MODULE 4  QUALITY ASSURANCE CHECKS

 Learning Objectives:


A.  to understand how to check for quality


B.  to be able to use tools for quality improvements


C.  to be able to integrate Behavior Change into the approach

Session 4 A:  CQI as part of CBIO
Purpose:  To introduce 

· Have different interventions carried out and improved within CBIO?

· Quality Improvement and Verification Checklists used in the projects

Time:
2 hours

Task 1: Warm-up:  Telephone Game
Have 10 participants stand in front in line.  Have the first person in line whisper a long sentence into the next person’s ear.  That person passes the message to the ear of the next person, until the last person recites the message as heard.

In passing a message down a line-up of people, does the original message come close to the message at the end?  Each time information is transferred, it is subject to human error or misunderstanding.  The more information changes hands, the more it becomes distorted.

Task 2:   Quality Assurance 

Brainstorm on various means to assure quality. 

· Periodic LQAS assessments

· Peer evaluation

· Self-evaluation

· Rotating jobs so that each person knows the others task 

· Quality Assurance Checklists

· Cost per beneficiary or cost/intervention:  correlate expenditure to indicator to check of cost efficiency and effectiveness

i.e. In HHF/Haiti, data entry staff spend about 25% of their time in the field and all health staff assist in data entry from time to time so everyone understands everyone’s job. This not only aids in a greater understanding of the system, but sheds light on how important it is to have accurate data. 

Task 3:  QUALITY ASSURANCE CHECKS BY INTERVENTION

For each of the interventions there are a series of quality assurance checks, which will need to be monitored. These may be instituted through the supervisory system.  Below are a series of questions or issues to keep in mind while supervising the system.   When a supervisor visits the field, these are points for discussion to be raised during a supervisory dialogue.  Checklists may be developed to bring on visits, which will aid a supervisor in remembering important quality points.

Instructions:
a)  As a large group, review each of the indicators and the quality checks that are required in order for the intervention to be effective.  Add or subtract to the lists provided.

b) Discuss how these checks will be assured.  Will it be through the supervision system, the development of a supervisory checklist?

Quality Assurance Checks by Indicator:

Under-five and Infant Mortality
a.  Are deaths under-reported or are they being captured?

b.  Are live births being captured?

c.  How are the causes being determined?

d.  Are all the families of child deaths being visited?

e.  Is there a gender bias?

Severe and Moderate Malnutrition
a. Are weighing sessions conducted properly?  scale calibration, Rd. to Health cards 

b. Are the weights being plotted correctly?

c. Is the status determination correct?

d. Appropriate counseling:  exclusive breastfeeding, proper weaning foods, micro-nutrient supplementation (iodine, vitamin A, ferrous)

e. Investigate major causes of malnutrition:  income, worms, food availability, education, intra-familial food distribution

f. Is there a gender bias?

Severely Malnourished Children

a.  Are all 3rd degrees receiving follow-up?
b.  Effectiveness of follow-up services for at-risk children

c.  Investigate family situation (usually a symptom of a dysfunctional family)

d. Assure proper food distribution within the household (gender bias)

e.  Are the at-risk children improving?

f.  Is there a gender bias?

Immunization:  (childhood and TT for women)

a.  Support the national or regional EPI program

b. Tracking of defaulters 

c.  Maintenance of the cold chain

d.  Assuring proper sterilization techniques

e.  Periodic disease surveillance to check for immunizable diseases

f.  Condition of vaccine in stock

ARI
a.  Improvement of access to appropriate care early in illness

b.  Improvement of community referral systems

c.  Promotion of pro-pharmacies with anti-biotic availability

d.  Improvement of environmental factors (smokeless stoves, ventilation, etc)

e.  Ensure adequate support/training is available for primary care providers

Session 4B:  CROSS CHECKING

Objective:   To develop a series of regular internal checks

Time:  1.5 hours

Task 1: Cross-checking exercise
Quality assurance of the monitoring system should be built-in so that the data is reliable and valid.  If incoming data isn’t of good quality, then the decisions based on it will not be good decisions either. The adage “Garbage In - Garbage Out” clearly denotes the importance of collecting accurate data. 

There are some simple methods for cross-checking data.   The “systems” that feed the indicators need to be checked from time to time so valid and reliable data will emerge.  Taking the data at face value is not wise.  It is a good idea to check the data and check the system so that the information is reflective of reality.

A.  EXPECTED  DEMOGRAPHICS  (denominators for rate determination) 

These are general rules of thumbs in public health regarding estimated percentages of the population to be expected in a developing country in certain age groups.  It is a good idea to cross-check the results using the above ballpark figures to see if the system is missing some of the population.  Sample population:  

Break into groups of 4 participants and have each group figure out the numbers to be estimated for the shaded boxes.

	TOTALS
	EXPECTED PERCENTAGES
	EXPECTED

NUMBERS

	Total population
	100%
	8000  actual

	Total number families
	compare to average family size (nat’l)
	1333 actual 

	Total  number of under-five’s
	16-20% of total population
	1280-1600

	Total number of under-one’s
	3-5% of total population
	240-400

	Total number of 12-23 mos. olds
	3-5% of total population
	                   240-400

	Total number of child-bearing age
	15-49 year old women 20%
	1600

	Total number of live births
	according to birth rate (nat’l) i.e. 32
	256

	Total number of pregnancies
	4-5% of total population
	320


B. EXPECTED RATES: In order to estimate the figures to expect, each project can create an expectation sheet using rates from the closest source to the actual area and check to see if their data is close to it.  If there is a glaring variance, investigate the reason why it is off.                                   

National/Regional/Sub-regional (MOH Data)

	PUBLISHED DATA
	EXPECTED Project DATA*
	ACTUAL**

	Population
	
	

	U5MR
	
	

	IMR
	
	

	Birth rate (expected # births)
	
	

	Death rate (expected # deaths)
	
	

	Literacy rate
	
	

	Complete immunization rate
	
	

	TT coverage
	
	

	ORT Usage
	
	

	Family Planning Usage
	
	


NOTE:  *1st do project level and aggregate projects for Country level figures

         **  Can be compared to baseline data collected in previous years if available.

C.  UNICEF DATA COMPARISON:  Compare with International data from UNICEF figures with those at the Country level.  What are the national IMR and U5MR compared to your data?  Where does your project area stand?  (the mortality rates from the project area may not be of statistical significance if the population is below 100,000). Below are 4 categories of IMR and U5MR used by UNICEF:

	
	Under-five Mortality Rate
	Infant Mortality Rate

	Very High
	>170
	>120

	High
	95-170
	85-120

	Middle
	31-94
	45-85

	Low
	<30
	10-45


What is the country’s U5MR?   _______  project area?_______ which category?

What is the country’s IMR?       _______ project area?_______ which category?

D. Spot Cross Checking: (family cards against the rosters):  Periodically, take out a sample of family cards and cross-check them with the rosters and registers.  Are the rosters up-to-date?  Are the registers tracking the vital events as reported by the family during home visits?  This is an enrollment validation surveys. 

E. Enrollment Validation Surveys measure the completeness and accuracy of official enrollment and the characteristics of non-enrolled and enrolled families.

F. Lot Quality Assurance Sampling is an efficient method to assess CHAs’ performance in maintaining up to date health records. 

G. Pregnancy-Birth Linking:  identifies under-reported pregnancies, live births and stillbirths.  Simply link pregnancy and birth tallies to identify possible data gaps.  

Task 2:  “What’s Wrong with this Picture?” 

As a large group, participants performed some cross checks on the following data:

1. Of a total population of 2,300, there are 145 under-five’s.

 Only 6% of population, can expect three times that, around 435.

2. Immunization coverage rate for <1 children is 45% compared to the national rate of 75%.

 Reporting system of government may not be accurate, and it hides pockets of low coverage since it’s an average.

 Coverage may be low.

 There may be a national shortage of antigens for EPI.
3. The severe malnutrition rate is 27%.                                                                

 Extreme, probably famine conditions. Can expect 3% to be 3rd degree in developing world.

4. You come to visit a project and ask to see the documentation.  There are piles and piles of manuals, reports and lists of children.   There are books kept by particular people who are not available so the information is inaccessible till next week.  There are separate lists of children for each activity. 

 Information overload.  Must find methods to streamline data collection and to make it accessible.

5. A project has 90%  immunization coverage.  Impressive.  You check and see that there were 100 children receiving immunizations.  What does this say to you? 

 The scale of the project is important and although the coverage rate seems high, the actual numbers are fairly unimpressive and low.

 Percent rates are important when population-based but numerators and denominators are most important for quality of program assessment. 

6. There are 300 1-2 year olds out of a population of 1000 under-five children. 

 Can expect about 1/5 of the under-five children to be in each year.  This is 33%.  Would expect about 200. 

7. There are 10 members on the community committee of which 1 is female.  There are 20 people on the project staff and 3 are women, there are 30 staff members at the country office and 5 are women. 

Gender bias is everywhere, and to serve as a model is a good start to change this. 

 The Health & Population Unit has 4 men and 13 women- there is gender 


bias on both sides of the coin.

8. Seventy-five percent of project budget is spent on immunization while the national coverage stands at 85%.  Malnutrition and female illiteracy is extremely high. 

 Although this budget may have been responsible for the high rates, allocating budget to areas of weakness where the rates are low and the government input is low may be a better use of resources. 

 Resource allocation based on the current situation would fall short of the problem for natural increase and resource allocation would be at least partially wasted if the problem were naturally decreasing.

9. A severely malnourished girl’s father is given a “modal” to start his own income-generating project.  He starting making a profit and took another wife. 

 Income-generating projects targeting women have been more successful in effecting children’s health because women tend to make better choices for their children.

10. The project requested a computer to analyze their health data.  The surveyors did not know how to use the computer.  A software expert was hired to write a program to tabulate data.  The computer broke down and the numbers were not ready for presentation until the computer was repaired six months later.   

 Avoid creating dependence on computers, calculators yes!

11. The Couple Years of Protection (CYP) is 47 whereas the Contraception Prevalence Rate (CPR) is 35.  Distributed contraceptives doesn’t always lead to use.
Task 3:   The Seven Sieves 

Break into 3 groups.  Ask each group to place the following list of indicators through the 7 sieves.  Present to the large group and discuss. 

INDICATORS:

1. Immunization coverage rate for 12-23 year olds

2. Crude Birth rate

3. Percentage of ARI knowledge

4. Number of community meetings held in last quarter

5. Number of health workers competent in ARI

6. Number of referrals of ARI to health center

7. Number of under-fives weighed regularly

8. Drop out rate of EPI between DPT1 and DPT3

1. Does the indicator address the problem?

2. Is there a proven association between the indicator and what is being measured (relevance)?

3. Is it nice to know or do we need to know?

4. Is it useful for planning and management?

5. Is it possible to measure technically, financially and managerial?

6. Is it worth the time and effort?

7. Does it measure a   process or impact?

Discussion:

Invariably, it seems that data breeds data and the volume of data continually grows over time. It is easy to add more information to any system and more difficult to cut back. Not only are there government reporting requirements, but PVOs also tend to report on much too much information.  

There are several reasons why data collection is more appealing than providing health education or interacting with people:

· It looks more official and can justify the position of the home visitor.

· It is black and white.  One only has to write down “facts.”

· The data doesn’t talk back and is non-interactive. The data collector simply takes information, which is a one-way street.  It does not require dialogue.

· It fulfills a requirement for the job and is tangible. 

In order to fight against this ballooning of data by periodic checks to assure that each and every piece of collected data is used.  If not, it detracts from the person contact.  

Recommendation:   Put each data point through the seven sieves periodically.
Every six months hold a meeting with the team to review of every piece of data and how it is used.  This will help to guard against information overload.  Only collect what you use and use what you collect.  If the data is not used, drop it. 

On the contrary, the question needs to be posed whether all the needed “data is in the room.”  Perhaps the data that we make management decisions is not enough and we are drawing conclusions based on not enough information.  

Session 4C:  Behavioral Change Exercise
Time:  1 hour

Task 1:  Message of the Month

Break into same two groups:

Here is a scenario of the disease burden by season for the past year.  Plan out a monthly calendar with the most critical messages to be given during each month to address the major health issues for the year.  Keep in mind the following:

· Disease burden:  what diseases are prevalent each month

· Harvest time:  the workload and situation of caregivers time

· Hungry months:  lean periods that are seasonal

· Rainy season:  seasonal variations of disease and ability to access care

When should the preventive messages be given?  How long before the problem becomes evident?  Will the community be receptive to the new behaviors if they don’t see evidence of the disease?

	Jan

Message:
	(i) Feb

Malnutrition rampant: lean season

Message:

	Mar

Message:


	Apr

Message:
	(ii) May

Malaria 

Message:
	(iii) Jun

Malaria cont…

Message:


	Jul

Message:
	Aug

Message:
	(iv) Sep

Rains begin

Diarrhea

Message:

	(v) Oct

Message:
	(vi) Nov

Dengue fever

Message:
	(vii) Dec

ARI high incidence

Message:


Discussion: As a large group:
1. Compare the two groups BCC “messages of the month.”

2. What can be used besides flipcharts to convey a message? 

· The real thing (fruits, etc.)

· Discussion and demonstration

· Less written material and more dialogue

3.  Make a list of the resources that be tapped to find the health key messages for each intervention.

UNICEF, BASICS, MOH, etc…

Task 2:  Role Playing 

Ask 6 volunteers to role play three different types of health message dissemination during a home visit.   One volunteer is a CHA and one is a household member (either mother, father, or grandmother)

· Supportive role

· Demeaning role

· Problem-solving role

Training of training is necessary!  Just because a message is understood by a CHA, it does not necessarily mean that the message can be delivered effectively.  Training skills need to be taught!

Knowledge does not predict behavior.  Just passing on knowledge will not lead to behavioral change.  We need support, encouragement, motivation and attitudes.
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