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Day One Afternoon

Activity Presenter Moderator
1:30 PM Introduction of Agenda, Objective and Outputs | Dr Abraham Endeshaw, Chairperson ARM-I- | Esayas M, Senior Adviser,
CARE Panel Discussion MSGD/FMoH
1:35PM I-CARE Documentary Film PRCD-FMoH Esayas M. Senior Adviser,
MSGD/FMoH
1:45PM General Overview of National I-CARE Program | Yakob Seman, Director General for Medical Esayas M, Senior Adviser,
Services, FMoH (Panelist) MSGD/FMoH
2:10 PM Innovative Hospital Financing Dr Girmaye Deye, Health Economust, Esayas M, Senior Adviser,
PCD/FMoH (Panelist) MSGD/FMoH
2:35PM Culture of Hospital Amenities Management Mebratu Masebo, Senior Adviser, EHIA, Esayas M, Senior Adviser,
(Panelist) MSGD/FMoH
3:00 PM Standardization of ME and Laboratory Service Sufian Abdulber, Senior Adviser, Esayas M, Senior Adviser,
PMED/FMoH, (Panelist) MSGD/FMoH
3:25PM Introducing Health Professional Dressing Code | Helen Teklebirhan, Senior Expert, Esayas M, Senior Adviser,
CSD/FMoH, (Panelst) MSGD/FMoH
3:50 PM Health Break ARM-Organizers
410 PM General Discussion: Q&A Participants Dr Abraham E. Chairperson
and all panelists
6:00 PM Day one summary and next day briefing Dr Abraham E. Chairperson Esayas M, Senior Adviser,

MSGD/FMoH




Dav Two

Activity Presenter Moderator
8:30 AM Short overview on National CATCH-IT Inttiative | Kasu Tolla, Sentor Expert, CSD/FMoH Esayas M, Senior Adviser,
MSGD/FMoH
9:00 AM Short overview on National IPC Initiative Molla Godif, Senior Expert, CSD/FMoH Esayas M, Sentor Adviser,
MSGD/FMoH
9:30 AM Short overview on National AMR Ednekachew Degefaw, National AMR Esayas M, Sentor Adviser,
Coordmnator MSGD/FMoH
10:00 AM Short overview on National Patient Safety Dr Desalegn Bekele, Senior Expert, Esayas M, Senior Adviser,
HSQD/FMoH MSGD/FMoH
10:30 AM Short overview on National Major City Imtiative, | Dr Alegnita G, Director for ECCD/FMoH Yakob S. Director General
MIS-Project
11:00 Health Break ARM-Orgamzers
11:30 AM General Discussion Dr Abraham E. Chairperson and all presenters | Esayas M, Senior Adviser,
MSGD/FMoH
12:30 PM Lunch ARM-Organizers
1:30 PM Hospital specific I-CARE implementation plan | All I-CARE implementing hospitals Esayas M, Senior Adviser,
development MSGD/FMoH
3:30 PM Health Break
4:00 PM Hospital specific I-CARE implementation plan | All I-CARE implementing hospitals Esayas M, Senior Adviser,
development MSGD/FMoH
5:30 PM Summary of the two days discussion and closure | Dr Abraham E. Chairperson and Yakob S. Esayas M, Senior Adviser,
of the panel Director General MSGD/FMoH




|-CARE

Approach of the Panel

Objectives of the Panel Discussion
Panelists will briefly make presentations on

identified areas:
= |ntroduce the concept of I-CARE ! !

. = Concept ,expected outcome and
= Enrich the concept of I-CARE

_ _ Implementation strategy I-CARE
= Discuss Implementation strategy

and roles and responsibilities = Hospitals Financing

" Introduce selected I-CARE initiatives * Hospital Amenities Services Management

= Discuss Implementation Challenges

: = Access to Essential Medical Devices
and outline Key next steps

Expected Outcome of the Panel:
Common consensus and clear implementation next steps on [-CARE @
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Overview of
The National Program

Yakob S
Medical Services, Director General
Yakobh.seman@moh.qgov.et
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Introduction and Pillars

Compassionate
Care

I MPROVE

Compassionate Care

Access to
health
services

Access to health services

Redesign the system :
Redesign

the system

Engage key stakeholders




Key Measures and Targets for I-CARE

Reduce hospital walting time Improve Client Experience
Outpatient waiting time to Improve Staff Engagement
treatment _
Average length of stay Improve Revenue retention and
Emergency stay greater than 24 utilization
HRs Proportion of revenue collected
Delay for elective surgical Proportion of revenue utilized
admission

Improve Surgical Volume
National backlog clearance
Reduce cancelation
Operation theater efficiency



Interventions for

Selected




Compassionate Care

Scope Based Clinical Practice
Develop scope of practice for all professionals and level of care
Design Implementation strategies and build capability
Integrate scope of practice with pre-service training
Pain Free Health Facility
Create pain free culture
Capability building on Pain management
Design stock management system for pain management drugs



Compassionate Care

Standardization of care
Implement EHSTG standards
Implement HSTQ clinical standards
Implement national clinical audit guideline

Caring Health workforce development
Establish Patient council
Establishment of health and health system literacy unit in the hospitals
Establish Volunteer service coordination office
Opening of legal offices and protect health professionals in all hospitals



Access to Health Services

Access to basic surgical service Introduce Day care surgery
ISALTS: Improve Operation theatre efficiency
Maximal time utilization

Introduce Surgical Backlog Clearance _
Temporary and permanent leadership —

campaign OR director
Resource sharing for OR table

Equip and make OR blocks functional Standardizing preoperative preparation
protocols

Create alliance between primary and Revisiting preoperative and postoperative

_ _ _ _ stay

university hospitals to improve Data driven system for productivity —

open days

efficiency

Reduce cancelation @



Access to Health Services

Access to specialty and sub- Access to basic emergency,
specialty care trauma and intensive care
Finalize and launch tertiary care Pre-hospital emergency care with
roadmap ambulance management
Develop public private partnership Establish 60 standardized
model for tertiary care emergency units in the country
Establish centre of excellence for Establishment of need based
tertiary care based on facility advanced trauma centers and 1ICUs
mission and vision Creating surge capacity to handle
mass casualty incident and disasters
advocacy and mobilization
Mass training of BLS for formal
and informal sectors




Access to Health Services

Access to diagnostic service Access to essential drugs
Putting all the hospitals on Access to essential drugs and
laboratory framework agreement ME availability
Introduce PPP model Expansion of Model Community
Tele-consultation Pharmacy

Clinical pharmacy service
Rational use of drugs and AMR
APTS Automation




Redesign the System

Mayjor city medical service improvement project(MI1S-Project)
Create integration modality between RHB, Regional hospital and university hospital
Regular evaluation of major city medical service status using set indicators
Improve pre-hospital emergency care
Redesign Referral communication and network
EHIAQ implementation
Initiate regional EHAQ and EPAQ
Set a priority intervention area, clear measurement and evaluation method
Recognition of high performing PHCU and hospitals based on the alliance performance




Redesign the System

Teaching Hospitals Improvement Project(THIP)
Finalize teaching hospitals leadership and governance structure

Integrate mandatory clinical audit and quality improvement for medical
students

Clinical Service, research and Academic Integration
Implement scope based practice

Redesign pharmaceuticals procurement system

EPSA Reform
Framework agreement of non EPSA items
Implement Service Level Agreement for high tech equipments




Engage key Stakeholders

Team transformation at point of care
Clients and clients engagement during care provisions
Improve client privacy
Team building trainings and LIP
Engage senior physicians in system design
Establish senior physician engagement campaign for ICARE implementation
Training of selected senior physicians on health care leadership
Funding opportunity for QI projects
Create linkage with quality journals or Establish national HCQJ




Engage Key Stakeholders

Engage Health Professional Associations
Establish professional council
One plan, one budget and one report concept revitalization
Joint supervision, review meetings and reward

Engage medias and media houses to build health and health
system literacy

Health programs in all TV and radio stations

Films and drams to build a resilient health system

Media forums establishment

Medical journalism




National Priorities for 2012 E.C




National Priorities

P1: Redesign Hospitals financing

Approval of the new fee revision document and launch the implementation
Finalize and approve internal revenue collection and utilization guideline

Show case the implementation in selected health facilities

P2: Engagement of private for profit organizations
P2.1: Standardize professionals uniform and textile products in the hospitals

Approval of the dressing guideline and launch the implementation
Support regions to adapt and implement the guideline

Establish framework agreement system with selected garments




National Priorities

P2.2. Standardization of Hospitals food service

Develop national hospital food management guideline and Hospital food menu
Support regions to adapt and implement the guideline

Establish framework agreement system with selected hotels
P3: Engagement of private for non-profit

Hospital renovations by philanthropy investors

Equip hospitals




National Priorities

P4: Improve Laboratory Services
Placement lab equipment in selected facilities
Framework procurement of reagent
Improve test availability by 85%




Governance

MoH will take the leadership role for the 24 hospitals
During the pilot these 24 hospital will be under one leadership

Agreement been reached between regions and federal to implement the initiative in

24 hospitals
Working guide will be finalized and shared to the hospitals
Hospital specific plan will be developed and shared

Costing will be done by the national team in collaboration with RHB team




Roles of MoH

Describe the initiative with key interventions

Reach consense with regions

Develop hospital selection criterion

Mobilize resource

Take the national leadership of the initiative

Integrate the initiative with in the current structure to follow its implementation




Roles of RHB

Customize the initiative with key interventions

Reach consensus with regional government

Select pilot hospitals

Mobilize resource for matching

Take the regional leadership of the initiative

Integrate the initiative with in the current structure to follow its implementation
Make regular report to the federal ministry of health




BFR Model for I-CARE

Model of robust performance management
8-steps approach that is radical & transformational.

Practical Delivery Units, Reform Teams and
Performance Management

Transparency and accountability are central pieces
Creates and apply accountability
Works for any business

Robust planning, implementation, monitoring and
evaluation process

No room for unnecessary and uncalculated

IPRSAudit
and validation

assumptions Procass



BFR Model for I-CARE

Strategic Direction

(Step-1)

 Delivering basic hospital’s level changes
 Capturing low hanging fruits

* Focusing on what matters most for both patients and
hospital

Lab sessions

(Step-2)

Lab sessions are composed of all relevant experts and
decision makers from the hospital. It should also include
key representatives from hospital’s external stakeholders
who have high influences and contributions during
hospital’s I-CARE plan development, implementation,

monitoring and performance evaluation




BFR Model for I-CARE

Open days
(Step-3)

* Publicly displaying all the proposed detail I-CARE
Implementation plan

A kind of formal forum by which the hospital engages all
other internal and external stakeholders to collect possible
constructive comments for further enrichment of hospital’s

I-CARE plan

Detailed Roadmaps
(Step-4)

* Robust exercise to detail all the required Hospital’s I-
CARE implementation activities including the “what, why,
how parts of the plan” which are ultimately to be shared
with all relevant stakeholders

* A meticulous detailed roadmaps are created for each
Implementation periods such as yearly, monthly and

weekly




BFR Model for I-CARE

KPIs and Targets
(Step-5)

This step of BFR Model refers to:

* Setting measurable and traceable KPIs to clearly monitor
performances of hospital’s approved I-CARE implantation major
activities or interventions

* This step creates clear accountable and performance monitoring
framework for all relevant stakeholders to be aware and confident
enough at all stages of I-CARE implementation period

Implementation activities

(Step-6)

This step of BFR Model refers to:

 Based on step-5, the hospital will clearly and meticulously describe
everything necessary to make sure all I-CARE implementation phases
are monitored and controlled based on the agreed yearly, monthly and
weekly expected implementation outcomes

» This step clearly informs the detail roles and responsibilities of all
Individuals and organizations.

o It also shows all models of collaborations, level of stakeholders’

engagements




BFR Model for I-CARE

Performance Validation

(Step-7)

There is no room for false report

Strict Data capturing

Approving all types of reports at all levels

Plan Vs Report Validation, Reports Vs Registries Validation
Continuous Validation System

Cultivate Trust-ship among team work

Full engagement and empowerment

Performance Monitoring
and Review

(Step-8)

This step clearly informs to all stakeholders on what the hospital has
delivered or achieved finally after implementing all the agreed major I-
CARE implementation activities or interventions

» This step 1s the place where the hospital will clearly tell to its all
stakeholders on how it will evaluate what it has delivered after

completion of I-CARE implementation periods




Thank you



Hospital financing reform in Ethiopia

Girmaye D. Dinsa, PhD




Outline

Current hospital financing
The need for reforming hospital financing
Costing hospital services

Innovative financing




How are Hospitals Financed Currently?

\ e Probably the largest hospital financer
e Inefficiencies — shortages/wastages

\ e Pays highly subsidized or no fees — eligibility issue
e Don’t know actual cost of services

\ e Not everyone is covered
e Limited capacity to pay for services

/ Inefficient and underfinanced hospitals



Relationship Between User Fees and Cost of Services
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How Should Hospitals be Financed?

Fees Cost

>

e

Sustainable and Quality Hospital Services




Components of Hospital Financing Reform

How many
patients
will be
treated?

Who will pay?
How much g How much
does each - Patient: does

cost? receive?

- Insurance?

What
quality
(std.) of

care?




How are Hospitals Financed Currently?

Current hospital payment system
P pay y Expected hospital payment system after reform

CBHI, 10%

OOP, 30%

-

Govt, 10%

CBHI, 75%
Govt, 60%

Innovative hospital financing?




Rationale for Hospitals Financing Reform?

* To move away from input-based to output-based financing
* To improve service availability and quality of care

* To separate service seller and purchaser as well as regulator

* To ensure hospitals are financed sufficiently and sustainably



New Hospital Costing and User Fees

Outline:
Methods
Results
Implications




Method (1)

Csd = SSsd + EQUIPsd + HRsd + INDIRs + DRUGSs

Where:
Csd = cost of service s in department d
SSsd = Cost of supplies (consumables) required to provide service s in department d
EQUIPsd = Depreciation cost of equipment (non-consumables) for service s in department d
HRsd = remunerations for health workers’ time for providing service s in department d
INDIRs = indirect cost (overhead cost) in the hospital allocated to service s
DRUGSs = cost of drugs provided for service s

Note: cost of infrastructure (building) not accounted for




Methods (2)

Supplies (consumables)
Equipment

Human Resources
Indirect cost

Drugs




Methods (2) - Supplies

Unit/quantity of supplies multiplied by unit cost of
supplies required for providing specific service

Type and quantity of supplies required for each
service determined and validated by experts from
respective specialties (based on current clinical
practice)

Cost of supplies collected from EPSA and unit cost
calculated by research team shuftrstick



Methods (3) - Equipment

Time equipment is used (in minutes) for providing
specific service multiplied by depreciation rate (per
minute) of that equipment

Type and duration of equipment used for each service
was determined by experts gathered from respective
specialties (based on current clinical practice)

Cost of equipment collected from EPSA and
depreciation rate calculated by research team



Methods (4) — Human Resources

Clinical staff time (in minutes) of relevant type
multiplied by remuneration (per minute) of clinical
staff required for providing specific service.

Type and duration of staff time (in minutes) required
for each service determined by experts gathered
from respective specialties/departments based on
current clinical practice

shutterstock.com « 593019092

Cost of staff time collected from Human Resources
Administration and compensation per minute
calculated by research team




Methods (5) — Indirect Cost

Indirect expenditure data collected from 3 Federal/University
hospitals in Addis Ababa and 3 in regions for 2009/10 EFY.

Calculated proportion of indirect cost out of total expenditure of
these hospitals — this came to 10 to 20% of total spending

Increased cost of each service by averaging indirect cost (15%)



Methods (5) — Indirect Cost

Indirect expenditure data collected from 3
Federal/University hospitals in Addis Ababa and 3 in

regions for 2009/10 EFY.

Calculated proportion of indirect cost out of total
expenditure of these hospitals — this came to 10 to 20% of

total spending

www.shutterstock.com - 621316742

Increased cost of each service by averaging indirect cost
(15%)



RENHIEEY

Initial list of services 1,672
Initial grouping (by clinical relationship) 180
Further grouping (by department) 50
Standard OPD 16
Specialized OPD 11
Standard IPD 4
Specialized IPD 6

Intermediates 9




Results (2)- Example of calculated cost
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emergency unit OPD emergency unit

ETB 382.92

Other 6: Surgical
OPD

ETB 310.22

Dental
OPD/Screening clinic

ETB 1,879.92

ETB 1,188.53

Emergency/Others Other 4: Minor OR




Results (2)- Share of cost by input type

Drugs, 22%
Supplies, 23%

Indirect cost, 14% Equipment, 9%

Health worker, 32%




Results — Expected association between cost and new user fees
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Amenity Services Management in Public Health Facilities in

Ethiopia
| Lessons and Way Forward]

Mebratu M.







Context of amenity service management in Ethiopia

Context of Public Hospitals The operational amenities slice is comprised of a wide variety of

support services—including engineering, facilities management,
distribution, landscape services, linens, dietary, courier service,
O Typically, hospitals were headed by a CEO/CED security, IT, and others

O These directors and senior staff had limited
training and experience in overall hospital
management, .

O Unclean facilities, lack of beds, and poor/non-
existent meal service

O Hospital tried to make internal administrative
improvements, weak output monitoring and
poor accountability impeded the desired

= Lowers operating costs

= Standardizes delivery quality and timing

= Allows facilities management to track delivery volume
and timing for process improvement

= Minimizes damage to facilities and employees from in

change.
a w f husicians’ & T secure movement
astin sicians’ time on administrative . . -
_ g Py = |Improves infection control measures and facility
issues

cleanliness

J Management practice is strongly related to: = |ncreases productivity and patent satisfactions

Clinical outcomes, Patient satisfaction & Hospital
financial performance




Let me explain this in plain terms...




Good amenity management is correlated with better clinical and financial

performance

Case in points for amenity management:

UK Hospitals

" 6.5% reduction in risk adjusted 30 days mortality rates
" 33% increase in income per bed
" 20% increase in the probability that the hospital is above average in terms of patients satisfaction

US Hospitals

" 7% reduction in risk adjusted 30 days mortality rates?
" 14% increase in income per bed
"8 % increase in the percentage of people that would recommend the hospital



For Amenity management to succeed, certain key requirements need to be fulfilled

Political will and consensus as to the needs of the health sector and the benefits of
engaging in the hospital amenities

A clear legal framework and standards that governs the roles of the public Hospitals
in priority 24 hospitals

A unit within the Hospital whose responsibility is to monitor facility
amenity/contract management

Capacity of both public and private sector

Fiscal space with ability to finance similar initiatives

A transparent and competitive bidding and evaluation process




Following I-Care initiative, MoH will support in setting guidelines and the overall

initiatives

6 priority service delivery areas have been identified

Specifically MoH aims to achieve the following:

Catering, cleaning, security, gardening: To ensure continued availability of
quality services and create a system to prevent interruption of services in public
centers, on top of other benefits.

Incinerations and Laundry: To maximize efficiency by aggregating the demand
for these services across facilities, leveraging economies of scale at strategically
located centers

Government could aims to offer infrastructure and utilities to the private
providers that can enable significant reduction in contracting prices



Results and key challenges

. . Key Challenges
* Improved partnership between private

venders and public Hospital . Comflict regar(.jing the quality of non-clinical
_ services provided, partly because of poor
* Increase the proportion of blue-collar specification in the management .
employees share of white collar  Managing price variations over the life of years
employees & contract agreement; increases in input prices
. ’ frequently increased the cost of the service.
* Improvmg the status of Mmanager,  Absence of competitive vendors, especially in
* Reduced costs and increased efficiency; remote, rural areas.
and Focus on core competencies (the * Weak recordkeeping and data management by

o ) hospitals;
Z ’ o . .
specialized nature of a hospital’s * Limited internal capacity to prepare technically

competitive advantage). feasible and managing all-binding contracts.




The initiative will occur on a number of steps

Planning

Contracting

Implementation

» |dentification of
needs

= Establish working
group

» Prioritization of
departments and
services

Deep dive Gap
assessment

Quantifying of needs
and service volumes

Assessing capacity and
expectation of out
sourcing providers

Assess the legal
framework

Economic analysis

Developing application
documents

Providers consultative
workshop

Further feasibility study

Develop tendering
document and
contracting tools

Solicitation of
Expression of Interests

Negotiation with
providers

Evaluation and
contracting of providers

Implementation of
support

Contract management

Monitoring and
evaluation

Quality control

Develop scale up plan




Role of pilot hospitals — level assessment to evaluate amenity management practices

Amenity Management Example dimensions Dimension Scoring criteria
practices evaluated
y / 1. Customer Care and security Managers
. : P Performance dialogue and review are dedicated to patients satisfaction.
Hospital Operations , ) L. )
MR P overall hospital objectives are being
7/ met. Tracking is
7/
Interconnection
of amenity targets
. Most project performance indicators
will be tracked formally. Tracking
should be overseen by senior staff
Talent and People \\ . )
management . Performance is continuously
\\ Target balance tracked and communicated,
\ formally and informally, to all staff
\ using a range of visual
\ management tools
\ Consequence

measurement




There is an estimated huge resource gap to realize amenities service outsourcing




Agendas for discussion (1/2)

How can we best fit amenity management in the I-care initiative

What is your reflection on the current and planned capacity of local private providers to carryout
outsourcing improving institutions capability

What are the outsourcing modalities for each of the service categories under consideration

Anticipated challenges and mitigation measures for implementing the initiative




Agendas for discussion (2/2)

5) What are your thoughts on
Platforms that could be leveraged towards the success of the outsourcing
Subsidy from government to make costs affordable
Appropriate provider payment mechanisms

Potential approaches and areas for local providers to increase their involvement in the amenity

management

Monitoring systems that should be put in place for implementation

)






[-CARE:

Access to Essential Medical Devices




Medical Devices: WHO Health System Building Block




EHSTG

Medical Equipment Maintenance
Workshop

Medical Equipment Inventory

EC

uipment Risk Classification

Spare Parts Inventory
Equipment History File




EHSTG:

> Model Medical Equipment List

> Acceptance Testing and Installation

> Medical Equipment Incident
Reporting

> ETC.




[-CARE: Actual Access to basic services

> Access to basic emergency surgical service
[SALTS

> Access to basic emergency and intensive care
> Access to basic laboratory service

> Access to tertiary care

> Access to essential drugs and supplies

> Access to basic primary health care




Current Situation - Challenges:

Need baseness of procured medical
devices

Availability of medical devices as per
national standards

Specifications setting and quality of
medical devices

Focus given to reagents and spare parts
during planning




allenges...

Information & data management
system at all levels

Procurement:

Time taking - as long as more than 2 years,

not knowing ahead of time for which facilities
medical devices are being procured,

poor evaluation and acceptance system at central
level,

procuring unlimited brands for same devices,
Packaged items procured separately




Challenges...

Distribution related:

lack of acceptance protocol at HFs

accepting medical devices without proper checking

incomplete delivery of accessories or
parts,

distribution without checking site
readiness,




Challenges...

Installation taking very long time

Medical devices not installed at HFs
Poor maintenance capacity and system

Poor (unavailability of) medical devices
decommissioning/disposal system

etc.




olutions

Focus for medical devices management
more than ever... FMOH

HTA
Specifications database (FMOH, EPSA)

Standardization of medical devices by
level




olutions...

Focused PPL

capital and non-capital medical devices
Introducing quality components

Global standards,

Suppliers’ prequalification
Framework procurement modality

Package procurement of medical devices




olutions...

Placement of laboratory and diagnostic
equipment (Medical devices leasing)

Strategies to ensure sustainable
availability of reagents

Crossdocking of medical devices to HFs
Contract management guidelines
Team reorganization




olutions...

MEMIS

Facility level mentorship and facility
readiness assessments




Thank you I
>
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1. YT M2 MG NATP NATLAPT AEAT NOF U 7T &4
N, P7A°1ANT 1H £HH AZA L (light green) a&/& P75 ANMAT ARANN AANT::




P+ALR P4 N&AT PRIN AN AR YT AT PATD

2.9 @9° MG NATP N2 17+8 A&EA NTLLTIAIANT LH NCT18, PATR
(Burgendi) @& P27 ANN ARANN AANT::
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PNAT-PPF PR A NN ALYTF AT PATP...

aMY¢M9® MG NATP NAL NNTR N+MPT D& AT M6 N LTATANT
1H

3. UN9® ACAN NAC (light silver) AT 765 IPT a@ANN AANT:




PNAT-PPF PR A NN AR YTF AT PATP...

4.1CN &HH N PP (light blue ) @™/ PL7N AN ARANN AANT::
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P+ALR P N&E AT PRI ANN AR AT PATP...

5.MEPLE& {HH UTRLP (light purple) @A P25 ANAT ARANA AANT::




P+ALR P NENT PN ANN AR YT AT PATP...

6. NAL NtMPAD- PAL NGAT 0P Mg, PP UATR NATY PPF (AN $4E
4CMAIATLE Y9 LHH4TI OHt... dRC AT PP ( blue black ) T/ 27N
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P+APLR P4 AEAT PRIN ANN ARYTT AT PATE...
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P+ALR P4 N& AT PRIN AN AR YT AT PATE...

7. T M9° PMT NAT™P NUITT NEAT PNYT AATRC UNIPT N&EA
N, P7A°1ANT 1H P3N ANA eFhamm7 N7 ANT £2NAA +Ne hFaminNt
PALTN ANN ATAET AN BFAA::




P+ALR P4 N& AT PRIN AN AR YT AT PATE...

8. MY MI® PM.T NLIN +04 NMT +EL+
M-AH AFPIRL NAR.PLCINT 1H NNhA M-

HZ P 168 APA R/ stripe / PANT PSP N.0RLP PO/ M- OB P dB-f: P 075
AN ANN AANT ::

A8 9P PAn P/ M- Y65e APAP (stripe) NHF AL +m2@- PHIPULCT HARTY L MNAGA\:

MATI® ATLE KAOPF +094 AL APAP AFLM- AL +T4M- PHIUCT
HORG ODA P APLR AR 184\

PF+IPUCT HARY APA PM- PAL LM 6BL& AL PARR/9 BIPTA::




CLYN ANN BHT AT S HET

PLTN AN PebulCP ALY RIS 228 +F4-% 6000 T NdNEN £28 +aoC4
NPAKX NS L aRAN: P+HIE APy AANT::

LN AN PM7IN TINLL/MANME P7aR L MP.IR NAANLH AP £FAA::
PLIN ANy PAL AANA NI Nra APN&F 09 0 AR AANT::
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PNALCA ANAT +9INC AT UAL ...

PMS MLNEC +INC AT UALTH
PMT NATR PP+ PRANNA PR/ P A9M-M -+
Ndofl-d MG +RMF MRARLP AT +HINC THELT
aan/ pm, ARNANT MA+PDP
panan/ em.y +4 A9t R7H T APN e AT TRLITMNE
AL UIC LU aran/ P dopf/+ AL CIM PR ANN PN PR FA JCARTH+7 ARART
anan/ p NA+AAG IC +PEHM AT 43P T P& 4 PAMT
aan/ emY AL ANLATT+R APNANT




PNALCA ANAT +9INC AT UALTF...

PhAA MmT N.C +INC AT UALTH

NdoLl-A R2E POMMT PMGT NAT™LPTF PAANNA APARLP ANAA MT +2TF
MN+PMSP:

panan/ Py +4 899 7F @97H T AP F+A AT 992,77

aan/ p NAD+AAG IC +PRHM ATy $4FPF AR&EFY AOAMF!

AL NAA £UT ARAR/ P ARA/F R L0 PN AN TPZN PAR T
ICAT$F LALA ATH PRCIA

NN PAD- ULA AT+ AL PAANNN ACYT AL ATE APNLCF ALY
aom-( L1

NNAA £28 ICAY$FT NAPAPTF M-A THAC

NP qa®+ AMS +PMF ALTN ANN NE NEF apap e




PM.T +2MF +oINC AT UALTT

NPAMR+H NMT +RMT MNP ATLT T+ PMT NAT PP+

PM.q +&a9+ a4 6-any - aAM+

24U P3N AN NASINMT NHPaDMAr AONL CF ABALF OB a3/ 97 Mmi

P+HAMA PLIN ANN NAINM CRANAT NPLHM £EEMMEAL 2NJFtAA:




PM.5 +RMF +INC AT UALTT...

NM4e NAT> @ PR 1AM UNNT P TP&FT ATEUTE ANAL ANd
MATAAG:

PAINEF MG NAT>PP+F NPAX ARAPT A8 FA PAANNN NCY+T TN+PDEP

PMT NADP +a9/ P+ Nhanyo)f+gD [Py N9A PHIRUCT +29F ML PAT et
AToINC AFRIR L N,APM: LU aRaR/ @ A8 745 NM- NIRIR 7 FF M (MOU)
M-AMH AN+ NARoNNt +91NE-P AT PLLT T9.L 2 °0:




PMT NAGE- PP+ AANNN NCYT N+ ARARA/+ 4G +9INC AT

UAL Tt

P NAT™P PAANNNA NCYT ANL 9T, haQ+ N+ARPAAR Un9eg
PN 12t Nt5F UhIRT PN 12F+E NEF71+4 UhIRT PN 187
N2 T NA® UNT AT N&AT haH hed AT hhA+
RENC PO MM. NATPPF P4 AT NHFTF@ hANT(7) PATN
LUTA::

N +Mm NMFLY AP+IRL Pdt N&A AR 8HL UF
PIATAL\::




aa/ em- NAM+AAG

AT NA>P NDC D AT 9T9H PAANNN NCYET +ntie ARANN N$C NhIQ M-
PPA MNAMTPEL EAMPA

ATE NAMP NOC NP ANT 9IH PAANNA NCYET +NTA ARANN N$C NI+
POLL& MINMTPL P ENMPA

ATE NAMP NMC @-ND ATPNT IH PAANNA ACYET +NtAe AEANN N$C
Nh+@ ML Uh9PT N&A 1NT AT8LNSG 992 ML UATFHA &NTAT ha+ £AhA
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CATCH' I TAS part of I 'CARE
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1.Introduction---EHAQ cycles

1.1.EHAQ cycles

EHAQ : learning collaborative network

2012/13 G.C

Maternal &Newborn
EHRIG/Satisfaction care and CASH CATCH-IT

[114J




Redesign the system

Initiate and revitalize EHAQ platform.
Set a priority intervention area, clear measurement and evaluation method.

Recognition of high performing hospitals and clusters based on the alliance
performance.

Designed to improve timeliness and cleanness of care




3. Objective

General objective:

To transform the quality of services in hospital through clean and timely care

Improvement.




Specific Objectives:

To strengthen cleanliness of care practice in hospital service.
To reduce waiting time in hospital services for the provision of timely care.
To revitalize the existing initiatives.

To identify best practices and scale up rapidly through the collaborative

learning.




4 Principles of CATCH-IT

4.1.Principle of Cleanliness

“*Cleanliness Is everybody’s responsibility.
“*Clean Care Is Safer Care.

+*Cleanliness is all about Attitude than Resource.




4.Principles of CATCH-IT......

4.2.Principle of Timeliness
Timeliness of care is at the HEART of everything in health care settings demonstrating:
Hospitality
Enthusiasm
Attitude and

Respect to patients

Timely care is saving lives of the diseased.




5.CATCH-IT key interventions

5.1.Cleanliness interventions:

Monthly cleaning Day
Regular recognition of clean wards

Implement kaizen 5S

Conduct standardized regular internal and external cleaning audit

Assign ward master to sustain cleaning practice




5.CATCH-IT key interventions

5.2. Timeliness interventions:

Digitalization of liaison offices.

Central/Regional surgical backlog management.

expected date of discharge introduction during patient admission.
Bank queue system for medical record rooms.

Early initiation of clinics and late working of clinics.




5.CATCH-IT key interventions

5.3. Transformation of the institution Intervention:

Pain free Hospital Initiative /PFHI/
Ethiopian Hospital Service Transformational Guidelines implementation /EHSTG/
Data quality and data use (DHIS2 implementation)

SaLTS implementation



6.CATCH-IT project phases

Phase One: Preparation

Phase Two: Implementation

Phase Three: Evaluation and Reward




6.CATCH-IT project phases

6.1.Preparation phase:
Initiative description, development and approval

Key intervention selection and prioritization
Implementation methods and strategies development

Monitoring and evaluation tool development




6.CATCH-IT project phases

6.2.Implementation phase

National launching

Regional launching

Hospitals introduction and implementation of key interventions
Integrated supportive supervision and focused mentorship
Regional review meeting

National review meeting




6.CATCH-IT project phases

6.3.Evaluation and reward phase

Evaluation of the initiative
Regional recognition of hospitals

National Champion Hospital recognition
Monitoring and Evaluation frameworks
Timeliness of care measures

Cleanness of care measures

Transformation measures
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68 year old gentleman

A sixty e1ght year old gendeman was admitted to a Lapstoscopc Chokeysactony
lIbladder Removal
large private hospital in India (Galbladder Remova)

The admission was for surgical removal of gall bladder due to
stones

The surgery was uneventful and patient was
apparently improving well

Signs of chest infection from second day onwards

He was started on antibiotics and nebulization, but the chest
infection was worsening




68 year old gentleman

He was shifted to the ICU and started on oxygen.
A chest X-ray showed signs of pneumonia
His sputum culture meanwhile grew Klebsiella

The antibiotic sensitivity testing showed that it was a resistant
form of Klebsiella, which may not respond to routine antibiotics

He was given Meropenam (a very expensive antibiotic) and

Colistin (a very toxic antibiotic which can damage the kidneys) in D S

view of his worsening condition and the resistant bug.

Despite all efforts, he died on the 4th day of ICU admission.




Introduction

Antimicrobial resistance (AMR) is the ability of microbes to grow in the presence of a class of drugs

known as antimicrobials that would normaﬂy kill microbes or limit microbial growth.

ANTIMICROBIALS ——

ANTIBIOTICS/ ANTIVIRALS ANTIPARASITIC ANTIFUNGALS

ANTIBACTERIALS AGENTS

agaonst bactena, e.q.

- SOONst vinuse >0 gowrnst paras against fung. eg
bocterial drugs for hernpes a.g. drugs for drugs for yeast
g - " malaria nfections
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* AMR is both global and national health threat. e e e

e Silent Tsunami

* Demands Strong Collaboration and coordination in

One health approach

ANTIBIOTIC
RESISTANCE

IT'SIN YOUR HANDS




Antibiotic

Introduction. . .Contd

It’s not a question of “if”’ but rather
Sulfonamides 80—

Penicillin @—3 “When”
Streptomycin @——p

Bacitracin @&——»
Chloramphenicol| @&——»

Cephalosporin @——» 35 -
i s § Resistant bacteria
Tetracycline &——3 B 30 i :
Erythromycin @ > % >y on the rise
Yancomycin @ : S
Kanamycn @&——>» < 25 .
Methicillin @ =
Ampicillin 9——» E,—. 20 A
Gentamicin &———p» §
Carbenicillin @&——» ;El:
Clindamycin @» a 15 i
Amoxicillin @&—» 9 c:
Piperacillin & rl g 10 -
oo
S

Augmentin O
Aztreonam >
Imipenem &
Ciprofloxacin @
Year introduced into clinic Quinupristin-Dalfopristin &
Linezolid )
lgecycline @)

: 1985 1989 1993 1997 2001 2005 2009 2013
> E8 1988 1992 1996 2000 2004 2008 2012 2016

- » Year of first reported case(s) of resistance

1 1 I T T I T T [
1930 1940 1950 1960 1970 1980 1990 2000 2007
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Note: Some of the dates are estimates only.
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Tetanus
60,000

Road traffic
accidents
1.2 million

Measles
130,000

Diarrhoeal
disease
1.4 million

AMR now
700,000
(low estimate)

AMR in 2050
10 million

Cancer
8.2 million

Cholera

100,000—

Diabetes
1.5 million

120,000

Timeline Deaths/Year Deaths/Min

700,000

Present
10,000,000 19

2050

Europe,,

390,00Q
Asia

4
%, 730,900
"4

o North
- America
317,000

Africa
4 190,000 )
' Oceania
Latin 22.000
America v
392.000

Mortality per 10,000 population

(U T

Economic burden 1 trillion USD
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Furthermore without action, by 2050
The global economy may lose more than 100 trillion USD annually

between I1.1% and 3.8% of global GDP could be lost due to antimicrobial resistance
climate change are predicted to cause a drop of 1.0% to 3.3% in global GDP by 2060

Without action, by 2030
24 million people could fall into extreme poverty

low-income countries lose more than 5% of their Gross Domestic Product (GDP)
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DECENT WORK AND
ECORDMICGROWTH

The median overall extra The time o roral male cosuvol
cost to freat @ resistant worker in India has to work
cacterial nfecton fo earm this amount
s e SP Srhamay, A =i e
llsmu-n.g:s Parvorrz Porcaptora Potcy o v Prcs e Pay DO g

R _s
‘IT we fail
[ to address
antibiotic resistance],
we will pay for it
through our wallets,
but the poor will pay

for it with their lives’
Participant speaking on antibiotic
resistance at the
World Health Organization’s
Primary Healthcare Meeting
(Alma Ata 2.0, 25-26 October 2018
- Astana, Kazakhstan)
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“Nightmare Bacteria” Threat

States with one type of drug-resistant infection,

carbapenem-resistant Enterobacteriaceae (CRE), in 2001
and 2013.

2013 M CRE Reported to CDC
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AMR s real and high in magnitude

. in this country.

Antimcirobials use, resistance ‘ ] Y l a] Orlty Of bI’O&d—SP€CtI'UIIl
and containment baseline survey

syntheses of findings ‘1. * *

.I.?l%%.:.(r‘.:,.\.i.::i\:'-i;“i” and Control Au(hnrbixy of Ethiopia (DACA) antlblotlcs ShOW res lstanc€
fanagement Sciences for Health/Strengthening Pharmaceutical Systems (MSH/SPS)

. Adinn Adais

AMR is not advocated as a real
challenge.

=== SYSAID & =¥




Global responses to AMR

The World Health Organization (WHO) released the Global Action Plan on Antimicrobial

Resistance

International partnership to address human-animal-environment
. . health risks gets a boost THE FA°-0|E-WHO
* This action plan underscores the need for an — Tripartite Coordination

'1 effective “one health” approach involving
l coordination among numerous international
sectors and actors, including human and
\ veterinary medicine, agriculture, finance,
L environment, and well- informed consumers.

Global leader forfood  Giobal leader for animal  Giobal leader for
and agricuture heath and weltare hurman heath
sandards

The FAO-OIE-WHO Tripartite applies “One
Health” approaches by combining their
respective expertise to reduce the risks to
health at the human-animal-ecosystems
interface

Flagship topics: Influenza, rabies and AMR

._______.-- Sharting b w1 o O Tads Adharum Ghabrwpmis Ovectr-Garers of WO Or Mongus (it Ovectn Gurarw o P OFf ond U
Jute Grasero S Shen FAD Dvechs Oumers sler wpatrs of P MOU




Global responses to AMR

Global Health Security
Agenda g
)

We must come together to

3 v prevent, and detect and fight every - ‘
N B Kind of biological danger — whether ’
=~ it's a pandemic like H1IN1, a
’ § terrorist threat, or a treatable f
’ disease o
“Ob “ “B b
ama ack to the

President Barack Obama, 201

%
acknowledged , : = dark ages of
drug—resistance”w 7 : m‘igw'afi-'ﬂi.mm.owq,,m‘

Resistant Bacteria - is it enough?

The leaders confirmed that the G7
will coordinate its responses to
antimicrobial resistance (AMR).

G7 GERMANY

2015 | Gesundheitsministertreffen




ational policy responses to AMR

Antimcirobials use, resistance

NATIONAL STRATEGIC
FRAMEWORK FOR
PREVENTION AND CONTAINMENT
OF ANTIMICROBIAL RESISTANCE

STRATEGY for the PREVENTION and CONTAINMENT L Doy s ioeeon med
of ANTIMICROBIAL RESISTANCE
for ETHIOPIA

Food, Medicine and

Control Authority of Ethiopia
(FMHACA)
Second Edition, 2015 to 2020
Addis Ababa ‘
October 2015

August 2011
Addis Ababa

Ethiopian Food, Medicine and Healthcare =
Administration and Control Authority

e masterperinaddiscam/L ONGO1720

20 priority areas and 186 priority actions




Interventions — Advocacy
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Interventions — Surveillance

Findings from Tikur Anbessa Specialized hospital
* 1716 urine &323 pus, abscess, and wound specimen collected(Sept-July 2018).
* Escherichia coli is the most common pathogen isolated from urine and the second most

common pathogen from pus.
* The majority of the isolates showed resistance to broad-spectrum antibiotics.




Surveillance Findings

Figure 2. Proportion of . coli Isolates (N=184) from Urine and Pus* Showing Resistance by Antibiotic

Ampicillin (N=140) 98%
Amox/Clav. Acid (N=162) 90%
Co-Trimoxazole (N=139) T7%
Cefepime (N=108) 68%
Ceftriaxone (N=144) 67%
Ciprofloxacin (N=150) 63%

Ceftazidime (N=104) 53%

Antibiotic Tested

Gentamicin (N=158) 34%
Amikacin (N=150) 11%
Meropenem (N=159) 6%

0% 25% 50% 75% 100%

* Pus includes abscess and wound specimens Percent Resistant




Surveillance Findings

Antibiotic Tested

Amox/Clav. Acid (N=91) 92%
Ceftazidime (N=45) 89%
Co-Trimoxazole (N=86) 88%
Cefepime (N=67) 87%
Ceftriaxone (N=96) ||| 35%
Gentamicin (N=100) NI 7%
Ciprofloxacin (N=98) |, 59%
Meropenem (N=92) [IIINGGEN 26%
Amikacin (N=102) NN 6%
0% 25% 50% 75% 100%

. . Percent Resistant
* Pusincludes abscess and wound specimens




Surveillance Findings

Figure 4. Proportion of Staphylococcus aureus Isolates (N=9S5) from Urine and Pus*
Showing Resistance by Antibiotic Tested,

Antibiotic Tested

Penicillin G (N=57) 95%
Erythromycin (N=89) 23%
o-Trimoxazole (N=75) 17%
Oxacillin** (N=90) 14%
Clindamycin (N=89) 11%

i s s o eSS 25%  percent BO%stant 75% 100%




Interventions—Antimicrobial Stewardship Program

Fig 1. Goals of antimicrobial
stewardship

Optimise
patient safety

Ensure optimal use
of antimicrobials
by all providers

Reduce

drug resistance

Source: Department of Health (2013b)

* 30 Hospitals

* 30 Hospitals

* 30 Hospitals




Way forwards

AMR is one of the components of I-CARE

AMR at the high level policy

Implementing Antimicrobial Stewardship program
Strengthening IPC Program at health facilities (ABHR)
Awareness to the public and health care provider
Multisectoral /department collaboration

Research mapping & prioritization




Thank you

Let us Save Antimicrobials
for Our Children!




Patient Safety

Desalegn Bekele Taye (MD)
Coordinator, Health Service Quality Improvement Team
National Patient safety Focal




Objective

Patient safety

I-CARE for Patient Safety focus areas,




Objective

To discuss patient safety improvement initiatives in the perspective of |-CARE for
HSTP targets program




Patient Safety

“The absence of preventable harm to a patient during the process of health care

and reduction of risk of unnecessary harm associated with health care to an acceptable
minimum.” WHO.




[-CARE for Patient Safety: Focus areas

Medication errors,
Unsafe injection practices

Health care-associated

infections Unsafe transfusion practices
Unsafe surgical care Venous thromboembolism
procedures

Unsafe care in mental health
Diagnostic errors setting

Radiation errors




Medication errors,

Scope based practice,

Standardizing clinical pharmacy services,

Standardizing nursing care ( medication Administration)
Establishing high ALERT and polypharmacy medications protocols,
Ensuring good communication at the transition of care,

Maintaining/establishing psychological safety




Health care-associated infections

Implementing CATCH IT

Implementing standard precautions (hand Hygiene)

Improving reporting and surveillance




Unsafe surgical care procedures

Prevention of Surgical Site Infection

Safe Anesthesia

Safe Surgical Teams

Safe surgery Checklist utilization

XSalT S

Saving Lives Through Safe Surger)




Unsafe injections practices

Injection protocols

Ensuring adequate supply

Training the staff

Strengthening the hospitals transfusion committe




Diagnostic errors

Scope Based practice,

Transforming health workforce

Availing essential diagnostic modalities

Combating provider Burnout




Unsafe transfusion practices

Implementing blood Safety,

Transfusion protocols

Improving reporting of transfusion reaction




Radiation errors

Standardizing Radiation services

Patient engagement




Venous Thromboembolism

Standardizing the Inpatient and ICU services

Optimize Nursing Care

Availing essential drugs




Unsafe care in the mental health setting

Implementing CATCH IT

Standardizing psychiatric care

Ensuring scope based practice

Availing the essential drugs for psychiatric care




Speak up for patient safety!

Thank you so much!




Does Infection prevention and Control (IPC) program deserve

top priority ?




Whatis IPC?

A practical and proven set of organizational and technical approaches and
measures to prevent the spread avoidable infections and Antimicrobial

Resistance (AMR) within both community and health care settings .




Background of IPC and opportunities In Ethiopia.

MOH has been has implementing Infection prevention and Patient safety

program since 2005

In complement of the IPPS program, clean and safe health care facilities
(CASH) program has been implemented since 2014/2015

CATCH —IT initiative under the big program I-CARE has been introduced 2019




|IPC Plays a critical Role in Meeting national Health priorities

Quality of Universal Health Coverage
Anti-Microbial Resistance(AMR)
Health security

Maternal and neonatal health

Others




Reasons to invest on IPC

Directly improves health outcome

Reduces health care costs and out of pocket expenses
Monitors and tracks quality

Consists proven strategies supported by implementation aids

Is scalable to local context




Quick Action Points

Consider how IPC is relevant to Global and national Health priorities (AMR,
WASH, International health regulations, Sepsis and Patient safety).

Make sure you have strong IPC program at all levels inline with WHO guideline on
cc of IPC and interlinked with Quality , AMR, Emergencies and other programs.

Make sure that you grow IPC expert and all health workers know basic IPC

Check a system is in place to track the frequency of infection and AMR in your
health care facilities

Make sure that your health facility has utilities, staff and equipment
Check IPC indicators, show progress and act to correct Gaps
Be a champion in IPC




The way forward Cont

The 8 WHQO’s Core components of IPC

IPC programmes
Prog 6. Monitoring and audit of IPC practices

Evidence-based guidelines and feedback

Education and training 7. Workload, staffing and bed
Health care-associated infection (HAI) ~ occupancy ( facility level)

surveillance 8. Built environment, materials and

Multimodal strategies equipment for IPC (facility level)




