: USAI D /liatemal and Child

FROM THE AMERICAN PEOPLE SU @Y i\/a| Pr‘o gram

MCSP Madagascar Brief

Improving Quality of Maternal and Newborn Care
and Postpartum Family Planning Services

September 2018 www.mcsprogram.org

Background

Madagascar’s maternal mortality ratio has
stagnated in the last decade, lingering at
488 and 478 per 100,000 live births in
1997 and 2013 respectively. Despite
progress, newborn mortality remains
high, contributing to one-third of under-
5 child mortality. Many factors contribute
to poor maternal and perinatal outcomes,
including weak health systems and low
coverage and quality of maternal and .
child health services, including B = s o

postpartum famﬂy p]annjng (PPEP). The A mother receives a postnatal checkup from a midwife at an MCSP-supported hospital.
2008-2009 Demographic Health Survey Photo: Karen Kasmauski/MCSP

demonstrated that 51% of all non-first pregnancies occurred within a less-than-optimal inter-pregnancy interval.
A 2014 assessment completed by the USAID Maternal and Child Survival Program (MCSP) demonstrated
widespread gaps in infrastructure; availability of essential medicines; quality of maternal and newborn care; and
health worker training, supervision, and use of data. Fifty-six percent of facilities lacked basic supplies and
medications for essential care, and 19% of midwives had not received any recent technical updates in evidence-
based maternal and newborn health (MNH) best practices. Only 2% of primary health centers (centres de santé de
base, or CSBs, the lowest-level health facilities in Madagascar) and 52% of hospitals surveyed were able to provide
basic emergency obstetric and newborn care services. Despite a 2015 national PPFP action plan, PPFP services
were not integrated into MNH services in practice at the start of the program. In addition, there are no Ministry
of Health (MOH)-led national quality improvement (QI) reproductive, maternal, newborn, and child health
(RMNCH) strategies or monitoring mechanisms in the country.

Goal

This brief describes MCSP support to the Madagascar MOH from 2014 to 2018 to strengthen the quality of
maternal, newborn, and postpartum family planning (PPFP) care in primary health centers and hospitals in 16
regions for improved health outcomes for women and newborns.

Program Approaches

At the national level, MCSP, together with partners, supported the MOH to update maternal, newborn, and
family planning policies and to define strategies to implement evidence-based best practices spelled out in
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these policies. MCSP supported the MOH to develop a national
Roadmap to Accelerate Reduction in Maternal and Newborn
Mortality Rates and to update the national Reproductive Health
Norms and Protocols as well as MNH, family planning (FP), and
malaria training curricula in keeping with global norms and
standards. In addition, MCSP introduced the WHO Framework
for Quality of Maternal and Newborn Healthcare to the MOH at
national and subnational levels and advocated with the MOH for
the development of a national quality strategy and supportive
quality structures.

At the regional and district levels, MCSP worked closely with
regional and district health managers, facility teams, and partners
to strengthen integrated maternal and newborn services, including
PPFP services, across the antenatal, childbirth, and postnatal
continuum. Figure 1 provides a snapshot of key program
approaches applied to strengthen quality of maternal and newborn
services by facility type in USAID-supported regions. Further
information on each approach is provided below.

Key Program Approaches in Program-Supported
Hospitals and CSBs

MCSP worked closely with national, regional, and district MOH
counterparts and expert clinicians (nurses, midwives, and doctors)
to strengthen health worker skills, facility preparedness,
organization of MNH services, and use of data for decision-
making, progressively scaling up to support a total of 816 facilities
(753 CSBs and 63 hospitals) in 16 regions. In collaboration with
district MOH managers, the program provided additional support
to health workers in CSBs to use a standard MNH and PPFP
indicator dashboard and to report results monthly for aggregation,

MCSP applies a set of core quality
principles to support countries across
system levels to design and implement
quality activities based on families’ health
needs, country priorities, and local assets

and co untry structures:
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Governance and leadership of quality
via country structures (national, sub-
national, facility, community)

Measurable, clear aims focused on
important health outcomes

Prioritize client needs, values, and
desires

Engage hearts and minds of health
care workers

Overcome critical gaps (bottlenecks)
in local care processes

Quality improvement teamwork with
representatives for key system
functions

Change management driven by local
health workers

Real-time use of data to monitor,
improve, and guide change

Regular shared learning within and
across countries to accelerate
improvement

beginning in 180 CSBs in four regions in 2014 and scaling to 513 CSBs in 16 regions by the end of the
program. Table 1 highlights program approaches supported by MCSP to strengthen MNH care and PPFP
services, working closely with national, regional, and district MOH counterparts and frontline health workers.

Figure |: Snapshot of key approaches across program-supported facilities

FACILITY TYPE AND NUMBER KEY APPROACHES SUPPORTED BY MCSP

All program-supported facllities

63 Competency-based training and regular support of facility heaith

hospitals

across 513 sites
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S
B
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S regional, 2 district
haspitats

standard dashboard
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2 districts

workers by regional and district MOH managers and expert mentars
to reinforce skills, strengthen facility preparedness, use data for
decision-making, and improve organization of MNH services

Additional support to strengthen use of data for decision-making
using a standardized dashboard of prioritized MNH and PPFP
measures, including through monthly reporting of dashboard results

Codesign and implementation of a multihospital Q! intervention to
improve intrapartum and postnatal care for women and newborns

Community engagement in ongoing QI work in CSBs, which used the
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Table |I: Key program approaches to strengthen MNH and PPFP services in CSBs and hospitals

MCSP-Supported

Facilities MCSP-Supported Approaches

e  Competency-based, sequential, on-site MNH and PPFP training for providers focused
on low doses of content using a revised RMNCH curriculum and led by national and
regional clinicians working within the health system supported by MCSP

e Regular reinforcement of MNH and PPFP skills via on-site practice, supportive
supervision, and blended in-person and mobile mentoring by clinician mentors

All supported facilities supportv:ad by MCS,P, . . .

(753 CSBs and 63 e  Supportive supervision and mentoring of facility health workers by regional and

district MOH managers to assess and strengthen facility preparedness (e.g., by
tracking of key commodities), organization of MNH and PPFP services (e.g., by
refining antenatal care [ANC] patient flow, reorganizing labor and delivery
rooms), and provider competence for essential skills (clinical, QI, data use)

e  Program provision of selected instruments (e.g., blood pressure cuffs, stethoscopes,
newborn resuscitation kits) so that facilities could offer basic ANC and delivery care
and long-acting contraceptive methods before discharge from the maternity ward

hospitals) in 16 regions

e  Training and supervision of CSB health workers by program-supported district
managers to generate, use, and analyze monthly results of common MNH and
PPFP quality measures using a standard dashboard

e Use of laminated wall posters by CSB staff to visualize and interpret their data to

513 CSBs receiving guide actions to improve performance on dashboard indicators

additional support to e Regular aggregation of results across all CSBs on an electronic dashboard

monitor a dashboard platform supported by the program and accessible to district and regional

of common quality managers (all CSBs sent their results on a monthly basis via SMS)

measures e  Support of CSB staff by regional and district managers (aided by MCSP) to
conduct data quality assurance as part of facility supervision visits and mentorship
sessions

e Transition of the program-supported CSB dashboard electronic data platform to
the MOH so its use could continue after the close of program support

Additional QI Support in Five Regional and Two District Hospitals

In a subset of five regional and two 5
district hospitals, MCSP provided - '
additional support for the co-design and
implementation of a QI intervention to
improve quality of childbirth services
for both routine care and for women
and newborns with complications. The
program collaborated with regional and
district MOH managers and hospital
health workers to define a set of
common measurable improvement aims
and quality indicators focused on high-
impact interventions, local burden of
disease, and local quality of care gaps.
Common improvement aims across the
seven hospitals in the first phase of

; A midwife uses the standard MNH indicator dashboard in an MCSP-supported CSB.
improvement work focused on several  Photo: Karen Kasmauski/MCSP

goals:

® Improving integrated routine maternal and newborn intrapartum and postnatal care (e.g., monitoring of
progress of labor, administration of an immediate postpartum uterotonic to prevent postpartum
hemorrhage [PPH], provision of essential newborn care)
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® Improving detection and management of prolonged labor
® Improving management of newborn asphyxia

® Improving detection and management of PPH

Regional and district MOH management teams (aided by MCSP) supported the formation and ongoing work
of facility QI teams to achieve identified common improvement aims. Hospital QI teams identified critical
bottlenecks in care processes and management functions; made changes to overcome these bottlenecks; and
monitored, visualized, and analyzed trends in common quality indicators to track progress toward
improvement aims. Periodically, the program supported regional MOH managers to convene the hospital QI
teams to share their improvement work, including successful and unsuccessful changes they had
implemented, positive and negative indicator results, and common challenges and solutions across hospitals.
At the end of learning workshops, teams collectively highlighted emerging best practices for improving
quality of labor, birth, and postnatal care for women and newborns in the hospital setting in Madagascar.

Additional Support in 10 CSBs for Community Engagement

In 10 CSBs in region of Vakinankaratra, the program worked with district health management teams
(DHMTS) to engage members of the community in ongoing work to strengthen MNH and PPFP services,
increase utilization of MNH services by women and families, and promote prompt care-seeking and access to
care for women and newborns with complications. Working with DHMTSs and partners, including the
USAID-funded Mikolo Project, the program supported formation and regular meetings of CSB teams that
included both community members and CSB health workers. Community members included the village
mayors and members of selected community committees. Village mayors and community members met
regularly with CSB staff to prioritize areas for improvement and execute action plans. These CSBs tracked the
same performance indicators as the larger number of CSBs supported by the program.

Results

Results for 513 Program-Supported CSBs that Regularly Tracked a Common
Dashboard of Quality of Care Indicators

The 513 CSBs that received additional support to use data for decision-making achieved the results below
between October 2015 and June 2018. Illustrative changes introduced by CSB staff to improve the quality of
MNH and PPFP care to achieve the measured results are described further below.

® Women screened for pre-eclampsia
and eclampsia (PE/E) via routine
blood pressure measurement during
ANC visits increased from 41% in
October 2015 to 96% in June 2018
(N = 1,002,989 total ANC visits in
which a woman’s blood pressure was
measured) (see Figure 2).

® Women receiving an immediate
postpartum uterotonic to reduce
PPH increased from 85% in October
2015 to 98% in June 2018
(N = 188,264 total postpartum
women receiving an immediate
postpartum uterotonic)

A midwife checks a woman’s blood pressure during an ANC visit, with CSB dashboard
indicator results visible in the background. Photo: Karen Kasmauski/MCSP

® Newborns not breathing or crying at
birth who were successfully
resuscitated increased from 71% in
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October 2015 to 90% in June 2018 (N = 13,663 total newborns with asphyxia who were successfully

resuscitated). . .
esuscitated) Figure 2. Increasing percent of women

® Women discharged with a FP method of choice after screened for PE/E with a blood pressure check
delivery increased from 8% in March 2016 to 21% in during ANC visits (N = 1,002,989 total ANC
June 2018 (N = 28,204 total postpartum women adopting ~ Visits in V‘{hiCh women’s blood pressure was
a PPFP method of choice; does not include lactation checked in 513 CSBs)
amenorrhea method) (see Figure 3). 100
® The CSB maternal mortality ratio decreased from 242 Zg
maternal deaths per 100,000 total deliveries (live and c 70
stillborn) to 20 maternal deaths per 100,000 total € 60
deliveries from August 2015 to June 2018 (N = 151 total g 50
maternal deaths; 183,483 total deliveries) (see Figure 4). 5 40
52 30
® The institutional fresh stillbirth rate decreased from 16.4 20
fresh stillbirths per 1,000 total births to 8.4 fresh 10
stillbirths per 1,000 total births from August 2015 to June - . 1o 1o
2018 (N = 183,483 total newborns; 2,035 total fresh FRE588£53285
stillbirths) (see Figure 5).
2015 2016 2017 2018
Month
Common changes made by CSB health workers
included:
Figure 3. Increasing percent of postpartum women
°

Reorganizing ANC patient flow to facilitate routine discharged with a FP method of choice in CSBs
measurement of blood pressure for every pregnant (N = 28,204 total postpartum women discharged

woman (e.g., with blood pressure check by with a FP method of choice in 513 CSBs; does not
ancillary personnel upon arrival of woman to include lactation amenorrhea method)
ANC)
Reorganizing ANC and childbirth care areas to 30
: : R s c
expedite delivery of high-impact clinical 9]
interventions and ensure immediate availability of § 25
essential commodities and medications (for routine ; 20
care and management of complications) 2 15
Preparing and storing a ready-to-use obstetric and % 10
newborn care kit in the delivery room at every g &
birth for essential routine care and management of %
obstetric and newborn complications (e.g., a clean 2 0
cloth to dry and wrap the baby; a prefilled syringe Mar Jun Sep Dec|Mar Jun Sep Dec|Mar June
of oxytocin for immediate postpartum 2016 2017 2018
administration to prevent PPH; magnesium sulfate Month

for treatment of PE/E; and a newborn
resuscitation bag and mask, previously commonly stored in the head nurse’s office)

Providing PPFP counseling during ANC and eatly labor and using counseling results to guide systematic
provision of a woman’s PPFP method of choice before discharge, including an immediate postpartum
IUD or contraceptive implant if chosen by a woman
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Figure 4. Decreasing maternal mortality ratio Figure 5. Decreasing fresh stillbirth rate in

in CSBs (N = 183,483 total women delivered CSBs (N = 183,483 total newborns [live and
and 151 total maternal deaths in 513 CSBs) stillborn] and 2,035 total fresh stillbirths in
513 CSBs)
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Results for Program-Supported Hospitals Receiving Additional QI Support

Hospitals participating in the design and implementation of an intervention to improve the quality of
integrated intrapartum and postnatal care for women and
newborns measured several improvements in care. Because F|.gure 6. Increasing percent of women in Iabor.
the duration of QI activities was shorter in the district with documented fetal heart tones and increasing
hospitals (which joined the QI program nearly a year after p;ercelr:.t OI: n;wborrll)s b;eoalsstfer;i in ;hzeof:;stno_u; 013
the regional hospitals) results are presented for the five after birth, December —rarc (N =8,

. . . . . total deliveries with documented fetal heart tones
regional hospitals. These regional hospitals provided care

for 10,017 births over the 27-month QI intervention period and 7,022 t.otal live ne.wborns |n!t|at|ng
(December 2015-Match 2018). breastfeeding five regional hospitals)

® Women with fetal heart tones documented in labor 100%

increased from 42% at the start of the QI intervention /\\
80%

in December 2015 to 83% in March 2018 (IN = 8,013 =7

total deliveries with documented fetal heart tones) (see 60%
Figure 6).

® Newborns initiating breastfeeding in the first hour after 0%
birth increased from 44% in December 2015 to 99% in 20%
March 2018 (IN = 7,022 total live newborns initiating
breastfeeding in five regional hospitals) (see Figure 6).

%

0%
2015 2016 2017 2018
® Women with PPH treated with a therapeutic uterotonic Year
increased from 40% in December 2015 to 100% in
March 2018 (IN = 99 total women diagnosed with PPH
and treated with a uterotonic in five regional hospitals)
(see Figure 7).

% women with fetal heart tones documented in labor
% newborns breastfed in first hour after birth

® The newborn mortality rate (pre-discharge) in regional hospitals decreased from 35 newborn deaths per
1,000 live births at the start of the QI intervention in December 2015 to eight pre-discharge newborn
deaths per 1,000 live births in March 2018, in line with measured improvements in intrapartum care and
postnatal care of the newborn (IN = 211 total pre-discharge newborn deaths) (see Figure 8).

lllustrative changes introduced by hospital QI teams included:

® Mapping and redesigning patient care pathways to improve flow, efficiency, and provision of high-impact
interventions, including by displaying patient flow information in the maternity reception area

6 MCSP Madagascar Program Brief: Briefer Quality Improvement



® Enhancing coordination of services across hospital departments to speed up provision of needed care
(e.g., by streamlining coordination between maternity and blood bank personnel to expedite blood

transfusions for women with PPH, streamlining
communication processes and protocols to ensure
rapid emergency measures and response by the
hospital pediatrician [or neonatologist] for
newborns with complications)

® Strengthening adherence to national guidelines for
routine monitoring of women and newborns after
birth for early detection of danger signs and
complications (e.g., by assessing newborn
breathing, assessing bleeding in postpartum
women)

® Introducing and maintaining an obstetric
emergency kit with oxytocin and magnesium
sulfate in the maternity to improve timely
management of PPH and severe PE/E

® Introducing and maintaining a newborn
resuscitation bag and mask in the hospital
operating room where cesareans are performed
(as prior to initiation of QI work, newborns with
asphyxia were carried from the operating room to a
separate unit of the hospital for resuscitation)

Results for CSBs Receiving Additional
Support for Community Engagement

CSB health workers and community counterparts met
regularly to review CSB dashboard indicator results
and to prioritize and implement activities to improve
CSB infrastructure and the workplace environment for
women, families, and health workers. Examples of
activities co-led by community members and CSB
health workers included the following:

® Construction (or renovation) of toilets and
showers for women to wash after delivery,
including installation of pipes to introduce a
running water supply in several CSBs

Figure 7. Increasing percent of women diagnosed
with PPH treated with a uterotonic (N = 99 total
women diagnosed with PPH and treated with a

uterotonic in 5 regional hospitals)
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Figure 8. Decreasing hospital predischarge
newborn mortality rate (N = 9,321 live births;
211 predischarge newborn deaths in five regional

hospitals)
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® Construction of a covered waiting room for women and families attending ANC and other services

® DPosting of signage (e.g., signs in the town pointing to the CSB, a plaque with the name of the CSB, and signs
in the CSB indicating where clients can go for specific services like maternity, sick care, or ANC)

® The village mayor and other community members regularly broadcasting the benefits of CSB RMNCH

services during community events

® Regular collaboration between CSB health workers and community stakeholders to sensitize people,
including families, newlyweds and pregnant women, to the importance of CSB ANC, childbirth, postnatal,

immunization, and child health setrvices
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Conclusions and Recommendations

Even in a weak health system without a national quality RMNCH strategy or local QI structures, district
managers and facility health workers can measure and improve the quality of integrated maternal and
newborn care and PPFP at relative scale in a short time frame.

Continued monitoring is needed to assess the
sustainability of program results.

Monitoring improvements in health indicators across
multiple facilities and regions was observed to be
motivating for frontline health workers and subnational
managers.

Health worker QI capacity and quality of routine health
data remained a challenge throughout program
implementation; regular data quality assurance processes
and health worker QI capacity building are essential.
The low utilization of district hospital services for
maternal and neonatal complications compared with
regional hospitals may reflect a lack of community
confidence in the quality of district hospital care. The
MOH should invest in improving district hospital care for
obstetric and newborn complications by engaging
regional hospital health workers who demonstrated
substantive improvements in MNH care and can mentor
district hospitals.

Leadership and commitment of regional, district, and
facility managers and health workers from the earliest
program stages are essential to improve and sustain

quality of care.

Program approaches were implemented with the close
support of regional, district, and facility managers in the
day-to-day context of Madagascar health system activities.
The MOH should invest in and lead the ongoing support
of continuous improvement approaches by MOH actors
and partners across the health system to sustain and scale
up measured gains.

The MOH should invest in and support the ongoing
monitoring of RMNCH quality of care indicators (e.g.,
through CSB and hospital dashboards) to inform national
strategy and regional and district management processes

Ql in Action

Premature at 34 weeks, Baby Latifah was
born on August 29, 2017. She weighed only
2.2 kilograms and failed to start breathing on
her own. She owes her life to midwife
Malala’s quick action. Malala is one of the
five midwives at the Vakinankaratra CHRR
(regional hospital) trained in newborn
resuscitation with MCSP support. The
facility’s QI team had made several changes
to improve care for newborns with
asphyxia. One important change was to
allow trained midwives to perform newborn
resuscitation in the delivery or operating
room instead of carrying the newborn to a
separate newborn unit. Another change was
to ensure the availability of a newborn
resuscitation bag and mask in the operating
room at all times for babies delivered via
cesarean section. Eighty-two newborns have
been successfully resuscitated in the
Vakinankaratra CHRR since the QI initiative
was introduced in December 201 5.

Baby Latifah in the newborn unit. Photo: MCSP

and to guide continuous improvements in RMNCH services and health outcomes for women and

children.

The MOH should invest in and lead the development of a costed national quality strategy and associated
operational structures and implementation processes across all system levels (e.g., district quality focal
points and regular monitoring of quality indicators and shared learning) across all system levels.

This brief is made possible by the generous support of the American people through the United States Agency

for International Development (USAID) under the terms of the Cooperative Agreement

AID-OAA-A-14-00028. The contents are the responsibility of the Maternal and Child Survival Program and do

not necessarily reflect the views of USAID or the United States Government.
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Background 

[image: A mother receives a postnatal checkup from a midwife at an MCSP-supported hospital. Photo: Karen Kasmauski/MCSP]Madagascar’s maternal mortality ratio has stagnated in the last decade, lingering at 488 and 478 per 100,000 live births in 1997 and 2013 respectively. Despite progress, newborn mortality remains high, contributing to one-third of under-5 child mortality. Many factors contribute to poor maternal and perinatal outcomes, including weak health systems and low coverage and quality of maternal and child health services, including postpartum family planning (PPFP). The 2008–2009 Demographic Health Survey demonstrated that 51% of all non-first pregnancies occurred within a less-than-optimal inter-pregnancy interval. A 2014 assessment completed by the USAID Maternal and Child Survival Program (MCSP) demonstrated widespread gaps in infrastructure; availability of essential medicines; quality of maternal and newborn care; and health worker training, supervision, and use of data. Fifty-six percent of facilities lacked basic supplies and medications for essential care, and 19% of midwives had not received any recent technical updates in evidence-based maternal and newborn health (MNH) best practices. Only 2% of primary health centers (centres de santé de base, or CSBs, the lowest-level health facilities in Madagascar) and 52% of hospitals surveyed were able to provide basic emergency obstetric and newborn care services. Despite a 2015 national PPFP action plan, PPFP services were not integrated into MNH services in practice at the start of the program. In addition, there are no Ministry of Health (MOH)-led national quality improvement (QI) reproductive, maternal, newborn, and child health (RMNCH) strategies or monitoring mechanisms in the country. A mother receives a postnatal checkup from a midwife at an MCSP-supported hospital. Photo: Karen Kasmauski/MCSP





Goal 

This brief describes MCSP support to the Madagascar MOH from 2014 to 2018 to strengthen the quality of maternal, newborn, and postpartum family planning (PPFP) care in primary health centers and hospitals in 16 regions for improved health outcomes for women and newborns. 



Program Approaches 

At the national level, MCSP, together with partners, supported the MOH to update maternal, newborn, and family planning policies and to define strategies to implement evidence-based best practices spelled out in [image: ]these policies. MCSP supported the MOH to develop a national Roadmap to Accelerate Reduction in Maternal and Newborn Mortality Rates and to update the national Reproductive Health Norms and Protocols as well as MNH, family planning (FP), and malaria training curricula in keeping with global norms and standards. In addition, MCSP introduced the WHO Framework for Quality of Maternal and Newborn Healthcare to the MOH at national and subnational levels and advocated with the MOH for the development of a national quality strategy and supportive quality structures. 



At the regional and district levels, MCSP worked closely with regional and district health managers, facility teams, and partners to strengthen integrated maternal and newborn services, including PPFP services, across the antenatal, childbirth, and postnatal continuum. Figure 1 provides a snapshot of key program approaches applied to strengthen quality of maternal and newborn services by facility type in USAID-supported regions. Further information on each approach is provided below. 



Key Program Approaches in Program-Supported Hospitals and CSBs

MCSP worked closely with national, regional, and district MOH counterparts and expert clinicians (nurses, midwives, and doctors) to strengthen health worker skills, facility preparedness, organization of MNH services, and use of data for decision-making, progressively scaling up to support a total of 816 facilities (753 CSBs and 63 hospitals) in 16 regions. In collaboration with district MOH managers, the program provided additional support to health workers in CSBs to use a standard MNH and PPFP indicator dashboard and to report results monthly for aggregation, beginning in 180 CSBs in four regions in 2014 and scaling to 513 CSBs in 16 regions by the end of the program. Table 1 highlights program approaches supported by MCSP to strengthen MNH care and PPFP services, working closely with national, regional, and district MOH counterparts and frontline health workers. 



Figure 1: Snapshot of key approaches across program-supported facilities

[image: ]

Table 1: Key program approaches to strengthen MNH and PPFP services in CSBs and hospitals

		MCSP-Supported Facilities

		MCSP-Supported Approaches



		All supported facilities (753 CSBs and 63 hospitals) in 16 regions

		Competency-based, sequential, on-site MNH and PPFP training for providers focused on low doses of content using a revised RMNCH curriculum and led by national and regional clinicians working within the health system supported by MCSP

Regular reinforcement of MNH and PPFP skills via on-site practice, supportive supervision, and blended in-person and mobile mentoring by clinician mentors supported by MCSP

Supportive supervision and mentoring of facility health workers by regional and district MOH managers to assess and strengthen facility preparedness (e.g., by tracking of key commodities), organization of MNH and PPFP services (e.g., by refining antenatal care [ANC] patient flow, reorganizing labor and delivery rooms), and provider competence for essential skills (clinical, QI, data use)

Program provision of selected instruments (e.g., blood pressure cuffs, stethoscopes, newborn resuscitation kits) so that facilities could offer basic ANC and delivery care and long-acting contraceptive methods before discharge from the maternity ward



		513 CSBs receiving additional support to monitor a dashboard of common quality measures

		Training and supervision of CSB health workers by program-supported district managers to generate, use, and analyze monthly results of common MNH and PPFP quality measures using a standard dashboard 

Use of laminated wall posters by CSB staff to visualize and interpret their data to guide actions to improve performance on dashboard indicators

Regular aggregation of results across all CSBs on an electronic dashboard platform supported by the program and accessible to district and regional managers (all CSBs sent their results on a monthly basis via SMS)

Support of CSB staff by regional and district managers (aided by MCSP) to conduct data quality assurance as part of facility supervision visits and mentorship sessions 

Transition of the program-supported CSB dashboard electronic data platform to the MOH so its use could continue after the close of program support







Additional QI Support in Five Regional and Two District Hospitals [image: C:\Users\khowell\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Word\2018_06_06_Anosiala__0199 (002).Midwife using dashbaord indicator in a CSB.JPG]

In a subset of five regional and two district hospitals, MCSP provided additional support for the co-design and implementation of a QI intervention to improve quality of childbirth services for both routine care and for women and newborns with complications. The program collaborated with regional and district MOH managers and hospital health workers to define a set of common measurable improvement aims and quality indicators focused on high-impact interventions, local burden of disease, and local quality of care gaps. Common improvement aims across the seven hospitals in the first phase of improvement work focused on several goals:A midwife uses the standard MNH indicator dashboard in an MCSP-supported CSB. Photo: Karen Kasmauski/MCSP



Improving integrated routine maternal and newborn intrapartum and postnatal care (e.g., monitoring of progress of labor, administration of an immediate postpartum uterotonic to prevent postpartum hemorrhage [PPH], provision of essential newborn care)

Improving detection and management of prolonged labor

Improving management of newborn asphyxia

Improving detection and management of PPH



Regional and district MOH management teams (aided by MCSP) supported the formation and ongoing work of facility QI teams to achieve identified common improvement aims. Hospital QI teams identified critical bottlenecks in care processes and management functions; made changes to overcome these bottlenecks; and monitored, visualized, and analyzed trends in common quality indicators to track progress toward improvement aims. Periodically, the program supported regional MOH managers to convene the hospital QI teams to share their improvement work, including successful and unsuccessful changes they had implemented, positive and negative indicator results, and common challenges and solutions across hospitals. At the end of learning workshops, teams collectively highlighted emerging best practices for improving quality of labor, birth, and postnatal care for women and newborns in the hospital setting in Madagascar. 



Additional Support in 10 CSBs for Community Engagement

[bookmark: _Hlk523845752]In 10 CSBs in region of Vakinankaratra, the program worked with district health management teams (DHMTs) to engage members of the community in ongoing work to strengthen MNH and PPFP services, increase utilization of MNH services by women and families, and promote prompt care-seeking and access to care for women and newborns with complications. Working with DHMTs and partners, including the USAID-funded Mikolo Project, the program supported formation and regular meetings of CSB teams that included both community members and CSB health workers. Community members included the village mayors and members of selected community committees. Village mayors and community members met regularly with CSB staff to prioritize areas for improvement and execute action plans. These CSBs tracked the same performance indicators as the larger number of CSBs supported by the program. 



Results

Results for 513 Program-Supported CSBs that Regularly Tracked a Common Dashboard of Quality of Care Indicators

The 513 CSBs that received additional support to use data for decision-making achieved the results below between October 2015 and June 2018. Illustrative changes introduced by CSB staff to improve the quality of MNH and PPFP care to achieve the measured results are described further below. 

[bookmark: _Hlk523845923][image: A midwife checks a woman’s blood pressure during an ANC visit, with CSB dashboard indicator results visible in the background. Photo: Karen Kasmauski/MCSP]Women screened for pre-eclampsia and eclampsia (PE/E) via routine blood pressure measurement during ANC visits increased from 41% in October 2015 to 96% in June 2018 (N = 1,002,989 total ANC visits in which a woman’s blood pressure was measured) (see Figure 2).

Women receiving an immediate postpartum uterotonic to reduce PPH increased from 85% in October 2015 to 98% in June 2018 
(N = 188,264 total postpartum women receiving an immediate postpartum uterotonic)

Newborns not breathing or crying at birth who were successfully resuscitated increased from 71% in October 2015 to 90% in June 2018 (N = 13,663 total newborns with asphyxia who were successfully resuscitated).A midwife checks a woman’s blood pressure during an ANC visit, with CSB dashboard indicator results visible in the background. Photo: Karen Kasmauski/MCSP



Figure 2. Increasing percent of women screened for PE/E with a blood pressure check during ANC visits (N = 1,002,989 total ANC visits in which women’s blood pressure was checked in 513 CSBs)



Women discharged with a FP method of choice after delivery increased from 8% in March 2016 to 21% in June 2018 (N = 28,204 total postpartum women adopting a PPFP method of choice; does not include lactation amenorrhea method) (see Figure 3). 

The CSB maternal mortality ratio decreased from 242 maternal deaths per 100,000 total deliveries (live and stillborn) to 20 maternal deaths per 100,000 total deliveries from August 2015 to June 2018 (N = 151 total maternal deaths; 183,483 total deliveries) (see Figure 4).

The institutional fresh stillbirth rate decreased from 16.4 fresh stillbirths per 1,000 total births to 8.4 fresh stillbirths per 1,000 total births from August 2015 to June 2018 (N = 183,483 total newborns; 2,035 total fresh stillbirths) (see Figure 5).



Common changes made by CSB health workers included: Figure 3. Increasing percent of postpartum women discharged with a FP method of choice in CSBs 
(N = 28,204 total postpartum women discharged with a FP method of choice in 513 CSBs; does not include lactation amenorrhea method)



Reorganizing ANC patient flow to facilitate routine measurement of blood pressure for every pregnant woman (e.g., with blood pressure check by ancillary personnel upon arrival of woman to ANC) 

Reorganizing ANC and childbirth care areas to expedite delivery of high-impact clinical interventions and ensure immediate availability of essential commodities and medications (for routine care and management of complications) 

Preparing and storing a ready-to-use obstetric and newborn care kit in the delivery room at every birth for essential routine care and management of obstetric and newborn complications (e.g., a clean cloth to dry and wrap the baby; a prefilled syringe of oxytocin for immediate postpartum administration to prevent PPH; magnesium sulfate for treatment of PE/E; and a newborn resuscitation bag and mask, previously commonly stored in the head nurse’s office) 

Providing PPFP counseling during ANC and early labor and using counseling results to guide systematic provision of a woman’s PPFP method of choice before discharge, including an immediate postpartum IUD or contraceptive implant if chosen by a woman 













Figure 5. Decreasing fresh stillbirth rate in CSBs (N = 183,483 total newborns [live and stillborn] and 2,035 total fresh stillbirths in 513 CSBs)



Figure 4. Decreasing maternal mortality ratio in CSBs (N = 183,483 total women delivered and 151 total maternal deaths in 513 CSBs)























Results for Program-Supported Hospitals Receiving Additional QI Support

Hospitals participating in the design and implementation of an intervention to improve the quality of integrated intrapartum and postnatal care for women and newborns measured several improvements in care. Because the duration of QI activities was shorter in the district hospitals (which joined the QI program nearly a year after the regional hospitals) results are presented for the five regional hospitals. These regional hospitals provided care for 10,017 births over the 27-month QI intervention period (December 2015–March 2018). Figure 6. Increasing percent of women in labor with documented fetal heart tones and increasing percent of newborns breastfed in the first hour after birth, December 2015–March 2018 (N = 8,013 total deliveries with documented fetal heart tones and 7,022 total live newborns initiating breastfeeding five regional hospitals)



Women with fetal heart tones documented in labor increased from 42% at the start of the QI intervention in December 2015 to 83% in March 2018 (N = 8,013 total deliveries with documented fetal heart tones) (see Figure 6).

Newborns initiating breastfeeding in the first hour after birth increased from 44% in December 2015 to 99% in March 2018 (N = 7,022 total live newborns initiating breastfeeding in five regional hospitals) (see Figure 6).

Women with PPH treated with a therapeutic uterotonic increased from 40% in December 2015 to 100% in March 2018 (N = 99 total women diagnosed with PPH and treated with a uterotonic in five regional hospitals) (see Figure 7).

The newborn mortality rate (pre-discharge) in regional hospitals decreased from 35 newborn deaths per 1,000 live births at the start of the QI intervention in December 2015 to eight pre-discharge newborn deaths per 1,000 live births in March 2018, in line with measured improvements in intrapartum care and postnatal care of the newborn (N = 211 total pre-discharge newborn deaths) (see Figure 8).

Illustrative changes introduced by hospital QI teams included: 

Mapping and redesigning patient care pathways to improve flow, efficiency, and provision of high-impact interventions, including by displaying patient flow information in the maternity reception area 

Enhancing coordination of services across hospital departments to speed up provision of needed care (e.g., by streamlining coordination between maternity and blood bank personnel to expedite blood transfusions for women with PPH, streamlining communication processes and protocols to ensure rapid emergency measures and response by the hospital pediatrician [or neonatologist] for newborns with complications) Figure 7. Increasing percent of women diagnosed with PPH treated with a uterotonic (N = 99 total women diagnosed with PPH and treated with a uterotonic in 5 regional hospitals)



Strengthening adherence to national guidelines for routine monitoring of women and newborns after birth for early detection of danger signs and complications (e.g., by assessing newborn breathing, assessing bleeding in postpartum women)

Introducing and maintaining an obstetric emergency kit with oxytocin and magnesium sulfate in the maternity to improve timely management of PPH and severe PE/E

Introducing and maintaining a newborn resuscitation bag and mask in the hospital operating room where cesareans are performed (as prior to initiation of QI work, newborns with asphyxia were carried from the operating room to a separate unit of the hospital for resuscitation) Figure 8. Decreasing hospital predischarge newborn mortality rate (N = 9,321 live births; 
211 predischarge newborn deaths in five regional hospitals)





Results for CSBs Receiving Additional Support for Community Engagement

CSB health workers and community counterparts met regularly to review CSB dashboard indicator results and to prioritize and implement activities to improve CSB infrastructure and the workplace environment for women, families, and health workers. Examples of activities co-led by community members and CSB health workers included the following: 

Construction (or renovation) of toilets and showers for women to wash after delivery, including installation of pipes to introduce a running water supply in several CSBs 

Construction of a covered waiting room for women and families attending ANC and other services

Posting of signage (e.g., signs in the town pointing to the CSB, a plaque with the name of the CSB, and signs in the CSB indicating where clients can go for specific services like maternity, sick care, or ANC) 

The village mayor and other community members regularly broadcasting the benefits of CSB RMNCH services during community events

Regular collaboration between CSB health workers and community stakeholders to sensitize people, including families, newlyweds and pregnant women, to the importance of CSB ANC, childbirth, postnatal, immunization, and child health services 









Conclusions and Recommendations 

Even in a weak health system without a national quality RMNCH strategy or local QI structures, district managers and facility health workers can measure and improve the quality of integrated maternal and newborn care and PPFP at relative scale in a short time frame.

		QI in Action

Premature at 34 weeks, Baby Latifah was born on August 29, 2017. She weighed only 2.2 kilograms and failed to start breathing on her own. She owes her life to midwife Malala’s quick action. Malala is one of the five midwives at the Vakinankaratra CHRR (regional hospital) trained in newborn resuscitation with MCSP support. The facility’s QI team had made several changes to improve care for newborns with asphyxia. One important change was to allow trained midwives to perform newborn resuscitation in the delivery or operating room instead of carrying the newborn to a separate newborn unit. Another change was to ensure the availability of a newborn resuscitation bag and mask in the operating room at all times for babies delivered via cesarean section. Eighty-two newborns have been successfully resuscitated in the Vakinankaratra CHRR since the QI initiative was introduced in December 2015.



[image: ]

Baby Latifah in the newborn unit. Photo: MCSP





Continued monitoring is needed to assess the sustainability of program results. 

Monitoring improvements in health indicators across multiple facilities and regions was observed to be motivating for frontline health workers and subnational managers. 

Health worker QI capacity and quality of routine health data remained a challenge throughout program implementation; regular data quality assurance processes and health worker QI capacity building are essential.

The low utilization of district hospital services for maternal and neonatal complications compared with regional hospitals may reflect a lack of community confidence in the quality of district hospital care. The MOH should invest in improving district hospital care for obstetric and newborn complications by engaging regional hospital health workers who demonstrated substantive improvements in MNH care and can mentor district hospitals.

Leadership and commitment of regional, district, and facility managers and health workers from the earliest program stages are essential to improve and sustain quality of care.

[bookmark: _GoBack]Program approaches were implemented with the close support of regional, district, and facility managers in the day-to-day context of Madagascar health system activities. The MOH should invest in and lead the ongoing support of continuous improvement approaches by MOH actors and partners across the health system to sustain and scale up measured gains. 

The MOH should invest in and support the ongoing monitoring of RMNCH quality of care indicators (e.g., through CSB and hospital dashboards) to inform national strategy and regional and district management processes and to guide continuous improvements in RMNCH services and health outcomes for women and children.

The MOH should invest in and lead the development of a costed national quality strategy and associated operational structures and implementation processes across all system levels (e.g., district quality focal points and regular monitoring of quality indicators and shared learning) across all system levels. 
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AID-OAA-A-14-00028. The contents are the responsibility of the Maternal and Child Survival Program and do not necessarily reflect the views of USAID or the United States Government.







Percent women screened for PE/E during ANC with BP check 	Aug	Dec	Mar	Jun	Sep	Dec	Mar	Jun	Sep	Dec	Mar	Jun	2015	2016	2017	2018	41	63	74	87	92	92	92	95	94	96	97	96	Month





% of women







% Women discharged with a Family Planning method of choice after delivery 	Mar	Jun	Sep	Dec	Mar	Jun	Sep	Dec	Mar	June	2016	2017	2018	8.1081081081081088	8.4591421040019164	16.470854044283779	14.617559410101627	19.726323370543753	24.543319415448853	22.286019495259715	19.041256054785368	19.733165059046247	21.156573922531368	Month





% of postpartum women







CSB Stillbirth Rate	Aug	Dec	Mar	Jun	Sep	Dec	Mar	Jun	Sep	Dec	Mar	Jun	2015	2016	2017	2018	16.3	11.35	12.7	11.34	13	11.26	8.9	10.1	9.5	11.98	13.79	8.4	Month





Fresh stillbirth rate (per 1,000)







CSB MMR	Aug	Dec	Mar	Jun	Sep	Dec	Mar	Jun	Sep	Dec	Mar	Jun	2015	2016	2017	2018	242	132	66	85	68	41	77	93	112	96	78	20	Month





CSB MMR (per 100,000)







% women with fetal heart tones documented in labor	2015	2016	2017	2018	0.42099322799097066	0.60360360360360366	0.72520661157024791	0.74981975486661856	0.90810810810810816	0.95402298850574707	0.92975734355044704	0.90052356020942403	0.88888888888888884	0.83023872679045096	% newborns breastfed in first hour after birth	2015	2016	2017	2018	0.40993788819875776	0.58658806190125279	0.70519385515727873	0.78247501921598772	0.84398340248962656	0.89834926151172889	0.83013698630136989	0.8617424242424242	0.74117647058823533	0.99450549450549453	Year





%









% women with PPH treated with uteronic	Dec	Mar	June	Sept	Dec	Mar	June	Sep	Dec	March	2015	2016	2017	2018	0.4	0.55000000000000004	0.94	0.67	0.73	0.7	0.8	1	0.71	1	Year





% of women







Hospital pre-discharge newborn mortality rate	Dec	Mar	June	Sept	Dec	Mar	June	Sep	Dec	2015	2016	2017	34.96	19.8	22.14	20.8	19.079999999999998	26.04	23.28	28.4	15.6	Month
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