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Abstract

We describe the iterative process of developing a locally-appropriate quality of care approach and its role in
emergency obstetric caf&EmOC) programming in Nepal. We describe the context of maternal health issues in Nepal,
the rationale for developing a quality of care approach within a model to improve EmOC, and outline the outcomes
and catalytic effects of the process. The lessons learned during the development of this approach are detailed. The
program developed and implemented a quality of care approach at three district hospitals in Nepal. This resulted in
improvements in the structure, process and outcomes of EmOC in these institutions. The process also resulted in
improved understanding of quality of care approaches on both local and national levels and the creation of a Nepalese
quality of care evaluation framework for maternity services. While the theoretical concept of quality of care is
difficult to translate into a concrete approach, we used a process in rural hospitals in Nepal that created highly
motivated teams and improved the overall functioning of these hospitals.
© 2004 International Federation of Gynecology and Obstetrics. Published by Elsevier Ireland Ltd. All rights reserved.
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1. Introduction the definition of quality of care and the extent to
which QOC determines utilization levels. Further-
more, there exists more literature on models and

Improving the quality of care(QOC) within _ _
approaches than on actual implementation exper-

maternal health is an area that has gained signifi-

cant interest in recent years. However, it remains '€NC€.

a subject of debate with a range of opinions on We describe a QOC approach integrated into
the efforts of His Majesty’s Government of Nepal
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emergency obstetric ca(@mOCQ) in rural districts. translated into an adequate allocation of funds—a
The Nepal District EmOC Model, the rationale for situation common in many low-resource countries.
a QOC approach within that model and the process While the cost of an emergency safe motherhbod
of developing a QOC approach over a 5-year child survival package in Nepal is estimated to
period (1997-2003 are presented. cost US$4.73 per capita, at present only US$3.1
When NSMP first began to explore the use of per capita is spent on all health cdf.
a QOC approach, most documentation concerning Nepal's doctor-to-population ratio is four per
implementation pertained to the field of family 100 000(compared with the UK’s ratio of 164 per
planning[1]. The evolution of NSMP’s quality of 100 000 [10], and most doctors, including 60%
care approach occurred in parallel with the devel- of obstetricians, are in urban areas. Thus services
opment of the international application of QOC to are even scarcer for the 85% of the population
maternal health and has drawn upon the literature who live in rural areas. Health care services for

as it has been presented.

As there remains a paucity of documentation
about the use of QOC approaches in improving
maternity care[2], Nepal's experience is relevant
to other low resource countries challenged with
reducing unacceptably high maternal mortality
rates.

2. Nepal context
2.1. Maternal health and health services
Nepal is a small landlocked country of 23

million people [3], 71% of whom live below the
poverty line [4]. Significant progress has recently

the majority of Nepal's population are provided
by a complex network of rural healthcare provid-
ers—both allopathic and ayuravedic—with varying
level of skills. Policy makers face the dual chal-
lenges of trying to better allocate available
resources as well as to increase resource levels.

2.2. The national safe motherhood policy and
program

Only within the last decade has HMGN begun
to address maternal health as a serious health
issue. Concerted efforts to reduce maternal mor-
tality commenced in 1997 with the launch of the
HMGN Safe Motherhood Program. This was fol-

been made in some areas of reproductive healthlowed a year later with the National Safe Moth-

with current total fertility rates of 4.1 and a
contraceptive prevalence rate of 39%. Nepal's
maternal mortality ratio(MMR) remains high.
While the government claims an MMR of 539
deaths per 100 000 live birthi€], UN estimates
put it at 740(range 440—1100[7]. It is estimated
that 12 women die each day in Nepal due to
pregnancy, labor and posthatal complications.
Almost half of these deaths are attributable to post-
partum hemorrhagg¢8] and most are avoidable.
Only 12% of births are attended by a skilled
provider, a doctor or nurse, and over 90% of births
take place in the homd5]. Only 5% of the
estimated need for EmOC is currently met. Indeed,
only 0.7% of all births (estimated using crude
birth rate and populationare by cesarean sec-
tion—compared with the UN target rate of 5—15%
[4]

Nepal's health policy reflects a commitment to
safe motherhood; however, this has yet to be

erhood Policy, a far-reaching, comprehensive
policy that addresses both health service needs
(excluding post-abortion careand the social bar-
riers to achieving safe motherhood goals. HMGN
has recognized that maternal mortality cannot be
significantly reduced without access to lifesaving
services[11]. Efforts to increase access to quality
comprehensive and basic emergency obstetric care
(CEmOC and BEmOT are now central to the
national program'’s strategy.

To increase access to EmOC services, HMGN
has focussed on expanding the role of nurses,
recognizing this as a key factor in scaling up
EmOC services. HMGN has defined clinical pro-
tocols for health workers, developed and imple-
mented midwifery courses, enabled nurses to
provide postabortion car€PAC) and endorsed an
anesthetic course for nurses which will allow them
to expand the spectrum of BEmOC services they
can provide. The recer(2002 passage of a bill
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Fig. 1. Nepal district model to improve EmOC.

legalizing abortion under certain circumstances Options UK, began with the explicit purpose of
was accompanied by a training strategy that promoting utilization of EmOC through the devel-
includes nurses as comprehensive abortion careopment of a District EmOC Model to address the
providers for early gestations. A national assess- availability and quality of care, and barriers to
ment of the performance of HMGN's lowest cadre  EmOC-seeking behavior in project communities.
of health care providers, Maternal Child Health Within its supported districts, the project aims to

increase utilization of quality midwifery and basic

and comprehensive EmOC services. To do this,
HMGN has recently begun EmOC monitoring NSMP works to improve service provisidfacility

level), demand creatior{fcommunity leve}, and

national policy(central government

Fig. 1 shows the Nepal District Model to

nal care, HMGN has greatly improved its under- Improve EmOC. At the level of the hospital and
standing of strategies to address the complex health care facility, both ‘software’ and ‘hardware’
barriers to care including the development of a components were provided. Software support

behavior change communication strategy.

2.3. The Nepal safer motherhood project

In 1997, the Nepal Safer Motherhood Project
(NSMP), funded by DFID and managed by

included a range of training for clinical and non-
clinical staff, e.g. training on infection prevention,
emergency newborn care, post-basic midwifery

and midwifery refresher, use and maintenance of
equipment, and anesthetic assistance. Hardware
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support has ensured adequate infrastructure for full modified from WHO’s Mother—Baby Package
EmOC, e.g. construction and renovation of oper- [16]. These toolgTable 1) were used in 1997 to
ating theaters, labor wards, and maternity wards; assess the 3 hospitals supported in Phase One and,
adequate hospital equipment and supplies; andslightly revised in 2000, to assess the seven Phase
facilities for a 24 h blood transfusion service. At Two hospitals and five Primary Health Care Cen-
the community level, we addressed client needs tres(PHCCS. The original QOC monitoring tools
and satisfaction through behavior change commu- comprised of a set of yg¢gao checklists, reviewing
nication strategies and addressed such practical10 elements that covered resources available, prac-
needs as emergency funds and transport schemesices to ensure effective use of resources, mortality
(these are managed through over 50 partner and morbidity outcomes and availability of EmOC
organizations. services.

During Phase One of the proje€t997-2000, Next, two teams were created at each district
NSMP operated in three districts expanding to a hospital, one each for maternity care and infection
total of 10 districts in Phase Tw(2001-2004, prevention—and collectively called the QOC team.
representing 15% of Nepal's population. The total The maternity team consisted of the nursing staff,
NSMP direct support budget for both phases is 5 goctor, and support staff. The infection preven-
£2.08 million sterling, or US $3.7 million. tion team consisted of a medical superintendent,
3. Quality of care approach the charge nurse, the head of central supply, an

. o ) administrator, support staff, cleaners and a repre-

The underlying principle of NSMP’s QOC  genative for each hospital unit. These QOC teams
approach is that improved QOC contributes 0 \are facilitated by hospital-based and project-
enhanced patient care and improved maternal OUt'supported Human Resources Development Offi-
comes. The positive relationship between QOC cers (HRDO9 (experienced midwives with an
and s_ervice utilization has been proven for family understanding of safe motherhood principleale
plannln_g [13] and _ewdence that sub—standa_rd also provided technical training, received by mem-
obstetric care contributes to maternal mortality bers of both teams, to determine and set their own

[14] also underlu_es the QOC appr_oach. - standards for maternal healthcare and infection
NSMP recognized that supporting staff training . .
prevention practices.

and upgrading facilities would not automatically L : I .
- : Arriving at the ideal definition of what consti-
I E . P ff al - o )
ead to improved EmOC. Project staff also appre tutes QOC at the three district hospitals proved

ciated that many clinical workers lacked motiva- difficult h it tionall ted
tion for many reasons and that there was an Mcult as there was no nternationally accepte
definition at that time despite two decades of

‘implicit’ health system culture in Nepal that _ )
viewed the health system as the means of provid- 2ddressing QOQ1]. Despite the lack of consen-

ing income to health care workers rather than SUS: there was general agreement that the QOC

health care to patientil5]. The QOC approach C€oncept must move from a focus on biomedical

explored the mindset of providers and encouraged Outcomes to a more inclusive definition that
them to participate in finding ways to overcome addresses both provider and client satisfackiof.

barriers to good quality service. The 3 general The flexibility of NSMP's approach meant that
steps in the approach are ¢b) set local standards ~ €ach ho_spltal group could choose its own definition
for quality of EMOC services(2) take actions to  Of ‘Quality of Care’.

achieve the agreed-upon standards @jcmnonitor Both the maternity and infection prevention
changes over time. teams assessed each hospital's QOC monthly

(using the 1997 checklistsThey identified barri-
3.1. Development of the QOC process—I1997— ers to quality healthcare and analyzed causes of
2000 (Phase 1) poor care. They developed local action pléosp-
The first step in the development of a QOC ies of plans were posted in the maternity unit to
approach was a baseline assessment using toolencourage all staff members to participate in the
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Table 1

Quality of essential obstetric care monitoring tools—1997
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Element 1. Accessibility and availability of services

Q1.1.0
Q1.1.1
Q1.1.2
Q1.1.3
Ql.1.4
Q1.1.5
Q1.1.6
Q1.1.7
Q1.1.8
Q1.2

Q1.2.1
Q1.2.2
Q1.2.3
Q1.2.4

Indicator: BEOC facility is providing the following services 24 h a day

Injectable oxytocic

Injectable antibiotics

Injectable sedatives and anticonvulsants
Injectable antihypertensives

Plasma expanders

Instrumental deliverfforceps or vacuum
Manual removal of placenta

D and C

MVA and postabortion care

Indicator: CEOC facility is providing the following services 24/7
All of the abovgBemOQO

Cesarean section

Laparotomy

Blood transfusion

Element 2. Safe blood transfusion services

Q2.2.1
Q2.2.2
Q2.2.3
Q2.2.4

Indicator: the blood transfusion facility has the following
All types of donors are available

A skilled technician available 24

Screening tests are always available

There is a provision free blood if unable to pay

Element 3. Availability of essential supplies and equipment

Q3.1.1
Q3.1.2
Q3.1.3
Q3.1.4
Q3.15
Q3.1.6
Q3.2

Q3.2.1
Q3.2.2
Q3.2.3
Q3.2.4
Q3.2.5
Q3.2.6

Indicator: The following provisions are always available
Running water in the delivery room

Running water in the operating rod@R)

OR with clean and dirty layout

Screens in delivery room

Functioning OR light

Functioning light in delivery room

Indicator: the following equipment are always available
Functioning sterilizer for equipment and supplies
Functioning vacuum extractor

Functioning suction in OR

Functioning suction in delivery

Sterile pack for normal delivery

Sterile pack for cesarean delivery

Element 4. Promotion and protection of health

Q4.1

Q4.1.1
Q4.1.2
Q4.2

Q4.2.1
Q4.2.2

Indicator: all pregnant women attending ANC and before discharge are

always alerted to the warning signs of obstetric emergencies:
Verbally during antenatal care

Verbally during the postpartum before discharge
Indicator: IEC materials on warning signs are always used to
reinforce safe motherhood messages

Available

Used

Element 5. Acceptability of services

Q5
Q5.1
Q5.2

Indicator: The following provisions are made to improve the
acceptability of services to women and their families
Screens are used to ensure privacy during labor and
physical examination

A companion allowed with client in 1st stage labor
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Q5.3 A female companion allowed with client in 2nd and 3rd Y
stages of labor
Q5.4 A female attendant tends to woman during delivery Y
Element 6. Technical competence of health care providers
Q6.1 Indicator: protocols or guidelines available and used for the following care
Q6.1.1 Normal care during labor Y
Q6.1.2 Care of normal neonatemmediately postpartuin Y
Q6.1.3 Care of the woman with pre-eclampsia Y
Q6.1.4 Care of the woman with obstructed labor Y
Q6.15 Care of the woman with incomplete abortion Y
Q6.1.6 Care of the woman with puerperal sepsis Y
Q6.1.7 Care of the woman with PPH Y
Q6.1.8 Infection control procedure Y
Q6.1.9 Waste disposal Y
Q6.1.10 Referral to another center Y
Q6.1.11 Postpartum care of mother and baby Y
Element 7. Client-provider interaction
Q7 Indicator: evidence of:
Q7.1 Procedures are explained to women and families Y
Q7.2 Verbal consent for procedures is obtained Y
Q7.3 Clients are actively involved in conversations about care Y

(e.g. they ask questions, give opinions, staff check for understanding

Element 8. Comprehensiveness of care and linkages to other reproductive health services

Q8 Indicator: the MCH clinic offers a comprehensive reproductive health services
5 days a week. This should include:
Q8.1 Antenatal care Y
Q8.2 Tetanus toxoid immunization Y
Q8.3 STD diagnosis and treatment Y
Q8.4 Postnatal clinic Y
Q8.4 Depo-Provera Y
Q8.5 Oral contraceptives Y
Q8.6 Norplant Y
Q8.7 Intratterine devices Y
Q8.8 Condoms Y
Q8.9 Female sterilization Y
Q8.10 Male sterilization Y
Element 9. Continuity of care and follow up
Q9.1 Indicator: protocols and guidelines for referral to follow up services are available for:
Q9.1.1 Postnatal referral for family planning Y
Q9.1.2 Postnatal referral for childhood immunization Y
Q9.1.3 Referral to next referral center emergencies that cannot be Y
handled at the hospital
Q9.14 Feedback to peripheral staff who have referred a woman Y
for EOC to the hospital
Element 10. Support to health care workers
Q10.1 Indicator: all the following sanctioned posts are always filled to ensure
24 h a day services
Always Sometimes Rarely
Grade of staff
Q10.1.1 Medical superintendent
or DHO as appropriate
Q10.1.2 Public health officer
Q10.1.3 Medical officer anesthetist
Q10.1.4 Matron

Q10.1.5 Sister in charge
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Q10.1.6 Staff nurse

Q10.1.7 Auxiliary nurse midwife

Q10.1.8 Auxiliary health worker

Q10.1.9 Health assistant

Q10.1.10 Peons

Q10.1.11 Sweepers

Q10.1.12 Administrative staff

assessment processAnd they worked to imple- Approaches adopted were:

ment the plans over the following month. Both e integration of an appreciative approach to all
teams reviewed the previous 3 months’ action interactions—seeking strengths and achieve-
plans each quarter. Areas of improvement were  ments in work and building on these rather
noted and, in cases where activities had stalled,  than focusing on problems;
incomplete actions were followed up over to the e involving everyone as equals, for example in
next period. Findings were recorded, with one  staff meetings and planning processes, thereby
copy sent to the project office in Kathmandu and  challenging inherent caste and gender barriers
one copy retained at the hospital. to team work;

Six months after this process begéan Septem- e engendering a belief that staff themselves are
ber 1999, all hospital staff met to assess and  able to develop their own potential and to
review progress. This meeting incorporated feed-  challenge inherent limitations of caste and sex.

back from hospital clients on QOC and enabled
the entire hospital staff to better understand the 3.2. Development of the QOC process—2001~
2003 (Phase 2)

QOC approach and evaluate the overall quality of
maternal healthcare: identifying their own prob- At the end of the first phase of NSMP, three
lems, Iearning about possible solutions from each events accelerated the evolution of the QOC pro-
other and sharing assessment findings in a non-cess just as the project was preparing to scale up
threatening environment. The meeting also allowed from three districts to 10. First, the Infection
the QOC teams to share with other staff progress prevention and Maternity Care teams in each
made towards improving the quality of care in hospital decided to merge into one general QOC
their units, to assess how other basic health serv-team; second, local ownership of the process dra-
ices were affecting that qualitylaboratory, drug  matically increased as hospital management com-
management, and emergency serviceg atd to mittees assumed full responsibility for providing
develop solutions. Several problems were emergency supplies and services previously given
addressed using only local funds or incurred no by NSMP, and the team leadership shifted from
cost, e.g. hospital management committee recruit- the project-supported HRDO to one of the hospital
ment of local nurses to fill vacant posts, modifying nurses identified as a ‘change agent’; and third,
clinic hours better to meet the needs of clients several key pieces of international research in QOC
supporting the cost for the additional drugs and were published that helped in defining QOC, and
supplies, and maintenance and repair. However, addressed the monitoring of progress in the context
NSMP provided most of the resources to deal with of maternity service$18—24.
infrastructure and supply needs during the first 2—  From the beginning, the Family Health Division
3 years. (FHD) of HMGN's Department of Health Services
Integral to this process was the adoption of (DOHS) closely observed the progress and expe-
methods to encourage accountability, respect andrience of NSMP’s District EmMOC model and QOC
desire to provide service amongst staff members approach. In 2001, the FHD and NSMP held a
that will result in both a greater self respect and a joint review of 5 years’ experience of this
respect for clients, and help staff internalize the approach, incorporating the new evidence-based
concept of responsible care giving. international learning. The approach was revised,
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and was published as the Nepali language ‘Guide
for Quality Obstetric Care’(March 2002. The
tools, including locally appropriate tools for mon-
itoring the quality of EmOC, were jointly devel-
oped with - HMGN and received consensus
approval from other agencies managing projects in
safe motherhood(UNFPA, UNICEF, GTZ and
USAID). In addition, this process resulted in the
agreement and provision of one definition of
QOC—that proposed by Pitroff and Campbell
[18].

High quality of care maternity services involvei)
providing a minimum level of care to all pregnant women
and their newborn babies arfd) a higher level of care to
those who need itfiii ) obtaining the best possible medical
outcome;(iv) providing care that satisfies women and their
families and care-providers an@v) maintaining sound
managerial and financial performance and developing exist-
ing services in order to raise the standards of care provided
to all women.

The jointly revised QOC model emphasised the
importance of monitoring the process in QOC
improvement and provided additional user-friendly
monitoring tools in Nepali. The original checklists
were modified to include guidelines on how to
monitor the process of change over time. This
model adopted Grahami0] criteria-based audit
processes into the QOC approach. These criteria
assist staff to quantify the technical performance
of care in each facility with individual facilities
choosing two or three technical practices to audit
over a 6 month period—for example rates of
induction, episiotomy and post-operative infection.

The ‘Guide for Quality Obstetric Care’ is now
used in two zonal hospitals, nine district hospitals,
and four primary health care centers. The guide
also provides information on quality of care and a
set of tools for measuring progress in improving
QOC in both the provision of car€Table I and
in clients’ experience of the care providéd. These
tools are used at minimum for quarterly review
and feed into the development of action plans,
copies of which are forwarded to FHD and NSMP.

1 Available from the Family Health Division, Ministry of
Health, His Majesty’s Government of Nepal, Kathmandu,
Nepal.

2 Available from the Safer Motherhood Project, or the
corresponding author.
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4, Results

NSMP has adopted Donabedian’s framework
[21] to assess progress under the headings of
structure, process and outcome. Considerable evi-
dence for positive changes in the quality of EmOC
at supported facilities has come from the self-
assessment workshops held in the autumn of 1999
and an independent review of NSMP in June 2000.
In addition, NSMP has received anecdotal evi-
dence of the impact of the QOC approach since
2000.

4.1. Structure—resources, equipment and care
providers

4.1.1. Availability of all necessary infection pre-
vention materials

In 1997, of the eight emergency materi@lirex,
utility gloves, puncture proof containers, apron,
towels, boots, soap and running wateeeded for
infection prevention only twdrunning water and
soap were available in all three NSMP-supported
hospitals—and then only periodically. The project
provided the required materials for 2 years until
hospital staffs were able to lobby hospital manage-
ment committees to provide the resources to sus-
tain these supplies, achieved in 2001. Eighteen
months into Phase Two, seven additional project-
supported district hospitals have also become self-
sustaining in the area of infection prevention
materials.

4.1.2. Provision of 24 h blood supply service

None of the NSMP-supported hospitals had a
24 h blood transfusion service in place in 1997
but by the end of the second year of project
support, all did. The total number of units of blood
supplied per facility in 2001 ranged from 279 to
984 units with about half being for obstetric
emergencies. No hospital exempted poor women
from paying for this service but by the end of year
three all provided some blood freghough only
7-9% of the total to very poor women in need
of transfusion[22].

4.1.3. Provision of drugs obstetric emergencies
Initially, none of the hospitals had on-site sup-
plies of magnesium sulfate or oxytocics. The
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project supported the supply of these at first and training created jealousy and a high level of
within 2 years the hospital management commit- resistance to any new ideas newly trained col-
tees valued these drugs sufficiently that they are leagues tried to introduce.

now continuously available. Therefore, NSMP adopted a ‘whole site training
approach’ with training provided to support staff,
4.1.4. Availability of nurses the administrative team, and hospital management

The chronic under-filling of sanctioned posts committees all at the same time. One advantage
coupled with a high transfer rate results in a of this approach is that at the end of the training
constant state of understaffing. Before 1997, only every member has the same level of involvement
30% of government sanctioned posts were filled and knowledge creating a sense of responsibility
at the three district hospitals, by 2002 this propor- and support. Another is that the training takes
tion had risen to 50% and, by 2003, 90—-100% of place in the workplace saving travel time and
these posts were filled. This dramatic improvement money and allowing staff to continue with some
was due in part to active recruitment by the of their regular responsibilities while the training
hospital management committee, using funds gen-is in progress. Subject matters covered in the
erated locally through user fees and income from ‘whole site approach’ included infection preven-
the rental of small shops in the hospital compound. tion, communication skills, and management.

The budget to cover salaries for sanctioned posts

had previously been budgetétut not spent by 4.2. Process—the way in which health care is
HMGN Ministry of Health, therefore no new funds  delivered

were required. However, even when all sanctioned

posts were filled, there were still too few nurses 4.2.1. Integration of reproductive health services

to meet hospital needs. Hospital management com- Before 1997, antenatal caf@ANC) and ante-
mittees responded by hiring more local nurses natal tetanus toxoid(TT) immunizations were
(who were outside the government system and provided separately and only in one clinic per
therefore, not transferabléo boost the number of  week. ANC services were restricted from 10:00 h
nurses by an additional 20—-50%. While these local to 14:00 h. Outpatient department and reproductive
nurses are not government workers and receive nohealth services such as postnatal care, family
long-term government benefits, they benefit pro- planning (FP), and STDYRTI all functioned sep-
fessionally from project-sponsored in-service train- arately; with family planning services often not
ing. Lower level nursegassistant nurse midwives  provided on the same days as other reproductive
also have the opportunity to receive formal nursing health clinic services.

training to advance up the career ladder if their  Currently, most hospitals have integrated ANC,

performance is exceptional. TT and PAC with other maternity and FP services,
and the numbers of ANC clinics per week have
4.1.5. Availability of midwifery and EmOC services increased. There is now a referral link between the

In 1997, none of the nurses at the three district ANC clinic and the general medicine clinic to
hospitals had received any training, beyond the manage STIPRTI cases.
basic course, on critical areas of EmOC. By 2003,
over three-quarters had received midwifery train- 4.2.2. Client—provider interaction
ing and approximately one-fifth was trained as  The 1997 needs assessment showed that hospital

post-abortion car¢PAC) providers. staff blamed their poor interpersonal communica-
tion skills on the time constraints of high patient
4.1.6. Improved training approach loads. An example of how this was addressed

The project's original needs assessment sur- came from the finding that ANC clinics opened
mised that training individuals had not been effec- very late(approx. 23:30 Jy creating overcrowding
tive in motivating staff to improve the quality of and a long waiting time for pregnant women. To
care; staff expressed their view that individual staff it appeared as though there was little time or
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space to respond to women’s concerns or explain sustained support of emergency supplies and serv-
procedures to them. In 1998, a whole site work- ices meant that NSMP planned from the outset on
shop on ‘interpersonal communication skills’ gave involving the Phase Two hospital management
staff both the opportunity to learn how to use time committees to ensure their support.

more effectively, and to learn and practice new

counselling skills. Changes occurred: the ANC 4.3.2. Developing teamwork and a desire to pro-
clinic opened at 22:00 h, verbal consent for obstet- vide care

ric procedures was obtained, women’'s concerns The concept of teamwork was difficult to put
and questions were addressed, and women werento practice because of the hierarchical nature of
supported to make decisions based on factual Nepali culture. Traditionally, staffs are expected to

information. follow instructions without question and not
express their concerns or opinions to their seniors.

4.2.3. Continuous monitoring of quality improve- The result of this institutional climate was apathy.

ment Through the QOC development process, the envi-

The joint development and adoption of the ronment radically changed. A team mentality
Nepali language ‘Guide for Quality Obstetric Care’ developed, with support staff and service providers
and its regular use by 17 institutions across the working together with common purpose. For
country showed increased awareness of, and inter-example, a cleaner now attends infection preven-
est in, improving the quality of obstetric care. In tion meetings alongside the hospital medical super-
2003, NSMP brought all local ‘change agents’ intendent and feels comfortable enough to give his
together to review their experiences with the guide; suggestions on infection prevention practices,
this resulted in changes in the monitoring tools in knowing that quality is everyone’s responsibility.
plans for a more strategic review of the manual to Management skills have improved, as has com-

be followed by translation into English. munication among colleagues. Providers now show
a discernable pride, and the degree of respect
4.3. Outcome towards both each other and clients is appreciably
greater.
To evaluate outcomes we used process (@ The reputation and high profile gained by the

EmOC utilization data which are usually more three Phase One hospitals within the national Safe
sensitive than outcome data to changes in quality. Motherhood Program adds to the continuing pride

Outcomes(such as number of deathsnay also that these hospitals place in the quality of their

be affected by non-facility QOC factof4d7]. services.

4.3.1. Addressing sustainability 4.3.3. EmOC utilization data
Local ownership of the QOC approach is now  All 3 sites have increased the met-need for
evident in the ability of the hospital staff to EMOC and cesarean sections. Although progress
maintain QOC improvements in the face of the is slow (approx. 2—-3% increase in met-need a
gradual and planned reduction in on-site support yean and the gap between met-need and unmet
by NSMP. Training and hardware support has need remains unacceptably high, the flow of
decreased by 50% and the mentoring and supportpatients and hospital workload has significantly
provided by the HRDOs reduced by 70¢ime increased.
now used by them to focus on transferring their
skills to the ‘change agents’ NSMP has moni-  4.3.4. Replication of model
tored the QOC given since this reduction in project  In addition to NSMP’s own scale-up of appli-
support and are generally satisfied that standardscation of the District EmOC mode{and QOC
are being reasonably maintained. approach from three districts to 10, the FHD
The success of the Phase One hospital managebegan in 2002 to replicate the model in another
ment committees in generating local resources for district without project support. A few important
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