
Quality Improvement Orientation to 

Support Implementation of Adult 

Health Nursing Standards in Malawi



• Originally designed to orient task force members

supporting a pilot implementation of adult health

nursing standards in Malawi

• Can be used and adapted for a basic training on

quality improvement

• Has adapted content from other quality

improvement materials that offer best practices,

including from USAID Assist’s 2016 Improving

Health Care training facilitator guide

About this Presentation

2

https://pdf.usaid.gov/pdf_docs/PA00TCHJ.pdf


Learning Objectives

After this course, 

participants will be able to: 

• Explain the

fundamentals underlying

the science of quality

improvement (QI)

• Develop key

competencies to improve

quality of care

Participants will practice the 

following skills:

• Identify and prioritize problems

• Define an improvement aim

• Gain consensus on the

improvement team

• Understand the current system

• Develop and measure

indicators

• Plot time series charts

• Plan, develop, and test changes

• Create a flowchart of the new

process
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Presentation Outline 

1. Introduction to QI

2. QI Method

3. Documenting the

Journey

4. Developing Action

Plans

Step 1: Identify

a. Identify and prioritize the problem

b. Define the problem

c. Develop improvement aim statements

d. Gain consensus on the improvement team

Step 2: Analyze

a. Understand processes and systems

b. Analyze cause and effect

c. Develop indicators

d. Plot time series charts

Step 3: Develop

a. Develop changes

b. Prioritize changes

Step 4: Test and Implement
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What Is Meant by Quality?

• What do you understand about quality?
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Definition of Healthcare Quality

“Quality of care is the degree to which health services for 

individuals and populations increase the likelihood of desired 

health outcomes.”
— World Health Organization

“Quality of Care” (https://www.who.int/health-topics/quality-of-care#tab=tab_1)

“Make sure we are doing the right things at the right time for 

every beneficiary, every time.” 
— Langley et al., 2019

The Improvement Guide: A Practical Approach to Enhancing Organizational Performance, 2nd Edition

Achieving quality healthcare requires reorganizing care 

delivery to provide the appropriate content of care to every 

patient who needs it every time it is needed.
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Dimensions of Quality

Effective: delivering evidence-based care that results in improved 

outcomes and is based on need. 

Efficient: delivering care that maximizes resource use and avoids waste. 

Accessible: delivering care that is timely, geographically reasonable, 

and provided in a setting where skills and resources are appropriate to 

medical need.

Acceptable/patient-centered: delivering care that considers the 

preferences and aspirations of patients and the cultures of their 

communities.

Equitable: delivering care that does not vary in quality because of 

personal characteristics such as gender, race, ethnicity, geographical 

location, or socioeconomic status.

Safe: delivering care that minimizes risks and harm to patients.
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What Is Quality Improvement?

• Quality improvement identifies where gaps exist 

between services provided and expectations for 

services.

• Improvement and change are strongly connected. 

• Fundamental changes that result in improvement:

• Something that alters how an activity is done

• Something that produces a visible, positive 

difference relative to historical norms 

• Something that has lasting impact
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Steps for Improvement

Work in 

teams

Decide 

what you 

want to 

achieve

Understand 

the current 

system

Develop a 

simple 

measurement 

system

Develop 

possible 

solutions

Test 

solutions 

on a small 

scale

Implement 

successful 

solutions
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Quality Assurance & Quality Improvement

Quality 

Assurance

Full cycle of activities and 

systems for maintaining 

the quality of patient care.

Generally associated with the 

monitoring of compliance with 

standards.

Quality 

Improvement
The combined and unceasing 

efforts of everyone―healthcare 

professionals, patients, and their 

families, researchers, payers, 

planners, and educators—to make 

the changes that will lead to better 

patient outcomes (health), better 

system performance (care), and 

better professional development.

Adapted from the PEPFAR 2014 Quality Strategy
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Integrating Content and Process of Care

Quality Improvement Integrates Content of Care 

and the Process of Providing Care

Training, mentorship, and support

Adapted from Batalden and Stoltz, 2003, “A Framework for the Continual Improvement of Health Care: Building and 

Applying Professional and Improvement Knowledge to Test Changes in Daily Work,” The Joint Commission Journal 

on Quality Improvement 19(10): 424-447. 11



The Plan-Do-Study-Act Model

Adapted from Associates in Process Improvement 

(https://www.apiweb.org/index.php)
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Improvement Principles and Frameworks

Fundamental Concept of Improvement: 

• “Every system is perfectly designed to achieve exactly the 

results it achieves.” (Batalden and Stolz, 1993)

Principles of Improvement:

• Understanding work in terms of processes and systems

• Developing solutions by teams of healthcare providers and 

patients

• Focusing on patient needs

• Testing and measuring effects of change

• Sharing learning 
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Model for Improvement

Adapted from: Massoud, R., K. Askov, J. Reinke, L.M. Franco, T. Bornstein, et al. 2001. A Modern Paradigm 

for Improving Healthcare Quality. QA Monograph Series 1. Bethesda, MD: USAID Quality Assurance Project. 14



Quality Improvement Method

STEP 1. Identify 

A. Identify the problems.

B. Prioritize the problems.

C. Clearly define the aim for improvement.

D. Form a QI team.
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A. Problem Identification

• Identify areas for improvement from:

• Routine data 

• Patient complaints or feedback

• Quality assessments
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B. Prioritization

• We cannot do everything at once.

• Not everything is equally important.

• Choose focus areas for improvement stages.
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Prioritization Tools

Pareto Principle 

• Approximately 80% of the problem is the result of 

only 20% of the causes of the problem. 

Based on Vilfredo Pareto’s theory

Example

• Last year, approximately 80% of the neonatal 

deaths at Dzombe health facility were due to 

preterm birth complications and intrapartum-

related events.
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Example of Pareto Diagram
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Prioritization Tools

Prioritization Matrix

Options

Criteria

TotalRisk if not 

addressed
Cost Time

Overcrowding in 

intensive care

Long hospital stay

Staff not following 

treatment protocol

Scoring scale: 1 to 5, with 5 representing the lowest risk, lowest cost, and 
shortest time
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Defining a Problem Statement

• What is the problem?

• How do we know it is a problem? 

• How long has this been a problem?

• What are the effects of this problem on quality and 

on the populations served?

• Where does the problem exist?
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Example: Problem Statement

• Waiting times for pregnant women (elapsed time 

from when the patient arrives at the health center 

to when the patient is seen by the midwife) has 

over the past three months averaged three hours. 

Consequently, women do not make the desired 

four antenatal visits before delivery.  
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C. Developing the Aim Statement

• The aim statement is a clear, explicit summary of 

what your team hopes to achieve over a specific 

amount of time and includes the magnitude of 

change you will achieve.
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Aim Statement for Improvement

Specific
Is the statement precise about what the team hopes to 

achieve?

Measurable
Are the objectives measurable?

Will you know if the changes resulted in improvement?

Achievable
Is this doable in the time you have? Are you attempting

too much? Could you do more?

Realistic/ 

Relevant

Do you have the resources needed (people, time,

support)? Does it align with the mission?

Timely
Do you identify the timeline for the project and know when 

you will accomplish each part?

24



A Good Aim Statement

• Has a defined boundary that specifies the scope of 

the improvement goal. 

• Contains specific numerical aims for outcomes

that are ambitious but achievable.

• Includes a timeframe (how much improvement by 

when?).
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Example 1: Improvement Aim 

• Within the next four months, we will reduce the 

patient waiting time at our clinic (Dzombe health 

clinic) from 3 hours to 30 minutes.

Boundary:   

Numerical goal for outcome: 

Timeframe:  
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Exercise: Case Study

• Read the case study. 

• Develop a clear improvement aim for your team.
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D. Consensus on the Improvement Team

• Improvement work is typically coordinated through 

a team of facilitators, also known as a quality 

improvement (QI) team.

• Designating a “work improvement team” is one 

example of a QI team.
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Why is Teamwork Important for 
Improvement?

• Healthcare processes are interdependent steps executed 

by different people.

• Gaps in quality are often caused during the process of  

hand-over between people.

• Given the opportunity, staff can often identify problems 

and generate ideas to resolve them.

• Participation improves ideas, increases buy-in, and 

reduces resistance to change.

• Accomplishing things together increases the confidence 

of each team member, which empowers organizations.
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Teamwork

Steps and Participants in a Patient Visit to the Clinic

Patient 
arrives

PATIENT

Registration

RECEPTIONIST

Take 
vitals

NURSE

Doctor’s 
exam

PHYSICIAN

Collect 
tests

LAB 
TECHNICIAN

Doctor 
prescribes 
medication

PHYSICIAN

Disburse 
medication

PHARMACIST

Patient 
departs

PATIENT
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Team Roles and Responsibilities

Improvement Team Members: 

People who work on improvement teams share 

their knowledge, experience, and expertise while 

working to accomplish team goals.

Improvement Team Leaders: 

People who coordinate the improvement team’s 

activities also maintain team records and serve as 

a communication link.
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Creating Good QI Teams

• Keep the team to a reasonable size: 5–7 people

• Choose team members who: 

• Are subject matter experts and have the 

relevant skills to facilitate learning

• Have strong communication skills

• Are adept at working collaboratively in any 

setting
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Exercise: List the Improvement Team

1. Referring to the aim statement you have developed for 

your facility, consider the process that you want to 

improve.

2. Think of those responsible for each step in that process. A 

representative of each function should be on your 

improvement team.

3. Think about who else would be important to include on 

your improvement team, such as: management, 

practitioners, patients or groups representing patients, or 

other people involved in the system of care.

In group discussions at your table, discuss who should be in 

your team.
33



Model for Improvement

34Adapted from: Massoud et al., 2001



Quality Improvement Method 

STEP 2. Analyze 

A. Understand the processes or system that will 

yield this aim for improvement.

B. Analyze cause and effect.

C. Determine the indicators that will enable you to 

know the improvement sought has been made. 

D. Analyze the available data and information.
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A. Understanding Work as Processes 
and Systems

• Process: a sequence of steps through which inputs 

from suppliers are converted into outputs for 

customers.

• System: the sum of the elements (including 

processes) that interact to achieve a goal.
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Donabedian Model of a System

The sum of the elements (including processes) that interact to 
achieve a goal.

Inputs

Resources 

necessary to 

carry out a 

process

Process

A series or 

sequence 

through which 

inputs are 

transformed 

into outputs

Outcomes

The outputs 

(services or 

products) and 

health effects 

resulting from 

the inputs and 

processes

Quality Improvement
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What is Process Mapping?

• A process map is an aid for picturing work that 

shows how inputs, outputs, and tasks are linked. 

• It is the “most important and fundamental element 

of business process re-engineering.” 

— Anjard, 1998; Soliman, 1998
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Sources: Soliman, F. 1998. “Optimum Level of Process Mapping and Least Cost Business Process Re‐engineering.” International 

Journal of Operations & Production Management 18: 810-816.

Anjard, R. 1998. "Process Mapping: A Valuable Tool for Construction Management and Other Professionals." Facilities 16 (3/4): 79-81.

Queue 

for 

clinician

Clinician 
orders 
tests

Consultation 

with clinician

Clinician takes patient history from 

mother/child and performs physical 

exam; orders tests

Patient walks to 

lab for tests

Queue 

for lab



Process Mapping/Flow Diagram

Why?

• Makes the process clear and 

understandable.

• Helps to eliminate unnecessary 

waits and delays.

• Uncovers potential problems and bottlenecks.

• Helps to guide discussion on identifying problems.

• Decreases workload.

• Decreases likelihood of error.

How could process 

mapping be useful 

for improving 

services?
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Flowchart

• Describes the process.

• Involves the people who have information.

• Gives a common understanding of the process.

• Uncovers potential problems and bottlenecks.

• Helps to guide discussion on identifying problems.
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Types of Process Maps/Flowcharts

1. Clinical algorithms 

2. Materials flow

3. Patient journey

4. Information flow
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How to Create a Process Map: 
Process Map/Flowchart Symbols

Begin or End

Step

Decision

Delay

Unclear step

Document

Storage

Flow lines

a Connector
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How to Create a Process Flowchart: 
Flow Lines

NO

YES

Decision

One flow line from a step

Two flow lines from a decision

Must involve a yes/no question

Step
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How to Create a Flowchart

1. Decide on the beginning and end points of the 

process to be charted.

2. Identify the steps of the process.

3. Link the steps with arrows showing direction of 

what comes after what.

4. Review the draft to see if the steps are in their 

logical order.
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Analyzing a Flowchart

• Does this step need to be done?

• Where are the delays?

• Is the sequence of steps appropriate?

• Are there missing steps?
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Purpose

What?

What is done?

What is the purpose?

Is the purpose accomplished?
Eliminate?

Why? 

Why is it necessary?

What if it were eliminated?

What would make it unnecessary? 

Place Where?

Where is it performed?

What alternate locations are viable?

Can the departments be reorganized?

Combine/

rearrange?Sequence When?

What other sequences would work?

Can it be combined with another event?

What are the implications of other sequences?

Person Who?
Who performs the task?

Who else could perform it?

Means How?

What other methods are available?

What other process technologies exist?

Can smaller scale processes be used?

Simplify?

Key Questions for Analyzing a Flowchart
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Example of a Flowchart from Mchinji 
District Hospital

Clinic for children under 5 years of age

Child with 
fever 

arrives at 
clinic

Informal 

triage by 

staff 

members

Group 

health 

education 

provided

Hallway 

outside 

of clinic

Patient 

walks to 

hall

Queue 

for 

weighing

Weigh child; 

caregiver/patient 

carries results 

back to clinic

Queue 

for 

clinician

Consult-

ation 

with 

clinician

Clinician takes 

patient history 

from care-

giver/child, 

performs 

physical exam

Clinician 
orders 
tests

YES

Lab
Patient 

walks to 

lab for 

tests

Queue 

for lab
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EXERCISE: 

Examining a Flowchart

• Referring to the improvement aim you developed 

with your team, draw a diagram of your current 

system.

• Analyze the flowchart using the key questions for 

analyzing process steps.

• Look at the flowchart and check if each step is 

represented by someone in your proposed team 

and add any missing representatives.
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B. Cause-and-Effect Diagrams

• Collect and organize knowledge about potential causes 

of problems. 
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Cause-and-Effect Diagrams: 
Fishbone Diagram

• Tool for organizing and summarizing known 

information.

• Defines underlying causes and how these 

contribute to the problem.

• Provides a deep level of detail and looks beyond 

obvious causes.

• Creation of it also has value!
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Fishbone Diagram

• Causes and factors may be patient-related, staff-related, or 

related to equipment, process, procedures, methods, etc.

51



Organizing “Theories of Cause”

Process problems are caused by:

• Methods

• Materials

• Equipment

• Environment

• People 
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Example: Cause-and-Effect Diagram 

Source: Institute for Healthcare Improvement. Quality Improvement Essentials Toolkit. Available at: 

http://www.ihi.org/resources/Pages/Tools/Quality-Improvement-Essentials-Toolkit.aspx 53

http://www.ihi.org/resources/Pages/Tools/Quality-Improvement-Essentials-Toolkit.aspx


Steps to Create Cause-and-Effect Diagram

• Define the problem and write it in a box on the right side of the 

paper (“head” of the fish) and then draw the “spine.” 

• Create “bones” of the fish by brainstorming 3 to 6 major 

categories of causes or factors contributing to the problem.

• Useful general categories: people (patient, staff), procedures, 

supplies, measurement, equipment, and environment.

• Brainstorm ideas about what factors or causes in each category 

contribute to the problem—each will need its own “sub-bone” 

(e.g., “What are the people issues that affect or cause X?”).

• Get more detail by asking “why” 3 to 5 times, continuing to draw 

additional levels of “sub-bones” for each reason.
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How to Use Your Cause-and-Effect Diagram

• Use it to plan further learning and improvement:

• Rank causes by their importance, according to your team

• Label the causes as long-term, systemic, or not frequent

• Decide if you need data on any cause to confirm the cause-

and-effect relationship

• Color code or add symbols on the diagram to:

• Rank importance

• Show if cause is confirmed by data

• Define as a long-term systemic issue or an infrequent or 

rare cause

• Update the cause-and-effect diagram as you learn
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EXERCISE: 

Analysis of Cause and Effect

• Referring to the case study and improvement aim 

you developed with your team, discuss the 

probable causes of the problem using a fishbone 

diagram.
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C. Determining Measures for 
Improvement

Why Measure?

• If you don’t measure what you are doing, how will 

you know if it is an improvement?

• If you don’t measure, how will you know what led to 

the improvement?

Ask: What is the minimum amount of measurement 

needed in order to answer these questions?
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How Measurement Should Work

• Should be linked to aims.

• Should be used to guide improvement and to test 

changes.

• Should be integrated into the team’s daily routine.

• Will allow QI teams to learn.

• Should concentrate on key measures—don’t 

overwhelm teams with endless data collection and 

analysis!
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Types of Indicators

Patient arrives

Input 

Indicators

# of staff nurses 

trained in 

malaria 

management 

protocol

Patient moves through system

Process Indicators

% compliance with ATS 

triage protocol

Proportion of patients 

assessed by a doctor within 

24 hours of referral

Short-term 

result

Output

Indicators

Proportion of 

malaria 

readmissions 

within 30 days 

after hospital 

discharge

Long-term 

result

Outcome

Indicators

Reduction in 

mortality due 

to malaria
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EXAMPLE: 

Measure of Delayed Caesarean Section

A facility has a problem with delayed start of 

emergency Caesarean section because the facility 

has only one surgical theater and two anesthetists. 

Management noticed the number of C-sections 

increased in the past year and the number of fresh 

stillbirths has equally increased. 

A process map analysis helped reveal that 125 

minutes elapse from when a doctor requests a C-

section to the time it starts. This delay is mainly 

due to delayed arrival of the anesthetist.

The facility aims to reduce the average emergency 

C-section response time from 125 minutes to 45 

minutes between January 1 and March 31. The 

change to be tested is to create a room for the 

anesthetist to rest when on duty to avoid travel 

from home in the night.

Outcome measures:

• Emergency C-section 
response time in 
minutes (from decision 
to incision).

• Fresh stillbirth rate.

Process measures:

• Average time it takes 
the anesthetist to arrive 
after being called. 

• Percentage of times the 
anesthetist uses the 
provided room for rest 
while on duty.
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Qualities of a Good Indicator

About the indicator:

• Clear and unambiguous (teams will not confuse what is 

meant by the indicator)

• Quantifiable

• Identifies a clear numerator and denominator

About the process to measure the indicator:

• Identifies the data source and the person responsible for 

collecting it

• Identifies the frequency for collecting the data
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Elements of an Indicator

Indicator: Describes what you are measuring

Numerator: The number of times your process was 

completed properly

Denominator: The number of times you ran your process

Source: Where the data is found

Person responsible: Individual to ensure data is collected 

and maintained

Frequency: How often data is collected
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EXERCISE: 
Developing Indicators

Indicator: Describes what you are 

measuring

Percentage of live births in a facility 

who are breastfed within one hour of 

birth

Numerator: The number of times your 

process was completed properly

Number of newborns who are 

breastfed within one hour of birth

Denominator: The number of times 

you ran your process
Number of live births in the facility

Source: Where the data is found
Health management information 

system register

Responsible person: Individual to 

ensure data is collected and 

maintained

Nurse in-charge at maternity ward

Frequency: How often data is 

collected
Monthly
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EXERCISE: 
Developing Indicators

• Referring to the improvement aim you developed 

with your team, develop a process indicator that 

will help the team to measure improvement.
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D. Analyzing Data

• Data collected for QI must be well summarized so 

that the mean and median can be calculated.

• A time series chart is one tool used to present QI 

data. 
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EXAMPLE:
Elements of a Time Series Chart

Increasing Triage of Children <5 upon Arrival at Kollo Hospital, Niger (2006-2007)
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% of children <5 triaged at arrival 50 69 61 36 67 91 88 79 74 95 85 77 93 85 94 83 88 94 76 97 96

# of children <5 coming to the hospital 80 75 112 119 150 164 130 159 184 170 177 131 105 84 108 120 112 160 623 256 114

# of children <5 triaged (U,P,NP) at arrival 40 52 68 43 100 150 114 125 136 161 150 101 98 71 101 100 99 150 471 248 110
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2006 2007

Numerator Definition: number of children <5 years of age who were triaged monthly U=urgent, P=priority, NP=not priority [Source: Triage forms ]

Denominator Definition: number of children <5 years of age that arrived for a consultation at the hospital [Source: Hospital Register ]

Sampling Strategy --> data are not a sample.

Triage 

Training

Policy to treat emergencies before 

administrative paperwork

Staff roles defined and Triage 

Forms introduced

Clear title that 

includes what 

and when

X and Y axes 

have clear 

scale and 

include 

indicator label

Numerator and denominator 

defined, including data source 

and sampling strategy

Numerator and 

denominator 

values shown 

for each month 

Tested changes 

are annotated 
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Quality Improvement Method

67Adapted from: Massoud et al., 2001



Quality Improvement Method

STEP 3. Develop

A. Determine possible changes (interventions) that 

may yield improvement.

B. Organize changes according to importance and 

practicality.
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A. Developing Changes

• What change will you make?

• Why will this change result in an improvement? 

How will it work?

• What improvement is expected as a result of this 

change? What do you think the result will be?
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Getting Ideas for Developing Changes

• Literature

• Guidelines

• Improvement team problem-solving

• Benchmarking

All improvements require change but not every 

change yields an improvement!
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Selecting Changes

Think of:

• Something you’ve never done

• Something you can do tomorrow

• Something that doesn’t require many resources

• Something that worked elsewhere

• Something that addresses identified gaps
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Selecting Changes

Avoid:

• What you’ve done before: 

• “Let’s have a training.”

• Low-impact changes: 

• “Let’s put up a poster.”

• “Let’s have an education session.”

• Technical slow-downs: 

• “We will build a computer program to do this.”
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Exercise

• Referring to the cause-and-effect analysis  

diagram, prioritize three main causes of your 

problem.

• Brainstorm possible solutions to address these 

problems.
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B. Prioritizing Changes

Which change to begin testing?

• Use the prioritization matrix to determine which 

changes should be tested first.

• Think about the practicality, importance, cost, 

human resources, time, acceptability, etc.
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Model for Improvement

75Adapted from: Massoud et al., 2001



Why Test?

• Unproven. Will it be successful?

• It worked for others. Will it work for us?

• It involves other people who are not quite so 

enthusiastic about new things.

• The change could possibly bring negative 

consequences.
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Elements of a PDSA Cycle 

Plan

DoStudy

Act
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Plan

Plan the test. 

• Who’s involved? What is the change? 

• Where and when are you going to do it? 

• Under what conditions? 

• How long will you test before you review (study)? 

• On what scale will you test (sample size)? 

• Do you know your baseline performance? 

• What do you predict will happen? 

…..Remember to plan for data collection during the test.
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Do

• Carry out the plan.

• Document what happened (process measures) and 

any unexpected observations.
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Study

Review:

• What happened? 

• What are the data telling you?

• Is this what you were expecting?

• What was learned?
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Act

Decide what to do next.

Data for a change

Did the changes lead 

to improvement?

NoTest 

other changes.

Yes

Is the change 

significant?

NoAdapt the change 

and conduct 

another test.

Yes Keep the changes.

Test new changes.
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Testing a Change

• Test BIG changes on a small scale first; then ramp 

up.

• Test individual changes separately when possible.

• Treat negative results as an opportunity to learn.

• Think about how conditions change over time 

(monthly, seasonal patterns, external variables).
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EXERCISE: 
Plan your Proposed Changes

• Referring to the case study and the changes 

developed in the last step, select one of the three 

proposed changes and develop a plan for testing it.
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