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Foreword 

The Ministry of Health with support from the United States President’s Emergency Plan for AIDS Relief 
(PEPFAR) through the United States Agency for International Development (USAID), U.S. Centers for 
Disease Control and Prevention (CDC), USAID Applying Science to Strengthen and Improve Systems 
(ASSIST), Strengthening Partnerships, Results and Innovations in Nutrition Globally (SPRING),  Food 
and Nutrition Technical Assistance III (FANTA III), the AIDS Support Organization (TASO), Strengthening 
the Tuberculosis and HIV/AIDS Response South West (STAR SW), and Strengthening the Tuberculosis 
and HIV/AIDS Response East Central (STAR EC), has been implementing the Partnership for HIV-Free 
Survival (PHFS) initiative since March 2013, when it was officially launched. The aim of this initiative is to 
ensure a well-nourished, healthy HIV-free baby, through implementation of eMTCT and nutrition 
interventions using the quality improvement approach. Among the objectives of this initiative was to 
generate best practices from implementing sites that can be scaled up to other health facilities in the 
same district and the country. 

Throughout the implementation of the PFHS initiative, a number of learning sessions and harvest 
meetings have been conducted from which these tested changes and guidance for improving the 
completeness and accuracy of eMTCT data, improving  retention of mother-baby pairs in care, and 
provision of  quality services at routine visits for HIV-positive mothers and their exposed babies have 
been compiled. 

The Ministry of Health extends their appreciation to PEPFAR for providing the financial support to 
implement this initiative. Sincere gratitude is extended to USAID, CDC, ASSIST, SPRING, FANTA III, 
TASO, STAR SW, and STAR EC for the technical and financial support which was so essential in 
generating these best practices.  

Special recognition is made of USAID ASSIST for the skilled technical guidance on the quality 
improvement component of the PHFS initiative, for supporting the regional and district coaches and the 
health facility improvement teams to apply quality improvement approaches in delivery of eMTCT and 
nutrition services, and for generating the various change ideas.  

The Ministry of Health appreciates all the members listed in Annex 2 for their contribution throughout the 
process of implementing the initiative. PHFS implementation has been team work, and the compilation of 
this change package would not have been possible if it were not for the untiring efforts and commitment 
of these individuals.  

This Change Package has been a result of collaborative effort between Ministry of Health, USAID 
ASSIST, FANTA III, SPRING, TASO, STAR SW, and STAR EC, regional coaches, District Health Officers 
of 6 focus districts, districts coaches, and health facility improvement teams in the 22 prototype sites. 
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I. Introduction  

Since April 2013, the USAID Applying Science to Strengthen and Improve Systems (ASSIST) Project, 
together with other USAID and U.S. Centers for Disease Control and Prevention (CDC) partners—Food 
and Nutrition Technical Assistance (FANTA), Strengthening Partnerships, Results and Innovations in 
Nutrition Globally (SPRING), and the AIDS Support Organisation (TASO)--have been supporting the 
Ministry of Health to implement the Partnership for HIV-
Free Survival (PHFS) Initiative in 22 health facilities in six 
districts.  The PHFS initiative supports the goal of 
elimination of new HIV infections among children by 2015 
and keeping their mothers alive through scaling up an 
effective campaign to protect exposed infants from HIV 
infection and provide optimal nutrition for these infants. 
The PHFS work in Uganda is part of a partnership across 
six countries in East and Southern Africa including 
Lesotho, South Africa, Mozambique, Kenya, and 
Tanzania coordinated by the Institute for Healthcare 
Improvement (IHI) with support from the World Health 
Organization (WHO), CDC and USAID. The initiative was 
launched in March 2013. 

The PHFS initiative was rolled out in these 22 health 
facilities using the quality improvement approach. 
“Quality improvement (QI) teams were either formed or 
reconstituted where they previously existed. These QI 
teams have been supported through monthly coaching visits to identify gaps in care, prioritize areas for 
improvement, develop and test change ideas to address the gaps and implement these changes. To 
further facilitate the sharing and spreading of change ideas, peer-to-peer learning sessions were 
organized quarterly so that teams could come together and share their work”.  At the start of improvement 
work, teams initially focused on data quality and the retention of mother and their babies in care. After the 
teams had addressed some of the gaps in retention of mother-baby pairs in care and improved data 
quality, the teams were then supported to improve the quality of services provided to retained mother-
baby pairs at routine visits. 

Through a consultative meeting with other USAID ASSIST country teams participating in the PHFS 
initiative, services that each mother and her baby should receive at each routine monthly visits were 
agreed upon.  The services agreed upon are: mother receives antiretroviral therapy (ART) refills, the 
baby, if under 6 weeks of age receives Nevirapine (NVP) or Cotrimoxazole (CTX) from 6 weeks of age, 
both mother and baby receive nutrition assessment using either mid-upper arm circumference (MUAC) or 
body mass index (BMI) for age or weight for age for babies less than six months, infant and young child 
feeding counseling, and an appointment date for the next visit giving details of what will happen during 
that visit.  

We decided that an ‘all or nothing’ indicator would be best to measure the routine visits to ensure that the 
same mother-baby pair received all the services at each visit. If a mother and her baby came to the facility 
and received only two of the services and not the others, then this mother-baby pair did not receive a 
standard package of care at a routine visit.  

How did teams address routine visit care?  

Teams started working on improving quality of services at routine visits about three months after the start 
of the collaborative. This was after they had improved in two other areas: in retention in care, to ensure 
that a reasonable number of mother-baby pairs were in care, and in their data quality, to be able to tell 

The Partnership for HIV-Free Survival 

To achieve the goals of the “Global Plan 
Towards the Elimination of New HIV 
Infections among Children by 2015 and 
Keeping their Mothers Alive,’' the 
Ministry of Health, PEPFAR, and other 
partners in Uganda are supporting 
national efforts to develop and scale up 
interventions to provide optimal nutrition 
for infants and their mothers and to 
protect infants from HIV infection.  

The Partnership for HIV Free Survival 
(PHFS) Initiative was implemented in 
initially in 22 health facilities in six 
districts in Uganda, supported by 
ASSIST, FANTA, TASO and SPRING. 
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what services the mother-baby pair received at each visit.1 To start improving the quality of services at 
routine visits, the way the clinics were run needed to be reviewed to ensure that all mother baby pairs 
received all the services they were expected to receive. To understand whether this was a problem and 
why, improvement teams had to evaluate the flow of mother baby pairs through the clinic. The flow charts 
showed that mothers and their babies received services in different areas, in most clinics mothers were 
seen in the ART clinic and babies at EID care point. Nutrition assessment was not done for all of the 
mother-baby pairs. During the second learning session, teams were supported to come up with client 
flows showing how and where these services would be provided. They then implemented the new client 
flow.    

The challenges with improving this particular focus area was that the teams had no recording forms or 
data tools to document the provision of some of the routine services provided, particularly the infant and 
young child feeding counseling, and maternal nutrition counseling.  Since we cannot improve what we 
cannot measure, a tally sheet was developed as an interim tool for teams to keep a record of the services 
each mother-baby pair received at each routine visit. This tally sheet is attached in the Appendix.  Also 
mothers and their babies received different services at different points of care in clinics so the 
improvement teams had to decide how to merge these services and ensure that the same mother-baby 
pair received all the services at each routine visit.  

What results did these teams achieve? 

As shown in the figure below, by February 2014, the 22 sites had made significant improvement in the 
delivery of the standard care package, from 2.9% of mother-baby pairs receiving all elements in the 
standard package in June 2013 to 98.4% of mother-baby pairs by February 2014.  The red line shows the 
progress made in one site and the changes that site introduced. 

 

                                                      
1 See the companion documents for this change package: Improving Retention of Mother-Baby Pairs and Improving Completeness 
and Accuracy of Data for Elimination of Mother-to-child Transmission of HIV. 

Jun Jul Aug Sept Oct Nov Dec Jan Feb

Percentage 2.9 44.6 68.0 77.0 87.9 93.7 95.7 98.4 98.4

Mother- Baby pairs who received standard care 
package 9 247 439 619.0 748.0 878.0 865.0 1078 1030

Total number of mother-baby pairs seen in the 
clinic in the month 309 554 646 804.0 851.0 937 904 1096 1047

# of sites 20 22 21 22 22 22 22 22 22

% MB pairs who receive standard package of 
care in one site 15.4 22.2 78.05 83.78 83.93 97.4 98.6 100 100

Oct. 2013: New client 
flowchart developed & 

merging of ART and EID 
services 

Nov. 2013: Expert clients 
trained to do MUAC and 
assigned responsibility of 
assessing and nutrition 

counselling 

Jan. 2014: Mothers told about 
what services to expect so 
they can remind HW if they 

forget a service
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22 sites (June 2013 - Feb. 2014) 
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The sites that participated in the demonstration phase of PHFS and that contributed to this change 
package are listed in the following table. 

District Sites that participated in the PHFS 
demonstration phase 

Supporting implementing 
partner 

Ntungamo district Itojo General Hospital, Kitwe HCIV, Rubaare HCIV, 
Ruhaama HCIII 

SPRING, STAR-SW 

Kisoro district Kisoro General Hospital, Busanza HCIV, Rubuguri 
HCIV, Muramba HCII 

SPRING, STAR-SW 

Manafwa district Magale HCIV, Bugobero HCIV, Bubutu HCIII, 
Bubulo HCIV 

TASO 

Tororo district Tororo General Hospital, Nagongera HCIV, Mukujju 
HCIV, Malaba HCIII 

TASO 

Jinja district Mpumudde HCIV, Bugembe HCIV, Buwenge HCIV TASO 

Namutumba 
district 

Namutumba HCIII, Ivukula HCIII, Magada HCIII SPRING, STAR-EC 

 

II. Harvest Meeting 

The 22 teams gathered at a harvest meeting held in February 2014 to reflect on their results, discuss both 
the successful and unsuccessful changes and related evidence which had led to the results, and develop 
their “best advice” based on their experience that could guide other facility teams in improving routine 
care for mother-baby pairs. During the harvest meeting each change was evaluated based on the 
strength of evidence from pilot tests, scalability of the change, the level of simplicity or complexity and its 
relative importance. 

The teams participating in the harvest meeting reflected on their high-level advice to other teams who 
wanted to improve the quality of services provided to mothers and their babies at routine visits.  They 
recommended: 

1) First look at the client flow chart in the clinic and determine where the different services that are 
provided to mothers and their babies at routine visits are provided. Reorganize your flow chart so 
that all these services are merged and provided at one care point as much as possible. This is 
what Mpumude HCIV did- the team drew a flow chart for HIV-ositive mothers and exposed infants 
and realized that the mothers were being seen in the ART clinic and the exposed babies in the 
EID clinic. The team agreed that to be able to provide all the services to the same mother-baby 
pair, they would have to see them together in the same place and as a pair, they then agreed to 
have mother-baby care point in the maternal and child health (MCH) clinic and obtained a 
cupboard in which to store the ART and cotrimoxazole for the mother-baby pairs, their clinical 
charts and the MUAC tapes. 

2) Decide where and how you will keep a record of the services provided to mother-baby pairs at 
routine visits. The tally sheet provided in Annex 2 provides an example of one way to record this 
information. 
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Client flow charts for HIV-positive mothers and exposed babies, before merging of services, 
Mpumudde HCIV. Photo by Tamara Nsubuga-Nyombi, URC.  
 

 
Client flow of mother-baby pairs after services were integrated and moved to the MCH clinic in 
Mpumudde HCIV. Photo by Tamara Nsubuga-Nyombi, URC. 

III. Change Package for Improving Routine Visit Care 

Intended use 

This change package is intended to provide other quality improvement teams that will be starting on 
improvement work in PHFS a general idea of areas that have to be considered when improving routine 
visit care.  Table 1 summarises how the participants in the harvest meeting evaluated the changes to 
improve routine visit care quality and lists the key changes implemented in order of ranking, beginning 
with the highest-rated change.   

Table 2 provides a comprehensive list of all the change ideas tested to address specific barriers to the 
delivery of the standard package of routine services, with notes on the number of sites that implemented 
the change, the results, and specific steps to implement the change. Teams may not necessarily replicate 
these change ideas; rather, they should adapt them to suit their clinics. 
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Table 1. Rank-ordered changes to improve services provided to mother-baby pairs at routine 
visits 

Change to improve the quality of 
services provided to mother-baby 
pairs at routine visits, so each pair 
receives standard care package 

Evidence 
from pilot 

tests 

Relative 
importance 

Simplicity 
(not 

difficult or 
complex) 

Scalability 
Total 
rating 

Drugs dispensed in the same area 
where mother-baby pairs are seen 

5 5 4.4 4.6 19 

EID and ART clinics (services for the 
exposed baby and HIV-positive 
mother) merged  

4.8 5 4.6 4.6 19

Counter book/ form to keep a record 
of who received all the services 

4.8 4.4 4.2 4.4 17.8 

Mother and baby’s cards completely 
filled out before the pair leaves the 
clinic  

5 4.2 4.2 4.4 17.8

On-the-job training of health workers 
and expert clients to provide services 
such as nutrition assessment using 
MUAC, infant and young child 
feeding guidelines 

4.4 5 4.2 4 17.6 

Reminder notes placed on the wall to 
remind clinicians and midwives about 
the services and updating the cards 

3.6 4.6 4.4 4.2 16.8

Mothers informed about the services 
to expect so they can remind health 
workers in case a service is not 
provided  

3.6 4.8 3.8 3.8 16 

Assignment of roles within the clinic 
so that all services could be provided  

3.6 5 3.2 3.4 15.2

 

 

 

 

 

Challenges in implementing some of the changes to improve quality of services 
provided to mother-baby pairs at routine visits 

It is important to note that some improvement teams were faced with challenges in implementing some of 
the changes to improve the quality of services at routine visits.  Any other teams that take on some of 
these changes should anticipate these challenges and know how they can be addressed. These 
challenges include: 

- Space constraints: When teams decided to provide all the services to mother-baby pairs at one 
point, they did not have enough space for mothers and their babies to sit in the waiting area. They 
requested implementing partners to provide a tent, whilst other teams found larger rooms to hold 
the mother-baby pair clinic. 

- Not all the midwives were trained to provide ART for mothers so the teams did on-job training  
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- The tally sheets which were provided often went out of stock and so the teams had to spend 
money photocopying them. To address this, most teams decided to use a counter-book to keep a 
record of the services provided to mother-baby pairs at routine visits.  

Further to the recommendations by the team members who participated in the harvest meeting, we 
recommend that teams aiming to improve care and services provided at routine visits for mothers and 
their babies should test and then implement changes in each of the following areas: 1) improve the 
efficiency of the mother-baby care point, 2) strengthen linkages between the different entry and service 
points; 3) improve the knowledge and skills of the staff; and 4) improve data quality.  

These are recommended because all the facilities that tested changes in these areas observed 
improvement in routine care of mother-baby pairs.  

Getting started 

Teams seeking to improve routine visit care might start off by reviewing the prioritised list of changes to 
implement in Table 1.  Teams should refer to Table 2 to identify change ideas that respond to specific 
barriers to providing quality care during routine visits that they have identified and then use the 
suggestions for implementing the change in the last column. 

Overall improvement teams found that as they brought mother baby pairs back into care, providing care 
and services at routine visits was not difficult, as they were already providing most of these services at 
different points of care. All the teams had to do was to provide these services in a centralized area, 
ensure they documented that these services were provided, and have the necessary tools and equipment 
(MUAC tapes, weighing scales, drugs) in place to do so. 
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Table 2. Detailed change package for improving routine visit care 

Specific problem 
being addressed 

Change tested and number 
of sites which tested/ 
implemented the change 

Change successful? 
Yes/No? Evidence of 
successful change 

How exactly was change tested/implemented 
(where, who, how, when, resources required, 
etc.)? 

Clinic efficiency:  Merged the Exposed Infant All 14 health facilities which  Had a meeting and negotiated with the midwives 

Separate EID and ART 
clinic so either the 
mother or the baby 
would miss out on the 
services provided  

Diagnosis (EID)  and ART 
clinic  services so that 
services could be provided to 
both mother and baby in one 
place 
 

rolled out this change saw 
improvement in care provided 
at routine visits, e.g.: 
Bugobero HCIV merged 
services in July and were at 
28.5%, by Jan 2014, they 

 

 

in MCH, EID and ART team, agreed to merge the 
clinic. 
Took EID register from ART/ EID care point and 
put it in ART or MCH clinic.  
Midwives changed their duty roster so that there 
was one of them attending to ART clinic so that 

 
Mothers were 
complaining about the 
long waiting times and 
lines 

Services moved from the 
ART clinic to the MCH clinic 
to decongest the ART clinic 
The advantages :waiting time 
reduced, complaints reduced 

were at 100% and currently 
take about 30 minutes to see 
mother-baby pairs. 
Namutumba HCIII: 7.1% in 
June -100% in October 2013 

 
mothers and babies could be seen together. 
In some sites, mothers’ files were retrieved from 
ART clinic and taken to the MCH/ANC clinic prior 
to the clinic day so that health workers did not 
spend time retrieving files from different clinics 

 
Health workers in ART 
were overworked and 
were complaining. 

 
Number of sites testing/ 
implementing this change:  
14 
 

Ivukula HCIII: 0% in June 
2013 to 67% in July 2013 
Mukujju HCIV: 0% in June 
2013 to 82% in July 2013 
Itojo: 60% in Sept 2013 to 
93% in Oct 2013 

 

 

 

Paired mothers’ and babies’ cards were kept 
together in the same place- where mothers and 
babies received care. The midwives and 
volunteers had worked to pair each baby’s chart 
with their mother’s ART card as they worked to 
improve retention and data quality.  
All equipment required to provide services (e.g. 
weighing scales, MUAC tapes) obtained and 
placed in the MCH clinic. 
Resources required: Human resources were 
mobilized to get and merge the charts and 
service provision times. 

Clinic efficiency:  Assigned specific person 15 sites tested this change  Teams drew up a list of activities and services to 

Heavy workload 
specific roles in the clinic so 
that all the services are 

and reported improvement, 
e.g.: Ivukula HCIII 74% in Oct 

be provided and developed a duty roster for the 
clinic staff and assigned roles.  

 provided to mother-baby 2013 to 92% in Nov 2013 and  The team leader and other trained staff provided 
 pairs 

 
100% by Jan 2014 
Itojo Hospital: 82% in Nov 
2013 to 100% in Dec 2013 

on-the-job training for staff who did not know how 
to do certain activities, e.g., using MUAC tapes 
for assessment.  
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Specific problem 
being addressed 

Change tested and number 
of sites which tested/ 
implemented the change 

Change successful? 
Yes/No? Evidence of 
successful change 

How exactly was change tested/implemented 
(where, who, how, when, resources required, 
etc.)? 

Number of sites testing/  Mentor mothers and midwives assigned 
implementing this change: counseling roles; expert clients take MUAC 
15  measurements while midwives are in charge of 

providing drugs, filling out the cards and registers 
and giving appointments.   

Clinic efficiency:  Mothers’ and babies’ drugs 
are dispensed where the  

All the 19 health facilities 
which rolled out this change 

 Order per clinic due to storage issues in ANC 
(Ivukula). 

Different service points 
Long waiting time 
Some mothers and 
babies would miss 
drugs 

clients are seen from instead 
of sending them to the 
dispensary 
 
Number of sites testing/ 
implementing this 
change:19 

reported improvement. The 
change was introduced 
alongside merging of 
clinics/services 

 

 

 

Order drugs for a month (all drugs they need in 
ART clinic).  
Get a drugs cabin for drugs in ART clinic 
(Bugobero). 
Keep a dispensing log in the dispensation area. 

Improving data Mother and baby care cards All 9 health facilities which  A team of two-three people see the mother and 
quality: are completed as clinicians rolled out this change saw baby, so that someone is documenting and 

Documentation: see the clients; feedback is improvement, e.g.: updating the cards as they are seen in the clinic. 

mother and baby cards provided to the clinician if Kisoro hospital : 12% in June  

are not completely cards are incomplete. 2013 to 78% in July 2013  

filled out on the clinic  Mukujju HCIV : 21.3% in Aug 

day so could not tell Number of sites testing/ 2013 to 78.9% in Sept 2013 

who got a service implementing this change: 
9 

Improving data Improvised with a counter All the 22 health facilities that  Teams were provided with a tally sheet to keep a 
quality: book and  use of tally sheet used the tally sheet reported record of services provided to each mother-baby 

No easy way to tally or form  improvement in care provided pair. Some teams obtained a book from their 

crosscheck who has  at routine visits, e.g. : administration to record the services. 

received or missed Number of sites Itojo: 60% in Sept to 93% in Clinician/midwives have the form/book and fill it 

which service as there testing/implementing this Oct 2013 per client as they are seen 

is no single tool change: 22 Kisoro: 78% in July to 93% in 
Sept 2013 
 

 Mentor mothers cross check the charts and also 
ask the mother while ticking the form /book and 
asking “Were you weighed, counselled?” “When 
are you coming back?” 
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Specific problem 
being addressed 

Change tested and number 
of sites which tested/ 
implemented the change 

Change successful? 
Yes/No? Evidence of 
successful change 

How exactly was change tested/implemented 
(where, who, how, when, resources required, 
etc.)? 
 It is worth noting that the tally sheet served as a 

reminder to the health workers about the 
services to be provided to MB pairs. 

Linkage of service 
points: 
Mothers would get lost 
in the facility as they 
are sent to the 
different service points 

Physical referral of mother 
baby pairs from all entry 
points, including ART clinic  
 
Number of sites testing/ 
implementing this change: 
19 

All 19 health facilities which 
tested this change reported 
improvement, e.g.: 
Mukujju HCIV: 18% May 
2013 to 21.3% August 2013 

 

 

 

Physical referral is particularly important for 
mothers being initiated on Option B+ as they are 
escorted to the clinic by a volunteer to be 
enrolled in care.   
All staff were sensitized, whoever comes across 
a mother-baby pair should physically escort to 
EID care point and hand over to staff 
responsible. 
In some health facilities, peers and linkage 
facilitators help to take the mothers to EID points 

Addressing 
knowledge gap: 
Staff knowledge gaps 
on infant and young 
child feeding (IYCF) 
practices, nutrition 
assessment and 
elements of care 

On job training and 
orientation on IYCF 
counseling 
 
Number of sites testing/ 
implementing this change: 
10 

All the sites which tested this 
change reported 
improvement, e.g. Bugobero 
HCIV: 53.3% in Sept 2013 to 
70% Oct. 2013 

 

 

Health workers who attended a learning session 
held a combined one- day training for MCH and 
ART staff to explain the standard package for 
routine visits 
Peers and mentor mothers attend the training 
and the facilities do this continuously as more 
members join the care team  

Mothers informed about the 
services to expect at each 
visit so that they can remind 
health workers about 
services 
 
Number of sites testing/ 
implementing this change: 
6 

The 6 health facilities that 
tested this change associated 
it with improvement 

 

 

During the counseling sessions, before or as 
appointments are given, at the beginning of each 
clinic day in the waiting, mothers were told about 
the services they should expect to receive and 
reminded to make sure they have received all the 
services before they leave. 
 If they do not receive a service then the mothers 
can ask the care giver to provide the service 
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Annex 1: Tally Sheet for Routine Visits 

ROUTINE VISITS FOR MOTHER-BABY PAIRS 

Health Facility: …………………………………………………………………………………….. 

Reporting Month: ……………………………………………………………………………….. 

Mother’s ART 
No. 

EID No. ART given to 
mother? 

CTX/ NVP 
(baby< 6 
weeks) 
given 

Infant and 
Young Child 
Feeding 
Counseling 
done? (Specify 
topic)  

Nutrition 
assessment 
for mother? 
(MUAC/BMI)  

Nutrition 
assessment for 
baby? 
(MUAC/Weight 
for age if baby 
is under 6 
months) 

Appointment for 
next visit given 
and explained 
what will happen 
at next visit? 

Comment 
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Regional and District Coaches: Dr. Winifred Muyindike, Amos Ndungutse Hashaka, Dr. Muwonge 
Arnold Kizito, Dr. Odongo Musa, Dr. Rebecca Nekaka, Dr. Okoth David, Baluka Juliet, Takoba 
Prossy, Dr. Settabi Michael, John Baliddawa, Joseph Nturo, Sison Mugisha, Moses Mutabazi, Egessa 
Harriet, Connie Bwire,Robert Muhwezi, Patrick Nuwamanya, Mary Uwagaga, Susan Mukimba, 
Stephen Masai, Anne Akello  
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