for, and: 

 Ensure 100% registration of all health professionals in Cambodia, by issuing licenses to practice to 
those registered health professionals who wish to practice their profession and requiring regular 
renewal of that license;  

 Determine a scope of practice for each health profession; and  
 Apply penalties to health professionals who do not register with their Council and who practice 

without a current license to practice. 

Each Council’s ability to enforce the requirements of initial registration and a renewable license to 
practice in accordance with the law will ensure health professionals are initially registered and then 
continuing to demonstrate their competence and fitness to practice through a renewable license to 
practice. Competence and fitness to practice will be evaluated through evidence such as continuing 
professional development, how recently they have practiced their profession, a check of their criminal 
history, and that there is no physical or mental impairment that may adversely affect their ability to 
practice. 

The development of a shared Business Plan for the five health profession councils provides the 
framework by which the Councils can maintain professional independence and share human and physical 
resources to develop robust and transparent systems and processes to efficiently and effectively deliver 
both the business and the regulatory functions of registration and in the future, licensure; professional 
practice codes and standards that establish the expected standard of professional practice; investigation 
and management of complaints in relation to the health, performance, and conduct of health 
professionals; compliance of health professionals in registration and continuing competence to practice. 

One hundred percent registration of eligible applicants combined with a regular renewal process for a 
license to practice by all registered health professionals will provide the sustainable revenue by which the 
Councils can employ staff to deliver the regulatory functions and lease office premises. This will diminish 
the reliance on volunteer Council members to execute the business, administrative, and regulatory 
functions and over time, build a sustainable shared office with staff for the five Councils. 
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Scale of USAID ASSIST’s Work in Cambodia 

 

Program Overview 

What are we trying to accomplish? At what scale?

1. Implement strategies for three of the health profession councils’ priority strategic objectives 
in accordance with the Health Profession Councils’ National Strategic Plan 2015-2020 

*Strategic Goal #1: Legislative Review and Reform All 5 health 

 In consultation with key stakeholders: 

o Develop a new Law on Regulation of Health Practitioners for all Councils that 
meets the current and future needs of Cambodia 

o Develop consequential amendments at the appropriate level of the law: Royal 
Decrees, Sub Decrees and Prakas 

o Guide the passage of the new Law through the legislative process in a timely 

profession 
Councils at 
national, 
regional, and 
provincial 
levels  

manner 

 Develop an implementation plan that guides the Councils and Ministry of Health 
for enactment of the new legislation at all levels- national, regional and provincial 

*Strategic Goal #3: Organizational Re-design 

 Redesign the 5 Councils’ existing governance and organizational structure to 
build capacity to establish and maintain effective and efficient business and 
regulatory systems and processes 

 Implement governance arrangements and an organizational structure with robust 
financial accountability to deliver the five Councils’ shared business and 
regulatory functions over a 3-year timeframe 

*Strategic Goal #4: Registration 

 Achievement of full compliance with registration requirements and full awareness 
among stakeholders and health professionals of registration requirements and 
obligations by the end of FY16. 

* Health Profession Councils’ National Strategic Plan 2015-2020 

Cross-cutting Activity 
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Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1. Implement the action plan for three of the health profession councils’ 
priority strategic objectives: legislative reform, organizational improvement, and 
registration 

Objectives and Description of the Activity 

ASSIST is providing technical advice and assistance to the MOH and Councils to achieve the following 
activities: 

Strategic Goals #1: Legislative Review and Reform 

 Guide the passage of the new draft Law on Regulation of Health Practitioners through the legislative 
process including the Council of Ministers and National Assembly; 

 Undertake a gap analysis and prepare consequential amendments at the appropriate level of the law: 
Royal Decrees, Sub Decrees and Prakas through a consultative process with key stakeholders; 

 Develop an implementation plan to prepare the Councils for enactment of the new legislation. 

Strategic Goal #3: Organizational Redesign 

 Approval of a shared business plan to support the delivery of efficient and effective regulatory systems 
and processes for the five health profession councils; 

 Establish the Councils’ agreed business plan through a sustainable and accountable business model 
that can mobilize financial, human, and physical resources to deliver the regulatory systems and 
processes for the five health profession councils;  

 Source and secure funds to support the implementation of the health profession councils’ agreed 
business plan; 

 Implement an agreed organizational structure with governance arrangements that includes a shared 
office and shared resources to efficiently and effectively deliver the business functions and, where 
agreed, regulatory functions for all five health professions. 

Strategic Goal #4: Registration 

 Achieve full compliance with registration requirements and full awareness among stakeholders and 
health professionals of registration requirements and obligations by the end of FY16 in preparation for 
the introduction of mandatory registration and licensure to practice as per the new legislation; 

 Develop an implementation plan for a registration trial across a large, medium, and small province 
which includes shared policy and procedures, standardized forms, a communications plan, and 
monitoring and evaluation of the outcomes; 

 Implement training activities by the Councils for Council staff and members and key stakeholders on 
the new registration processes; 

 Develop and implement an electronic public register for all five Councils that is accessible to all 
stakeholders, by end of FY16. 

Accomplishments and Results: 

 ASSIST contributed significantly to the development of the Ministry of Health’s new Health 
Workforce Development Plan 2016-2020 “Managing a competent health workforce for improved 
service delivery,” (March 2015 – March 2016). This plan was officially launched at the Royal 
Government of Cambodia’s 37th National Health Congress (March 2016) and includes a strategic 
focus on strengthening health workforce regulation and management to ensure quality of service 
delivery through strengthening health professional regulation. The plan is important as it is considered 
a sub-plan of the Royal Government of Cambodia’s Health Strategic Plan 3 2016-2018 (HSP3). 

Strategic Goals #1: Legislative Review and Reform 

 Draft law on Regulation of Health Practitioners amended (Oct 2015). A review of both the Khmer 
and English versions of the draft Law on Regulation of Health Practitioners by the ASSIST Resident 
Adviser identified some anomalies, particularly relating to two Articles on “Fitness to Practice” and 
“Transitional Provisions.” Amendments were subsequently made to the draft Law by the ASSIST 
Resident Adviser and Director of the Human Resource Development Department in the MOH.  
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 Draft law on Regulation of Health Practitioners presented to the Secretary of State (Nov 2015). 
The amended Law was presented to the Secretary of State for the MOH and other key stakeholders 
with the amendments being supported. However, the Secretary of State needed to obtain legal advice 
about the changes prior to submitting the Law to the Minister for Health. 

 Draft law on Regulation of Health Practitioners presented to the Council of Ministers (March 
2016). The draft Law was presented by the Secretary of State, MOH who is also the President of the 
Medical Council of Cambodia, at a Council of Ministers’ meeting chaired by a representative 
appointed by the Prime Minister. Detailed discussions ensued on Articles 1-19 of the draft Law with 
the 16 remaining Articles yet to be presented. A further inter-ministerial meeting will be scheduled in 
due course. In preparation for this next meeting, ASSIST and the representative of World Health 
Organization - Cambodia have been requested to provide references relating to other countries’, 
particularly South East Asia, approach to the reporting of complaints first to the Council regarding a 
health practitioner’s health, professional performance, and/or conduct; and second, to the Council’s 
role in investigation and making judgments with possible sanctions or protective actions on the 
practice of the health practitioner. 

Strategic Goal #3: Organizational Redesign 

 On-site visit from Anne Rooney, consultant with ASSIST partner Encompass LLC (week of Oct 
26, 2015). Ms. Rooney (1) presented the first draft of the proposed business plan to the five Councils 
and obtained their feedback and agreement on the model for the joint secretariat; (2) viewed office 
accommodation and followed up on additional information; and (3) presented the work on the 
business plan to USAID Mission Cambodia. 

 Draft Business Plan (Dec 2015). Feedback from the Councils, USAID Mission Cambodia, and the 
Resident Adviser for ASSIST was incorporated into a final proposed Business Plan that has since 
been translated into Khmer. 

 Final proposed Business Plan was considered by Councils at two separate meetings with 
further feedback subsequently being incorporated into the document (Feb-March 2016). The 
five Councils agreed to support the model of Joint Secretariat as outlined in the Business Plan on 
March 18, 2016. However, the associated budget modelling was not agreed. It was agreed that 
ASSIST and Anne Rooney will meet with each individual Council to increase their understanding and 
help each Council to make an informed decision with regards the percentage allocation of funds that 
each Council will contribute to the Joint Secretariat. 

Strategic Goal #4: Registration 

 Registration Data Base (Sept 2015). ASSIST identified investigation into the work of the Pharmacy 
Council of Cambodia in the development of an online registration data base. Preliminary discussions 
have identified that subject to a due diligence process, it may be appropriate to consider developing a 
procurement process that allows for a contract to build on this existing work for all Councils. 

 Registration data analyzed and reported to the USAID Mission (Jan 2016). See Figures 116 and 
117 for total number of registrations and sex-disaggregated registration data for 2014 and 2015. Total 
registration numbers increased for all Councils. The ratio of male to female health professionals 
registered with each Council changed one percent or less on the MCC, DCC, and CMC, and under 
three percent on the PCC. The ratio of male to female nurses, however, drastically shifted from 46% 
to 70% male; however, CCN does not currently have a system tracking gender aggregation of its 
registrants. In 2015, CCN estimated the number of female nurses as 1/3 of the total number of 
registered nurses. 
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Figure 116. Cambodia: Comparison of five Councils’ registered health professionals for 2014 & 
2015 

 
 

Figure 117. Cambodia: Sex-disaggregated registrations by Council, FY2014 and FY2015 

 
 Visit to Siem Reap and Oddor Meanchey Provinces (Jan 2016) with a USAID Mission Cambodia 

representative for five days, to interview representatives from the five Provincial Councils and other 
health professionals to gather information to better understand the local challenges and opportunities 
for improvement in the registration process and gain insight into health professionals’ awareness of 
the requirement for registration to practice their profession. 

 Coordination of, and attendance with, the USAID Mission Cambodia Data Quality Assessment 
team in Koh Kong Province (March 2016) to evaluate the quality of the registration data for the five 
health profession councils, for five days. 
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Improvement in Key Indicators 

Activity Indicators Baseline Most Recent 

Implement 
strategies for three 
of the health 
profession 
Councils’ priority 
strategic objectives 

Health Professions’ Regulatory System 
Performance Scorecard (out of 40) 

15/40  

(Oct 2014) 
 

Estimated % of health 
professionals registered with 
each health profession council  

 Dec 2014 Sep 2015 

Doctors 41.6 65.8

Dentists Unknown 74.4

Midwives 86.8 91.4 

Nurses 43.0 57.2

Pharmacists 86.43 89.3 

 

 

 

Challenges and Remedies 

 Limited legal literacy amongst the leaders within the MOH; the health professional Councils and legal 
fraternity has been a challenge. Limited knowledge and understanding of the legislative framework 
and contemporary heath profession regulation prevents these Cambodian leaders from being able to 
present and defend the proposed legislative reform in the parliamentary process. This is further 
hampered when protocol precludes ASSIST and WHO Technical Advisers from attending as 
observers and advisers to the presenter when the Law is presented to the Council of Ministers. To 
address these difficulties, it has been helpful to work in partnership with the Representative of WHO 
in Cambodia and have access to an international regulatory law expert to provide technical advice 
and guidance to the local lawyers drafting the law. The use of simultaneous translation at all 
meetings; translating all documents into both English and Khmer and monitoring the quality of the 
interpreters and translated documents was critical. Engaging in briefing sessions to those presenting 
the new law was also helpful. Reflection on what has worked well and what has not, has helped to 
identify a number of improvements and actions to implement going forward. 

 The speed at which the project activities have progressed remains a significant concern. This is 
attributed to a number of factors, some of which are beyond the control of ASSIST. For example, the 
time it took from when the law was finalized and presented to the Minister for Health and when it was 
first presented to the Council of Ministers (approximately 4 months); the ongoing issue of limited 
capacity and capability of the volunteer Council members; the constraints of the existing law and 
policies that impede opportunities for immediate changes to fees and the registration system and 
process; the time required to engage with the Councils individually and collectively on substantial 
matters like the Business Plan and Shared Secretariat to get their collective agreement; the 
willingness of the Councils and Ministry of Health to take risks and embrace change; the limited 
capacity and capability along with competing priorities of the Ministry of Health; clarity of roles and 
responsibilities between the Ministry of Health and the Councils with regards regulation. It also took 
longer than expected to develop the business plan, because of the need to respond to USAID 
Mission feedback and source additional information from Councils, as well as ASSIST staff leave and 
unplanned personal events of the Consultant that prevented the Consultant from meeting the agreed 
timelines. 

 These are complex challenges that do not have simple remedies and a constant review is undertaken 
to identify ways to improve. Regular follow up on the progress of the draft Law and offering 
assistance to the key Council and MOH personnel was beneficial and informing the USAID Mission 
Cambodia of the progress allowed them to exert their influence where appropriate with the Minister 
for Health. 

 To date only limited progress has been made on the planned registration activities in part due to the 
competing priorities for the finite ASSIST and Councils’ resources and the need to focus on getting a 
shared understanding and agreement by all five Councils for a 3-year Business Plan to fund a shared 
Secretariat and employ staff to deliver functions such as registration and change the Law to enforce 
registration for all health professionals. Allocating resources for the appointment of additional ASSIST 
staff in the Country Improvement Activity Plan for FY16 and identifying registration activities that do 
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not require significant Council member engagement and decision making e.g. registration data base 
and assessment of while the other priority activities are being determined for implementation. 

Improving Equity 

Sex-disaggregated data are reported for the registration data for each of the five health profession 
councils annually. 

Knowledge Management Products and Activities 

Specific knowledge management products developed or activities that occurred during Q1 and Q2 
through ASSIST include: 

 Publication of research article titled: Strengthening health professions regulation in Cambodia: a rapid 
assessment - Human Resources for Health Journal (March 10, 2016) 
https://www.usaidassist.org/resources/strengthening-health-professions-regulation-cambodia-rapid-
assessment  

 Business plan and budget for shared Secretariat of Health Profession Councils (March 16, 2016) 

Planned Activities Next Quarter: April – June 2016 

Strategic Goals #1: Legislative Review and Reform 

 Undertake a gap analysis with subsequent preparation of consequential amendments at the 
appropriate level of the law (Royal Decrees, Sub Decrees and Prakas) that will be undertaken 
through a consultative process with key stakeholders. 

 Source and contract international legal consultant to oversee and provide technical advice on 
development of contemporary regulatory law. 

 Source and contract Cambodian national legal practitioners to draft the consequential amendments at 
the appropriate level of the law with oversight by an international Legal Adviser and consultation with 
the five Councils, MOH, and key stakeholders. 

Strategic Goal #3: Organizational Redesign 

 Source and secure funds to support the implementation of the health profession councils’ agreed 
Business Plan. Includes development of a submission for funds from the Royal Government of 
Cambodia. 

 Develop the key position descriptions for recruitment and selection of the Joint Secretariat personnel 
as funds become available. 

 Source and contract a financial management expert to provide technical advice and support in the 
establishment of a sound financial management system and processes for the Joint Secretariat and 
all Councils. 

Strategic Goal #4: Registration 

 Obtain agreement by all Councils on a single registration process that delivers the most efficient and 
effective approach for registration of all health professionals. 

 Development of a shared registration policy, procedures, and forms for approval and implementation 
of a harmonized registration process by Councils. 

 Development of targeted communications materials on registration for all health professionals and 
stakeholders. 

 Source and contract an IT systems development expert or Business Analyst to consult and develop 
the specifications for a registration data base. 

 Source and contract in country the development of a new electronic registration data base for all five 
Councils that is accessible to all stakeholders.  
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INDIA 

Background 

USAID ASSIST started working in India in August 2013. The project is working in the six USAID-
supported states to build improvement capability by enhancing the commitment and capability of leaders 
at the national, state, and district levels to lead health care improvement. In addition, the project is 
working to develop the capacity to conduct improvement among health care workers, at national, state, 
and district levels, in public and private facilities, and at community levels along the continuum of 
reproductive, maternal, neonatal, child, and adolescent health (RMNCH+A). By the end of December 
2015, the project was working with 415 facilities and 437 quality improvement teams in the country. At 
that point, ASSIST handed over these facilities to another USAID funded partner and since February 
2016 ASSIST has been focusing on building relationships with domestic institutions who we can support 
to become leaders in implementing and spreading QI approaches. Our current focus in Q2 is to: 

Build the skills of interested stakeholders to support the spread of improvement methods, by: 

 Building the skills of individuals to become leaders in using QI methods 
 Building capacity of institutions which are invested in using and promoting QI 
 Building the skills of individuals and institutions to support other stakeholders in India to learn and 

apply QI 

Institutionalization/Sustainability Strategy 

All districts have requested support for scaling up and 10 districts where we have not worked have also 
requested support for developing a quality improvement strategy. In addition, the state of Himachal 
Pradesh has asked for support in developing a plan to scale up improvement work to all 12 districts in the 
state. Five districts have already starting using their own staff and resources to support improvement 
work. These districts are supporting 159 facilities to form improvement teams and are coaching them 
through exiting line-management systems.As of December 2015, ASSIST no longer supported any of 
these districts. IPE global is providing support in the future. 

In addition to working with the government on scale-up, our current focus is on working through domestic 
organizations to institutionalize and sustain QI capacity in India. All India Institute of Medical Sciences 
(AIIMS), the largest medical college in the country has requested our support in developing a quality 
management system for the institute. ASSIST has trained teams from six departments. These teams 
have all achieved impressive results and more teams have started to join. Currently there are teams from 
12 departments working on quality improvement projects. We are discussing with AIIMS: developing a QI 
curricula and training program for students, instituting a formal QI system across the institution, hosting QI 
events for external groups. 

We are providing QI support to the hospital of one of the senior leaders in the Indian Academy of 
Pediatrics (IAP). IAP will soon be implementing the ‘Helping Babies Survive’ Initiative in six districts to 
improve neonatal care. ASSIST is supporting IAP to develop the QI components. 

We will be helping Federation of Obstetricians and Gynecologists of India (FOGSI) to use QI approaches 
to improve care for adolescent women and to improve cervical cancer screening in rural Haryana and to 
spread QI through their network of over 40 000 members. 

We will also be supporting other USAID funded partners. IPE Global has taken over the sites we were 
previously supporting. We will continue to provide them support in learning QI methods.   

Saathi is tasked with improving care in the private sector and will be working on various accreditation 
models. We will support them to integrate QI as an approach to support facilities to reach accreditation.  

We are also interested in moving into the private sector. Currently we plan to work with one private facility 
– Sitaram Bhartia Institute for Science and Research. They have a well-established QI program and have 
achieved great results. They have asked ASSIST to help them with how to do more work faster and to 
better involve front line workers.  
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Scale of USAID ASSIST’s Work in India (Quarter 1)   

 

Program Overview 

What are we trying to accomplish? At what scale? 

1. Enhance improvement capability in the Indian health system through conducting 
improvements in the “RMNCH+A” continuum in public and private entities 

A. Improve care along the RMNCH+A continuum in priority USAID districts (until end of Q1) 

 

 

Develop the capacity to conduct 
improvement among health care workers 
at community, facility, district, state and 
national levels  

Enhance commitment and capability of 
leaders at the community, facility, district, 
state and national levels to lead health 
care improvement 

6 USAID-supported states, all 27 of the USAID-
supported districts, and one “block” in each of the 
selected districts:  
 Delhi: 2 districts, 2 blocks 
 Himachal Pradesh (HP): 4 districts, 6 blocks 
 Punjab: 5 districts, 5 blocks  
 Uttarakhand: 3 districts, 3 blocks  
 Jharkhand: 6 districts, 10 blocks  
 Haryana: 7 districts, 7 blocks  
Total number of facilities: 415 

B. Build the skills of interested stakeholders to support the spread of improvement methods (Q2 
onward) 

 

 

 

Build the skills of individuals to 
become leaders in using QI methods 

Build capacity of institutions which are 
invested in using and promoting QI 

Build the skills of individuals and 
institutions to support other 
stakeholders in India to learn and 
apply QI 

Current partners include: 
 All India Institute of Medical Colleges 
 Indian Academy of Paediatrics 
 Federation of Obstetricians and Gynecologists of 

India 
 Saathi 
 IPE Global 
 Sitaram Bhartia Institute of Science and Research 

       Improvement Activity  
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Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1A. Improve care along the RMNCH+A continuum in priority USAID 
districts 

Overview: Approximately 800,000 babies per year die in their first month of life in India. This is more than 
50% of all child deaths. Three hundred thousand of these deaths are in the first 24 hours. Progress on 
neonatal survival and particularly early neonatal survival has been slower than progress in other age 
groups. ASSIST is working across the RMNCH+A continuum but is paying particular focus on the 
intrapartum and early neonatal period since this is the most efficient strategy to save lives.  

Accomplishments and Results: 

 Overall, there has been a 5.9% reduction in perinatal mortality since starting this work due to a 
15.6% reduction in in-hospital neonatal mortality and a 3.3% reduction in stillbirths from July 
2013 to October 2015 (Figure 118). This is equivalent to 19 deaths averted per month compared to 
before we started working in these facilities. Spreading this improvement to entire country could save 
31,000 lives per year. A sex-disaggregated data analysis in a sample of the sites found no gap that 
needed to be addressed. 

Figure 118. India: Perinatal mortality in 115 facilities (July 2013 – Oct 2015) 

 
 Reduction in perinatal mortality and stillbirths. We compared perinatal mortality across three time 

periods July-November in 2013, 2014 and 2015 (these were the five months with data from all three 
years). Compared to the 2013 baseline, there was a 9.5% reduction in 2014 and a 14.6% reduction in 
2015. Breaking down the stillbirth and neonatal deaths in 2013 and 2015 there has been a 10.1% 
reduction in stillbirths and a 30.4% reduction in in-hospital neonatal deaths (Figure 119). 

 ASSIST funding in India was expected to end in December 2015 so activities greatly slowed 
down, and most staff positions were terminated. One significant activity was a qualitative 
study of the districts that were using their own staff to scale up QI work.  This was designed to 
identify how staff in these districts perceived the QI support and is intended to provide information 
about to provide support to other groups in scaling up.  Our premise is that scale up requires: 

o Ground-level teams with the skills to use QI approaches 
o A management system to support teams to learn these approaches and to help solve problems 

that cannot be solved at the ground level 
o Leaders who understand improvement methods and are committed to their use 

The objectives of the study were to identify: 

o Strengths and weaknesses of initial training 
o Experiences of initial QI projects 
o How staff perceive coaching visits from government coaches 
o Leaders’ interest and activities to spread QI to other sites 
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Figure 119. India: Perinatal deaths (July – Nov 2013-2015) 

 

 July-Nov 2013 July-Nov 2014 July-Nov 2015 

Total births 74,645 78,198 67,662 

Stillbirths  1411 (1.89%) 1380 (1.76%) 1149 (1.70%) 

In-hospital neonatal deaths 398 (0.53%) 336 (0.43%) 251 (0.37%) 

Perinatal deaths (per 1000 births) 24.2 21.9 20.7 

 Methods: 36 health care workers, 8 facility leads and 11 block (sub-district) leaders working in blocks 
were QI was being spread through the government system were interviewed by ASSIST staff.   

 Key results:  

o Initial QI training: Initial training was rated well (4.7/5 on a Likert scale) and all staff were involved 
in QI projects. Staff were most confident in their ability to form a team and pick an aim and least 
confident in their ability in other QI steps (Table 11). 

Table 11. India: Staff ratings on their confidence in seven activities in a quality improvement 
project (n=36) 

QI activity Score QI activity Score 

(0=not confident, 5= fully confident)                                                               (0=not confident, 5= fully confident) 

Picking an improvement aim 4.4 Developing change ideas 3.7 

Form a team 4.5 Testing changes 3.7 

Analyze the system 3.9 Implementing successful 
changes 

3.7 

Developing a measurement 
system 

3.7   

o The most common suggestion for how to improve the QI training was to organize visits to facilities 
using QI approaches. 

o Initial QI work: Respondents felt that QI led to work being more organized, with fewer errors, less 
time consuming and easier to see to track progress.  The biggest challenges were involving non-
QI team members in QI work and the frequent transfer of staff between facilities.  75% of 
respondents spent less than 15 minutes a day on QI activities with many respondents stating that 
they spent no additional work but that QI was part of their everyday work.  17% spent more than 
30 minutes a day.  94% of respondents stated that 0-20% of their QI work required additional 
data – most could be done with existing data. 

o Coaching visits: 77% of health workers felt that coaching visits were either useful or extremely 
useful. No one felt they were not useful.  The most useful aspect of coaching was hands on 
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support (75% of respondents), facilitating communication between workers (56%) provision of job 
aids (39%) and QI training (31%). 

 o Facility and block managers: Only 12 of the 20 managers had been trained in QI but they all 
ranked it 5/5.  All were involved in QI work, 64% as part of a team, 27% as a coach and 73% 
receiving reports.  All block managers wanted to spread QI to other facilities but only 1 (9%) had 
done so. 

o Summary: Scale up through the government system is being well received by health workers and 
managers.  Based on this study we will focus future efforts on: 

 More involvement of leaders at the start of the project and a greater focus on clarifying the 
management structure to support QI (only 73% of leaders were getting reports on QI activities) 

 Greater emphasis on helping managers learn how to scale up improvement effort 

 Clarifying the best way to sequence QI training and supporting staff to build their skills in developing 
and testing changes 

Activity 1B. Build the skills of interested stakeholders to support the spread of 
improvement methods 

 Below are some of the activities that we have planned with the different groups that we will be 
supporting. Our focus in the first quarter of FY16 was on closing the project by the end of December 
2015. When we learned in December that we would receive additional funding for working with 
domestic groups to support them to become leaders in quality improvement we had already closed 
most of our activities, given up our lease and handed over a lot of equipment. We have spent most of 
Q2 relocating offices, developing HR plans for the new SOW and meeting our new partners to 
determine areas for collaboration. 

 A status update is provided below. 

AIIMS (All India 
Institute of Medical 

 Support improvement work at AIIMS (e.g. improve respectful 
care for women delivering) 

Sciences)  Strengthen integration of QI into existing management system 
o Two-day meeting planned for May 

 Involve AIIMS in supporting other large medical colleges in the 
country to spread QI 

 Support AIIMS in designing and evaluating a large scale QI 
program in the state of Himachal Pradesh 

IAP (Indian Academy  Support IAP to design and implement work in 240 facilities in 6 
of Pediatrics)  districts to use QI to improve neonatal health 
FOGSI (Federation of 
Obstetricians and 

 Support FOGSI to use QI approaches to improve care for 
adolescent girls and improve cervical CA screening in rural 

Gynecologists of India) Haryana 
IPE Global  Support IPE to apply QI approaches 
Saathi  Work with Saathi to integrate QI support for hospitals seeking 

different forms of accreditation 
 Support Saathi to integrate QI into how they support over 3,000 

private facilities to provide post-partum/natal care to HIV-infected 
pregnant women and their children 

SBIST (Sitaram Bhartia 
Institute of Science and 

 Help SBIST develop QI projects that go faster and are of value 
for front line staff 

Research) 
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Improvement in Key Indicators 

Indicators 

 = proportion 

 = average 

Baseline 
(Dec 2013) 

Approx. 100 sites 

Aug 2015 Approx. 
150 sites* 

 of newborns who were assisted for breathing out of total 
newborns reviewed* 

17% * 2% 

 of newborns made dry and provided warmth immediately 
after birth out of total newborns observed 

47%  100% 

 of newborns who were provided sterile cutting and 
clamping of cord out of total newborns reviewed 

47% 100%

 of newborns breastfed within one hour of birth 87% 88%

 of newborns given injection of vitamin K at birth 55% 98%

 of vaginal deliveries for which oxytocin was administered 
within one minute of birth of baby 

16% 99%

 number of times vitals (both blood pressure and pulse) 
checked and recorded within first 6 hours PP 

0.8 3.4

 of ANC visits during which hemoglobin of pregnant 
woman was checked and documented 

59% 88%

 

 

 

 

 

 

*These are the last updates due to the activities closing down 

Knowledge Management Products and Activities 

 Improving Quality in Healthcare: A Practical Guide for Healthcare Providers. March 2016. 

 The Mixed Nature of Incentives of Community Health Workers: Lessons from a Qualitative Study in 
Two Districts in India. Enisha Sarin, Sarah Smith Lunsford, Ankur Sooden, Sanjay Rai, Nigel Livesley. 
Frontiers in Public Health, March 2016.  http://dx.doi.org/10.3389/fpubh.2016.00038 

Planned Activities Next Quarter: April – June 2016 

 Lead two-day workshop with AIIMS Delhi and representatives from the other 6 AIIMS in the country 
plus other large medical colleges to discuss the spread of QI to other AIIMS and how to 
institutionalize it at AIIMS Delhi 

 Lead two-day workshop at Himachal Pradesh in collaboration with AIIMS and IPE to support 
Himachal Pradesh to develop a quality of care system in alignment with the WHO framework 

 Support AIIMS with internal QI work 

 Support IAP and FOGSI to develop materials for training QI and evaluating the effectiveness of the 
materials 

 Support FOGSI to develop plans to use QI to improve care for adolescent and adult women 

 Work with Saathi to develop plans to integrate QI into their programmes to improve post-partum/natal 
care for HIV infected women and exposed infants 

 Work with Sitaram Bhartia Institute for Science and Research to develop and implement faster QI 
projects 
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INDONESIA 

Background 

In January 2014, ASSIST began working with local partners at the University of Indonesia (UI) Center for 
Family Welfare (CFW) to conduct a mid-term and end-line evaluation to compare the quality of care 
provided in hospitals accredited by the Joint Commission International (JCI) with that in hospitals 
accredited by the Indonesian Hospital Accreditation Commission (KARS) and those not undergoing 
hospital accreditation (NHA). Data collection analysis and report writing for the midline phase of the 
Hospital Accreditation Process Impact Evaluation (HAPIE) Study were all completed by Q3, FY15. 
Quarter one (Q1) of FY16 saw the commencement of the work on the third and final phase of the study in 
which data were planned to be collected from the same nine participating hospitals on most of the same 
measures that were collected in the baseline and midline phases. In Q2, data collection commenced in 
two of the nine hospitals (Kariadi Hospital in Semarang and Sardjito Hospital in Yogyakarta). There was a 
delay in the commencement of this activity because of a change in leadership of the Indonesian Ministry 
of Health’s Directorate of Health Services.  

Program Overview 

What are we trying to accomplish? At what scale? 

1. Hospital Accreditation Process Impact Evaluation – completing study and disseminating 
results 

 Evaluating the quality of care provided in hospitals 
undergoing JCI and KARS (Komisi Akreditasi 
Rumah Sakit) accreditation in Indonesia 

9 hospitals in three provinces:  

3 hospitals are pursuing JCI accreditation  

2 hospitals are pursuing KARS accreditation  

4 hospitals are not seeking hospital 
accreditation until 2015 (NHA) 

    Cross-cutting Activity 

Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1. Hospital Accreditation Process Impact Evaluation (HAPIE) – 
completing study and disseminating results 

Overview: In 2012, the USAID HCI Project began an evaluation of the quality of care and patient 
outcomes in Class A Indonesian hospitals in the study described above. The work described in this report 
is the end line evaluation. The baseline and midline phases were completed in collaboration between 
ASSIST and our partner, the Center for Family Welfare – Universitas Indonesia (CFW-UI). 

As part of this primary purpose, objectives of this activity are: 

 To conduct the end line quantitative and qualitative evaluation of the quality of care and patient 
outcomes in Class A Indonesian hospitals that have undergone KARS with or without JCI 
accreditation. 

 To build the capacity of the data collectors and analysts at CFW-UI who will be charged with the main 
information gathering and processing part of the study. 

 To disseminate findings from the study to Indonesian stakeholders as well as the wider public health 
community. 

 To encourage communication between ASSIST and Badan Penyelenggara Jaminan Sosial (BPJS, 
Indonesian Social Security System) to inform them of how the findings from the HAPIE study can 
promote policies to facilitate improvements in the quality of care linked to payment under the 
nationwide single-payer health insurance system, National Health Insurance (JKN) system.  
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Accomplishments and Results: 

 Edward Broughton traveled to Indonesia to provide technical assistance to the CFW/UI team 
and to coordinate activities with them in preparation for the end line data collection, analysis 
and reporting (Nov 20-Dec 12, 2015). Other activities during the trip were: 

o A meeting with the activities offices from USAID Indonesia to discuss progress on the HAPIE 
study, the purpose of the visit and plans for the meeting with BPJS (implementer of the Indonesia 
national health insurance). 

o Two meetings with USAID officers and the BPJS officers concerned with hospital data were 
convened to discuss quality and how BPJS data can be used to stimulate better care in hospitals. 
Also discussed was whether a mechanism for analyzing and feeding back the information to 
hospitals is designed along with payment system that reward high quality, evidence-based health 
care. 

o A comprehensive dissemination was developed for the final results of the HAPIE study.  

 Anhari Achadi made a presentation to the new Director of Health Services to secure approval 
to complete the final stage of data collection in the nine hospitals (March 2016).  

 A concept note was written and sent to USAID Indonesia outlining potential activities to be 
conducted with BPJS if the consent to such assistance (Feb 2016). We await a response from 
USAID and BPJS.  

 Four abstracts on the findings in the HAPIE study and associated activity were submitted to 
two conferences (March 2016). The International Society for Quality in Health Care annual 
conference and the Health Systems Research Symposium biannual conference.  

Challenges and Remedies  

There is a reluctance on the part of BPJS to encroach on what has traditionally been the remit of the 
MOH – to ensure the quality care provided by public hospitals. Therefore, it is not simply a matter of 
providing technical assistance to BPJS to design their data management and analysis and their payment 
system to promote quality. It remains to be seen if the MOH will be willing to accept technical assistance 
through USAID to improve quality of hospital care. It is apparent from the findings so far from the HAPIE 
study that the current system in place that is supposed to serve this purpose is not doing so. It remains 
the goal of the USAID ASSIST Project to provide technical assistance to the MOH or BPJS to develop 
and institutionalize a system that promotes improved quality of hospital care. 

The delays caused by the turnover in the Directorate of Health Services has led to a delay in the final 
data collection and therefore the analysis and write-up stage of the study will be later than expected.   

Knowledge Management Products and Activities 

 The CFW/UI team presented the findings from the study at the Asia-Pacific Academic Consortium for 
Public Health (APACPH) Conference, held October 21-23 in Bandung, Java. This was part of the 
dissemination plan that was encouraged by the USAID/Indonesia Mission.  

 While there were no specific knowledge management products resulting from this activity in Q2, 
FY16, a comprehensive dissemination plan was developed for the results of the HAPIE study.  In 
addition to the full written report, the following products are proposed as KM products arising from this 
activity in Q3 and Q4, FY16. 

o Dissemination meeting for MOH, BPJS, KARS, representatives from the participating hospitals 
o Policy briefs for distribution to decision-makers 
o Individual presentations to all nine participating  
o Submission of articles for Indonesian, regional and international public health journals  

This dissemination plan will be discussed with the USAID activity managers before work is started on 
developing these products. 

The submissions of the conference abstracts as noted above are also notable knowledge 
dissemination activities.  
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Planned Activities Next Quarter: April - June 2016 

 Data collection will continue in four of the remaining seven hospitals participating in the study. The 
UI/CFW team will be responsible for obtaining the needed permission from the hospitals. 

 Work on other dissemination products that do not rely on the final results from the study will also be 
ongoing.   
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LATIN AMERICA AND THE CARIBBEAN 

NICARAGUA 

Background 

The USAID ASSIST Project began activities in Nicaragua in 2014, continuing the work started by the 
USAID HCI Project in the country’s health training institutions. ASSIST worked to institutionalize 
improvement methods and pre-service training in HIV services in the medical and nursing schools of eight 
public and private universities in Nicaragua by supporting the development of skills among nursing and 
medical faculty to apply a teaching package for quality care. This work was supported by PEPFAR. In its 
first year (FY14), ASSIST focused on supporting the development of skills among nursing and medical 
faculty to apply a teaching package to promote quality of HIV care. In the second year of work (FY15), 
ASSIST focused on continuous improvement of teaching processes to support faculty to introduce 
changes in teaching and evaluation methodologies applied during student training. This technical 
assistance has facilitated the link between training health resources and health services provision and 
also served to promote the HIV continuum of care: diagnosis, treatment, adherence, undetectable viral 
loads, and comprehensive care for people with HIV. The TA provided by ASSIST is contributing to 
reaching the 90-90-90 goal by 2020 agreed upon with PAHO/WHO-UNAIDS in order to reduce new HIV 
infections, improve the quality of life of people with HIV and decrease AIDS mortality by improving the 
diagnosis of HIV, increasing the number of people on ART, reducing their viral load to undetectable 
values, and reducing stigma and discrimination.  

The work being developed by ASSIST in FY16 continues to be in line with USAID strategies in Nicaragua 
and with PEPFAR’s strategy for the Central America Region, contributing to Goal 2 of the PEPFAR 
cooperation framework6 to strengthen health systems. In FY16, ASSIST is providing technical assistance 
to 10 Universities (UNAN Managua, UNAN Leon, UCAN, UAM, UNICA, URACCAN, BICU, UPOLI, 
POLISAL and UCM) to promote continuous quality improvement through implementing precise 
interventions to modify teaching and evaluation methodologies for HIV topics included in nursing and 
medicine study programs, using the rapid cycle improvement approach. The project has covered 10 out 
of the existing 13 universities in the country (77% coverage). 

In addition, ASSIST is working to reduce stigma and discrimination towards people with HIV and of sexual 
diversity at universities, as well as to promote gender equity. ASSIST is also providing technical 
assistance to six sexual diversity organizations (ADESENI, ODETRANS, GAO, OVI, CEPRESI, and 
ANICP+VIDA) to help implement the quality management program designed in 2015 and to support 
continuous quality improvement of their services. Further, in FY16, ASSIST began a new activity in 
Nicaragua—to develop three virtual diploma courses within the ten universities, addressing Research 
Methodology, Quality Management, and HIV Combination Prevention and Care. 

Institutionalization/Sustainability Strategy 

ASSIST has been working on institutionalizing the HIV training package in Nicaraguan universities to 
redefine norms and protocols, both for prevention and care provision, which are now included in medical 
and nursing study programs. ASSIST’s institutionalization and sustainability strategy is to strengthen the 
Nicaraguan health system through increasing knowledge and capabilities among nursing and medical 
students from both public and private universities. These students are the future doctors, nurses, and 
leaders within the health system in Nicaragua. ASSIST is developing faculty capacity to measure, 
analyze, and interpret rapid improvement cycles, document changes, and share success stories 
independent of external technical assistance. 

 

                                                      

 

6 PEPFAR. Partnership framework document to support implementation of the Central American Regional HIV/AIDS response. 
Available in: http://www.pepfar.gov/countries/frameworks/central_america/index.htm 
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Scale of USAID ASSIST’s Work in Nicaragua 

 

Program Overview 

What are we trying to accomplish? At what scale? 

1. Implement continuous quality of teaching 

 University teachers introduce into their academic 
activities the methodology of continuous quality 
improvement with rapid cycle 

13 out of 18 regions (72%)  
10 out of 13 universities (77%) (UNAN Managua, 
UNAN Leon, UCAN, UAM, UNICA, URACCAN, 
BICU, UPOLI, POLISAL and UCM) 

2. Provide tools and knowledge to nursing and medical faculty on gender, gender-based violence 
and human trafficking and to conduct activities to promote respect for human rights of people 
with HIV and of sexual diversity 

 

 

Develop university teachers’ skills for teaching 
gender issues and promote gender equality in 
the classroom  

Reduce among university teachers and students 
stigma and discrimination against people with 
HIV and sexual diversity 

13 out of 18 regions (72%)  
10 out of 13 universities (77%) (UNAN Managua, 
UNAN Leon, UCAN, UAM, UNICA, URACCAN, 
BICU, UPOLI, POLISAL and UCM) 
4,064 medical students out of 4316 (94%) 
1,767 nursing students (100%) 

3. Design and implement three virtual diploma courses at universities on Research Methodology, 
Quality Management, and HIV Combination Prevention and Care 

 University teachers develop skills for teaching the 
subjects of continuous quality improvement, 
research and prevention of HIV 

13 out of 18 regions (72%) 
57 University nursing and medical teachers  
33 NGO health promoters 

4. Support implementation of activities defined in the quality 
NGOs of sexual diversity and people with HIV  

management program among six 

 Improve the quality of the services provided by 
the sexual diversity organizations for HIV 
prevention 

6 NGOs (ADESENI, ODETRANS, GAO, OVI, 
CEPRESI and ANICP+VIDA) out of 51 (12%) 
400 of 47,306 persons of sexual diversity (1%) 
100 of 8,661 PLHIV (1%) 

       Improvement Activity   Cross-cutting Activity 
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Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1. Implement continuous quality improvement of teaching 

Overview: ASSIST is providing technical assistance to 10 universities to promote continuous quality 
improvement (CQI) activities in teaching processes and learning evaluation. Quality monitoring is not 
generally carried out at Nicaraguan universities; therefore, upon identifying teaching gaps, ASSIST 
designed a rapid cycle quality improvement methodology with the universities. This methodology includes 
defining improvement objectives, indicators, and the essential interventions to implement.  

To identify gaps related to care for people with HIV, we conducted knowledge, attitude and practices 
(KAP) surveys among nursing and medical students at URACCAN in 2014 and in 2015 with the rest of 
the universities—UAM, UNICA, UCAN, UNAN Leon, UNAN Managua, UPOLI, POLISAL, and BICU. From 
these gaps, teachers at BICU, URACCAN, POLISAL, and UCAN designed an average of three 
improvement rapid cycles at each university, in order to implement changes in teaching and learning 
assessment methodologies for HIV topics. ASSIST also supported teachers at UNAN Leon and UPOLI to 
introduce changes to teaching and learning assessment methodologies, which will enable students to 
develop required competencies to provide HIV prevention, care, and treatment services and teachers to 
evaluate student learning more objectively. 

Accomplishments and Results: 

 Conducted KAP surveys: A second KAP survey was conducted among senior year nursing 
students at BICU and POLISAL and senior year medical students at UCAN (Nov-Dec 2015). The 
survey was conducted to compare base line results with this new measurement and assess 
effectiveness of actions implemented by teachers and authorities of these universities. At BICU 
university, the first measurement was completed in August 2015 and the second in December 2015. 
At POLISAL the first measurement was completed in July and the second in November, and at UCAN 
the first measurement was completed in June and the second in November.  

 The results in all three universities reflect important changes in students’ HIV related 
knowledge, attitudes, and practices. The greatest percentage differences were found at BICU. The 
greatest differences were observed on HIV counseling principles both in knowledge and attitudes. In 
addition, at BICU there are important differences on maternal child transmission prevention, care for 
people with HIV (knowledge) and antiretroviral therapy (Table 12).  

o At BICU, 19 percentage points improvement in senior nursing students’ knowledge on HIV 
prevention and care, 22 percentage points in attitudes and 14 percentage points in HIV mother-to-
child transmission. 

o At POLISAL, 9 percentage points improvement in senior nursing students’ knowledge on HIV 
prevention and care for people with HIV, and 7 percentage in attitudes. 

o At UCAN, 4 percentage points improvement in HIV knowledge, and 8 percentage points in 
attitudes. 

o Reduced HIV knowledge, attitudes and practices gaps among senior nursing students at 
Universities BICU, POLISAL and UCAN medicine students. 

Table 12. Nicaragua: Results from HIV-KAP surveys conducted among senior year nursing and 
medical students (Aug – Nov 2015)  

Topic 
BICU 

Differen
ce 
% 

POLISAL 
Differen

ce 
% 

UCAN 
Differenc

e 
% 

Aug 
15 

Dec 
15 

July 15
Nov 
15 

June 15 Nov 
15 

n= 22 17 26 23 34 15 
All of the questions 74 95 21 72 81 9 76 80 4 

Knowledge questions 78 97 19 76 85 9 82 85 3 

Attitude questions 67 89 22 62 69 7 61 69 8 

HIV risk factors 98 98 0 85 93 8 90 92 2

Transmission ways 88 100 12 92 94 2 92 95 3
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Topic 
BICU 

Differen
ce 
% 

POLISAL 
Differen

ce 
% 

UCAN 
Differenc

e 
% 

Aug 
15 

Dec 
15 

July 15
Nov 
15 

June 15 Nov 
15 

n= 22 17 26 23 34 15 
Principles of counseling 
(knowledge) 

69 98 29 59 78 19 72 79 7

Principles of counseling 
(attitude) 

61 100 39 56 67 11 47 83 36

Human rights – stigma and 
discrimination 

84 93 9 76 79 3 68 73 5

HIV maternal child 
transmission 

85 99 14 88 94 6 87 90 3

Care for people with HIV 
(knowledge) 

69 92 23 54 62 8 66 70 4

Care for people with HIV 
(attitude) 

75 84 9 56 67 11 58 63 5 

Antiretroviral Therapy 55 96 41 67 76 9 77 81 4

Source: KAP-HIV study among nursing and medicine students BICU, POLISAL and UCAN- FY 2015 

 

 

 

 

 

 

From the baseline results analysis, BICU teachers identified that the HIV topic had not been included in 
the curriculum and requested its inclusion to universities authorities. Once this was approved, they made 
the necessary adjustments to study programs in the mother to child health class. Teachers started to 
teach these topics using the teaching package’s methodological tools during nursing students’ training. 

In addition, with these results, BICU teachers decided to design a rapid cycle to increase knowledge 
among students on the topic of mother-to-child transmission of HIV. The following changes were 
introduced: 

 Formed a team of facilitator teachers for the HIV subject 

 The facilitator team conducted additional training activities to reinforce students’ knowledge 

 During training sessions, facilitators discussed HIV-KAP survey questions and answers with students, 
verifying their level of knowledge and understanding, as well as clarifying doubts. 

 Designed color cards with HIV-related messages targeting stigma and discrimination reduction. 
These cards were placed in classrooms in order to raise awareness among students on this topic 

 Organized campaigns and forums on HIV with students’ participation 

After implementing these activities, they completed the second measurement of the cycle achieving 14 
global difference points in student knowledge regarding maternal to child transmission (Table 13). 

Table 13. Nicaragua: Results from the improvement cycle measurement implemented to reduce 
knowledge gaps among BICU nursing students on the PMTCT (Aug – Dec 2015) 

Mother-to-Child Transmission Prevention Aug 2015 Dec 2015 

No. Surveyed Students 22 17 

A woman can transmit HIV to her child:  

During pregnancy 45 94 

During delivery 95 100 

During breastfeeding 100 100 

Contraceptive options for women with HIV:  

Condoms  
Condoms and other additional methods 

95 100

The possibility of HIV vertical transmission (mother to child) can be reduced if: 

During pregnancy the mother receives antiretroviral treatment  68 100 
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Mother-to-Child Transmission Prevention Aug 2015 Dec 2015 

The mother gives birth via C-section 91 100 

The mother is tested for HIV during prenatal care 100 100 

Global average 85 99 

Source: KAP-HIV study among nursing students BICU. FY 2015 

At POLISAL University the main activities implemented by teachers to achieve changes in students’ 
knowledge were:  

 Formed nursing student teams to facilitate HIV teaching to high school students, under direct 
supervision of teachers 

 Read thoughts allusive to stigma and discrimination reduction towards sexual diversity and people 
with HIV at the beginning of each class 

 Organized exchange sessions among nursing students and people of sexual diversity to raise 
awareness on the discrimination topic through life experiences told by the latter 

 Organized student-designed mural contests with the motto “Champions for HIV stigma and 
discrimination reduction among key society populations and nursing students” 

 Organized training workshops targeting students to reinforce their HIV knowledge 

At UCAN some of the actions implemented by teachers were: 

 Organized clinical rotation of medicine students at the HIV hospitalization and outpatient care 
services, thus facilitating interaction with HIV patients, achieving awareness among students and 
strengthening their knowledge to provide care for people with HIV 

 Reviewed and analyzed HIV-KAP survey results with students to clarify doubts and strengthen 
knowledge in each survey topic 

 Introduced the epidemiology class into the HIV subject using the teaching package methodology 
(clinical cases and check lists) 

 Organized HIV counseling sessions targeting key populations during community-based student 
rotation as part of their practice 

Technical assistance provided by ASSIST has consisted of strengthening faculty competencies to teach 
the various HIV topics and subtopics contained in the teaching package, providing the teaching package 
in an interactive DVD with all methodological designs, technical notes and power point presentations, on 
line surveys, as well as coaching to apply surveys, process data, and analyze gaps identified to design 
improvement cycles. 

 KAP-HIV surveys were conducted among senior year nursing students at Universidad 
Politecnica (UPOLI) in order to assess changes in HIV-related knowledge and attitudes among 
students after including HIV topics in study programs, adjusting the number of hours HIV 
topics were taught and implementing stigma and discrimination reduction activities (March 
2016). Results were compared to KAP-HIV surveys conducted in March 2014 among the same 
nursing student cohort. 

 Results reflected significant improvement in percentage points both in knowledge and attitudes. 
These differences include an increase from 36 to 43 percentage points for counseling principles; a 20 
to 23 percentage point difference for care for people with HIV and vertical transmission prevention; an 
11 percentage point increase in knowledge about HIV transmission, as well as increases in 
percentage points for knowledge about HIV risk factors (7%) and antiretroviral therapy (6%) (See 
Table 15).  

 KAP-HIV surveys were conducted among medical students at UNAN Managua, nursing 
students at BICU, and at UPOLI (in total 103 students were surveyed) (Feb-March 2016). Data 
was disaggregated by sex and age. Then, we established combinations of variables between sex, 
knowledge, and attitudes (Tables 14-15). 
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Table 14. Nicaragua: Comparative Data: HIV-KAP survey conducted among senior year nursing 
students (March 2014 – 2016)  

Topic 
UPOLI 

Difference 
% March 2014 March 2016 

n= 38 41 

Knowledge questions 67 84 17 

Attitude questions 60 75 15 

Principles of counseling (attitude) 46 89 43 

Principles of counseling (knowledge) 43 79 36 

HIV maternal child transmission 69 92 23 

Care for people with HIV (knowledge) 50 73 23 

Care for people with HIV (attitude) 51 71 20 

Transmission ways 88 99 11 

HIV risk factors 82 89 7 

Antiretroviral Therapy 58 64 6 

Human rights – stigma and discrimination 76 77 1 

Source: USAID | ASSIST Files 

Table 15. Nicaragua: KAP-HIV survey participants, medical and nursing students by age and sex 
(Feb – March 2016). 

Age in years 
Sex Total 

Female Male No. % 

40 or more 0 1 1 1

Between 18 and 24  51 24 75 73

Between 25 and 39  22 5 27 26

Total 73 (71%) 30 (29%) 103 100 

 Source: USAID | ASSST Files 

 

 

 

 By analyzing both knowledge and attitudes by sex, results were very similar among men and 
women and there were no statistically significant differences (Table 16). 

Table 16. Nicaragua: Scores from KAP–HIV survey conducted among nursing and medical senior 
year students, UNAN Managua, BICU, and UPOLI, by sex (Feb – March 2016) 

Topic 

Students 
n=103 

Female Male 

n= 73 30 
Knowledge questions 81 84 

Attitude questions 72 71 

Principles of counseling (attitude) 77 70 

Principles of counseling (knowledge) 76 74 

HIV maternal child transmission 92 90 

Care for people with HIV (knowledge) 68 78 

Care for people with HIV (attitude) 66 63 

Transmission ways 96 96 
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Topic 

Students 
n=103 

Female Male 

n= 73 30 
HIV risk factors 90 95 

Antiretroviral Therapy 66 63 

Human rights – stigma and discrimination 75 80 

Source: USAID | ASSIST Files 

 ASSIST held the first meeting with authorities from Universidad de Ciencias Medicas-UCM to 
offer technical assistance (Feb 2016). This would be the 10th University to receive technical 
assistance from USAID ASSIST.  

 Table 17 shows a summary of progress reached at Universities with technical assistance from 
ASSIST October 2014-March 2016.   

Table 17. Nicaragua: Summary of activities and progress reached by Universities in transferring 
MINSA’s norms and protocols on HIV (Oct 2014 – March 2016) 
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Adjusting study programs and Micro 
programming, number of hours 

          

Developing competencies among teachers to 
use the teaching package 

          

Training teachers on gender, S&D, and the 
new HIV care protocol 

          

KAP-VIH comparative surveys 1 and 2 
          

Continuous quality improvement activities  
          

Source: USAID | ASSIST Files              Reached  In Progress    Not reached 

Activity 2: Provide tools and knowledge to nursing and medical faculty on 
gender, gender-based violence, and human trafficking and conduct activities to 
promote respect for human rights of people with HIV and of sexual diversity 

Overview: This activity addresses improving university teachers’ skills for teaching gender issues and 
promote gender equality in the classroom and reducing, among university teachers and students, stigma 
and discrimination against people with HIV and sexual diversity. 

Accomplishments and Results: 

 Developed competencies among 12 UNAN Managua medicine teachers on the gender topic 
(Q1). Twelve (12) UNAN Managua medicine teachers (6 men and 6 women) were trained on gender 
using the teaching package’s interactive DVD tools. During the training, they reviewed conceptual 
aspects of gender, gender and human development, national legislation related to gender, and 
crosscutting gender issues in actions developed by the university. They also conducted exercises 
related to the intra and interpersonal dimensions of gender. 

o The training lasted 10 hours. By the end of it, teachers knew the basic conceptual framework for 
gender issues, basic aspects of the national legislation related to gender, as well as the 
international framework and USAID’s gender policy. 
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o ASSIST’s technical assistance consisted of facilitating the training for teachers, sharing all of the 
information, materials, and the interactive DVD needed to develop the topic, thus creating the 
conditions for teachers to teach this topic to students and apply actions in their work environment 
to promote gender equity and respect for the different gender expressions among university 
teachers and students. 

o Teachers and students worked on a campaign against stigma and discrimination towards people 
of sexual diversity and the Lesbian, Gay, Bisexual, and Transgender (LGBT) community, which 
included creating murals and banners allusive to respect for human rights of people of sexual 
diversity and the LGBT community with active participation and students and teachers working 
together. They included 5-minute reflections in the syllabus during the first hours of class 
motivating the promotion of gender equality and respect for the rights of people with HIV and the 
LGBT community.  

o Implemented protection mechanisms for students to detect risk factors in GBV cases and establish 
a flow to reporting these cases in the university community. 

 ASSIST launched an online gender workshop for non-tenured faculty and part-time faculty 
(March 2016). The objective of this online workshop is to contribute to significant learning and 
competencies building on the gender and gender-based violence approach; as well as to integrate 
gender aspects in promotion, prevention, care and GBV survivors’ rehabilitation actions, including the 
design of the care route established in Nicaragua.  

o ASSIST Nicaragua designed the course based on the gender and gender-based violence (GBV) 
contents from the USAID ASSIST interactive DVD. It has a methodological design, a defined 
evaluation system, and includes 20 virtual hours distributed over the course of four weeks. 

o Thirty-seven teachers (10 men and 27 women) from six Universities enrolled in the course. Eleven 
of the participants are medical teachers and 26 nursing teachers. Twenty-seven of them (73%) are 
actively participating and complying with established tasks. This is the first experience developing 
this workshop online, which will be assessed and documented through an informational paper. 
During training they reviewed conceptual aspects of gender, gender and human development, 
national legislation related to gender and crosscutting of the gender topic in actions developed by 
the university. They also conducted exercises related to the intra and interpersonal dimensions of 
gender. 

o Training was for 20 hours and by the end of it, teachers knew the basic conceptual framework for 
gender issues, basic aspects of the national legislation related to gender, as well as the 
international framework and USAID’s gender policy. 

 Teachers from six Universities and five departmental branches now have the skills to teach 
gender (UNAN Managua, UNAN Leon, POLISAL, UPOLI, UAM, UCM, FAREM Boaco, Chontales, 
Carazo, Nueva Segovia and Estelí) 

Activity 3: Design and implement three virtual diploma courses at universities on 
Research Methodology, Quality Management, and HIV Combination Prevention 
and Care 

Overview: The three virtual diploma courses address the following: Research methodology diploma 
course seeks to strengthen medical and nursing teachers’ competences on this subject. Teachers 
registered for this diploma course must conduct applied research on HIV. Continuum of HIV care seeks to 
strengthen medical and nursing teachers’ knowledge on the continuum of HIV care and human rights of 
people living with HIV. The Health Care Continuous Quality Improvement course with emphasis on HIV 
seeks to strengthen teachers’ competences on the basic aspects of quality definition, measurement, and 
continuous improvement.  

Accomplishments and Results: 

 Drafted terms of reference for each of the three courses (Q1). 

 ASSIST completed the topics for three virtual courses: research methodology, continuous 
quality improvement, and the continuum of care for people with HIV (Jan 2016).  

 Selected the universities that will develop the courses (Feb 2016). The research methodology 
and quality improvement courses will be developed by Universidad Nacional Autonoma de Nicaragua 
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(UNAN) de Leon; the continuum of care for people with HIV course will be developed by Universidad 
Nacional Autonoma de Nicaragua (UNAN) de Managua.  

 ASSIST invited 10 Universities and 11 non-governmental organizations working on HIV 
prevention to send their candidates to participate in the courses (Jan-Feb 2016). Participants 
from the research course will complete research on various HIV topics; quality improvement course 
participants will develop skills on the rapid cycle’s improvement model and will also draft their 
improvement project on HIV; and HIV care continuum course participants will know the most recent 
HIV indications and treatments schemes and all about the 90-90-90 strategy 

o The course research methodology will be developed through 6 modules; introductory module, 
research methodology, epidemiology, biostatistics, qualitative research, scientific writing, 
Continuous Quality Improvement Basic aspects to study quality of care for patients with HIV, 
operational definition of quality in health, measuring quality in health, quality improvement rapid 
cycles, analysis of changes in healthcare, quality in health from the user’s perspective. 

o The continuum of care in HIV course will be developed through four modules: Social determinants, 
gender, Human Rights in HIV and Health, HIV policies, plans, strategies and programs, HIV 
Combination Prevention and Care Strategies and the HIV Continuum of Care  

o Candidates will be selected according to the following criteria: currently serving in positions related 
to the topics to study or teaching classes related to these topics. By the end of March 2016, we 
had received 85 applications for the various virtual courses. 

Activity 4: Support implementation of a quality management program in six 
organizations of sexual diversity and people living with HIV 

Overview: In 2013, HCI provided technical assistance to develop a Strategic Plan for integrated care of 
female transgender populations in Nicaragua. This plan was developed by four organizations—the 
ADESENI, ANIT (Nicaraguan Trans Association), ODETRANS, and Red Trans Nicaragua. Two years 
later, in FY15, ASSIST conducted an evaluation measuring the groups’ compliance with the Strategic 
Plan. Further, ASSIST designed quality management programs for three NGOs—ADESENI, GAO, and 
ODETRANS. The quality management programs included tools to measure client satisfaction, internal 
organizational climate, and service quality standards and indicators.  In addition, the programs described 
the steps each organization needs to take to sustain service quality and evaluate it over time. In FY16, 
ASSIST is supporting the revision and adjustments to the Strategic Plan. 

Accomplishments and Results: 

 Drafted the quality indicator baseline at organizations ADESENI, GAO and CEPRESI (Q1). 

 Updated and redefined the HIV policy at organization CEPRESI (Q1). 

 The six non-governmental organizations working on HIV prevention (ADESENI, GAO, OVI, 
ODETRANS and CEPRESI) moved forward with implementation of their quality management 
program (Jan – March 2016). ANICP+VIDA completed drafting of their quality management program 
and is currently applying external user satisfaction surveys and measuring baseline quality indicators. 

 Provided coaching to NGOs (Nov 2015 – Feb 2016). ASSIST coached ADESENI, GAO, OVI, 
ODETRANS, and CEPRESI in measuring organizational climate at their institutions and analyzing 
results. These organizations except for CEPRESI reached scores above the expected average in 
areas related to leadership, motivation, and reciprocity within the institution. Regarding participation, 
only ADESENI and OVI reached scores above the expected average; the three remaining 
organizations (ODETRANS, CEPRESI and GAO) obtained scores well below the expected average 
(Table 18).  

 Results: Five of the six non-governmental organizations have measured organizational climate, built 
the quality indicators base line, and have implemented improvement rapid cycles. Three non-
governmental organizations have measured external users’ satisfaction. 
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Table 18. Nicaragua: Organizational climate measurement results  

NGO 
No. 
surveys 

Leadership Motivation Reciprocity  Participation 

ADESENI 25 4.44 4.15 4.39 4.01 

OVI 6 4.46 3.83 4.42 4.29 

ODETRANS 14 3.70 3.57 3.68 2.91 

GAO 17 3.65 3.32 3.51 3.26 

CEPRESI 14 3.07 2.38 2.82 2.14 

Source: USAID | ASSIST Files         Organizational climate maximum score to reach is 5. 

 From these results, the quality improvement team, in coordination with the organizations’ 
Board of Directors decided to implement changes focused on improving: communication between 
authorities and their collaborators, interpersonal relationships and ways to solve internal conflicts, as 
well as promoting participation of collaborators and promotes in tasks and decision making. Changes 
implemented are described below:    
o Creating bulletin boards to share the various scheduled activities, progress, and achievements 

reached by the organization, as well as anniversaries and birthdays of the month. 
o Recognitions and incentives for the collaborator of the month.  
o Implementing activities to motivate and improve interpersonal relations such as training workshops 

targeting staff on communication and conflicts resolution. 
o Using social networks (Facebook, WhatsApp, and Twitter) to maintain constant communication 

between them. 
o Holding informational sessions with all collaborators to inform everyone on progress and 

accomplishments of organizations. 

 The five organizations mentioned above completed the quality indicators base line 
measurement (Feb-March, 2016). The main gaps that were identified are outlined in Table 19. 

Table 19. Nicaragua: Summary of the base line results for quality indicators of organizations 
working on HIV prevention 

Indicator ADESENI OVI ODETRANS GAO CEPRESI 

% of people who received the four 
services in the prevention package 

83 
(25/30) 

100 
(10/10) 

40 
(4/10) 

100 
(95/95) 

15 
(3/20) 

% of people with HIV and/or key 
population who received counseling and 
STI evaluation. 

100 
(30/30) 

0 
(0/10) 

100 
(10/10) 

0 
(0/95) 

0 
(0/20) 

% of users tested for HIV compliant with 
established criteria. 

83 
(25/30) 

100 
(10/10) 

30 
(3/10) 

100 
(441/441) 

80 
(4/5) 

 Quality improvement teams in coordination with board of directors’ members of the 
organizations are implementing the following changes to reduce gaps identified in the base 
line measurement:  

o Drafting a checklist with the counseling criteria to be used by promoters in each service provided. 
o Distribution of necessary educational materials to promoters for populations’ quality approach 

(adherence card, self-care manual, CD4 brochures, etc.). They must have them at the time of 
providing information and education services.   

o Supervising promoters during education and information activities. 
o Improving forms to record educational activities to not miss any criteria when filling them out. 
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 ADESENI, GAO and CEPRESI conducted opinion surveys to external users to measure their 
satisfaction with services provided (Jan – Feb 2016). (See Table 20.)  To address identified gaps, 
QI team members at organizations presented the results to promoters and analyzed the causes along 
with them. They found that prolonged times in care occur when they provide HIV testing services 
because a single promoter provides counseling, fills out paperwork and conducts testing. In order to 
reduce these times, they decided that when there are HIV testing activities, two to three promoters 
will work together to distribute functions and expedite testing processes. 

Table 20. Nicaragua: Summary of aspects that external users considered must be improved 
during service provision (Jan – Feb 2016) 

NGO Waiting time for care Treatment received Environment 

CEPRESI 88% (14/16) 13% (2/16) - 

ADESENI 33% (7/21) - 62% (13/21) 

GAO 33% (10/30) 13% (4/30) 40% (12/30) 

 The six organizations have different progress levels in implementing their quality management 
program; Table 21 shows a summary of quality activities implemented by organizations. 

Table 21. Nicaragua: Summary of progress in implementing the quality management program with 
NGOs working on HIV prevention (Oct 2015 – March 2016) 

NGO 
Measuring 
organizational 
climate  

Measuring 
external user 
satisfaction 

Measuring 
quality 
indicators base 
line 

Applying quality 
improvement 
rapid cycles 

CEPRESI     

GAO     

ADESENI     

ODETRANS     

OVI     

ANICP+VIDA     

Source: USAID | ASSIST Files                 Completed       In Progress   Not completed  

Improvement in Key Indicators 

Activity Indicators 
Target 
(FY16) 

Oct –
Dec  
2015 

Jan-Mar 
2016 

Strengthen teachers’ 
capabilities to teach the HIV 
care protocols 

# of teachers trained in the HIV care 
protocols according to the WHO 
2013 evidence, stigma and 
discrimination, GBV, and human 
trafficking 

100 
12 

(12%) 

37 

(37%) 

Implement continuous quality 
improvement in teaching  

% of universities implementing 
quality improvement cycles 100% 

3 out of 9 
(33%) 

3 out of 9 
(33%) 

Design and implement a 
quality management program 
in 6 sexual diversity and 
PLHIV organizations 

# of organizations with a quality 
management program 6 

5 out of 6 
(83%) 

6/6 
(100%) 



 

Challenges and Remedies 

 University teachers’ comprehension of the continuous quality improvement cycles methodology and 
its application in these institutions is one of the great challenges for ASSIST Nicaragua. 

 The availability of time to measure quality indicators’ compliance and to develop continuous quality 
improvement has been one of the main challenges among the sexual diversity organizations. 

 Developing the continuous quality improvement virtual course has been one of the main challenges of 
the project. The course contents will highlight the rapid cycle’s quality improvement model, encourage 
universities to use it, and will develop competencies among NGO health promoters working on HIV. 

Improving Equity 

 ASSIST Nicaragua aims to improve equity by working to reduce stigma and discrimination towards 
people with HIV and of sexual diversity, and promote gender equity, at universities; as well as support 
continuous quality improvement at sexual diversity organizations so that they can better serve their 
vulnerable populations. 

 For the first time, scores from the KAP–HIV survey (from UNAN Managua, BICU, and UPOLI) 
conducted among nursing and medical senior year students, were analyzed by sex. Results were 
similar between males and females, with differences but no statistically significant gaps.  

Knowledge Management Products and Activities 

 Second reprinting of 1,000 teaching package’s interactive DVD copies to be distributed to students 
graduating from universities. (Q1) 

 During October 2015, we wrote an article on the experience of drafting a Strategic Plan for 
strengthening of transgender women’s organizations.  This type of strategic planning experience 
served as a model for other NGOs serving sexual diversity populations and sex workers.  

 Design, reproduction and distribution of 3,000 brochures to share law 820 on promotion, protection 
and defense of human rights before HIV and aids, for its prevention and care (March 2016) 

 Design, reproduction and distribution of 3,000 brochures to share resolution 671-2014 of the Ministry 
of Health for non-discrimination and respect of the rights of people of sexual diversity (March 2016) 

 Design, reproduction and distribution of 50 copies of the Strategic Plan for comprehensive care for 
female transgender population in Nicaragua. Period 2016–2018 (March 2016) 

 Design, reproduction and distribution of 25 copies of the guide of Recommendations for health 
services providers in health promotion, disease prevention and comprehensive care for transgender 
people (March 2016) 

 Drafted gender case study (March 2016) 

Planned Activities Next Quarter: April - June 2016 

 Select University faculty and NGO health promoters working on HIV prevention and invite them to 
participate in virtual courses.  

 Hold opening ceremony of the three virtual courses on research, continuous quality improvement, 
and the continuum of care in HIV. 

 Monitor and revise the content of the three virtual courses and as well as participants’ involvement. 

 Hold technical assistance visits to the six non-governmental organizations working on HIV prevention 
to reduce gaps in quality identified during measurement of quality indicators and external users 
satisfaction. 

 Sessions to exchange experiences and best practices on stigma and discrimination reduction and 
continuous quality improvement among teachers of universities. 

 Draft and finalize two case studies on the work experience developed with universities on gender 
topics and the transfer of MINSA norms and protocols to provide care for people with HIV. 

226 Performance Period: October 1, 2015–March 31, 2016 
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MIDDLE EAST REGIONAL BUREAU 

MIDDLE EAST REGION 

Background 

The main causes of morbidity and mortality in the Middle East (ME) have dramatically shifted during the 
last two decades (from 1990 to 2010). Similar to the North American, Europe, and Eurasia regions, 
countries in the Middle East have succeeded in reducing the disease burden for many communicable and 
non-communicable diseases (NCDs), newborn, nutrition, and maternal conditions. However, while deaths 
from congenital anomalies, preterm birth complications, and diarrheal disease decreased by 36%, 23%, 
and 69%, respectively, the prevalence of ischemic heart disease, stroke, major depressive disorders, and 
diabetes increased by 44%, 35%, 58%, and 87%, respectively, in the last two decades.7   

Communicable diseases in the region, many of which had previously been under control or eliminated 
(including measles and polio) are beginning to re-emerge.8 Increased NCD prevalence, the Syrian 
refugee crisis, and the re-emergence of communicable diseases are driving up health care costs 
(including costs of pharmaceuticals, which represent about one third of total health expenditures), 
significantly straining the health system in the region and threatening to negatively impact the economy 
as the population continues to grow and the health situation continues to deteriorate.  

To respond to the above-mentioned needs, the USAID Bureau for the Middle East asked the USAID 
ASSIST Project to strengthen the capacity of health systems to respond to emerging public health threats 
in the Middle East through improving prevention, screening, and care practices for clinical conditions 
contributing to the highest disease burden and premature mortality in the region. 

Program Overview 

What are we trying to accomplish? At what scale? 

1. Identify priority areas for improvement 

 Rapidly assess prevention, screening and care Middle East: Regional 
best practices of clinical conditions contributing to Focus countries have not been finalized yet. 
the highest disease burden and premature Jordan: National and facility levels (from 
mortality   available secondary data) 

2. Improve quality of care of priority high burden diseases  

 Improve quality of prevention, screening, and care Sample of medical facilities in selected ME 
of priority high burden diseases in a selected country (TBD) 
country of the ME Region 

       Improvement Activity   Cross-cutting Activity 

Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1. Identify priority areas for improvement 

Overview: The ASSIST team planned and conducted a rapid assessment of prevention, screening, and 
care best practices of clinical conditions contributing to the highest disease burden and premature 
mortality in two countries: Jordan and West Bank/Gaza. This was to be done in close collaboration with 
the USAID Middle East Bureau and field missions, national government Ministries of Health (MOH), and 

                                                      

 
7 Global Burden of Diseases, Injuries, and Risk Factors Study 2010 (GBD 2010) 
8 Jordan Country Development Cooperation Strategy 2013-2017, USAID 
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the WHO Regional Office for the Eastern Mediterranean (EMRO). ASSIST engaged key stakeholders to 
identify priority areas for improvement.  

Accomplishments and Results: 

 The USAID ASSIST team conducted calls and in-person meetings with representatives of 
USAID Bureau for the Middle East (Amy Kay), USAID Office of Health Systems (James Heiby, 
Rhea Bright, Adam Slote) and USAID field missions in Jordan and West Bank/Gaza (including 
Anna McCrerey, Nagham Abu Shaqra, and Sherry Kamin) to discuss the scope of the 
intervention (Nov 2015).  

 Based on consultations with USAID counterparts, ASSIST started an in-depth desk review of 
available secondary data to identify priority areas for improvement and the scope of the 
project (Dec 2015 – Jan 2016), i.e. regional and country-level data on the major clinical conditions 
contributing to the highest disease burden and premature mortality, specific target groups that are 
particularly vulnerable, and the impact of these conditions on maternal and child mortality and 
adolescent health. Upon request of the USAID Mission in Jordan, the desk review also included an 
assessment of main enabling factors and challenges associated with national responses to reduce 
high burden diseases, a rationale for investing in improved quality of prevention, early detection and 
management of these diseases, and possible priority clinical focus areas for this USAID ASSIST 
Middle East Bureau-funded activity. 

 A draft desk review report and accompanying PowerPoint presentation was sent to USAID 
representatives from the USAID Office of Health Systems, Middle East Bureau, and field 
mission in Jordan (Dec 2015). The review showed that NCDs are the leading cause of death and 
pose highest disease burden in Jordan; women are particularly vulnerable; and that there are health 
system and service delivery challenges to addressing NCDs in the country. A short report was 
developed and shared with USAID Jordan to illustrate the findings. 

 To support planning of the USAID ASSIST ME activity, Victor Boguslavsky and Tamar Chitashvili 
conducted a presentation at the USAID Regional Bureau for the Middle East (March 2016). The 
presentation was focused on the USAID HCI and ASSIST Project experiences to improve non-
communicable disease prevention and management best practices in Europe and the Eurasia 
Region, and the potential application of this experience to the ASSIST ME Regional funded activity.  

 ASSIST initiated discussion with WHO Regional Office for the Eastern Mediterranean (EMRO) 
(March 2016) and WHO Service delivery and Safety department together with colleagues from 
USAID MEB and USAID HSS to discuss planning and coordination of the USAID ASSIST ME activity.  

Activity 2. Improve quality of care for priority high-burden diseases 

Overview: The ASSIST team will apply improvement science to improve the quality of prevention, 
screening, and care for priority, high-burden diseases in a demonstration sample of medical facilities of a 
ME country (not yet selected). Particularly, this activity will build on ASSIST and other partners´ 
experiences using quality improvement (QI) methods to develop and improve an integrated package of 
prevention, screening, and care best practices. Clinically, improvement will be focused on prevention, 
early diagnosis, and management of priority, high-burden clinical conditions and their risk factors.  

Accomplishments and Results: 

 The scope of the intervention has not been finalized yet.  

Improving Equity 

NCD disease burden and risk factors were analyzed sex- and age-disaggregated to identify priority areas 
for improvement, and the intervention will similarly use disaggregated data to target improvement 
activities. In addition, populations that are especially vulnerable were identified in the desk review (women 
of reproductive age and refugees) and such vulnerabilities will be considered in improvement activities.  

Planned Activities Next Quarter: April – June 2016 
 Continue discussion with USAID ME Bureau and other key stakeholders to finalize the scope of the 

activity. 
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2. MNCH-DIRECTED FUNDING 

MATERNAL, NEWBORN AND CHILD HEALTH 

Background 

The USAID ASSIST Project’s maternal, newborn, and child health (MNCH) direct-funded activities build 
the capacity of governments and partners to adapt improvement approaches to continuously strengthen 
essential system functions to improve scale up and sustain high-impact, evidence-based health care for 
leading causes of MNCH mortality in USAID priority countries. All activities are in support of USAID’s goal 
of Ending Preventable Child and Maternal Deaths (EPCMD) by 2035. ASSIST MNCH activities seek to 
incorporate best practices along all points of antenatal, intrapartum, postpartum, postnatal, and early 
childhood care from the household to hospital continuum. Among others, MNCH direct-funded activities 
will contribute to the following objectives: 

 Build government and partner capacity to apply improvement approaches across health system levels 
[community, clinic, hospital, district management team, and central/regional Ministry of Health (MOH)] 
to improve, scale up, and sustain high-impact people-centered MNCH services for leading causes of 
MNCH morbidity and mortality in USAID MNCH priority countries.  

 Test innovative applications of improvement approaches to address cutting-edge areas in maternal, 
newborn, and child health. This includes, integrating MNCH routine and complications care across 
system levels; strengthening local information systems to track sentinel quality measures; and 
building provider/manager competencies to support improvement work in local systems.  

 Strengthen health worker and manager skills, motivation, and performance through integrated clinical, 
and quality improvement (QI) capacity building and engagement in ongoing improvement work.  

 Develop, test, and disseminate technical frameworks, approaches, and tools that can increase 
effectiveness of improvement and health system strengthening initiatives in support of the USAID 
EPCMD strategy. 

 Support development and testing of MNCH quality of care indicators and measurement to strengthen 
routine health information systems, permit regular tracking of quality measures at service delivery 
level, and promote accountability at global, national, and sub-national levels.  

Institutionalization/Sustainability Strategy 

To promote ownership and institutionalization, all activities are planned and led in close collaboration with 
the MOH and other key stakeholders in country. The officers in charge of the MNCH programs at the 
MOH and at each of the participating districts will be closely involved in all the stages of each activity, 
from planning to evaluation. ASSIST is making every effort to make the changes and improvements not 
dependent on external resources that would not be sustainable after activities end. In addition, ASSIST 
MNCH core-funded activities will inform global learning on effective strategies to institute and sustain the 
best improvement practices in different MNCH clinical areas and settings. We will aim to include a few 
basic indicators within a scheme of regular monitoring and feedback, ideally within the official 
management information systems.   

Program Overview 

What are we trying to accomplish? At what scale? 

1. Primary care antenatal care delivery 

 In a demonstration district in Uganda, improve the quality of Jinja District in Uganda (10 
antenatal care services to achieve early recognition, quality intervention and 9 control facilities)     
initial management and referral of obstetric complications as  11 health centers (HC) III  
well as associated morbidity including malaria, HIV/AIDS,  5 health centers IV 
sexually transmitted diseases, anemia, gestational diabetes,  2 general district hospitals (GH) 
and pre-eclampsia/eclampsia  Regional referral hospital (RRH) 

2. Improve quality of integrated pre-eclampsia/eclampsia (PE/E) and preterm labor care 
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What are we trying to accomplish? At what scale? 

 In a demonstration district in Uganda, improve care for pre-
eclampsia to prevent preterm labor  and testing an integrated 
package of interventions to achieve better outcomes for 
mothers and babies 

Jinja District in Uganda (10 
intervention and 9 control facilities)     
 11 health centers III  
 5 health centers IV 
 2 general district hospitals 
 Regional referral hospital 

3. Survive and Thrive (S&T) Initiative 

 

 

 

To improve newborn outcomes by building integrated clinical 
and QI competencies of providers, managers and professional 
associations to continuously improve Helping Babies Survive 
and Helping Mothers Survive best practices for mothers and 
newborns in USAID priority countries. 
Work with the American Academy of Pediatrics (AAP) to 
develop, test, and support use of a QI workbook and QI 
materials to build skills of health care workers in low-resource 
settings.  
Lead a QI TWG for the multi-partner S&T Global Development 
Alliance (GDA) to contribute to improved newborn and 
maternal outcomes by supporting to build integrated clinical 
and QI competencies of providers, managers and professional 
associations in USAID priority countries 


 

 Global  

4. Improve and sustain high-quality newborn resuscitation services through assessing quality 
of service delivery 

 

 

As part of the Resuscitation Working Group of the Newborn 
Technical Resource Team, contribute to the  development of 
guidelines and tools to assist countries in improving the 
coverage and quality of resuscitation services at scale 
Assess the quality of basic resuscitation services in Uganda 
and inform a broader strategy to improve the quality of basic 
newborn resuscitation services at scale 



 

 Global  

26 facilities in Northern Uganda 

5. Child health and immunization 

 Improve integrated management of newborn and child illness 
in outpatient settings in a sample of primary care facilities, 
focusing on care for pneumonia, diarrhea, and newborn 
infection/sepsis early recognition, management, and referral  

 

 

10 facilities in Northern Uganda 
(including HC II, HC III, HC IV, 
GH, RRH) 

       Improvement Activity   Cross-cutting Activity 

Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1. Primary care antenatal care delivery 

Overview: Despite the gains in refining the basic platform of ANC best practices, there is a strong need 
to accelerate and disseminate learning about effective approaches for improving and sustaining ANC 
services tailored to local disease burdens for improved prevention and management of maternal 
morbidities and obstetric complications, as well as to improve integrated ANC vs. “single disease”-specific 
QI interventions. Based on the identified needs and the existing ASSIST Uganda mission-funded program 
implementing improvement interventions in reproductive, maternal, and newborn health, Uganda was 
selected as a focus country for core-funded MNCH work. Learning will synthesize leading ANC quality 
gaps and approaches for overcoming critical gaps to improve epidemiologically appropriate ANC services 
(per burden of disease) in low-resource settings like Uganda, including dissemination of program 
implementation tools and development of a user-friendly case study. This activity will demonstrate a 
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locally driven sustainable approach to continuous improvement of ANC services tailored to local disease 
burden to reduce maternal and neonatal morbidity and mortality. 

By focusing on improving the quality of high-impact ANC services, this activity will contribute to 
decreasing  preventable maternal and newborn mortality and morbidity due to the most frequent indirect 
causes (such as infections, NCDs, malnutrition) and one of the main direct causes of maternal death 
(PE/E) which can be attributed to almost 41% of maternal deaths globally.9 Further, this activity will focus 
on reliable and consistent delivery of proven, high-impact ANC best practices (e.g. IPTp for malaria; 
routine screening for PE/E and PTL risk factors) to decrease women’s risk factors for serious maternal 
morbidities and mortality (e.g., anemia, malaria, TB, syphilis, PE/E) and to reduce poor outcomes for their 
newborns and thus, contribute to the global EPCMD agenda. 

Accomplishments and Results: 

 A baseline assessment of the quality of antenatal care was completed in intervention and 
control facilities (Figure 120) (Q1-Q2). Indicators related to inputs, processes and outcomes were 
measured. Improvements in the percentage of women whose blood pressure (BP) was measured 
with a BP machine (Figure 121) and women with a BP higher than 140/90 who were assessed for 
protein in urine (Figure 122) began to be seen after the baseline assessment and more markedly 
after the first learning session held in December 2015. This learning session was focused on 
improving pre-eclampsia screening, diagnosis and treatment.  

Figure 120: Uganda: Availability of essential inputs, 9 intervention facilities, Jinja District (Sept 
2015) 

 
 

  

                                                      

 
9 Ending Preventable Maternal Mortality: USAID Maternal Health Vision for Action: Evidence for Strategic Approaches, January, 
2015, available at: http://www.usaid.gov/what-we-do/global-health/maternal-and-child-health/maternal-health-vision-action 
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Figure 121. Uganda: Percentage of mothers whose blood pressure was assessed during 
intervention in facilities, 10 facilities, Jinja District (March 2015 - Feb 2016)  
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Figure 122. Uganda: Pregnant women with BP higher than 140/90 assessed for protein in urine 
with dipstick, 10 facilities, Jinja District (March 2015 – Feb 2016) 
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 Malaria prevention during ANC visits. Figure 123 shows the improved percentage of mothers who 
came to ANC visits who were tested for malaria. 

Figure 123. Uganda: Percentage of mothers in ANC with fever or history of fever who were tested 
for malaria, 10 facilities, Jinja District, Uganda (March 2015 – Feb 2016) 

 

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

200
Number of mothers at ANC with fever or history of fever

0

M‐15 A‐15 M‐15 J‐15 J‐15 A‐15 S‐15 O‐15 N‐15 D‐15 J‐16 F‐16

 Anemia prevention, diagnosis, and treatment during ANC visits: 
Figure 124 shows the increase in the percentage of mothers attending 
ANC sessions who received correct dose of iron-folic tablets, and 
anemic mothers who received treatment. 

Figure 124. Uganda: Percentage of mothers who received correct dose of iron/folic acid tablets at 
any ANC visit, Jinja District (March 2015 – Feb 2016) 
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 Syphilis screening and treatment during ANC visits: By February 2016, 33% of women attending 
first ANC had been tested for syphilis (Figure 125).  

Figure 125. Uganda: Percentage of pregnant women attending first ANC visit who are screened for 
syphilis, in 10 intervention facilities, Jinja District, Uganda (April 2015 – Feb 2016) 

 
 Nine QI teams were formed in each of equal number of facilities, including health centers III and 

IV, district and regional referral hospital (Q1).  
 Three rounds of coaching were completed by three regional coaches, with the objective of 

strengthening the integration of QI teams (Q1-Q2).  
 The “longitudinal ANC register” was introduced in the nine intervention facilities (Q1). This is a 

new ANC register produced by the Uganda MOH, which allows one to easily follow data from a 
mother through her consecutive ANC visits. 

 The first learning session of the improvement collaborative was held (Dec 2015). During the first 
week of December 2015, 40 participants, mostly midwives, nurses and lab technicians attended the 
first learning session. A refresher course on ANC was offered, as well as knowledge and skills 
building on basic QI methods and tools. During the next quarter all QI teams will be working on 
improving screening for PE/E, while at the same time will monitor compliance with QI indicators 
through a set of basic indicators that were introduced and reviewed during the learning session. 

 At the end of the learning session, QI teams developed specific action plans for implementing 
initial Plan-Do-Study-Act (PDSA) cycles, including improvement aims, selected indicators, change 
ideas and implementation programming. 

 A second round of coaching was carried out in December 2015, and a third round in February 
2016 to follow-up and support QI teams in their initial improvement work. 

 A QI team was formed at the maternity ward of the Jinja Regional Referral Hospital in March 
2016.    

Activity 2. Improve quality of integrated PE/E and preterm labor care 

Overview: Pre-eclampsia and eclampsia are major risk factors for pre-term delivery that require 
integrated care of the mother and neonate to reduce PE/E and prematurity-associated morbidity and 
mortality. This activity aims to improve the quality of integrated PE/E and premature birth care in selected 
facilities in the Jinja District of Uganda. The activity will develop and test a model for providing integrated 
maternal quality care for mothers presenting with PE/E who also are at risk of a preterm delivery, by 
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implementing evidence-based interventions such as antenatal corticosteroids and tocolytics together with 
standardized care for pre-eclampsia, as well as initial immediate care for the small/preterm baby and 
referral to the regional Hoima hospital.  

The learnings of the QI work will be shared with the Uganda MOH, the Jinja and neighboring district 
management teams and with other USAID and MOH implementing partners, seeking opportunities for a 
scale-up of the integrated model of care to new regions and networks. It is likely that learnings about how 
to design and deliver a package of integrated services for PE/E and PTL can be applicable to other 
similar African countries.   

Accomplishments and Results: 

 Increased number of women diagnosed with pre-eclampsia, following a Learning Session. 
Approximately 5% of all pregnancies develop pre-eclampsia worldwide. We should be finding 
approximately 150 pre-eclampsia cases among 3,000 pregnant women seen at ANC in Jinja RRH 
each month. Figure 126 shows the low percentage of women diagnosed with pre-eclampsia at the 
Jinja District. Pre-eclampsia cannot be diagnosed unless blood pressure is taken correctly and 
screening for protein in urine in antenatal care sessions and deliveries begins to improve. As we 
showed in previous figures, screening for high blood pressure and for protein in urine began to 
improve after the baseline assessment in September and after the first Learning Session in 
December. This led to an increase in the number of women diagnosed with pre-eclampsia. Although 
the proportion (4 per thousand) is still very low compared to the expected, it clearly shows an 
increase due to the improvement in screening.   

Figure 126. Uganda: Percentage pre-eclampsia cases diagnosed per 1,000 ANC visits, 10 facilities, 
Jinja District (March 2015– Feb 2016) 
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Figure 127 shows that at baseline a very low 
percentage of women admitted with pre-
eclampsia at Jinja RRH received correct 
treatment. Clear improvement began to occur 
after time of the baseline assessment and after 
the first Learning Session. Most cases of PE/E 
are treated at the Jinja Regional Referral 
Hospital. Most of the improvement in case 
management is due to the use of Magnesium 
Sulfate instead of Diazepam, plus the use of 
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anti-hypertensives. The model for screening, diagnosing, and managing PE/E includes screening and 
diagnosing at all levels of the District Network, referral of severe PE/E cases from health centers to 
the Regional Hospital, previous to a pre-referral loading dose of Magnesium Sulfate and early notice 
to the hospital via cell phone.  

 A refresher training on clinical knowledge and skills on PE/E was offered during the first 
learning session in December, as well as methods and tools for quality improvement. The most 
frequent deficiencies were found in the availability of functioning blood pressure machines, dipsticks 
for protein in urine and recipients for collecting urine samples.  At the end of the learning session, QI 
teams developed specific action plans for implementing initial PDSA cycles, including improvement 
aims, selected indicators, change ideas and implementation programming.  

 A second round of coaching was carried out to follow up and support QI teams in their initial 
improvement work (Dec 2015).   

Figure 127. Uganda: Percentage of severe pre-eclampsia/eclampsia cases managed correctly, 
Jinja RRH, Jinja District (March – Dec 2015) 

 

 

 

 

 

 

 

 

 

 

 

Activity 3. Survive and Thrive Initiative 

Overview:  Building on the success of Helping Babies Breathe, the Survive and Thrive (S&T) private-
public Global Development Alliance (GDA) was recently created, with USAID as a principal partner. The 
purpose of the S&T GDA is to improve provider competencies, professional associations’ capacity and 
quality of newborn health services for leading causes of newborn mortality in support of Every Newborn 
Action Plan goals. Survive and Thrive GDA partners include American Congress of Obstetricians and 
Gynecologists (ACOG), American College of Nurse Midwives (ACNM), American Academy of Pediatrics 
(AAP), Jhpiego, Maternal and Child Survival Program (MCSP), ASSIST, and others. S&T GDA members 
are currently developing or completing Helping Babies Survive (HBS) and Helping Mothers Survive 
clinical modules. The GDA partners will support building clinical capacity of care provider in many 
developing countries. But there is growing recognition based on recent research and cumulative HBB 
training experience, that clinical training, while essential, is insufficient for improving and sustaining life-
saving newborn health care service in low-resource settings in the absence of broader systems 
strengthening and quality improvement efforts. Critical systems and quality gaps impeding sustained 
delivery of high-impact newborn services include: poor maintenance of provider clinical competencies; 
unavailability of essential commodities at the bedside; inefficient organization of health care processes; 
lack of tracking or use of quality measures as part of routine information systems to drive improvement 
work; and lack of QI capacity of managers and providers to support ongoing improvement work. 



 

Accomplishments and Results: 

 ASSIST and AAP are continuously following up with local institutions (e.g., AMOS, QI coach in 
El Ayote/Santo Domingo) to document the progress of QI training and any follow-on QI 
implementation after pilot testing of the QI workbook in Nicaragua (Q1-Q2).   

 ASSIST and USAID MCSP conducted three calls during the reporting period to discuss the 
strategies and opportunities for implementation of the QI workbook and integrated HBS 
clinical-QI materials in countries where ASSIST and MCSP have ongoing activities (Q1-Q2). 
Specifically:  

o Further explored the possibility of implementing the materials in different districts of Kenya by 
ASSIST and MCSP in a coordinated manner (followed up with the respective projects’ Chiefs of 
Party and updated the group on the next call) 

o Explored the possibility to implement the workbook and supplemental materials in Uganda, Mali, 
India, LAC region (ASSIST) 

o Explored the possibility to implement the integrated materials in Myanmar, Laos, Rwanda, Haiti 
(MCSP) 

 Reported on the results of USAID ASSIST field project activities directed to improve newborn 
care in Mali, Kenya and India for the period of January - September 2015 according to Survive 
and Thrive GDA partner reporting template (Nov 2015). 

 ASSIST organized and facilitated two QI TWG meetings (Oct 26, 2015, and Feb 10, 2016) as well 
as several small group calls and discussions to facilitate the development and implementation 
of the QI workbook and supplemental content-specific HBS materials. The QI workbook covers 
topics related to creating an improvement team, deciding on what to improve, implementing changes, 
measuring quality and progress to improve care and promote institutionalization, thereby making 
improvement the norm. During the Feb 10th call, the QI workbook authors discussed progress made 
since the Jan 13th-14th face-to-face meeting, agreed on next steps such as sending the workbook and 
its supplemental materials for internal and external review, and integrating the workbook into global 
and regional initiatives such as the WHO Quality of Care Framework for reducing maternal and 
newborn mortality and preventing stillbirths as well as the WHO South-East Asia Regional Office’s 
(SEARO) QI Workshop with technical assistance from ASSIST. Call participants agreed to introduce 
the QI workbook at the first regional workshop by WHO SEARO, scheduled from May 10 – 13, 2016. 
Call participants also discussed possibility of rolling out the QI workbook and materials in ASSIST, 
MCSP, and UNICEF EMEN countries, as part of the implementation of WHO MNH QoC Strategy. 
Other avenues for dissemination of this QI workbook would sharing the final version with UNICEF to 
make available on their QI repository; exploring the possibility of converting it to an ICT-enabled 
toolkit to improve access to and use of the QI Workbook by QI teams worldwide. Lastly, call 
participants also discussed transitions in the SOW, focus and leadership of the QI TWG moving 
forward, given that its original mandate (the creation of the QI workbook and supplemental materials) 
was almost completed. 

 ASSIST served as a technical resource for the WHO SEARO meeting and has been holding 
regular discussions with WHO SEARO, AAP, ACNM, All India Institute of Medical Sciences 
(AIIMS), and other stakeholders on the structure and the content of the May 10-13, 2016 
regional workshop (Q1-Q2). WHO-SEARO has launched their regional QoC framework and would 
like to support its implementation in respective countries. WHO-SEARO envisions a two-pronged 
approach to improving quality of care in the Asia region:  

o Support national and subnational program managers to establish the structure and process of QI  
o Enable health facility staff (starting with Ob-Gyns, pediatricians/neonatologists and nurse teams in 

hospitals) to undertake actual quality improvement at the point of care 

WHO would like to begin with hospital-level leaders (and MOH) at the regional workshop and then 
include other levels when they conduct the national workshops; the regional workshop to be held in 
New Delhi, India will bring representatives from about 11 countries, including the five high-burden 
countries (Indonesia, India, Burma, Nepal, and Bangladesh). These will include senior clinicians from 
teaching hospitals (who may also be members of professional associations) and senior program 
managers from ministries of health. This group would become the core group of champions and 
leaders who will return to their respective countries and develop national QI plans for operationalizing 
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QI. The workshop will be partly informational, partly experiential (on QI processes), and will include a 
planning session for follow up. They will focus on birth and the first days of life and will align with the 
global WHO QoC framework; ASSIST and other partners (AAP, ACNM, AIIMS) will provide them with 
the set of materials for the workshop. ASSIST is also supporting design and facilitation of the 
workshop, including introduction of QI workbook and materials along with AAP. 

 Coordinated and hosted two face-to-face meetings of Authors of the QI workbook (Jan 13-14, 
2016; March 21-22, 2016). In the meetings, ASSIST, AAP, ACNM and MCSP partners reviewed the 
feedback from reviewers (WHO, UNICEF, ACOG, ASSIST field teams, IHI, to name a few), discussed 
and incorporated changes and produced near final version of the workbook. 

Activity 4. Improving and Sustaining High-Quality Newborn Resuscitation 
Services 

Overview:  Newborn resuscitation is essential in the treatment of birth asphyxia, which causes about 
30% of newborn deaths. There has been an increasing investment in building the capacity of countries to 
provide effective coverage of quality newborn resuscitation services. Based on several discussions within 
the Resuscitation Working Group, as well as interest expressed by the Newborn Health Program 
authorities at the Uganda MOH, Uganda has been selected as a focus country to conduct an assessment 
of Newborn Resuscitation. Uganda’s experience with HBB and now HBB+ has the potential to offer 
important learning for informing a broader strategy to improve effective coverage and quality as part the 
ongoing rollout of HBB+ in Uganda and across other countries as well.   

To support the Ugandan Government’s effort to reduce preventable newborn mortality, as part of the 
broader health agenda, USAID is supporting Uganda’s four regions, covering 47% of the total population, 
through initiating and expanding the Saving Mothers Giving Life (SMGL) initiative. During its first phase, 
SMGL employed a package of evidence-based interventions that resulted in a 17% decrease in perinatal 
mortality. Building on the successful approaches of Phase 1, starting in FY14, SMGL expanded to six 
new districts in Uganda with an increased focus on neonatal health. Within this scope, ASSIST has been 
tasked with scaling up the interventions with an increased focus on newborn health (including essential 
newborn care, HBB, and care for preterm babies) in facilities in the west and in mid-Northern Uganda.  

In an effort to inform evidence-based decisions on improved access to and use of high-quality newborn 
resuscitation services and to guide future improvement practices in Uganda, ASSIST will complement the 
ongoing assessment of coverage of HBB+ services conducted by MOH by identifying service delivery 
quality gaps impeding provision of effective basic resuscitation services at the facility level.  

Accomplishments and Results: 

 Dr. Tamar Chitashvili traveled to Uganda to advance detailed technical planning and 
organization of the facility-level assessment of newborn resuscitation services in Uganda (Nov 
3-17, 2015). Particularly, together with USAID ASSIST team in Uganda, Dr. Chitashvili accomplished 
the following: 

o Selected local consultant in newborn health and data collection team 
o Conducted field testing of the newborn resuscitation assessment tools in selected sites in 

Kayonga District, Uganda.  
o Together with Donna Vivio (Senior Newborn Health Advisor at USAID/GH/HIDN/MCH), the 

USAID ASSIST team updated the Ugandan MOH official - Dr. Jesca Nsungwa Sabiiti - on the 
progress made on the newborn resuscitation assessment, including pretest results. Dr. Jesca 
found the proposed scope and timelines of the assessment acceptable and said they will be very 
useful to inform the quality of NR services in Uganda. 

o Together with Annie Clark (ASSIST Senior QI Advisor for MNCH), met several times with Donna 
Vivio (Senior Newborn Health Advisor at USAID/GH/HIDN/MCH) to conduct analyses of the 
Ugandan health system challenges and opportunities at the national and district levels as provide 
improved access to high quality newborn resuscitation services in Uganda as part of the support 
to the UN Commission on Life-Saving Commodities. The purpose of these meetings was to 
design the newborn resuscitation assessment in coordination with the ongoing situational 
analysis and gather valuable feedback. 



 

o Dr. Chitashvili also debriefed the USAID field mission representatives on newborn resuscitation 
activity and conducted a phone meeting with the Every Newborn Action Plan (ENAP) Metrics 
Working Group, specifically with Allisyn Moran of USAID MCH Division, and Dr. Joy Lawn and 
Harriet Ruysen of the London School of Hygiene and Tropical Medicine. The purpose of the 
discussion with the ENAP Metrics Working Group was to discuss the possibility of testing several 
ENAP Indicators as part of the newborn resuscitation services assessment. 

o To harmonize the newborn resuscitation assessment matrix with global monitoring frameworks, 
USAID ASSIST incorporated ENAP matrix indicators, measures suggested by the USAID Quality 
Framework of Basic Newborn Resuscitation in Low-resource settings and draft WHO QoC 
Maternal and Newborn Care indicators into the facility-based registry assessment tool.  

o ASSIST also finalized site selection for the assessment in consultation with key stakeholders 
such as the MOH and USAID. As a result of consultations and multi-stage sampling, a total 26 
high-volume facilities (including Regional Referral Hospitals, General Hospitals, Health Centers 
IV, III and II) were selected for the assessment. 

 Based on the field testing results, Dr. Chitashvili developed final versions of the assessment 
protocol and data collection tools, adapted from the Save the Children Evaluation tools, for 
the newborn resuscitation assessment in Uganda. The tools and assessment protocol were 
approved by the URC Institutional Review Board (IRB) in January 2016.  The tools and the 
assessment protocol were also reviewed by the MOH and USAID field mission in Uganda.   

 Conducted data collection in 26 medical facilities representing all levels of health service 
delivery system, in different districts of Uganda (Jan-Feb 2016). Data entry and standard data 
quality check were completed, and data analysis at the final stage.  

 Selected results of the assessment of basic newborn resuscitation services in Uganda are 
shown in Tables 22-24. 

o Assessment of health worker knowledge and skills demonstrated that the knowledge was 
generally stronger than the demonstration of their skills and newborn resuscitation practices during 
the simulated clinical scenario (Table 22). 
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Table 22. Uganda: Results of assessment of provider knowledge, skills and practices (n=96 care 
providers) (Jan – Feb 2016) 

Domains Provider Knowledge  Observation in simulated clinical scenario 

io
n

 a
n

st
ar

t 
d

 

When to identify a helper and 
prepare an emergency plan 83% 
(80/96) 

 Identifies a helper and makes an 
emergency plan 16% (15/96) 

o
f 

N
R

 

Timing of clamping and cutting 
umbilical cord during routine care 

 

ra

47% (45/96) 

V
en

ti
la

ti
o

n
 w

it
h

 
P

re
p

a
t

When to dry baby thoroughly 63% 
(60/96) 

When to start ventilation with bag 
and mask 84% (81/96) 

 

 

Dries thoroughly, removes wet cloth, 
covers baby with dry cloth and puts on hat 
50% (48/96) 

Stimulates breathing by rubbing the back 
up and down along the spine 32% (31/97) 

k s  Starts ventilation within the Golden Minutes 

m
a

40% (39/97) 

b
ag

 a
n

d
 

 Average time passed (after birth) before 
starting ventilation 74 seconds 

Indications to reapply the mask 74% 
(71/96) 

 Reapplies mask and repositions head 31% 
(30/97) 

  Continues ventilation 45% (44/98) 
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Domains Provider Knowledge  Observation in simulated clinical scenario 

Indications to stop ventilation 80% 
(77/96) 

 Stops ventilation, monitors baby and 
communicates with mother, puts baby skin 
to skin 40% (39/98)  

 Passed observation test on ventilation with 

T
es

ti
n

g
 a

n
d

 
re

p
ro

ce
ss

in
g

 N
R

 Correct way to decontaminate 
equipment 58% (56/96) 

 

bag and mask 6% (6/98) 

Observed proper testing of ventilation 
device (average) 21% (19/91) 

n
t 

m
e Correct pre-cleaning on newborn 

eq
u

ip resuscitation equipment 43% (41/96)

Correct steps for reprocessing the 
reusable bag, mask and manual 
suction devise 14% (13/96) 

 
 Assessment of the maternity inventory showed limited coverage of skilled attendants, availability of 

basic commodities for labor and delivery, essential newborn care, and newborn resuscitation. The 
assessment also showed a scarceness of guidelines, protocols, as well as limited perinatal and 
maternal death audits (Table 23). 

Table 23. Uganda: Essential key inputs for maternal and newborn care (Jan – Feb 2016) 

Essential Key Inputs for Maternal and Newborn Care % (N/D) 

Inventory Type: Labor and Delivery 
Private room, visual & auditory privacy 38% (10/26) 
Water source: Bucket 46% (12/26) 
Solar 42% (11/26) 
No source of electricity 4% (1/26) 

Other Supplies and Equipment 
Skin antiseptic (such as Chlorhexidine, Savlon, or Dettol) 69% (18/26) 
Clock 77% (20/26) 
Timer with stop watch 12% (3/26) 
Thermometer 62% (16/26) 

Medications in Delivery Service Area 
Injectable magnesium sulfate 81% (21/26) 
Injectable amoxicillin or ampicillin 54% (14/26) 
Injectable gentamicin 52% (13/26) 
Anti-hypertensives 38% (10/26) 
Injectable Dexametazone or Betametazone 50% (13/26) 

Guidelines / Protocols 
Blank partographs 69% (18/26) 
Facility does not participate in regular reviews of maternal, 
perinatal or neonatal deaths or “near-misses” 

50% (13/26) 

Facility reviews maternal and/or perinatal or neonatal deaths 
and/or near misses when case occurs 

15% (4/26) 

100% of maternal death cases audited 31% (8/26) 
100% of neonatal death cases audited 23% (6/26) 
100% of perinatal death cases (including stillbirth) cases  
audited 

15% (4/26) 

Lastly, assessment of essential inputs showed limited availability of basic commodities for newborn care, 
particularly newborn resuscitation (Table 24). 
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Table 24. Uganda: Essential key inputs for newborn care, including newborn resuscitation (Jan – 
Feb 2016). Summary results of key inventory checklist (n=26 facilities) 

Newborn Resuscitation 

Person skilled in conducting newborn resuscitation present at the facility or 42% (11/26) 
on call 24 hours a day, including weekends, to provide delivery care 

Facility 
mask 

performed newborn resuscitation in the last 3 months with bag and 88% (23/26) 

Facility 
that do 

has an anatomic model to use to practice resuscitation of newborns 
not breathe  

38% (10/26) 

Facility has the Helping Babies Breathe action plan posted on the wall in the 42% (11/26) 
labor and delivery ward 

Clean and dry towel or blanket to wrap baby 8% (2/26) 

Stethoscope 58% (15/26) 

Blood pressure measurement/sphygmomanometer 54% (14/26) 

Stock-outs often (every month) 4% (1/26) 

Newborn resuscitation equipment not available 38% (3/26) 

Standardized procedure to avoid stock-outs 19% (5/26) 

Functioning Equipment and Supplies for Newborn Care  

Self-inflating ventilation bag  for resuscitation 23% (6/26) 

Ventilation bag  for resuscitation (not self-inflating) 50% (13/26) 

Mask (infant size) for resuscitation--Size 0 27% (7/26) 

Mask (infant size) for resuscitation--Size 1 54% (14/26) 

Incubator 23% (6/26) 

Infant scale 73% (19/26) 

Suction bulb for mucus extraction/ Penguin suction/Mucus extractor/ suction/ 62% (16/26) 
bulb syringe 

Suction apparatus for use with catheter 31% (8/26) 

Suction  bulb/penguin or suction apparatus with catheter 58% (15/26) 

Equipment for Essential Newborn Care and Newborn Resuscitation  

Defibrillator, basic, with accessories 0% (0/26) 

Nebulizer, with accessories 8% (2/26) 

Oxygen concentrator, with accessories 38% (10/26) 

Pulse oximeter, portable, with accessories and 
with accessories 

Pulse oximeter, spot check, 15% (4/26) 

Poor provider skills, practices, and availability of essential inputs largely contributed to the poor quality of 
newborn resuscitation services and newborn care outcomes. Table 25 provides selected results of 
services and outcomes. As shown in the table, provision of cord care is a particularly deficient practice 
among essential newborn care best practices. While medical registries indicate 96% successful newborn 
resuscitation practices, high neonatal death due to birth asphyxia (56% of total early neonatal deaths) and 
high share of the fresh stillbirth among total stillbirth (65%) clearly indicate the importance of further 
improving newborn resuscitation practices. 
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Table 25. Uganda: Selected results of assessment of quality of newborn care services and 
outcomes (Jan – Feb 2016) 

Indicators by Main Domains Results % (Numerator) N of facilities where 
information was 

available 
Essential newborn care   

% of newborns breast fed within 1 hour  after birth 82% (564/690) 24 

% of newborns with immediate skin-to-skin contact 65% (449/690) 25 

% of newborns with BCG and Polio at birth 74% (534/720) 25 
% of newborns to whom  routine medications administered 
for ENC (Vit K, Tetracycline Eye Ointment and Normal 
saline cord care)  

11% (70/630) 21 

% newborns who  received  at least one dose of 
Chlorhexidine to the cord on the first day after birth (within 
24 h) 

0% (0/360) 12 

% newborns who  received  at least one dose of normal 
saline to the cord on the first day after birth (within 24 h) 

18% (69/390) 13 

% of newborns who  received  a complete package of ENC  
(initiation of breastfeeding within 1st hour, immediate skin-
to-skin contact, Vitamin K, cord care with Normal Saline, 
tetracycline eye ointment, immunization with BCG and 
Polio at given to babies at birth) 

2% (6/390) 
0% (0/360) from 12 

facilities,  20% (6/30) 
from 1 facility  

13 

Newborn resuscitation   
% of newborns who were not breathing 
spontaneously/crying at birth for whom resucitation actions 
(stimulation and/or bag and mask) were initiated 

75% (955/1268) 
 

20 

% of asphyxiated babies who were successfully 
resuscitated (responded to stimulation only) 

64% (498/784) 18 

% of asphyxiated babies who were successfully 
resuscitated responded bag and mask ventilation 

32% (254/784) 18 

% of asphyxiated babies who were successfully 
resuscitated responded to bag and mask ventilation and 
stimulation 

96% (752/784) 18 

% of neonates surviving to 24 hours after resuscitation or 
at discharge) 

90% 704/784 18 

Impact  

Institutional maternal mortality per 100,000 138 (39/28182) 26 
Institutional neonatal mortality (inborn) within facility per 
1,000 live birth 

13 (359/27318) 26 

% of neonatal death due to complications of prematurity 
(or % of premature babies among total neonatal death) 

24% (78/322) 21 

% of neonatal deaths due to birth asphyxia 56% (199/356) 26 

% of neonatal deaths due to neonatal sepsis 4% (12/287) 18 

% of neonatal deaths due to other causes 8% (28/334) 21 

% of neonatal death where cause of death is not in the 
registry 

13% (42331) 20 

neonatal mortality rates per average weight categories 
(stratified by weight categories  <999, 1000-1999,  2000-
2499, 2500-3999, 4000 and over) 

Not available  

Stillbirth rate per 1,000 live birth 25 (671/27037)  25 

Fresh stillbirth rate per 1,000 live birth 16/1000 
(434/26520) 

24 

Macerated stillbirth rate per 1,000 live birth 12 (322/27037) 25 

% of fresh stillbirth in all stillbirth 65% (434/671) 24 

 



 

 ASSIST regularly participated and shared feedback during the Newborn Resuscitation 
Working Group meetings in order to contribute to the development of guidance and tools at the 
global level to assist countries in improving the coverage and quality of resuscitation services at scale 
(Sept 2015 – March 2016). 

Activity 5. Child Health and Immunization 

Overview: To contribute to decreasing child mortality, ASSIST has been tasked to improve the services 
for the integrated management of newborn and childhood illness (IMNCI) at different levels. Despite the 
availability of high-impact prevention and treatment interventions for leading causes of early childhood 
illness and mortality, many critical obstacles continue to prevent delivery of life-saving interventions for 
children with acute illness in low- and middle-income countries, particularly in Sub-Saharan Africa and 
South Asia with the highest rates of child death. This activity is supporting the assessment of services 
and modest implementation of IMNCI improvement interventions through a small improvement activity to 
inform future learning and scale-up. By focusing on IMNCI in outpatient settings (particularly at the first 
point of contact with the health service delivery system through strengthening diagnosis and case 
management skills of care providers and supporting health system functions) the activity will contribute to 
a decrease in premature morbidity and mortality among children and thus, contribute to the global Ending 
Preventable Child Death from pneumonia and diarrhea agenda. The activity will also support use of 
simplified outpatient regiments10 for treatment of serious infections in young infants when hospital care is 
not available/affordable and will contribute to improved clinical outcomes of sepsis among 
newborns/young infants. 

Accomplishments and Results: 

 Dr. Tamar Chitashvili visited Uganda to assess the progress and support implementation of 
core-funded child health improvement activity (Nov 2015). Dr. Chitashvili had two meetings with a 
Child Health Consultant working on implementation of the activity in Gulu and Nwoya districts of 
Northern Uganda. Specifically, Dr. Chitashvili discussed the data collection for the baseline 
assessment of IMNCI practices in Northern Uganda and the organization and content of follow-on 
improvement activities.  

 Conducted detailed assessment of the quality of IMNCI services in 10 selected facilities (HCII, 
HCIII, HCIV, GH, RRH) in Gulu and Nwoya districts of Northern Uganda (Oct 2015). The 
assessment in selected facilities involved direct observation of outpatient visits of children under-five 
and young infants (0-59 days), provider interviews, assessment of availability of essential inputs 
within the facility, and medical registry reviews. For this purpose, the following data collection tools 
and Excel-based data entry tools have been developed: provider questionnaire; observation checklist 
for young infants up to two months old; observation checklist for children between two months and 
five years; equipment and supplies checklist; and a data collection tool to extract essential IMNCI 
indicators from available primary data through following medical documentation at the facility level 
(outpatient registry, child registry, integrated postnatal registry, newborn and inpatient registry).  

 Collected data have been entered into the relevant databases (Q1-Q2). Results of medical 
documentation review and provider interviews have been analyzed. Analysis of observations of 
outpatient visits of children and young infants is ongoing.   

 Main findings of medical documentation review and provider interviews are summarized in 
Table 26. 
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10  Community Management of Neonatal Infections, Available at: http://www.thelancet.com/journals/lancet/article/PIIS0140-
6736%2815%2960204-5/abstract 
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Table 26. Uganda: Results of medical record review and provider interviews on integrated 
management of young infants at outpatient settings, 10 facilities, Northern Uganda (July – Sept 
2015) 

Domain IMNCI indicators 

Medical 
registry 
review 
Results 

Provider knowledge domains 

Correct 
answers on 
knowledge 
questions 

Se
ve

rit
y 

as
se

ss
m

en
t n/% of infant primary visits (0-59 days) for whom 

severity classification is recorded in the registry 
based on IMCI protocol 28.3% 

(85/300) 
Signs of severe infections 
among young infants 

19% 

(3/16) 

 

M
an

ag
em

en
t o

f i
nf

ec
tio

n 

n/% of young infants with signs of serious infection 
or any of the following diagnoses (sepsis,  severe 
pneumonia, malaria, meningitis) documented to 
whom evidence-based initial treatments and 
referrals were prescribed  

47% 
(100/183) 

Signs of critical illness among 
newborns 

31% 

(5/16) 

n/% of young infants (0-59 days) with signs of 
infection and/or any of the following diagnoses 
(sepsis, pneumonia, RTI, meningitis) treated with 
non- evidence-based medications 

42.7% 
(128/300) 

 

 

n/% of young infants with signs of serious infection 
and/or relevant diagnoses in the registry (sepsis, 
severe pneumonia, malaria, meningitis) to whom 
evidence-based full outpatient treatment regimen 
was prescribed 

1% 
(2/193) 

Recommended treatment for 
an infant below 2 months with 
signs of severe infection 
whose parents cannot access, 
accept or afford referral or 
inpatient services 

6% 

(1/16) 

 n/% of young infants with RR > 60/m as the only 
sign of possible infection/fast breathing pneumonia 
with evidence-based first line antibiotic treatment 
prescribed 

93.3% 
(46/48) 

Management of  infant with 
fast breathing as the only sign 
of illness 

81% 

(13/16) 

 

M
an

ag
em

en
t o

f 
di

ar
rh

ea
/ 

de
hy

dr
at

io
n 

n/%  of young infants diagnosed with diarrhea or 
classified as dehydration to whom ORS is 
prescribed/given 

66.0 % 
(35/47) 

 
 

 n/% of young infants  0-59  day(s) diagnosed with 
diarrhea or classified as dehydration  to whom 
non-EB medications (e.g. zinc, antibiotics)  is 
prescribed/given 

91.5% 
(43/47) 

Management of diarrhea  
among young infants 

0% 

(0/16) 

 

Key:    EB treatment   Non-EB treatment     

 Integrated management of children between two months and 5-years-old at the outpatient 
level. Medical documentation review of data from at least three months (July-Sep 2015) revealed 
substantial gaps in documentation of severity assessment and classification practices (Table 27).  

Table 27. Uganda: Results of medical record review on severity assessment and classification and 
nutritional assessment and counseling best practices in children between two months and 5-
years-old during outpatient visits, 10 facilities, Northern Uganda (July – Sept 2015) 

Domain  Outpatient care of children  
(two months and 5-years-old) 

Results 

Se
ve

rit
y 

as
se

ss
m

en
t &

 
cl

as
si

fic
at

io
n 

% of under 5 visits per month with vital signs (respiratory rate, heart 
rate, and temp) documented 

0% 

 (0/15,379) 

% of under 5 visits per month with weight, documented (note: weight 
was documented in only 1/10 facilities) 

4% 

 (655/15,379) 

% of under 5 visits per month with  height or length documented 0% (0/15,379) 
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Domain  Outpatient care of children  
(two months and 5-years-old) 

Results 

N
ut

rit
io

n 
as

se
ss

m
en

t &
 

co
un

se
lin

g 

% of under 5 with documented malnutrition to whom  initial EB 
treatment and/or referral to treatment center prescribed  

not assessed or 
documented 

% of children under 2 years with low weight for age/length/height not assessed or 
documented (na/956) 

% of under 5 visit (0 days -5 years) where nutritional assessment status 
documented (Z score (weight for age if <6 months or weight for 
length/height and MUAC if >6 months)  

0% (0/13095) 

% of children under 1 year with low weight for age/length/height (Z 
score <-2 or  MUAC <125)  

 (1/194)  

% of under 5 with documented malnutrition to whom evidence-based 
(EB) initial treatment and/or referral to treatment center was prescribed  

assessment not 
done/not documented  

B
re

as
tfe

ed
in

g 
st

at
us

 

% of infants aged under 6 months who are exclusively breastfed not assessed or 
documented  in 

outpatient register 
(OPR) (na /367) 

% of children aged 6-9 months receiving breastmilk and complementary 
feeding 

not assessed or 
documented  in OPR 

(na /384) 

% of infants under 6 weeks old  who are exclusively breastfed 
(Perinatal registry) 

91% (531/592) 

 

% of infants under 6 weeks old who receive breastfeeding and  
complementary food (Perinatal registry) 

0.45% (5/592) 

 

% of infants under 6 weeks old who are on complementary food only 
(Perinatal registry) 

0.43% (1/646) 

 
 

 Medical record review and provider knowledge assessment results on diagnosis and treatment of 
common infections among children between two months and 5-years-old are summarized in the 
Table 28.  

Table 28. Uganda: Diagnosis and treatment of common infections: RTI, malaria, diarrhea among 
children between two months and 5-years-old during outpatient visits, 10 facilities, Northern 
Uganda (July – Sept 2015) 

Domain IMNCI indicators 
Medical 

registry review 
results 

Provider knowledge domains Correct answers 
on knowledge 

questions 

R
es

pi
ra

to
ry

 tr
ac

t 
in

fe
ct

io
ns

 (R
TI

) 

% of children from 2 month-5 years with RTI 
diagnosis (or any particular diagnosis under 
RTI) treated with antibiotics 

86% 
(259/300) 

Classification of pneumonia 
according to IMNCI 

31%  

(5/16) 

% of children 2 month-5 years 5 with diagnosis 
of pneumonia (or signs as chest in drawing or 
fast breathing) to whom first line antibiotic (oral 
amoxicillin 2X-5 days) was  prescribed or 
initiated  

92% 
(771/805) 

Danger signs 50%  
(8/16) 
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Domain IMNCI indicators 
Medical 

registry review 
results 

Provider knowledge domains Correct answers 
on knowledge 

questions 

% of children 2 month-5 years 5 with diagnosis 
of pneumonia (or signs as chest in drawing or 
fast breathing) to whom first line antibiotic (oral 
amoxicillin 2X-5 days) was  prescribed based 
on age11 

88% 
(764/805) 

Classification of severe 
pneumonia according to 
IMNCI 

Management of severe 
pneumonia among children 
2m-5 years 

88% (14/16) 

 

75% (12/16) 

% of children from 2 month-5 years with initial 
diagnosis as cough or cold to whom antibiotic 
was prescribed 

83% 
(192/224) 

Treatment of cough and cold 38%  

(6/16) 

% of children from 2 month-5 years with initial 
diagnosis  as RTI (including combined 
diagnosis) to whom non-EB antibiotics (except 
first choice antibiotic) were prescribed 

52% 
(156/300) 

Classification of  cough or 
cold among children 2m-5 
years 

50%  
(8/16) 

 

M
al

ar
ia

 

% of children between 2month-under 5 year 
treated  with diagnosis of clinical malaria or 
without  positive diagnostic test results (RDT or 
microscope) 

14% 
(43/300) 

Classify and treat fever 
according to IMCI protocol 
among children 2m-5 years  

0%  
(0/16) 

% of visits of children between 2month-under 5 
year with evidence-based (EB) treatment of 
malaria based on severity status12 

90% 
(270/300) 

Diagnosis of malaria 75%  

(12/16) 

 

% of children between 2month-under 5 year 
with malaria treated with concurrent unjustified 
antibiotics therapy 

61% 
(183/300) 

Diagnosis and initial 
treatment of very seve
febrile disease accordi
IMNCI 

re 
ng to 

 

38%  
(6/16) 

D
ia

rr
he

a 

% of visits of children between 2month-under 5 
year with diarrhea receiving EB treatment  
(ORT and an appropriate course of zinc) 99% 

(892/898) 

Classification of acute watery 
diarrhea with some 
dehydration 

Management of acute watery 
diarrhea with some 
dehydration 

94% (15/16) 

75% 12/16) 

 

% of visits with diagnosis of diarrhea where 
antibiotics or other non-EB treatment prescribed 
(if not dysentery)  

57% 
(501/898) 

Indications to use of 
antibiotics to treat diarrhea 

Treatment of dysentery 

31% (5/16)  
 

69% (11/16) 

Source: Outpatient registry (OPR)  

Key:    EB treatment   Non-EB treatment 

 Despite providers' good understanding of the need to assess the child's immunization status during 
the OPD visit (94% or 15/16) and the recommended actions for a child visiting outpatient department 
(OPD) who has a missed vaccination (75%, 12/16), medical records indicate significant missed 
opportunities in vaccination status assessment, counseling and vaccination practices. As shown in 
Table 29, only 28% (436/1576) of children ages 9-12 months registered in the child registry were 
vaccinated against measles; 32% (1102/3402) of children aged 14 weeks-23 months received three 
doses of Pentavalent vaccine (DPT3+HepB+Hib); and 27% of children aged 14 weeks-12 months 
received three doses of PCV. Rotavirus vaccination was not available in selected medical facilities of 

                                                      

 

11 2 month-12 month (4-10 kg) 1tab (250 mg) or 5 ml syrupX2 times/5 days' 12month-3 years (10-14 kg) 2tab (250 mg) or 10 ml 
syrupX2 times/5 days;  3-5 years (14-19 kg) _ 3tab (250 mg) or 15 ml syrupX2 times/5 days or 50mg/kg 
12 Rectal artesunate suppositories or intramuscualar artesunate or quinine if severe malaria, or oral artemether lumafrine (AL) or 
artesunate anmodiaquine (AQ) for malaria (page 13 and 17 of chart) 
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Uganda and was not administered to any child aged 14 weeks-23 months (0%, 0/3402) in these 
facilities. 

Table 29. Uganda: Vaccination assessment, counselling and administration practices in children 
under 5 years old, 10 facilities, Northern Uganda (July – Sept 2015) 

Indicator Result Source of information/ 

n of facilities 

% of children with vaccination status assessed  
during outpatient visit 

0% (0/15379) Outpatient registry, n= 10  

% of children fully vaccinated for their age, 
according to OPR (information not recorded in the 
OPD registry) 

Information not 
available  

(na /14525) 

Outpatient registry, n= 10  

% of children under 5 who referred for vaccination 
if not fully vaccinated  

Information not 
available  

(na /13949)13 

Outpatient registry, n= 10  

% of children under 5 fully immunized for their 
age14  

23%  

(363/1576) 

Child registry (perinatal care 
unit), n=9  

% of under 1 year children with documented infant 
and young child feeding counselling   

0% (0/3402)15 Child registry (perinatal care 
unit), n=9  

% of children aged 9-12 months vaccinated against 
measles 

28%  

(436/1576) 

Child registry (perinatal care 
unit), n=9  

% of children aged 14 weeks-23 months who 
received 3 doses of pentavalent  DTP3 vaccine 
(DPT3+HepB+Hib) 

32%  

(1102/3402) 

Child registry (perinatal care 
unit), n=9  

% of children aged 14 weeks-12months 
received 3 doses of PCV 

who 27% 

 (934/3402) 

Child registry (perinatal care 
unit), n=9  

% of children aged 14 weeks-23 months who 
received completed schedule of rotavirus vaccine 

0% 

 (0/3402) 

Child registry (perinatal care 
unit), n=9  

%  of children 6-12 months who received at least 1 
annual dose of Vitamin A within fiscal year  

16% 

 (791/4942) 

Child registry (perinatal care 
unit), n=9  

 Baseline assessment results helped define the priority improvement focus areas and clinical 
content of improvement interventions. Based on the identified gaps, ASSIST team developed 
three job aids based on the IMNCI protocol and newly-released evidence on management of young 
infants with signs of serious infection who cannot access/accept referrals to higher-level facilities 
(Nov-Dec 2015): 

o Assessment and classification of young infant (0-59 days) in outpatient settings 
o Assessment and classification of children between 2 months-5 years in outpatient settings 
o Management of common childhood conditions 

 ASSIST team also initiated consultations to revise the national outpatient register to capture 
clinical information essential for routine monitoring of the progress in improving IMNCI in 
Uganda (Nov 2015). 

                                                      

 
13 Data from 9 facilities 
14 Indicator is met if child is vaccinated against pentavalent, PCV1-3, Polio1-3 and measles, excluding rotavirus and HepB0 
15 Denominator represents children between 14 weeks-1 year, but child feeding was not documented for any age under 1 year 



 

 Dr. Chitashvili and Evelyn Kamgang met with Dr. Troy Jacobs of USAID/GH/HIDN to update 
him on the child health activity (Dec 2015). We reviewed baseline assessment results, next steps, 
and approaches of core-funded child health improvement intervention in Northern Uganda.  

 ASSIST team started QI intervention in selected facilities of Northern Uganda (Jan 2016). 
During the reporting period, USAID ASSIST team conducted the following activities: 

o New QI teams formed (Dec 2015-Jan 2016): A total of eight QI teams were formed over the 
quarter at various outpatient departments of supported facilities and more especially at HC IIs with 
no prior QI support from USAID ASSIST in Uganda. In these facilities there was no continuous 
improvement process in place. Improvement teams were formed composed with all providers 
involved in provision of outpatient care in selected facilities. The teams were oriented about the 
main principles of QI, how to identify gaps in IMNCI, and how to plan, test, implement, and 
evaluate changes in their health care processes to improve newborn and child health outcomes. 

o Supported onsite QI coaching by district coaches (Jan-March, 2016): In order to build the 
capacity of the district health offices in Northern Uganda to coordinate and improve child health 
work, a total of four district coaches were mentored on IMNCI improvement by the USAID ASSIST 
consultant. These coaches are part of the district MOH management team and assigned by 
government to support local QI initiatives.  They currently support routine, bi-weekly coaching of QI 
teams of selected facilities to improve IMNCI care and outcomes with technical support from the 
ASSIST child health consultant. 

o Improved availability of essential IMNCI inputs (Jan-Mar 2016): In order to address the gaps in 
key inputs essential to assess and classify young infants and children at outpatient ward, through 
coordinated efforts of ASSIST team, other implementing partners, and district health offices of 
Gulu and Nwoya, all 10 intervention facilities were able to resolve gaps in availability of  
thermometers and weight scales. 

 The routine monitoring of two months of improvement interventions show promising results 
(Figure 128). Specifically, monitoring demonstrated that evidence-based prevention, diagnosis, and 
treatment of young infants with possible severe infections improved from the baseline measurement. 
Most importantly, the skills of health workers in assessing and managing sick young infants improved 
through monthly onsite mentorship, in-house continuing medical education and on-job training, as 
well as displaying simple job aids at care points (OPD and maternity). Facilities used QI to improve 
documentation and other processes that eventually led to accelerated improvements. 

o Improved nutritional assessment at OPD. Despite the fact that the prevalence of severe acute 
malnutrition in Northern Uganda is high, only one facility was carrying out routine nutrition 
assessment at OPD during the baseline. By conducting monthly QI coaching, on job training of 
triage teams as well as supporting care facilities to obtain necessary inputs (MUAC tapes and 
infant weigh scales), the OPD QI teams improved both documentation and assessment of 
nutritional status in their facilities. In addition, the knowledge gap on management of children with 
SAM was addressed by conducting onsite mentorship and CMEs as well as displaying job aids at 
OPD. The teams also established referral process to the nutrition treatment centers for 
malnourished children.   

o Reduced prescription of non-evidence-based antibiotics and other unnecessary 
medications during the management of common childhood illness. Management of 
cough/cold and diarrhea using IMNCI standards and evidence based treatment regimens was 
identified as one of the major gap and focus of QI teams during initial phase of improvement 
activities. The ASSIST team supported development and distribution of job aides specific to guide 
clinicians on assessment, classification and management of common newborn and childhood 
illnesses. These job aids were based on the up-to-date evidence-based WHO IMCI protocols and 
newly released WHO guidelines on management of young infants with signs of severe infections, 
were positioned and used at OPD to assess, consult, treat and follow up common childhood 
conditions. CMEs addressing rational antibiotic use were conducted by the staff. These among 
other change ideas contributed to a reduction in irrational use of antibiotics in children with cough 
and diarrhea as well as non-evidence based treatments with zinc and antibiotics among young 
infants (Figure 129).  
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Figure 128. Uganda: Prevention, diagnosis and treatment of young infants with possible severe 
infections, 10 health facilities, Nwoya and Gulu districts (July 2015 – Feb 2016) 

 

Figure 129. Uganda: Reducing irrational use of antibiotics in management of young infant 
infections, cough and diarrhea, 10 health facilities, Gulu and Nwoya districts (July 2015 – Feb 
2016) 

 
 
 In several facilities, these tested changes subsequently influenced the reduction in irrational use of 

antibiotics in children presenting with malaria even, without any focused intervention (Figure 130). 
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Figure 130. Uganda: Percentage of children 2 months to under 5 years with malaria, treated with 
concurrent unjustified antibiotics therapy, 10 health facilities, Gulu and Nwoya districts (July 2015 
– March 2016) 

 
 

 Improved vaccination assessment, counseling and referral. The baseline assessment revealed 
that assessment and subsequent counseling and referral for vaccination was rarely done in the 
under-five OPD clinics. The teams used QI initiatives by testing a number of changes like; creating a 
vaccination status column in the OPD register, assigning a focal person, setting up reminders for 
mother and HWs as well as scheduling health education talks to mothers. By gradually testing these 
changes, the number of children assessed for vaccination dramatically improved (Figure 131), and 
those identified with missed opportunities were counseled and referred for due vaccination. 

Figure 131. Uganda: Percentage of children under five years with vaccination status documented 
in OPD in 10 facilities in Nwoya and Gulu districts (July 2015 – March 2016) 
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Improvement in Key Indicators 

Activity Indicators 
Baseline 
(March 
2015) 

Feb 2016 

Primary care 
antenatal 

care delivery 

Percentage of mothers whose blood pressure was 
assessed 

71% (9 
sites) 

92% (10 
sites) 

Percentage of women with a BP ≥140/90 whose urine 
was assessed for protein with dipstick 

0% (9 
sites) 

77% (10 
sites) 

Percentage of mothers at ANC with fever or history of 
fever who had a malaria test done 

0% (8 
sites) 

94% (9 
sites) 

Percentage cases of malaria diagnosed and treated 
among all ANC visits 

2% (9 
sites) 

7% (10 
sites) 

Percentage of mothers at 1st ANC visit whose 
hemoglobin was assessed by Laboratory 

0% (9 
sites) 

10% (10 
sites) 

Percentage of mothers who received correct dose of 
iron/folic acid tablets at any ANC visit 

39% (9 
sites) 

83% (10 
sites) 

Percentage of mothers at any ANC visit whose 
Hemoglobin was found below 10.5g/dl and who received 
treatment as per MOH guidelines 

0% (9 
sites, Apr 

’15) 

76% (10 
sites) 

 
Percentage of mothers at 1st ANC visit screened for 
syphilis 

0% (9 
sites, April 

2015) 

33% (10 
sites) 

Improve 
quality of 
integrated 
PE/E and 

preterm labor 
care 

Percentage of cases of preeclampsia diagnosed among 
all ANC visits (HC) 

0% (9 
sites) 

0% (10 
sites) 

Percentage of severe pre-eclampsia or eclampsia cases 
seen at Jinja  RRH who receive correct treatment of pre-
eclampsia and eclampsia 

0%  100% 

Activity Indicators 
July 2015 

(10 sites) 

March 
2016 

(10 sites) 

Child Health 
and 

Immunization 

% of young infants to whom severity classification is 
documented based on IMCI protocol 8%  52%  

% of young infants with signs or classification of severe  
infection or critical illness  to whom EB initial treatment 
and referral is prescribed 

50%  100%  

% of young infants with signs or classification of severe  
infection or critical illness treated out patiently to whom 
full EB treatment is prescribed 

0%  50%  

% of young infants with signs of infection and/or any of 
the following diagnosis (Sepsis, pneumonia, RTI, 
meningitis) treated with non EB medications 

40%  14%  

Percentage of children 2mo-5yrs with documented 
assessment of nutritional status 0%  59%  

% of children 2 months - 5yrs with Severe Acute 
Malnutrition to whom at least one step of initial treatment 
prescribed and/or referral to nutrition treatment center 
initiated 

0% (Sept 
’15) 

44%  

% of children 2 months - under 5yrs with a classification 
of cough or cold to whom an antibiotics is prescribed 87%  

50% (10 
sites) 



 

% of children 2 months -under 5 years with  malaria, 
treated with concurrent unjustified antibiotics therapy 31% 22%

% of children under 5 yrs with a diagnosis of diarrhea, 
where antibiotics or other non-EB treatment is prescribed  43% 19%

% of children under 5 yrs. with vaccination status 
documented in OPD 0% 56%

Percentage of children under 2 years who have 
completed vaccination for age  0% 45%
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Challenges and Remedies 

 Vital assessment tools like respiratory timers are still absent at all facilities.  

 The child health collaborative depends on the integrated OPD register to document its indicator data. 
This register is rarely adequately available at the facilities. 

Planned Activities Next Quarter: April - June 2016 

 Antenatal care collaborative in Uganda: 

o The second learning session will take place next April 20-22 in Jinja, with the participation of all the 
QI teams and district officials.  

o QI teams will start working on improving screening, diagnosis and treating mothers for syphilis.   

 Pre-eclampsia and eclampsia collaborative in Uganda: 

o The second learning session will support QI teams to further concentrate on improving PE/E care 
processes, especially early diagnosis and referral previous initial treatment with MgSO4. 

o The recently formed QI team at the maternity ward of the Jinja Regional Rreferral Hospital will start 
improvement of pre-eclampsia/eeclampsia cases admitted to the ward. 

 Survive and Thrive:  

o Develop the final version of the QI Workbook. 
o Introduce workbook and supplemental materials at the May 2016 WHO SEARO Regional 

Workshop in New Delhi.  

 Newborn Resuscitation:  

o Finalize the report on the assessment of basic newborn resuscitation services in Northern Uganda. 

 Child Health interventions in Uganda: 

o Conduct a learning session. 
o Continue bi-weekly QI coaching. 
o Continue monthly mentorship at intervention sites. 
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3. OFFICE OF HEALTH SYSTEMS-FUNDED ACTIVITIES 

OFFICE OF HEALTH SYSTEMS, CROSS-BUREAU ACTIVITIES  

Background 

The Office of Health Systems (OHS) undertakes health systems strengthening work to contribute to 
USAID’s goal of Ending Preventable Child and Maternal Deaths (EPCMD). OHS invests cross-bureau 
funds for global learning surrounding the successful development and testing of interventions related to 
Universal Health Coverage (UHC), finance, governance, service delivery, medical products, vaccines and 
other technologies, and information systems.  

Since FY13, OHS cross-bureau funds have supported the USAID ASSIST Project in strengthening 
essential system functions and improving and sustaining high-impact, evidence-based health care. In 
FY16 (using FY13, FY14, and FY15 OHS cross-bureau funds), ASSIST is implementing the activities 
described below. 

Program Overview 

What are we trying to accomplish? At what scale? 

1. Revision of USAID’s Health Systems Assessment Approach (HSAA) 

 Update technical content to reflect current systems thinking and 
global health priorities, increase uptake in EPCMD priority 
countries as well as improve applicability to low resource settings.

 Global 

2. Inform development of implementation research learning agenda for results-based financing 
and quality of care 

 TBD  TBD 

3. Salzburg Global Seminar 

 Share a statement that will provide guidance on how we learn 
about improvement, published in a peer-reviewed journal 
following the seminar. The statement will outline different options 
for learning about improvement, including their strengths and 
weaknesses, and core design and methodological principles. 

 Global 

4. Institutionalize the capacity to examine and improve neglected health care processes:  
Phases I and II 

 

 

Phase I: Assess the quality of case management through a 
baseline survey of services. 

Phase II: Address gaps in quality of care of febrile patients. 

 

 

 

2 districts in Malawi out of 28 
(Balaka and Mchinji) with 1 
control district (Machinga) 

1 district hospital, 3 health 
centers, and 3 Village Health 
Clinics in each district 

14 QI teams  

5. Application of WHO's Framework for IPCHS: Phase I 

 Apply people-centered care framework in partnership with WHO  Mali and South Africa 

6. Governance and Quality: Institutional roles and relationships to ensure service delivery 
quality: Phase I 

 Assess and document global experience in institutional 
relationships that govern quality in the health sector and provide 
practical and action-oriented guidance to countries on success 
factors in structuring roles, responsibilities, and relationships. 

 Global 
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What are we trying to accomplish? At what scale? 

7. Strengthen Internet-based newborn care communities of practice and regional virtual 
collaborative to reduce hospital newborn sepsis 

 Strengthen systems and services that support delivery of high-
quality KMC and newborn resuscitation using internet-based 
applications to reduce costs and increase efficiency; test multi-
country “virtual collaborative” to reduce newborn sepsis. 

 Colombia, Ecuador, El 
Salvador, Honduras, Mexico, 
Nicaragua, Paraguay, 
Venezuela 

8. Develop basic improvement course for the Global Health eLearning (GHeL) platform 

 Increase basic knowledge and understanding of improvement 
approaches in USAID staff, Ministry of Health officials, health 
care managers, and other global health professionals through the 
development of a GHeL course. 

 Global 

9. Basic improvement course and workbook 

 Build competencies of health care professionals to continually 
improve the quality of the services they provide in order to 
improve health outcomes. 

 TBD (anticipated 3 to 4 pre-
service institutions such as 
medical colleges and 
medical training institutes) 

10. Pre-service improvement curriculum 

 Pilot pre-service training in improvement methods and strategies.  Kenya Medical Training 
College and Moi University 

11. Introduction to improvement course and facilitator’s guide 

 Increase access to basic improvement training at no cost to 
course participants and interested facilitators. 

 Global 

12. Support quality improvement activity design in USG projects: Course 
country government leaders 

for USG staff and host 

 Increase understanding of science of improvement as well as 
increase knowledge of key components of improvement among 
USG staff and host country government leaders. 

 Global 

13. Quality Improvement Case Book  

 Develop and submit for publication the first case book to describe 
in detail how teams of providers and managers in low-resource 
settings used tests of change to improve selected health care 
processes 

 Global 

14. Learning Laboratory for Quality Universal Health Coverage (QUHC) 

 Provide recommendations on structure and operating principles 
for the Learning Lab based analysis of global experience with 
learning platforms on a landscape and consultations with 
stakeholders; following several months of implementation, take 
stock through analysis of website metrics and surveys of 
participants and stakeholders. 

 Global 

15. System Strengthening for EPCMD  

 Utilizing improvement science to provide support to institutions 
about how to use QI approaches to prevent neonatal deaths. 

 Global 

Improvement Activity   Cross-cutting Activity 



 

Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1. Revision of USAID’s Health Systems Assessment Approach (HSAA) 

Overview: USAID OHS has asked implementing partners (IPs) to collaborate with each other and with 
other Global Health implementing partners that work in Health Systems Strengthening (HSS) to update 
and revise the Health Systems Assessment Approach. The current version of the HSAA is now 
approximately five years old. Thus, the technical content of the HSAA needs to be updated to incorporate 
new knowledge and priorities, including update of the technical content of the modules, organized per 
health system functions according to the WHO building blocks. In addition, the HSAA needs to better 
inform policy/program decision making at the country and regional levels, particularly regarding scale up 
of demonstrated high impact interventions, improving RMNCH care, and addressing universal health 
coverage. 

Accomplishments and Results:  

 USAID OHS hosted the kick off meeting for AORs and IP points of contact to plan and 
coordinate revision of the USAID’s HSAA Manual (Dec 8, 2015) through a collaborative effort 
among USAID health system projects. Representatives of USAID OHS, AORs, and points of contacts 
of following USAID Health system projects attended the meeting: ASSIST; USAID Health Finance 
and Governance Project (HFG); USAID Promoting the Quality of Medicines Program; USAID 
Systems for Improved Access to Pharmaceuticals and Services Program; USAID Human Resources 
for Health in 2030 Project; and USAID MEASURE Evaluation Project. 

During the meeting, the partners discussed the detailed work plan and the next steps. ASSIST has 
been assigned to update technical content of the service delivery module of the guide.  

 During a follow-up meeting, the partners discussed the HSAA revision approach, instructions 
on how to incorporate global agenda to improve Universal Health Coverage (UHC), set 
deadlines, and agreed on the next steps (Jan 2016). ASSIST was assigned to revise: Module 4 
Service Delivery; Annex 2.3.C. Discussion Guides for the Subnational Level; and Annex 3.4.A.  
Summary of Service Delivery Issues to Explore in Stakeholder Interviews. 

 Revisions to assigned modules and annexes of HSAA manual (Jan-March 2016). Revisions are 
being made to reflect recent global strategies and up-to-date evidence on improving priority services 
and health outcomes.  

o The ASSIST team revised the Conceptual Model of Service Delivery from the systems perspective 
with inputs, processes, outputs and outcomes, where the main inputs are governance, financing 
and resources (including human resources, materials, equipment and physical infrastructure of 
health service delivery, pharmaceuticals, medical records and health information infrastructure, 
guidelines and protocols). The main processes associated with delivery of personal and non-
personal health services are selection, management, organization, provision and continuous 
quality improvement of these services. These inputs and activities are carried out to improve 
patients' health, change health behavior and reduce morbidity and mortality of the population 
(outcomes). The assessment also recognizes that despite significant progress made in availability 
of essential inputs and processes to deliver effective, accessible, continuous and high quality 
health services, many service delivery gaps prevent health systems in developing countries to 
improve health outcomes and suggests more focus on incorporating process and outcome 
measures of quality of health services at facility level where data are available.   

o The main domains to assess the general profile of health service delivery system, as well as each 
topical area and indicators have also been updated. Proposed revised list of indicators reflects 
measures  of relevance for country, regional and global reporting across wide spectrum of global 
health priorities related to current global health agenda, including SDGs, EPCMD, Global Strategy 
for Women’s, Children’s and Adolescents’’ Health, emerging priorities such as NCDs, universal 
health coverage and other key issues of the post-2015 development agenda.  

o Finally, to make the assessment more relevant to the country’s priorities and global strategies, the 
revised manual provides a methodology to prioritize indicators for assessment of service delivery 
based on the WHO Health System Performance Assessment methodology.  
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Activity 2. Inform development of implementation research learning agenda for 
results-based financing and quality of care 

Overview: The details of this activity are still being discussed with USAID OHS.  

Activity 3. Salzburg Global Seminar 

Overview: This meeting will bring together leaders in improvement and learning to go through a process 
of thinking through the best ways to learn about improvement and respond to questions on validity and 
attribution that are being legitimately posed. These questions include how we know whether results 
achieved can be attributed to the intervention conducted, as well as the “how” or “why” a successful result 
was achieved. Over a period of one week, participants will engage in a series of dynamic discussions and 
deliberations regarding the epistemology in the area of improving healthcare. We will review various 
methods and techniques of learning with the objective of coming out with a product that informs and 
advances the field. This will be in the form of publications by the participants of the meeting. 

Accomplishments and Results: 

 Established stakeholder committee (Dec 2015) consisting of representatives from URC, USAID, 
Heidelberg University, WHO, and HEALTHQUAL International. This group meets monthly to ensure 
the Seminar is attended by the right mix of attendees to produce a productive meeting with high 
quality deliverables.  

 Established core program design group for key thought leaders (Dec 2015). This group meets 
monthly to plan the half day sessions and ensure the science is sound.  

 Secured New Venture Fund Grant to fund 8 participants (Jan 2016). 

 Established case study development group (Jan 2016). This group meets monthly to discuss the 
development of case studies that will be used to demonstrate the adaptive iterative nature of 
improvement interventions in various contexts. These case studies will also be used during an 
interactive session in which groups design evaluations for each case study during the seminar.  

 Framing paper accepted for publication in the International Journal for Quality in Health Care 
(Mar 2016). 

Activity 4. Institutionalize the capacity to examine and improve neglected health 
care processes – Phases I and II 

Overview: This activity focuses on the care of patients (specifically, children under age 5 and pregnant 
women) presenting at facilities with febrile illnesses in three districts (two intervention and one control) in 
Malawi. ASSIST is conducting an assessment to understand the process of care and systems that 
support it at three levels of the health care system in each district: one district hospital (DH), three health 
centers (HC), and three village health centers (VHC), for a total of 21 sites in each district.  

Institutionalization and Sustainability 

To institutionalize the support provided to Ministry of Health, ASSIST Malawi is working with the National 
Malaria Control Program (NMCP) at the national as well as the district level to support the targeted 14 
teams to improve the diagnosis and care of patients with febrile illnesses at the point of care. At the 
facility level, the ASSIST Malawi team is supporting the formation of multi-sectoral improvement teams 
comprising nurses, clinicians, health surveillance assistants, pharmacy technicians, HMIS Officers, and 
hospital attendants involved in providing any services to patients with febrile illnesses.  

Accomplishments and Results: 

 Developed and field tested tools for understanding care processes and systems (Dec 2015 - 
Jan 2016). The tools were tested through data collection in one district. The assessment tools have 
three related components: 1) facility-level indicators that draw on data from registers and interviews 
with facility staff; 2) clinical observation checklists; and 3) flow-chart mapping to document the 
process of care. The tools are designed to, among other goals, test a set of about 14 core indicators 
that are likely to constitute the basis for time series charts that will track the effect of improvements to 
the care process made over time in the facilities.  
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o Initial observations show that registers say 100% of patients with a fever had a malaria rapid 
diagnostic test (mRDT) performed, yet: 

- Reporting was based on the assumption that all who were treated for malaria had a rapid test 
- 65% patients with fever had an mRDT performed according to national guidelines 
- 86% of children <5 were tested before treatment for malaria  

o Initial observations show gaps in mRDT: 

- Reporting : No direct observation/reporting of mRDTs conducted 
- Who is doing the test: mRDTs done by attendants and results “not trusted” by providers 
- Inconsistent procedure: Placement of buffer drops; waiting times 
- Follow-up: No record of whether or not patients with a negative mRDT went on to be treated 

for malaria or other illness 

 Detailed work plan for the activities formally presented to the NMCP Director (Jan 2016). In 
addition, NMCP focal persons were involved in the three learning sessions (Feb – March 2016) to 
support the team in facilitating some of the sessions. The NMCP coordinators at the national level 
were responsible in facilitating all the correspondences to the District Health Offices and health 
facilities as regard to the upcoming project activities through the NMCP Director. 

 Findings from the pilot testing of the assessment tools presented to USAID malaria 
implementing partners (Jan 2016). 

 Finalized the sampling framework for the first wave of data collection (Jan 2016). The sample 
for the first wave of data collection for children <5 with uncomplicated malaria calls for 72 cases per 
district: eight from each health center and VHC and 24 from the district hospital. Data from a similar 
number of cases will be collected for children <5 with severe malaria and for malaria in pregnancy. 

 Finalized data collection tools for understanding care processes and systems (Feb 2016). The 
four data collection tools are for health workers in Malawi to understand their processes of care for 
children under five and pregnant women presenting with febrile illnesses. The data that will help QI 
teams identify and analyze gaps in care and outcomes for patients with febrile illness. Table 30 
provides an excerpt on one tool. 

 Two district-based weekend learning sessions (Feb 2016) and one Lilongwe-based learning 
session for all QI teams (Mar 2016). Learning sessions were conducted separately for Mchinji and 
Balaka QI teams. The QI teams from the district hospital, three health centers and three village clinics 
in each district were equipped with QI strategies. Having gone through the QI instructions, the QI 
teams developed their aims and indicators based on their baseline findings from their respective 
facilities. The teams were advised to further polish their aims and indicators for plenary sessions at 
the joint learning session (Mchinji and Balaka) which was held in Lilongwe. At the joint learning 
session in Lilongwe, the QI teams presented again their draft improvement aims. All the members 
that were present at this learning session provided comments for the teams to refine their 
improvement aims. It was at this meeting where the ASSIST technical team presented data collection 
tools in much details for the all the QI teams to use in their health facilities. Gender integration was 
introduced to the teams, including basic definitions of gender, sex, gender norms, and sex-
disaggregated data. The importance of sex-disaggregated data was especially highlighted. 

 QI teams began collecting first wave of data (Mar 2016).  

 Completed febrile illness diagnosis/case management assessment guide: Health Facility 
Quality Assessment Guide to support global learning goals (Mar 2016). This manual features 
content aimed at facility-level improvement teams to complete an assessment of their current 
systems and processes to care for children under 5 and pregnant women that present with fever. The 
Guide walks a team through three action steps: 1) plan their current state quality assessment; 2) 
manage & carry out the assessment process; and 3) analyze their data and information to prioritize 
improvement goals. It includes several tools to assist with planning and managing the assessment, as 
well as an organized process for collecting the right data to assess their health care service delivery, 
facility capacity and patient outcomes. Generic versions of the data collection tools, originally 
designed for the Malawi assessment phase, focus in on quality indicators that make visible the care 
processes and outcomes for uncomplicated febrile illness and severe febrile illness for these two 
populations with high-burden of malaria, and other infectious diseases.  



 

258 Performance Period: October 1, 2015–March 31, 2016 

Table 30. Malawi: Excerpt of febrile illness care quality data collection tool 

1. Ensure that all children under five with fever are treated early 

Method: Compile data from ward registers, patients’ files, and lab registers. 

Frequency: Compile information on 10 children under five presenting with fever at the District Hospital, 
5 at each HC, and 5 at each VHC during the first month of data collection during the first month. 

Responsible person: Select an improvement team member: _________________________________ 

Measures that will be 
estimated using 
these data 

Register Review 
Please review the appropriate register in 

the clinic. 
 Female Male Total 

 

 

 

 

(1)  # children under five years old 
presenting with a severe febrile 
illness who are seen by a skilled 
provider (clinician, nurse, or HSA at 
VHC) within 24 hours of fever onset  
(2) Total number of health passports 
checked 

No. 

 

 

No. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 % children under 
five presenting 
with a fever who 
are seen by a 
skilled provider 
within 24 hours of 
treatment 

 Calculate the percent by dividing (1) 
by (2) 

%  

 

 

 

 

 

 ASSIST Malawi has also conducted several consultations and sharing of information with 
other malaria partners for example PATH-Malaria Care, SSDI, Save the Children, etc. to learn 
about what they do in the selected districts (Q1-Q2). 

Activity 5. Application of WHO’s Framework on Integrated People-Centered 
Health Services (IPCHS) – Phase I 

Overview: ASSIST is working with the WHO to apply its Framework on IPCHS in Mali and South Africa. 

Mali: ASSIST works strategically in Mali building and expanding on existing platforms to promote country 
ownership and sustainability by working in partnership with the Ministry of Health (MOH) and other 
partners on the ground to design, implement, and scale-up integrated MNCH and nutrition intervention 
packages that are centered on the needs of patients and their families and communities. The project is 
drawing on its partnership with the WHO Service Delivery and Safety (SDS) to promote people-centered 
care as an essential pillar of quality care. The project is contributing to this global objective with a pilot 
demonstration in Kayes Region through MNCH activities focused on the USAID EPCMD strategy. In 
these two districts of Kayes Region (Diema and Yelimane), ASSIST Mali has a long history of promoting 
integrated and coordinated maternal and newborn interventions at all system levels, from household to 
primary care to referral hospital. The implementation is with three major structures supporting the national 
health development program to accelerate morbidity and mortality reduction by improving access and 
client utilization and happiness with essential services: The National Direction of Health/Division of 
Reproductive Health, the National Direction of Social Development, and The National Direction of 
Women, Child and Family Promotion.  

South Africa: ASSIST has been working closely with the Department of Health (DOH) in South Africa 
and its partners to accelerate morbidity and mortality reduction by improving access, client utilization, and 
satisfaction with essential services in HIV, in five provinces. The project draws on its partnership with 
WHO SDS to promote people-centered care as an essential pillar of quality care. Specifically, ASSIST 
staff will leverage the principles of the new WHO Framework on IPCHS to strengthen this approach in 
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one district in Eastern Cape Province, as a pilot for integrated health services focusing on people-
centered care. ASSIST is assessing and improving the promotion of the patient-centered approach in 
clinical consultations by health providers during provision of care to HIV-infected clients on ART at 10 
public health facilities. The facilities chosen for this activity are a mix of primary health clinics, community 
health centers, and district hospitals.   

Institutionalization/Sustainability Strategy 

Mali: By involving key actors from the three departments in charge of national health development 
program, the project is working to set up a basis for institutionalizing this pilot as well possible scale up 
within other districts. The launch meeting, the design phase, and the development of tools were the 
important steps where these actors were involved for better ownership and engagement. As of the end of 
the reporting period, 21 trainers on IPCHS exist in the region of Kayes.  They can in the near future be a 
regional potential for training providers from districts and communities and analyzing their commitment for 
the integration of IPCHS within their current services. The project team will continue to strengthen their 
capacity and create a strong link between providers and communities to accomplish objectives related to 
IPCHS implementation by the end of the fiscal year. National uptake will follow with WHO country 
representation support. 

South Africa: We have involved Nelson Mandela Metro District management during all phases of the 
project, starting with the planning of the project. The ten pilot facilities, consisting of a district hospital, 
three CHCs and six clinics, were identified by the district management for implementation. The ASSIST 
work plan was accepted and supported by district management. DOH staff organized dates for baseline 
assessments and joined USAID ASSIST during the assessment of the first facility. DOH staff were trained 
on IPCHS and CQI concepts, methodology, and strategies to build capacity and commitment to the 
project during February 2016. Feedback on the baseline assessment findings was provided to facility 
operational managers and district managers during February 2016. 

Accomplishments and Results: 

Mali: 

 Provided technical support to enhance IPCHS concept with MOH partners at regional and 
national level (Oct 2015).  The project team has conducted four meetings and workshops in Kayes 
and Bamako (2 per zone) to inform and introduce IPCHS concept with implementing partners at 
regional level in Kayes and national level in Bamako. As a result, 25 managers of health and social 
development programs were exposed to IPCHS concept, principles, objectives and expected results 
to strengthen people-centered activities within the existing maternal health program. The meetings 
and orientation workshops were facilitated by project team. 

 Provided technical support to finalize the design of the IPCHS pilot with regional team of 
Kayes (Oct-Nov 2015). The project team has worked with the MOH regional technical health team of 
Kayes to complete the design of the pilot for the two districts. The draft plan developed with support 
from HQ and Regional office has been shared and improved during this review and finalization with 
regional team in order to have a consensus on the work plan for the period. The final version was 
also submitted to national level for feedback and complementary elements. 

 Organized launch meeting in Kayes with regional and districts teams (Oct 2015). After the 
review and finalization of the work plan and the pilot design, the project team in collaboration with 
regional health managers, organized a launch meeting with Diema and Yelimane district 
representatives. As a result, IPCHS activities have been integrated into districts work plans for FY16 
and district representatives have declared their commitment to participate into this pilot with the 
project technical assistance. 

 Provided technical assistance to develop IPCHS training and monitoring tools to local context 
(Oct 2015). With the commitment of the national, regional and districts teams to support the pilot in 
Kayes, the project team organized two workshops to identify existing tools and adapt them into local 
context with the technical support from the WHO consultants, HQ, and regional teams. As a result, a 
training module with key elements on IPCHS program integration, indicators and monitoring plan 
were developed and validated with all partners from different levels. In the meantime, during the 
development of tools, the project team with technical support form research team from HQ have also 
worked on a protocol of study linked to this improvement activity for the global learning agenda. The 



 

draft protocol was done and the finalization is in process as well as the submission to the ethic 
committee of Mali and HQ. 

 Organized training of trainers on IPCHS (Nov 2015). With technical support from a WHO 
consultant and the regional team, the project team organized the training of trainers in Kayes. 
Participants were from Diema, Yelimané and Kayes.  The session was facilitated by WHO consultant 
and the project team from Bamako. As a result, 21 trainers were trained from different profiles to 
facilitate the integration of IPCHS within current activities at maternities in the two districts. During the 
training the participants developed their plans for IPCHS implementation in their respective district.  

 Trained providers on PCHIS (March 2016). The training of providers (matrons and nurses) was 
organized in Diema for 26 participants (17 women, 9 men) coming from the community health centers 
included into the pilot study.  

 Trained stakeholders on IPCHS (March 2016). Stakeholder training in Diema from multidisciplinary 
teams working on health issues (social development, women welfare, association of community 
health centers managers, women leaders, religious leaders) was organized with 28 participants (11 
women,17 men).  

 Conducted a baseline survey in the targeted districts (Oct 2015- Jan 2016). In collaboration with 
WHO consultant and Kayes regional team, the project team has developed draft questionnaires for 
the baseline survey in the two districts in accordance with HQ research team recommendations. The 
baseline was conducted in January. 

 Finalized baseline survey report and presentation of preliminary data (Feb 2016). The 
consultant presented the draft baseline study report to the project team for feedback. The project 
team shared the draft report with HQ and WHO team for additional feedback. The preliminary data 
was shared during the training of providers of Diema to facilitate the development of the plans per 
health center for improvement. 

 The development of research protocol on QI applied to IPCHS (Oct 2015-Feb2016). The project 
in collaboration with HQ research team worked on the development of a research protocol on QI 
applied to IPCHS to be implemented in Yelimané and Diema. The protocol has been finalized and 
submitted to HQ for approval. In the meantime, the process of approval by the country ethics team is 
underway before the implementation within the sites. 

 Discussed with ASSIST gender expert and WHO staff how to integrate gender in IPCHS 
moving forward (March 2016). Gender will be integrated in trainings and sex-disaggregated data will 
be collected. 

South Africa: 

 Achieving buy in from district management for implementing the IPCHS Strategy (Aug 2015 – 
Feb 2016). Achieving buy in is essential for a mandate for ASSIST staff to work with facilities on 
improvement and for sustainability of the project. Meetings conducted between ASSIST and Nelson 
Mandela Metro District management during August and September, led to commitment from the 
management to implement the IPCHS project and ten facilities, consisting of a district hospital, three 
CHCs and six clinics, were identified for implementation. The ASSIST work plan was accepted and 
supported by district management.  

 Baseline and community survey tools reviewed and adopted by the DOH for IPCHS 
assessments (Oct 2015).  Monitoring and evaluation of the project requires the defining of what the 
project wants to achieve and what indicators should be used for measurement. ASSIST staff worked 
with WHO to develop suitable baseline assessment tools during October, which included: 

o Patient interview tool to measure patient perception regarding current health service status 
related to IPCHS dimensions such as amenities, waiting times, communication, shared decision 
making, self-care support, confidentiality, dignity, cultural competency, emotional support, 
continuity of care, governance and patient recommendations; 

o Provider interview tool to measure provider perception regarding current application of IPCHS 
dimensions such as: amenities, integrated care process, communication, informed choice, 
comprehensiveness, confidentiality, respect, dignity, self-care support, motivation, accessibility, 
responsiveness, organization and management; 
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o Decision maker interview tool to measure the perception of managers regarding current status 
of IPCHS in service provision regarding concepts such as governance and accountability, work 
environment, motivation and support, reorienting the model of care, empowering and engaging 
people, care coordination and care continuity, creating an enabling environment and system 
responsiveness to health needs of people 

o Focus group discussion guide to measure the perceptions of community members (who utilized 
the health services in the last twelve months) regarding: experiences, attitudes of staff, 
communication, respect, shared decision making, trust, community support, relationship with 
providers, access, community involvement in services and recommendations. 

 Tested baseline and community survey tools (Oct 2015).  
 Developed a database for capturing the data (Oct 2015). ASSIST developed an excel database to 

capture and analyze the information obtained from baseline assessments. 
 Conducted a baseline assessment at the 10 pilot health facilities (Nov 2015 – Jan 2016). 

o During November and December ASSIST staff conducted baseline assessment at all 10 identified 
facilities. WHO accompanied ASSIST during the assessments at the first two facilities and the first 
focus group discussion. Five patients were interviewed at each facility (51). Fifty four providers 
(54), including professional nurses, counsellors, admin clerks and community health workers were 
interviewed at each facility. As decision makers, facility operational managers and the district PHC 
manager were interviewed. The provincial PHC manager, district manager and district program 
manager interviews still have to be conducted. 

o Every patient interviewed was also requested to do a knowledge quiz on basic facts related to HIV. 
A few patients declined to answer the questions. 

o Four focus group discussions were conducted with a total of 47 community members. 
o Data were analyzed in December and January. 

 IPCHS CQI training conducted (Feb 2016). The training workshop was attended by 22 participants 
including health center managers, hospital managers and district decision makers. Three facilitators 
from USAID ASSIST and 1 WHO advisor facilitated the workshop. Nola Monteith represented the 
NMM District office (27 total). The training report was compiled by WHO consultant, Shannon Barkley 
and is available upon request. 

 Baseline feedback provided to Nelson Mandela District management and facility operational 
managers (Feb 2016). 

 Baseline assessment report drafted (March 2016). The report is still in a process of final editing. 
The findings from the baseline assessments will form the bases for development and implementation 
of change packages for improvement interventions.  

Activity 6. Governance and Quality: Institutional Roles and Relationships to 
Ensure Service Delivery Quality- Phase I 

Overview: Governing quality of health care is an area that is largely underexplored and underdeveloped. 
However, with UHC at the forefront of the global health agenda, good governance of quality care has 
become a priority issue for countries. ASSIST and the USAID HFG Project are leading the efforts to map 
governance functions essential to ensuring quality (regardless of institutional implementers and 
relationships). ASSIST provided technical support and expertise throughout the research and 
development phase of the literature review conducted by HFG, specifically calling on their partners the 
WHO and Institute for Healthcare Improvement (IHI) to provide technical assistance. HFG and ASSIST 
recognize that there is no one ‘road map for success’ in national quality management that will fit all 
countries, but rather the activity has sought to research a number of different governance/institutional 
roles and relationship structures for ensuring these functions, and the steps in establishing these 
structures, for practical lessons learned in promoting quality service delivery. ASSIST and HFG, in 
collaboration with partner organizations, conducted an in-depth literature review, semi-structured 
interviews with 17 country representatives from 9 developing countries, and two informant interviews with 
Scotland and Sweden. These learnings set the agenda for the Product Development Roundtable 
Meeting, which brought together policy makers and implementers to discuss successes, challenges and 
lessons learned in governing quality of care at the national level. The outcome of this meeting was the 
identification of eight stones to governing quality of care. These stones will lay the foundation for the work 
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moving forward. These stones will be further developed and understood by working with country 
governments on the development and finalization of their national strategy documents.   

Phase II of the activity will address institutionalization and sustainability of this work as the lessons 
learned will be applied as well as continue to be developed through technical assistance to country 
governments in developing and finalizing their national quality policies, strategies and frameworks.  

Accomplishments and Results: 

 Semi-structured interviews with country representatives (Oct 2015) from Cambodia, Tanzania, 
Uganda, and South Africa.  

 Key informant interviews with country repr
conducted by ASSIST. 

 Product Development Roundtable 
Meeting (Feb-March 2016) held in Dar es 
Salaam, Tanzania to discuss best practices 
and lessons learned from governing quality 
in 11 countries. During this meeting, 
participants determined eight stones to 
governing quality of health care. These 
stones will be the foundation for the final 
deliverable of Phase I. The stones will be 
utilized in Phase II to assist us to continue to 
learn about governing quality.  

 Eight stones to governing quality of 
health care (March 2016). These stones 
were identified by meeting participants who 
discussed priority areas of governance for 
quality. Although all of these stones are 
critical to governing quality, they may be 
prioritized based on context.   

esentatives (Dec 2015) from Sweden and Scotland 
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Activity 7. Strengthen internet-based newborn care communities of practice and 
regional virtual collaborative to reduce hospital newborn sepsis 

Overview: The Latin American and Caribbean (LAC) Region has reached more than 90% average skilled 
birth attendance, a higher percentage than any other region in the developing world. However, important 
deficiencies persist in the quality of care at birth, as evidenced by assessments of process of care and 
health outcomes. ASSIST has been using internet-based applications to promote quality improvement in 
the LAC region, including a website to disseminate evidence-based maternal and newborn interventions 
and communities of practice. As country-level USAID MNCH funding has dwindled in the region, ASSIST 
had invested modest OHS cross-bureau funds to sustain and grow the LAC regional newborn 
communities of practice focused on Kangaroo Mother Care and basic newborn resuscitation, essential 
interventions for two leading causes of newborn mortality—prematurity/low-birth weight and newborn 
asphyxia. These activities are being implemented and leveraged in close collaboration with regional 
international organizations such as the LAC Newborn Alliance, the Pan American Health Organization 
(PAHO), UNICEF, the Mesoamerican 2015 Initiative, the Kangaroo Care Foundation, and others. During 
FY15, ASSIST started the first regional Internet-based Improvement Collaborative aimed at reducing 
hospital newborn sepsis through the use of modern improvement methods. 

Institutionalization/Sustainability Strategy 

In close collaboration with the Avedis Donabedian Foundation from Barcelona, Spain, an internet-based 
tool was adapted, in the Spanish language, for QI teams to actively participate in the Improvement 
Collaborative. QI teams are able to use this web-based platform to upload data and indicators, 
improvement plans and PDSAs, as well as to consult technical documents and share results. The 
platform can be adapted for other improvement activity in a different technical area, becoming a 
sustainable tool. 

8 Stones to Governing Quality of Health Care 

1. Governing quality through the use of 
policies, strategies, and mechanisms 

2. Measuring and using quality improvement 
data 

3. Governing to develop a quality improvement 
culture 

4. Using regulatory techniques for governing 
quality 

5. Linking finance to quality 
6. Addressing the knowledge gap of quality 

care at the global, national and local levels  
7. Institutionalizing non-state involvement in 

pursuit of person-centered quality care 
8. Garnering political will to pursue quality  



 

Accomplishments and Results: 

 Newly developed internet-based platform has been effectively used by eleven hospital QI 
teams from eight countries (Aug - Dec 2015) 

 QI teams participated in two internet-based learning sessions (Sept - Nov 2015) using WebEx 
technology.  

 Four facilitators provided remote support to QI teams (Aug - Dec 2015) through Skype and 
phone calls.  

 QI teams measured and reported on baseline indicators for outcome and clinical care 
processes related to newborn sepsis (Aug - Dec 2015) through the internet-based platform.  

 Most QI teams concentrated on improving hand-washing processes (Aug - Dec 2015). 
 Conducting evaluation of a web-based LAC improvement collaborative to prevent neonatal 

infections in hospitals.  

o Conducted 18 telephone interviews with leaders of hospital QI teams (Nov - Dec 2015), both those 
who continued participating and those who had ceased in their participation, to learn about their 
experience using the internet for improving care, as well as their suggestions on how to make it 
work better  

o Conducted one focus group with the four coaches who provided remote support to participating QI 
teams, to learn about their experience (Dec 2015) 

 Qualitative data from phone interviews processed and an interim report produced (Feb 2016) 

 Began processing quantitative data uploaded by QI teams into the web platform (March 2016) 

 Consultant hired to help write a final report (March 2016). A draft final report will be ready by the 
end of April or early May 2016.  

Activity 8. Develop basic improvement course for the GHeL platform 

Overview: Global health professionals and MOH officials are often convinced of the need to improve the 
quality of health care, but are confused as to what to do and/or overwhelmed by the different approaches 
and methods available. In December 2014, ASSIST began the development of an improvement course 
for the USAID Global Health eLearning (GHeL) platform to introduce USAID staff, MOH officials, health 
care managers, and other global health professionals to principles and approaches that can help health 
care and social service workers continually improve the work that they do and make care better. This new 
information will help to demystify improvement and give them a better understanding of how to 
differentiate improvement approaches. Course participants receive an overview of different ways to 
improve health care and their pros and cons, and the underlying principles of improvement. The course 
then examines in more depth process improvement and measurement for decision making since health 
care improvement has become a critical component of USAID and PEPFAR programming. For this 
activity, ASSIST worked closely with the Johns Hopkins Center for Communication Programs (JHU CCP), 
which manages the GHeL platform and provides technical assistance in course design. The completed 
course is openly available at no cost through the Global Health eLearning Center website, which is 
designed for low bandwidth connections, ensuring accessibility for a wide range of stakeholders.   

Accomplishments and Results: 

 The eLearning course on Improving Health Care Quality was finalized and launched on the 
GHeL platform (Oct 2015). It is available at: https://www.globalhealthlearning.org/course/improving-
health-care-quality  

 The course was widely promoted (Oct – Nov 2015) on the ASSIST, USAID and Knowledge for 
Health websites, listservs and social media accounts as well as shared internally for ASSIST staff use 
and distribution to our partners in the field including MOHs, providers and other implementing 
partners.  

 As of March, the GHeL course has had 584 people start the course of which 304 users from 48 
countries (36 of which are non-ASSIST countries) have successfully completed and earned a 
certificate for the course (March 2015). The course has a higher completion rate than other courses 
launched at the same time. Sample feedback includes:  
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o “Your course is very concise and easy to understand. Thus, it will be helpful in career of work as 
quality manager at hospital.” 

o “For a short course, I found it very comprehensive and applicable. I took notes as I went along and 
found the ideas succinct and easy to follow. Well put together!”  

o “I really enjoy this course and all the information gain[ed] from this course is very helpful to me as 
a health promoter in my country and community.”” 

o “I will use this knowledge during my implementation cycle at the health facility along with the health 
workers, DHO, DHT, County level team, and health facilities level.”  

 Planning was started for an online study group to accompany the course (March 2015). 

Activity 9. Basic Improvement Course and Workbook 

Overview: A critical component to the work of ASSIST is to build competencies for improving health care 
and social services in host country counterparts and staff at the national, regional, district, facility, and 
community levels. This course will comprise the initial steps in building not only the knowledge, but also 
basic skills that are necessary for improving care at the point of service delivery. It will provide information 
and basic competencies and will serve as the first point training for ASSIST staff in improving health care 
and be adapted for use in training host country partners and other implementing partners. The course is a 
self-directed workbook, which will be complemented by other materials such as articles, case studies and 
guides. The audience for the training will be staff in facilities, host country counterparts, and implementing 
partners.  The training will be made available for anyone who has an interest in how to improve health 
care or social services. By the end of the course, a participant will have the basic competencies in 
improvement, which would enable him to begin an improvement project with mentorship and supervision.   

This course workbook will serve as a sustainable approach to providing training to a wider group of 
providers. As it is self-directed, it does not require expensive trainers or trainings and a group of providers 
could work through it together in their place of work. It will be available for free in PDF format and can be 
either used in the electronic format or printed out, making it accessible to a wide audience.  

Accomplishments and Results: 

 A draft course workbook was developed including basic text, draft exercises, and case 
studies (Oct – March 2015). 

Activity 10. Preservice improvement curriculum (co-funded with OHA) 

Overview: This activity is funded jointly by the USAID OHA and OHS cross-bureau funds. The goal of this 
activity is to prepare medical professionals to be able to continually review and improve the quality of the 
services they provide once they are in practice to improve health outcomes, with a focus on HIV services 
in four Kenyan medical training institutions. The objectives of this activity are to:  
 Integrate improvement into core curricula of selected training institutions 
 Institutionalize improvement competency building curricula in selected pre-service medical training 

institutions  
 Develop medical training institution faculty and health professional improvement competencies to 

contribute to better performance and health outcomes, especially those related to HIV services 

The focus curriculum for integration will be broader maternal and newborn health curriculums, including 
emergency obstetric and neonatal care, which will address HIV care and treatment through pediatric HIV 
and elimination of mother-to-child transmission of HIV (eMTCT). USAID ASSIST is already working on 
this area through the Partnership for HIV-Free Survival (PHFS), and these activities will be 
complementary. This activity will serve to institutionalize training in improvement for students in various 
health professions at the participating pre-service training institutions by incorporating it into standard 
curriculum. It will also serve as a model for other pre-service institutions.  
Accomplishments and Results: 

 Multiple meetings with MOH and participating universities were held to encourage buy-in and 
move bureaucratic processes along (Oct – Nov 2015) 

 ASSIST held a workshop to meet with the faculty from each university, MOH, and other 
stakeholders, such as professional organizations (Nov 2015).  This workshop focused on 
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updating participants on improvement and the Kenya MOH approach, the general plan for the activity 
and progress to date, discussion of the implementation plan, possibilities for integration of 
improvement, agreeing on the baseline assessment tool and process and initial discussions around 
M&E for the activity.  Though ASSIST had many of these conversations with USAID and the MOH 
while designing the activity, it became clear that consensus needed to be built by all stakeholders 
around these points.  

o Of the four universities who signed on to participate, only two (University of Nairobi and Kenya 
Medical Training College [KMTC]) were well represented. Moi University faculty could not attend 
due to a scheduling conflict and Kenya Methodist University (KeMU) sent only one person. During 
the course of the discussions it became clear that U. Nairobi and KeMU would not be able to make 
any adjustments in their curriculums until the next curriculum review cycle in 3+ years. KMTC was 
eager to incorporate improvement into their core courses that are taken by all students. KMTC is 
the largest training institution in Kenya, so integration in their curriculum would reach the vast 
majority of health care students.  Reports are that Moi University is also interested in immediate 
integration. As a result, ASSIST will focus its attention primarily on KMTC and Moi Universities 
while keeping U. Nairobi and KeMU engaged in the discussions so they can see the possibilities 
for the future.  

 Held Technical Working Group meeting to finalize the readiness assessment tool and make a 
plan for data collection (Jan 2016).   

 Began data collection for the readiness assessment (Feb – March 2016).  
 ASSIST started planning for an upcoming curriculum development workshop with faculty 

(March 2016).  

Activity 11. Introduction to improvement course and facilitator’s guide 

Overview: This activity is translating the same course that ASSIST headquarters staff and Chief of 
Parties use to orient themselves with improvement to an online platform, allowing anyone to access the 
course remotely. This course will be available through a free web-based platform, which can be 
downloaded to be accessed remotely. It will also be available via CD and USB. This will allow for people 
who would like an introduction to improvement to take the course at the pace they would like. 

The improvement course and corresponding facilitator’s guide will be updated on an annual basis and 
readily available for any and all to use for their own learning purposes or to train others in the basics of 
improvement. 

Accomplishments and Results: 

 Draft review of participant guide for improvement course (Dec 2015). This guide will be provided 
for participants of the improvement course as well as published on ASSIST’s website once the course 
is ready to be distributed.  

 Created first draft of the storyboard for the online improvement course (Dec 2015).  

 Participant guide tested (Jan 2016). The draft participant guide was tested in an internal quality 
improvement training to get detailed feedback on the utility of the guide. It was further updated after 
comments and feedback were provided.  

 Participant guide and course script finalized (March 2016).  

Activity 12. Support quality improvement activity design in USG projects: Course 
for USG staff and host country government leaders 

Overview: This course is designed for United States Government staff and host-country leaders who are 
or will be responsible for designing, commissioning and overseeing projects to improve quality of care. 
The course will address the fundamentals of the science of improvement and provide an overview of 
critical functions for effectively governing and supporting improvement programs. An interactive workshop 
aimed to develop leadership skills for designing, monitoring and evaluating sustainable improvement 
programs will also be included. Site visits to health facilities will enable course participants to meet with 
quality improvement teams and coaches to learn about current improvement activities support 



 

implemented by the USAID ASSIST Project in Tanzania. Course participants will also engage in practical 
application exercises through a “design your own improvement project workshop.”  

The one-week course will be followed by two webinars to provide virtual technical assistance on 
improvement project design and evaluation. The webinars will take place two months and four months 
after the completion of the course.  

This course incorporates strategic approaches for ending preventable child and maternal deaths 
(EPCMD).  USAID mission staff as well as other USG and host country government leaders will learn how
to design, monitor, and evaluate improvement programs to address priority areas.  

Accomplishments and Results: 

 Course dates and location determined (Dec 2015). The course will be held in Dar es Salaam, 
Tanzania June 13-16, 2016.  

 Course advertised via USAID University (March 2016) and is now accepting registrations. 

Activity 13. Quality Improvement Case Book 

Overview: The field of QI is growing, and many people would be interested in learning about QI through 
well-written stories based on actual experiences. However, no detailed descriptions of QI in low-resource 
settings have been published. Although many health professionals around the world know about good 
results from QI, few of them know the details of how QI teams do their work. The main audience for these 
cases are policy makers, academia, and professionals in the field with limited quality improvement 
practical knowledge.  

In FY14, the initial call for case study ideas was issued by ASSIST, and 53 preliminary responses were 
received. In FY15, preliminary responses that were deemed worthwhile to be developed into full cases by 
the case book Review Team (comprised of USAID Office of Health Systems and USAID ASSIST Project 
staff) were invited to submit a complete case, based on a detailed guidance developed by the case book 
review team.  

Accomplishments and Results: 

 Completed detailed first draft review of 25 case studies (Oct-March 2016). During this reporting 
period, Ms. Vicky Ramirez worked with the QI Case Book Review Team consisting to finalize the first 
review of 25 case study submissions. Authors received a personalized feedback form with high-level 
points to consider; specific comments from Dr. Heiby and reviewers; and a blank rubric for self-
assessment for their second draft. Figure 132 lists the status of submissions, themes of the cases 
submitted, and highlights about the cases. 

Figure 132: Status, themes, countries, and program focus of QI cases  
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Status of Submissions Themes 

Organization of QI effort and team 
formation; selecting a specific problem or 
process(es) to work on; baseline 
assessment and results; change ideas, 
selecting ideas to test, designing and 
implementing tests of change; role of 
coaches; role of health system managers 
and leaders; institutionalization of QI/role of 
external advisors; data 
quality/documentation of QI activities; 
spread/scale-up/knowledge management 

 18 countries represented: Bolivia, Chile, Georgia, Guatemala, Haiti, India, Kenya, Kyrgyzstan, Malawi, 
Mozambique, Nicaragua, Niger, South Africa, Tajikistan, Tanzania, Uganda, Ukraine, Uzbekistan 

 Program focus of improvement: community health, FP, VMMC, PMTCT, ARV, HIV counseling 
and testing, TB, MNCH, NCDs, NACS, District Management, workforce management, OVC 
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 Developed a final format for the case studies (Jan-March 2016). The Review Team developed a 
final format for the cases and continued reviewing and working with authors to revise cases. Silvia 
Holschneider worked with Tamar Chitashvili to finalize her case on “Improving Quality of Care for 
Respiratory Tract Infections in Children: The Success of a Multi-Facility Improvement Team.” 

Activity 14. Learning Laboratory for Quality Universal Health Coverage (QUHC) 

Overview: WHO has asked USAID for support for the development of a new WHO Global Learning 
Laboratory (LL) for Quality Universal Health Coverage (QUHC) that intends to link practitioners in an 
ongoing learning community related to UHC and quality. This new LL for Quality UHC is envisioned as a 
platform for ongoing sharing of lessons, resources, and tools related to reinforcing the role of quality in 
UHC. WHO approached the USAID ASSIST Project for support in developing the LL for Quality UHC 
because of the project’s broad expertise in knowledge management and the operation of learning 
platforms. Specifically, WHO has requested that ASSIST work in partnership with WHO to provide 
support in three phases of the LL for Quality UHC: 1) describe the landscape of global experience with 
cross-country learning strategies to knowledge generation, sharing, and transfer as a background 
document to inform the design of the new LL; 2) apply the insights from the landscape analysis and inputs 
from key stakeholders to refine the architecture of the Learning Lab; and 3) follow the development of the 
LL and take stock of the enablers and constraints experienced in its initial implementation. This activity 
was approved in late February 2016. 

Accomplishments and Results: 

 Designed process for in-depth interviews to explore key features of successful learning 
networks (Feb-March 2016). We engaged international KM consultant Dr. Nancy Dixon to work with 
Lani Marquez and Kate Fatta on the design of the landscape analysis and interview guides for in-
depth key informant interviews with principals of relevant learning networks and interviews with WHO 
technical staff who are expected to be involved with the QUHC LL. In March, Marquez and Fatta field 
tested the interview guide developed with Dixon with the Project Director of the Global Reading 
Network. In collaboration with WHO, we identified a number of potential networks to examine as well 
as potential end-users.  

 Issued a Fixed Obligation Grant (FOG) to WHO to support engagement of key staff in the 
design of the Learning Lab (March 2016). WHO completed the first milestone under the FOG: 
providing inputs for the landscape analysis (desired characteristics for the Q-UHC Learning Lab, list 
of stakeholders and relevant learning network examples, and feedback/approval of the stakeholder 
interview guide drafted by URC). 

 Developed a participatory session for the Global Health Systems Research Symposium on the 
QUHC LL (Jan-March 2016). In collaboration with WHO, we submitted in January 2016 a session 
proposal on the QUHC LL for the Global Symposium that will be held in Vancouver, Canada, in 
November. While the session was not accepted, we are revising it for submission as a paid satellite 
session that will serve as an in-person learning event/knowledge exchange on UHC and quality. 

Activity 15. System Strengthening for EPCMD in South Asia 

Overview: The South Asia region accounts for over a third of all neonatal and maternal deaths in the 
world. While mortality rates are decreasing, they are doing so slowly and new approaches are required to 
increase the speed of decline and ensure that the health systems are better able to deliver the right care 
at the right time to prevent further deaths. One of the factors hindering the ability of health care systems 
in the region to prevent deaths is that they have a very low capacity to use improvement science as a 
method for problem solving. Improvement science is a management approach used for decades in 
sectors other than the health sector and is increasingly becoming used within health globally. While it is 
still underused in South Asia there is strong evidence that it can lead to major change.  

The USAID ASSIST project has been working in India for the past 18 months and has supported over 450 
teams in 27 districts providing care to over 180 000 deliveries per year. These facilities have shown a 
dramatic increase in the delivery of proper care and a 13.7% reduction in neonatal deaths and a 3.1% 
reduction in stillbirths compared to the 6-month period before they started improvement work. As part of 
this work, USAID ASSIST has also been working with the All India Institute of Medical Sciences (AIIMS) 
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the leading academic and teaching hospital in the country. We have helped AIIMS set up quality 
improvement (QI) programs in 12 departments of the hospital and trained staff on how to lead and teach 
QI activities. They are now expanding this work internally and have also been asked to provide support to 
other institutions within India and in other countries in the region about how to use QI approaches to 
prevent neonatal deaths. 

ASSIST is supporting AIIMS to develop the capacity to be regional and eventually global leaders in using 
QI approaches to prevent maternal and neonatal deaths. In addition, we plan to carefully document the 
support that we are giving and the results so that others can implement similar activities in other regions 
to build local capacity for leading improvement.  

Institutionalization and Sustainability 

By working with medical colleges to build their ability to design and lead QI activities we anticipate that 
they will incorporate QI into training for the next generation of health science students and be able to 
serve as a resource for the rest of India. 

Accomplishments and Results: 

 SEARO is organizing a four-day meeting for May 2016 with 11 countries to help them plan to 
roll-out quality improvement activities in line with WHO’s new QI Framework (Q1-Q2). SEARO 
has asked AIIMS and ASSIST to lead a two-day QI training workshop for staff from large academic 
hospitals. We started working in Q1 with AIIMS to develop a curriculum and facilitators guide for this 
training and will complete it in Q2. This curriculum will also be used by AIIMS for other activities. 

Challenges and Remedies 

Activity 3: 

 Securing funding for all 60 participants has been difficult. We are therefore working with different 
stakeholders to find additional funding. 

Activity 7: 

 Access to the internet at the hospital is still a challenge for QI teams. 
 Different hospital schedules and different time zones are a problem when setting dates and times for 

internet-based sessions. 
 Not sufficient time available for CQI team members who participate on a voluntary basis. 

Activity 10: 

 Working within the institutions administrative bureaucracies has meant that progress is much slower 
than anticipated. In addition, we must be careful not to take the faculty out of their classrooms for 
extended periods. We have been working with the faculty and administrators to develop a realistic 
timeline that they will agree to. We are hiring a consultant who comes from these circles who can 
manage the activity and the politics necessary to move forward.  

Activity 11: 

 Translating an in-person course to online modules is a difficult process that takes many review 
cycles. However, this process has allowed us to gain a better understanding of this process as well 
as see opportunities to develop supplemental modules to the main improvement training. 

Improving Equity 

Activity 4: 

 To overcome any existing gaps in the delivery of febrile illness services we will disaggregate some of 
the indicators by sex. 

Activity 5: 

Mali: As the direct beneficiaries of this pilot are pregnant women and the outcome of the approach is to 
center patient concerns in the provision of services, gender-related issues of access and barriers to 
services are considered for women. Involvement of male partners is used as a priority strategy to facilitate 
the integration of the concept within the community and improve social position of pregnant women. Data 
collected will be disaggregated by sex. 



 

South Africa:  

 There were more females (80%) attending PHC services than males (20%), at the 10 pilot sites 
sampled, but a much higher percentage of males (71%) were on ART compared to females (45%) 

 70% of patients interviewed were female and 30% were male. Amongst providers interviewed, 80% 
were female and 20% were male.  

 At present, we have preliminary data from two focus group discussions that indicate that females 
have a better experience of care than males, although these data still need to be validated.  

 Baseline data show a large gap between males and females on ART, which should be addressed in 
the future. Table 31 presents the baseline demographic data, which reflect this.  
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Table 31. South Africa: IPCHS baseline demographic data (Nov 2015) 

NMM District: IPCHS Baseline Demographic Data, Nov 2015 

Sex Male Female Total 

51/51 (100%) 

43 years 

40/51 (78%) 

8/51 (16%) 

20/40 (50%) 

  10/51 (20%) 41/51 (80%) 

Average age 

Report to know HIV status 

Never tested for HIV 

Currently on ART 

42 years 44 years 

7/10 (70)% 33/41 (80%) 

2/10 (20%) 6/41 (15%) 

5/7 (71%) 15/33 (45%) 

Activity 11: 

 The participant guide includes examples that use sex-disaggregated data in order to show the 
importance of disaggregating data by sex to identify gaps between males and females, in order to 
target improvement changes to address them. 

Knowledge Management Products and Activities 

Completed Activities: 

 “Improving Quality of Postpartum Family Planning in Low-Resource Settings: A Framework for Policy 
Makers, Managers, and Medical Care Providers.” Revised draft, incorporating comments from 
USAID, sent to USAID for feedback on April 6. 

 “Using Collaborative Improvement to Enhance Post-Partum Family Planning in Niger”. Report 
finalized and being prepared for final USAID approval. 

Planned Activities Next Quarter: April – June 2016 

Activity 1: 

 Submit updated module to HFG with all technical edits  
 Third IP meeting to discuss UHC and other suggestions, including harmonization between sections 

Activity 3: 

 Finalize attendees, case studies, and agenda  
 Publish framing paper in the International Journal for Quality in Health Care 

Activity 4: 

 Monthly coaching visits and calls to QI teams 
 Learning session planned for all teams in April and June 
 QI teams complete first wave measurement for identifying their quality gaps and Phase 1 assessment  
 QI teams ongoing monthly measurement and testing of changes to improve care and outcomes 
 Health Facility Quality Assessment Guide final drafted to be completed 

Activity 5: 

Mali: 

 Finalize baseline assessment report 
 Finalize approval process of the QI research protocol with Mali ethic committee 
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 Conduct baseline survey for the QI research component 
 Put in place the data collection tools for the QI research component 
 Organize coaching visits and data collection per sites 
 Organize learning session at community health center 
 Follow the implementation of improvement plans per site 
 Document results per site and lessons learned from communities and providers 

South Africa:  

 Finalize baseline assessment report 
 Meeting with Eastern Cape Province DDG (Deputy Director General) to provide feedback on the 

IPCHS project progress 
 IPCHS CQI mentorship visits to the ten pilot facilities in Nelson Mandela district during which facilities 

will be supported to analyze the challenges identified during the baseline assessments and planning 
and testing of improvement changes. 

Activity 6: 

 Develop, in conjunction with the HFG Project, working draft document that synthesizes the lessons 
that have been learned from Phase I of this activity.  

 Send working draft document of the eight stones to country participants for their review, feedback and 
potential additions to the eight stones developed at the Product Development Roundtable Meeting.  

 After this feedback is incorporated, the document will be shared with the JLN members for them to 
provide input.  

Activity 7: 

 A final report will be distributed 

Activity 8: 

 Plan and conduct an online, facilitated study group to enhance the learning experience of the 
Improving Health Care Quality course (April – June 2016) 

Activity 9: 

 Complete draft of basic improvement course workbook 
 Share workbook with selected group of reviewers for feedback and revision 

Activity 10: 

 Complete data collection and analysis for readiness assessment 
 Hold curriculum review and development workshop with faculty, including a short introductory training 

on improvement 
 Develop draft curriculum  

Activity 11: 

 Publish participant guide (May 2016) and finalize facilitator guide (June 2016) 

Activity 12: 

 Course to be held in Tanzania in June 2016 

Activity 13: 

 Continue to finalizing first and second draft of case studies 
 Submit introduction and sample cases to publisher 

Activity 14: 

 Submit Q-UHC satellite session proposal to the Global Symposium on HSR (April) 
 Complete the landscape analysis report and submit to WHO (late April/early May) 
 Facilitate a workshop at WHO Geneva to design the QUHC LL (late May) 

Activity 15: 

 India work with AIIMS 
 Hold SEARO meeting 

 Initiate work with neonatal improvement collaborative in Delhi  
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4. OFFICE OF HIV/AIDS-FUNDED ACTIVITIES 

HEALTH WORKFORCE DEVELOPMENT 

Background 

USAID ASSIST seeks to contribute to improvements in the effectiveness, efficiency, and sustainability of 
PEPFAR investment in health workforce and community health worker (CHW) programs. Activities in 
FY16 are a continuation of three activities: (1) the CHW performance logic model – a study of CHWs 
supporting TB/HIV services in Swaziland; (2) global policy guidance for the harmonization of CHW 
programs; and (3) integrating improvement competencies into pre-service education in Kenya. 
Additionally, ASSIST is in the process of (4) finalizing and disseminating five knowledge products initiated 
under earlier work plans on health workforce and treatment and chronic care. ASSIST has also been 
asked to take on three new activities (improvement plan under development), that will be reported on only 
in subsequent QRMs.  

The CHW activities build on previous work conducted by the USAID Health Care Improvement Project 
(HCI) and ASSIST for the USG Evidence Summit on CHW performance. Activities are currently underway 
for two studies based in Southern Africa on health workforce development, both of which investigate 
community health workers and volunteers and their performance. These activities are being conducted 
with the Harvard T. H. Chan School of Public Health (HSPH). The integration of improvement 
competencies into pre-service curricula in Kenya will build on existing work under PEPFAR with the 
Ministry of Health (MOH) to develop a national strategy for improvement and prior work funded by USAID 
East Africa to develop an improvement competency framework. 

Institutionalization/Sustainability Strategy 

Reaching the 90-90-90 goals will require the efficient use of available resources, and new models of 
service delivery that maintain people on long-term chronic care. The recent International AIDS Society 
meeting emphasized the potentially important roles of CHWs in extending HIV/AIDS services and 
maintaining people on treatment. CHWs can improve linkages between those who need care and those 
who can provide it.  
Support needs of community-based cadres differ from those of more formalized health worker cadres. 
Addressing these needs is integral to ensuring sustainability of PEPFAR-supported community-based 
cadres and programs that utilize and rely on them to ensure the HIV continuum of response. 
Building improvement competencies into pre-service curricula will create ongoing systems for preparing 
health care workers to continually improve the care they are providing once they are in active service. 
This is a more sustainable approach than relying solely on in-service training.  

Program Overview 

What are we trying to accomplish? At what scale? 

1. CHW performance logic model validation study for Swaziland HIV/TB services 

 

 

 

 

Analyze how different CHW programs in Swaziland achieved 
intended performance 
Develop Swaziland CHW case study to determine factors that 
have been effective in improving services 
Use findings to inform CHW planning/strategy in Swaziland and 
inform PEPFAR programming 
Evaluate validity and content of generic CHW Performance Logic 
Model 

HIV/TB CHW programs in 
Swaziland with dissemination of 
findings to PEPFAR countries 
and others  

2. CHW harmonization study in Southern Africa 

 Develop and publish policy recommendations for harmonization of 
HIV community cadres and programs into national CHW programs 
and plans targeted to decision makers at country level 

HIV/TB CHW programs in 
Swaziland, Lesotho, 
Mozambique, and South Africa 
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What are we trying to accomplish? At what scale? 

3. Pre-service improvement curriculum 

 Build competencies of health care professionals to continually 
improve the quality of the services they provide in order to improve 
health outcomes 

2 pre-service medical training 
institutions in Kenya (Kenya 
Medical Training College, Moi 
University) 

4. Finalize and disseminate knowledge products from earlier work plans 

 Finalize and disseminate 5 deliverables that were funded under 
earlier work plans 

Global learning 

  Cross-cutting Activity 

Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1. CHW performance logic model validation study for Swaziland HIV/TB 
services 
Overview: Under HCI funding, a CHW performance logic model was developed to guide efforts to 
improve CHW program performance. A study is now underway in Swaziland to determine if this model 
has validity for CHWs involved in TB/HIV service provision.  

Accomplishments and Results:  

 ASSIST, HSPH, USAID/Swaziland, and USAID/Washington held discussions to ensure that this 
study produces good evidence to inform the HIV/AIDS field and provides information to the 
USAID/Swaziland mission to inform decision-making (Q1 FY16).  

 Data collection (Q1). Household surveys (n = 2,300) and interviews with 306 rural health motivators 
(RHMs) were conducted over the quarter using a survey instrument and in-depth interview guide.  

o Preliminary findings from household surveys include: 

 59% in Manzini and Lubombo regions have ever been visited by CHWm despite that 
Swaziland’s Rural Health Motivator (RHM) program aims to cover every household  

 Mean satisfaction with CHW services of 6.8 on a scale from 1 (very dissatisfied) to 10 
(very satisfied)  

 Most respondents also reported NO visits from non-RHM CHWs 

 Trust in CHWs’ commitment to confidentiality is low, with 34% of respondents saying 
they would not trust CHW to keep information about their health confidential 

 Respondents displayed higher levels of trust in other non-RHM CHW cadres to keep 
health information confidential 

 19% of those on ART (n=310) report CHWs have helped them in taking ARVs and 
think regular visits by CHW would improve their ART adherence 

o Preliminary findings from the RHM interviews include: 

 6% don’t think weight loss is a symptom/sign of TB 

 10% don’t think chest pain is a symptom of TB 

 6% answered all questions on modes of TB transmission correctly 

 10% think only ‘poor people’ can become infected with TB  

 70% answered all HIV knowledge questions correctly 

 77% answered all mother-to-child HIV transmission knowledge questions correctly 

 83% meet their supervisor once a month 

 76% satisfied with their level of supervision, but 65% would like more 

 RHMs generally felt pre-service training prepared them well for duties 

 90% receive in-service training at least once a year 



 

 91% would like more in-service training; most thought it would improve their 
performance 

 While many CHWs did not receive high level of supervision, they were generally 
satisfied and didn’t think it needed immediate improvement 

 Relationship with community varied between CHWs, with high level of appreciation of 
their work while others complained about many households not welcoming them 

 Availability of materials (medications, gloves, diapers, etc.) played important role in 
community relations 

 CHWs generally felt expansion of services and provision of additional training and 
equipment would increase their motivation and service quality 

 Data analysis and drafting of manuscript (Sept 2015 - March 2016). USAID has requested a 
mixed methods paper for publication aimed at validating a CHW performance logic model that 
proposes theoretical causal pathways to improve performance.16 As the main deliverable for this 
ASSIST activity, USAID, ASSIST, and HSPH have agreed to produce a manuscript that summarized 
4-5 major results from the survey in Swaziland. The manuscript will also describe how the logic model 
was used to develop the research design and find relationships in the data. The paper will also 
provide an example of how the CHW logic model can be used to strengthen CHW performance by 
informing others on where to focus their efforts.  
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 In response to the Swaziland mission’s requests, HSPH is analyzing the data (and 
complementary data from the CHW harmonization study) to inform key policy discussions. 
Noting that the available data pose some limitations, ASSIST will use data that are available to 
address as much of the mission’s request as possible, which may include all or some of the following 
tasks: describe the CHW cadres—including their history, size, distribution, sex, socio economic 
characteristics, salary scale, and contract type—by the program type and noting factors that may be 
related to performance, client satisfaction/trust and health outcome of households; provide discussion 
around the representativeness of samples from two regions for national level decisions; and discuss 
job description gaps/overlaps, successful practices by CHW program type and opportunities around 
consolidation of task forces.  

 ASSIST Swaziland and HSPH presented preliminary results at the Prince Mahidol Awards 
Conference (PMAC)/Bangkok (Feb 2016) and ASSIST Swaziland presented early findings to the 
Under-Secretary, MOH Swaziland (Feb 2016). The slide deck used in these two presentations will be 
expanded as the basis for a comprehensive slide-deck, due to USAID at the end of the activity. 

Activity 2. CHW harmonization study in Southern Africa 
Overview: This activity builds on the work done by ASSIST in 2013 with USAID and the Global Health 
Workforce Alliance in publishing a monitoring and accountability platform for CHW programs by 
developing policy guidance for the harmonization of CHW programs based on multi-country case studies. 
The USAID Missions in Swaziland, Lesotho, Mozambique, and South Africa have agreed to participate in 
the study. The activity remains on target for completion in June, FY16. 
Accomplishments and Results: 

 Completed desk reviews (Dec 2016). 

 Completed interviews in Swaziland (Aug 2015), South Africa (Sept 2015), and Lesotho (Feb 2016). 
Mozambique’s interviews remain to be completed now that the IRB approval has been obtained in the 
last week of Q2. It is expected that these final interviews will be completed in the April 2016. 

 Dissemination of policy framework in select meetings and events (Feb 2016). HSPH presented 
preliminary results at the Prince Mahidol Award Conference (PMAC) in Bangkok. 

                                                      

 

16 Naimoli JF, Frymus DE, Wuliji T, Franco LM, Newsome MH. 2014. A community health worker “logic model”: towards a theory of 
enhanced performance in low- and middle-income countries. Human Resource for Health 12:56.  
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 Dissemination concept note drafted and shared with USAID (Q1-Q2). After several exchanges of 
concept notes, a draft improvement plan was shared for feedback with USAID for a new set of 
activities (Feb 2016) and feedback received (March 2016). The new activities will include (1) 
dissemination of findings for the CHW harmonization and logic model activities; (2) cost-effectiveness 
of different models CHWs providing ART services to HIV patients; and (3) evaluation tool for quality of 
CHW HIV service provision that can be used by CHW supervisors to determine the quality of services 
being delivered by the CHWs. 

Activity 3. Pre-service improvement curriculum 
Overview: This activity is funded jointly by the USAID Office of HIV/AIDS (OHA) and Office of Health 
Systems (OHS) Cross-bureau funds. The goal of this activity is to prepare medical professionals to be 
able to continually review and improve the quality of the services they provide once they are in practice to 
improve health outcomes, with a focus on HIV services in two Kenyan medical training institutions. Details 
are provided in the OHS Cross-bureau section. 
Activity 4. Finalize and disseminate knowledge products from earlier work plans  
Overview: ASSIST is finalizing five deliverables that were initiated under previous work plans.  
Accomplishments and Results: 

 Journal article (for submission to the Human Resources for Health Journal) on the in-service 
training improvement framework submitted to USAID (Nov 2015, and again March 2016).  
Comments were received from USAID (Feb 2016).  The ASSIST KM Director will revise by May for 
submission for peer review. 

 10-page synthesis document on factors affecting health worker performance submitted to 
USAID (Nov 2015); comments received from USAID (Feb 16).  The ASSIST KM Director will revise by 
May. 

 Tanzania District Health Management report revised and submitted to USAID (Feb 2016); 
revisions will be completed in May.  

 Consultant hired to complete data analysis for Uganda VHT Productivity and Performance 
Study (Feb 2016) after the Principal Investigator Tana Wuliji surrendered the data.   

Challenges and Remedies 

CHW performance logic model framework study: The work during Q2 was slowed down for several 
weeks while USAID, ASSIST, and HSPH came to an agreement about the main deliverable for the 
project. Since there was one major manuscript specified in our activity plan with USAID, USAID and 
ASSIST sought to ensure that the manuscript fulfilled the initial intent of the funding. Agreement was 
reached by all parties in a phone call (Feb. 5, 2016), and since then the work has proceeded more 
smoothly.  

CHW harmonization study: Interviews that were delayed in Mozambique are now able to be completed 
because IRB approval was secured in the last week of Q2, FY16. 

CHW logic model and harmonization studies: USAID and ASSIST also continue to try to meet the 
Swaziland USAID Mission’s needs for information to inform key decisions regarding the existing CHW 
cadres. The sample for the CHW performance logic model study was designed to be representative of a 
couple of regions in Swaziland, but produced relatively less information on CHW cadres other than the 
Rural Health Motivators. This continues to pose some limitations on the type of analyses that are 
possible, although ASSIST and HSPH will employ all available data, from both the CHW logic model and 
CHW harmonization studies, to be responsive to the mission’s requests for information.  

Improving Equity 

The collected results from the CHW performance logic model validation study for Swaziland HIV/TB 
services will be analyzed to see if it is possible to include a sex-disaggregated analysis of CHW cadres.  

Knowledge Management Products and Activities 

CHW performance logic model study 
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 A webinar was held on dissemination of results from the CHW logic model and harmonization 
activities (Feb 2016). 

Planned Activities Next Quarter: April – June 2016 

CHW performance logic model study 

 Draft manuscript on major findings from the CHW performance logic model study, titled A mixed-
methods performance evaluation of Swaziland’s national community health worker program 

 Final slide-deck and brief project report 

CHW harmonization study 

 Submit for potential publication policy framework from the CHW harmonization study 

 Case studies and synthesis as a research publication in a peer-reviewed journal 

 Internal document for PEPFAR: webinar on dissemination of results from the CHW harmonization 
and logic model activities 

 Interviews in Mozambique 

Finalize knowledge products from earlier work plans 

 Submit IST improvement framework article to Human Resources for Health  

 Revise 10-page synthesis document on factors affecting health worker performance and resubmit to 
OHA 

 Submit revised Tanzania District Health Management report to AOR for approval to publish 

 Continue data analysis for Uganda VHT Productivity and Performance Study 
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HIV and AIDS: Chronic Care, Treatment, and Prevention 

Background 

The USAID ASSIST Project is implementing various areas of HIV programming through core funding from 
the USAID Office of HIV/AIDS (OHA). In FY15, ASSIST began piloting an improvement approach to 
injection safety and waste management in Swaziland. During FY16, ASSIST is completing an end-line 
evaluation and disseminating the findings of this activity. In FY16, ASSIST is supporting activities to 
improve VMMC services in Uganda and South Africa. In Uganda, ASSIST is supporting the MOH to carry 
out a study on mitigating VMMC-related tetanus risk, while gaining experience that can be transferred to 
other countries. From our office in South Africa, the ASSIST country team is providing technical support to 
improve VMMC services in Tanzania, Malawi, Namibia, and Mozambique. 

To further support USAID’s VMMC activities, in FY16 ASSIST is implementing two core-funded activities 
that support global learning and knowledge management goals. Firstly, we are developing and 
disseminating a mobile external quality assessment (EQA) tool. As part of this activity, we also support 
USAID as it conducts EQA visits in seven countries. Secondly, we are developing a comprehensive 
continuous quality improvement (CQI) toolkit to publish on the ASSIST website and related knowledge 
management platforms like the AIDSFree website. This toolkit draws extensively on our work in Uganda, 
South Africa, Tanzania, and Malawi.  

Additionally, USAID has identified a critical need to improve the process of HIV testing and counseling 
(HTC) so that it is conducted in accordance with national protocols and guidelines, and so that ultimately 
all clients are likely to get correct test results. ASSIST will employ a quality improvement approach, using 
a tested gap analysis framework to improve the process of care as well as close identified gaps in quality 
so that patients are more likely to receive correct test results from point-of-care (POC) testing. 

Finally, ASSIST is finalizing five deliverables that were initiated in earlier work plans. We will also employ 
our existing knowledge management platforms to disseminate these materials for broader utilization in 
the field and within the countries in which we work.  

Institutionalization/Sustainability Strategy 

 Improving injection safety and waste management to reduce the transmission of blood-borne 
infections such as HIV, Hepatitis B and Hepatitis C in Swaziland. Since the start of this project, the 
MOH was engaged and has provided leadership for the activity. A core team was selected by the 
MOH representing the immunization program, clinical services, and environmental health waste 
management department. ASSIST’s injection safety improvement advisor has worked collaboratively 
with this team at all stages of implementation. The project has been implemented in the wellness 
centers, infection prevention and control (IPC), and quality assurance/quality improvement offices at 
20 intervention sites in the pilot phase. At the end of the pilot phase and with documentation of best 
practices, injection safety interventions will be scaled up nationally.  

 Uganda Tetanus Mitigation Study. Ensuring the safety of VMMC services, which includes mitigating 
the risk of tetanus infection, is essential for all programs globally.  

 Integrating CQI for VMMC activities in South Africa. As the Government of South Africa 
increasingly assumes financial responsibility for HIV/AIDS services, quality improvement serves as an 
approach to ensure the ongoing quality of HIV/AIDS services and build toward longer-term 
sustainability. Throughout the work, ASSIST is transferring improvement skills to health providers 
within South Africa’s Department of Health. 

 Developing a VMMC EQA mobile application and supporting PEPFAR EQA visits in seven 
PEPFAR-supported countries. This mobile application supports further integration of quality 
improvement approaches into locally provided VMMC services, thereby enhancing local capacity to 
improve the process of care currently and moving forward.  

 Developing and disseminating a VMMC CQI web-based toolkit. By leveraging on-the-ground 
experience through the creation of a tool for broader dissemination, we will support further uptake and 
scale-up of these approaches within the context of VMMC services. 

 Improving the quality of POC HTC in Kenya. The learning from this activity is expected to help 
make the case for the expanded use of quality improvement to strengthen HTC services. 
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 Program Overview 

What are we trying to accomplish? At what scale? 

1. Improving injection safety in Swaziland 

1.1 Apply QI principles to improve injection safety and waste management practices to reduce 
the transmission of blood-borne infections such as HIV, Hepatitis B and Hepatitis C 
(Swaziland implementation) 

 

 

 

Reduce % of providers experiencing needle-stick 
injuries 
Increase % of observed injections in which safe 
practices were performed 
Implement proper health care waste management 
practices. 

Coaching and mentoring support to the 20 
intervention sites in each of the 4 regions of 
the country 

 Hhohho -6 sites 

 Lubombo-3 sites  

 Manzini- 7 sites 

 Shiselweni-4 sites  

The 20 sites: 11 hospitals, 2 health centers, 2 
ambulatory clinics and 5 primary health units 

1.2 Evaluating the impact of improved injection safety and waste management practices- 
including aspects associated with stigma and discrimination- on health worker engagement 
and contribution to patient outcomes   

 Study the impact of improved injection safety and Baseline data collection was conducted at the 
waste management practices on health worker 20 sites. Additional retrospective data 
engagement and contribution to patient outcomes.  collection is being conducted. End line data 

collection started in January 2016.  20 
intervention sites and 12 control sites were 
identified. 

2. Integrating CQI in VMMC in Uganda: Tetanus Mitigation Study 

 Support the MOH to conduct a study to understand 
integration of tetanus vaccine into VMMC in 
Uganda  

The study will be conducted in 19 sites located 
in all geographical regions of the country 
(HCIV-8, general hospitals-8; regional referral 
hospital-3). Of these sites, 3 are institutional 
health units, 2 PNFP and 14 public 

3. Integrate CQI for VMMC activities in South Africa 

 

 

Improve the quality and safety of VMMC services by 
applying quality improvement methodology and 
tools 
Engage the DOH at the national and provincial level 
through their participation in learning sessions 

9 provinces  

 

4. Develop a VMMC EQA mobile application and support USG EQA visits in 7 PEPFAR-
supported countries 

 

 

Develop, pilot test, and utilize a VMMC external 
quality assessment mobile application  
Support USG assessment teams in 7 countries to 
implement quarterly VMMC external quality 
assessments 

7 countries 

5. Develop and disseminate a web-based VMMC CQI toolkit 

 Develop a suite of continuous quality improvement 
tools with videotaped tutorials to explain each 

Global learning 
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6. Improve the quality of point-of-care HIV testing and counseling in Kenya 

 

 

Improve the process of care so that patients are 
more likely to receive correct test results from POC 
rapid HIV tests  
Conduct a pre- and post-test evaluation 

11 public health care facilities in one county in 
Kenya 

7. Finalize and disseminate deliverables 

 Finalize and disseminate five deliverables funded 
under earlier work plans 

Global learning 

       Improvement Activity   Cross-cutting Activity 

Accomplishments and Results by Activity (October 2015– March 2016) 

Activity 1.1 Apply QI principles to improve safe injection and waste management 
practices and to reduce the transmission of HIV, Hepatitis B & C, and other blood-
borne pathogens 

Overview: The injection safety activity has two components:  

 Implementation: Improving injection safety and waste management to reduce the transmission of 
blood borne infections such as HIV, Hepatitis B, and Hepatitis C.  

 Impact assessment: Evaluating the impact of improved injection safety and waste management 
practices (including aspects associated with stigma and discrimination) on health worker engagement 
and contribution to patient outcomes. 

Accomplishments and Results: 

 Reducing unsafe injection practices 

o Advocacy for policy pre-employment/licensing Hepatitis B vaccination (HBV) for nurses: 
The Professional Deputy Secretary and Industrial Deputy President for the Nurses Association met 
in Q1 to finalize the pre-employment HBV requirement, which was shared and approved. In Q2, 
the Nurses Association met with the MOH to communicate this change in support of health care 
worker safety. This fostered the importance of vaccination in training institutions so that no nurse is 
recruited and given a license to practice professionally without a completed HBV course certificate 
unless otherwise medically advised not to. The Nurses Association shall be the first professional 
body to actively foster issues of health care worker safety pre-employment if this is approved at 
the MOH level.  

o Information material re-printing (Nov 2015). ASSIST developed, printed, and disseminated 
injection safety, needle prick prevention, and health care waste segregation materials for health 
facilities.  

 Implementing proper waste management practices 

o Provided technical assistance (TA) for the development of the health care waste 
management (HCWM) training manual (Nov 2015). The course content was presented by 
Edward Krisiunas, Health Care Waste Management Consultant, President of WNWN (Waste Not, 
Want Not) working with the Environmental Department. The manual guides basic training for 
health care workers in HCWM to implement the national guidelines for safe management of health 
care waste and to prepare health care workers to take steps to ensure a healthy and safe 
environment in facilities and communities. The training manual outlines the objectives and content 
of each training session, training methods, and accompanying training materials. The material was 
piloted for the first time in a weeklong training of trainers (TOT) training in Piggs peak before its 
national roll-out.  

o Facilitated the printing of waste management waste collection consignment certificate 
registers (Nov 2015). These certificates will be used when transporting waste between and within 
health care facilities. The consignment note and certificates should accompany the waste from its 
place of production to the site of final disposal. On completion of the journey, the transporter 
should complete the part of the consignment note especially reserved for him and return it to the 
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waste producer. The transporting organization should be registered with, or known to, the waste 
regulation authority in Swaziland and certified to carry health care waste. Handling and disposal 
facilities should hold a permit, issued by a waste regulation authority, allowing the facilities to 
handle and dispose of health-care waste. All these shall facilitate and enforce regulation and 
transportation of waste in Swaziland.  

Activity 1.2 Evaluating the impact of improved injection safety and waste 
management practices - including aspects associated with stigma and 
discrimination - on health worker engagement and contribution to patient 
outcomes.   

 Revised endline study proposal, in collaboration with ASSIST headquarters (Oct- Dec 2015).  
Additional research questions that were added: 

o How do health workers involved in injection safety/waste management improvement activities 
perceive their level of engagement and motivation in their work compared to health workers not 
involved in improvement activities?  

o How have patient-level indicators changed in USAID ASSIST-supported sites, compared to sites 
where no USAID ASSIST-supported improvement activities have taken place?   

 Approval from the Swaziland Ministry of Health Scientific and Ethics Committee was received 
(Dec 2015). The challenge was that no data had been collected on patient level information at 
baseline, and it was planned that all data will be extracted from existing facility ART registers.  

 Data collection process and progress (Jan – March 2016). The end line data collection actively 
started in February 2016 and is ongoing for all five key research questions in 20 intervention sites and 
12 control sites. About 60% of the required data for the end line survey was collected by March 31, 
2016. The baseline data for some of the patient-level variables that were missed during the initial 
baseline is being retrospectively gathered from the period September-December 2013 from both 
intervention and control sites. The end line data collection, which as initially projected for the end April 
has been shifted to June 2016 due to the intensity of the data collection exercise for patient-level 
data.  

Activity 2. Integrating CQI in VMMC in Uganda: Tetanus Mitigation Study 

Overview: ASSIST’s support to the 49 sites has helped improve standards in management systems, 
group education, HIV counselling and testing, surgical male circumcision procedure, monitoring and 
evaluation, and infection prevention. To date, nine cases of tetanus, five of which were fatal, have been 
confirmed in Uganda. It is believed that the problem of tetanus may not be limited to Uganda alone but 
also be present in other countries. The World Health Organization (WHO) has recommended vaccination 
of clients prior to circumcision; Uganda will be the first country to pilot this recommendation. 

In FY16, ASSIST is channeling all core-funded Uganda VMMC CQI resources to support the MOH of 
Uganda and VMMC implementing partners to support a MOH-led study on tetanus vaccination. The 
overall objective of the study is to generate information needed to develop a national policy on integration 
of TTCV in the VMMC program in Uganda. 

Accomplishments and Results: 

 Developed study protocol (Q1). ASSIST supported the MOH to write a study protocol titled, 
“Evaluation of the Tetanus Vaccination Schedule and Antibody Responses Following Tetanus Toxoid 
Administration among Clients Seeking Safe Male Circumcision Services in Uganda”.  

The study has five objectives: 

1. To determine the rate of change of anti-TTV specific antibody concentrations by day 14, 28, and 
42 following booster shots on day 0 and day 28. 

2. To determine the sero-prevalence of protective anti-TTV specific antibody concentrations among 
males aged 10-49 years seeking safe male circumcision (SMC) services.   

3. To understand wound care practices among SMC clients. 
4. To determine: 



 

- The feasibility of tetanus vaccination before SMC service provision 
- Client's understanding of TT vaccination and SMC messages 
- TT vaccination completion rate (client's return rates) 
- Uptake of circumcision following vaccination 

5. To explore the mechanism of data capture for monitoring and evaluation and inclusion in the 
national health system. 

 The study received approval from IRB (October 28, 2015) at Makerere University College of 
Health Science and from the Uganda National Council for Science and Technology (January 
11, 2016).  

 Data collection (Q2). ASSIST is supporting data collection, analysis, report writing, and 
dissemination activities. All laboratory work including the lab supplies will be supported by Rakai 
Health Science Program. After completion of the study, the MOH and ASSIST will support IPs and 
sites to integrate the recommendations of the study in VMMC services. The findings of the study will 
directly inform the proposed MOH tetanus policy. 

 Staff based at study sites were trained on the protocol and other study procedures (Feb – 
March, 2016). Table 32 provides a list of trainings for study site staff. 
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Table 32. Uganda: Trainings conducted for study site staff (Feb-March 2016) 

Date  Site Participants Staff trained 

February 4 2016 Makerere University Hospital 
and Mengo Hospital  

31 Laboratory, counselors, 
In-charges, circumcisers 

February 7th -10th Fort Portal RRH 
Munobwa Tea Estate Clinic  
Mbarara Hospital  
Kabwohe HCIV  

13 
07 
08 
14 

Laboratory, counselors, 
In-charges, circumcisers 

February 11th Mukono HCIV,Kayunga HCIV 
and Kojja HCIV 

15 Laboratory, counselors, 
In-charges, circumcisers

February 12th Rakai Health Sciences Program  
Nkozi   

05 
08 

Laboratory, counselors, 
In-charges, circumcisers 

February 15th – 16th Busesa HCIV  
Masafu HCIV  
Princess Diana HCIV  

07 
09 
04 

Laboratory, counselors, 
In-charges, circumcisers 

March 3rd – 4th Gulu Hospital  
Kitugum Hospital   
Nebbi Hospital  

01 
15 
08 

Laboratory, counselors, 
In-charges, circumcisers 

 Data collection tools were finalized and shared with all the sites (Jan 2016). The teams were 
oriented on how to complete the tools (Feb 2016). The tools are interviewer administered.  

 Site initiation meetings were conducted at sites that were ready (Q2). Some sites did not readily 
have the tetanus toxoid (TT) vaccines and other logistics needed for integration of TT in VMMC and 
were thus not ready to start.  

 Site enrollment. There has been slow progress on enrollment due to the following reasons: 

o Sites that are USAID-supported have received communication to stop circumcision until after TT 
training and certification.  The USAID communication led to some stoppage of activities and has 
significantly slowed the enrollment and other study activities.  

o Some sites were informed about transitioning to new implementing partners, and this has slowed 
down some activities. 

o Some sites have also re-focused their circumcisions to the priority age group, 15-29 years. 
However, many are still conducting SMC for all eligible age groups (10+ years). 

 In the first month of data collection, 99 out of 2736 questionnaires were completed; none of the 
clients approached for participation declined. Ninety-eight out of 256 clients were approached for 
vaccination and blood draw, and all of them accepted.  
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Activity 3. Integrate CQI for VMMC activities in South Africa 

Overview: To increase sustainability and country ownership, USAID ASSIST will build the capacity of the 
Department of Health (DOH) at all levels to conduct continuous quality improvement. Through the 
involvement of national and provincial DOH staff, we will strive to integrate continuous quality 
improvement into VMMC services within the country. 

Accomplishments and Results: Since this activity is currently being carried forward with funding from 
USAID South Africa, please see the South Africa section of this report for additional information. 

Activity 4. Develop a VMMC EQA mobile application and support PEPFAR EQA 
visits in seven PEPFAR-supported countries 

Overview: Development of a mobile application will allow for real-time collection and analysis of data 
from EQA visits. When fully implemented, the mobile application will permit targeted assessments of the 
efficacy and quality of VMMC services, foster more rapid feedback, and facilitate timely action planning. 

The mobile application was pilot tested in Swaziland (October 2015) and Zimbabwe (December 2015), 
and it was rolled out in Tanzania and Lesotho during Q2. Results of the pilot test in Zimbabwe 
demonstrate that the mobile application does support rapid feedback to VMMC field teams: a draft report 
from the EQA visit was available and ready for review/approval just two weeks after the EQA site visits, a 
vast improvement on previous EQA visits. 

Accomplishments and Results:  

 The VMMC CQI mobile application was first used to support a USAID-led EQA mission to 
Swaziland (Oct 2015). Based on that experience, the mobile app, known as MMC Qual, was refined 
for application in Zimbabwe (Dec 2015). 

 Further tested VMMC CQI mobile application as part of joint EQA/SIMS visits to five sites in 
Lesotho (Jan 18- 22, 2016) and 12 sites in Tanzania (Jan 25- Feb 4, 2016). The assessment visits 
were conducted in collaboration with staff from USAID missions (US and country level), MOH and 
implementing partners. As of the end of Q2, EQA visits have been supported in four of the planned 
seven countries. Tables 33-34 show the results of the VMMC EQA/SIMS site visits in Lesotho and 
Tanzania where gaps were identified so that deficiencies could be addressed. 

Table 33. Lesotho: Results of VMMC EQA/SIMS site visits, 5 sites (Jan 2016) 

 

 

 Tool Description Mafeteng  Motebang QE II Scott Overall 
Tool 
A 

SOPs, Guidelines, Policies & Job 
Aids 

100.0% 82.6% 91.3% 87.0% 90.2% 

Tool 
B 

Facility, Supplies & Equipment 94.0% 78.8% 94.0% 100.0% 91.7% 

Tool 
C 

Client Record Review 77.9% 80.5% 80.0% 79.2% 79.4% 

Tool 
D 

Emergencies Management 75.0% 66.7% 70.0% 84.2% 74.0% 

Tool 
E 

Adequacy of Staff 100.0% 100.0% 100.0% 100.0% 100.0% 

Tool 
F 

Surgical Equipment & Procedure  
Not 

Assessed 
92.6% 92.0% 89.7% 91.5% 

Tool 
G 

Communication to clients 84.6% 99.1% 95.1% 93.8% 93.1% 

Tool 
H 

PrePex procedure 
Not 

Applicable 
Not 

Applicable 
Not 

Applicable 
Not 

Applicable 
Not 

Applicable 

Total Overall achievement 88.6% 85.8% 88.9% 90.6% 88.5% 

                                                         *Performance Score : = >85%+: Good); (70%- 85%: Fair); (<70%: Poor) 
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Table 34. Tanzania: Results of VMMC EQA/SIMS site visits, 12 sites (Feb 2016) 

 
 Developed EQA country and site-level reports for internal discussion within USAID: 

o Swaziland – 4 site reports and 1 overall report (Nov. 2015) 
o Zimbabwe – 5 site reports and 1 overall report (Jan. 2016) 
o Lesotho – 4 site reports and 1 overall report (Mar. 2016) 
o Tanzania – 12 site reports and 1 overall report (Apr. 2016) 

Activity 5. Develop and disseminate a web-based VMMC CQI toolkit 

Overview: We will develop a web-based toolkit of standardized tools and tested procedures to allow for 
more rapid and efficient start-up of CQI in VMMC programs. The web-based VMMC CQI toolkit will draw 
on ASSIST’s work in Uganda, South Africa, Malawi, Tanzania, and other countries. Hosted on the USAID 
ASSIST website with links to other USAID-supported platforms, such as the AIDSFree website, for 
broader dissemination, the VMMC CQI toolkit will offer a suite of tools to support the rollout of CQI in 
VMMC programming. It will showcase successful examples of describing how various implementing 
partners have applied QI approaches to increase the safety of VMMC procedures and reduce adverse 
events. We will promote the toolkit through webinars, presentations at international conferences and other 
events, and social media.  This activity also supports a range of activities that ASSIST does to 
disseminate our work on quality improvement for VMMC, including VMMC partner’s meetings and 
conferences.   

Accomplishments and Results: 

 ASSIST started gathering and organizing materials from relevant ASSIST country teams for 
potential inclusion in the toolkit (Q2). 

 Hosted a USAID OHA VMMC HQ Partners Meeting (Jan 13, 2016).  

 Planning underway for satellite session at 21st International AIDS Conference (AIDS 2016) in 
Durban. Session on “Voluntary Medical Male Circumcision Quality Assurance and Quality 
Improvement: Lessons Learned from East and Southern Africa” was accepted (February 2016). 

 Presented a session on “Ensuring safe, effective VMMC services through local quality 
improvement teams” at The 15th Annual Global Health Mini-University at George Washington 
University (March 4, 2016). 



 

 ASSIST is now hosting monthly webinar technical coordination meetings with OHA and all 
ASSIST countries that do work on VMMC (March 2016).  

Activity 6. Improving the quality of POC HTC in Kenya 

Overview: USAID has identified a critical need to improve the process of care so that HIV tests are 
conducted in accordance with national protocols and guidelines. The hope is that ultimately all clients are 
likely to get correct test results where and when they are needed. Long valued as the primary gateway to 
treatment, care and support, HIV testing and counseling has assumed even greater importance in recent 
years with the discovery that effective HIV treatment also reduces transmission of the HIV virus. HTC 
services have been scaled up rapidly to make testing more available in PEPFAR-supported countries, 
and many people now have increased access to HIV tests. Currently, the advent of test-and-treat 
approaches places quality concerns front-and-center, because patients are now being put on ART often 
based solely on POC rapid tests. In particular, many are concerned about Option B+, because 
misdiagnoses of pregnant women (false positives) result in unnecessary treatment that places them and 
their babies at risk of adverse events. 

USAID ASSIST will employ a quality improvement approach to develop a CQI package to improve the 
quality of HIV POC testing. Initially, South Africa was considered as the location for this activity, but after 
further consideration, Kenya is now proposed as the country of implementation. The scope of work for 
this improvement activity is being finalized and will be submitted to OHA for review and further 
communication with USAID Kenya. It is proposed that ASSIST implement the activity jointly with AMPATH 
Plus, a USAID service delivery implementing partner, in 11 directly supported high HIV prevalence sites in 
Kenya. It is expected that this activity will be completed by Q4 of FY17.  

Accomplishments and Results: 

 A revised scope of work was submitted to USAID Office of HIV/AIDS (OHA) on April 25, 2016. 

Activity 7. Finalizing and disseminating products from previous work plans 

Overview: ASSIST has been working on finishing five deliverables that were funded in previous work 
plans. In consultation with USAID, ASSIST will also disseminate these knowledge products using our 
existing platforms for information sharing. The pending products are: 

1) Report on community chronic care work in Uganda 
2) Patient self-management guide 
3) Uganda chronic care intervention final report and tools (including case study) 
4) Mali injection safety final report in English and French 
5) Tanzania AIMGAPS final report 

Accomplishments and Results: 

 Uganda community chronic care: During a TDY for another activity, in November, Ms. Kate Fatta 
from the ASSIST knowledge management team worked with Mabel Namwabira from Uganda in 
Kampala to fill in most of the documentation of the community chronic care intervention and final 
change package. The report was completed in February and is now in internal technical review.  

 Uganda chronic care cost-effectiveness analysis report: A manuscript detailing the key findings 
was submitted to the International Journal of Quality in Health Care in January.  The full report on the 
cost-effectiveness analysis of the Uganda chronic care intervention was completed in Q2 and 
published on the ASSIST website.   

 Tanzania AIMGAPS: Because repeated requests for travel concurrence for Ms. Fatta to travel to 
Tanzania to work with the team there to complete the AIMGAPS report have not received a response 
from the USAID mission, we have rethought the plan for final products on this work and decided to 
combine all pending products (manuscripts and technical report) into a single technical report.  
Additional information was received in December from Dr. Betty Hizza, and Dr. Sarah Lunsford has 
begun integrating the qualitative findings into the single report. Ms. Fatta traveled to Tanzania in 
March to continue work on the report with Dr. Hizza.   
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 Work on the other pending products (Uganda chronic care, patient self-management, and Mali safe 
injection) was delayed due to ASSIST annual reporting and a desire to focus first on pending health 
workforce development deliverables for OHA. 

Improvement in Key Indicators 

Activity Indicator Baseline  
(Sept 2014) 

Last value  
(Sept 2015)  

Apply QI principles to 
improve injection 
safety and waste 

1. Compliance with safe injection procedure  
(7 criteria) 68.0% 87.0% 
2. Compliance with safe injection practices in 

management 
practices to reduce 
the transmission of 
blood-borne 
infections such as 

the facility (7 criteria) 64.5% 85.4% 

3. Health care worker safety (5 criteria) 13.5% 84.7% 
4. Health care waste management practice (6 
criteria)  30.0% 88.4% 

HIV, Hepatitis B and 
Hepatitis C 
(Swaziland-
Implementation) 

5. Policies, guidelines, job aids (4 criteria) 0 90.0% 
6. Equipment and supplies (4 criteria)  0 52.3% 
7. Availability of structures for to provide QI 
knowledge to service providers (3 criteria) 0 68.0% 

Challenges and Remedies  

Activity 1: Improving injection safety in Swaziland  

The delayed ethical approvals from the Swaziland Ethics Committee for the end line research study due 
to the addition of patient level data collection to the original research questions delayed commencement 
of the end line data collection. The back and forth correspondences with the SEC and consultations and 
assistance from HQ eventually cleared concerns related to changes being introduced at the end line in a 
longitudinal study.  

Activity 4: Develop a VMMC EQA mobile application and support PEPFAR EQA visits in seven 
PEPFAR-supported countries 

The lack of consistent internet in countries was a challenge, as the system has been designed to be web-
based. This challenge was overcome through purchasing local sim cards for the Samsung tablets used, 
and utilizing local data platforms. 

Improving Equity 

Activity 5: Develop and disseminate a web-based VMMC CQI toolkit 

Gender integration will be addressed in the toolkit, including the ASSIST technical brief on Gender 
Integration in VMMC and ASSIST’s work on female partner involvement in multiple countries.  

Knowledge Management Products and Activities 

Activity 7: Finalizing and disseminating products from previous work plans 

 Uganda chronic care cost-effectiveness analysis report: A manuscript detailing the key findings 
was submitted to the International Journal of Quality in Health Care in January.  The full report on the 
cost-effectiveness analysis of the Uganda chronic care intervention was completed in Q2 and 
published on the ASSIST website.   

Planned Activities Next Quarter: April – June 2016 

Activity 1: Improving injection safety in Swaziland  

 Complete endline data collection and begin analysis 

Activity 2: Integrating CQI in VMMC in Uganda: Tetanus Mitigation Study 

 Conduct regular site support visits to study site 

 Complete data collection 
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Activity 4: Develop a VMMC EQA mobile application and support PEPFAR EQA visits in seven 
PEPFAR-supported countries 

 Conduct EQA visits to countries: Namibia, Malawi, TBD 

Activity 5: Develop and disseminate a web-based VMMC CQI toolkit 

 Develop structure and pieces to be included in the VMMC CQI toolkit 

 Dr. Donna Jacobs and Dr. John Byabagambi will travel to Washington to conduct briefings for OHA 
and CDC (June 21), coordinate and participate in a VMMC CQI webinar for USG staff (June 22), and 
participate in global VMMC partners meeting (June 23). 

Activity 6: Improve the quality of point-of-care (POC) HIV testing and counseling (HTC) in Kenya 

 Decide on sites for implementation 

 Finalize scope of work and tools 

 Obtain IRB approval, if necessary 

Activity 7: Finalize and disseminate deliverables 

 Complete and publish on the ASSIST website: 1) Mali safe injection final report, 2) Uganda chronic 
care full report, 3) Patient Self-Management Guide, 4) Uganda Community Chronic Care report, and 
5) Tanzania AIMGAPS final report,  
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Nutrition Assessment, Counseling, and Support (NACS) and 
Partnership for HIV-Free Survival (PHFS) 

Background 

Nutrition and food security are vital to improving and maintaining the health of people living with HIV 
(PLHIV). Infection with HIV increases an individual’s energy and nutrient requirements. Malnutrition 
accelerates the progression from HIV to AIDS and leaves PLHIV more vulnerable to opportunistic 
infections that further compromise their health and well-being. Poor nutrition also affects the efficacy of 
antiretroviral drugs and the adherence of PLHIV to those drugs.  

Services that identify and address malnutrition in PLHIV are most effective when integrated into existing 
HIV treatment and care systems. The USAID HCI and ASSIST projects have implemented nutrition 
assessment, counselling, and support (NACS) in several countries, including Malawi, Kenya, and 
Uganda, with significant results in identifying and improving the nutrition status of PLHIV. The projects 
have improved management and nutrition status of malnourished PLHIV by: integrating NACS into 
facility-based ART, PMTCT, and MNCH services; strengthening community-facility linkages; and 
strengthening the capacities of district health managers and care providers to apply improvement skills. 
To date, these projects have focused primarily on case identification and categorization as well as 
retention of malnourished clients. Currently, there is a need to focus more on effectiveness of treatment 
for malnutrition, as well as on how the NACS services contribute to HIV/AIDS support.  

Engagement, adherence, and retention of HIV-positive patients remain low in many settings, and their 
determinants are often poorly understood. A successful intervention depends on an improved 
understanding of their causes. Using the QI approach, ASSIST works to improve clinical care through 
increased diagnosis and better management of PLHIV by applying an integrated approach including 
biomedical services, NACS, and counseling/self-management support. 

The 2013 WHO PMTCT and infant feeding guidelines require significant changes in provider practices in 
terms of counseling and ongoing follow-up and recommendations to women regarding breastfeeding, 
supplementary feeding, weaning, and follow-up after weaning.  Additionally, the recommendations 
regarding ARV protection for HIV-exposed infants raise new challenges in terms of ARV eligibility 
determination, supply chains, administration, adherence, and tolerance of side effects for mothers taking 
ARVs and for infants taking Nevirapine. 

Countries adopting the 2013 guidelines are in various phases of roll-out.  Some have only just begun the 
process. Others have achieved large scale roll-out in principle, but still face very significant challenges 
which prevent facilities from providing consistent, high-quality, evidence-based services. Starting in May 
2014, USAID ASSIST, in coordination with the efforts of the Partnership for HIV-Free Survival (PHFS), 
was tasked to provide global technical leadership across the six participating countries. USAID ASSIST is 
already supporting clinics and communities to improve postnatal PMTCT care for HIV-infected mothers 
and their infants to maximize HIV-free survival of infants. The goal of PHFS is to accelerate the progress 
of existing national programming using QI methodologies and existing multi-country learning platforms to 
share successful ideas, models, and interventions. 

Program Overview 

What are we trying to accomplish? At what scale? 

1. Global leadership for PHFS 

 Provide global technical leadership across the six 
participating countries 

6 PHFS countries and globally  

2. Provide improvement technical assistance and leadership for PHFS  

 Apply improvement principles to reduce the transmission of 
HIV from mother to exposed infant and keep both mother 
and baby alive and in care (integrate nutrition into PMTCT 
care) 

Kenya, Lesotho, Tanzania, and 
Uganda 
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What are we trying to accomplish? At what scale? 

3. Provide improvement technical assistance and leadership for NACS 

 Provide global technical leadership and share learning 
across countries integrating NACS into HIV care 

Provide leadership and share learning 
across 2-3 countries (additional 
countries soon to implement NACS 
may join in future) 

4. Apply improvement principles to implement an integrated, person-centered approach to HIV 
and nutrition care using the NACS platform to improve engagement, adherence, and 
retention (EAR) for PLHIV 

 

 

Using the improvement approach to integrate nutrition and 
a self-management approach to counseling to improve 
PLHIV patient engagement, adherence, and retention. 
Strengthening the capacities of district health managers 
and care providers to apply improvement skills 

Limited number of high-volume sites in 
Kenya, Tanzania, & Uganda.  

Uganda: 10 (5 intervention and 5 
control) facilities in 9 districts 

       Improvement Activity   Cross-cutting Activity 

Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1. Global leadership for PHFS 

Overview: The objectives for the PHFS global leadership are to coordinate, document, share, and 
publish learning. To build on existing global knowledge about PMTCT care and infant feeding, ASSIST 
will work with health workers and implementing partners to harvest learning about interventions that 
worked in sites to share globally.   

Accomplishments and Results: 

 Organized the fourth PHFS Quarterly Webinar (Q1). The Institute for Healthcare Improvement’s 
(IHI) Project Fives Alive! (PFA!) shared key lessons in October 2015 from seven years of successfully 
scaling up high-impact maternal and child health interventions across Ghana using QI. The PFA! is a 
partnership between IHI and the National Catholic Health Service of Ghana.  

 Attended a meeting at UNICEF in NYC to discuss dissemination of the new WHO HIV and 
Infant Feeding Guidelines in December 2015 (Q1). 

 Organized the fifth PHFS Quarterly Webinar (Jan 2016). PHFS countries identified cross-country 
learning as one of the primary needs in strengthening their PMTCT knowledge base and capacities 
towards mainstreaming PHFS learning into national PMTCT programs. The webinar covered the 
planning and process of these knowledge exchanges and described the value added to global PHFS 
learning. Country representatives who participated in these exchanges also provided their 
perspectives.  

 Organized the PHFS Global Leadership Meeting in Dar es Salaam, Tanzania (Feb 9-10, 2016). 
Forty (40) participants attended the meeting, representing all six PHFS countries, implementing 
partners, global partners, USAID, and MOH representatives who are closely involved in 
PHFS/PMTCT from five of the six countries (Lesotho, Uganda, Mozambique, Tanzania, Kenya). The 
meeting fulfilled several objectives: 
o To share changes and results leading to improvement across the PMTCT path in order to 

uncover and understand what each country has learned through PHFS activities,  

o To identify key ways to embed QI approaches into the system, 

o To learn best ways to mainstream PHFS learning/activities into National PMTCT programs, 

o To discuss current and future plans for scale-up and how to sustain the gains made, and   

o To plan next steps for documenting and spreading what we have learned regionally and globally.  

A pre-meeting was held on Feb 8 for a small group of representatives from USAID, WHO, IHI, 
HEALTHQUAL, and ASSIST. At this meeting, the group agreed to develop a supplement for 
publication in JAIDS (11 open-access papers) on the concept “multi-country initiative to improve ART 
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delivery and mother-baby retention in care.” The plan is to submit the supplement within the calendar 
year (December 2016) for publication in the first quarter of 2017. USAID ASSIST will lead the 
authorship of at least two of the papers and will be co-authors or contributors on all the other papers 
but two. 

 Presented at the Global Health Mini-University on the topic “Applying Improvement to Keep 
HIV+ Mothers and Infants in Care” on March 4, 2016. 

Activity 2. Provide improvement technical assistance and leadership for PHFS 

Overview: ASSIST Bethesda staff will continue to support and provide technical assistance to ASSIST 
countries supporting PHFS activities: Uganda, Kenya, Tanzania, and Lesotho. All PHFS improvement 
work in these four countries is supported using Mission funding. To learn what is working, ASSIST 
Bethesda staff will work with country teams to harvest and document learning.  In addition, we will work 
with government workers to scale up to new sites. The scope of these activities includes providing 
improvement technical assistance to: 

 Reduce the transmission of HIV from mother to baby 
 Keep HIV-positive mothers and babies alive and in care 
 Assess for nutritional status and properly categorize, counsel, treat, and support mother-baby pairs 
 Track compliance with national PMTCT and infant feeding guidelines 

Accomplishments and Results: 

 Provided technical support to Uganda, Tanzania, Kenya, and Lesotho on strengthening their 
databases (Jan-Feb 2016). Worked with the Uganda team to show comparison data alongside 
results from their 22 PHFS demonstration sites in four key indicators (see Figures 133-136). The 
comparison data was collected from a small number of sites, but differences are clear when 
contrasted with the data from PHFS sites.  

Figure 133. Uganda: Proportion of HEI who receive their final rapid test at 18 months, 22 PHFS and 
3 comparison sites (Jun 2013 – Sept 2015) 
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Figure 134. Uganda: Percentage of HIV-exposed infants in PMTCT programs that are alive at 18 
months of age and HIV-positive, 22 PHFS sites and 3 comparison sites (Feb 2013 – Aug 2015) 

 
 

Figure 135. Uganda: Percentage of HIV-positive mothers who receive IYCF counselling at each 
visit, 22 PHFS sites and 3 comparison sites (Jul 2012 – Jul 2015) 
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Figure 136. Uganda: Proportion of mother-baby pairs retained in care each month, 22 PHFS sites 
and 3 comparison sites (Feb 13 – Aug 15)  

 

Activity 3. Provide improvement technical assistance and leadership for NACS  

Overview:  ASSIST continues to support nutritional status of HIV clients by tracking clients who are 
assessed for nutritional status and properly categorized, counseled, treated, and supported.  

Accomplishments and Results: 

 Supported ASSIST Zambia to develop a virtual site visit in the format of a photo essay for the 
NACS work in Kitwe, in partnership with FANTA III and LIFT II from Nov-Dec 2015 (Q1). The 
photo essay describes the experience and flow of a client visiting the clinic for ART and NACS 
services and show the various steps of the care process managed by the three projects. 

o The virtual site visit was presented by the three projects to an audience of USAID Zambia and 
Washington, DC at the USAID Mission in Lusaka on December 7th. It will be refined based on 
feedback and posted on the ASSIST website.  

 Please see the sections for Zambia and the Côte d’ Ivoire in the QRM report for other NACS 
accomplishments and results.  

Activity 4. Apply improvement principles to implement an integrated, person-
centered approach to HIV and nutrition care using the NACS platform to improve 
EAR for PLHIV 

Overview: ASSIST uses improvement approaches to improve HIV-positive patient engagement, 
adherence, and retention using the NACS platform to integrate nutrition and a self-management approach 
to counseling. The research questions are as follows: 

• What are the causes of non-adherence and loss to follow-up with ART? 

• What changes to service delivery could improve engagement, adherence, retention and 
wellness? 

• What information is being imparted to / understood by clients during counseling sessions, and 
subsequently acted upon (self-management)? 
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Accomplishments and Results: 

 Conducted self-management support trainings in three countries; Uganda, Kenya, and 
Tanzania (Sept – Oct 2015)  

 Conducted improvement activities in the three countries post self-management support 
training—this support is continuous (Q1-Q2). Figures 137-138 show the progress of this 
improvement work in Northern Uganda. 

Figure 137. Northern Uganda: Percentage of clients screened for nutrition status, 5 intervention 
sites (May 2015 – Jan 2016) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Tested changes (From 2-5 sites reporting) 

- Involved community linkage facilitators (CLFs) in screening clients 

- Linked appointment keeping to nutrition screening 

-  Put a column in the dispensing log to record MUAC results of screened clients  

- Improvised a counter book to record results of all screened clients  

- Client is not worked on unless screened for malnutrition  

- For nt is not worked on unless screened for malnutrition ed clients ed clients re secluded areas 

-  Mentored a pool of educated clients e.g. teachers and students to assess their colleagues 
on busy clinic days 



 

292 Performance Period: October 1, 2015–March 31, 2016 

Figure 138. Northern Uganda: Percentage of clients keeping their HIV/ART care appointments, 5 
intervention sites (May 2015-Jan 2016) 

 
 
 
 
 
 
 
 
 
 

 

 

 

 Supported a fourth country, Zambia, to begin EAR work, which started in Sept 2015 (Q1-Q2). 
Zambia’s work is Mission-funded and progress will be presented in the Zambia report. The self-
management support training in Zambia took place in January 2016.  

Improvement in Key Indicators 

Activity Indicators  Baseline 

(5 sites) 

Last Value 
(Jan 2016, 

5 sites) 

Implement an integrated, 
person-centered approach to 
HIV and nutrition care using the 
NACS platform to improve 
engagement, adherence 
(Uganda) 

Percentage of clients screened for 
nutrition status at 5 intervention 
sites 

21%  
(Jun 2015) 

92%  

Percentage of clients keeping their 
HIV/ART care appointments at 5 
intervention sites 

48%  
(May 2015) 

71%  

Tested changes 

- Allocated a person to update the register 

- Educated clients on importance of keeping appointments 

- Improved clinic flow to reduce waiting time 

- Conducts roll call 4 times on a clinic day 

- Weekly data review 

- Immediate updating of register 

- Generated a list of those lost to follow-up for tracing  

-Co-opted linkage facilitators to update register 



 

Improving Equity 

 Countries implementing the EAR work are collecting sex-disaggregated data at baseline and one 
country (Uganda) has been reviewing the findings to assess what differences in engagement, 
adherence, and retention exist between males and females. If differences are identified, improvement 
efforts will be targeted to close those identified gaps. 

Knowledge Management Products and Activities 

 Lesotho-Uganda knowledge-exchange visit report (October 2015) 
https://www.usaidassist.org/resources/uganda-lesotho-knowledge-exchange-partnership-hiv-free-
survival 

 Zambia NACS Progress Report (October 2015) https://www.usaidassist.org/resources/assist-zambia-
nacs-progress-report 

 Completed the Kenya-Tanzania knowledge-exchange visit report (March 2016) and submitted for 
USAID review.  

 Developed and launched the PHFS Learning Platform 
(https://www.usaidassist.org/toolkits/partnership-hiv-free-survival-learning-platform) on the ASSIST 
website. The PHFS Learning Platform draws on a compendium of resources and approaches from 
country teams that are harvesting and documenting learning and work with governments to 
mainstream the approaches that PHFS has championed within national PMTCT programs.  

Planned Activities Next Quarter: April – June 2016 

 Present PHFS results at the International Forum on Quality and Safety in Healthcare (April 2016). 
 Technical support trip to Zambia for their EAR work in Kitwe.  
 Begin writing PHFS manuscripts for publication in JAIDS Supplement.  
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5. COMMON AGENDA ACTIVITIES 

GLOBAL TECHNICAL LEADERSHIP 

Background 

The USAID ASSIST Project’s global technical leadership activities on behalf of USAID seek to further 
advance and inform the field of improvement globally by engaging and building capacity of USAID 
implementing partners and global health organizations to expand the application of improvement 
approaches. The project aims to serve as a conduit and catalyst for sharing, learning, and advancement 
in the field of improvement applied to health and social services. 

USAID ASSIST technical leadership and communication activities build on publications and relationships 
developed under the seven years of the USAID HCI Project. They seek to raise the global health 
community’s understanding of the contribution of improvement methods to health systems strengthening 
and demonstrate how USAID investment in this project provides good value for money by producing 
meaningful results linked to USAID’s Global Health priorities of Ending Preventable Maternal and Child 
Deaths and AIDS-Free Generation. 

Technical leadership activities are carried out primarily by the project management, technical unit leads, 
and country teams, with support provided by the project’s knowledge management (KM) and 
communications team for the development of technical publications and conference presentations. 

Program Overview 

What are we trying to accomplish?* At what scale? 

1. Increase application of improvement methods 

 Expand the use of modern improvement approaches in USAID-assisted health 
care systems and by USAID cooperating agencies through global technical 
leadership for USAID’s worldwide efforts to improve health care in developing 
countries 

Global, regional 

2. Demonstrate results 

 Demonstrate the results of USAID’s investment in health care quality 
improvement 

Global, regional 

 = Cross-cutting Activity 

Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1. Increase application of improvement methods 

Overview: As the USAID Office of Health Systems’ flagship project on improvement, USAID ASSIST has 
a mandate to coordinate and collaborate with international agencies and United States Government 
implementing partners to expand the application of modern improvement methods, particularly in USAID-
assisted countries and in support of USAID global health priorities. The project fulfills this role by raising 
awareness of the value of improvement methods through staff participation in technical working groups 
and expert consultations and contributions to frameworks, issue papers, and working papers.  

Accomplishments and Results: 

Presentations and expert consultations to expand the application of improvement methods: 

 Convened an in-person meeting of the OVC Task Force (Oct. 7, 2015). Diana Chamrad, ASSIST 
Senior Advisor for Vulnerable Children and Families, was invited to join the leadership team of the 
inter-agency OVC Task Force. The Task Force convened an all-day learning event at URC 
headquarters focused on the implications of PEPFAR 3.0 for OVC programming. Dr. Chamrad and 
other ASSIST staff are participating in the activities of the Task Force to ensure that our experience 
with applying improvement methods to OVC programming are represented. 



 

 Cost-effectiveness analysis (CEA) training for US Government staff (Nov. 16-20, 2015). Edward 
Broughton led a five-day CEA training for USG and partner staff from South Africa, Lesotho, and 
Mozambique, convened by USAID in Maputo, Mozambique. Participants included 16 staff from 
USAID Mozambique, one from USAID Rwanda, three from CDC, one from OGAC, three from 
Mozambican NGOs, and two from the Ministry of Health of Mozambique.  

 Presented on improvement at the LAC Newborn Alliance Regional Meeting (Nov. 16-17, 2015). 
Jorge Hermida represented the USAID ASSIST Project at the Annual Meeting of the LAC Neonatal 
Alliance, held in Panama City, Panama. ASSIST is a founding member of the Alliance, which is 
celebrating ten years of continued work in the region; Alliance members include PAHO, UNICEF, 
USAID, UNFPA, and SM2015. Through the Alliance, ASSIST multiplies the reach and impact of its 
MNCH knowledge management tools (website www.maternoinfantil.org, three communities of 
practice and one internet-based improvement collaborative to reduce newborn infections).  

 Quality management workshop for National Institute of Public Health in Cambodia (Feb. 2016). 
Participation by ASSIST Senior Regulation Advisor Alyson Smith. 

 Convened Governance and Quality Product Development Roundtable Meeting in Dar es 
Salaam, Tanzania (Feb. 29-March 1, 2016). Some 30 participants from 11 countries met to discuss 
best practices and lessons learned from governing quality. The meeting was convened by USAID 
ASSIST together with the Health Finance and Governance Project. 

 Applying improvement methods to antimicrobial resistance (Mar. 11-14, 2016). In coordination 
with the World Alliance against Antibiotic Resistance, Nigel Livesley presented on how improvement 
methods can be applied to antimicrobial resistance and HIV at the 12th International Congress on 
AIDS in Asia and the Pacific, held in Dhaka, Bangladesh. 

 Conducted QI training for ASSIST staff in DRC (Mar. 2016).  M. Rashad Massoud visited DRC and 
conducted a QI training for the ASSIST team. 

Activity 2: Demonstrate results 

Overview: The project seeks to advance the field of improvement by testing and demonstrating the 
effectiveness of improvement approaches in health care, health workforce development, and social and 
community services for vulnerable children and families. Through dissemination of findings and results 
from technical assistance and research and evaluation activities, the project contributes to the evidence 
base for the application of modern improvement methods and makes the case for why investment in 
improvement approaches offers value for money. 

Accomplishments and Results: 

 Active engagement of ASSIST staff at five international health meetings and three regional 
meetings: As shown in Table 35, ASSIST had an active presence at five global, three regional, and 
one USAID-sponsored conference during the first half of FY16, including the International Society for 
Quality in Health Care (ISQua) annual conference, the Global Maternal Newborn Health Conference, 
the International Conference on Family Planning, and the Global Health Mini-University. In all, 
ASSIST staff and partners made 18 oral presentations and led two workshops and 9 speaker 
sessions at the nine conferences during the first two quarters of FY16. 
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Table 35: USAID ASSIST Project conference participation (Q1-2 FY16) 

Conference USAID ASSIST Staff Presentations 

International 
Society for Quality 
in Health Care 
Oct. 4-7, 2015 
Doha, Qatar 
 

 

 

 

Pre-conference workshop “Sure your improvement effort is really worth 
it?” led by Edward Broughton  

Panel discussion “Lessons learned from the Ebola response: how to 
improve health care safety and quality” led by M. Rashad Massoud with 
Shams Syed and Neelam Dhingra-Kumar of WHO 

“Quality strategies to improve healthcare” led by M. Rashad Massoud and 
Amanda Ottosson 
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Conference USAID ASSIST Staff Presentations 

 

 

 

 

 

 

 

 

 

“Using a culturally-sensitive approach to improve patient care” led by 
Taroub Faramand, WI-HER, LLC 

Oral presentation “The Chronic Care Model improves HIV patient care in 
Uganda” by Edward Broughton 

Oral presentation “Working with a cascade approach to monitor and 
evaluate HIV chronic care outcomes” by George Aluma  

Oral presentation “Towards an HIV-free generation: Putting the needs 
and values of HIV-positive mothers and their babies at the forefront of 
their care” by Tamara Nsubuga-Nyombi 

Oral presentation “Improving timely access to ART amongst TB/HIV co-
infected ART naïve clients: successes from high TB/HIV-burden Kampala 
City, Uganda” by Connie Namajji 

Oral presentation “Improving care for patients with non-communicable 
diseases in Georgia is cost-saving” by Edward Broughton 

Oral presentation “The role of PHC supervision in continuous quality 
improvement: Results from an evaluation in 96 health facilities in 
Mpumalanga Province, South Africa” by Donna Jacobs  

Oral presentation “The role of government in fostering health care quality 
improvement in low-resource settings: Experience from Uganda” by 
Herbert Kisamba  

Oral presentation “Increasing Community TB case detection in an urban 
setting. A community-led intervention” by Herbert Kisamba  

Global Maternal 
Newborn Health 
Conference 
Oct. 18-21, 2015 
Mexico City, Mexico 

 

 

 

 

Oral presentation “Improving Access to and Quality of Essential Obstetric 
and Newborn Care in Cotopaxi, Ecuador: A Controlled, Prospective 
Evaluation” by Jorge Hermida 

Oral presentation “System level Integration of Mother-Baby Services to 
Eliminate Mother to Child Transmission of HIV|AIDS (EMTCT): The 
Missing Link” by Isaac Chome 

Oral presentation “Improving Measurement and Quality: Maternal Death 
Surveillance and Response in Botswana” by Morrison Sinvula 

Jorge Hermida also moderated the panel, “Innovative and Collaborative 
Regional Response to Improved Newborn Surveillance in Latin America 
and the Caribbean” 

Asia Pacific 
Academic 
Consortium for 
Public Health 
Conference 
Oct. 21-23, 2015 
Bandung, Indonesia 

 Oral presentation “Hospital Accreditation Process Impact Evaluation 
(HAPIE): Patient satisfaction at the early stage of National Health 
Insurance (NHI) implementation: A comparative study before and after 
NHI implementation at nine class A public hospitals in Indonesia” by 
Kamaluddin Latief (Center for Family Welfare, Universitas Indonesia) 

3rd World Congress 
on Integrated Care 
and the 8th National 
Congress of 
Integrated Medicine   
Nov. 19-21, 2015 
Mexico City, Mexico 

 

 

Oral presentation “Rationale for improving integrated service delivery: 
Reduced cost and improved care in Georgia” by Tamar Chitashvili 

Dr. Chitashvili’s presentation was awarded the “Integrated Care Prize” for 
best paper presented at the conference. 



 

Conference USAID ASSIST Staff Presentations 

Jordan Health Care 
Accreditation 
Council Conference  
Nov. 23-25, 2015 
Amman, Jordan 

 

 

 

M. Rashad Massoud led a half-day skill-building workshop, “Improvement 
101” 

Oral presentation “The importance of real time data” by M. Rashad 
Massoud 

Oral presentation “Managing knowledge to improve care” by M. Rashad 
Massoud 

International 
Conference on 
Family Planning 
(ICFP) 
25–28 January 2016 
Nusa Dua, Indonesia 

 

 

Oral presentation “Addressing myths and misconceptions to increase the 
use of contraceptives: Uganda quality improvement approach” by Rosette 
Birungi 

ASSIST sponsored the participation of Dr. Placid Miyaho and Sr. Miriam 
Namugeere of the MOH in the session, “Quality across the continuum: 
how do we ensure that care is respectful and women-centered?” 

Prince Mahidol 
Award Conference 
26-31 January 2016 
Bangkok, Thailand 

 Oral presentation “Findings from the CHW Harmonization Study 
Conducted by the USAID ASSIST Project” by Jan-Walter De Neve of 
Harvard T.F. Chan School of Public Health 

IBFAN Regional 
Conference 
1-4 February 2016 
Kampala, Uganda 

 Oral presentation “The Global Partnership for HIV-Free Survival (PHFS): 
Improving eMTCT and Infant Feeding” by Tamara Nsubuga-Nyombi 

Global Health Mini-
University 
March 4, 2016 
Washington, DC 

 

 

 

 

 

 

Policy Choices: Improving Quality While Reducing Costs of NCD 
Services (Tamar Chitashvili) 

Ensuring Safe, Effective VMMC Services Through Local Quality 
Improvement Teams (Sharon Stash) 

Simple Rules for Collaborating, Learning and Adapting (Lani Marquez, 
Kate Fatta, Sid Deka)  

Governing Quality – The Secret Sauce to Successful UHC (Amanda 
Ottosson and Ruben Frescas of WHO with Altea Cico and Kelley Laird 
from Health Financing and Governance)   

Applying Improvement to Keep HIV+ Mothers and Exposed Infants in 
Care (Anisa Ismail) 

Why Is Quality Improvement within UHC (M. Rashad Massoud), within 
the lunchtime panel “Looking at UHC through the lens of Essential 
Packages of Health Services” 
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 Abstracts and speaker proposals submitted: During the second quarter of FY16, ASSIST staff 
submitted 21 abstracts and two satellite proposals for AIDS 2016.  The two satellites were accepted, 
and six of the abstracts were accepted as poster presentations.  ASSIST staff submitted five speaker 
proposals (one was accepted) and nine abstracts (not decided yet) for the 2016 ISQua conference, to 
be held in Tokyo in October.  Staff also submitted four organized sessions (none accepted) and five 
lone abstracts (not decided yet) for the Global Symposium on Health Systems Research, to be held in 
Vancouver, Canada in November. 

 Continued developing British Medical Journal Quality Improvement Reports (BMJ QIR): During 
the reporting period, one article was submitted to BMJ QIR (“Strengthening pharmaceutical human 
resources and improving medicines availability and use in Uganda”), however the BMJ reviewers felt 
that additional information was needed before it was suitable for the journal. ASSIST decided to 
withdraw the submission because we did not feel the article fit the guidelines required by the BMJ 
reviewers. The manuscript will be revised for submission to Human Resources for Health. As of 
March 31, 2016, another eight reports are in development and another two reports are being planned 
by country teams. 
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 Three articles published in peer-reviewed journals: As listed in Table 36, ASSIST staff published 
three articles in peer-reviewed journals during the first two quarters of FY16. During the period, the 
project completed three case studies, 14 technical reports, one guide, five short reports, 23 annual 
reports, and one eLearning course describing project-supported improvement approaches and 
results. Three videos were posted on the project’s VIMEO page and embedded on the ASSIST 
website. The PHFS Learning Platform was launched on the ASSIST website in February.  

Table 36: USAID ASSIST Project publications (Q1-2 FY16) 

Articles Published in Peer-Reviewed Journals 
Chitashvili T. Rationale for improving integrated service delivery: reduced cost and improved care in 
Georgia. Conference Abstract published in International Journal of Integrated Care Vol 15 17 Nov 
2015, WCIC3 Supplement: URN:NBN:NL:UI:10-1-117353. Available at: 
http://www.ijic.org/index.php/ijic/article/view/2333/3114 
Clarke D, Duke J, Wuliji T, Smith A, Phuong K, San U.  Strengthening health professions regulation 
in Cambodia: a rapid assessment. Published 10 March 2016 in Human Resources for Health 14:9.  
Sarin E, Lunsford SS, Sooden A, Rai S, Livesley N. The Mixed nature of incentives for community 
health Workers: lessons from a qualitative study in two districts in India. Published 14 March 2016 in 
Frontiers in Public Health 4:38. doi: 10.3389/fpubh.2016.00038. 
Case Studies (Date Published) 

Supporting vulnerable children to return and stay in school: Lessons learned from three Village Child 
Protection Committees in Amuru Sub-county, Uganda. Case Study (December 2015) 
Integrating Nutrition Services in HIV and TB care in Kitwe, Zambia (submitted for USAID Mission 
review) 
Intégration du Genre dans l’Amélioration de la Qualité : Augmenter l’accès aux services de santé 
pour les femmes en milieu rural au Mali. Etude de cas (submitted for USAID Mission review) 
Technical and Research Reports (Date Published) 

Development of Minimum Care Standards for Orphans and Vulnerable Children in Haiti. Final Report 
(October 2015) 
Technical Advisory Group Meeting for the USAID Applying Science to Strengthen and Improve 
Systems (ASSIST) Project. Meeting Report (October 2015) 
East Africa Core Competency Framework for Quality Improvement. Technical Report (October 2015) 

Report on Voluntary Medical Male Circumcision Baseline and Follow-on Assessment for Continuous 
Quality Improvement. Malawi. Technical Report (December 2015) 

Improving Alcohol and Tobacco Control During Pregnancy in Ukraine. Final Report (December 2015) 

Botswana Maternal Mortality Reduction Initiative. Technical Report (March 2016) 
The effectiveness and efficiency of implementing the chronic care model for HIV care in Uganda. 
Research and Evaluation Report (March 2016)  
Validation of data in the USAID ASSIST Project HIV care improvement activities in Tanzania.  
Research and Evaluation Report (March 2016). 
Data validation report for the USAID ASSIST Project orphans and vulnerable children improvement 
work in Malawi.  Research and Evaluation Report (March 2016) 
Malawi Children’s Corners Situational Assessment (submitted for USAID review) 

Tanzania-Kenya knowledge exchange for the Partnership for HIV-Free Survival: Reflections and 
recommendations (submitted for USAID review) 
Validation of quality improvement team functionality in Kenya (submitted for USAID review) 

Do quality improvement initiatives lead to improved work culture? A qualitative study of six 
government health facilities in India (submitted for USAID review) 
Strengthening the Village Health Team response to the malaria epidemic in Northern Uganda 
(submitted for USAID review) 
Guides and Tools (Date Published) 

Singh R, Singh M, Jha R, Sharma P, Livesley N. 2016. Improving Quality in Healthcare. A practical 
guide for healthcare providers.   
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Short Reports (Date Published) 

USAID ASSIST Project Zambia Quality Improvement Progress Report. Short Report. (October 2015) 
Evaluation of Thematic Change Package in Six States of India. Research Summary (December 
2015) 
USAID ASS
(December 

IST Project: Strengthening Health Systems for Better Outcomes. Short Report 
2015) 

How to include the denominator or "n" on charts. Short Report (February 2016) 
Responding to gender issues to improve outcomes in nutrition assessment, counseling, and support 
services.  Technical Brief (submitted for USAID review) 
Annual Reports (Date Published) 

ASSIST Mali Country Report FY15 (October 2015) 

ASSIST Haiti Country Report FY15 (October 2015) 

ASSIST Malawi Country Report FY15 (November 2015) 

USAID ASSIST Project Annual Performance Monitoring Report FY15. Performance Period: October 
1, 2015- September 30, 2015 (November 2015) 

ASSIST Documentation and Knowledge Management Report FY15 (December 2015) 

ASSIST Research and Evaluation Report FY15 (December 2015) 

ASSIST Botswana Country Report FY15 (December 2015) 

ASSIST Burundi Country Report FY15 (December 2015) 
ASSIST Cambodia Country Report FY15 (December 2015) 
ASSIST Cote d’Ivoire Country Report FY15 (December 2015) 

ASSIST Democratic Republic of Congo Country Report FY15 (December 2015) 

ASSIST India Country Report FY15 (December 2015) 

ASSIST Indonesia Country Report FY15 (December 2015) 

ASSIST Kenya Country Report FY15 (December 2015) 

ASSIST Lesotho Country Report FY15 (December 2015) 
ASSIST Mozambique Country Report FY15 (December 2015) 

ASSIST Nicaragua Country Report FY15 (December 2015) 

ASSIST South Africa Country Report FY15 (December 2015) 
ASSIST Swaziland Country Report FY15 (December 2015) 

ASSIST Tanzania Country Report FY15 (December 2015) 
ASSIST Uganda Country Report FY15 (December 2015) 
ASSIST Ukraine Country Report FY15 (December 2015) 
ASSIST Zambia Country Report FY15 (December 2015) 
Multi-media 
Improving Health Care Quality eLearning Course. Published on the Global Health eLearning Center 
on Oct. 19, 2015.  Available at: http://www.globalhealthlearning.org/course/improving-health-care-
quality 
Quality Improvement Initiatives under the Government of India’s RMNCH+A Strategy: Lessons from 
Chamba, Himachal Pradesh (December 2015). Available at: https://vimeo.com/149801779 
How addressing gender considerations in ASSIST’s work leads to better outcomes (January 2016). 
Available at: https://vimeo.com/151537169  
Partnership for HIV-Free Survival Learning Platform (February 2016). Available at: 
https://www.usaidassist.org/toolkits/partnership-hiv-free-survival-learning-platform  
Six-step approach to integrate gender (March 2016).  Available at: https://vimeo.com/162572852  



 

 Briefings on ASSIST results: 

o Briefing for the President’s Malaria Initiative (Jan. 20, 2016). M. Rashad Massoud, Sharon 
Stash, and Amanda Ottosson presented on ASSIST’s malaria results in a briefing for the head of 
PMI, Admiral Ziemer.  

o Alyson Smith presented on the ASSIST experience at the national “Capacity building 
workshop on Quality Management in Health Care” held at the National Institute of Public 
Health (NIPH) in Phnom Penh (Feb. 26, 2016). The workshop was jointly organized by John 
Hopkins University and the School of Public Health at the NIPH. 

 Managed Jim Heiby’s QI Case Book Project: Since September 2015, Ms. Vicky Ramirez has 
worked with the QI Case Book Review Team consisting of USAID counterparts (Dr. Jim Heiby, Ms. 
Rhea Bright, and Mr. Trenton White) and ASSIST staff (Lani Marquez, Silvia Holschneider, Kate 
Fatta, Sid Deka, and Mayssa el Khazen) to finalize the first review of 14 case study submissions. 
Authors received a personalized feedback form with high-level points to consider; specific comments 
from Dr. Heiby and reviewers; and a blank rubric for self-assessment for their second draft.  

 Finalized first case study: During Q2, the KM team developed a final format for the cases and 
continued reviewing and working with authors to revise cases. Silvia Holschneider worked with Tamar 
Chitashvili to finalize the first full case for the book: “Improving Quality of Care for Respiratory Tract 
Infections in Children: The Success of a Multi-facility Improvement Team.” 

Challenges and Remedies 

 The case book reviews and revision process have taken longer than anticipated into order to hone 
the cases to a succinct narrative. With the completion of the first case (from Georgia), we now have a 
good model of a final case.  ASSIST requested additional Cross-Bureau funding to support 
engagement of more KM team staff in finalizing case studies and providing writing support. 

Planned Activities Next Quarter: April – June 2016 

Activity 1: Increase application of improvement methods 

 Conduct “Strengthening Leadership Skills to Support Quality Improvement in Health Care” QI course 
for USG and host country leaders in Dar es Salaam, June 13-16, 2016. 

Activity 2: Demonstrate results 

 Present project results at the International Forum on Quality and Safety in Gothenburg, Sweden 
Conference and the Ending Gender Inequalities: Addressing the Nexus of HIV, Drug Use, and 
Violence with Evidence-based Action Conference in Chapel Hill, NC 

 Prepare for VMMC Satellite event at the AIDS 2016 Conference in Durban and develop eight posters 

 Continue developing ASSIST case studies, prioritizing countries which have not yet completed a case 
study 

 Continue working with authors to finalize and submit BMJ Quality Improvement Reports. 

 Finalize five case studies for the QI Book Project to share with potential publisher, along with an 
introduction written by Dr. Heiby  
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KNOWLEDGE MANAGEMENT 

Background 

In its fourth year of implementation, ASSIST continues to emphasize the harvesting and documentation of 
learning from the implementation of country-level improvement, research, and evaluation activities and 
making that learning available in a variety of knowledge product formats. In FY16, we are expanding the 
number of toolkits on the ASSIST knowledge portal to make synthesized knowledge available for specific 
topics in easy-to-use formats, and we continue to add more multi-media content to the project website. 
Integration of gender consideration in improvement continues to be emphasized as a key area of learning 
about how to make improvement activities more effective and efficient. 

Program Overview 

What are we trying to accomplish? Scale 

1. Implement and evaluate KM strategies for ASSIST 

 

 

 

 

Conduct studies to evaluate KM activities and demonstrate the value-added of 
deliberate KM strategies 
Support country and technical teams to define learning strategies and incorporate 
KM principles and technique in improvement strategy design and implementation 
Coordinate the preparation of the annual work plan and the review and signing of 
improvement plans 
Manage quarterly, semi-annual, and annual reporting to USAID 

All ASSIST 
countries  

Country-level 
studies: 
Uganda, 
India, Latin 
America 

2. Document learning from improvement 

 

 

Develop the capacity of ASSIST staff and counterparts to implement KM approaches 
to connect implementers and generate learning and insights from improvement 
activities 
Support country and technical teams to design processes to document and 
synthesize learning from improvement 

All ASSIST 
countries 

 

3. Manage the ASSIST knowledge portal and related websites 



 

 

 

 Operate the ASSIST knowledge portal (https://www.usaidassist.org) and 
www.maternoinfantil.org website and communities of practice 
Develop new webpages and mini-sites in response to country and technical unit 
requests 
Make key learning and improvement information available on the ASSIST knowledge 
portal through knowledge products, toolkits, videos, slide decks, reports, and blogs 
Search out and cross-post relevant content from ASSIST partners, other USAID 
cooperating agencies, and other technical organizations 

Global 

4. Integrate gender considerations in improvement activities 

 

 

 

Support country and HQ teams in integrating gender issues and considerations in 
the planning and implementation of improvement activities 
Document impact of addressing gender factors on improving care quality and 
outcomes 
Develop technical briefs, tools, videos, and other resources to inform the integration 
of gender considerations in improvement 

Global 

5. Promote the use of improvement knowledge  

 

 

Conduct improvement-related webinars, virtual trainings, and discussion forums, 
partnering as appropriate with other organizations  
Use social media channels to promote ASSIST knowledge products, the application 
of improvement approaches, and ASSIST knowledge portal content 

Global 
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What are we trying to accomplish? Scale 

 Deliberately synthesize key points of learning from each new ASSIST product and 
disseminate to all staff 

 Promote resources posted to the ASSIST knowledge portal through listservs, blogs, 
and presentations 

 Support ASSIST country teams in creating local knowledge repositories and 
disseminating knowledge products 

 Cross-cutting Activity 

Accomplishments and Results by Activity (October 2015 - March 2016) 

Activity 1: Implement and evaluate KM strategies for ASSIST 

Overview: We are continuing to develop the capacity of ASSIST country and technical teams to address 
learning questions in improvement strategy design and to apply KM methods—especially conversational 
approaches like storytelling, after action reviews, and knowledge cafés—with teams and coaches that 
focus on the question, What have we learned to improve this aspect of care? Such approaches 
complement data and help implementers to generate insights about how results were achieved, what 
were the most important changes that led to those results, and what advice implementers would give to 
others to apply what they learned. ASSIST is drawing on the project’s research team and the Johns 
Hopkins Center for Communications Programs (CCP) research and evaluation experts to help us 
evaluate KM strategies in terms of reach, use, and impact. We are supporting country and technical 
teams in enhancing the learning aspects of improvement efforts and support sharing of insights and 
results in meeting USAID reporting requirements. 

Accomplishments and Results: 

 Annual deliverables completed on schedule: The project’s KM/Communications team supported 
the development of the ASSIST FY16 consolidated work plan (Oct. 2015), the preparation of the 
annual performance monitoring report for FY15 (Nov. 2015), the preparation of 20 annual country 
reports for FY15, and the preparation of the annual research and evaluation report and the annual 
documentation and knowledge management report for FY15 (Oct.-Dec. 2015) 

 Worked with country teams and core-funded activity managers to help finalize improvement 
and activity plans for FY16 (Oct. 2015 – March 2016). To date, six FY16 improvement plans have 
been signed, eight are in the process of being signed. The remainder is being developed due to 
funding obligation being late or not yet received. 

 End line data collection completed for the Safe Male Circumcision (SMaCKM) study (Feb 
2016). Data analysis is underway. 

 Lani Marquez worked with the ASSIST team in Gaborone for three days during private travel to 
Botswana (Dec 2015). She presented to the team on knowledge management principles, 
techniques, and strategies that can support the ASSIST community HIV work program in Botswana, 
advised on a KM strategy for ASSIST Botswana, worked with two staff to develop a blog, and drafted 
an overview flyer on the Botswana program. 

 Evaluation completed of the India MNCH change packages. Sidhartha Deka supported the India 
team in finalizing a technical report on the findings from interviewing 38 health workers from facilities 
in all six states regarding the layout and usefulness of the respective state-level change package for 
reproductive, maternal, and newborn health care. The evaluation also gathered suggestions from 
staff interviewed on how to improve future change packages aimed at health workers. 

Activity 2. Document learning from improvement 

Overview: The project emphasizes the development of “knowledge products”. These synthesize learning 
from country programs, consolidating successful changes into collections of resources, including 
intervention packages and tools that can be readily spread to new sites as well as case studies that 
explain what specific actions teams took to achieve results. While the primary users of these products are 
in country, they are also disseminated globally through the ASSIST knowledge portal and social media. In 
FY16, the headquarters KM team continues to support country and technical teams in the use of 
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techniques to more efficiently harvest and spread learning through face-to-face interaction (e.g., 
storytelling and knowledge synthesis in learning sessions; implementers sharing what they learned with 
the next district as it begins improvement activities; knowledge exchanges and handovers, etc.). The KM 
team is also supporting the development of knowledge products and knowledge assets that convey key 
learning and guidance from improvement work. 

Accomplishments and Results: 

 Two KM staff hired at headquarters (Nov 2015). Ms. Mayssa el Khazen was hired for a new 
position of Improvement Advisor for Knowledge Management to provide KM support to ASSIST 
Francophone teams.  Ms. Julia Holtemeyer was hired as Improvement Specialist for Gender 
Integration and Knowledge Management by WI-HER, LLC, replacing Ms. Elizabeth Silva.  Ms. el-
Khazen will provide KM support for ASSIST teams for Burundi, Cote d’Ivoire, DRC, Mali, Zambia, 
Southern Africa Nutrition, and NACS/EAR.  Ms. Holtemeyer will provide support in gender integration 
to all ASSIST countries but serve as the KM backstop for Cambodia, Asia and Middle East Regional 
Bureau, Health Workforce Development, Cross-Bureau activities, and non-communicable diseases. 
Planned travel of Ms. el Khazen to Mali in December was postponed due to the travel restrictions put 
in place for Mali in late November. 

 Support for the PHFS Regional Meeting in Dar es Salaam (Feb 2016). Sidhartha Deka provided 
extensive KM support for the design and implementation of this regional meeting. Before the meeting, 
he supported ASSIST headquarter and field staff to ensure that current improvement activities, key 
learnings, scale-up, and results from PHFS-related PMCT interventions were conveyed in slides and 
discussions. At the meeting (9-10 February 2016), he supported documentation and facilitation of 
sessions with 38 participants along with soft launching the web-based PHFS Learning Platform to all 
participants.  

 Support for the development of improvement knowledge products in French.  In the second 
quarter of FY16, Mayssa el Khazen provided virtual support to the Mali team to develop knowledge 
products in French on anemia prevention and control, application of the safe childbirth checklist, post-
partum family planning, and management of pre-eclampsia and eclampsia.  She also supported the 
Mali team to develop a case study in French on addressing gender issues in community-level anemia 
prevention work and with Robert Musopole to develop a case study on the NACS work in the Mindolo 
Health Center in Zambia. 

 Developed Health Facility Quality Assessment Guide for Febrile Illness (March 2016). Julia 
Holtemeyer worked with technical leads to develop an assessment guide for febrile illness case 
management in health facilities with QI teams. The guide provides direction and tools for 
improvement teams to assess their current systems and processes of care for patients who present 
with fever, focusing on children under five and pregnant women because of their unique 
vulnerabilities. 

 Support for the completion of technical reports.  Kate Fatta worked with Mabel Namwabira to 
complete the final report and documentation on the Uganda community chronic care intervention (Feb 
2016). Lani Marquez revised the Tanzania District Health Management Collaborative final report in 
response to USAID feedback (Feb 2016).  Mayssa el Khazen worked with Silvia Holschneider and 
Maina Boucar to complete the Niger PPFP intervention report in English, drawing on the draft report 
in French (Mar).  Silvia Holschneider worked with Tamar Chitashvili to revise the PPFP Improvement 
Framework in response to USAID feedback (March 2016).   

 KM support to Tanzania (March 12-19).  Kate Fatta provide KM support to Tanzania team in Dar es 
Salaam to produce a guidance document regarding what interventions resulted in improvement in 
each of the three PHFS districts. This document will be used by the district and the MOH to scale up 
interventions to other sites within each district and in the 42 priority districts what worked to keep 
mother and bay pairs in care, ensure they receive all necessary PMTCT and nutrition services to 
ultimately reduce HIV transmission from mother to HIV exposed infant and increase mother and baby 
survival.  She also worked with Dr. Betty Hizza to complete the AIMGAPS final report and change 
package. 

 India QI implementation guide finalized (March 2016) The ASSIST India team developed a QI 
guide that was designed to help health professionals who want to start QI programs in their 
workplaces with real examples from ASSIST’s implementation in Himachal Pradesh. “Improving 
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Quality in Healthcare: A practical guide for healthcare providers” was completed in March. At USAID 
Mission direction, the guide is pending review by the Government of Himachal Pradesh before 
dissemination. 

Activity 3. Manage the ASSIST knowledge portal and related websites 

Overview: With support from CCP, the project is continuing to enhance the ASSIST knowledge portal 
with new content and features. ASSIST is also continuing to support the www.maternoinfantil.org 
Spanish-language web portal for maternal and newborn care to test how web-based mechanisms can 
support improvements in care at low cost. This activity involves liaising with other groups and knowledge 
portals related to ASSIST’s areas of work, to identify opportunities for collaboration and cross-posting of 
content, including with the new HRSA-funded Quality Improvement Capacity and Improvement Project 
(QICIP).   

Accomplishments and Results: 

 Coordination with QICIP (Nov. 4, 2015). Lani Marquez presented by WebEx to George Tidwell and 
Katherine O’Connor of HRSA and Josh Bardfield of HEALTHQUAL on ASSIST’s knowledge portal 
and ways that ASSIST can collaborate with the QICIP mechanism to make learning available about 
HIV improvement.  

 Developed the web-based PHFS Learning Platform (Feb 2016). Sidhartha Deka worked with the 
ASSIST PHFS technical team to develop a dedicated section of the ASSIST website to showcase the 
country and global results of the Partnership for HIV-Free Survival. In consultation with USAID staff, 
the section has been named the PHFS Learning Platform (usaidassist.org/toolkits/partnership-hiv-
free-survival-learning-platform). The PHFS Learning Platform presents resources and approaches 
from country teams and governments that are harvesting and documenting learning from PHFS work 
to mainstream the approaches within national PMTCT programs. The resources cover site-, national-, 
and global-level learning.   

Activity 4. Integrate gender considerations in improvement activities  

Overview: The gender integration activity seeks to build capacity in gender integration in all ASSIST-
supported countries by developing tools and instructional guidance to support staff in addressing gender 
issues that affect health outcomes and care quality. This activity, led by partner WI-HER, LLC, also seeks 
to increase awareness of gender-based factors affecting quality and outcomes among staff and partners, 
and to increase knowledge sharing and expand the evidence base for gender integration in improvement 
work. We are also working to ensure that gender issues are adequately captured in monitoring and 
evaluation activities so we can begin to measure the effectiveness and impact of gender integration in 
improvement. 

Accomplishments and Results: 

 Presentation on the importance of using a culturally-sensitive approach to improve patient 
care at ISQua (Oct 2015). Dr. Taroub Faramand’s session at the International Society for Quality in 
Health Care (ISQua) 32nd International Conference in Doha, Qatar provided participants with 
practical skills to critically analyze and address cultural issues to improve the quality of care in 
projects, services, and health systems. The session was very well received and generated interest 
among many participants who requested more materials and tools. 

 Led an hour of the 16 Days of Activism against Gender-based Violence Tweet Chat Relay (Dec 
10, 2015).  

 Gender updates sent out to the ASSIST listserv (Dec 17, 2015 and March 23, 2016). 
 Conducted a desk review and developed a tool for implementing partners to use to identify 

and address GBV in ASSIST economic strengthening programs (Dec 2015, Jan 2016).  
 Created and disseminated two videos in a series of instructional videos on gender and gender 

integration in improvement activities to build capacity of ASSIST staff, implementing partners, and 
stakeholders. The first is titled, “How addressing gender considerations in improvement work leads to 
better outcomes” (Jan 2016). The second is titled, “Six-step Approach to Identify and Close Gender-
related Gaps” (March 2016). 
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 Discussed and identified gender integration support for the Mali and South Africa Integrated 
People Centered Health Services activities with WHO colleagues (Feb-March 2016). 

 Led half an hour of the #IWDchat16 International Women’s Day Tweet Chat Relay (March 7, 
2016). Dr. Faramand tweeted about using data to advance gender equality, and the importance of 
sex-disaggregated data and gender-sensitive indicators in the design, implementation, and 
monitoring of improvement work. 

 Developed gender integration content for the ASSIST QI Training Course Participant Guide 
(March 2016). Added examples showing the importance of sex-disaggregated data in identifying and 
closing gaps in improvement outcomes to the Participant Guide of the electronic QI Training Course. 

Activity 5. Promote the use of improvement knowledge  

Overview: USAID ASSIST promotes the use of improvement knowledge by leveraging digital media 
marketing tools to re-direct users to the project’s knowledge portal, usaidassist.org, as well as organizing 
knowledge-sharing webinars. The project actively markets its knowledge products on Facebook and 
Twitter. In FY16, we will emphasize the creation of more innovative, “share-able” content through ASSIST 
social media, which includes images in the form of infographics and videos, blogs, listicles, and links.   

Within ASSIST-supported country programs, we will continue to support country teams to disseminate 
knowledge products locally through coaching visits, learning sessions, knowledge-sharing events, local 
websites, and support for the creation of resource repositories in local institutions. 

We will continue to send out monthly updates to subscribers of the ASSIST listserv to alert them to new 
resources on the ASSIST web portal and be more deliberate in highlighting the key takeaways and points 
of learning in all new ASSIST products. We will also leverage our partnerships with WHO, IHI, and 
HEALTHQUAL International to raise the visibility of improvement information available on the ASSIST 
web portal. 

Accomplishments and Results: 

 Promotion of improvement resources through Facebook: As a result of strategic communication 
efforts, the ASSIST Facebook page reached a total 21,406 people—an increase of 2,530 users as 
compared to last period (18,876). Additionally, we collected over 100 likes to our page per month, an 
increase of 645 Facebook fans this period.  

 Promotion of improvement resources through Twitter: Social media continued to play a pivotal 
role in promoting improvement resources with an online audience. Through the management of Dr. 
Massoud, Dr. Faramand, and the ASSIST Twitter handles, we were able to double the messages 
sent out on these profiles and; 

o Reach 6,356,171 people on Twitter and direct 1,884 to our website   
o Increase engagement by 158.7% which translates to about 3,223 people 
o Increase followers by 17.3% or about 55 new followers per month 

 Participated in a Tweet Chat relay to mark the 16 Days of Activism Against Gender-Based 
Violence Campaign (Dec 10, 2015). Participating organizations included The Asia Foundation, URC, 
World Vision, K4Health, Chemonics, Bayan Global, ACDI/VOCA, Promundo, and WI-HER, LLC. The 
ASSIST team, in partnership with WI-HER and TRAction, led one hour of the global Tweet Chat, 
discussed lessons learned to prevent gender based violence in economic strengthening and maternal 
health programs. The ASSIST Tweet Chat hour reached more than 18,000 people, while the 
entire relay reached over 7.8 million people—a 550% increase from last year (1.2 million 
people). 

 Participated in Tweet Chat relay to celebrate International Women’s Day (Mar 7, 2016). USAID 
ASSIST, in partnership with The Asia Foundation, USAID, World Vision, Knowledge for Health 
(K4Health), Chemonics, and Promundo, held an online Twitter conversation titled “How to Advance 
Gender Equality in 2016 and Beyond.” The Twitter Chat brought together leading government 
officials, NGOs, and private sector development and health experts in a conversation to reflect on 
progress made to advance women’s rights and gender equality, gaps that remain, and what it will 
take to empower women in 2016 and beyond. ASSIST presented, “Using data to visualize gender 
gaps.” ASSIST’s segment reached over 16,000 people. 
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 Email updates. ASSIST continued to send out project and gender updates to the 1,471 subscribers 
on our listserv, highlighting recent resources and publications, conferences, and blogs. We also sent 
out an announcement on the, “Improving Health Care Quality” course developed by ASSIST on the 
Global eLearning platform. As a result, we received 985 clicks redirected to the ASSIST website. 

 Presented technical webinars. During the first half of FY16, ASSIST staff organized and/or 
participated in five technical webinars:  

o Maina Boucar presented on the Human Resources for Health Improvement Collaborative in Niger 
for the ICAP Webinar as part of the “Introduction to Quality Improvement” training course (Oct. 21, 
2015). 

o As part of the ISQua Education Webinar Series, M. Rashad Massoud led a panel discussion, 
“Beyond technique- what else do we need to do in order to improve quality of care?” involving 
Sylvia Sax of the University of Heidelberg, Kedar Mate of IHI, and Jorge Hermida and Nigel 
Livesley from ASSIST  (Dec. 10, 2015) 

o Alyson Smith was invited by the Australian Health Practitioner Regulation Agency (AHPRA), 
following her visit to the AHPRA National Office during home leave, to present a webinar to its 
members on “Strengthening the system of health professions regulation in Cambodia” (Dec. 10, 
2015). 

o ASSIST sponsored a PHFS webinar featuring speakers from IHI and CCP on cross-country 
learning and knowledge exchanges (January 20, 2016)  

o Amanda Ottosson and Kedar Mate of IHI led an ISQua webinar, “The Necessary Components to 
Governing Quality” (March 8, 2016) 

 Began promoting new ASSIST publications and knowledge products through short synopses 
sent to all ASSIST staff (Oct. 2015).  These message briefly describe what is covered in the 
publication and the key points of learning that would be relevant for all staff.   

Facilitating Factors 

 Most country teams and technical units within the project are now focused on developing knowledge 
products to convey key learning from improvement in particular content areas. 

 ASSIST country staff see the value of gender integration in improvement activities and are facilitating 
integration.   

Challenges and Remedies  

 Navigating the relationship with USAID Missions for trips to the field, especially not receiving approval 
for field trips which affects our ability to do our work. 

 Finalizing the FY16 ASSIST improvement plans at the beginning of the fiscal year continues to be a 
challenge, as there remains a continued discrepancy between the timing of the funding and the work 
planning requirements.  

Planned Activities Next Quarter: April – June 2016 

Activity 1: Implement and evaluate KM strategies for ASSIST 

 Complete data analysis and begin developing manuscripts from the Safe Male Circumcision 
Knowledge Management study 

 Get remaining improvement plans signed 

Activity 2: Document learning from improvement 

 Support teams in producing case studies (Mali, Ukraine, Burundi, Lesotho, Swaziland) 

 Support the Mali team to finalize knowledge products for pre-eclampsia, anemia, PPFP, and use of 
the safe childbirth checklist 

 Finalize the Health Facility Quality Assessment Guide for Febrile Illness 

 Complete the Uganda Chronic Care final products 

 Provide KM support to Kenya and Tanzania (Kate Fatta) 
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Activity 3: Manage the ASSIST knowledge portal and related websites 

 Complete and launch the NACS LEARNING platform 

 Develop the VMMC CQI Guide on the ASSIST web portal.  

 Develop the Gender Integration Guide online platform  

Activity 4: Integrate gender considerations in improvement activities 

 Provide in-country gender technical assistance to Uganda (Taroub Faramand) and to Botswana (Julia 
Holtemeyer) 

 Develop a technical brief on gender issues in integrated person-centered health services 

 Develop a 10-minute module on gender integration for the electronic ASSIST QI Training Course  

 Continue to adapt tool to identify and address GBV in ASSIST economic strengthening programs with 
ASSIST teams for use in Kenya and Malawi 

 Develop an instructional video on conducting gender analysis 

 Develop a comprehensive table that outlines all sex-disaggregated and gender-sensitive indicators 
that are being collected and analyzed by countries 

Activity 5: Promote the use of improvement knowledge 

 Present “Managing Knowledge for Improvement” at the ISQua Fellowship Webinar (May 26, 2016) 
(Lani Marquez, Kate Fatta, John Byabagambi) 

 Continue to highlight new content on the ASSIST website 

 Participate in world health campaigns of relevance 

 Cross-promote tools, resources and learning implemented by other implementing projects 

 Highlight staff participation in key conferences 
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RESEARCH AND EVALUATION 

Background 

The research and evaluation (R&E) unit of the USAID ASSIST Project provides technical assistance and 
guidance on country-led research and syntheses of learning across country- and centrally-funded projects 
on several improvement topics, including the validity of improvement-indicator data, sustainability and 
institutionalization, spread, and economic analysis. The R&E unit disseminates knowledge generated by 
these studies through web-published reports, peer-reviewed journal articles, and presentations at relevant 
international meetings to encourage wider adoption of improvements methods. The unit also provides 
training to USAID mission officers on topics such as cost-effectiveness analysis of health interventions. 
There is a substantive demand for evidence of the effectiveness and efficiency of improvement activities, 
both within and beyond the countries in which the USAID ASSIST Project is providing support for 
improvement. The rigor and thoroughness with which the evidence is collected, analyzed, and presented 
is important for promoting continuation of the activities in ASSIST-supported and other low- and/or 
middle-income countries (LMIC). The R&E unit works with this principle foremost in mind when designing 
and executing research and evaluation activities. 

In FY16, the R&E unit is continuing to finalize several key studies currently underway and launch new 
studies, especially on the topic of institutionalization and sustainability of quality improvement beyond the 
period of external technical assistance. There continues to be a major focus on completing the control 
groups, economic analysis of improvement, and data validation mandates of the USAID ASSIST Project.  
In addition, we continue to work with teams to create data sets to facilitate storage and organization to 
post to the Development Data Library (DDL) and use data into the future for comprehensive retrospective 
studies.     

Institutionalization/Sustainability Strategy 

ASSIST is conducting several studies that examine sustainability either directly or indirectly, some of 
which are described below. The R&E unit also provides support for improving the understanding of 
research and evaluation and capacity in countries supported by ASSIST. This includes presenting 
research findings as well as research methods to country Ministry of Health counterparts and other 
implementing partners. We also often involve MOH stakeholders in the research process directly by 
asking for their input in protocol development, data collection, and producing the report. This promotes 
engagement in the activity, which can lead to sustainability of the activities and the overall approach to 
improving health care. We will be using the Institutionalization Framework, refined under ASSIST, to 
develop these studies and clarify what elements are necessary or sufficient for continuing improvement in 
the health system beyond the period of direct assistance. From this, we expect to learn more about the 
factors needed in a health system to advance service improvement and how to develop these in places 
that may lack them. 

Economic analysis of improvement interventions plays an important role in determining sustainability of QI 
in countries once the project ends. By knowing the resources required by the health system to implement 
and sustain improvement activities independently, decision-makers can make choices about resource 
allocation with regard to health care improvement using the best available information. ASSIST’s R&E 
unit works to produce this information. 

Program Overview 

What are we trying to accomplish? At what scale? 

1. Validation of 25% of improvement indicators 

 Demonstrate that data reported by the ASSIST 
project are accurate, reliable and relevant 

No less than 25% of total number of country 
reported indicators with completed validity 
assessment 

2. Collecting data from control groups for 10% of indicators 
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What are we trying to accomplish? At what scale? 

 Demonstrate the attributable impact of ASSIST 
interventions on improvement indicators 

Comparison reports on no less than 10% of 
country-reported indicators 

3. Evaluating design of improvement activities for lower- and middle-income countries 

 Advance learning in improvement science in low 
and middle income countries 

Every ASSIST country program 

4. Evaluation of methods and approaches for effective design and implementation of scale-up 

 Advance global knowledge on scale up of 
improvement interventions 

Selected ASSIST country programs with scale 
up activities 

5. Economic analysis of improvement activities 

 Advance global learning on comparative 
advantage and economic efficiency of QI 
activities 

At least 1 economic analysis (may be basic 
cost report to full cost-effectiveness analysis) 
for every ASSIST country with an improvement 
program 

6. Sustaining improvements and institutionalizing the capacity to continuously improve 

 Contribute to global learning on sustaining and 
institutionalizing improvement methods to ensure 
sustainability beyond the life of the project 

At least two studies on sustainability and 
institutionalization of improvement after direct 
involvement of the project has ceased 

7. Generating learning from multi-country studies 

 Advance knowledge on improvement intervention 
and how they work in different settings 

At least one study that either combines or 
compares and contrasts improvement 
interventions and their effect in more than one 
country 

8. Capacity building for research and support to country programs 

 Build research and data management capacity of 
HCI staff 

Every ASSIST country program 

9. Disseminate knowledge gained through ASSIST R&E activities 

 Contribute to the quality improvement and global 
health fields 

Globally available 

 = Cross-cutting Activity 

 

As listed in Table 37, during Q1-Q2 FY16, the project had 37 research studies in planning, underway, or 
completed in 13 countries. Four are multi-country studies. 

Table 37: Active USAID ASSIST Project research and evaluation studies (Q1-Q2 FY16)  

 Country Study Research Area Status Program 
Area 

1 Burundi 

Factors associated with the 
involvement of male partners in 
maternal and child health services in 
Burundi  

Improving care Completed HIV 
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 Country Study Research Area Status Program 
Area 

2 Burundi 
Evaluation of an improvement 
collaborative for PMTCT services in 
Burundi (including data validation) 

R&E mandates 
Data collection 
planned for 
April 2016 

HIV 

3 
Cote 
d’Ivoire 

Evaluation of an improvement 
collaborative for ART and PMTCT 
services in Cote d’Ivoire (including 
data validation) 

R&E mandates Protocol drafted HIV 

4 DRC 
Baseline evaluation of the quality of 
HIV services in the Democratic 
Republic of Congo (DRC)  

Design of  
improvement 
activities 

Analysis and 
writing 

HIV 

5 DRC 
Assessing institutionalization of 
quality improvement in DRC: A 
Prospective Study  

Institutionalization Planning HIV 

6 Ecuador Ecuador Institutionalization Study Institutionalization Planning MNCH 

7 India 
Female community health worker 
familial and social factors that 
contribute to job engagement 

Improving care 

1 manuscript 
has been 
published; 3 
others have 
been prepared 
and are in 
review 

MNCH 

8 India Cost-effectiveness of RMNCH in India
CEA / Improving 
care 

Data analysis 
underway 

MNCH 

9 India Validation of MNCH facility data Validation Completed MNCH 

10 Kenya 
Validation of QI Team Maturity Index 
data collected by ASSIST coaches 
and implementing partner coaches 

Validation 
Submitted for 
final review 

HIV 

11 Malawi 
Evaluating household economic 
strengthening activities for vulnerable 
children and families in Malawi 

Improving care 

Baseline data 
collected; 
endline data 
collection  
planned for May 
2016 

OVC 

12 Malawi Data validation Validation Completed OVC 

13 Mali 

Evaluation of a people-centered and 
integrated health services (PCIHS) 
intervention in Mali  

 

Design of 
improvement 
activities/ R&E 
mandates 

Protocol 
developed 

MNCH 

14 
Mali  Assessing institutionalization of 

quality improvement Mali: A 
prospective study 

Institutionalization Planning MNCH 

15 
Mali Validation of improvement indicators 

in Mali  
R&E mandates Planning  MNCH 
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 Country Study Research Area Status Program 
Area 

16 
South 
Africa 

Effectiveness and efficiency of VMMC 
improvement 

CEA Planning HIV

17 Swaziland 
Validation of new diagnostic 
technologies for pediatric TB cases 

Improving care 
Manuscripts 
prepared / 
submitted 

TB 

18 Swaziland 

Injection safety, waste management 
practices and related stigma and 
discrimination in Swaziland: A 
national assessment, exploratory 
study, and evaluation 

Improving care 
Endline data 
underway  

HIV 

19 Swaziland 
Screening in maternity to ascertain 
TB status (SMATS) study in 
Swaziland 

Improving care 
Final data 
collection 
completed 

HIV / TB 

20 Tanzania 

Factors influencing loss to follow-up 
among PLHIV in Morogoro, Tanzania: 
The experience from patients who 
returned to care 

Improving care 
Analysis and 
writing 

HIV 

21 Tanzania 
A qualitative evaluation of “Assuring 
Infants and Mothers Get All PMTCT 
Services” (AIMGAPS) 

Design of 
improvement 
activities 

In review HIV 

22 Tanzania Data validation Validation Completed HIV 

23 Tanzania 
Evaluating the effect of improvement 
approaches  

Improving care  Draft protocol HIV 

24 Uganda 

The effectiveness and efficiency of 
applying the chronic care model to 
clients with HIV in Uganda: A non-
randomized controlled evaluation 

Design of 
improvement 
activities 

Completed HIV 

25 Uganda 
Improving the quality of safe male 
circumcision in Uganda: An 
evaluation and qualitative exploration 

Improving care In review  HIV 

26 Uganda 
Integration of family planning into HIV 
Care: A cost-effectiveness analysis 

Design of 
improvement 
activities 

Planning HIV 

27 Uganda 

The effectiveness and efficiency of 
integrated service delivery to HIV-
positive mothers and their babies in 
Uganda 

Design and 
implementation of 
scale up 

Analysis and 
writing 

HIV 

28 Uganda 
Cost-effectiveness of safe male 
circumcision knowledge management 
(SMaCKM) intervention 

Design of 
improvement 
activities 

Data collection 
completed 

HIV 

29 Uganda 
Assessing the cost-effectiveness of 
supporting savings groups to improve 
OVC access to services in Uganda 

Design of 
improvement 
activities 

Concept notes 
with Uganda 
mission for 
review and 
approval 

OVC 
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 Country Study Research Area Status Program 
Area 

30 Uganda 
Data validation of ART improvement 
data 

Data validation 
Analysis and 
writing 

HIV 

31 Uganda 
Integrating tetanus vaccination into  
VMMC: exploring the acceptability, 
feasibility and cost in Uganda 

Design of 
improvement 
activities 

Planning HIV 

32 Ukraine 
Improving alcohol and tobacco control 
during pregnancy in Ukraine 

Design of 
improvement 
activities 

Completed MNCH 

33 Ukraine Validation of BPI implementation data Data validation 
Data analysis 
completed 

MNCH 

34 
Multi-
Country 
Africa 

Building partnership: Experiences 
from the Partnerships in Community 
Child Protection in Africa 

Design of 
improvement 
activities 

Writing OVC

35 
Multi-
country 
LAC 

Evaluation of a web-based Latin 
American improvement collaborative 
to prevent neonatal infections in 
hospitals 

Design of 
improvement  
activities 

Analysis and 
writing  

MNCH 

36 
Multi-
Country 

Supporting close-to-community 
providers through a community health 
system approach: Case examples 
from Ethiopia and Tanzania 

Design of 
improvement 
activities 

Completed 
Community 
Health 

37 
Multi-
Country 

Survey of improvement methods 
inclusion in curriculum of medical 
schools 

Institutionalization 
Data analysis 
underway 

N/A 

 

Accomplishments and Results by Activity (October 2015 – March 2016) 

Activity 1. Validation of 25% of improvement indicators 

Overview: Improving health and welfare systems is a data-driven process, and its success is contingent 
on the accuracy and validity of the data used for decision-making. The R&E team is working to ensure the 
information collected during improvement activities is as accurate and useful as possible in each setting 
in which ASSIST works. To do so, we are engaged in several research activities that investigate the 
validity of data collected in the project. Information derived from these studies is directly used to inform 
improvement activities to facilitate good decision-making among those implementing system changes in 
ASSIST-supported activities.  

Key Accomplishments and Results: 

 Completed data analysis for the study “Validation of OVC Quality Improvement Team 
Functionality in Kenya (March 2016). For this study, ASSIST had developed a tool (based on the 
“Team Maturity Index” introduced by the Institute of Healthcare Improvement) to evaluate how well 
implementing partners and community based organizations (CBOs) were performing in the process of 
implementing changes to improve performance. During this reporting period, a report was completed 
and submitted for internal review. It showed that the TMI had utility for implementing partners and 
guided their activities in supporting community improvement teams but there tended to be an 
overestimation of performance of the community QI teams by the IP coaches compared to the 
assessment by the ASSIST coaches.  

 Two graduate students from the Harvard T.H. Chan School of Public Health were the inaugural 
“Fellows” charged with developing reports on data validity and collecting data from control 



 

USAID ASSIST Project Semi-annual Performance Monitoring Report 313 

groups. Their reports have been completed and submitted for final internal review in March 2016. 
The review of OVC data in Malawi showed that there was an acceptable degree of validity in the data 
used by the ASSIST QI teams to effectively guide their decisions in the process of improving the level 
of care. Results from Tanzania showed that there were problems with the level of completeness of 
the medical records of HIV patients on ART, despite this being one of the areas that the ASSIST QI 
coaches had been working on in the facilities. Since the time of the report, the ASSIST coaches have 
been working on these deficits in the participating facilities. 

 Data were analyzed from the Ukraine Brief Physician Intervention (BPI) implementation for 
validity in March 2016. Data was collected from physicians on compliance with five elements of the 
delivery of the BPI intervention were compared to patient responses from a data collection instrument 
that had the same five indicators of the quality of care. It was found that there was high compliance 
with the five elements of PBI for which data were collected from both physician and patients and that 
there was agreement of over 85% between them. A report will be finalized in Q3, FY16.  

 Validation protocol for Burundi was finalized in March 2016. Data collection is planned for April 
2016.  

Activity 2. Collecting data from control groups for 10% of indicators 

Overview: Given the dynamic settings in which ASSIST is often operating, the case for attributing 
changes in outcomes or processes of care delivery is difficult to establish without a valid comparison 
group. The R&E team works to include controls (non-ASSIST intervention groups) into all activities when 
it is feasible.  

Key Accomplishments and Results: 

 Edward Broughton travelled to Kenya and Tanzania to develop methods for the country teams 
to conduct studies of control groups in February 2016. Because in neither country is it feasible to 
collect primary data from control groups, we decided to use data collected from a secondary source, 
in both cases the District Health Information System (DHIS). In Q3 and Q4, FY16, such data will be 
collected, analyzed, and written up. 

 The SMaCKM study continues, and final data collection was completed in February 2016. 
Cleaning is currently underway, and data analysis and the write-up of the results is planned for Q3 
and Q4 of FY16. 

 Protocol for study of control groups in Burundi was finalized in March 2016. Data collection is 
planned for April 2016. 

Activity 3. Evaluating design of improvement activities 

Overview: ASSIST is constantly seeking to improve the way it provides technical assistance to facilitate 
better performance in health service delivery. Rigorous quantitative and qualitative evaluation of the 
design of improvement interventions is key to this process. 

Evaluation of a People-centered and Integrated Health Services (PCIHS) intervention in 
Mali  
WHO, in partnership with ASSIST, intends to promote patient-centered care as a key pillar to strengthen 
quality of care. ASSIST, in partnership with the Ministry of Health and Public Hygiene, the Ministry of 
Solidarity, Humanitarian Action and Reconstruction of the North and the Ministry of Women, Children and 
Family in Mali will use the strategies developed by WHO combined with a quality improvement 
methodology to test the implementation of this approach in two districts of the Kayes Region. This study 
seeks to use a stepped wedge design to evaluate the effectiveness of this approach. Baseline data 
collection is expected to take place in the third quarter, FY16. 

Key Accomplishments and Results: 

 Study protocol shared with stakeholders (Feb 2016).  

 Completed study protocol and development of data collection tools in Jan 2016  

  



 

Evaluating household economic strengthening activities for vulnerable families in Malawi  
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The improvement goal for this activity is to increase the proportion of vulnerable children accessing 
essential services. The aim is to increase the percent of vulnerable families involved in Household 
Economic Strengthening (HES) activities who are linked to essential services. Thus, the evaluation 
question is: Does accessing households with vulnerable children through HES activities increase the 
linkages with essential services?  

The intervention will employ quality improvement methods to engage households in HES activities such 
as village savings and loan associations, livestock production, kitchen gardens, etc. Community QI teams 
will counsel the vulnerable households on the benefits of participating or engaging in HES activities. 
When interested or convinced, vulnerable households will initiate any of the HES activities recommended 
by the QI team members. A pre-post non-randomized controlled design will be used to evaluate the 
effectiveness of changes implemented to increase the proportion of children in households involved in 
HES activities who are linked to services that are deemed necessary. 

Key Accomplishments and Results: 

 Baseline data were gathered in March 2015. These data, collected on 291 children, have been 
analyzed, revealing that: 

o Nutrition: Approximately 59% of children had gone one day and night without food in the 
previous four weeks.  

o Vaccination: Most children age 0-5 (92%) had documentation of their vaccination history and 
had received the following vaccinations: BCG (80%); DPT (81%); PCV (72%), measles (80%), 
and rotavirus (67%). Just under half (48%) of children ages 0-5 had diarrhea in the previous two 
weeks; 70% had fever in the previous two weeks.  

o Education: Overall, 83% of children ages 0-18 were enrolled in school, and 59% of enrolled 
children had reportedly missed one day of school in the previous week for any reason. For 61% 
of children, adult respondents viewed the quality of education as good, and for 70% of children, 
adult respondents felt school was safe. Going to and from school was viewed as the most unsafe 
aspect of school.  

o Vulnerable children: About 10% of all children had been involved in child labor with the largest 
proportion (19%) among children ages 12-18. More boys were involved in psychological and 
physical abuse more often than girls (p=0.08 and 0.145, respectively). For just over half (54%) of 
children, the caregiver knew someone they could connect with in the event legal assistance for 
child neglect was needed. A higher proportion was aware of where to go in the event of sexual 
abuse (78%) and property grabbing (70%).   

o Expenses: Over the previous four weeks, 85% of adult respondents indicated their household 
had incurred food-related expenses, which 73% of adults were able to pay.  Most adult 
respondents shared that their household had incurred school-related (68%) or unexpected 
medical-related (69%) expenses in the previous four weeks, which 77% and 67%, respectively, 
were able to pay. Just over half of adult respondents (54%) reported incurring unexpected 
household-related expenses such as house repairs, which 78% indicated they could pay. Most 
adult respondents (67%) had partaken in programs subsidizing agriculture inputs. Just under half 
(46%) participated in VSLA, followed by food- or cash-for-work projects (34%) and relief 
programs (14%). Social cash transfer programs (9%), seed livestock projects (6%), and bursaries 
for education support (3%) were far less utilized. 

 End line data collection planned for May 2016   

Evaluating the Effects of Improvement Approaches to Uptake of Life-long ART in 
Tanzania  
The overall objective of this evaluation is to: (1) understand the impact of the application of improvement 
methodology to strengthen PMTCT Option B+ implementation in the Magu district using a control district; 
and (2) to document the best practices for wider dissemination in Tanzania and elsewhere. 

Key Accomplishments and Results 

 The Tanzania team developed and shared the first version of the protocol (March 2016). 
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Activity 4. Evaluation of methods and approaches for effective design and 
implementation of scale-up 

Overview: Increasing the reach of improvement activities to involve a higher proportion of service 
delivery units is one of the goals of ASSIST. The R&E unit seeks to build the evidence base to determine 
the most effective and efficient ways to do this.  

Study on the effectiveness and efficiency of integrated service delivery to HIV-positive 
mothers and their babies in Uganda 
ASSIST works in 22 facilities across six districts of Uganda to improve retention of mother-baby pairs in 
care, to attain universal breastfeeding and improved nutrition of mother-baby pairs, and ensure that HIV-
exposed infants are protected through ARVs. In 2014, the project began spreading the best practices 
identified in this demonstration phase to an additional 87 facilities across the country. Currently, services 
for HIV-positive women and their babies tend to be provided at ART clinics and post-natal clinics, 
requiring mothers to attend both clinics. In an effort to improve retention of mother-baby pairs in care 
there has been a movement toward merging service delivery so mother-baby pairs can receive care at 
the same time or strengthening the linkages between post-natal and ART services to ensure mothers and 
their babies receive the necessary services. The objective of this study is to evaluate these different 
modes of service delivery with particular attention to infant feeding and retention into care of mother-baby 
pairs.  

Key Accomplishments and Results:  

 Two manuscripts are in preparation based on feedback from USAID received in Q2. Revised 
manuscripts will undergo USAID review in Q3.  

Study of Safe Male Circumcision Knowledge Management in Uganda 
ASSIST is working in Uganda to spread the improvement of safe medical circumcision in Uganda using 
knowledge management methods. This study, which is being conducted in 15 sites in partnership with 
JHUCCP, is using a three-armed comparison, with sites randomly assigned to one of the following arms:  

1) Simple handover of written materials 
2) Handover of written materials with an in-person handover meeting 
3) Handover of written materials with an in-person handover meeting and two follow-up coaching 

visits from ASSIST staff 

Using direct observation of circumcision provision, this study will seek to compare the effectiveness and 
efficiency of these three approaches. 
Accomplishments and Results: 

 End line data collection was completed in Q2. Quantitative data analysis will be conducted by the 
R&E HQ team in collaboration with the Uganda team during Q3.  

Screening in maternity to ascertain TB status (SMATS) study in Swaziland  
There is a need to improve TB screening among both pregnant and lactating women, and to identify 
algorithms with high case detection to ensure rapid diagnosis and timely treatment initiation. This is 
especially the case in high-prevalence countries such as Swaziland. A study to evaluate the sensitivity 
and specificity of the current TB screening tool for pregnant and lactating women (both HIV infected and 
not) and assess hypothetical enhanced screening algorithms, including additional symptoms and 
clinical/laboratory procedures and tests. It is hoped that an optimum and cost-effective screening 
algorithm for pregnant and lactating women can be identified. This cross-sectional analytical study design 
will collect data to assess current screening practices in the selected facilities. In Swaziland, it is 
anticipated that this study will allow for identification of the optimal screening tool for pregnant and 
lactating women. This, in turn, will help to improve maternal and child health outcomes in the country.  

Key Accomplishments and Results:   

 Data collection has been completed (Q2), and final data entry of the laboratory results from 
the sputum sampling will be done in Q3.  

 We anticipate completing the data analysis and the write-up of the results in Q4. 



 

Activity 5. Economic analysis of improvement activities 

Overview: Determining the cost-effectiveness of improvement interventions guides decisions on what 
activities to support. The R&E team is actively working to get some economic analysis into at least one of 
all the country activities. It is also developing greater in-country capacity to perform economic evaluations 
and the ability to identify and collect appropriate financial data to facilitate these evaluations.  

Key Accomplishments and Results: 

 There is a cost-effectiveness component in the Safe Male Circumcision Knowledge 
Management study in Uganda.  Cost data have been collected and will be analyzed in the 
coming quarter. 

 Capacity development and planning for cost data collection was conducted in Kenya and 
Tanzania. A basic cost analysis was conducted in Malawi. The report will be finalized in Q3.  

 A conference call was held with Francophone countries to discuss requirements and plans for 
economic analyses (March 2016). 

Activity 6. Sustaining improvements and institutionalizing the capacity to 
continuously improve 

Overview: ASSIST is planning a study on institutionalization of improvement in Mali. This prospective 
study will examine the institutionalization of improvement in Mali over time. Facilitators and barriers to 
improvement will also be examined. 

A study is also planned on the development of the quality improvement division within the MOH of 
Ecuador and Honduras. In Ecuador, although the activities that led to the development of this department 
occurred under the predecessor USAID Health Care Improvement Project, generating learning from its 
genesis and the project’s involvement in it is critical for ASSIST. In Honduras, there has been no USAID-
supported health care improvement activity in the last three years, and it is of interest to determine what 
activities are ongoing in this areas independent of this support. 

Accomplishments and Results: 

 Discussions commenced with Harvard T.H. Chan School of Public Health and the Ecuador 
MOH about developing a protocol for presentation to the MOH for the study noted above in 
Q2. Discussions have also been underway with the former Chief of Party of the USAID Health Care 
Improvement Project in Honduras to organize data collection for the study. It is expected that this will 
be developed and completed by the end of Q3. 

Activity 7. Generating learning from multi-country studies 

Overview: ASSIST seeks to leverage the fact that it is working on the same or similar goals concurrently 
in several countries, sometimes with similar methods. Learning how improvement works or not in different 
settings can add significantly to the body of knowledge of health systems strengthening. The studies 
listed below are two examples of such a multi-country approach.  

Evaluation of a web-based Latin American improvement collaborative to prevent 
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neonatal infections in hospitals 
ASSIST intends to use its years of global experience to increase the implementation of evidence-based 
practices in the LAC region's hospitals to reduce the incidence of the nearly one million annual newborn 
infections using proven quality improvement methods and tools.  A multi-hospital, multi-country 
improvement collaborative was organized and entirely implemented via internet-based applications, 
minimizing program costs and increasing the efficiency of the quality improvement approach to reach 
multiple multi-national MNCH service delivery points. The LAC Region Internet-Based Improvement 
Collaborative to Reduce the Incidence of Non-NICU Hospital Newborn Infections project (RedINFECC 
Network) was implemented with the support of ASSIST, the Maternal and Child Survival Program 
(MCSP), and the Neonatal Alliance for Latin America and the Caribbean and leveraged database support 
from the Avedis Donabedian Foundation, Barcelona, Spain. 
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While internet use has grown impressively in recent years in the LAC Region, its use for the purpose of 
improving health care is virtually non-existent. The RedINFECC Collaborative Network was the first-ever 
experience in this direction in the MNCH area in the region. An evaluation of the project is imperative to 
obtain knowledge about the strategy's implementation, costs, the degree of participation and the 
effectiveness of the improvement activities to improve processes of care and reduce newborn infections. 
This knowledge will be important to ASSIST, and other programs and organizations in LAC, Africa, Asia, 
and the Middle East and beyond to strengthen health systems globally for improved outcomes for the 
patients we are trying to serve. The potential for reduced costs and expanded reach with using the 
internet for improvement activities is significant.  

Accomplishments and Results: 

 Conducted interviews with representatives from the QI teams from 18 facilities and one focus 
group with QI coaches via Skype/telephone in Q1. Most (15) respondents reported some 
experience with aspects of quality improvement such as being held accountable by their Ministries of 
Health to comply with standards, creating and implementing checklists, collecting and monitoring 
certain types of data, or ISO certification. Three respondents reported having no previous experience 
with any aspect of QI. The coaches who participated in group or individual interviews all had 
extensive experience in QI in the LAC region. They had all functioned as coaches in in-person 
collaboratives; however, this was the first occasion for all of them to offer support in a virtual 
collaborative. Coaches viewed their role not just as one of training and orientation, but also as one of 
motivating QI teams and elevating their confidence to improve. All respondents hoped that the virtual 
collaborative would aid their facilities in improving the quality of care provided and reducing infections. 
Some respondents highlighted the challenges their facilities faced with respect to nosocomial 
infections. Coaches shared that some facilities which did not participate fully or at all in the 
collaborative had the expectation that this was a training for which they would receive certificates. 
Seven interviewed respondents reported sharing data via the website with the virtual collaborative. Of 
the remaining nine, four reported connectivity issues or other challenges with technology. Two 
indicated that they had insufficient staff or time to collect and enter the data. One shared that the 
MOH had not approved sharing data, however the facility was pursuing permission. All respondents 
shared that either they or members of the QI team had participated in at least some of the webinars. 
Similarly, all respondents indicated that they or other members of their QI teams had accessed and 
downloaded technical documents from the website. Technology presented an obstacle to 
participation for eight respondents. Poor or no internet access at the facility impacted respondents’ 
ability to share data, participate in seminars, or communicate with their coaches. For some, these 
activities had to take place out of working hours and from their homes. Another challenge noted 
related to forming QI teams as staff were already facing burdensome workloads. Beyond these more 
concrete challenges were issues of politics. A respondent from Venezuela explained that government 
and the hospital administration wanted a positive image of health care, while QI approaches highlight 
weakness to address it. All but two respondents indicated they had at least one contact with their 
coach via email, Skype, or telephone. Coaches felt that there was much more work involved in 
communicating with QI teams, especially with getting information from them and training them on 
collecting and using data, via email, Skype or phone, compared to in-person coaching visits. It was 
unclear whether these communication challenges were, in part, because facility QI teams were not 
aware of the coaches as a resource they could access as needed. Other forms of support that 
coaches would provide in in-person collaboratives, such as verifying data quality and the information 
provided by QI teams, were not possible in the virtual format. Respondents all felt the internet was a 
valuable asset for collaborative improvement, facilitating sharing across countries that, without the 
internet, would not have been logistically or financially possible. However, there was the sentiment 
that it was not a replacement for in-person, face-to-face sharing and learning.  

Activity 8. Capacity building for research and support to country programs 

Overview: There is limited capacity to perform rigorous evaluations of improvement interventions, 
including economic analysis and qualitative methods in health system strengthening. In FY16, Edward 
Broughton has been working in collaboration with USAID technical experts from the Economic 
Development, Education, and Environment (E3) Division of USAID on designing courses on cost-
effectiveness analysis in health programs for delivery in other settings.  
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Accomplishments and Results: 

 A week-long training was delivered by the ASSIST R&E Director in conjunction with the E3 in 
Pretoria, South Africa (Jan 25-29, 2016). Another CEA course has been requested by USAID 
Washington in Q3. It is expected this will increase the number of requests for CEAs for health system 
strengthening activities in USAID countries. USAID Jordan is also interested in hosting such a training 
in Q2-3, FY16 for regional USAID mission staff and implementing partners. 

 Request from USAID Pakistan for CEA support. Discussions have been ongoing throughout Q2, 
FY16 with the Pakistan USAID Mission on performing a cost-effectiveness analysis of family planning 
activities undertaken under the direction of the mission. It is expected that the study itself will 
commence in Q3 FY16, if the Pakistan mission still has the resources available to support it.  

 Simon Hiltebeitel traveled to Uganda to review project indicator databases and worked on 
improvements in data management and dashboards with the Uganda team. He also conducted 
two training sessions on improving data presentations.  

Activity 9. Disseminate knowledge gained through ASSIST R&E activities 

Overview: ASSIST disseminates insights from research and evaluation activities through peer-reviewed 
publications, conference presentations, and project research reports posted to the ASSIST knowledge 
portal. 

Accomplishments and Results: 

 Article published (Mar. 2016). Sarin E, Lunsford SS, Sooden A, Rai S, Livesley N. 2016. Incentives 
of ASHA workers in two districts in India: Lessons from a qualitative study. Frontiers in Public Health. 
4:38. doi: 10.3389/fpubh.2016.00038. 

 A manuscript the cost-effectiveness of implementing the chronic care model for HIV care and 
treatment in Uganda was completed in Q2 and submitted to The International Journal for Quality in 
Health Care. 

 A manuscript was submitted in February 2016 to the Pan American Journal of Public Health for the 
improvement activity conducted in Cotopaxi, Ecuador. 

 Proposals were submitted in February 2016 for oral presentations at the Health Systems Research 
Global Symposium for presentations on Indonesia HAPIE results, on health care improvement 
methods, and on the results of safe male circumcision studies in Uganda. 

 A proposal on the Tanzania health worker engagement study was submitted February 2016 to the 
International AIDS Society conference.   

 Two conference presentation proposals were also submitted February 2016 to the International 
Society for Quality in Health Care Improvement on the study of the relationship between improvement 
and accreditation and the implementation of the universal health care system. 

 A manuscript of the cost-effectiveness of improvement activities conducted in Ecuador under the HCI 
Project was submitted February 2016 to the Journal of Pregnancy and Childbirth. This was a paper 
that was previously rejected by other journals, hence its resubmission under ASSIST. 

 The protocol for the SMATS study for screening during pregnancy was submitted February 2016 to 
BMC Infectious Diseases and is currently under review. 

 Findings from the DRC baseline assessment were shared with key national-level stakeholders, 
including the Mission, Ministry of Health, and implementing partners  

Planned Activities Next Quarter: April - June 2016 

 Two major studies will be in the data analysis phase in Q3, FY16. One is the SMaCKM study which 
includes a cost-effectiveness analysis component. The other is the SMATS study of screening for 
tuberculosis in pregnancy and the early neonatal period. It is anticipated that during Q4 FY16, the 
write-up of the studies will be completed and dissemination of the findings will be underway. 

 At least two data validation studies (Kenya QI team functionality index validation and the Ukraine 
Brief Physician intervention) data studies will be published on the ASSIST website in Q3.  
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 Other than the SMATS and SMaCKM studies as noted above, it is expected that at least one more 
economic analysis study will be completed – the Malawi OVC costing exercise report. It is also 
expected that the economic analysts working with the ASIST India team will also complete their cost-
effectiveness analysis of RMNCH improvement activities.  End line data collection on the Swaziland 
injection safety study and the Malawi HES evaluation will be completed in the next quarter.  

 Data collection will be conducted for validation, comparison group and economic analysis in Burundi 

 Baseline data collection will be conducted for the Mali people-centered and integrated health 
services. 

 The Tanzania retention study report will be finalized. 
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6. OBSTACLES AND REMEDIES 

Obstacles 

While the work under ASSIST is proceeding, there remain serious funding issues, in particular the 
discrepancy between the timing of the funding and the work planning requirements.  In FY16, ASSIST 
has received two different modifications with additional funding for continuing and new scopes of work 
throughout the year.  Presently we are expecting $19 million for FY16 which has not been received as of 
May 2016 – over half a year into FY16. This presents a challenge in terms of planning and resourcing the 
work.  It also has consequences for the timing and speed by which project activities can be implemented. 
More serious consequences can happen if an activity goes into closedown mode and is then expected to 
ramp up. The staffing implications of such erratic timing of funding makes managing the work and paying 
due diligence to our staff very difficult in view of the host country labor law requirements we also have to 
abide by. Moreover, the USAID ASSIST Project and URC continue to be put in the risky financial position 
of forward-funding activities in order not to lose momentum of some mission- or core-funded activities and 
not have to re-start project activities from the beginning if and when funds are made available.   

Remedies  

Please expedite the obligation of funding actions that are pending. Please communicate to the bureaus 
and missions that delays will result in damages to the technical progress of work as well as relationships 
with MOHs and partners on the ground. The need for expedited funding cannot be over emphasized in 
the fourth of this five-year project.  
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7. ANALYSIS AND EXPLANATION OF COSTS 
Costs in the first part of the year ramped up. However, with the additional obligations starting possibly in 
June 2016, ASSIST staff will able to strengthen and expand many of the activities. This expansion will 
increase the burn rate to the expected level for a project of this size and complexity in its fifth and final 
year.  
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8. PERFORMANCE MONITORING PLAN 
The table below summarizes progress through FY16 Q2 on key indicators in the ASSIST performance 
monitoring plan. 

Progress on USAID ASSIST Project performance monitoring indicators as of March 31, 2016 

Project Management  

# Indicator Baseline  End of 
Project 
Target 

Progress as 
of March 31, 
2016 

Data Source/ 

Collection methods 

1 # of Annual Work Plans submitted 
on-time to the AOR 

0 5 4 Transmission of 
deliverable to the AOR 

2 # of Annual Project Reports 
submitted on-time to the AOR 

0 5 3 Transmission of 
deliverable to the AOR 

3 Gender Framework submitted 
within 90 calendar days of the 
cooperative agreement effective 
date 

0 1 1 Transmission of 
deliverable to the AOR 

4 # of Annual Research and 
Evaluation Reports submitted on-
time to the AOR 

0 5 3 Transmission of 
deliverable to the AOR 

5 # of quarterly financial reports 
submitted on-time to the AOR 

0 20 14 Transmission of 
deliverable to the AOR 

6 # of Semi-annual Performance 
Monitoring Reports submitted on-
time to the AOR 

0 10 6 Transmission of 
deliverable to the AOR 

7 Final Report of the cooperative 
agreement submitted on-time to the 
AOR 

0 1 NA Transmission of 
deliverable to the AOR 

Documentation and Knowledge Management  

 # Indicator Baseline  End of 
Project 
Target 

Progress as 
of March 31, 
2016 

Data Source 
[Benchmark] 

1 Knowledge Management Plan 
submitted within 90 calendar days 
of the cooperative agreement 
effective date 

0 1 1 Transmission of 
deliverable to the AOR 

2 # of Documentation and Knowledge 
Management Reports submitted to 
AOR 

0 5 3 Transmission of 
deliverable to the AOR 

3 Design of ASSIST Knowledge 
Portal submitted to AOR for 
approval 

NA 1 1 Written approval by AOR 
[Benchmark: completed 
in year 1] 

4 # of country case studies 0 30 30 [Benchmark: 20 
completed by the end of 
year 3] 
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 # Indicator Baseline  End of 
Project 
Target 

Progress as 
of March 31, 
2016 

Data Source 
[Benchmark] 

5 # of research and evaluation 
studies examining the KM system 
as a whole or components 

0 4 4 [Benchmark: four 
completed by the end of 
year three] 

6 % of ASSIST country teams with at 
least one team member with basic 
competencies in KM and 
documentation 

0 100% 71% 
(10/14) 

Country program 
quarterly and annual 
reporting; special 
surveys 

7 % of assisted countries that apply 
KM approaches to conduct 
synthesis and knowledge 
harvesting exercise each year 

7% (1/14) 100% 71% 
(10/14) 

Country program 
quarterly and annual 
reporting; special 
surveys 

8 Average # of knowledge products 
developed per country 

0.6 (9/14) 
(FY13) 

3 (9 + 29 + 
24 + 9 = 
71/21) = 
3.4 

Country program 
quarterly and annual 
reporting 

9 % of assisted countries with local 
repository of improvement 
knowledge 

0% Baseline 
+ 25% 

10% (2/20) Country program 
quarterly and annual 
reporting 

10 # of communities of practice 
supported on the ASSIST 
knowledge portal 

0 3 2 HQ quarterly and annual 
reporting 

11 # of virtual learning events 
supported by the ASSIST KM 
system 

0 3 4 + 19 + 5 
= 28 

HQ quarterly and annual 
reporting 

Global Technical Leadership 

# Indicator Baseline  End of 
Project 
Target 

Progress as 
of March 31, 
2016 

Data Source/ 

Collection methods 

1 # of articles on improvement 
methods and results published in 
peer-reviewed journals; possible 
topics to be addressed include 
application of improvement 
approaches to new areas, major 
technical issues in the field of 
improvement, gender integration as 
an improvement strategy, results of 
KM activities 

NA 10 4 + 8 +3 = 
15 

Publication 

2 # of assisted countries with national 
health care improvement policies 
and strategies 

3  Baseline 
+ 5 

5  Country program 
quarterly and annual 
reporting 

3 # presentations given by ASSIST 
staff at global health technical 
conferences 

NA 25 173 HQ and country 
quarterly and annual 
reporting 
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Field Operations 

# Indicator Baseline  End of 
Project 
Target 

Progress as 
of March 31, 
2016 

Data Source/ 

Collection methods 

1 % of integrated country design 
plans signed by country and USAID 
stakeholders 

NA 100% 39% (7/18)  

 

Country Improvement 
Plan signed  

2 % of annual country reports NA 100% FY13: Dates of submission of 
submitted on-time  100% (7/7) annual country reports to 

FY14: AOR  

100% 
(19/19) 

FY 15: 
100% 
(20/20) 

3 % of annual country reports that 
examine magnitude and spread rate 
of improvement 

NA 100% 100% Review of annual 
country reports 

4 % of country-reported indicators 
externally validated  

NA 25% of 
reported 
indicators

21% 
(93/445) 

Country quarterly and 
annual reporting 

5 % of improvement indicators 
tracked with a QI and non-QI 
intervention comparison groups  

NA 10% of 
reported 
indicators

14% 
(63/445 
indicators) 

Country quarterly and 
annual reporting 

6 % of countries collecting and 
analyzing sex-disaggregated data 
for improvement when relevant 

86% (6/7) 
(FY13) 

100% 72% (8/11) Country quarterly and 
annual reporting 

7 % of country programs tracking 
expenditures for the purpose of 
economic evaluation (integrated 
into the country plan) 

0 80% 30% (6/20) Accounting records 

8 % of integrated country design 43% (3/7) 30% 93% Review of integrated 

 

plans that address relevant gender-
related barriers 

(14/15) country design plans, 
review of project 
planning 
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