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ABSTRACT

Improving the quality of maternal and child healthcare
(MCH) is a mandatory step on the path to reaching the
Sustainable Development Goals and Universal Health
Coverage. Quality improvement (Ql) in MCH is a strong
focus of the bilateral development cooperation provided
by Germany to help strengthen the health systems of
countries with high maternal and child mortality rates
and/or with high unmet needs for family planning. In

this article, we report on the findings of an analysis
commissioned by a community of practice on MCH, of
Deutsche Gesellschaft fiir Internationale Zusammenarbeit
(GIZ). The objectives were to review the Ql interventions
implemented through programmes which have

received technical assistance from GIZ on behalf of the
German Federal Ministry for Economic Cooperation and
Development in 14 Asian and African countries, to identify
and describe the existing approaches and their results, and
finally to draw lessons learnt from their implementation.
Our analysis of the information contained in programme
documents and reports identified five main methodologies
used to improve the quality of care: capacity-building and
supervision, governance and regulation, systemic QI at
facility level, support to infrastructures, and community
support. It is difficult to attribute the observed progresses
in maternal and neonatal health to a particular agency,
programme or intervention. We acknowledge that
systemic implementation research embedded within the
programmes would facilitate an understanding of the
determinants of successful QI interventions, would better
assess their effectiveness, and therefore better guide
future bilateral aid programmatic decisions.

INTRODUCTION

Improving the quality of maternal and
newborn care remains a priority in today’s
world. Despite a 29% reduction in global
maternal deaths from 1990 to 2015, up to
289 000 women still die annually during
pregnancy, childbirth or within 6 weeks of
delivery." In addition, 2.6 million newborns

» There is a need for bilateral development agencies
to understand which quality improvement strate-
gies work better, which strategies do not work, how
and why, in order to rationalise their programming
decisions.

» Five main approaches are taken to improve the
quality of maternal and child healthcare (MCH) in
programmes supported by the German technical
bilateral cooperation agency (Deutsche Gesellschaft
fir Internationale Zusammenarbeit), but the avail-
able programme documentation alone does not al-
low discussing the effectiveness of these strategies.

» Systemic implementation research embedded with-
in cooperation agencies’ programmes could help
better appraise the facilitating and impeding factors
of each quality improvement approach and to evalu-
ate their cost-effectiveness.

» We recommend the use of the recent WHO guidance
on how to report on sexual, reproductive, maternal,
neonatal child and adolescent health programmes
to systematically document MCH programmes and
draw lessons learnt.

die annually within their first month of life,
mainly as a result of complications such
as prematurity and low birth weight, birth
asphyxia and newborn infections, often due
to the quality of care mothers and babies
receive during birth and the first day of life.?

A reduction of maternal and newborn
mortality has been linked to the current
increase in coverage of antenatal care
services, in-facility deliveries and skilled birth
attendance.' However, field evidence suggests
that ‘available services in many countries
are of poor quality’.” A significant propor-
tion of maternal and newborn mortalities
sadly occur in health facilities* that cannot
always guarantee a care that is ‘effective, safe,
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people-centred, delivering services that are timely, equi-
table, integrated, and efﬁcient’,5 % as recommended by
the World Health Organisation (WHO) .8 Moreover, with
the ambitious Sustainable Development Goals (SDGs) to
reach by 2030, it becomes clear that efforts should now
be directed towards better quality of care, in addition to
the further expansion of health services coverage.”"!

The German government has long been committed
to strengthen health systems worldwide, with a focus
on maternal and child healthcare (MCH).'? In 2010, as
global statistics showed that maternal, neonatal and child
death rates were not decreasing enough to meet the
Millennium Development Goals, Germany and the other
G8 countries founded the ‘G8 Muskoka Initiative’."” They
committed to mobilise $5 billion of additional funding
over the period 2010-2015 towards maternal, newborn
and child health, in addition to their regular annual
contributions'* (online supplementary file 1). In 2011,
as a contribution to the Muskoka Initiative, the German
Federal Ministry for Economic Cooperation and Devel-
opment (BMZ) launched a bilateral initiative on ‘Rights-
Based Family Planning and Maternal Health’ which,
by 2017, has reached a total of 34 countries with high
maternal and child mortality rates and/or high unmet
needs for family planning.'” ' In 2015, Germany pledged
to maintain its financial commitment to provide at least
€380 million annually in support of the SDGs,'® being
the third largest bilateral donor for global health."”

As quality of care has become an essential global
priority,'’ funding agencies would benefit from a better
understanding of what works, where, how and why, in
order to rationalise their programming decisions. To
our knowledge only one bilateral cooperation agency,
the US Agency for International Development (USAID),

has recently published a peerreviewed analysis of their
quality improvement (QI) programmes.'® In this paper,
we briefly describe the approaches supported by the
Deutsche Gesellschaft fiir Internationale Zusammenar-
beit (GIZ)—which channels the German bilateral tech-
nical cooperation on behalf of BMZ—to improve the
quality of care in MCH in 14 African and Asian countries
and discuss the lessons learnt during this review.

The review has been commissioned by a technical
working group established by the GIZ Community of
Practice (CoP) consisting of technical staff working in the
field of quality of care in MCH for the German develop-
ment cooperation. This CoP promotes the exchange of
knowledge and experience on health and social protec-
tion across countries and programmes implemented
by GIZ. In 2017 and 2018, all programmes’ documents
shared by the 14 country teams were analysed by two
public health consultants, using Rowe et als" defini-
tions of strategies to improve healthcare providers’ prac-
tice. Data collected during the initial analysis were later
reviewed, to present the various QI interventions imple-
mented in GIZ-supported programmes according to the
classification used in the latest WHO Handbook for National
Quality Policy and Strategy.” The review also included case
studies developed by country teams of Cambodia, Nepal
and Tanzania using recent WHO reporting standards.*’
Most programmes considered in this review started in the
early 2010s (figure 1).

MAIN QUALITY IMPROVEMENT APPROACHES IMPLEMENTED

All programmes launched before 2015 had the objec-
tive to improve sexual, reproductive health and rights
(SRHR) and family planning. More recent programmes

”,2011-2017

demographic

Strengthening healthcare structures for family planning and for sexual and reproductive health rights, 2012 - 2016

Muskoka | (Rights- based family planning and maternal health project) 08/2012 — 12/2015; Muskoka II: Improving maternal and child health 01/2016-04/

Support to family planning, Muskoka G8 2011; Promotion of maternal and child health, Muskoka Initiative 2012-2014; Health program / fight against

Reproductive health and family program 2015-2017

Support to the health sector in Kenya 2011-2014; Support to the health sector in Kenya 2014-2016; GIZ Good governance programme

Regional programme “Health in Central Asia” 2009 - 2015

Malawi — German health programme 2012-2016; Adolescent project 2012-2016

Improving emergency maternal and newborn care: Nepali-German health sector support programme Il 2014-2017; Support to the health sector programme

Reproductive, maternal and newborn health project 2015-2017

Regional programme “Health in Central Asia” 2009-2015

Tanzanian German programme to support health / Handlungsfeld improved MCH 2015-2017

Strengthening provincial health system 2013-2015

Countries Timeline Programme names
Bangladesh - ---------iiiie 2011 - 2017 Support to the sector programme health | “)
Burundi  coceoceooooeooooooooooiiies 2012 - 2016
Cambodia <o 2012 - 2019 2019; Social health protection project
CAMErOOR  -------oosmoooo oo 2012017 maternal mortality 2015-2017
GUINGA - s il 2015-17
Kenya @ c--c-eeecicecieeeceeccceiieeees 2011 - 2016
Kyrgystan =~ -------ciociiioiiioiiooon 2009 o 2015
Malawi e 2012 - 2016
Nepal s 2014 - 2018 120172018
Pakistan ~  ---ccc-iccicccnccccicniiiccnr e n e eeaee 2015-17
Tadjikistan - - -o-o-e e 2009 - 2015
Tanzania c-ceseeeeeeiee e 2015-17
Vietnam - - e e 2013-15
Yemen  ceceee-eeee- 2004 - 2018

Yemeni-German reproductive health programme 2004-2013; Community based reproductive health promotion programme 2004-2013; Health system

strengthening programme with a focus on maternal and child health and family planning 2013-2018

Figure 1 GlZ-supported programmes included in this review. GlZ, Deutsche Gesellschaft fir Internationale Zusammenarbeit.
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have concentrated on the improvement of emergency
obstetrical and newborn care (EmONC) services (12 of
14 countries), emergency referral services (9 f 14 coun-
tries) and newborn care services (9 of 14 countries). All
programmes have been implemented following a multi-
level, integrative and systemic approach. This approach
combines interventions at various levels of the health
system. Technical assistance is usually provided at the
macro-level, to define or review policies, standards and
guidance for strengthening the quality of healthcare.
For instance in Nepal, support was given to establish a
new ‘Quality Assessment and Regulation Division’ at the
Ministry of Health and Population to strengthen the
quality assurance system in the new Federal context. This
division reviewed the status of all treatment protocols
and guidelines and established a steering committee to
process for their revision. Meanwhile, at the micro-level,
the Nepal country team trained health professionals in
midwifery skills through inservice training alongside
mentoring programmes.

INTERVENTIONS AIMING TO IMPROVE THE SYSTEMS’
ENVIRONMENT

Clinical governance

In all reviewed countries, the German development coop-
eration has worked on improving the countries’ capacity
for clinical governance (table 1. Examples of interven-
tions are displayed in online supplementary file 2). In
many countries (Bangladesh, Cambodia, Kenya, Malawi,
Nepal, Yemen and Tanzania), technical expertise has also
been provided to help the creation or the strengthening
of national regulating or coordinating bodies focusing
on quality of care, such as national steering committees.
In many countries as well, technical and financial support
to national midwives’ associations has also been provided
to strengthen their legal basis for regulation, as well as
their competencies in human resource management and
fundraising.

Accreditation

Moreover, country teams have established national
quality accreditation systems in 6 out of 14 countries.
The process includes the setting of official quality stand-
ards towards which the health facilities strive for. After a
self-assessment or an external evaluation, an accrediting
organisation certifies that the health facility has met the
standards and has implemented measures for sustain-
able improvement. Additionally, capacity development
was provided to national accreditation agencies, to peer
assessors/surveyors and to participating health facilities.

Training and supervision of workforce
Capacity-building and supportive supervision are two
types of interventions aiming to improve the system’s
environment widely implemented in GIZ-supported
programmes.

Healthcare workers’ pre-service and in-service educa-
tion, coaching, mentoring and supervision are other

QI strategies widely supported by GIZ as a continuum
of human resource capacity-building process. In partic-
ular, in recent years there have been tremendous efforts
to develop the midwifery workforce, both at pre-service
and in-service levels in 9 of the 14 countries reviewed
(table 1). In-service training of obstetricians, anaesthesiol-
ogists and intensive care medical doctors has been a key
approach used in Kyrgyzstan and Tajikistan to improve
EmONC through a regional approach involving other
neighbouring countries as well. In-service training has
been provided to health workers in several countries also
about SRHR issues and services.

Coaching and mentoring were extensively implemented
to improve staff performance and confidence (table 1).
Both coaching and mentoring are flexible training
methods that can be learnt on the job, although with
different objectives. When coaching, the coach, a respon-
sible clinician, enables her students to achieve specific
short-term goals by instructing them, while still assuming
responsibility for patient care.> Mentoring implies a
longer relationship between a mentor and a mentee,
based on mutual trust and respect, and true partner-
ship, only possible once confidence is built between
them.”’ Mentoring aims to develop the full potential
of the mentee, with benefits to all partners: mentor,
mentee and the organisation.” Some programmes have
promoted clinical mentoring and the mentoring of the
health facility management team to improve the work
environment.

Supportive supervision is the last element of this capac-
ity-building continuum implemented in 10 of the 14
countries reviewed (table 1). Supportive supervision is
a form of traditional supervision of health staff, where
the emphasis is on improving staff performance through
encouragement, guidance and follow-up.”' It is an inter-
active and iterative process providing further training
opportunities.

INTERVENTIONS AIMING TO IMPROVE CLINICAL CARE

Clinical standards

Technical support was provided to national health insti-
tutions for the preparation of policy documents guiding
health practices, such as guidelines or standard oper-
ation procedures on EmONC in 3 of 14 countries, on
referral procedures in 4 countries, and on newborn care
and kangaroo mother care in 3 countries.

Collaborative and team-based improvement cycles

In several programmes, complex systemic processes were
promoted to improve the quality of care provided at
health facilities.

The 5S-Kaizen-Total Quality Management (TQM)
approach has been pioneered by the Japanese cooper-
ation since the 1990s,”” and later implemented through
GIZ-supported programmes in Bangladesh, Kenya,
Tanzania and Malawi. 5S stands for the starting point of
the method: a sequence of activities (Sort, Set, Shine,
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Type of intervention Target Location

Clinical governance National midwifery associations. Malawi, Kyrgyzstan, Nepal, Tajikistan and Yemen.

External evaluation and accreditation Accreditation of health facilities. Yemen, Kenya, Kyrgyzstan, Malawi, Tanzania, Tajikistan and

Vietnam.

Preservice training For midwives. Bangladesh, Cameroon, Malawi, Nepal and Tanzania.

Mentoring For EMONC teams or CHWs. Bangladesh, Cambodia, Kenya, Kyrgyzstan, Nepal, Pakistan,

Vietnam and Yemen.

For SRHR health workers. Cambodia, Guinea, Kenya, Kyrgyzstan, Malawi, Nepal and

Yemen.

Improvement in clinical care

Referral guidelines. Kenya, Nepal, Tajikistan and Tanzania.

Collaborative and team-based improvement cycles 5S-Kaisen-TQM. Bangladesh, Kenya, Tanzania and Malawi.

Quality competition. Burundi, Guinea, Cameroon, Pakistan and Yemen.

Patient, family and community engagement and empowerment

Religious authorities, media and policy-
makers.

Kyrgyzstan.

Health literacy Adolescents. Bangladesh.

Students. Yemen.

Students. Malawi.

This table does not exhaustively report country partners’ activities. Examples of interventions are displayed in the table in online supplementary file 2. Two case studies presenting the
programmes conducted in Nepal and Cambodia are also attached to this article, in online supplementary files 3 and 4.
CHWs, community health workers; EmMONC, emergency obstetrical and newborn care; GIZ, Deutsche Gesellschaft fur Internationale Zusammenarbeit; MNC, Maternal, Newborn and

Child care; SBM-R, Standards-Based Management and Recognition; 5S-Kaisen-TQM, 5S-Kaisen-Total Quality Management; SRHR, sexual and reproductive health rights.

Standardise and Sustain) to improve the work environ-
ment. The ‘Kaizen’ step mobilises group-solving and
cocreation techniques in repetition cycles, involving both
clinicians and health facility management teams, to iden-
tify the weakest points of the quality management, and
to find and implement local solutions. The TQM aspect
looks at the management of medicines and equipment,
and at other elements which may increase patients’ and
providers’ satisfaction.”*

The Standards-Based Management and Recognition
(SBM-R) approach used in Nepal’s EmONC mento-
ring programme aimed at improving the performance
of medical, nursing and midwifery staff. Based on the

Deming cycle of Plan-Do-Check-Act,” the concept has
been initially developed by Jhpiego in USA-supported
programmes.”® In GIZ programmes, it was implemented
in repeated cycles of four steps: (1) set healthcare perfor-
mance standards for high quality of care; (2) put these
standards into practice through capacity-building tech-
niques; (3) measure performance before, during and
after the programme; and (4) recognise and reward
achievements.

The ‘Quality Competition’ implemented in Burundi,
Guinea, Cameroon and Pakistan was a voluntary and posi-
tive competition between health facilities.?” Volunteering
health facilities were trained on quality of care concepts,

=

Goyet S, et al. BMJ Global Health 2019;4:6001562. doi:10.1136/bmjgh-2019-001562


https://dx.doi.org/10.1136/bmjgh-2019-001562
https://dx.doi.org/10.1136/bmjgh-2019-001562

8 BMJ Global Health

Mechanism 1

Health facility
participating in the

Quality Competition

Mechanism 2

Health services Population
Attractivity — Fulfillment of
Quality of services H» Users’ satisfaction . y = population health
services use
needs
\'
Health facility teams salary
Motivation, self-esteem
\ Health workers’ )
/ satisfaction »  Quality culture

Recognition, valorisation

Health service teams

Figure 2 Conceptual framework for the quality competition (QC) in Burundi, adapted from an external mid-term evaluation
report. The QC underlying the theory of change is the following: participating in the QC will positively impact both the quality of
care provided and the fulfilment of the population health needs by two mechanisms: (1) the quality of care will improve, which
will positively affect users’ satisfaction and increase the health service use, leading to the fulfilment of the population’s needs;
and (2) participation in QC will improve healthcare providers’ self-esteem, recognition and valorisation, which will increase their
satisfaction and participation in the development of a quality culture.

processes and tools. In each participating health facility,
an initial situation assessmentwas conducted by the health
facility teams. The teams planned and implemented
corrective measures using available means. A final self-as-
sessment was completed, with findings reviewed by an
external evaluation team (health authorities and teams
from other health facilities). Health facilities were then
ranked according to their achievements. Finally, partici-
pating health facilities with improved performance were
rewarded (figure 2).

Morbidity and mortality reviews

Finally, support has also been provided to set up or
strengthen maternal and perinatal death surveillance or audit
programmes in 5 of 14 countries. These programmes aim
to improve the reporting of statistics on maternal and
perinatal deaths to guide policy-makers’, public health
managers’ and clinicians’ responses to avoid future
deaths.”

INTERVENTIONS AIMING TO ENGAGE AND EMPOWER

PATIENTS, FAMILIES AND COMMUNITIES

Among other QI approaches, community health educa-
tion or social marketing of health services has been widely
used for strengthening the SRHR and family planning.
Community awareness campaigns on access and use of
family planning and SRHR services have targeted adoles-
cents, disabled persons, religious authorities, media and
policy-makers, students, or community health workers,

according to the needs. According to the context,
various populations have been targeted by health literacy
programmes, sometimes through peer education: adoles-
cents, parents, teachers and students.

STRENGTHENING OF HEALTH INFRASTRUCTURES

Lastly, to alesser degree, the supported programmes have
worked on strengthening health infrastructures such as
blood banks, skills and simulation laboratories, neonatal
care units, and EmONC sites by providing medical or
general equipment, consumables and medicines.

LESSONS LEARNT

Tackling the right issues in the right way?

Our review highlights that GIZ’s strategy has been to
combine complementary approaches. Technical exper-
tise was provided to ministries of health and other national
institutions to develop the national quality management
agenda, regulations and programmes, to promote the use
of internationally recognised guidance, while at the same
time support was given to improve the performance of
health workers and the management of health services.
This multilevel and integrated approach is supported by
recent research that has shown that single interventions
are unlikely to achieve important reductions in maternal,
newborn and child mortality.*” Combining interventions
is more effective in improving healthcare practices than
implementing them individually.
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Moreover, GIZ support is always provided in coordina-
tion with other external development partners, and of
course with the ministries of health (MOHs), following a
sector-wide approach (SWAp). The aim of the SWAp is to
improve aid effectiveness by ‘bringing together govern-
ments, donors and other stakeholders’ in contexts where
several health partners are present and play a significant
role.”’

GIZ programmes are usually defined after a project
appraisal mission based on government negotiations
about health priorities, which combines (1) health
data review; (2) consideration of national, interna-
tional evidence and WHO recommendations; and (3)
discussions with the MOH at various levels, other health
partners and target groups. Based on this appraisal, a
proposal is developed including interventions based on
national priorities and policies, and of course which are
chosen to complement other health partners and govern-
ment activities. The proposal would be again discussed
with MOH and other partners before being submitted to
the German development funding body.

The review showed that these QI programmes have
focused on many factors that critically influence the
quality of care. These factors are well described in the
scientific literature.” ™ They mostly relate to human
resources development and to weak referral mechanisms.
Health facilities’ equipment, logistics, organisation and
management are also known to impede the quality of
care. Poor health financing (budget allocation and
financial barriers for users) is another issue impacting
various components of the quality of care. We believe

this approach focusing on critical factors is relevant to
maximise the impact of QI interventions. We have also
observed that the most recent QI programmes aiming to
improve EmONC services focus on healthcare providers’
performance and on the availability and readiness of
services. We recommend this approach since research has
shown that most stillbirths and maternal and neonatal
deaths are due to complications that could be avoided if
high-quality EmONC services were universally available
and accessible.*

We have also shown that in several countries, GIZ
supports programmes that aim to strengthen the
midwifery workforce. Indeed, midwives have a pivotal part
to play in MCH care. As demonstrated by strong research
evidence, investment in midwives’ education, regulation,
management and work environment could avert 80% of
maternal and newborn deaths, including stillbirths.*® *’
The current orientation towards midwifery seems there-
fore appropriate and should be sustained. The WHO has
recently recognised that optimising the health workforce
is critical to accelerate progress towards the SDGs.*

Can we measure the success of these quality improvement
approaches?

In line with the global trends, the maternal, neonatal and
child mortality rates have dropped between 2000 and
2015 in all countries where these QI programmes have
been implemented.” * In 2015, Vietnam had already
achieved the maternal, neonatal and child mortality
SDGs, while Tajikistan and Kyrgyzstan had respectively
achieved the maternal and child mortality SDGs (table 2).

Table 2 Sustainable development indicators for maternal, neonatal and child mortality in the 14 countries reviewed

Maternal mortality ratio
(modelled estimate, per 100 000

Mortality rate, neonatal

Mortality rate, under-5

live births) (per 1000 live births) (per 1000 live births)
% Annual % Annual % Annual
Countries 2000 2015 drop 2000 2015 drop 2000 2015 drop
Bangladesh 399 176 -3.7 42.4 20.7 -3.4 87.4 36.4 -3.9
Burundi 954 712 -1.7 37.1 23.4 -2.5 156.7 67.1 -3.8
Cambodia 484 161 -4.4 35.4 16.3 -3.6 107.0 32.0 4.7
Cameroon 750 596 -1.4 32.9 26.5 -1.3 150.3 90.1 2.7
Guinea 976 679 -2.0 46.7 25.0 -3.1 165.4 91.7 -3.0
Kenya 759 510 -2.2 30.8 21.8 -1.9 104.5 48.7 -3.6
Kyrgyzstan 74 76 0.2 21.6 12.0 -3.0 49.5 22.3 -3.7
Malawi 890 634 -1.9 39.4 241 -2.6 171.9 61.7 -4.3
Nepal 548 258 -3.5 40.6 22.6 -3.0 81.5 36.6 -3.7
Pakistan 306 178 -2.8 60.1 46.3 -1.5 112.6 79.5 -2.0
Tajikistan 68 32 -3.5 28.4 15.7 -3.0 87.6 35.8 -3.9
Tanzania 842 398 -3.5 32.7 22.0 -2.2 130.4 58.3 -3.7
Vietnam 81 54 -2.2 14.8 11.0 -1.7 29.7 21.6 -1.8
Yemen 440 385 -0.8 37.2 27.0 -1.8 95.2 55.4 -2.8

Data source: https://data.worldbank.org/. Rates in bold and underlined have reached the Sustainable Development Goals: maternal mortality
ratio <70/100 000; neonatal mortality rate <12/1000; under-5 mortality rate <25/1000.
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However, it is not possible to assess what portion of this
progress could be directly attributed to the programmes
implemented by GIZ,* although these programmes are
regularly evaluated, including assessments performed to
the standards of the Organisation for Economic Co-op-
eration and Development. These evaluations have limita-
tions, despite continuous efforts to improve their quality.
Programmes’ impacts are mostly measured by comparing
data collected before and after the interventions, where
data were collected by the programme teams ‘who know
that it is in their benefit to minimize their failures and
promote their successes’.'” Moreover, it is difficult to
articulate the causal pathway between QI interventions,
outcomes and impact on targeted populations’ health.
More independent scientific research, embedded in
bilateral cooperation programmes, is needed to measure
the effectiveness of the selected QI approaches in terms
of impact.*!

Interestingly, USAID, which reviewed the QI methods
used in their programmes in 2015, also concluded that
there is a need for more research to assess the effective-
ness of QI programmes.'® USAID has identified the six
QI methods that account for about 80% of their total
spending on quality of care.”® Four of these are widely
used in GIZ-supported programmes—accreditation,
SBM-R, supervision and clinical inservice training. The
two other approaches (the Client-Oriented, Provider-Ef-
ficient Services (COPE) approach and Collaborative
improvement) could fall into what we defined as systemic
QI programmes. Rowe et al, who directed the most
comprehensive and recent study on QI effectiveness,"”
stated that ‘because of insufficient information about
COPE®, SBM-R, and accreditation, it was not possible
to compare the effectiveness of the six target strate-
gies [promoted by USAID]"."® According to Rowe and
colleagues, the success of a method or another depends
more on its ‘suitability to a particular environment than

to its technical merits’.'?

Why and how to strengthen the programmes’ documentation?
The GIZ country teams have to report on their programme
progresses, challenges and achievements to both their
respective partner country and to the funding ministry,
the BMZ. This documentation is shared at various levels
of the health sector. In particular, it is shared during the
joint health sector annual reviews, which involve the
MOH and the external development partners. The GIZ
documentation then serves to inform the health sector
for its annual planning and budgeting exercises.

Robust, transparent and comprehensive reporting is
therefore vital to understand the programmes’ impact,
and effectively draw, interpret and build on the lessons
learnt during their course. WHO and its research part-
ners have developed a comprehensive tool to guide the
reporting of sexual, reproductive, maternal, neonatal
child and adolescent health programmes, taking into
account the complex conditions in which they are imple-
mented.* During this review, we found that this tool was

Box1 Example of lessons learnt in Tanzania, Gambodia
and Nepal: selected extracts from case studies developed

using the WHO template for reporting sexual, reproductive,
maternal, neonatal, child and adolescent health
programmes

Tanzania

» The Tanzanian-German Programme to Support Health/Improved
Maternal and Child Health Programme 2015-2017, in coopera-
tion with the Ministry of Health, Community Development, Gender,
Elderly and Children, designed and implemented a comprehensive
package to improve maternal and child health service delivery in
209 health facilities in two regions of Tanzania.

» One part of this package focused on a combined supportive super-
vision and mentoring approach designed according to the newly
published national mentorship guidelines.

Lessons learnt (extracts)

» ‘High involvement of stakeholders in planning, implementation and
phase-out of the intervention increased local ownership and made
sustainability beyond the overall programme term more likely’.

» ‘The combination of short, practical training for a high number of
health care providers with an intensive mentoring and supportive
supervision scheme and the provision of treatment standards and
tools increased motivation, confidence and competence of health
care providers and the willingness to treat patients respectfully, de-
spite a severe shortage of staff and only small overall changes in
the working environment’.

» ‘Training and mentoring on basic maintenance and repair of medi-
cal equipment for health care providers had positive effects on par-
ticipants’ attitude towards maintenance if the training emphasises
on storage, handling and disinfection’.

» ‘(...) chronic shortage of skilled health care personnel and inade-
quate pre-service training for nurses with regards to obstetric ser-
vice delivery constitute the most pertinent risk to the sustainability
of results, but also to the overall improvement of maternal and new-
born health in Tanzania’.

» ‘It seems of utmost importance to promote midwifery training and
to scale up the number of skilled birth attendants in Tanzania, if a
further reduction in deaths is to be achieved’.

easy to use and effective in facilitating the reflection of
our strategies.”’ To illustrate the WHO tool’s effectiveness
and the type of lessons learnt that can be drawn from case
studies using this WHO standards, we report in box 1
the main lessons learnt in 2018 from the QI programme
implemented in Tanzania. The full case studies of Nepal
and Cambodia are in online supplementary files 3 and
4 to provide additional examples. We recommend the
use of this WHO tool to organisations that need to better
understand their underlying implementation challenges,
identify their best practices, and opportunities for scaling
up or replication in other contexts.

How sustainable are these quality improvement
interventions?

GIZ works on health system strengthening, in the view
of achieving the Universal Health Coverage, which
requires long-term engagement. GIZ has long-standing
relationships with partner countries and has acquired
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both technical and political know-how as well as a deep
knowledge of its partner countries. Its programmes are
built within national policies and therefore are in line
with national goals and objectives. Technical expertise
and capacity development are provided, often together
with the provision of specific supplies. Moreover, before
bilateral support ceases, GIZ develops with its counter-
parts adapted exit strategies.

Another factor of sustainability is that rather than
focusing on single components of health systems, or on
the health sector as a silo, GIZ implements programmes
which account for the interactions between system
components and also address the impact of other sectors,
such as education or climate, on the performance of
health systems.

Finally, GIZ believes that its multilevel approach,
combined with good partner coordination, facilitates the
institutionalisation of the implemented QI activities.

CONCLUSION

Most methodologies used in GIZ-supported programmes
to improve the quality of MCH actually aim to improve
the systems’ environment that facilitates quality of care
and to improve the clinical performance of healthcare
providers. Complementary approaches were combined
to tackle the QI issues from different angles and at
various levels of the health system. The wide variety of
approaches can be explained by efforts to adapt the QI
strategies to each context, while following international
recommendations and scientific advances in the QI
field. Supporting embedded implementation research
within the programmes would promote a better under-
standing of the impeding and facilitating factors of each
QI approach and lead to an improvement of their cost-ef-
fectiveness.
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