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Getting a woman to deliver in the health facility is a challenge 
in some parts of the Northern Region. But, would you have 
thought that baby wrappers could make a difference? Out 

there in the eastern part of the Northern Region is the Bunkpurugu / 
Yunyoo District. My first visit was in August 2010, and I was amazed 
to see huge rocks that emerged from the ground and around the 
settlements. The district has a rural population of about 40,000 and 
most of its laterite roads were broken with potholes. 

Most of the people are farmers who live near the fertile lands. 
They live in small communities made up of two to five families. 
The farmers grow soya beans, groundnuts and millet to feed their 
families and to generate income for other needs. Others rear pigs, 
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goats, sheep, and cattle. During this visit, I saw 
many isolated heaps of ash-painted stones by 
the road. I asked about this and was told they 
are traditional signpost for “pito,” the popular 
traditional beer brewed from fermented millet or 
sorghum and used at many social gatherings.

At the Bunkpurugu Health Centre, I saw a 
large crowd of pregnant women waiting at 
the antenatal clinic to see the midwife. The 
pregnant women are expected to make at 
least four antenatal clinic visits before delivery. 
During the first visit, the expected date of 
delivery is estimated and medicines are given 
to the pregnant woman to prevent malaria, 
tetanus and anaemia. Treatment usually varies, 
depending on the woman’s health at the time 
of visit. The visits allow the midwives to assess 
the health of the baby and mother. 

Prior to my visit, engagements had been made 
in the Regional Health Directorate to secure 
support for the reduction of deaths among 
children under the age of five years in Ghana. 
We formed four quality improvement teams, 

one in each sub-district. Each team had a 
leader and an improvement project in antenatal 
care, perinatal care and postnatal care. The 
team in the Bunkpurugu Health Centre selected 
an improvement project in perinatal care aimed 
at improving skilled delivery and reducing 
perinatal complications, which sometimes 
result in neonatal death, stillbirth or maternal 
death. 

Testing of specific changes in the district 
started in August 2010 after the problems were 
analysed to find the causes. With management 
support, the team tested a variety of changes, 
including provision of beverage drink to women 
during labour; free motorbike pick-up from 
home when labour begins; allowing one family 
member into the labour ward; and maternity 
space for remote clients to report early. 

Data review in April 2011 showed no increase in 
institutional skilled delivery. In another meeting 
in the Bunkpurugu Health Centre, the team 
reviewed patient experiences during skilled 
delivery and noticed that many women ignored 

Women at ANC Clinic A nurse attending to a pregnant woman
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the health facilities because they could not 
afford a piece of cloth to wrap the baby in 
after delivery. They decided to give wrappers 
to women who delivered in the facility while 
continuing with the changes they started. The 
wrappers were pieces of cloth made from 
empty flour bags procured from the market. 
When the improvement team lead noticed 
the increase in skilled delivery, she tested this 
change in the remaining sub-districts. Three 
years on, the skilled delivery in the district has 
increased by 70 Percent, from 24 percent to 41 
percent.

The improvement work in this district has 
shown that patient experiences often provide 
clues for improvement. To identify the clues, 
it is important to conduct a careful analysis of 
the problem and then to test specific changes, 
using a structured guideline, to see if those 
changes lead to improvement. Continuous 
Quality Improvement is about understanding 
what people prefer and making process 
changes built on their experiences.

by Francis Ashagbley, Senior Project Officer

Urban East Health Centre Benefits 
from Good Leadership and Quality 
Improvement Strategies
Ghana is making stringent efforts to achieve the target 
of Millennium Development Goal 4: to reduce the child 
mortality rate by two-thirds between 1990 and 2015. 
Project Fives Alive! has been working with various 
health facilities in the Upper East Region, specifically 
Urban East Health Centre (Bawku), to achieve this 
target. This health centre is located near the main 
hospital, Presbyterian Hospital, and a private maternity 
home. When Project Fives Alive! started working with 
this health centre, their skilled deliveries were very 
low (2-4 deliveries/month) even though they had two 
experienced midwives. A quality improvement (QI) 
team comprising staff (Physician Assistant, Midwives, 
and Community Health Nurses) of the health centre 

was established. Meetings with the QI team and the 
Municipal Director started two months after the first 
training (Learning Session) in QI in March 2010. 

During the meetings with the quality improvement team, 
their data was analysed to identify the communities with 
the highest rate of late antenatal care (ANC) registrants 
and home deliveries. The team further brainstormed 
and identified the factors contributing to late ANC 
registration and low skilled deliveries at the facility. 

For example, some pregnant women fear that they 
will be watched with an “evil eye” and that may cause 
miscarriage. Others also think that women who deliver 

A nurse attending to a newborn
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at home are brave, these and other traditional practices 
hinder women from having skilled delivery.

After diagnosing the problem, the team picked change 
ideas from the change package (menu of successful 
change ideas) that was shared with them during the 
first Learning Session. These change ideas included 
engaging community members and opinion leaders 
during durbars and community meetings. This provided 
an opportunity to drive change at the community level 
by educating community members on the importance 
of early antenatal care, early signs of pregnancy, the 
importance of making at least four ANC visits before 
delivery, and accessing a health facility for skilled 
delivery. Additionally, the community health volunteers 
bought into the ideas at the clinic and also started 
identifying and referring pregnant women to the health 
centre for early antenatal care. Furthermore, women of 
fertility age who presented themselves at the outpatient 
department with other conditions that included early 
signs of pregnancy were screened for pregnancy, and 
those confirmed pregnant received counselling to start 
antenatal care immediately. 

Initially, the QI team saw this work as a bother and 
too much work. Later, they started understanding and 
appreciating QI concepts. These simple and low-cost 

interventions brought about a dramatic improvement 
in the health center’s rate of antenatal care and later 
increased the number of skilled deliveries.

In early 2012, during a site visit to the Bawku Municipal 
Health Directorate, I had a discussion with Hajia Hawa 
Seidu, the Municipal Change Agent for QI activities at 
the time, for updates at Urban East Health Centre. Her 
response was encouraging and lovely: “Oh my sister, 
the midwives are doing very well. They are now getting 
about 30 skilled deliveries per month. I got there one 
day and met Azara [one of the midwives], singing and 
dancing to support a woman in labour. With such an 
attitude, why would the women not go there?” One of 
the low-cost interventions they adopted is “creating a 
friendly environment for the women to feel comfortable 
when they come to access services.” They now provide 
free water for the women to take their SP [Sulfadoxine- 
pyrimethamine – an intermittent malaria preventive 
treatment during pregnancy] during antenatal clinic, 
give their telephone numbers to them to call when 
labour starts, get the drivers to take the midwife to the 
woman’s house to either provide domiciliary delivery 
or bring the woman to the health facility for delivery if 
labour is not advanced, and boil hot water for her to 
bath and beverage for her to drink after delivery. They 
even go to the extent of washing the delivery things.

Midwives of Urban East Health Centre on their regular schedule
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Despite all these excellent changes made by the health 
centre, Bawku is a town battling with ethnic conflict. 
It has had one curfew after another. Men are not 
allowed to ride motorbikes and there is still a ban on 
riding motorbikes at night. According to the midwives, 
most labour cases come in the night. The challenge is 
obvious: how do you access skilled delivery at night 
when labour starts?  

In terms of health outcomes, Urban East Health Centre 
has improved across the board. First trimester antenatal 
registration and skilled deliveries are now outstanding. 
The percentage of pregnant women starting ANC within 

the first trimester is now nearly 60 per cent (increasing 
from 29 per cent to 58 per cent), whilst skilled deliveries 
have improved by 64 per cent (from 33 per cent to 92 
per cent). No woman has died there because of timely 
referral of complicated cases to the hospital, and no 
woman has lost her baby in their hands.

Bravo to all Urban East Health Centre staff for the good 
work to save more lives!

Ms. Elma Kanobanye Yabang, 
Senior Project Officer

Overcoming the Fear of 
Death and Other Psychological 
Barriers to Referral  
Hospitals are not places you go for fun, especially if 
you are sick. As much as a hospital is a reflection of 
the hope we find in the power of modern medicine to 
heal, it is also an embodiment of the pain and suffering 
of the sick we regularly find down its corridors, and 
an unsettling reminder of the mere mortality and frailty 
of man. For some, the repulsion is exacerbated by 
the cold, white walls and sharp-looking instruments. 
For others, it is the pungent smell of the disinfectant 
used to clean the floors and equipment. Of all these 
enduring negative attitudes, one of the most powerful 
is the sentiment that hospitals are places to die and 
that referrals to such places are doctors’ unofficial 
notices of imminent death.

I recently conducted research on referral systems 
for pregnant women within the Assin North Municipal 
district, under the auspices of Project Fives Alive!, a 
project built on the partnership between the National 
Catholic Health Service of Ghana and the Institute for 
Healthcare Improvement in the United States, working 
to reduce morbidity and mortality among pregnant 
women and children less than five years old in Ghana. 
While there, I had the privilege of interviewing several 
health workers about some of the barriers preventing 
effective referrals within their sub-districts. Not 
surprisingly, many highlighted referred patients’ fear of 

dying at the hospitals leading sometimes to low referral 
adherence. 

It is unequivocally understood that referral to the next 
level of care suggests that the patient’s condition cannot 
be managed by the referring center. Many interpret this 
to mean that the condition is too advanced, or life-
threatening, especially if it requires emergency referral. 
Sadly, this is often true. But, one wonders why referred 
cases are frequently advanced or emergent. Many 
health staff interviewed suggested that it is because 
patients delay in seeking care. 

Some patients delay because of concern about the 
distance, often combined with poor quality roads 
leading to the nearest hospital. Many others delay 
because of the insurmountable costs involved in 
transportation, hospital fees, and even upkeep of 
relatives who accompany and stay with patients while 
at the hospital. In one interview, a health worker shared 
a tragic story of a pregnant woman with postpartum 
hemorrhage from a nearby village who died because 
she could not afford the Gh¢40 fare to the nearest 
hospital. 

Others further explained that past negative experiences 
at the hospitals often deter them from completing 
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referrals in the future. Among these experiences are 
long wait times, poor reception by health staff, and, as 
expected, fear of death. 

During the time I spent conducting research at the 
district hospital, I noticed that even if you were not 
related to anyone who died while seeking care, you 
could not miss it when someone else met an unfortunate 
end. One particular week, there were as many as three 
consecutive deaths. Quite naturally, each event was 
followed by loud wailing, crowds consoling affected 
families, and a general sense of doom that hung like 
a thick blanket of mist. In psychology, a theory called 
the peak-end rule explains that people often judge 
their overall experiences almost entirely on how they 
were at their peak (pleasant or unpleasant) and how 
they ended. Deaths are such intense emotional and 
unpleasant episodes that they occupy the central 
part of our experience, blind our senses to almost 
everything else, and often shape our entire attitudes 
towards hospitals, the places where they occurred.

When several patients were referred to hospitals from 
their community health facilities, they often opposed 
the referral decision. 

“Nurse, please try harder for us,” one patient is reported 
to have said. 

If the nurse remains “unhelpful,” patients sometimes 
seek traditional alternatives or accept palliative care 
because they would rather die in their own communities 
than in unfamiliar hospital environments. 

Death is naturally a difficult thing to discuss, but we must 
not accept patients’ fear of dying at hospitals as status 
quo, especially if these negative attitudes impact their 
overall health outcomes. Community education is one 
way to bring the message that seeking early care would 
reduce the chances of presenting with advanced, 
life-threatening diseases. In some communities, 
nurses accompany referred cases, and patients have 
acknowledged that the presence of familiar faces often 
comforts them and allays their fear. 

Health Professionals busily attending to a referred patient
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At the hospital level, Quality Improvement 
methodologies can be used to reduce mortality 
and improve processes that will reduce patients’ 
dissatisfaction with the care they receive. Some 
facilities have used data-driven methods to 
identify systemic bottlenecks contributing to long 
wait times. Others have implemented triaging 
methods to fast-track high-risk patients through 
the process. All of these help to eventually make 
hospitals a safe haven for the sick, a place where 
we should find comfort, and a place for healing.

By Henrietta Afari, 
Student Intern – Harvard Medical School  

An ambulance sending a patient to receive prompt care

For me, it was a first of its kind in the health project 
environment. Frontline staff were shown how to 
appreciate their own data, analyze it, and use it. They 
didn’t see it as one of those “usual projects” with 
people coming from somewhere else to the health 
centre or hospital to pick data, massage it, and send 
reports to donors for more funds. This was different: 
frontline staff owned the whole improvement work. 

From the innovative phase through to the third phase 
of this project, Project Fives Alive! (PFA) has been 

serving as a platform for continuous improvement 
even for health staff. Our strategy in the hospitals has 
been to use quarterly Learning Sessions and monthly 
site visits to the facilities to increase their capacity 
in quality improvement (QI) to reduce mortality and 
morbidity in children under five years of age (Under 5). 
Key staff directly involved in Under 5 care are invited 
to the Learning Sessions: the doctor and nurse in the 
Children’s ward, nurse in the maternity ward in charge 
of neonatal care, outpatient department (OPD) nurse, 
and Health Information Officer. We look for invitees who 

Using Data to Save Lives 

A frontliner explaining some data points
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About Project Fives Alive!
Fives Alive! is a project that unleashes the innovative potential of frontline health workers to develop 
practical strategies and tactics to overcome systems failures in the care of pregnant women and children 
in Ghana that could lead to preventable deaths. The institute for Healthcare Improvement and the National 
Catholic Health Service are collaborating with the Ghana Health Service to spread successful changes 
across the country for maximal impact. The project is funded by the Bill and Melinda Gates Foundation.

Project Fives Alive!
Directorate of Health
National Catholic Secretariat
P. O. Box KA 9712
Airport, Accra
Ghana

Tel:  + 233 289 116 856
Fax: + 233  302 500 463
Email:info@fivesalive.org
Website:www.fivesalive.org

Nurturing children for a healthier nation

 

are passionate about and willing to make changes 
from the usual practice that will make a baby live to see 
at least his or her fifth birthday. 

Because the project promotes local ownership, one 
management sponsor is also invited to represent 
management interest; with this, management feels 
part of the improvement work and shares in the 
responsibilities. 

The Learning Session is usually a two-day program of 
sharing and learning among the sister hospitals in the 
Catholic network in a common province. The beauty of 
this innovation is that facilities are mandated to come 
with data on the process and outcome measures 
directly linked to Under 5 care – for example, Under 5 
mortality, malaria case fatality, protocol adherence rate, 
cervical dilatation for mothers during labour, and stock 
out rate for consumables such as blood, antibiotics, 
and anti-malarials. These measures give an indication 
of how well the system is functioning, the lapses, and 
the critical points for improvement.

 Again, bringing together facilities in the same province 
encourages peer-to-peer learning about best practices 

and evidence-based medicine. Participants have 
the opportunity to learn the core concepts of quality 
improvement (QI), such as systems thinking and the 
Model for Improvement and QI tools such as process 
mapping, root cause analysis, and run charts. The 
teaching and learning are so basic that all attendees 
can grasp and understand it well and yet so powerful 
that attendees can use this learning to improve the 
hospital/system functioning. Each core team also 
makes a presentation to update the gathering on their 
data, highlight their strong points and weaknesses, 
and allow room for suggestions of improvement. 

Through these Learning Sessions, PFA continues to 
build the technical capacity of health workers in the 
area of QI, which is quite new a public health approach 
in our country. The lives of the children under five 
are being saved, thanks to this different focus. We 
don’t  just collect data  we now use data to help us 
understand how our systems are functioning. And we 
learn from our peers and improvement advisors how 
we can fix the system using quality improvement!

By Mrs. Josephine Agyeman-Duah, 
Project Officer


