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Abstract

We compared quality improvement (QI) interventions for prevention of mother-to-child transmission in a private hospital and a
government hospital (GH). From November 2013 to October 2016, data were extracted retrospectively for HIV-positive
mothers and HIV-exposed infants. The overall number of mother—baby pairs (MBPs) was significantly (P < .001) higher at the
GH (mean = 294, standard deviation [SD] = 180) than the private hospital (mean = 72, SD = 27). There was a significantly higher
number of MBPs receiving care (P <.001) and routine services (P <.001) at the GH. The proportion of MBPs retained in care (P <
.001) and receiving the routine service package (P < .001) was significantly higher at the private hospital. Overtime, indicators at
the private hospital peaked significantly in year 2 and reduced moderately in the final year. The trend for the GH showed gradual
but nonsignificant improvement in 2 indicators. QI showed positive results in the private hospital. If systematically applied in GHs,
QI can support improved services for larger patient volumes.
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What Do We Already Know about This Topic?

QI has been recognized as a viable method to reduce the
gap between existing care delivery processes and the best
possible care in resource-limited environments.

Introduction

Vertical transmission of HIV is a significant problem in
Lesotho.! Mother-to-child transmission (MTCT) of HIV is the
main source of HIV infection in children.” The Joint United
Nations Programme on HIV and AIDS estimates that more than
How Does Your Research Contribute to the 90% of children acquire HIV through MTCT during

Field?

Comparing the implementation of QI within a FBO and a
public hospital highlights the relevance of a specific
operating environment to the QI process.
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Theory, Practice, or Policy?

QI can be well implemented but can be limited by the factors
unique to the health system. This is a starting point for further
exploration on factors that impact QI implementation.
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pregnancy, labor, delivery, or breastfeeding.®> Since a signifi-
cant proportion of HIV-infected infants die in the first year of
life, prevention of mother-to-child transmission (PMTCT) ser-
vices provide an opportunity for securing the health of both
mothers and children in Lesotho.” The Partnership for HIV-
Free Survival (PHFS)* was implemented in Lesotho to improve
PMTCT services by accelerating adoption of World Health
Organization (WHO) updated guidelines that emphasize the
importance of optimal feeding practices to the survival of
HIV-exposed infants (HEI).

In partnership with the Ministry of Health (MoH), the US for
International Development (USAID) Applying Science to
Strengthen and Improve Systems (ASSIST) Project applied
quality improvement (QI) methods to tackle barriers to
PMTCT service delivery. Quality of care mediates the inputs
of the WHO health systems building blocks (service delivery,
health workforce, information, medical products, vaccines and
technology, financing, and leadership/governance) to generate
outputs that include improved health.® Specifically, QI has
been recognized as a viable method to reduce the gap between
existing care delivery processes and the best possible care in
resource-limited environments.® Although the QI process can
be implemented correctly, success is not always guaranteed
and can be moderated by context, including the characteristics
of the organizational setting, the environment, individuals, and
their roles in the QI project.” Contextual factors that impact the
technical aspects of QI can vary across health systems such as
Lesotho where care delivery is undertaken primarily in
government-managed facilities and faith-based organizations
(FBOs). Faith-based organizations provide 42% of health ser-
vices under the coordination of the Christian Health Associa-
tion of Lesotho (CHAL).® The prominence of FBOs in the
health system occurred under a World Bank—funded Health
Sector Reform Program that encouraged public—private part-
nerships with significant investments in infrastructure and
equipment as well as human resources of CHAL facilities by
both the World Bank and the African Development Bank.’
Differences in contextual factors, including philosophy, orga-
nizational structure, leadership, and financing, across the 2
organizations influence the service delivery environment. The
philosophy guiding FBOs is to provide compassionate care to
people in need, with a commitment to the patient’s dignity
along with consistent best practices in providing decent care.
Christian Health Association of Lesotho institutions have his-
torically had a strong system for leadership and management
that has been committed and accountable,® whereas the com-
plicated chain of command and decision-making power at gov-
ernment facilities defeats decentralization initiatives designed
to impart more authority (particularly in relation to decision-
making) to government departments and facilities.'>!" Annual
financial assistance from the government to FBOs is dependent
on the performance of each individual facility, whereas gov-
ernment facilities are supported regardless of performance.'”
Also, there is an observable disparity in staffing patterns with
perpetually vacant key positions and lower staff skills and
competencies at government facilities.'? Prior to the

Table I. Lesotho PMTCT Routine Visit Health Services Packages.

Mother Routine Visit

Package Exposed Infant Routine Visit Package
a. Vital signs a. Immunization
b. Tuberculosis (TB) b. Prophylaxis (nevirapine/co-
screening trimoxazole), depending on the
c. Opportunistic age
infections (Ol) c. Nutritional assessment (weight
screening and height, mid-upper arm
d. Nutritional circumference [MUAC])
assessment (weight d. Vital signs
and height) e. Infant and young child feeding
e. Antiretroviral therapy and counseling
(ART) refill

f. Adherence assessment

g. Family planning

h. Appointment for next
visit

Abbreviation: PMTCT, prevention of mother-to-child transmission.

introduction of the PHFS in Lesotho, there was no formal QI
intervention aimed at the PMTCT program. The PHFS applied
QI methods to PMTCT services to learn how to best achieve
better outcomes for HEI in both government and FBO facili-
ties. Given the differences in the government and private health
sectors in Lesotho, we expected that implementation might be
impacted by the different operating environments in the health
system.

Methods
Selection of Hospitals

To compare QI between government and FBO facilities, we
purposively selected 2 hospitals: a privately managed faith-
based hospital in Thaba-Tseka district and a government-
managed hospital in Mohale’s Hoek district. Both hospitals
were in the same improvement collaborative, sharing the same
improvement aims, and core indicators, therefore providing an
opportunity to assess how similar processes affect the same
core measures in different operating environments.

Quality Improvement Implementation

Using QI methods, the PHFS supported existing country-
specific PMTCT protocols and nutrition assessment, counsel-
ing, and support activities. The contents of the health service
packages as presented in Table 1 are based on the 2013
National PMTCT Guidelines. The package includes all routine
services that are to be provided to the mother (nutrition assess-
ment, refill of antiretroviral, family planning, etc) and the child
(immunization, prophylaxis, nutrition assessment, infant and
young child feeding and counseling, etc) at each scheduled
monthly appointment. Time-specific critical services for
infants (eg, DNA-polymerase chain reaction at 6 weeks) are
also provided at the appropriate time as per national guidelines.
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Quality Improvement Initiation at the District Level

Access to each hospital was facilitated by the respective Dis-
trict Health Management Team (DHMT). This team has over-
sight responsibility over all health activities in a district. At the
request of the DHMT, ASSIST held an initial sensitization
meeting to introduce the DHMT to QI principles and
approaches. After the initial meeting, a formal QI training was
conducted. Participants included staff from the district facilities
(health centers and hospitals), DHMT members, and represen-
tatives from the private sector. At the end of the training, a
district-level coaching team was established, with QI coaches
who were nominated to supervise and guide the QI work of
individual facility QI teams, acting as mentors. Optimally, the
coaches were expected to visit their assigned facilities at least 2
times in a month.

Quality Improvement Processes Within the Hospitals

Following operationalization at the district level, implementa-
tion of the QI processes was instituted at the facility level. In
November 2013, all staff at the 2 hospitals were trained on the
basics of QI, including the rationale of forming the QI teams,
by staff of the USAID ASSIST Project and the DHMT. The
facility QI teams included staff that work in the relevant areas
of service delivery, with knowledge and understanding of the
implications from system changes, as well as the ability to
effect even the smallest change in their environment. Other
than health workers, QI teams also included customer service
representatives who interacted consistently with patients on a
daily basis. Once the QI teams were formed, a rotational lead-
ership was established, and a team leader was identified by the
team members. Subsequently, the roles and responsibilities of
the rest of the team were defined.

Facility teams were trained to use the plan-do-study-act
(PDSA) cycle to test changes to improve care processes. In
this model, a change believed likely to yield improvement is
proposed. A plan is developed for testing the change, the plan
is implemented, and the effect of that test is studied (by mon-
itoring selected process indicators) to see whether the change
did in fact yield the improvement expected. What action is
taken next is based on the result of the test.'* Both hospitals
were in the same improvement collaborative, a shared learn-
ing system that brings together many teams to work together
to rapidly achieve significant improvements in processes,
quality, and efficiency of a specific area of care, with the
intention of spreading these methods to other sites. All teams
in the improvement collaborative shared the same improve-
ment aims and core indicators. Quality improvement teams
identified problems and selected an intervention, choosing
indicators to monitor the intervention’s effect on the desired
process. If the change yielded the desired improvement, it was
then instituted as part of the care process. If it did not, the
change was either discarded or modified before being tested
again. A compendium of changes was tested one by one
toward collectively improving the various target indicators.

Teams met fortnightly to monitor and record progress on
changes being tested. As part of the collaborative approach,
quarterly learning and sharing sessions were organized by
ASSIST. These brought together QI teams from across mul-
tiple districts where different teams reported on their prog-
ress, shared changes that worked, and discussed the impact of
the changes on selected indicators.

Measuring QI

Monthly aggregate data on HIV-positive mothers and HEI
were extracted retrospectively from the month of the first
coaching visit in Lesotho (November 2013) over a 3-year
period until October 2016. The first time period is character-
ized by a lack of available data in both hospitals across all the
indicators, particularly indicators 2 and 3. The indicators
(including the numerators and denominators) are defined in
Table 2. Indicator 1 is the percentage of MBPs who were
retained in care for 24 months postnatally, representing the
MBPs who consistently sought care over the 24 months, out of
the number of all HEIs extracted from the under-5 register.
From the denominator, we excluded MBPs who had trans-
ferred out, were lost to follow up (3 consecutive months of
nonattendance), or who had died. Indicator 2 is the percentage
of MBPs who received the complete routine service package.
These are the MBPs who received the complete standard
package of routine services (as defined in Table 1) out of
those MBPs who were retained in care at the facility in the
reporting month. Indicator 3 is the percentage of MBPs with
complete and accurate medical records. This indicator has the
same denominator as indicator 2, and the numerator is the
number of MBPs with records that are complete and accurate.
If all records for a given patient (the entire patient card and the
corresponding entries in the registers) had all necessary infor-
mation and were fully and correctly filled out, the record was
considered complete and accurate. The records were reviewed
daily for accuracy by a designated staff member as part of the
QI process.

We compared the indicators overtime for the entire 3-year
period for each of the 2 facilities as well as between the private
and the government facility. A ¢ test was used to assess the
significance of the difference in mean for the selected indica-
tors and the patient volume (numerators and the denominators)
for the 36 monthly observations.

To examine the trend, we charted the indicators together
with the numerators and the denominators overtime, for
each hospital. The implementation period was divided into
three 1-year periods: year 1 (November 2013 to October
2014), year 2 (November 2014 to October 2015), and year
3 (November 2015 to October 2016). We used the nonpara-
metric Wilcoxon signed-rank test to determine the statistical
significance of a difference in the medians from 1 year to
the next. The Wilcoxon signed-rank test is a nonparametric
test that determined the differences between the periods
based on the order in which the observations fall within
each period. Unlike the parametric ¢ test, there is no
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Table 2. Comparison of Indicators and Patients (HIV-Positive Mothers and HIV-Exposed Infants) at the Hospitals (November 2013 to October

2016).

Government Hospital

Private Faith-Based Hospital

Standard

Variable Observation Mean Deviation Min

P Value
(t Test)

Difference
in Mean

Standard

Max Mean Deviation Min Max

Indicator Mother-baby pairs 32.91 20.13 4.10

1 (MBPs) retained in
care for 24 months
postnatally (%)

MBPs receiving ART and
under-5 (U5) care in the
month (#)

Total MBPs scheduled for
care in the month (#)

Indicator Retained MBPs who
2 receive complete
routine service
package (%)

MBPs receiving complete
routine service
package (#)

MBPs receiving ART and U5
care in the month (#)

Indicator MBPs with data
3 collection tools that
are filled completely
and accurately (%)

MBPs with data completed
accurately (#)

MBPs receiving ART and U5
care in the month (#)

NI 79.04 5470 15.00

Dl 294.71 180.17  39.00

65.76 25.43 17.30

N2 48.00 30.81 8.00

D2 79.04 5470 15.00

58.39 26.05 5.00

N3 42.85 33.49 1.00

D3 79.04 5470 15.00

skskesk

82.80 65.45 30.13 0.00 100.00 32.54 .00000

185.00 42.37 2284 0.00 85.00 —36.66 ** 00060

486.00 72.17 273l 35.00 130.00 —222.54 ** 00000

sieskeske

100.00 87.10 14.79 52.70 100.00 21.33 .00050

120.00 46.15 16.54 21.00 85.00 —1.85 ns .78890

185.00 4237 2284 0.00 85.00 —36.66 ** 00060

100.00 70.35 36.98 0.00 100.00 11.96 ns .17170

120.00 46.00 16.75 2400 85.00 ns .67440

185.00 42.37 22.84 0.00 85.00 —36.66 ** 00060

Abbreviations: ART, antiretroviral therapy.
NSp > 0.05; *P < 0.05; **P < 0.01; **P < 0.001.

assumption of normal distribution, and the test is more
appropriate for the small number of repeated observations
overtime in the same hospital.'*'®

Ethical Approval and Informed Consent

Data used for this analysis were collected during routine ser-
vice delivery at the hospitals and did not include private
patient information that required institutional review board
approval.

Results

Comparison of QI Implementation at the Hospitals

Table 3 compares the QI implementation processes across the
facilities. Although QI teams were formed in both hospitals
with support from the respective DHMT, the team at the gov-
ernment hospital (GH) was not functional. Ownership for the
QI process was limited at the GH, whereas the private facility
team demonstrated ownership of the identification of gaps and
formulation of improvement aims. Testing of changes, progress
monitoring, documentation, and institutionalization of changes

were done consistently at the private facility but did not occur
at the government facility. Both hospitals engaged in learning
and sharing. Overall, the QI processes were more successful at
the private hospital than at the GH.

Comparison of Patient Volume and Indicators
between Hospitals

As shown in Table 2, the results from the ¢ test for the overall
36 months show significant differences in mean for the 2 hos-
pitals. The monthly average number of MBPs at the GH was
294 (standard deviation [SD] = 180.2) compared to 72 (SD =
27.3) at the private hospital; the difference was statistically
significant (222.5, P < .001). Given the higher patient volume,
it is expected that a significantly (P < .001) higher number of
MBPs received antiretroviral therapy and under-5 care at the
GH (mean = 79.04, SD = 54.70) than at the private hospital
(mean = 42.37, SD = 22.80).

The mean percentage of MBPs retained (indicator 1) was
significantly higher (P < .00001) and about double at the pri-
vate FBO (65.5%) in comparison to the GH (32.91%). The
average percentage of MBPs receiving the standard package
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Table 3. Comparison of QI Implementation Processes at the 2 Hospitals (September 2013 to October 2016).

Actual Activities for

Government Hospital
(Ntsekhe)

Planned QI Activities

Actual Activities for
Faith-Based Hospital (Paray)

a Establishment of facility QI teams
The QI teams were formed in the hospitals and were
directly engaged in the QI processes under the overall
guidance of the district QI coaches.

b Improvement aims
Each team was to identify and test changes that were
assumed would result in improvement through
application of QI interventions.

d Testing changes
Both teams simultaneously tested and implemented
process redesigns and shared their experiences
through learning and sharing forums.

d Progress monitoring
Each team was expected to monitor its progress at
least once a month.

e Progress documentation
Each team documented their progress in the
documentation journal designed and provided for this
purpose.

f Institutionalizing effective changes
If the intervention yielded the desired improvement, it
was then instituted as part of the new work process. If
not, it was either modified or discarded.

g Learning and sharing
In these learning and sharing forums, all teams
communicated the results of their tests and their
solutions so that knowledge of successful changes
implemented by one team may be learned by other
teams.

Established, but not
functional

Done with limited
ownership

Inconsistent

Inconsistent

Inconsistent

Not done

Done

Established and functional

Given ownership with improvement aim
developed based on identified gaps

Consistent with several change ideas tested
during implementation

Consistent progress monitoring with
departmental meeting to review progress

Done

Done

Done

Abbreviation: QI, quality improvement.

of care (indicator 2) was significantly higher (P = .0005) at the
private FBO (87.10%) than at the government facility
(65.76%). The difference in mean for data accuracy (indicator
3) between the hospitals was not significant.

Comparison of Indicator Trends

The trends for the 3 indicators were compared from the first
month of coaching visits in Lesotho in November 2013 until
October 2016. There was a gap in reporting at both the FBO
(August 2014 to October 2014) and the GH (March 2014 to
December 2014). Figures 1A and B, 2A and B, and 3A and B
show a side-by-side comparison of performance of the
3 indicators overtime at the 2 hospitals.

For the retention of MBPs in care for 24 months (indicator
1), the trend at the private hospital remained consistently higher
despite an initial poor start in the first 4 months. The private
hospital reached a high of 100% after 2 years of implementa-
tion (November 2015 and December 2015). Between year 1
(November 2013 to October 2014) and year 2 (November 2014
to October 2015), the gain in the median at the private hospital
was very significant (48.6 percentage points, P < .01) and

double that at the government facility (24 percentage points).
The decrease in the median between year 2 and year 3 was
significant at the private hospital (16%, P < .05). The GH
demonstrated a lower but consistent improvement in the med-
ian each year, but the gains were not statistically significant.
Performance on the provision of the standard package of
services (indicator 2) was higher at the private hospital than
at the GH. At the GH, 75% of MBPs received the complete
routine package in the initial month of January 2014. But the
indicator was unstable, attaining 100% in 5 months of the 36-
month period, first in July 2016 with several declines and
improvements in between, dropping as low as 48% in May
2016, and then back up to 100% by July 2016. The private
hospital also experienced fluctuations with poor documenta-
tion in the initial year of implementation. The year 1 median
(82.3%) was not an accurate representation of the situation at
the private hospital because only 1 data point was available.
Similar to the retention indicator, the median for year 2
(November 2014 to October 2015) reached 100% with a
significant decrease in year 3 to 80.3% (P < .01). Despite
the lower yearly median at the government facility, it
increased gradually by 2.3 and 3.9 percentage points,
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Figure |. A, Private hospital: retention of mother—baby pairs (November 2013 to October 2016). B, Government hospital: retention of

mother—baby pairs (November 2013 to October 2016).

respectively, in year 2 and year 3, yet the improvements were
not significant.

Performance on the accuracy of data on MBPs (indicator 3)
showed pronounced fluctuations at the GH, starting from 87%
in November 2013, dropping very low to 17% in March 2015
and even lower to 5% in August 2016, only to increase again to
49% in September 2016. At the private hospital, this indicator
was scored at 0% (due to the lack of data) in the 6 months of the
first year when it was recorded. At the start of the second year
(October 2014), it was 94%, reaching and remaining at 100%
from January 2015 to August 2015. It declined again to 71% in
September 2015, then remained at 100% from October to

December 2015, after which performance stagnated at approx-
imately 74%. In year 2, the private hospital was able to confirm
accuracy and completeness of almost all records with a median
of 100% (P < .01) in year 1. The median decreased signifi-
cantly by year 3 to 74.3% (P < .01). At the GH, the median
decreased consistently overtime from 69.2% to 63.4%, then to
53.4%, but the decrease was not statistically significant.

Discussion

The implementation of QI was more successful at the private
faith-based hospital. The GH QI team showed difficulty in their
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Figure 2. A, Private hospital: mother—baby pairs receiving standard package of care (November 2013 to October 2016). B, Government
hospital: mother—baby pairs receiving standard package of care (November 2013 to October 2016).

ability to fully implement and operationalize each step of the
QI process. Retaining MBPs is a prerequisite to delivering
required PMTCT services and improving quality of care for
the HIV-positive mothers and HEL'”'® Although patient vol-
ume was higher at the GH, the GH was unable to capitalize on
this advantage and offer more routine services or more accurate
records for MBPs. Data accuracy and completeness is critical
because it impacts all indicators and can reflect actual pro-
cesses of care within the facility if done properly. Also, the
PDSA cycle hinges on accurate data. Data help determine
whether the tested change has merit and should be sustained.'

The stronger QI implementation and subsequently the
higher performance on all 3 indicators at the private hospital
could be because of various interdependent factors across the
system, organizational, and QI team levels that provided a

viable environment for the operationalization of the QI process.
At the system level, the introduction of QI in Lesotho coincided
with a period of serious political instability in the country®° that
impacted the implementation process in 2014. From April 2014
to November 2014, there was no project counterpart in the
government sector to facilitate access to senior management,
the district health management teams, and facilities in the cru-
cial early stages of the PHFS implementation. There was a
moratorium that prevented implementing partners engaged
with PHFS from accessing district teams and facilities. There
were also multiple changes in the senior management of the
MoH. The political instability took a greater toll on the public
hospital, with the public management structure being directly
impacted by the changes at the MoH; so although there was a
break in QI implementation at both hospitals, the private
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Figure 3. A, Private hospital: data accuracy and completion (November 2013 to October 2016). B, Government hospital: data accuracy and

completion (November 2013 to October 2016).

hospital recovered within a month compared to the government
facility, which was inactive for 8 months, as shown by lack of
data during these months.

Recognized differences across the service delivery environ-
ment between the government and private hospitals included
facility infrastructure, organizational structure, leadership prin-
ciples, financing strategy, and staffing. Investment at the pri-
vate hospital improved the infrastructure and equipment, which
are linked to improvement in clinical processes and subse-
quently improvement in health quality indicators.?'
Performance-based financing, which was implemented at the
private hospital, is generally designed to improve both quantity
and quality of care,?? with some studies demonstrating

improved quality from performance-based financing interven-
tions.*>** Strong leadership is important to QI, as the leader-
ship directly influences QI culture and controls resources,
including staff time, needed for the improvement.>> The gov-
ernment facility was more likely to be hindered by the pseudo-
decentralization and the complicated chain of command that
neither encourages autonomous leadership nor ownership on
the part of leaders and staff within the hospital. The less com-
plicated organizational structure of the private hospital, guided
by a mission of benevolence at the FBO, was likely to support
the viability of QI work.

Staffing can have a major impact on the QI teams and a
direct impact on the ability to carry out the technical aspects
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of QI. Staffing for maternal, newborn, and child health
(MNCH) services at the private hospital was approximately
1.5 times higher in comparison to the GH.® This resulted in
a higher caseload at the GH, where staff cited lack of time and a
shortage of staff as a main barrier to their performance. Faith-
based organizations attract better skilled staff, and turnover is
limited, so the QI teams were better prepared to institutionalize
changes, and minimal resources were allocated to orienting
new team members. Shorter rotation periods at GHs (quarterly)
translated to a higher frequency of rotations at this facility
compared to the private hospital, where rotations occurred
biannually. Consequently, team members at the GH had a
shorter time to understand and internalize the QI process. Over-
all, the shorter rotation period at the GH adversely affected the
continuity of service provision, and staff that rotated into
PHFS-related positions from non-PHFS sites were not familiar
with the basic tenets of the improvement activity. At the private
hospital, 2 staff members were selected as the focal points to
ensure data accuracy and completeness daily. However, the
private hospital also encountered a disruption resulting from
staff absence, as the decline in the data accuracy indicator in
September 2015 (71%) was directly attributed to the absence of
the PHFS focal person in the facility that month due to annual
leave. District QI coaches did not conduct quarterly coaching
visits as scheduled, so supervisory support to the facilities was
not optimal.

Despite general instability and inability to sustain perfor-
mance on the indicators at both hospitals, the private hospital
performed relatively better, improved faster, and was able to
sustain improvement longer on the indicators compared to the
GH, a possible advantage resulting from the better contextual
factors noted at the private hospital.

Strengths and Limitations

The strength of this pilot project lies in the ability to demon-
strate how differences in the service delivery environment
between a private hospital and a public hospital in Lesotho can
impact QI in a resource-constrained environment. Findings
from this implementation provide an opportunity to tease out
the relevance of contextual factors to the success of a QI project
in the health service environment. In addition, the lessons
learned can inform implementation strategies that consider the
strengths as well as limitations of health-care facilities.

The receptivity of QI in Lesotho by the government stake-
holder was important to the overall success of the program, and
early ownership by the government occurred when the MoH
leadership adopted a unique name for PHFS, “Acceleration of
PMTCT.” Ownership by the government is important to the
success as well as sustainability of donor-funded development
initiatives.?’

Yet, there are existing issues within the Lesotho hospitals
that limited the success of QI implementation. Documentation
is particularly poor. Health workers are either not trained or are
unable to use the formal registers. This leads to intermittent use
of registers, improvised registers, and incomplete records.

Also, the hospitals had inexperienced staff who lacked orienta-
tion on the workflow of the hospitals, thereby complicating the
QI processes. There were problems with the definition, quanti-
fication, and reporting of selected indicators. For both facili-
ties, nutrition supplements were out of stock for the first 18
months of the project, which meant that malnourished patients
did not receive treatment.

The findings from this project are not generalizable to other
hospitals in the country or region. Rather, it serves as a snap-
shot of implementation activities and lessons learned in the
service delivery environment that can impact PMTCT and
overall MNCH health services in Lesotho.

Conclusion and Recommendations

The aim of PHFS was to accelerate the improvement of
PMTCT services in Lesotho using QI methods. Given the dif-
ferences across the service delivery environment for the 2
major stakeholders in health service delivery in Lesotho—
CHAL and the Government of Lesotho—we compared QI
implementation at hospitals managed by each one of the sta-
keholders. Our findings show that the private hospital per-
formed better than the GH. The faith-based hospital was
characterized by better contextual factors (leadership, organi-
zational structure, performance-based financing, higher skilled
staff, recent investments in infrastructure) that were likely to
support successful implementation of QI and subsequently per-
formed better on the PMTCT indicators.

Preceding QI implementation, it is helpful to engage in an
exercise that identifies the contextual factors in the health ser-
vice delivery environment and rank these factors on their
strength and relevance to the health delivery environment
under improvement. This will help the leadership and QI team
to develop and test changes that are likely to lead to success, by
tackling those contextual factors within their immediate
control.

Factors that are not within the immediate control of the QI
team or organization should be addressed by overall health
system strengthening activities. Better-functioning health sys-
tems can ultimately lead to better success of attempts to
improve clinical processes and subsequently health out-
comes.’! Investing in infrastructure at the GHs, strengthening
the public—private partnership with the CHAL, and continued
investment in health systems strengthening can support
improvement in quality of care and ultimately improve HIV
and MNCH indicators. The Government of Lesotho stands to
benefit by adopting some of the more successful factors at the
FBO such as improving leadership and management, ulti-
mately elevating autonomy as well as ownership at the district
level and the facilities.

Acknowledgments

The implementation of PHFS in Lesotho was a collaborative process
among several stakeholders.The authors acknowledge the leadership
and support of Dr ‘Nyane Letsie, the Director General of Health
Services in the Ministry of Health as well as the QI coaches and QI



10

Journal of the International Association of Providers of AIDS Care

teams in the hospitals who implemented the PHFS in Lesotho. We also
recognize the invaluable support provided by Ms Lisemelo Seheri,
senior nutrition officer in the Family Health Division. Her tireless and
selfless support was a critical factor in ensuring the success of the
project. The authors also appreciate the technical support and gui-
dance provided by Amy Stern, Anisa Ismail, and Edward Broughton
of URC.

Authors’ Note

Kelello L. M. Lerotholi and Aurora O. Amoah equally contributed to
the writing of this manuscipt.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with respect to
the research, authorship, and/or publication of this article.

Funding

The author(s) disclosed receipt of the following financial support for the
research, authorship, and/or publication of this article: This work was
supported by USAID and PEPFAR. Funding for this work was provided
by the US President’s Emergency Plan for AIDS Relief (PEPFAR)
through the US for International Development (USAID) and its Apply-
ing Science to Strengthen and Improve Systems (ASSIST) Project,
implemented by University Research Co, LLC (URC), through Coop-
erative Agreement number AID-OAA-A-12-00101.

ORCID iD

Aurora O. Amoah, PhD, MPP, MPH
4806-6853

https://orcid.org/0000-0003-

References

1. Government of Lesotho. Lesotho Country Report: Global AIDS
Response Progress Report. In: Ministry of Health, ed. Lesotho,
Southern Africa: Government of Lesotho; 2014.

2. UNAIDS. Prevention of HIV Transmission From Mother to
Child: Strategic Options. Geneva, Switzerland: UNAIDS; 1999.

3. Government of Lesotho. National Guidelines for the Prevention
of Mother-to-Child Transmission of HIV. In: Ministry of Health,
ed. Lesotho, Southern Africa: Government of Lesotho; 2013.

4. United States Agency for International Development (USAID).
The Partnership for HIV free Survival (PHFS) Launch meeting
report2013. Available from: http://pdf.usaid.gov/pdf_docs/
PAO00JG8S.pdf. Accessed February 9, 2017.

5. WHO. Everybody’s Business — Strengthening Health Systems to
Improve Health Outcomes: WHO'’s Framework for Action. Gen-
eva, Switzerland: World Health Organization; 2007:16.

6. Leatherman S, Ferris TG, Berwick D, Omaswa F, Crisp N. The role
of quality improvement in strengthening health systems in devel-
oping countries. Int J Qual Health Care. 2010;22(4):237-243.

7. Rousseau DM. Characteristics of departments, positions, and
individuals: contexts for attitudes and behavior. Adm Sci Q.
1978:23(4):521-540.

8. Medical Care Development International. Government of The
Kingdom of Lesotho. Phase 1 Study Report. “Lesotho Health
Sector Reform Project” funded by the World Bank, 2000.

9. Government of Lesotho. The Memorandum of Understanding
Between the Government of Lesotho and the Christian Health

Association of Lesotho. In: Office L, ed. Lesotho, Southern
Africa: Government of Lesotho; 2007:2—14.

10. Christian Health Association of Lesotho (CHAL). CHAL Secre-
tariat Strategic Plan (2009-2014). Christian Health Association of
Lesotho 2009, 9-10.

11. Government of Lesotho. Decentralisation Strategy of the
MOHSW. In: Ministry of Health and Social Welfare, ed. Lesotho,
Southern Africa: Government of Lesotho; 2004:4—7.

12. Government of Lesotho. Annual Staff Establishment List, 2016.

13. Project UHCI. The Improvement Collaborative: An Approach
to Rapidly Improve Health Care and Scale Up Quality Ser-
vices. Bethesda, MD: University Research Co., LLC (URC);
2008.

14. Lowry R. Concepts and applications of inferential statistics. 2003.
http://vassarstats.net/textbook/. Accessed February 9, 2017.

15. Harris T, Hardin JW. Exact Wilcoxon signed-rank and Wilcoxon
Mann—Whitney rank-sum tests. Stata J. 2013;13(2):337-343.

16. Wilcoxon F. Individual comparisons by ranking methods. Bio-
metrics. 1945;1(6):80-83.

17. McCarthy E, Joseph J, Foster G, et al. Modeling the impact of
retention interventions on mother-to-child transmission of
HIV: results from inspire studies in Malawi, Nigeria, and Zim-
babwe. J Acquir Immune Defic Syndr (1999). 2017;75(2):
S233-S239.

18. Oyeledun B, Oronsaye F, Oyelade T, et al. Increasing retention in
care of HIV-positive women in PMTCT services through Contin-
uous Quality Improvement—Breakthrough Series (CQI-BTS) in
primary and secondary health care facilities in Nigeria: a cluster
randomized controlled trial. The Lafiyan Jikin Mata Study. J
Acquir Immune Defic Syndr. 2014;67:S125-S131.

19. National Institute for Children’s Health Quality (NICHQ). Why
data collection is a necessary part of quality improvement
[updated] 2017. https://www.nichq.org/insight/why-data-collec
tion-necessary-part-quality-improvement.

20. Ncube G, Lukhele S. Anatomy of Lesotho’s ‘almost’ coup d’état
— the predicaments that it poses to the Southern African develop-
ment community region peace keeping and mediation initiatives:
Southern Africa-issue in focus. Afiica Conflict Monitor. 2014;
2014(10):71-74

21. Peabody JW, Taguiwalo MM, Robalino DA, Frenk J. Improving
the quality of care in developing countries. In: Jamison DT, Bre-
man JG, Measham AR, et al., eds. Disease Control Priorities in
Developing Countries. 2nd ed. Washington, DC: World Bank;
2006. Chapter 70.

22. Ireland M, Paul E, Dujardin B. Can performance-based financing
be used to reform health systems in developing countries? Bull
World Health Organ. 2011;89(9):695-698.

23. Rusa L, Ngirabega JdD, Janssen W, Van Bastelaere S, Porignon
D, Vandenbulcke W. Performance-based financing for better
quality of services in Rwandan health centres: 3-year experience.
Trop Med Int Health. 2009;14(7):830-837.

24. Soeters R, Peerenboom PB, Mushagalusa P, Kimanuka C.
Performance-based financing experiment improved health care
in the Democratic Republic of Congo. Health Aff (Millwood).
2011;30(8):1518-1527.


https://orcid.org/0000-0003-4806-6853
https://orcid.org/0000-0003-4806-6853
https://orcid.org/0000-0003-4806-6853
https://orcid.org/0000-0003-4806-6853
http://pdf.usaid.gov/pdf_docs/PA00JG8S.pdf
http://pdf.usaid.gov/pdf_docs/PA00JG8S.pdf
http://vassarstats.net/textbook/
https://www.nichq.org/insight/why-data-collection-necessary-part-quality-improvement
https://www.nichq.org/insight/why-data-collection-necessary-part-quality-improvement

Lerotholi et al

25.

26.

27.

Kaplan HC, Provost LP, Froehle CM, Margolis PA. The model for
understanding success in quality (MUSIQ): building a theory of
context in healthcare quality improvement. BM.J Qual Saf. 2012;
21(1):13-20.

Schwabe C, Lerotholi K, McGrath E; Ministry of Health and
Social Welfare (MOHSW). Human Resources Development and
Strategic Plan 2005-2025. Lesotho, Southern Africa: Ministry of
Health and Social Welfare; 2005:3—1 to 3—12.

Bossert TJ. Can they get along without us? Sustainability of
donor-supported health projects in Central America and Africa.
Soc Sci Med. 1990;30(9):1015-1023.

28.

29.

30.

31.

Vermund SH, Sidat M, Weil LF, Tique JA, Moon TD, Ciampa PJ.
Transitioning HIV care and treatment programs in southern
Africa to full local management. A/DS. 2012;26(10):1303—1310.
Palen J, El-Sadr W, Phoya A, et al. PEPFAR, health system
strengthening, and promoting sustainability and country owner-
ship. J Acquir Immune Defic Syndr. 2012;60(suppl 3):S113-S119.
Lo S, Horton R. AIDS and global health: the path to sustainable
development. Lancet. 2015;386(9989):106-108.

Tungalp O, Were W, MacLennan C, et al. Quality of care for
pregnant women and newborns—the WHO vision. BJOG. 2015;
122(8):1045-1049.




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


