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Abstract

Better policies, investments, and programs are needed to improve the integration and qual-

ity of maternal, newborn, and child health services. Previously, partnerships and collabora-

tions that involved multiple countries with a unified aim have been observed to yield positive

results. Since 2017, the WHO and partners have hosted the Quality of Care Network [QCN],

a multi-country implementation network focused on improving maternal, neonatal, and child

health care. In this paper, we examine the functionality of QCN in different contexts. We

focus on implementation circumstances and contexts in four network countries: Bangla-

desh, Ethiopia, Malawi, and Uganda. In each country, the study was conducted over several

consecutive rounds between 2019–2022, employing 227 key informant interviews with

major stakeholders and members of the network countries, and 42 facility observations. The

collected data were coded using Nvivo-12 software and categorized thematically. The study

showed that individual, organizational and system-level circumstances all played an impor-

tant role in shaping implementation success in network countries, but that these levels were

inter-linked. Systems that enabled leadership, motivated and trained staff, and created a

positive culture of data use were critical for policy-making including addressing financing

issues—to the day-to-day practice improvement at the front line. Some characteristics of

QCN actively supported this, for example, shared learning forums for continuous learning, a

focus on data and tracking progress, and emphasising the importance of coordinated efforts

towards a common goal. However, inadequate system financing and capacity also ham-

pered network functioning, especially in the face of external shocks.

PLOS GLOBAL PUBLIC HEALTH

PLOS Global Public Health | https://doi.org/10.1371/journal.pgph.0002115 July 10, 2023 1 / 14

a1111111111

a1111111111

a1111111111

a1111111111

a1111111111

OPEN ACCESS

Citation: Tesfa A, Nakidde C, Akter K, Khatun F,

Mwandira K, Lemma S, et al. (2023) Individual,

organizational and system circumstances, and the

functioning of a multi-country implementation-

focused network for maternal, newborn and child

health: Bangladesh, Ethiopia, Malawi, and Uganda.

PLOS Glob Public Health 3(7): e0002115. https://

doi.org/10.1371/journal.pgph.0002115

Editor: Julia Robinson, PLOS: Public Library of

Science, UNITED STATES

Received: August 15, 2022

Accepted: June 2, 2023

Published: July 10, 2023

Copyright: © 2023 Tesfa et al. This is an open

access article distributed under the terms of the

Creative Commons Attribution License, which

permits unrestricted use, distribution, and

reproduction in any medium, provided the original

author and source are credited.

Data Availability Statement: All data is derived

from qualitative interviews, most with stakeholders

where only one individual holds a position, either

within federal or state government, facilities, or

NGOs. Every care has been taken to ensure

anonymity of the data in the submitted manuscript

but the data is not available for data sharing since

this would jeopardise the conditions of informed

consent. non-author contact information* For

https://orcid.org/0000-0003-3513-1097
https://orcid.org/0000-0001-8965-3582
https://orcid.org/0000-0002-0409-1099
https://orcid.org/0000-0001-8362-7156
https://orcid.org/0000-0001-5910-3723
https://orcid.org/0000-0002-7427-0826
https://orcid.org/0000-0003-3238-9375
https://orcid.org/0000-0003-4200-2314
https://orcid.org/0000-0002-6917-6552
https://orcid.org/0000-0002-4228-4334
https://doi.org/10.1371/journal.pgph.0002115
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pgph.0002115&domain=pdf&date_stamp=2023-07-10
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pgph.0002115&domain=pdf&date_stamp=2023-07-10
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pgph.0002115&domain=pdf&date_stamp=2023-07-10
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pgph.0002115&domain=pdf&date_stamp=2023-07-10
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pgph.0002115&domain=pdf&date_stamp=2023-07-10
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pgph.0002115&domain=pdf&date_stamp=2023-07-10
https://doi.org/10.1371/journal.pgph.0002115
https://doi.org/10.1371/journal.pgph.0002115
http://creativecommons.org/licenses/by/4.0/


Introduction

Despite advances in maternal and newborn survival rates in low and middle-income countries,

most deaths are attributed to weak health systems and poor quality maternal and newborn

healthcare services [1]. Many maternal and newborn deaths are preventable if all women have

access to quality care during and after childbirth and measures taken to support maternal

health will also positively influence newborn health [2,3].

Lessons learnt from previous efforts to improve maternal, newborn and child healthcare

such as improvement in coverage and quality of services have pointed to the need for inte-

grated, comprehensive, and holistic approaches and systems that promote an enabling envi-

ronment to produce a tangible result. Such environments are influenced by a combination of

the circumstances of individuals, organizations, and systems so that quality services with the

requisite staffing and equipment are supported by local problem-solving initiatives and coher-

ent policies [4–6]. For example, the current recommendation for all births to be assisted by

skilled professionals who provide care with knowledge, problem-solving attitudes and compas-

sion is important but not sufficient to save lives as these individuals also require an appropriate

environment to practice in [7,8]. Therefore, at the organizational level, foundations such as the

availability of basic amenities and adequate equipment and staff, favourable rules, and regula-

tions as well as a supportive management system are needed to stimulate the implementation

of interventions aimed at improving health [9]. And both individual and organizational per-

formance requires system support [10].

One such initiative designed to take a holistic approach to service improvement is the net-

work for improving Quality of Care for Maternal, Newborn and Child Health [QCN], a multi-

country implementation and learning network focusing on maternal, newborn and child

healthcare improvements, hosted by the World Health Organisation (WHO) since 2017 [11].

In 2017, the WHO and global partners launched QCN, with the partnership of ten pathfinder

network countries: Bangladesh, Cote d’Ivoire, Ethiopia, Ghana, India, Malawi, Nigeria, Sierra

Leone, the United Republic of Tanzania and Uganda. Kenya joined the network as the 11th

country in 2019. The network aims to halve maternal and newborn deaths and stillbirths in

health facilities by pursuing four strategic objectives: Leadership, Action, Learning and

Accountability (the LALA framework). “Leadership” focuses on building and strengthening

national institutions and mechanisms for improving QoC in the health sector; “Action” is

about accelerating and sustaining implementation of QoC improvements for mothers and

newborns; “Learning” aims to facilitate learning, knowledge sharing and evidence generation

on quality of care and “Accountability” is to develop, strengthen and sustain institutions and

mechanisms for accountability for QoC [4,11,12].

The launch of QCN presented an opportunity to learn lessons about this multi-country net-

work strategy and implementation process for maternal and newborn health care quality

improvement. This paper is part of a collection looking at different aspects of the emergence,

legitimacy, and effectiveness of the network (S1 Text). Here, we report on the individual, orga-

nizational, and system circumstances that enabled or impeded the network’s functionality in

the context of four network countries, Bangladesh, Ethiopia, Malawi, and Uganda.

Methods

Our research provides the implementation perspective of these four network countries (S2

Text). The study teams in these countries used a mixed-method approach to collect data from

the national and subnational network members, including at health facilities, for the overall

evaluation. Data from qualitative interviews and facility observations are analysed and pre-

sented in this paper (Table 1).
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We conducted semi-structured interviews with national and sub-national network mem-

bers and key stakeholders in Bangladesh, Ethiopia, Malawi, and Uganda. Participants included

employees of government bodies, implementing and technical partners as well as health facility

workers in the implementation districts. A topic guide was centrally prepared aiming to

understand how and why actors work towards network objectives, how this explains the extent

to which objectives are achieved, whether the network is aligned with national priorities, and

whether the network might result in the exclusion of important stakeholders or other unin-

tended consequences. (S2 Text) The topic guide was then translated to local languages (S2

Text) where appropriate and piloted in each country. As a result, minor adaptations were

made to reflect country contexts. In each country we conducted several rounds of interviews,

at least six months apart, to capture changes in how the network was operating and to follow

up on emerging findings from the previous round. Following the first round of data collection,

topic guides were refined in subsequent rounds specifically for each country and category of

stakeholders.

Facility observations were conducted in purposefully selected best and least performing

facilities in each country. These facilities were selected in conversation with network leaders

and based on health outcome data such as a comparison of maternal and child mortality indi-

cators [available from national databases] and other quality of care data [e.g., those used in

national schemes]. During observations, we used a common template to capture key processes

relevant to the focus of the network in each country and recorded unstructured notes about

healthcare processes on the day. Mothers coming to the facility were observed during service

provision. Further details on our methods are provided in S2 Text.

Data were entered into Nvivo-12 software for analysis and all countries used a common

codebook developed by the senior members of the QCN evaluation group, which was then

iteratively refined to accommodate country-specific context (S2 Text). During analysis, we

were guided by Wu’s conceptual framework for understanding policy competence and capa-

bility (Fig 1) [13].

Ethical considerations

All interviews and observations were conducted by local team members after obtaining

informed, formal written consent, including separate written consent for tape recording.

Patients’ privacy was respected during hospital observations. All data are confidential and

Table 1. QCN interviews and observations completed.

Case-study country Data collection round (dates) National interviews (n) Local interviews (n) Facility observation (n)

Bangladesh 1 (Oct 2019 –Mar 2020) 13 7 3

2 (Oct 2020 –Jan 2021) 14 11 4

3 (May 2021—Sep 2021) 10 12 4

4 (Jan 2022—Mar 2022) 8 0 0

Ethiopia 1 (Jan 2021– Mar 2021) 8 11 4

2 (Nov 2021- Dec 2021) 10 11 3

Malawi 1 (Oct 2019 –Mar 2020) 7 12 4

2 (Nov 2020– Jan 2021) 10 7 4

3 (Aug 2021 –Nov 2021) 9 7 4

4 (Mar 2022) 2 3 0

Uganda 1 (Nov 2020 –Mar 2021) 7 13 4

2 (Jun 2021 –Sep 2021) 12 8 4

3 (Feb 2022 –March- 2022) 10 5 4

https://doi.org/10.1371/journal.pgph.0002115.t001
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anonymised. Ethical approval was obtained from the Research Ethics Committee at University

College London (3433/003) and London School of Hygiene and Tropical Medicine (17541)

and the institutional review boards in Bangladesh (BADAS-ERC/EC/19/00274), Ethiopia

(EPHI-IRB-240-2020), Malawi (NHSRC Ref,19/03/2264) and Uganda (MUSPHHDRC, Ref:

869).

Results

Here we present findings on ways in which individual, organizational and system circum-

stances influenced the functionality of QCN, highlighting common themes to emerge across

the four network countries.

1. Individual circumstances

Three key themes emerged under individual circumstances: [i] the need to be trained and

motivated, and the frustration experienced when this was suboptimal; [ii] Working in a culture

of documentation and data use; and [iii] the importance of leaders to motivate individuals.

i. The need to be trained and motivated. QCN was perceived to have improved the avail-

ability of skilled professionals in enrolled facilities. This is both by increasing the number of

staff and improving the skills of the existing ones. Bangladesh is one of the countries making

progress in consistently providing health care with the assistance of trained professionals.

However, participants reported ongoing challenges and frustrations in retaining quality

improvement trained and motivated staff. In Bangladesh, while facilities were striving to pro-

vide full-time skilled care, it was noted that not all staff provided an equally high-quality ser-

vice and high demand negatively affected staff motivation.

“Clinical standards are not uniformly applied by all providers; there are insufficient training
and decision aids; there are long patient waiting times and improper queue management and
a large staff workload has resulted in challenges with maintaining staff motivation.” [QCN
webinar-Global level-Bangladesh Round 1]

Newly qualified and fresh staff joining the health system in Ethiopia and Uganda were

thought to contribute to a lack of saturation of quality improvement (QI) knowledge and skills.

And this QI skill gap was exacerbated by high levels of staff attrition, affecting the institutional

Fig 1. Conceptual framework on policy competencies and capabilities adapted from Wu et. al [12].

https://doi.org/10.1371/journal.pgph.0002115.g001
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memory for network functioning. In Malawi, retention of skilled staff was a significant chal-

lenge as well, partly due to a pre-existing ministry of health policy in place that rotates health

care workers between departments and/or health facilities, thereby disrupting institutional

memory about QI and network activities.

"Staff turnover due to rotation to other departments/facilities affects the quality of Care as
health workers trained to provide MNCH services are moved out and incoming health work-
ers may not have the necessary skills. This also directly affects QCN implementation as some-
times the staff who are shifted are trained WIT [Work Improvement Team] members.”
[Facility observation-Case 3-Malawi Round 2]

One of the assumptions of the network was that knowledge and learning would be shared

among network member health professionals and periodic learning forums were organized for

this purpose. Staff attending these forums were eligible for an allowance to cover any expenses

and respondents commented that competition among staff occasionally got in the way of

knowledge sharing, partly because of those compensations. This was found to be an emergent

property of the QCN implementation that has negative consequences.

“. . .. remember these health workers in maternity, antenatal and child clinics all work in
shifts. So, I am going to pick nurse A and leave out nurse B in the hope that nurse A will come
and tell nurse B what is supposed to be done. They actually don’t even share. The health work-
ers are saying that those who go are getting paid allowances and when they come back, even if
they wanted to share, others are really annoyed that they are not selected.” [Technical Part-
ner-National level-Uganda Round 1]

ii. Working in a culture of documentation and data use. A strong theme to emerge

across the four countries was that a critical achievement of the network had been to enhance

health care professional’s documentation culture, aligning with a core network objective to

reduce maternal and newborn mortality through use of easily retrievable, local data. As

explained by a midwife in Ethiopia:

". . .. If you don’t record the number of mothers you assisted, you don’t know how many deliv-
eries you have attended. This system has helped me and fellow midwives to improve our docu-
mentation culture. . ." [Health Facility Worker-Local level-Ethiopia Round 1]

Network countries put renewed emphasis on training for reporting systems as well as learn-

ing from identified problems. This was explained to be a major component of capability for QI

in Bangladesh where there was a focus on introducing updated data systems and training hos-

pital staff to use them.

“The data from different sectors come to the statistician and the statistician updates the data-
base. We couldn’t do this thing before. Now the sisters [nurses] have been motivated to do
these after arranging training and doing many things.” [Implementing partner-National
level-Bangladesh Round 1]

Despite improvements, actors working at different levels of the health system reported that

poor documentation practices, poor quality of data collected, lack of data collection tools, lack

of knowledge on how to use them, and lack of a culture of data use for decision making
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continued to be a challenge across the network. In Uganda there were complaints that the min-

istry of health monitoring tool was not easy to use due to its bulkiness and requiring extra time

of providers who are already overburdened, resulting in implementing partners using their

own tools: this duplication negatively affected motivation around data use. Numerous respon-

dents in Ethiopia and Malawi reported that their DHIS-2 reports remained incomplete, and

mistakes were frequently found despite improvements in report quality. A respondent at one

of the health facilities in Malawi elaborated this as follows,

“There are data issues, missing data, poor quality data and lack of ownership for the data.
People in the facilities should sit down to look at their data. . . they should ask ‘Is it making
sense to us? What are the problems?’ So, there is a lot of work out there to improve.” [Govern-
ment-National level-Malawi Round 2]

iii. The importance of leaders to motivate individuals. Strong leadership was cited as

playing an instrumental role in supporting individuals to contribute positively to QCN across

the network countries. The active participation of leaders highlighted the importance of quality

of care, motivating health staff and communities alike.

“. . .. . .Regarding leadership, when the Civil Surgeon puts a focus on, that facility will
undoubtedly perform well. The reason for this is that no matter what you want to do, good
institutional leadership is critical.” [Implementing partner-National level-Bangladesh Round
4]

However, respondents across the countries indicated that leadership and accountability

lacked uniformity between national and sub-national levels, with different patterns by country.

In Ethiopia, the network members’ engagement seemed strong at the top and most peripher-

ies; in Uganda, national QCN activity seemed more cohesive compared to sub-national activi-

ties; in Malawi, network leadership was more robust at the top. While in Bangladesh,

leadership commitment varied across the health system. All countries shared that the continu-

ous reshuffling of leaders negatively affected engagement. Lack of QI knowledge among indi-

viduals in leadership positions within health facilities was also cited as a challenge.

"Leadership is also an issue in most hard-to-reach facilities. They have people who are just
coming from school, they don’t have experience in management. . .So somehow, you will find
that the leadership to be weak and they don’t even grasp the concept of quality. So, for them to
support the QI initiative is a challenge. Once the leadership is weak or not conversant on some
of the QI initiatives, you will find that we don’t manage our facilities the way we would
want." [Government-National level-Malawi Round 3]

2. Organizational circumstances

Three themes emerged under organisational circumstances [i] inadequate staffing levels; [ii]

the need to find strategies for continuously building staff skills; and [iii] the problem of limited

physical resources and processes in facilities.

i. Inadequate staffing levels. Numerous respondents across the four countries said that

the inadequate number of healthcare personnel reduced the ability of a facility to engage with

QCN effectively. The problem also extended to support staff such as cleaners. This often led to

staff performing ‘double duties’, unsanitary conditions, and health care users experiencing

long waiting times. For example, findings from an observation in one of the case study sites in
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Uganda indicated that there was a 1:>50 ratio of provider to patients and, there a 1:12 ratio of

providers to beds in the maternity ward. Despite this, some institutions reported success in

establishing targets for an adequate number of healthcare personnel by recruiting staff, espe-

cially in districts.

“We have an indicator called ‘approved posts filled with qualified people’. This one has
improved really for us. Now we are at 74% . . .. of course, we cannot avoid the shortages all in
all, but I think there is a lot of improvement in the wage bill and recruitment of staff especially
in districts.” [Government-National level-Uganda Round 2]

Of concern, nepotism emerged as a challenge mentioned for the lack of adequate and

skilled professionals in some cases. There were reports of managerial positions and project

related work with extra incentives and benefits being monopolized by a small group of people

in an institution.

“Our current situation is serious. Academic competence is given less attention and people are
assigned by race and tribe. They form secret networks and influence the entire institution.
Since the leader is not competent enough, he will assign one or two people to support him in
every aspect. These people will be assigned to 5–6 programs each. When these people are gone,
everything is lost.” [Government-Regional level-Ethiopia Round 2]

ii. Finding strategies to continuously build staff skills. QCN actors commented on

opportunities for building skills of current staff that need either new training or refresher

training on a continuous basis. Examples were provided at multiple levels: coaching within

supportive supervision, mentoring between facilities, skills building in clusters of facilities, and

having visual posters or banners in facilities that show processes. In addition, institutional col-

laboration with different universities and professional associations was described as a good

opportunity for support of staff capacity in facilities in Bangladesh and Uganda. Respondents

across the countries agreed on the importance of network activities that brought staff together

to support continuous capacity building. A facility worker from Malawi explained,

"We have Continuous Professional Development (CPD) sessions where we invite key players
in MNCH activities in these 8 facilities where we discuss common conditions that we think
need more knowledge and skills so that we will be able to improve the quality of services that
we are giving to our patients.” [Health facility worker-Local level -Malawi Round 1]

Building from previously existing initiatives and programs of country health systems were

also identified to be important. Participants acknowledged the complementarity of these pro-

grams with QCN.

“QI initiatives by the MoH are already in the system. We have these. . . learning districts that
report regularly is the new thing the network brought. So, the programs complement one
another. . .. Now hospitals support health centers.” [Government-Regional level-Ethiopia
Round 1]

iii. Limited physical resources and processes in facilities. Lack of physical resources–

infrastructure, basic amenities, and equipment—was frequently mentioned to prevent ade-

quate care, or to harm patient satisfaction. Providers reported that this problem had tied their

hands to exercise the skills and knowledge they acquired through various trainings.
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“The implementing partners have done a lot of training on quality of care however on many
occasions, health workers are not able to utilise this acquired knowledge due to lack of essen-
tial equipment/resources.” [Government-National level-Uganda Round 2]

One respondent from Bangladesh explained how the combination of shortages in staff and

resources limited the potential for quality improvement:

“So, what is the reason behind this high maternal mortality? The reason is quality has been
compromised. You want to increase the delivery rate of the hospitals without quality improve-
ment? You need the capacity, manpower, system design and different tools. One of my staff
reported to me that ‘Sir, I have two death cases of PPH’. I told him to ‘Investigate it.’ He came
back after 30 minutes. It was found that the waiting time for those two PPH patients was
more than 2 hours.” [Technical Partner-National level-Bangladesh Round 1]

Despite the challenge of physical resources, some improvements in processes were noted

due to QI interventions, for example, maternal and perinatal death, surveillance and response

[MPDSR] and death audits in member countries were reported to have been strengthened as a

result of QCN.

“The audits are conducted more frequently, and the quality of data has improved.” [Govern-
ment-Local-Malawi Round 1]

3. System circumstances

Four themes emerged under system circumstances: [i] the opportunity of policy alignment

and partner coordination; [ii] the burden of parallel reporting systems; [iii] paying for quality

health care; and finally [iv] managing disruptive events.

i. Policy alignment and partner coordination. QCN was frequently commented to align

well with government policy and rhetoric and to promote partner alignment. QCN purpo-

sively identified and engaged NGOs working on QI areas and quality of care was where these

organizations interfaced. Respondents considered that government leadership for QCN had

been strong in all of the four network countries. It was a slow start in Uganda but later on,

picked up with the re-structuring of the Ministry of Health. In Ethiopia, the programme was

considered a flagship initiative and there was effective partner coordination. A respondent

explained:

“The ministry is taking this initiative as a flagship initiative and in fact, other new learning
initiatives are replicating this approach. So, this is an overall mobilization from top to bottom
level. Most importantly, I believe it is because of the network that the partner organizations
are able to implement the national strategy MNCH quality of care road map according to the
governmental recommendation and in a harmonized approach.” [Implementing partner-
National level-Ethiopia Round 1]

By the same token, MNCH was a priority area for the Malawian government and the goals

of the QCN align with national priorities which facilitated uptake of QCN.

" Issues of maternal and newborn health are a priority for Malawi. So, any opportunity that
comes, that is geared towards quality services, Malawi is very much interested in that. So,
when this network came, it was structured to the Ministry of Health to buy it. Initially, it was
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the WHO to talk about the quality of care network. And Malawi got interested and wanted to
be one of the countries to get the network.” [Government-National level-Malawi Round 2]

ii. The burden of parallel reporting systems. Parallel reporting systems were identified

as a challenge to continuous, timely and quality data across the countries. One consequence

observed in Ethiopia was that implementers were selective in the indicators they engaged with.

Indicators related to maternal mortality rate, neonatal mortality rate and stillbirth became

their focus areas. Likewise, respondents also mentioned that the indicator “experience of care”

was difficult to collect as it required interviews with service users. Similarly, not every public

facility in Bangladesh was using the full set of QCN indicators. As an implementing partner

respondent from Bangladesh explained, the rollout of quality of care indicators required a high

level of complexity:

“. . .But what we could not do still now is bringing the data under the national system, neither
at DHIS2 nor Director General of Management Information System.” [Implementing part-
ner-National-Bangladesh Round 2].

Respondents also commented that the parallel reporting system and the documentation

process were burdens for healthcare providers.

"This is a very good tool that was developed in partnership with the MoH, partners, even in
consultation with the other offices not only in Malawi. And good results came out but in some
places, it’s too cumbersome for the health unit to complete. But it provides a good baseline and
a good tool to monitoring progress." [Technical Partner-National-Malawi Round 3]

However, regardless of the challenges, some partners had worked successfully with local

governments to align the national data systems.

“Numerous implementing and monitoring stakeholders, notably UNICEF, Save the Children,
and QIS, have worked to include QCN indicators in the formal chain of quality data report-
ing.” [Health facility worker-Local level-Bangladesh Round 2]

iii. Paying for quality healthcare. Network countries that made maternal and newborn

health a pillar of the health system commented on the importance of financing care. Free

maternal and newborn health services, as was the case in Ethiopia, Malawi and Uganda were

thought crucial. In the same vein, the result-based financing programme in Uganda was

thought to have had a positive impact not only on increased uptake of institutional delivery,

but also through improved birth and death registration, motivation of health workers, and

enabling facilities to buy supplies.

Nonetheless, all countries reported that direct or indirect healthcare costs borne by the user

were a barrier to achieving network goals, with some costs preventing patients from receiving

all of the recommended care. This may include having to pay extra for certain tests, like ultra-

sound, blood testing, or urinalysis, or having to pay for transportation to a physically distant

district hospital.

iv. Managing disruptive events. All network countries reported the challenge of staying

focused on quality improvement in the face of disruptive events. The Covid-19 pandemic had

created considerable challenges to healthcare systems everywhere. Immediate QCN imple-

mentation was affected, as were plans for future scale-up. Budgets previously designated for
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other healthcare provisions were repurposed to Covid-19 emergency operation centres,

according to respondents. Members of the subnational network also mentioned the discrep-

ancy in the frequency and intensity of monitoring and supervision activities.

“Of course, at that time because of the fear, things weren’t clear. Even, people also said ‘all the
money to COVID’. Some of the facilities decided to take the QM [Quality management]
money to COVID. So, there were those situations in which money was channelled to the
COVID activities instead of the routine things.” [Government-National level-Malawi Round
2]

But the Covid-19 pandemic was not the only systems challenge reported. The national elec-

tion of Uganda was said to have temporarily disrupted network operations. And the unstable

political situation in Ethiopia was reported to have had an impact on both the site selection

and implementation of the project. Five of the nine implementation regions in Ethiopia

encountered sporadic conflicts during the implementation process. During those occasions,

healthcare workers were repurposed for emergency tasks, facilities were demolished, and

implementers were unable to obtain complete data.

Discussion

We examined the circumstances and functionality of the Quality of Care Network in four net-

work countries, reflecting on challenges and facilitators at three levels: individual, organiza-

tional and system. Three core themes emerged that operated across these levels: [i] the need

for high-quality staff who were trained, retained and continuously motivated; [ii] avoiding par-

allel data systems and promoting a culture of local data use; and [iii] leadership at multiple lev-

els to motivate individuals but also to drive system policy and coordinate partner actions.

Having access to adequate physical resources, financing health care, and managing disruptive

events all emerged as key drivers to network functionality.

Individual-level contributions in the network activities were found to be the backbone of

successful network implementation but it repeatedly emerged that the individual level must

have the support of organisations and systems. The baseline skill of available healthcare work-

ers and their commitment to providing quality services, as reported in other settings, were cru-

cial [14]. As the world’s public health focus has expanded to incorporate quality care, the

scarcity of qualified healthcare providers to carry out quality improvement operations is a

major concern [2,15].

Beyond the availability of skilled personnel to conduct health care was the need for opera-

tions that provided continuous on-the-job training. QCN activities directly contributed to this

need through refresher training and learning forum initiatives that brought actors together for

shared learning [16]. The attention that the network placed on tracking progress in facilities

also supported ambitions to improve data recording and data use, although it was not always

possible to avoid duplication. These initiatives were seen to fill gaps that country education

systems were not able to address through on-the-job training. Lessons drawn from the four

countries indicated that the knowledge and skills obtained through continuous learning

opportunities also contributed to addressing the problem of staff retention by reducing attri-

tion of staff and increasing institutional memory.

Failure to develop effective leadership minimizes the chances of a high-quality work envi-

ronment, which leads to adverse patient outcomes. Transformational and resonant leadership

styles are linked to decreased patient mortality, whereas relational and task-oriented leadership

styles are linked to improved patient satisfaction [17]. A similar case study which compared
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rural resource-limited facilities in South Africa indicated facilities with an authoritarian leader-

ship style had poor maternal outcomes, less staff motivation and poor client satisfaction,

though this might not work all the time [18]. Other literature also indicates that a mix of the

different leadership styles that consider organizational contexts could bring the desired effects

[19]. The importance of good leadership to improve implementation was clear in the four

selected countries, but it was a limitation of the network functioning that leadership and

power were not equally distributed both nationally and locally. Beyond direct implementation,

political leadership, and commitment to smooth and successful implementation of programs

were also key. Partner and government alignment and coalition were crucial to the functioning

of QCN in all the four countries [20].

Adequate financing of essential health services is crucial [21]. A bottleneck analysis applied

in 12 countries in Africa and Asia indicated that healthcare financing and health workforce

were the top two bottlenecks for the scale-up of maternal-newborn intervention packages [22].

Furthermore, in LMICs, infrastructure and basic amenities remain the most significant con-

textual obstacles to successfully utilizing and benefiting from interventions and similar net-

works [23]. These issues resonated through our study, showing that, despite some

characteristics of the network helping to problem solve, trying to improve the quality of care in

the absence of an adequate health workforce, infrastructure, country-led finance, or distrib-

uted leadership was challenging.

In LMICs, the foundation of a health system can easily be shaken because of the little

reserve capacity to respond to a shock. The Covid 19 pandemic was a perfect example of this.

While contextual adaptation and accommodation of interventions in an existing environment

could be a foundation for a sustainable and resilient system, the repurposing of health profes-

sionals and health facilities during the pandemic has clearly negatively affected maternal and

newborn care [24]. Likewise, contextual factors like political instability, as well as natural

calamities such as droughts and floods, may impair ongoing health efforts by disrupting usual

service delivery [25]. In the case of QCN, such challenges are directly linked to limiting the

possibility of conducting learning sessions, reducing the pool of available staff, restricting

transportation and supply chains, and reducing service provision.

Strengths and limitations of this study

Research methods that were harmonised between time and place across four diverse countries

represented a unique learning opportunity. However, the implementation of the research

methods was driven by country-specific local realities meaning that the learning was not uni-

form between settings. In addition, the framework used for this paper did not focus on what

many have called the “invisible software” of health systems and the network such as intra and

inter-professional relationships, local ’practical norms’ and other aspects of local facility cul-

ture or local cultural issues. Nonetheless, the consistency of themes emerging across these four

different contexts suggested a high level of external validity and potential for extrapolation to

inform future health networks.

Conclusion and recommendation

Implementing multi-country networks in different settings necessitates inputs and coordina-

tion and we observed that the intended network goal to reduce maternal and newborn mortal-

ity had the best opportunity to be realized through the coordinated efforts of subnational and

national stakeholders. To achieve the network’s objectives, it is necessary to have an adequate

amount of health system financing, strong political leadership, and coordination, as well as

dedication to streamlined data systems, which requires organizational structures filled with
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motivated and well-trained individuals who benefit from local leaders and have a positive data

use culture. In the selected four network countries, the characteristics of QCN helped to

address issues related to staff, leadership and data use although challenges encountered at indi-

vidual, organisational and system levels hampered the initiative’s ability to succeed as well as

intended. Nonetheless, sufficient gains have been made to warrant investing the time, effort

and resources needed to sustain the Network rather than introducing other new programmes.
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