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Introduction 

The Ministry of Health of Malawi and its affiliate, the Nurses and Midwives Council of 

Malawi (NMCM) (Malawi’s nursing regulatory body), are committed to ensuring access to 

and availability of quality healthcare services in the country. Accordingly, the Malawi Health 

Sector Strategic Plan II (2017) emphasized the importance of quality healthcare and 

developed strategies to achieve a more effective healthcare system. In addition, the Quality 

Management Directorate in the Ministry of Health is promoting improvement in healthcare 

through a quality management policy and is encouraging all partners to support its 

implementation. 

NMCM identified that specific standards related to quality care in key areas of practice (child 

health, adult health, breastfeeding support, and oncology nursing) were necessary to ensure 

practitioners knew how to deliver quality services and to enable NMCM to assess quality. 

The council collaborated with the Ministry of Health’s Directorate of Nursing and Midwifery, 

with technical support from the Health Policy Plus project, funded by the U.S. Agency for 

International Development, to develop priority standards of nursing practice, clear 

specifications, and verification criteria to facilitate measurement, communication, and 

accountability that include a standards management and quality improvement component to 

enhance effective implementation.  

This group developed priority standards of nursing practice for four areas: child health, the 

Baby-Friendly Hospital Initiative breastfeeding effort, adult health, and oncology nursing. To 

test and validate the standards and their implementation and monitoring tools, NMCM 

piloted the draft standards for adult health in four health facilities over three months, using a 

quality improvement (QI) approach. Because the standards for all four service components 

cover the same domains, actions, performance elements and evidence, and specific standard 

statements, the revisions to the draft standards suggested by the pilot could be applied 

across all four areas. The QI approach helped facilities identify and use reliable, cost 

effective, and sustained processes to ensure appropriate use of the standards to achieve high-

quality services—which would advance the Ministry of Health’s vision for better health 

outcomes.  

Purpose  

NMCM developed this guide based on the lessons learned during the pilot of the nursing 

standards to help district and health facility leaders and service providers successfully use its 

associated tools to implement the new standards. The next step to achieving better health 

outcomes is to implement the nursing standards across healthcare facilities nationwide. This 

guide will enable a health facility team to plan the implementation of the standards, organize 

a facility-level QI team, conduct assessments at routine intervals as the standards are 

implemented, and effectively use the standards to improve the quality of nursing care and 

services. Using a QI approach for implementation will assist facilities to rapidly identify 

service delivery gaps and to develop and implement solutions informed by real-time data.  
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Defining Quality Care 

Quality care is about making sure we are doing the right things at the right time for every 

beneficiary, every time (Langley et al., 2009). Quality involves meeting and exceeding an 

acceptable level of performance in a health facility through the provision of safe and effective 

health services. Improving the quality of healthcare is an integral component of effective 

healthcare delivery and is a continuous cycle.  

The World Health Organization (WHO) defines quality of care as the extent to which 

healthcare services provided to individuals and patient populations improve desired health 

outcomes. In order to achieve quality, healthcare needs to be safe, effective, timely, efficient, 

equitable, and people-centered (Silimperi et al., 2002; Committee on Quality of Health Care 

in America, 2001; WHO, 2006). Quality healthcare requires setting healthcare standards and 

measuring to determine whether the standards are met or not. In cases where they are not 

met, measuring provides the opportunity to review what is not working and rapidly make 

course corrections to achieve standards. The minimum nursing standards are designed to 

help assess, measure, and monitor quality of care in terms of inputs, processes, and 

outcomes. 

Quality improvement is about changing behaviors, approaches, and systems to achieve 

desired outcomes of care and services. QI moves beyond ensuring the existence of inputs, 

processes, and outcomes and seeks to transform the culture in which healthcare is delivered, 

using systematic improvement models or tools. It integrates the content of care 

(development and compliance to standards) and the provision of care (organization of 

processes and attitudes) to maximize the services that patients receive. The model for 

improvement (see Figure 1) is used to accelerate improvement by testing changes to see if 

they yield the results expected. It is a set of fundamental questions that drive improvement 

and the Plan-Do-Study-Act cycle, which is a trial learning method. 

Figure 1. Model for Improvement (Associates in Process Improvement) 

 

Source: Langley et al., 2009 
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Understanding the Nursing Standards 

The minimum standards for nursing care were developed by NMCM and health facilities to 

address a lack of standards in four areas of specialty and quality care and a lack of tools for 

assessing service quality. The standards comprise seven domains of nursing service (see 

Table 1) that are further broken down into specific standard statements and performance 

elements. 

Table 1. The Minimum Standards for Nursing Practice 

Domain Description 

Domain 1: Infrastructure and 

Environment 

Provision, facilitation, and availability of safe and appropriate 

physical structures, support systems, and services that protect 

peoples’ health and safeguard an enabling work environment.  

Domain 2: Comprehensive and 

Quality Adult Health Nursing Care 

Provision of comprehensive, evidence-based, and high-quality 

adult health nursing care at the community and/or health 

facility. 

Domain 3: Community and 

Public Health Nursing Care for 

Adults 

Promotion and contribution to ensuring accessibility of 

comprehensive healthcare at community and facility levels 

that is aimed at responding to disasters, communicable and 

noncommunicable diseases, and other health conditions. 

Domain 4: Infection Prevention 

and Control 

Adherence to and application of evidence-based measures to 

prevent and control transmission of infections and 

microorganisms according to national infection prevention and 

control and WHO guidelines.  

Domain 5: Leadership and 

Management in Adult Health 

Nursing 

Demonstration of leadership and managerial functions 

appropriate to the level of preparation and position that 

ensure sustainable provision of comprehensive and high-

quality adult health nursing care. 

Domain 6: Quality Management 

in Adult Health Nursing Care 

Provision of plans, collaborative implementation, and 

evaluation of quality assurance and improvement activities to 

optimize patients’ health and nursing outcomes. 

Domain 7: Ethics, 

Professionalism, and Fulfillment 

of Adult Patients’ Rights 

Compliance with all ethical principles and protection and 

fulfillment of patients’ rights at all times.  
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Steps to Implementing the Minimum Nursing 

Standards  

A. Facility Selection and Quality Improvement Approach 

The implementation of the standards can work well if a phased approach is used for rollout. 

Depending on the level of facility (tertiary, district, or health centre), leadership should 

consider selecting a few health facilities or departments to begin with and use the learnings 

from these activities in rollout of the standards to other facilities or departments. Leadership 

should develop a scale-up plan that includes a subset of facilities in each phase of the rollout. 

During the selection of the first phase of the QI approach, consider facilities that: 

a. Perform in the middle and are neither the best nor the worst performers. The best 

performers would not have much room to improve, while the worst performers may 

have more deep-rooted problems that will take more time to address.  

b. Have a reasonable workload. Facilities with small caseloads and few staff will need 

more time to show improvement.  

c. Are interested in participating. Choose facilities that are willing to use QI methods to 

generate more learning before spreading the approach to other sites. 

d. Are easy to visit. For learning purposes, it is important to select facilities that are easily 

accessible. 

B. Introducing the Standards and Creating Awareness at All 

Levels 

Introducing the standards and creating buy-in is a key step in gaining nurses’ acceptance of 

the standards, QI processes, and tools. Incorporating a QI approach requires a fundamental 

shift in decision making for the quality teams at district, facility, and department levels. The 

leaders and managers, therefore, need to be the first to be engaged and oriented in 

understanding the nursing standards and what it will take for the facility to achieve them 

using the QI approach. This orientation should trickle down to a quality improvement 

support team (QIST)—which should take the lead and support all QI initiatives at the 

facility—and the service providers who will implement the standards. The QIST comprises 

the heads of each facility department and serves as a key entry point for implementation of 

QI activities in the facility. 

To introduce the standards and the QI approach at a facility (tertiary, district, or health 

centre) the leaders for QI or regional leaders should arrange for an initial meeting with the 

hospital or facility leadership. The purpose of the meeting is to inform leadership about 

plans to implement the standards at the facility and set dates for orienting facility 

management and the QIST. On the day of the orientation, facilitators should share copies of 

the standards and take the facility team through their contents and show how they will use 

the QI approach to implement them. Zone facilitators should develop an action plan for 

selecting facilities and departments that will initially implement the standards and orient 

service providers. 

C. Setting Direction through Leadership 

Leadership support at all levels (Ministry of Health, district, facility, and department) is 

critical to the success of all QI activities. Well-oriented leaders work well with people and 

have excellent communication skills. They create an enabling environment for the successful 
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implementation of QI initiatives. Their commitment in both financial and moral support is 

key to the achievement of effective implementation of the nursing standards. Leaders need to 

understand and accept their roles and responsibilities in supporting QI initiatives. If the 

leaders have no knowledge of QI, it is important to organize a QI orientation for them to 

learn the basics. A set of slides accompanying this guide can be used for this purpose (see 

“Quality Improvement Orientation to Support Implementation of Adult Health Nursing 

Standards in Malawi”).  

Based on the lessons learned from the pilot regarding the role that health facility leaders and 

managers play in fostering alignment with QI, guidance for setting the stage for adopting QI 

in facilities includes: 

1. Set specific targets to achieve each year and periodically review data to assess progress 

on quality indicators. 

2. Develop improvement strategies to achieve targets and identify capable leaders to 

implement QI plans and identify potential barriers to successful implementation of 

new solutions and approaches. 

3. Understand and pay attention to the QI activities. When leaders pay attention to one 

or more priorities, the entire facility tends to pay attention.   

4. Understand the link between improved quality and decreased costs as this will help to 

effectively support improvement and encourage investment in QI. 

Service providers are motivated through support and recognition from their leaders; being 

present and providing feedback are important ways of encouraging staff (Reinertsen et al., 

2008). When possible, leaders should consider supporting QI efforts through tangible 

resources such as space, additional staff, renovations, and technology. Before any QI 

initiative is implemented, leaders must be aware of the implementation plan, who will be 

involved, and any financial costs—all of which should be incorporated into the facility’s 

yearly plan. 

D. Orienting Nursing Providers on Standards and Quality 

Improvement  

Before beginning implementation of the standards and improvement initiative, facility 

leadership should orient nurses in the facilities or departments on the nursing standards and 

the QI approach, processes, and tools. Orienting the staff on how to meet the standards will 

help them gain new attitudes, knowledge, and skills in nursing. Facilitators must take time to 

help providers understand how they will use the QI approach to implement the standards. 

Providing a case study (an assimilation of gaps in one domain) will help providers to practice 

using and applying the QI concepts and tools.  

E. Forming Quality Improvement Support Teams 

The facility QIST, an approach established by the Ministry of Health, is responsible for 

leading implementation and support for quality and is key to ensuring that improvement 

teams are established and are actively implementing the nursing standards and improving 

quality of care. The QIST should also support the establishment of small teams of nursing 

staff (work improvement teams, or WIT) who will solve problems using the QI tools. In 

facilities without an existing QIST, facility leadership should establish one as a first step. 

Having the right people and tools helps to do the job efficiently and correctly. 

Each WIT will guide implementation in its department. While a team of six to eight members 

is most effective, fewer members may be selected for smaller facilities or departments. The 

http://www.healthpolicyplus.com/pubs.cfm?get=18565
http://www.healthpolicyplus.com/pubs.cfm?get=18565
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team may include staff from any cadre that provides nursing care. Include data management 

officers in the WIT, as they are key in data collection, analysis, and review. Each WIT should 

have a leader responsible for getting information from all team members throughout the 

improvement process. This person manages scheduling and record-keeping, mentors and 

trains other staff who are not in the team, and maintains communications and a working 

relationship with the QIST and facility management. Team members should meet at regular 

intervals to discuss progress and share skills and knowledge to improve patient care.  

The first meeting should define the purpose of the meeting and roles of selected leaders and 

members and ensure the team understands assignments and the implementation process. A 

good practice is to meet frequently, at least once a week at the outset. When QI knowledge 

and skills are established, the teams can revise the meeting schedules to suit their timelines. 

 

A Quality Improvement team meeting at Kamuzu Central Hospital male medical department. Photo by 

Linley Luwayo Hauya. 

F. Conducting Baseline and Ongoing Assessments 

The next step is to conduct a baseline assessment to determine how many of the standards 

and performance elements each facility meets and to identify gaps in nursing care and 

services. The baseline may be conducted by the WIT leader and the QIST, or with technical 

assistance of external QI mentors. Depending on the facility level (national, subnational), the 

external mentors may be district, zone, or Ministry of Health QI mentors. A complete 

assessment of the standards is conducted at baseline and then at intervals (e.g., every six 

months) to measure progress toward meeting all of the standards. If a complete assessment 

is not feasible, the team may begin by assessing one domain, such as domain 2 

(comprehensive and quality adult health nursing care), then move to other domains.  

The nursing standards were designed to facilitate use by service providers to conduct self-

assessments to determine the quality of their service delivery practices and to measure 

compliance. All facilities will use the same standards. See Figure 2 for an excerpt of the 

standards.  



How-to Guide: Rolling Out Nursing Standards to Health Facilities Using a Quality Improvement Approach 

7 

Figure 2. Excerpt from the Adult Health Nursing Standards 

DOMAIN 2: Comprehensive and quality adult health nursing care 

DEFINITION: A well-coordinated, professional, and competent approach to delivering quality adult 

health nursing care at the community and/or health facility (outpatient, inpatient, and critical care) 

level 

STANDARD STATEMENT: The adult health nursing provider provides comprehensive, evidence-based, 

and quality adult health nursing care at the community and/or health facility level 

Action areas 

(ASSESSMENT)  

Specific standard 

statement  
Performance elements/evidence 

2.1. Triage, 

assessment, 

and admission 

2.1.1. Triages and 

promptly assesses 

every adult 

patient for 

emergency and 

priority signs using 

an adult triage 

system. 

2.1.1.1. Records show that nurses and other health team 

members are trained on how to perform triage, 

assessment, and intra- or inter-facility referral for 

appropriate patient care. 

2.1.1.2. Records show that the available triaging system is used. 

2.1.1.3. Records show that identification and management of 

patients with emergency conditions are done according 

to national guidelines when the patient arrives at the 

admission and triage area. 

2.1.1.4. Records demonstrate that the resuscitation area is used 

according to the level of the facility. 

2.1.1.5. Records are available showing that initial patient 

assessment is done using standard assessment tools. 

2.1.1.6. Records for identification of significant and underlying 

health issues—noncommunicable diseases, allergies, HIV 

status, and psychosocial issues—are available. 

2.1.1.7. Records for admissions using standard prescribed adult 

admission forms are available. 

 

The assessment should be a participatory process with the nurses to facilitate ownership of 

the QI process and the results. It should be conducted for fact-finding, not fault-finding, 

which could negatively affect provider perception. The assessors need consensus on the 

assessment methods and scoring technique. Information may be gathered by observation, 

document reviews, staff interviews, patient and client interviews, and management 

interviews. 

The purpose of scoring is to identify areas for improvement. A two-way scoring method 

(Y/N) is recommended, with Y meaning “Yes, a performance element is met,” and N 

meaning “No, a performance element is not met.” “Yes” yields a score of 1 and “No” a 0. At 

the end, an aggregate for each standard is calculated by adding up all scores of 1. A score of 

N/A (not applicable) may be allocated where certain standard statements are not assessed 

for some reason—for example, some standards relevant in a government hospital may not 

apply in a private hospital. The calculation should be based on the numeric scores only. 

There should be a total score for each standard and each domain. A percentage may be 

calculated based on the total number of elements in the standard or total number of 

standards in the domain (see example in Box 1).  
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Results of the baseline assessment can be presented visually on a color-coded dashboard that 

will give clear comparisons of the improvement progress. Figure 3 is an example of a color-

coded dashboard for displaying improvement progress over time. 

Figure 3. Example of a Color-Coded Dashboard 

 

 

G. The Quality Improvement Process 

1. Identifying Gaps and Setting Priorities  

The results of the assessment provide a starting point for improvement. All performance 

elements that were not met are gaps to be improved. In most cases, the baseline assessment 

identifies many gaps that teams may not be able to address within a short period of time; 

therefore, teams should determine which domain is of highest priority. 

Among the many prioritization tools, the Pareto diagram and prioritization matrix are 

commonly used. The Pareto diagram (see Figure 4) shows the relative importance of 

problems. It applies the 80/20 rule (also known as the Pareto Principle or the law of the vital 

few and useful many), which states that for many events, about 80 percent of the effects 

come from 20 percent of the causes. See Annex 1 for instructions on creating a Pareto 

diagram.  

 

Box 1. Scoring Example 

Domain 2 of the adult health nursing standards has eight specific standard statements, related 

to: (1) triage, (2) assessment, (3) referrals, (4) planning care in collaboration with the client and 

team, (5) planning discharge in collaboration with the patient and team, (6) implementing care in 

accordance with guidelines and standard operating procedures, (7) ensuring appropriate 

information exchange, and (8) monitoring and evaluating progress and outcomes. To calculate 

the percentage of standards achieved in domain 2, the denominator will be 8 (the total number 

of standards in domain 2), and the numerator will be the number of standards achieved. 

To calculate the percentage of performance elements achieved within a standard, for example,  

2.1.1 of domain 2 (see Figure 2), the denominator will be 7 (the total number of elements in the 

standard) and the numerator will be the number of elements achieved. 
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Figure 4. Example of a Pareto Diagram 
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A prioritization matrix uses specific criteria to apply ratings on identified problems and is 

good for identifying priority areas for improvement. When selecting gaps to improve, a team 

should consider the risk, cost, and how much control they may have over the process of 

addressing or eliminating the identified gaps. Some gaps, (e.g., ensuring that sockets are 

placed one meter above the floor) is not in the direct control of the team; they can bring this 

gap to the attention of facility management but cannot solve the problem. Such gaps should 

be lower on the list of priorities. Table 2 is an example of a prioritization matrix—in this 

example the team would begin by addressing the gap with the highest total score. 

Instructions for creating a prioritization matrix are outlined in Annex 2. 

Table 2. Example of a Prioritization Matrix 

  

Options 

Criteria   

Total Risk if not 

addressed 
Cost Time 

Poor documentation of nursing processes  4  5  3  12 

Patient bed sizes not meeting standards  2  2  2  6 

Staff not following infection prevention protocol  5  4  4  13 

Rating scale: 1 to 5, with 5 representing shortest time, lowest cost, and lowest risk. 

2. Setting Aims for Improvement 

An aim statement is a clear, explicit summary of what a team hopes to achieve over a specific 

period and includes the magnitude of change they plan to achieve. The team should ensure 

that the aim statement is specific, measurable, achievable, realistic, and time-bound. For 

example: 

• The Female Medical Department at Likuni Private Hospital will increase the 

proportion of files that have complete nursing documentation from 25 percent to 60 

percent from March 2021 to August 2021. 
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• At Good Hope Private Hospital (medical and surgical unit), we will increase 

compliance to infection prevention standards from 30 percent to 70 percent from 

April 2021 to July 2021. 

3. Establishing Performance Measures 

Performance measures are critical for teams to ascertain that their efforts are contributing to 

achieving the goals set in the improvement statement. Indicators are metrics used to 

measure performance and must be established in the early stages. The Donabedian model of 

an improvement system describes four types of indicators commonly used in quality 

improvement (Donabedian, 2002): 

• Input indicators measure the contributions needed to enable implementation (e.g., 

number of staff nurses trained in malaria management protocol). 

• Process indicators measure the program’s activities or deliverables (e.g., percentage 

of compliance with adult triaging system protocol). 

• Output indicators measure the results of program activities directly related to the 

products or deliverables of those activities (e.g., proportion of malaria re-admissions 

within 30 days after hospital discharge). 

• Outcome indicators measure whether the program is achieving the expected effects 

or changes in the short term, intermediate term, and long term (e.g., reduction in 

malaria mortality). 

An indicator should be clear, quantifiable, and linked to the improvement aim. In addition, 

the team must establish a process for collecting data for the selected indicators; this process 

should include frequency of data collection and personnel assigned to collect and consolidate 

the data. The team should also be able to determine the type of indicators appropriate to 

assess implementation of the nursing standards. During the pilot of adult health nursing care 

standards in Malawi, most of the indicators were compliance-based process indicators (see 

Table 3). Some facilities measured the performance of specific standards. For more complex 

problems, indicators track the performance of the specific problem.   

Table 3. Indicator Examples 

Indicator 

Percent compliance to 

infrastructure and 

environment standards in 

nursing care and service 

Percent compliance 

to cleanliness and 

waste management 

standard 

Proportion of patient files that have 

complete SOAPIER (subjective, 

objective, assessment, planning, 

implementation, evaluation, and 

review) documentation 

Numerator 

Number of standards 

compliant to 

infrastructure and 

environment standards in 

nursing care and service 

Number of 

performance 

elements that are 

compliant to the 

standard 

Number of patient files with 

complete SOAPIER documentation 

on a particular day 

Denominator 

Total number of 

standards in the 

infrastructure and 

environment domain 

Total number of 

performance 

elements on the 

standard 

Total number of patient files on a 

particular day 

Frequency Every week Every week Every day 

Person 

Responsible 
WIT leader WIT leader Ward supervisor 
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4. Understanding the Problem 

Once a gap has been prioritized, the team must take time to review the nature of the gap, as 

some of the standards can be met easily by adapting or developing a policy or procedure, 

training and/or mentoring staff, and implementing the interventions. Policies and 

procedures guide staff in how to carry out specific technical tasks. In most cases, the policies 

and procedures are already developed by the Ministry of Health and are available for 

practices that are standard across facilities, for example for infection prevention.   

Staff will need to delve deeper and try to better understand problems or gaps that are not 

clear or complex problems with no immediate and clear solution. In this case, QI tools such 

as process mapping (flow charts) and cause-and-effect analysis (root cause analysis) should 

be used to examine and identify the origin or the root cause of the problem.  

4a. Flow Charts 

A flow chart maps the sequence of steps in a process, for example the steps taken during an 

outpatient visit. The flow chart allows the team to review and consider each step to 

determine whether the patient flow is efficient and whether there are any redundancies or 

unclear or unnecessary steps that could cause delays. Creating a flow chart can help identify 

delays and uncover potential bottlenecks to improvement efforts. Using the gaps identified 

in the flow chart, the team can redesign patient flow or service provision to make it more 

effective. Figure 5 is an example of a flow chart from a clinic at Mchinji District Hospital. See 

Annex 3 for more information on how to create a flow chart. 

Figure 5. Example of a Flow Chart from Mchinji District Hospital 

 

4b. Cause-and-Effect Analysis 

A cause-and-effect analysis, also known as root cause analysis, is a set of steps that helps 

determine why a particular problem occurred and seeks to identify the cause. The “fishbone 

diagram” and the “5-Whys” are two useful cause-and-effect tools. The fishbone diagram lays 

out the process for brainstorming potential causes of a problem and sorting the ideas into 

categories to make them easier to review and discuss. Categories often include people; 

methods (including procedures, policies, and protocols); machines, equipment, or 
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commodities; materials; and the environment. These are the most common components that 

affect the performance of a system. Annex 4 outlines how to conduct a root cause analysis 

using the fishbone diagram. Figure 6 shows an example of a fishbone diagram from Kamuzu 

Central Hospital Medical Male Department. 

Figure 6. Example of a Fishbone Diagram (Kamuzu Central Hospital Male Medical 

Department) 

 

The “5 Whys” is a brainstorming tool that can help QI teams identify root causes of a 

problem. Once a problem has been identified, either using the fishbone diagram or process 

mapping, asking “‘why” five times helps drill down to the root cause, allowing teams to move 

beyond obvious answers and reflect on less obvious ones.  

5. Developing and Prioritizing Changes 

Changes are proposed ideas or interventions a team will come up with to address a specific 

gap. The cause-and-effect analysis uncovers the root causes of identified problems/gaps and 

the team then develops and proposes changes or solutions to address the root causes. 

Changes can come from literature, guidelines, improvement team problem-solving 

(brainstorming), and benchmarking. When a team is selecting or developing solutions or 

changes, it should consider the practicality, importance, effectiveness, cost, human resource 

needs, and the amount of time it would take for the change to yield results. A team can use 

the prioritization matrix or the Pareto diagram to determine which changes would be more 

effective and should be tested first. 

6. Testing Changes 

Once a change or solution is developed, it should be explored and refined by testing, which 

helps to temporarily initiate the change to learn how it may impact services. Tests should be 

designed to be nimble and not too dependent on time and money, and the proposed 

solutions should pose little or no risk. Changes or solutions may need time to generate 

enough learning prior to scale-up or full implementation. While testing solutions may seem 

to delay improvement overall, it helps ensure success during full implementation. The Plan-

Do-Study-Act (PDSA) cycle (see Figure 7) is a useful framework for planning, carrying out, 

and learning from a test.  
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Figure 7. The Plan-Do-Study-Act Cycle 

 

 

 

 

 

 

Source: Institute for Healthcare Improvement. n.d. 

Testing change requires team commitment and effort; a team may need to conduct at least 

three PDSA cycles before being able to observe meaningful results for a specific problem. 

Some tests may yield totally different or opposing results from what was predicted or 

expected. The team should not be discouraged by negative results but should learn from the 

experience. To allow adequate learning, a team may consider testing a change under 

different circumstances, such as at a different day or different time of day because the same 

change may give different results under different conditions. Alternatively, the team may 

decide to recalibrate and develop and test a new change or solution. See Box 2 for an 

example of testing a change from the pilot in Malawi.  

 

Box 2. Testing Change at the Ntchisi District Hospital Female Ward Department 

In the Malawi pilot, the WIT at the Ntchisi District Hospital Female Ward Department wanted to 

increase the proportion of files with complete SOAPIER (subjective, objective, assessment, 

planning, implementation, evaluation, and review) documentation. They tested the following 

change using a PDSA cycle.  

PLAN DO STUDY ACT 

What: We will develop a 

schedule for shift supervisors 

to remind nurses to complete 

and review files to check for 

complete documentation. 

How: At the end of the shift, 

the assigned supervisor will 

record findings in a notebook. 

Who: Gladys will assign shift 

supervisors. 

When: We will test for three 

days (May 3–5, 2021). 

Prediction: We expect to 

increase documentation by 

40 percent. 

Change was 

tested as planned, 

was effective, and 

no adaptation was 

made. 

At the end of every 

shift, the 

supervisor 

reviewed all in- 

patient files and 

recorded the 

number of files 

that had complete 

nursing records. 

There was an increase in 

the number of completed 

records from 12 percent 

to 50 percent. Even 

though we achieved our 

predicted target, some 

nurses are still not 

recording using the 

SOAPIER format. This 

change would work well if 

the shift supervisor 

requested that all nurses 

document and complete 

files before ending their 

shift. 

We will adapt 

the change by 

providing quick 

feedback to all 

nurses who do 

not use the 

SOAPIER format 

and will request 

that they fill in 

the gaps in their 

files before they 

end their shift. 

The team tested the change again using the PDSA cycle and observed that they increased 

documentation to 63 percent. They agreed to adopt the change and introduced another change 

to test using the cycle. 

• Adopt, adapt, or abandon the plan. 

• Determine what modifications 

should be made. 

• Prepare a plan for the next test. 

• Complete analysis of the data. 

• Summarize and reflect on what 

was learned. 

• Develop a plan to test the 

change. Who? What? 

When? Where? What data 

need to be collected? 

• Carry out the test. 

• Document problems and 

unexpected observations. 

• Begin analysis of the data. 

PLAN 

DO 

ACT 

STUDY 
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7. Implementing Changes 

Changes that yield positive results when tested should be implemented, creating a new norm 

for service delivery. A team should consider the following steps when planning to implement 

and sustain a change: (1) involve and inform leadership; (2) embed improvement into daily 

work or schedules (incorporate in staff training, job descriptions, etc.); and (3) continuously 

measure and monitor results to ensure the new process is working. See Box 3 for an example 

from the Malawi pilot.  

 

8. Monitoring Nursing Practice 

As the team collects data on its performance measures, it is important to present the data in 

a way that is easy to interpret. A time-series chart that tracks data trends over time is one 

way to do this. It helps teams determine whether specific changes lead to improvement. It 

can be plotted daily, weekly, or monthly. A time-series chart, such as the example in Figure 

8, should have: (1) a well-defined title that includes when and what is being measured; (2) an 

X and Y axis with a scale and indicator label; (3) numerator and denominator values for each 

data period; (4) a defined numerator including data source and sampling strategy; and (5) a 

defined denominator including data source.  

Data collected and plotted on a time-series chart will give meaningful interpretation if the 

chart has a minimum of 20–25 data points. In particular: 

• A trend is created when there is continued movement in a single direction, either up 

or down. A minimum of five data points continuously increasing or decreasing 

creates an increasing or decreasing trend. If consecutive data points are equal, only 

one of them counts toward the trend. 

• A shift is created when a pattern indicates that a process or outcome measure has 

moved to a different level. A median is required to determine a shift. At least six data 

points must fall above or below the median. Data points that fall on the median are 

not counted. 

Box 3. Implementing Change at the Male Medical Department at Kamuzu Central Hospital 

The WIT at the Male Medical Department at Kamuzu Central Hospital wanted to increase 

compliance to the waste management standard. One of the problems they noted was that 

guardians in the ward were not segregating waste according to the color-coded labels on bins.  

The department WIT tested a change to educate the guardians on the different types of the 

color-coded bins, their uses, and why it was important to segregate the waste. The team 

assigned nurses in internship programs to educate and remind the guardians every morning, 

afternoon, and evening before food was served. They tested this change for four days and 

noted that the guardians began using the appropriate color-coded bins for waste disposal and 

the team agreed to adopt and implement the change. 

To implement the change, they needed to integrate the change into their daily routines. They 

first notified the department manager and ward in-charges on the team’s decision to adopt 

the daily education and reminders. Then all staff in the department were notified of the new 

process and reminded that it was everyone’s responsibility to ensure the change was 

sustained. They also incorporated the education sessions into their daily routines and task 

allocation plan. The team continued to measure the results on appropriate waste segregation 

to ensure the change was sustained. 
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A good way to get more data points is to measure more frequently, which enables faster 

feedback on whether changes have made an improvement toward your aim. More data 

points may also create more opportunities for decisions about what to do next.  

Figure 8. Example of a Time-Series Chart 
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H. Documentation 

Documentation is an important component of the QI process. Its purpose is to help a team 

analyze their work, share their QI journey with others, and serve as an information bank. 

Documentation should focus on achievements, challenges, lessons learned, and future 

opportunities. 

  

Quality improvement documentation from four pilot sites. Photos by Linley Luwayo Hauya. 
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I. Supporting Improvement  

The initial orientation to the NMCM standards using the QI approach is important to help 

service providers enhance their foundational QI skills. Many of them may require hands-on 

support to apply the skills to real problems in their facilities and to adopt more advanced QI 

skills. This can be done by forming a resource pool of QI coaches at the district level—

preferably the QIST and a selection of providers from district health facilities—who will 

support the providers. It is important to identify and strengthen the capacity of these 

coaches at the planning phase. Districts can also engage Ministry of Health or zone QI 

coaches to support the facility teams. In addition, facilities should engage the QIST as 

mentors to help develop solutions for complex quality problems. Facilities should invest in 

developing QI champions from within to support improvement, allowing for immediate 

accessibility for problem solving and guidance. 

The role of the QI coach is to help facility-level staff learn how to apply QI methods to 

independently address problems. Although it is essential to select experienced coaches to 

support improvement, this may not be possible. Over time, QI facilitators can become 

coaches with additional support, practice, and interpersonal skills development. Leadership 

must act to build those skills—possibly with periodic capacity building sessions for coaches 

with experienced QI coaches from within or outside the facility. Facilities may also conduct 

weekly, biweekly, or monthly group phone calls for QI coaches to discuss progress and 

address topics to improve skills. Where funds allow, facilities may also plan for joint 

coaching visits with external QI coaches paired with new coaches to help them improve 

skills. It is recommended to use a coaching aid during visits with a QI team (see Annex 5 for 

a job aid that can be modified). An outline of a coaching visit is provided in Table 4. 

Table 4. Outline for a Coaching Visit 

# Activity 

1 Meet with facility/department leadership to share objectives of the visit 

2 Observe a nursing process if possible 

3 Facilitate a QI team meeting 

Review QI plans (problem analysis, changes, PDSA cycles) 

Review data, indicators, and time-series charts 

Address data quality gaps 

4 Provide technical support on standards and QI if necessary 

5 End the visit by reporting to facility leadership to share observations, progress, and key areas 

requiring leadership support.  

J. Learning and Sharing  

Learning from others is a great way to progress in QI. In districts or facilities where multiple 

QI teams exist, leadership may create a platform for peer learning where nursing providers 

implementing QI projects can share their experiences. This platform may be in-person, 

including exchange visits among teams, or virtual. Learning sessions help teams to share 

changes and results (good and bad), identify innovations and promising practices, and 

strengthen their skills in content areas and in QI. These sessions may also help weaker QI 

teams see how other teams address their problems.  
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A team presentation during a collaborative learning and adaptation meeting. Photo by Linley Luwayo 

Hauya. 

Principles to Consider for Implementing Standards 

Using a Quality Improvement Approach 

1. Start immediately: After orientation, facilities should begin implementation while 

service providers are still motivated to apply the newly acquired QI skills. Avoid spending 

excessive time in planning and developing extensive guidance materials. Once QI 

projects begin, on-the-job learning and coaching helps to build capacity and improve 

performance.  

2. Focus on the standards: QI is only an approach for implementing the standards. 

Service providers should put their efforts toward ensuring they are meeting the 

standards. Avoid putting undue emphasis on perfecting QI skills and knowledge at the 

expense of implementation. The focus should be on supporting healthcare teams to 

improve nursing outcomes and provide better patient care.  

3. Build on existing structures and activities: QI activities should be incorporated 

into the existing management structures and departments rather than creating parallel 

systems. This will facilitate ownership and institutionalization. 

4. Learn and adapt: QI is a continuous process with ongoing room for improvement. 

Problems are opportunities. All levels of the health system should track how 

improvement efforts are progressing and occasionally review processes and adapt new 

ways of providing care.  

5. Motivate health workers and celebrate success: Praise is the most cost-effective 

motivator and encourages people to work. All QI implementers and leaders should 

recognize good work done by nurses and staff and immediately convey their 

appreciation. Non-monetary awards such as trophies, etc., are a good way of motivating 

best practices across the healthcare system. 
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6. Facilitate sharing and learning: Promote meetings among participating 

departments and health facilities to foster a climate of openness, sharing, and 

collaborative learning. This atmosphere will materialize only when successes are 

celebrated; when praise is generous, specific, and timely; and when the focus is on 

changing systems and not on punishing individuals. 
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Annex 1. Constructing a Pareto Diagram 

A Pareto diagram is a tool for analyzing and prioritizing issues or problems, based on the 

idea that the few most significant challenges will comprise most of the overall problem. The 

chart ranks measures in decreasing order of occurrence, from most-occurring to least-

occurring, represented in a bar graph (see below). The cumulative total percentage is 

represented by the line.  

The purpose of a Pareto diagram is to graphically isolate the significant aspects of a problem 

from the more trivial aspects in order to know where to direct improvement efforts (the 

“Pareto Principle,” or the 80-20 rule, which is that 80 percent of results are determined by 

20 percent of the causes). In the example provided, reducing the deaths that make up the 

three bars marked “vital few” will have more impact on overall improvement than focusing 

on the smaller bars marked “useful many.” 
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Step 1. Collect data on the causes of identified problems using registers or other data 

collection tools, then tally the results by specific cause. The team will determine which 

categories to compare and how often each occurred. Compute the total score by adding the 

individual scores for each cause. 

Step 2. Order the causes from the most-often occurring (largest) to the least-often occurring 

(smallest). 

Step 3. Determine the cumulative percent of the total by dividing the frequency (e.g., the 

number of neonatal deaths for each category) by the total (e.g., the total neonatal deaths) 

and then multiply by 100.  

Step 4. Draw and label the left vertical axis. Label the axis from zero to the amount of the 

grand total or just beyond. Provide a caption to describe the measure being used. 

Step 5. Draw and label the horizontal axis. Divide the axis into as many divisions as there 

are causes. List the causes from largest to smallest, going from left to right. Provide a caption 
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to describe them. If the cause names are long, label the axis A, B, C, etc. and provide a key 

with descriptions. 

Step 6. Draw and label the right vertical axis. Label the axis from 0 to 100 percent. Line up 

100 percent with the grand total on the left axis. Provide the caption: “Cumulative Percent of 

Total.” 

Step 7. Draw bars to represent the magnitude of each cause’s effect. The height of the bars 

corresponds to the magnitude of the effect of that cause as measured on the left axis. 

Step 8. Draw a line graph to represent the cumulative percent of total. The plotted points 

correspond to the cumulative percent as measured on the right axis. Line up the points above 

the right-hand edge of the bars.  

Step 9. Analyze the diagram. Look for a breakpoint (a clear distinction seen when 

measuring needs for quality improvement that reveals the demarcation between the vital few 

and the useful many—i.e., where the line graph starts to level off quickly) on the cumulative 

percent graph. You can do this by drawing a line at 80 percent on the right axis, parallel to 

the x-axis. When the line intersects with the curved line, draw a line down toward the x-axis. 

This point on the x-axis separates the vital few causes to the left of that line from the less 

important ones on the right.  

If there is not a breakpoint, identify the items that account for 50 percent or more of the 

effect. If the bars are all around the same height and no clear pattern emerges, consider other 

factors that might affect the outcomes and draw separate Pareto charts for each subgroup to 

see if a pattern emerges. 

Step 10. Title the chart and label the “vital few” and “useful many” problems and show the 

cumulative percent contribution of both. 
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Annex 2. Creating a Prioritization Matrix 

The following steps outline the procedure for creating a prioritization matrix of health issues. 

While working through each step, refer to the table below for a visual representation. 

 Items to prioritize 

Prioritization criteria 
 Final 

Score Risk if not addressed 

(weight=3) 

Cost 

(weight=4) 

Time 

(weight=2) 

 Score 
Weighted 

score 
Score 

Weighted 

score 
Score 

Weighted 

score 
 

Poor documentation of 

nursing processes 
4 12 5 20 3 6 38 

Patient bed sizes not 

meeting standards 
2 6 2 8 2 4 18 

Staff not following 

infection prevention 

protocol 

5 15 4 16 4 8 39 

Rating scale: 1 to 5, with 5 representing shortest time, lowest cost, and lowest risk. 

Step 1. List all the problems or solutions identified.  

Step 2. Establish the criteria by which the different problems and interventions can be 

measured and compared. These provide an objective and consistent basis for comparison. 

Depending on the nature of the problem or intervention, it is important when developing the 

evaluation criteria to ensure that costs, benefits, and risks are considered. The following are 

examples of prioritization criteria: 

• Risk: Does it pose a high risk of creating a negative impact on patient care? 

• Effectiveness: How sure are we that an intervention on this gap will work? 

• Cost: Is it affordable with existing resources? 

• Feasibility: Are systems in place to support this intervention? Is it realistic? 

• Cultural acceptability: Will community and clients respond favorably? 

• Within control: Does this group have the authority to address this gap? 

Step 3. Once the team agrees on the assessment criteria, weight the criteria according to its 

importance as assigned by the team. If your criteria are all of equal importance, you may skip 

this step. However, if certain criteria are more important to the team than others, assigning a 

weight to each criterion can help further prioritize the interventions. Ensure everyone agrees 

to the evaluation criteria and their weights.  

Step 4. Create the matrix by listing all health issues down the first column and all the 

criteria horizontally across the top so that each row represents an issue and each column 

represents a criterion. Include an additional column for the final score. 

Step 5. Facilitate a prioritization session by allowing each team member to rank the 

problems identified against each criterion. This can be done in several ways. One approach is 

to use a voting system, in which each person has a fixed number of points they may 

distribute across the problems. Another is to assign a definition to each possible score value, 

e.g., a score of 4 may mean “item strongly supports the criterion.” Your scoring values will 
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provide the basis for comparison or ranking. There is no one way to assign scores, so choose 

the best model or scale for your objective. 

Step 6. If criteria were weighted, multiply each score from Step 5 by the number allocated to 

the appropriate criterion to get the weighted score for each item against each criterion.  

Step 7. Calculate the final weighted scores for each option by adding all the weighted scores 

to get each option’s cumulative score. If criteria were not weighted, simply add up the scores. 

The option with the highest cumulative value is highest in priority. 

Step 8. Sort the items by rank to make them clearer for communication and decision 

making. 
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Annex 3. Creating a Flowchart to Understand a 

System or Process 

Step 1. List the steps involved in the process in the first column of a table like the one below. 

In the second column, describe what happens at each step and in the third column list the 

possible outcomes and what next step must be taken as a result.  

What are the 

steps? 

What happens at this step? This 

may be clinical content, it may be a 

management decision, a community 

action, or other… 

What are the possible outcomes from 

this step? It may be a simple yes or no, it 

may be multiple possibilities, or it may be 

uncertain. 

Waiting area Patient given numbers, health 

education, vital signs taken 

Very sick patients proceed to clinician 

room, others proceed to the next step 

Registration Patients are registered and their files 

retrieved 

Proceed to next step 

Etc. Etc. Etc. 

 
Step 2. Draw your flowchart using the shapes in the key below; add connectors based on the 

relationships described in step 1. 

Symbols of a flow chart             

 

  

 
What is a connector? 

The circle with a letter in it typically is used to show a jump from one point in a process flow 

to another. It’s useful for avoiding flow lines that cross other shapes or lines, or it can be used 

to jump to a sub-process defined in a separate area outside the main chart (operates much 

like an asterisk or a footnote). 
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Flow lines of a flow chart 

Connect the processes using the flow lines as shown in the diagram below. 

 
 
Step 3. Review the draft to see if the steps are in their logical order. 

 

A flowchart allows a team to review and consider each step to determine whether the patient 

flow is efficient and whether there are any redundancies or unclear or unnecessary steps that 

could cause delays. Creating a flow chart will help identify delays and uncover potential 

bottlenecks to improvement efforts. Using the gaps identified in the flowchart, the team can 

redesign patient flow or service provision to make it more effective. 
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Annex 4. Constructing a Fishbone Diagram 

A fishbone diagram is a mapping template tool for visually categorizing the potential root 

causes of a problem, rather than looking at symptoms. It is best used as a collaborative team 

exercise. Looking at the diagram below, the problem is placed at the head of the fish while 

the causes make up the bones of the skeleton. Major causes are listed at the “ribs” of the fish 

(top and bottom), while the sub-branches denote potential root causes. 

 

Step 1. Put the name of the problem (the effect) in the box at the far right of the diagram.  

Step 2. To the left of this box, draw a central line (the spine), and from this central line, 

draw diagonal lines (fishbones) to represent different groupings of causes of the problem. 

Step 3. Brainstorm and list all the main categories related to your problem.   

Step 4. Assign each major cause line a heading from the categories, such as those listed 

below (pick those that apply to your problem): 

• Providers/staff 

• Policies/guidelines/protocols 

• Patients 

• Equipment 

• Procedures/processes/methods 

Step 5. Along the fish bones, write the contributing causes related to the main problem in 

the corresponding category. For example, in the category of “policies/guidelines/protocols,” 

a contributing cause could be that there is no guideline in the facility for providers to 

reference.  
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Annex 5. Job Aid for Coaching 

Getting started Tell me about your QI project? Continue to ask leading questions 

throughout the conversation. Focus on the basics. 

The QI basics Project prioritization: How was the project chosen? What was the problem? 

Aim: What is the aim of the project? Is it realistic? 

Measurement: What measures do you have? How regularly do you review 

performance (outcome and process measures)? 

Teamwork: Who is on the team? Is it multidisciplinary? Is there a team 

leader? How frequently does the team meet?  

Causal analysis: How did you decide on the root causes to your problem? 

Did you develop a process flow or fishbone diagram? Ask to see them. 

Use of data Does the team show effective use of data to set priorities and drive 

improvement efforts?  

Do they use visual displays of data to review trends and determine if 

improvements are successful?  

Were changes tested? 

Implementation of 

nursing standards 

Review the general implementation of the standards and results of 

changes the team is testing to achieve compliance to the standards. 

Identify any challenges the team is facing and provide guidance and advice 

where necessary. 

Review documentation Review team meeting minutes, data on QI indicators, QI action plans, flow 

charts, and other QI documentation. 

Identify technical 

assistance needs 

Does the team need additional training in QI, data interpretation, or 

teamwork? If so, develop a plan to provide support or link the team to 

additional available resources. 

Complete the coaching 

visit  

Is there anything else I can help you with today? Provide positive feedback, 

identify next steps, and clarify expectations. 

Tips Use questioning techniques to facilitate the team’s own thought processes 

to identify solutions and actions rather than taking a directive approach of 

telling them what to do. 

• Explain the purpose for your visit and your role in supporting QI 

activities. 

• Guide the direction of the work and future thinking. 

• Encourage ongoing work and testing of changes. 

• Recognize what they are doing well. 

• Teach technical information and its use in this context. 
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