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Project Fives Alive!

AIM:
Assist and accelerate Ghana’s efforts to 
achieve

Millennium Development Goal 4 (66% 
reduction in Under-5 mortality to 40/1000 live 
births by 2015) 

through the application of quality 
improvement methods

Funded by the Bill & Melinda Gates Foundation

COLLABORATORS :

• Ambitious Aims
• Systems View 
• Core Metrics with Feedback 
• Rapid Cycle Tests of local ideas



Scale Up Design



The IHI Scale-up Framework

“Scalabl
e Unit”

Testing 
scale 

up

Going to Full 
Scale

1. Phased 
approach to 
rapidly get to 
full scale

2. Building will 
for change and 
spread

3. Developing local 
implementation 
ideas 
4. Building the 
infrastructure 
and tools for 
scale-up

Set up



• National Catholic Health Service
– System transformation through QI was major strategic focus

• Ghana Health Service
– MDG 4 & 5
– Use of local data for improvement 

– QI potential to complement existing QA structure – Coaching, mentoring, learning 
networks, rapid cycle tests

Will Building & Set Up
Alignment with Local Health Priorities



W h a t  a r e  w e  t r y i n g  t o
a c c o m p l i s h ?

H o w  w i l l  w e  k n o w  t h a t  a
c h a n g e  i s  a n  i m p r o v e m e n t ?

W h a t  c h a n g e  c a n  w e  m a k e  t h a t
w i l l  r e s u l t  i n  i m p r o v e m e n t ?

M o d e l  f o r  I m p r o v e m e n t

P l a nA c t

D oS t u d y

Source: Associates for Process 
Improvement

Change package of process improvements that had been shown to be 
effective in similar contexts

Methodology and Strategy



Accelerate 
reduction of  
Under-5 
mortality in 
Ghana by 60% 
before 2015 
using QI 
methods

PRIMARY SYSTEM 
DRIVERS OF 

IMPROVED HEALTH

Seeking and 
obtaining care 

early

Providing 
prompt, 

appropriate, 
adequate & 

client-centred 
care 

Develop culture 
of and capacity 
for continuous 
improvement 
using reliable  

health data

Staff Re-scheduling, Re-
assignment & Task-
shifting

Communications & 
Transport System

Community Education & 
Mobilization 

Staff Training, Practice & 
Monitoring

Longitudinal Data 
Quality Assessments

Outreach & Domiciliary 
Services

CHANGE 
INTERVENTIONS

S
Emergency 
Preparedness

Client-centred Design

Reminder Systems

Longitudinal Facilitative 
Supervision 

Application of QI 
methods at Local Level

Development & Use of  
Client Registers, 
Reporting Forms, 
Databases etc.

Acuity-oriented Design

Self-Management Aides

Supply Chain 
Management

HEALTH SYSTEM 
DESIGN FEATURES

HEALTH FACILITY

Staff Clinical Knowledge & 
Skills

Reliable Referral System

Staff Attitude & Behaviour

Staff Availability 

Protocol Adherence

CULTURE OF QUALITY

Regular Supervision, 
Coaching & Mentoring

Use of Local Data to Drive 
Performance Improvement

Appropriate Data Capture & 
Transmission Tools 

COMMUNITY

Financial /NHI Subscription

Risk Awareness/Management

Proximity to Health Services

Attractiveness of Health 
Services

Enhanced Value of Lives



Strengthening Community Linkages  

Community 
Health 

Volunteer

Community 
Health Nurse

Traditional 
Birth Attendant



Innovative Changes 



Reducing  
Under 5 
Deaths in 
NCHS 
Hospitals

Delay in 
Seeking Care

Reliable 
use of 
Protocols

Delay in 
Providing 
Care

  1o  Drivers   2o  Drivers
Mobilizing Community

Cultural Barriers

Referral from 1o facility

Financial Barriers

Attractiveness of services

Emergency response Syst.

Outpatient services

Staff Issues

Admission Process

  Process Measures

Staff Knowledge and Skills

Availability of Drugs, supplies 
and equipment

Access to Protocols

  Outcome

Average cervical dilatation 
of  women in labour 
arriving at Hospital 

Average time of 1st 
encounter with hospital 
after onset of symptoms 
for children U5 

Average Time  critically ill 
U5 identified in hospital to 

time first treatment is 
commenced 

Percentage adherence to 
selected  protocols  

Average stock out for 
antimalarial, blood and 
oxygen

Knowledge of 1o caregiver

Average Time spent by  
woman in labor from 
registration  until 
assessment by  midwife of 
doctor

Content Theory: U5 deaths in hospitals



Making Care Processes More Reliable 

Driver 3 – Better Protocol 
Adherence

Using Bedside Teaching to 
Improve Protocol Adherence 



Moving to Test of 
Scale 



Driver
Area of 
Clinical/ 

Community 
Care Change Concept

Package 
# Description of Successful Change Ideas

Delay in 
Seeking 

Care

Care–seeking 
behaviour

Targeted health 
education

1A  Targeted health education on early care-seeking using 
interactive platforms

1B
 Community engagement and education via durbar or place 

of worship

Referral
Engaging 
primary 

providers
1C  Engagement with health providers (both traditional and 

allopathic)

Prompt 
Diagnosis and 

Treatment

Triage

2A

 Triage system for screening and emergency treatment of 
critically ill children 

 Separate U5 OPD services from adult OPD service
 Prioritize U5 outpatient care
 Prioritize U5 inpatient care

Delay in 
Providing 

Care
Fast Track

Non-
Adherence 

to 
Protocols

Adherence to 
Protocols

Training/ 
Coaching/ 
Mentoring

3A
 Training staff on protocols followed by regular coaching and 

mentoring which include ad hoc testing on site with 
immediate feedback. 

3B
 Training postpartum women and other care givers on 

hygienic cord care through demonstration, practice and 
immediate feedback. Midwives and nurses teach, 

3C
 Mother-to-mother support group on food choices and 

frequency of feeding while on admission under mentoring of 
nurses. 

Task-shifting 3D  Empowering nurses to start acting on standard treatment 
protocols before doctor arrives 

Hospital Change Package 



202H 
68H
32H
9H

National Scale Up of Hospital Change 
Package 



Drivers of Hospital Based 
Deaths 

% of QI Teams 
Adopting at least one  
Change Idea (N=134)

Comments 

Early Care Seeking 84.3 Three Change Ideas 
(H-1A, 1B, 1C)

Prompt Provision of Care 69.4 A Change bundle (H-
2A)

Adherence to treatment 
protocols

69.4 Four Change Ideas 
(H-3A to 3D)

Hospital Change Package Adoption as at Oct. 2014

Change Idea H -1A H- 1B H- 
1C

H- 
2A

H- 3A H- 
3B

H- 
3C

H- 
3D

Proportion of teams 
testing this change 
Idea

58.2 23.1 3.0 69.4 43.3 1.5 2.2 22.4



Results
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Wave 1 Collaborative - Skilled Delivery Coverage
Aim: ≥75% of deliveries conducted by skilled personnel

Subgroup Center UCL LCL

Wave 1 – Aggregated Results
Skilled Delivery Coverage

LS4; spread 
of successful 
change ideas

Incorporation 
into Wave 2

NHI free for maternity 
& early infant care; 
Project launch; LS1



Wave 3: Nine Innovation Hospitals 

Overall Under 5 Deaths Inhibiting factors 

• Weak management 
support

• Poor team dynamics
• High Attrition of core QI 

team members
• Challenged reporting of 

process measures 



140 Hospitals as of August 2015 (Wave 4)

• 35% reduction in under-5 
mortality 

• 54% reduction in post-
neonatal infant mortality 

• 38% reduction in under-5 
malaria case fatality 
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 in 7 Regions  
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Demographic Health Survey Results (2015)
20

The Demographic Health Survey of 
Ghana coincided with the start (2008) 
and end (2015) of the Project.  Current 
results show:

– Under-5 mortality in Ghana 
reducing from 80 to 60 per 1,000 
live births

– Child mortality (1 -4 years) 
reducing from 31 to 19 per 1,000 
live births

– Infant mor-tality reducing from 50 
to 41 per 1,000 live births

– Neonatal mortality reducing from 
33 to 29 per 1,000 live births



Building 
Infrastructure for 
Scale 



A Good Policy Environment Enables 
Improvement 

Dr. Afisah Zakariah, Chief Director, 
Ministry of Health, Ghana IHI, AFRICA



Was PFA! Cost Effective?
• “… the large expenditures in the pilot phase paid 

off, not only in the pilot phase itself, but also in 
the scale-up phases as demonstrated by the 
reductions in under-five mortality that were 
significant in the Wave 2 and 4 impact analyses” 

• UNC Independent Evaluation   

23



Strategies for Data Quality Improvement 

• Developed Protocol for Data Quality Improvement 
– Initially Project Based 
– Later Standardized by GHS-PPME and other Partners 

(MalariaCare/USAID, PATH, PFA! )
– Selected 14 Priority Indicators in MNCH

• Created a Data Learning Network of Health Information 
Officers 
– In Person Meetings with Facility –Based Coaching & Mentoring 

Follow Up Visits
– DHIOs left with various PDSAs to improve data quality  
– Visits Led by National/Regional Data Validation Teams with 

Partner Support 
– Checked for Completeness, Accuracy & Timeliness 

24



Capability Building to Support Scale 
up: ~ 350 Improvement Coaches 
Trained

10 Regional 
Quality Advisors 

~ 3000 Site 
Visits

~ 4000 
frontline 
workers 

trained in LSs



Africa –based Quality Institute Formed 

Ubora Institute - Ghana Objectives 

• Centre of QI Excellence for regional support  

• Partnership with IHI
 
• Set global standards for development and 

implementation of large-scale QI initiatives 

• Deliver QI educational content, spur 
innovation in QI, and challenge conventional 
thinking

• Facilitate learning opportunities for 
organizations, professionals, and students 
keen to learn about QI implementation

• Offer basic and advanced online education 
learning options, and sponsor periodic 
benchmarking visits 

26



PFA! Lessons Learned Guide
• This practical guide will serve as a roadmap for 

those also striving to design and execute 
improvement initiatives to achieve results at 
scale– sharing what worked, what challenges 
exist, and recommendations for success. 

§ Human Resources 
§ QI Capability
§ Measurement
§ Communication

§ Project Design
§ Relationships
§ Leadership



Lessons Learned

• Need to embrace a broad approach – QP, QA, & QI 
• Need to define mechanism for ongoing nourishment of health system 

capacity
• Emphasize co-ownership, co-design and co-implementation from the very 

beginning for sustainability 
• Invest in the quality of national data systems 
• A design that leverages existing structures is cost effective, more 

sustainable but more operationally challenging  



Thank You
Questions


